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March 8, 2000 

United Slates Senate 
Committee on Heallh, Education, Labor and Pensions 
Washington, DC 20510 

Dear Senator: 

We are writing to urge you to vote in favor of the Early Childhood Educator Professional 
Developraem amendment to be offered by Senator Dodd to S. 2, the Elementary and Secondary 
Education Act This amendmem would provide competitive grants to local partnerships that 
focus on two imponam goals foi children's success in school, early literacy and violence 
prevention. 

If children are to read at grade level, their early childhood educators must have the training to 
help young children develop pre-literacy skills. Research shows that children who attend early 
childhood education programs U d by highly qualified educators are more likely to have these 
skills and to succeed in scaool. '"et, only about forty percenl of preschool teachers have a high 
school diploma and just ten perc :iu have a two-year degree from a community or junior college. 
Many preschool teachers leceivt only ten hours of training each year. By focusing on the 
professional development of ear y childhood educators, particularly in literacy, many more 
children will be able io succeed in school. 

These grants also would be used to train early childhood educators in identifying and preventing 
behavioral problems or violent tehavior As evidenced by the recent tragedy in Michigan, 
violence prevention must begin *iih very young children. With the skills and knowledge on how 
to effectively help young childrt n deal with anger and conflict withoul violence and identify and 
refer children for oilier needed services, early childhood educators can make a difference on this 
important issue. 

We urge you to vote yes on this amendment. 

Sincerely, 

Amencan Federation of School Administrators 
American Federation of T'eache s 
American Psychological Associition 
Center for the Child Care Work orce 
Children's Defense Fund 
Child Welfare League of Ameri :a 
Council for Exceptional Childre n 
Division for Early Childhodd, C EC 
Fight Crime: Invest in Kids 
National Association for Bihng jal Education 
National Association for ihe Ed icatiou of Young Children 
National Association of School Psychologisti 
National Council of Jewish Woncn 
National Education Association 
National Head Stan Association 
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Naiioiul Women's Law Center 
School Social Work Association Df America 
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# 3 
AMENDMENT NO. Calendar No. 

Purpose: To proiade for early childhood educator professional 
develoyuneu:. 

IN THE SENATE OP THE UNITED STATES—IQfith Cong., 2d Sess. 

S.2 

To extend pre grams arid activities under the Eiementaiy 
,wid fjecondaxy Education Act of 1965. 

Eeferred to the Committee on 
and ordered to be printed 

Ordered to lie on the table and to be printed 

AMENDMENT intmded to be proposed by Mr. DODD 

Vis: 

1 At the ead of title:II, insert the following: 

2 SEC. ... EARLY CHILDHOOD EDUCATOR PROFESSIONAL 

3 DEVELOPMENT. 

4 Title I I (20 U.S.C. 6601 et seq.) amended by add-

5 ing- at the end the following: 

6 "PART _ EARLY CHILDHOOD EDUCATOR 

7 PJlOFESSIQNAL DEVELOPMENT 

S "SEC 1. PURPOSE. 

9 "In support of the national effort to attain the firat 

10 of America's Education Goals, the purpose of this part 

11 is lo enhance the school readiness of young children, par-
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1 tiaUarly dia idvanUgjed young children, and to prevent 

2 them ft-om encountering reading difficulties once they 

3 enter school by improving the knowledge and skills of 

4 early childhood educators who work in communities that 

5 have high coiicentratibns of children living in poverty. 

6 "SEC. 2, Pi tOGRAM AUTHORIZED. 

7 "(a) GIANTS PABTNERSHIPS.—The Secretaiy 

8 shall cany nut the purpose of this part by awarding 

9 grants, on a competitive bails, to partnerships consisting 
10 of— i 

11 "(li(A) one or more institutions of higher edu-

12 cation that provide professional development for 

13 early childhood educators who work with children 

14 from low -income families in high-need communities; 

15 or 
i 

1 6 £ f(Bl another! public or private, nonprofit entity 

17 that pro\ides such) professional development; 

^ "(2) one or'more public agencies (including 

19 local educational agencies, State educational agen-

20 cies, Stai,e human' services agencies, and State and 

21 local agencies administering programs -under the 

22 Cidld Care and Bevelopment Block Grant Act of 

23 1990), Hiad Start ;ageneies, or private, nonprofit or-
24 ganii'.ations; and 
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1 "(c) to the; extent feasible, an entity with dem-

2 oniitrattd experience in providing violence prevention 

3 edneaticn training to educators in early childhood 

4 educaticn progralms. 

5 "(b) PRIORITY.—In awarding grants under this part, 

6 the Secretary shall give priority to partnerships that in-

7 elude 1 or raore local! educational agencies which operate 

8 early childhood education programs for children from low-

9 income families in higty-need communities. 

10 "(e) DtriATiON AJSTP NUMBER OF GRANTS.— 

•H- "(1) DuRATfON.—Each grant under this part 

12 shall be awarded tor not more than 4 years. 

13 "(21 NUMBER.—<NO partnership may receive 
i 

14 more thin 1 grant under this part. 

15 "SEC. 3. AI PLICATIONS. 

16 "(a) Af PLICATIONS REQUIRED.—Any partnership 

17 that desires to receive a grant under this part shall submit 

18 an applicatior to tlie Secretary at such time, in such man-

19 ner, and contiining such information as the Secretaiy may 

20 require. 1 

21 "(b) CONTENTS.—Each such apphcation shall 

22 include—- i 
2 3 "(Da description of the high-need community 

24 to be sei-ved by the project, including such demo-
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graphic and socioeconomic information as the Sec­

retaiy may request-

"(2) information on tlie quality of the early 

childhood educator professional development pro-

gram etirrently conducted by the institntion of high­

er education or o|3ier provider in the partnership; 

''(31 the resijilts of the assessment that the enti-

ties in tlie partnership have undertaJcen to determine 

the mos: critical I professional development needs of 

the early ehildhopd educators to be served by the 

partners lip and in the broader community, and a 

deseripti m of how the proposed prefect will address 

those needs; 

"(4] a description of how the proposed prqject 

will be carried oulj including— 

"(A) how individuals will be selected to 
I 

participate; 

"(B) the: types of research-based profes­

sion^ developinent activities that will be carried 

out; 
i 

"(C) howi research on effective professional 

deve opment and on adult learning will be used 

to dt sign and deliver prqject activities; 

''(D) how the prqject will coordinate with 

and build on, ;and will not supplant or dupli-
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1 eats, early childhood education professional de-

2 velopment activities that exist in the commu-

3 nit?/; 

4 "(E) how the project will train early ehild-

5 hood educators to provide services that are 

6 bas 2d on developmentally appropriate practices 

7 and the best available research on child, lan-

8 guage, and literacy development and on early 

9 chillhood pedagogy; 

10 "(F) how the program will train early 

11 childhood educators to meet the diverse edu-

12 catimal needs of children in the community, in-

13 eluding children who have limited English pro-

14 ficiency, disabilities, or other special needs; and 

15 "(6) how the project will train early child-

16 hood educators in identifying and preventing 

17 beto.vioral problems or violent behavior in chil-

18 dree; 

19 "(5) a description of— 

20 "(A) the specific objectives that the part-

21 ners iip will seek to attain through the project, 

22 and how the pannership will measure progress 

23 toward attainment of those objectives; and 

24 "(B) how the objectives and the measure-

25 ment activities align with the performance indi-
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1 eaiors establishedby the Secretaiy under sec-

2 tioa 6(a); 

3 "(fi) a deseriptioiBf the partnership's plan for 

4 institutionaiking the attvities carried out under the 

5 project, so that the activities continue once Federal 

6 funding ceases; 

7 "(7) an assurance that, where applicable, the 

8 prQject 'Bill provide appropriate professional develop-

9 ment to volunteer staff, as well as to paid staff; and 

10 "(8) an assurance that, in developing its appli-

11 cation a ad in carrying out its prqject, the partner-

12 ship has consulted with, and will consult with, rel-

13 evant agencies and early childhood educator organi-

14 nations described in section 2(a)(2) that are not 

15 members of the partnership. 

16 "SEC. __4. SE LECTION OP GRANTEES. 

17 "(a) CRJrfiRU..—The Secretaiy shall select partner-

18 ships to receiTe funding on the basis of the eommunitys 

19 need for assisi&nce and the quality of the applications. 

20 "(b) Q-I:OQRAPHIC DISTRIBUTION.—In selecting 

21 partnerships, the Secretary shall seek to ensure that com-

22 munities in dirferent regions of the Nation, as well as bolh 

23 urban and rural communities, are served. 
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1 "SEC. ___5, USES OP FUNDS. 

2 "(a) IN GENERAL.—Each partnership receiving a 

3 grant under this pan shall use the grant funds to carry 

4 out aetmties that will improve the knowledge and skills 

5 of early chiUlhood educators who are working in early 

6 childhood programs that are located in high-need commu-

7 nities and strve concentrations of children from low-in-

8 come families, 

9 "(b) ALLOWABLE ACTIVITIES.—Such activities may 

10 include— 

11 professional development for individuals 

12 working as early childhood educators, particularly to 

13 familiarise those individuals with the application of 

14 recent research on child, language, and literacy de-

15 velopmei.t and on early childhood pedagogy; 

16 "(21 professional development for early child-

17 hood educators in working with parents, based on 

18 the best current research on child, language, and lit-

19 eraey development and parent involvement, so that 

20 the educators can prepare their children to succeed 

21 in school 

22 "(3) professional development for early child-

23 hood educators to work with children who have lim-

24 ited Engish proficiency, disabilities, and other spe-

25 cial needs, 
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1 "(4) professional development to train early 
2 childhood educators in identifying and preventing 

3 beliavio -al problems or violent behavior in children; 

4 '*'(£•) activities that assist and support early 

5 childhocd educators during their first three years in 

6 the field; 

7 "(6) development and implementation of early 

8 ehildhooi educator professional development pro-

9 grams that make use of distance learning and other 

10 technalo.jies; 

11 "(7.i professional development activities related 

12 to the selection and use of diagnostic assessments to 

13 improve teaching and learning; and 

14 '''(8) data collection, evaluation, and reporting 

15 needed to meet the requirements of this part relat-

16 ing to ae<»ountahility. 

17 "SEC. 6, ACCOUNTABILITY. 

18 "(a) PEIIFORMANCE INDICATORS.—Simultaneously 

19 with the publication of any apphcation notice for grants 

20 under this parthe Secretaiy shall announce performance 

21 indicators for this part, which shall be designed to 

22 measure-— 

23 "(1) the quality and assessability of the profes-

24 sional development provided.; 
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the impact of that professional develop­

ment oa the early childhood education provided by 

3 the individuals who are trained; and 

4 "(il) such other measures of program impact as 

the Secretaiy determines appropriate. 

6 "(b) ANNUAL. RKPOETS; TEBAHNATION.— 

7 "0) ANNUAL REPORTS.—Each partnership re-

8 eeiving i grant under this part shall report annually 

9 to the Secretary on the partnership's progress 

10 against foe performance indicators. 
1 1 "(2) TERMINATION.—The Secretaiy may termi-

12 nate a grant under this part at any time if the Sec-

13 retaiy determines that the partnership is not making 

14 satisfactory progress agamst the indicators. 

15 "SEC, 7. CCIST-SHARING. 

16 "(a) IN GENERAL.—Each partnership shall provide, 

17 from other gources, which may include other Federal 

18 sources— 

1 9 "(I) at least 50 percent of the total cost of its 

20 project fcr the grant period; and 

2 1 "(2) at least 20 percent of the project cost in 

22 each year. 

23 -'(b) ACCEPTABLE CONTRIBUTIONS.-—A partnership 

24 may meet the requirement of subsection (a) through cash 

25 or in-kind contributions, fairly valued. 
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1 "(c) WACVERS.—The Secretary may waive or modify 

2 the reqiiireir ents of subsection (a) in cases of dem-

3 onstrated fin* jicial hardship. 

4 "SEC. _ 8 . DI;FINITIONS. 

5 "In this aart: 

6 " ( i ; HIGH-NEED COMMUNITY.— 

7 "(A) I N GENERAL.—The term 'high-need 

8 community' means— 

9 "(i) a municipality, or a portion of a 

10 municipality, in which at least 50 percent 

11 of the children are from low-income fami-

12 lies; or 

13 "(ii) a municipality that is one of the 

14 10 percent of municipalities within the 

15 State having the greatest numbers of such 

16 children. 

17 "(B) DETERMINATION.—In determining 

18 whick communities are described in subpara-

19 graph (A), the Secretary shall use such data as 

20 the 'ieeretary determines are most accurate and 

21 appropriate. 

22 "(2) LOW-INCOME FAMILY.—The term 'low-in-

23 oome family7 means a family with an income below 

24 the poveny line (as defined by the Office of Manage-

25 ment and Budget and revised annually in accordance 
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1 witli se ition 673(2) of the Coimnunity Services 

2 Block Qrant AM (42 U.S.C. 9902(2))) applicable to 

3 a ffunily of the ske involved for the most recent fis-

4 cal year for which satisfactory data are available. 

5 (,(S) EARLY CHILDHOOD EDUCATOR.—The 

6 term 'early childhood educator' means a person who 

7 provides care and education to children at any age 

8 from birii through kindergarten. 

9 -SEC. 9. PI DERAL COORDINATION. 

10 "The Sneretary and the Secretary of Health and 

11 Human Serviaes shall coordinate activities under this part 

12 and other ea-ly childhood programs administered by the 

13 two Secretaries. 

14 "SEC. 0. Al (THORIZATION OF APPROPRIATIONS. 

15 "For the purpose of canying out this part, there are 

16 authorized to be appropriated $50,000,000 for fiscal year 

17 2001 and such sums as may be necessary for each of the 

18 4 succeeding liscal years.". 
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EARLY LEARNING OPPORTUNITIES ACT AMENDMENT 
Senators Stevens, Kennedy. Jeffprds. Dodd, Bond, Kerry, Voinovich, Lnutenberp, Dnmcnici, 

Murrqy, Cochran, Biagfiinnn, G. Smith) Durbin, Chatee, Bancys, Murkawski, Robb, 
Rockefeller, Rnherts, Wellstone, Feinxtpln, Mikulski, Snovce, nnd Boxer 

PTIRPOiSE Thc purpose of rhis amendment is (a increoae tha availability of voluntoiy programs, 
services, and activities tliftt support e&rly childhood education and promote achoal reBdinegs of 
young children (age biith IQ 6) hy helping parenta, caretajcers, child care providers, and educators 
who desirij to incorporate appropriate developniciilal activities into the daily lives of pro-school age 
children, and to facilitate broader involvement of the community to develop a coheaive network of 
early learning opportunities. Tlie Secretary of HI-IS is responsible for administering this iniiiativu in 
collaboratian wirh the Secretary of Educaiion. 

CQORDTNATION OF FEDERAL PROGRAMS - Tlie legialatian j-equires and provides the 
auihoriiy to the Secretaries of the PepanmeiH of Health and Human Services and Education to 
develop effective mechanisms to reaolve oanfliota between early learning progrcuns and remove 
baniers to the creation of a community-driven, unified system ofpewices, activities, and programs 
for yaung children and their families, 

PRFSEftyiNG PARENTAL RIQHTS ANP BPUES- While the legislation focusea on 
providing more opportunities for parents to participate in activities designed to promote early 
learning, it is essential that participation be voluntaty. The bill clearly slates that parents are not 
required to paiticipate in any programs, servjecs or activities fmided under this part and reinforces 
that parents are their child's first and most effective teacher. 

PISPflRAk FINDING -- $3.25 billion over three years for a diacrefionary grant program to ihe 
states; $750,000,000 in Ihe first year, increasing to ?1 billion in the second year and Sl .5 billion in 
year 3. 

GRANTS TP STATES" The federal share is 85% for tlie -first two years of the gram, decreasing to 
80% in the second and third years, and to 75% for the remainder of the initiative. There is a broad 
definition of how states can meet tlie match requirements including cash or in-Kind facilities, 
equipment or services. The funds are allueated to the etaies based isquoJly on tbe population'of 
children aged 4 or under and the number af children aged 4 or under who are living in poverty, 
There is a small state minimum of .4% m r \ a 1% set-aside for Indian Tribes, Native Alaskans, 
Hawaii Natives, and the Outlying areas. States are not pEj-mitied to use the funds to supplant 
existing funding for child care. Head Start, and other early learning programs. 

MM IT ON APMTNISTRATTVffi rQSTP Admimstrative costs are limited for both the 
Deparurwnl of Health and Human Services (3%) and the States (2% for state-level coordinBtion of 
services, 2% for administrative costs, and 3% for training/technical asaistance/waGe incentives). 

SXflTfl EHntftJUTV - To rooaivQ a graiH allaimcni. States must submit an application, 
designate * lead entiiy, ensure that funds are distributed on a competitive basis throughout the state 
ensure that a broad army/variety of early leaming programs, activities, and services receive funds 

(OVER) 
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and develop mechanisms to ensure compliance with tlie requirement of the initiative. States also are 
required io develop performance goals based on an assessment of needs and available resources and 
annually repon the State's progress towards meeting thosa goals, 

AWAftPTNG QRANT TQ LQCAJLITIES -- Staias must award grants consistent with the 
performance goals sel by the State. To the maximum extent possible, states will ensure that B broad 
variety of early leaming programs which provide a continuity of siawices across the age spectrum 
will be funded. The state must funds programs that help inoreqsa parenting skills, that provide 
direct activities for young children, as well as improve the skills of child cara providers, Lacol 
Councils receiving funds will work with local educational agencies to identify cognitive, social, and 
developmental abilities which are expected to be mastered prior to a child entering school. 
Programs, services and activities funded under this initiauvc will represent developmentally 
appropriate steps to mastery of those abilities. Preference Is given to grants which include setvices 
to areas of greatest need (aa defined by thc state), and to grants which increase locaJ collaboration to 
maximize the use of existing reBources. There ia no definition orcntitias eligible to receive grants, 
in order to facilitate the broadest possible particjpfuion among local community resources. 

USE O f Pl'lSPg - Local Couiicils receiving funds Trom the State grant allatmem will distribute 
the funds to community resources to: 

1) Help parents, care givers, child care providers, and educators increase thoir capacity to 
facilitaie the development of cognitive, language comprehension, expressive language, 
social-emotion, and motor skills and promote learning readiness in their young children; 
2) Promote effective pwemtng 
3) Enhance early childhood literacy 
4) Develop linkages among early learning programs within a eommunity and between early 
learning programs and health care services for young children 
5) increase access to early learning oppominltlep for young children with special needs, by 
faciliiaiing caardinntion with other programs serving this population 
6) Increase access lo existing early learning programs by expanding the days or times that 
the young children are served, by expanding The number of children served, or improving the 
affordability of the programs for low-income children; and 
7) Improve the quality of early learning programs through professional development and 
training activities, increased compensation, and recruitment and retention incentives, for 
early learning providers. 
8) Remove aueilUuy barriers to early learning, including transportation difficulties mid 
absence of programs during non-traditional work times, 

A<:CQliNTAfl]lJTY The State is primarily responsible for monitoring the use of funds by state 
grantees, Tf the State determines that tbe grantee Is not complying with the requirements of the 
grant tn e s t f l I e m U s t ( n f o r n , t h e g m m e t S o f t h e p ^ , , , ^ p i . Q v i d e ^ ^ l f i £ , | m i c a l ^sumce to 
help them correct tlie problems, and i f that faila, terminate the gram. 

4VMLARnjTYOFF[rNP,S Tho State hu 3 yew to *«pend the fon* r e c t ; i v e d under the 
Slate s allotment, Any unexpended funds will be used by HHS to fund researclvhased early 
leammg demonstralion projects, 
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AMENDMENT NO. GflJfjncUir N D , 

PnrpoEG: To provide for early leflmine programs, and for 
other purpofles. 

IN THE PRNATE OF THE UNITHD STATES—lOBth Cong., ad SBHS. 

To exteaci proei%amp ond aotivita tuiclei1 the Elernbutary 
and Secondary Education Aot of 19SB, 

Rfiffirred tc the Committee on 
ijmrt ordered to be printed 

Ordered to lie on the table and to be printed 

AMENDMENT intendod to be proposed by Mr. j j j j j j J P ^ 1 ' * * * ^ »'2*̂ k*̂ * 
V?a

0*i' "fc^i ^r!J. Vai/iawicW, UrtienWq, VomMid, Hurau, GAm 
D\f\A&t*An C XimlJjL TSiAtkU ^Umtmrn P - i J l A i . ^ i ^ . . . > - 1 . . ' . . r i . l i 

2 

3 

4 

5 

6 

7 

8 

9 

,10 

PART D—EJARLY LEARNING OPPORTUNITIES 

PBC. 1X401. SHORT TITLE; FINDINGS. 

(a) SHORT TITMU—This part may be CHBLI the 

"Early Learning1 OpportuiiitieB Act". 

(b) PINDINQS.— Congress fi.ndp that— 

(I) medical rpaearoh dcrncinstrateH that ade-

qi.iate Btimuin-tion of a young child's brain between 

birth and age 5 is aritioal to the physical develop-

rucnt of the. yomjg child'a brain; ' 

S' — —i J ' , . ——31 "-r uaoir*^ 

Gn page 922, after line 16, Insert the following: 

iter 
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1 (2) parentp are the moat sigmfioant and effec-

2 tive teachers of their ehildren, ^nd thay tllone are re-

3 apojiaihle for ehooging the best early leammg oppor-

4 tunitiep foif their ehildj 

5 (3) parent education and parent involvement 

6 are critical to the euoeess of any early learning pro-

7 gram or activity; 

8 (4) the more intensively parents are involved in 

9 their child's early lefcUTung", the greater tlie cognitive 

IQ and noneogjnitive benefits to their children; 

11 (5) many parents have difficulty finding tho in-

12 formation, and support the parents seek to help their 

13 children grow to their full potential; 

14 (6) each day approximately 13,000,000 young 

15 children, intjading 6,000,000 infants or toddlerp, 

16 spend some or all of their day being cared for by 

17 someone other than their parenta j 
1 8 (7) quality early lewning programs, mcludme' 

19 those designed to promote effective parenting, can 

20 increase the litoraey rate, the aeoondary school grad-

21 nation rate, the employment rate, and the college en-

22 rollment rate for ehiklren who have participated in 

23 voluntaty early learning programs and aotivitiea; 

24 (8) early childhood mteiventioria can yield sub­

stantial advantages to participants in terms of emo-25 
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1 tional and cognitive development, education, ecio-

2 nomif- wfill-being, and health, with the latter 2 ad-

3 vantagoa applying to the children's families as well; 

4 (9) participation in quality early learning' pro-

5 grams, induding those designed to promote effective 

6 parenting, can decrease the future incidence of teen-

7 a,ge pregnancy, welfare dependency, at-risk behav-

8 tors, and juvenile delinquency for children; 

9 (10) several cost-benefit analj'sis studies indi-

10 cate that for oach $4- invested in quality early learn-

1 J. ing programs, the federal Q-ovemment can save over 

12 $5 by .reducing tlie number of children and families 

13 ivho participate in Federal Qavemment programs 

14 like special educaiion and wolfai'B; 

1 5 (11) for children placed in the care of others 

16 during the workday, the low salaries paid to the 

17 child care staff, the lack of career progression for 

18 the staff, and the lack of child development special­

ly fats involved in early .learning and child care pro-

20 grams, malse it difficult to attract and retain thc 

21 quality of staff necessaiy for a, positive early laam-

22 ing experience; 

2 3 C12^ Federal Government support for early 

24 learning has primarily focused on out-of-home care 

25 programs like thoaB established under the Head 
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1 Stan Act, the GhiUl Care and Devdopmexit Block 

2 Grant of 1990, and part C off the Individu sil a with 

3 DiaabilitiflP Education Act, and these programs— 

4 CA) serve far fewer than, half ot all eligible 

5 children; 

6 (B) are not primarily designed to provide 

7 support for parents who care for their young 

8 ohildren in the home; and 

9 (G) lack a means of coordinating early 

10 learning' opportunities in each community; and 

11 (13) by helping eonumuiities inereasCj expand, 

12 and better coordinate early learning opporturiitios 

13 for children and their families, the productivity and 

14 creativity of future generations will be improved, and 

15 the Nation will be prepared for continued leadership 

16 in thc 21st. century. 

17 SEC. 11402. PURPOSES, 

1S The purposes of this part are— 

19 (-1) to increase the availability of voluntary pro-

20 graine, services, and activities that support early 

21 childhood development, increase parent effectiveness, 

22 and promote the learning readinepa of young chil-

23 di'en so that yoimg children enter school ready to 

24 learn; 
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1 (2) to support parents, ohild osire providers, nnd 

2 cat-egivet'S who want to incorporate early laanurig' fti;-

3 tjvities into the daily lives of young' children; 

4 (3) to remove bwriera to the provision of an ac-

5 cesaible systam of early diildhood learning programs 

6 in oommnnities throughout the United States; 

7 (4.) to increase the availability and aftbi'dability 

8 of professional development activities and compensa-

9 tion foi* caregivers and child care providers; and 

10 (5) to facilitate the development of eommunity-

11 baaed systems of oollaborativc service delivery mod-

12 els characterised by resource sharing, HnUages be-

13 tween appropriate supports, and local planning for 

14 services. 

15 SEC. 1X403. DEFINITIONS. 

16 In this part; 

17 (1) CAJUaGIVBR.r—The term "oaregiver" means 

18 »a individual, including a relative, neighbor, or fam-

19 ily friend, who regularly or frequently provides care, 

20 with or without compensation, for a child for whom 

2.1 the individual is not the parent. 

22 (2) OruLD OAjfji] pjsoviDBIl.—The term, "child 

23 care provider" means a provider of non-residential 

24 child care .services (including centor-based, family-

25 baaed, and in-home ehiid care services) for com-
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1 pcnaaticm who or that is legally operating under 

2 Estate law, and tcwpliep witli applin*i.hle State and 

3 lonal retp.iirfimentH tar the provision of child care 

4 services. 

5 (3) jaARwr î EAIwiNfQ.—The term ((early learn-

6 ing", rjaed with reapect to a program or activity, 

7 means learning designed to facilitate the develop-

8 ment of cognitive, language, motor, and soQicJ-cmo-

9 tional skills for, and to promote learning readiness 

ID in, young children. 

1 1 (4) KAI&,Y LHAitNiNG PKQGJUM.—Thc term 

12 "early learning program" means— 

1 3 (A) a. program of services or activities that 

14 helps parents, caregivers, and child care pro-

15 viders incorporate early learning into the daily 

16 lives of young children; or 

1 7 (B) a program that directly provides early 
1 8 learning to yoimg children. 

19 (5) INDIAN TRTBH.—The term "Indian tribe" 

20 has the meaning given the term in section 4 of the 

21 Indian Self-Petermination and Education Assistance 

22 Act (25 U.S.C, 450h), 

(fi) LOCAL COUNOIL.—The term "Looal Coun-23 

24 cd" means a Local Council established or designated 
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\ under HPCtinn '11.4.14(1.1,) that serves one or more lo-

2 calities, 

3 (7) LOCALITY,—The term "locality" means a 

4 city, county, borough,, towpahip, or area served by 

5 another general purpose unit of local govcrrunent, an 

6 Indian tribe, a Regional Gorporation, Or a Naiive 

I Hawaiian entity, 

8 (8) PA.BWNO?.—T^e term "parent" means a bio-

9 logical parent, on adoptive parent) a stepparent, a 

10 foster parent, or a .legal guardian of, or a person 

I I standing in loco parentis to, a child, 

12 (9) POVBHTY LINH.—The term "poverty line" 

13 means tlie poverty line (as defined by the Office of 

14 Management and. Budget, and revised annually in 

15 accordancD with section 673(2) of the Community 

16 Services Block Qrant Act (42 U.S.C. 9902(2))) ap-

17 plieablc to a family of the size involved. 

J8 (10) RUGlONAfc 0QRPD'.RATIQN.—The term "Re-

19 gional Corporation" has the meaning given the term 

20 in section 3 of the Alaskan Native Claims Settle-

21 ment Aet (43 U.S.C, 1602). 

22 (11) S-EOHETABY,—The term "Secretaiy" 

23 means thc Secretary of Health and Human Scrvieas. 
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1 (12) STATM.—Thc usrm "State" means each of 

2 the several States of the United States, the 'District 

3 of Oolnmhia, and the Commonwealth of Puerto Rico. 

4 (3 3) TRAINING.—The term "training" means 

5 instruction m early learning that— 

6 (A) is reqwed for certification under 

7 State and local laws, regulations, and policies; 

fc (B) is required to receive a nationally or 

9 State recoguiaecl credential or its equivalent; 

10 (C) is received in a postsecondary edu-

11 cation program focused on early learning or 

1.2 early childhood development in which the indi-

13 vidual is enrolled! or 

14 (D) is provided, certified, or sponsored hy 

13 an organisation that is recpgnized for its exper-

16 tisfi in promoting earfy learning or early ehild-

17 hood development. 

18 (14) YOUNG CHILD,—Tho term ''young child" 

19 means any child from birth to the age of mandatory 

20 school attendauiice in the State where tlie child re-

21 sides. 

22 SEC. 11404. PROHIBITIONS. 

23 (a) P/amoiyATlON NOT RHQTTIRWD.—NO person, in-

24 eluding a parent, shall be required to participate in any 

25 pragrum ol' efwiy childhood education, early learning', par-



HAY'O-09?00(TlJE)112"3FAX US SENATE HELP CMTE TEL:202 224 51 28 P. 1)13 
MAY -09'00(Tl)E) 1! 5& 'JS SEN LABOR MAJORITY TEL 20 2 228 1 932 F 013 

O:\K:OS\KOS00.4i8 

9 

1 ent education, developmental acrccning puranant to the 

2 provisions of this part, 

3 (h) BIIWTS OT pAfiaWTS.—Nothing in this part shall 

4 he eonstmeel to affect the rights of parents otherwise QB-

5 tablished in Pedei-al, State, or local law. 

6 (c) PARTICULAB MBI'CHODB OR SETTINGS .—No entity 

7 that receives fqnds under this part shall be required to 

8 provide services under this part through a particular in-

9 struct-ional method or in a particidaJ' instructioRa.l setting 

10 to co/nply with this part. 

U SflC. 11405, AUTHORIZATION AND APPROPRIATION OF 

12 FUNDS. 

13 There are authorised to be appropriated to the De-

14 partment of Health and HumM.n Services to cany out this 

15 part— 

16 M) $750,000,000 for fiscal year 2001; 

17 (2) $1,000,000,000 for fiscal year 2003; 

IS (3) $1,500,000,000 for fiscal year 2 0 0 3 ^ « i 

19 (%) muh numu iini uijy bu iitctafliii'y.^j' ujiJh ^ 

20 tho fiQcal yoors SflHi gQIi5. 

21 9BC. 11406. COORDINATION OV FEDERAL PROGRAMS, 

22 Co,) CGoamNATiON.—The Secretaiy and the Sec-

23 retaiy of Education phail develop mechanisms to resolve 

24 administrative nnd programmatic eoaflicts between Pcd-

25 oral programs that would be a barrier to parents, tare-
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1 givers, sftrvioe providers, or children related to the coordi 

2 nation of eervices and funding fĉ r eu.rly leading pro-

3 grams. 

4 (b) Uaa OF EQUTPMBNT AND &UPPLJESS.—In the oase 

5 of a eolla.bora.tive activity fonded under this part anc] an-

6 other provision of law providing for Federal child care or 

7 early learning programs, the use of equipment and 

8 nonconsumable supplies purchased with funds made avail-

9 able under this part or sm;h provision shall not be re-

10 stric-ted to children enrolled or otherwise participating in 

11 the program, carried out under this part or such provision, 

12 during a period in which the activity is predominately 

13 funded under this port or such provision. 

14 SEC. 11407. PBOGRAIW AUTTJORĴ Ep. 

15 (a) q-JUNTS.—lTrom amounts appropriated under 

16 section 11405 the Searatftiy shall award grants to States 

17 to enable the Statos to award gx-ant* to Local Councils 

18 to pay the Federal share of the cost of carrying out early 

19 learning programs in the, locality aervod by thc Local 

20 Oonnci], 

21 (b) tfEDHHAj'j QHARH.-— 

(D IN CJ.tiJNSRAi,, The Federal share of the 

cost described in subseetion (a) shall be 85 percent 

fop the first and second years of the grant, SO per­

cent foi- the third and fourth years of the grant, and 

22 

23 

24 

25 
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1 75 perc^U for the filth and anbpcquent years of the 

2 gvaiit. 

3 (2) N0N-Fiaoi?lTlA.lj SHAftfi.—The non-Federal 

4 share of the cost described in subsection (a) may be 

5 contributed in cash or in kind, fairly evaluated, in-

6 eluding facilities, equipment, or services, which may 

7 be provided from State or local public sources, or 

8 through donations from private entities. For the 

9 purposes of this paragraph the term "facilities" in-

10 dudes the use of facilities, but the. term "equip-

11 ment" means donated equipment and not the use of 

12 equipment, 

13 (c) MAINTENANCE OF EFFOBT.—The Secretaiy shall 

14 not award a grant under this part to airy State unless 

15 the Secretary first determines that the total expenditures 

16 by the State o.nd its political subdivisions to support early 

17 learning' programs (other than fuadp used to pay the non-

18 Federal share under subsection (b)(2)) for the fiscal year 

19 for which the determination is made is equal to or greater 

20 than such expenditures for the preceding fiscal year. 

21 (d) SUPPLBMBNT NOT SUPPLIANT.—Amounts re-

22 oeived under this part shall be used to supplement and 

23 not supplant other Fodewrt, State, and local public funds 

24 expended to promote early learning. 
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1 SEC. map. USES OP FUNDS. 

2 (a) I N GiNflKAL.—Subject to section 11410, grant 

3 funds tinder thifi part bh\-)\} be used to pay for developing, 

4 operating, or enJmncing voKmtftiy early learning progranis 

5 Lhat are likely to produce sustained gaina in early learn-

6 mg. 

7 (b) JjimviSD USES.—Subject to section 11410, Lead 

8 State Agencies and Local Gowicils shall ensure that funds 

9 made available under this part to the agencies and Local 

10 Councils are used for S or more of the following activities: 

11 (1.) Helping parents, caregivers, child care pro-

12 viders, and educators increase their capacity to fa-

13 cilittitc the development of cognitive, language com-

14 prehension, expressive language, social-emotional, 

15 and motor skills, and promote learning' readiness. 

16 (2) Promoting effective parenting1. 

17 (3) Enhanc-ing early childhood literacy. 

18 (4) Developing liultages among early learning 

19 programs within a commimity and betv/oen early 

20 laarninp programs and health eare services for 

21 young children, 

22 (5) Increasing" access to parly learning opportu-

23 nities for young children with special neods, includ-

24 ing developmental delays, by facilitating coordination 

25 with other programs serving sueh young children. 
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1 (G) IncreasiuG fleeesa to Hxisting early learning 

2 progrftmp by expanding1 the days or times that the 

3 young children are served, by expanding the nnmbor 

4 of young children served, or by improving thft afford-

5 ability of tlie programs for low.-iiacame families. 

6 (7) Irnproving the quality of early learning pro-

7 grams through professional development a.nd train-

8 ing aetivitios, increased compensation, and recruit-

9 ment and retention incentives, for early learning 

10 providers, 

11 (8) Removing ancillary barriers to early learn-

12 ing, including transportation difficulties and absence 

13 of programs during nontraditional work times, 

14 (c) REQLURiCMlwm—Each Lead State Agency des-

1.5 ignated under section. 1141D(c) find Local Counoiia reeeiv-

16 ing a grant under this part shall ensure— 

17 (1) that Local Councils described in section 

18 -1,1.414 work with locaJ educational agencies to idea-

19 tify cognitive, social, emotional, and motor develop-

20 mental abilities which are necessary to support, chil' 

21 dren's readiness for school; 

22 (31 that the programs, services, and activities 

23 assisted under this part will represent develop-

24 mentally appropriate ^eps toward the acqyiisition of 

25 those abilities; and 
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1 (3) that the programs, services, and activities 

2 assisted under this part collectively provide benefits 

3 for children cared for in their own homes as well as 

4 children placed in the care of others. 

5 (d) SUDim SOAkE PAYMU NTS.—Status and Local 

6 Councils receiving as/aistanee under this part shall Ensure 

7 that programs, services, and activities assisted under this 

8 part which customarily require a payment for such pro-

9 grams, services, or activities, adjust the cost of sueh pro-

10 grama, services, and activities provided to the individual 

11 or the individual's child based on the individual's ability 

12 to pay. 

13 SEO. 11409. BESEHVATIONS AND ALLOTMENTS. 

14 (a) R M R V A T I O N FOB INDIAN TRIBES, ALASKA NA-

15 TTVES, AN'P NATIVTC HAWAJIANS.—The Secretaiy shall re-

16 serve 1 percent of the total amount appropriated under 

17 section 1140& for each fiscal year, to be allotted to Indian 

18 tribes, ftegioni:!! Oorporations, and Native Hawaiian enti-

19 ties, of which— 

20 (1) 0.5 percent shall be available to Indian 

21 tribes; and 

22 {21 0.5 percent shall be avojlable to Regional 

23 Corporations and Native Hawaiian entities. 

24 (b) ALLOTMBNm—-From the funds appropriated 

25 under this part for each fiscal year that are not reserved 
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1 nnclcr stibecction (n), the Beci-etary shall allot to each 

2 State tlie sum of— 

3 (1) an amount that bears the same ratio to 50 

4 percent of such funds as the number of children 4 

5 years of age a.nd youngar in the State bears to the 

6 number of such children in all States; and 

7 (2) an amount that bears the same ratio to 50 

8 percent of saeh funds as the number of children 4 

9 years of jq,ge and younger living in families with in-

10 comes below the povex-ty line in the State bears to 

11 the number of such children in all States. 

12 (c) MINIMUM A^LOTMINT.—No State shall receive 

13 an allotment under subsection (b) for & fiscal year in an 

1.4 amount that is less than .40 percent of tho total amount 

15 appropriated for the fiscal year under this part. 

16 (d) AVAILABILITY OF FUNPS.—Any portion of the al-

17 lotmeut to a State that is not expended for Activities under 

IS this part in the fiscal year for which the allotment is made 

19 shall remain available to the State for 2 additional years, 

20 after which any unexpended funds shall be returned to the 

21 SecrBtajy. The Secretary shall use the returned funds to 

22 ewry out a. discrationary grant program, for research 

23 based oariy learning demonstration projects. 
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1 (e) DATA.—The Spevotw-y phflll make allotmeuCw 

2 under thiy part on the basis of the most recent data avail-

3 able to the Secretary. 

4 SEC. 1J410. GRANT ADMINISTRATION. 

5 (a) FEDERAL AEHVUNISITRATIVEI COSTS.—The Bee-

6 rotary may use not more than 3 percent of the amount 

7 appropriated under section .11405 for a fiscal year to pay 

8 for the admujistrative costs of canying out this part, in-

9 eluding the monitoring and evaluation, of State and local 

10 efforts. 

11 (b) STATU ADMINISTRATIVE COSTS.—A State that 

12 receive? a grant under this part may use— 

13 (1) not more tha,n 3 percent of the fund« made 

14 available through the grant to carry out activities 

15 designed to coordinate early learning programs on 

1.6 the State level, including programs funded or oper-

17 ated by the State educational agency, health, chil­

is riren and family, and human service agencies, and 

19 any State-level collaboration or coordination, council 

20 involving early learning and education, such as the 

21 entities funded under section 640(a)(5) of the Head 

22 Start Act (42 TJ.B.O. 9835 (a)(5))j 
23 (2) not more than 2 poraent of the funds made 

24 available through the graut for the admirustrative 

25 costs of carrying out, tho grant program and the 
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1 costs ol' rsporting State and local efforts to the. Scc-

2 retary; a-nd 

3 (3) not more than 3 percent of the funds made 

4 available through the grant for training, technical 

5 assistance, and wage incentives provided by the 

6 State to Local Councils. 

7 (c) LifflAD STATU AGBNCY.— 

8 (.1.) I N aBNUBAU—To be eligible to receive an 

9 allotment under this part, the governor of a State 

10 shall appoint, a t e consultation with the leadership 

11 of the State legislature, a Lead State Agency to 

12 carry out the functions described in paragraph (2), 

13 (2) LlflAD $TA.TB AdENCY,— 

14 (A) AldiQClATJOW QF FUNDS.—The Lead 

15 State Agency described in paragraph (1) shall 

16 allocate funds to Local Councils as described in 

17 section . m i 2 , 

18 (B) FUNCTIONS OF AGENCY.—In addition 
1 9 to allocatiflg fluids pursuant to subparagraph 

20 (A), the Lead State Agency shall— 

21 (i) advise and assist Local Councils in 

22 the. porformanco of their duties under this 

23 part; 

2 4 (ii) develop and submit the State ap-

25 pl icat iun; 
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1 (Ui) fiVfilua.te a,TMi approve applieataons 

2 subinittecl by Local Ooimcils under section 

3 m 11413; 

4 (iv) ensure collaboration with respect 

5 to assistance provided under this part be-

6 twecn the State agency responsible, for 

7 education and. the State agency responsible 

8 for children and family semcea; 

9 (v) prepare and submit to the Sec-

1° retary, an annual report, on the activities 

11 carried out in the State under this part, 
1 2 which shall include a statement describing' 

13 how all ftmdp received under this part are 

M expended and, documentation of the effects 
1 5 to resources under this part have had 

16 on— 

1 7 (I) parental capacity to improve 
1 8 learning readiness in their young ehil-

19 dreni 

2 0 (II) early childhood literacy; 
2 1 (HI) linkages among cwly learn-
2 2 ing programs; 
2 3 (IV) linkages between early 
2 4 learning programH and health care 
2 5 services far young children; 
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1 (V) aecBsa to early laanung' ae-

2 tivitiep for young fihilflren with special 

3 neecla; 

4 (VI) access to existing early 

5 learmiig' prograTrua through expansion 

6 of the clays or times that children are 

7 served,! 

8 (VII) access to esdstrng early 

9 leaming programs through expansion 

10 of the number of young' children 

11 served; 

12 (VIII) access to and affordability 

13 of existing early learning programs for 

14 low-income families; 

15 (IX) the quality of early learning 

16 programs resulting from professional 

17 development, and recruitment- and re-

18 tentiou incentives for caregivers; and 

19 (X) removal of ancillary barriers 

20 to early learning, inoluding transpor-

21 tation difficulties and absence of pro-

22 grama during nontraditional work 

23 tamesj and 

24 (vi) ensure that training' and research 

25 is made available to Lioeal Ooundls and 
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1 tfuvt such training' and re&earnh rcfleets the 

2 latest availahle brain development and 

3 early childhood development reeeoreh rc 

4 lated to early learning. 

5 SBC. 11411. STATE REQUIREMENTH. 

6 (a.) EUGHBILITY — To be eligible for a grant under 

7 tliis part, a State shall— 

8 (1) ensure that funds received by the State 

9 under this part shall be subject to appropriation by 

10 the State legislature, cansistent witli the terms and 

11 conditions required under State law; 

12 (2) designate a Lead State Agenny under sec-

13 tjon n.410(e) to administer and monitor the grant 

14 and ensure State-level coordination of early learning 

15 programs j 

16 (3) submit to the Secretaiy an application at 

17 such time, in. such manner, and accompanied by 

18 such information as tho Secretary may require; 

19 (4) ensure that funds made available under this 

20 part are distributed on a competitive basis through-

2) out the State to Local Councils semng rural, urban, 

22 nnd suburban areas of the State; and 

23 (5) assist tho Senretaiy in developing mecha-

24 turn* to ensure that Local Cmmoils rooei-wng funds 
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1 nnclar this parfc comply with the i-eojuirements of this 

2 part, 

3 (b) STATE PBEP^KBINOB}.—In awarding grants to 

4 Loeal Oouneils under this part, tli,e State, to the maximum 

5 extent, possible, shall ensure that a broad variety of early 

6 learning programs that provide a. continuity of services 

7 across the ase spectrum assisted under this part are fund-

8 ed under this part, a.nd shall fiive preference to 

9 supporting—• 

10 (1) a Local Council that meets criteria, that arc 

11 specified by thc State and approved by the Sec-

12 retary, far qualifying as serving an area of greatest 

13 need for early learning programs; and 

14 (2) a Local Oouncil that demonstrates, in the 

15 application submitted under section 11413, the 

16 Local Oovmoil's potential to increase collaboration as 

17 in. means of maxunifcing use of resources provided 

18 under tins part with other t-epoureea available for 

19 early learning programs, 

20 (c) LOCAL FBHFEHJ&NOB.—LL awarding' grants under 

21 this part, Local Councils shall give preference to 

22 supporting—• 

2 3 (1) projects that demonstrate their potential to 

24 collaborate as a means of maximizing use of re-
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1 sonroes provided under this part vrith other t-e-

2 sources avaiUihle for early learning programs; 

3 (2) progi-arn.s that provide a continuity of aerv-

4 ices for young* ohiid'reu aerosw the age ppeotrmn, in-

5 clividually, or through commnnity-hased networks or 

6 cooperative agreementsj ^ud 

7 (3) programs that help parents and other care-

8 givers promote early learning with theix1 young chil-

9 dren. 

IQ (d) PraKFOiiMANoj3 GOALS.— 

11 (1) AaSEasMUNTS.-—Based on information and 

12 data received from Local Gouncjls, and information 

13 and data available through State resources, the 

14 State shall biennially assess the needs and available 

15 resources related to the provision of early learning 

16 programs within the State, 

17 (2) PEKFORWANOW (KIAL^—Based on the anal-

IB ysis of information described in paragraph (1), the 

19 State shall establish measurable performance goals 

20 to be achieved through activities assisted under this 

21 part. 
2 2 (3) lUaftuiHBWJNT — The State shall award 

23 grants to Local Councils only for purposes that are 

24 consistent with thtt porfomwuce goal si established 

25 under paragraph (2), 
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1 (4) KBPOBT,—The State shall report to the 

2 Secretaiy annually regarding the State's progress to-

3 ward ivehieving tlie performanoc gopils established in 

4 paragraph (2) and any neoosssry modifications to 

5 those goalfj, iuelnding the rationale for the modifiea-

6 tions. 

7 SEC. 11412. LOCAL ALLOCATIONS. 

8 (a) I N GBNERAL,—The Liead State Ag-ency shall allo-

9 uate to Local Councils in tlie State not less than 93 per-

10 aunt of the funds provided to the State under this part 

] 1 I'or a fiscal year. 

12 (b) LIMITATION.—The Lead State Agency shall allo-

13 eate funds provided under this part on the basis of the 

14 population of the locality served by the Local Coimcil 

15 BISC. 11413. LOCAL APPLICATIONS. 

16 (a) I N GENERAL,—To be eligible to receive assistance 

17 under this part, the Local Council shall submit an applica-

18 tion. to the Lead State Agency at sueh. time, in such man-

19 ner, and containing' such information as the Lead State 

20 Agency may require. 

21 (b) GoNiwrs,-—]2ach application submitted pnrsu-

22 ant to subsection (a) shall include a statement ensuring 

23 that tlie local government entity, Indian tribe, Regional 

24 Corporation, or Native Hawaiian entity has established or 

25 designated a Local Council under section 114.14, and the 
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1 Lrfcaal Counci) )ms dovaloped a local plan for carrying out 

2 early learning programs under this part that includes — 

(1) a needs and i-esources asaessment eon̂  

oerjung' early learning- services and a statement de­

scribing how early learning programs will be funded 

consistent with the assessment.; 

(2) a statement of how the Local Ooimcil will 

ensure that early learning programs will meet the 

performance goals reported by the Lead State Agen 

cy wider this parti and 

(3) a description of how the Local Council will 

form eollaboratives among' local youthj social service, 

and educational providers to maximize resources and 

concentrate efforts on areas of greatest need. 

15 SEC, 11414. LOCAL ADMINISTRATION. 

16 (a) LOCAL COUNCIL,— 

(I) I N GHNHRAL,—To be eligible to receive 

funds under this part, a local government entity, In­

dian tribe, Bogional Corporation, or Native Hawai­

ian entity, as appropriate, shall establish or des­

ignate a Local Council, which shall bo composed 

of— 

CA) representatives of local agencies di­

rectly affected by early learning programs as­

sisted under this part; 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

17 

18 

19 

20 

21 

22 

23 

24 

25 
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1 CB) pftpentS', 

2 (0) otKer iadividuaJp cuatieerned with early 

3 leaniing iepvieia in the locality, such as rep-

4 rcsentative entities providing elementary edu-

5 cation, child carp resource find referral sendees, 

6 early learning opportunities, child care, and 

7 health services; and 

8 I'D) other key community loaders, 

9 (2) PElplIONATINQ EXISTING ENT7.TY.—If a local 

10 government entity, Indian tn'he, Begionnl Oorpora-

11 tion, or Native Hawaiian entity has, before the date 

12 of enactment of the Early Learning Opportunities 

13 Act, a Local Oonncil or a regional entity thai; is 

14 comparable to the Local Oouncil described in para-

15 graph (1), the entity, tribe or corporation may des-

16 ignate the council or entity as a Local Oouncil under 

17 this part, and shall be considered to have established 

18 a Local Council in compliance with this subseution. 

& (3) FuNOTItm—The Loco,! Council shall be 

20 responsible, for preparing' nnd submitting the appli-

21 cation dfismbed in section 11413. 

22 fb) AEMINISTJUTIQUr.— 
2 3 (1) A&mmfiTiiA-Tmi coaTS*.—Not mora than 3 

24 percent of tlie funds received by a Local Council 

25 under this part shall be used to pay for the adminis* 



05/09/00 TUE 12:18 FAX 

MAY -09' 00(TUE) 12:17 US SENATE HELP CMTE TEL:202 224 5128 P. 030 
-09'00(TUE) IhSg US SEN LABOR MAJORITY TEL:202 228 1 932 P. 030 

O:\KQS\KQSQQ.41B y L ' C -

1 trative costs olf tlie Loftfl] Council in oarxying out 

2 this pan. 

3 (3) FISGAJJ AQKNT.—A Local Council may dca-

4 ignate any entity, with a clemon,stratecl capacity for 

5 aclministsring gi'ants, that ia affected by, or cou-

6 cerned with, early learning issues, including1 the 

7 State, to serve as .fiscal agent for the administration 

8 of grant 'ftmds received by the Local Council under 

9 this part. 
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My name is Jane Knitzer. I am the Deputy Director of the National Center 
for Children in Poverty (NCCP) and, on behalf of the Center, I very much 
appreciate the opportunity to testify before you on how states are seeking to 
enhance the well-being of infants and toddlers, preschoolers, and their families. 

The National Center for Children in Poverty is a nonpartisan research 
organization that is part of the Columbia University School of Public Health. Our 
mission is to identify and promote strategies to reduce poverty and to improve the 
life chances of low-income young children (from birth to age six) and their 
families. NCCP conducts state-by-state demographic analyses of young child 
poverty rates (see Appendix A), and carries out research intended to improve 
policies and practices for young children and their families. For example, we are 
part of the team documenting the lessons learned from Starting Points, the 
initiative of the Carnegie Corporation to help states and communities focus 
attention on young children and families. 

Every two years, NCCP also issues a report entitled Map and Track: State 
Initiatives for Young Children and Families. This report identifies existing state 
programs for young children, if individual states are encouraging community 
planning efforts on behalf of young children, and if states have made enhancing 
outcomes for young children a priority at the highest levels of govemment. The 
report also provides state-specific information on demographic indicators of 
young child and family well-being and information about welfare decisions of 
special relevance to young children. All 50 states provide data and review the 
profiles before publication. 



In my testimony today I would like to do four things: first, describe briefly 
the overall findings from the 1998 edition of Map and Track, second, highlight 
some of the states' major strategies, particularly giving examples of public-private 
partnerships; third, identify some of the critical issues the report raised; and 
fourth, talk about the implications for future state and federal policies. 

The Overall Findings 

There is growing recognition across the states about the importance of 
developing comprehensive programs for infants, toddlers, and preschoolers. These 
programs are comprehensive in the sense that they seek to enhance the young 
child's development, help parents meet the challenges of parenting and link both 
parents and children to other needed support services (See Appendix B for an 
overview map). 

• Almost half of the states (24) report supporting statewide comprehensive 
programs for infants and toddlers. Since 1996, ten states have started or added 
new programs. These new programs appear to be at least in part developed in 
response to the emerging information about the importance of early brain 
development in young children. Funding levels range from one or two million 
dollars to $31 million. 

Program strategies include: outreach to new parents (typically, these aim to 
be universal); comprehensive programs for high-risk infants and toddlers; 
parenting education and family support initiatives to provide basic information 
to families and to strengthen infant-parent relationships; and, initiatives to meet 
special needs (for example, programs to meet the needs of parents with mental 
illness or substance abuse). 

• Thirty-four states report expanding or supplementing existing programs for 
pre-school age children. State expenditures for these programs range from 
$300,000 to $200 million. 

Program strategies include comprehensive prekindergarten programs, state 
support for Head Start, parent education, family support and family literacy 
efforts, and "enabling grants" to communities to design a mix of services 
tailored to community needs. 

• Ten states report explicit, deliberate efforts to link these types of 
comprehensive programs with the implementation of welfare reform. 



These states report three strategies: using TANF and/or state dollars to expand 
or target services to families with young children receiving or at risk of 
receiving welfare; explicitly encouraging parents to participate in parenting 
programs either in lieu of, or in tandem with, work requirements, and giving 
priority for enrollment in comprehensive programs to young children in families 
receiving or at risk of receiving public assistance. 

There is also recognition of the importance of looking beyond support for 
individual "programs" to supporting the development of systems of early care and 
education. Thus a growing number of states report efforts to engage community 
stakeholders in planning processes to better meet the needs of the young children 
and families in their communities. Most typically these efforts are linked to state-
level planning and broader systems reform efforts. 

• Just over half (27) of the states report community mobilization strategies linked 
with state-level strategies to promote systemic change on behalf of children. 
Fourteen of these have a clear focus on young children and families. 

The process by which states are implementing these new planning and 
systems varies. For example, Hawaii has developed Good Beginnings, a public-
private partnership focusing on children that works through a state-level council 
with four counties to develop community-based partnerships as well. In Georgia, 
much of the planning and community mobilization takes place through the 
public/private state Family Policy Council, which works with community 
partnerships to achieve five designated results for children, including for the 
youngest, ensuring that they enter school ready to leam. 

The extent and type of commitment to young children and families varies 
considerably from state to state. Some states report only programs, others 
program and community mobilization strategies. Only a handful of states report 
sustained, high-level comprehensive initiatives that encompass a variety of state-
initiated strategies. 

• In 1998, eight states, Colorado, Georgia, Minnesota, North Carolina, Ohio, 
Oregon, Vermont, and West Virginia, met our criteria for comprehensive 
initiatives - some combination of high-level leadership, integrated program and 
community mobilization strategies, continued commitment to increased 
funding, and a framework for state action. These were the same eight states 
identified in the 1996 edition of Map and Track. 



The Issues 

The national picture that emerges then is mixed. The good news is that there is 
widespread recognition of the importance of developing supportive early learning 
experiences. More and more states appear to be recognizing that promoting the 
well-being of young children and families is everybody's business: parents, 
business leaders, community leaders, and services providers. There has been an 
increase-k-the number of programs for infants and toddlers and their families, and 
an expansion of support for preschoolers in most of the states that have already 
recognized the importance of early learning experiences for children. 

A trend is also visible toward providing enabling funds to communities (or 
sometimes school districts) encouraging them to design services that are tailored 
to the particular needs of a community. Further, although overall levels of state 
investments in comprehensive programs for young children and families remain 
relatively low, the number of programs with increases in funding over a two-year 
period outweighs those with reduced funding. 

At the same time, there are clear inequities across the states in access to 
comprehensive programs, in funding levels, and in leadership. There are still no 
statewide programs for infants and toddlers in 26 states, and none for 
preschoolers in 16 states. Most troubling, only 20% of the states report deliberate 
efforts to ensure a focus on young children in implementing welfare reform. Even 
fewer states report any efforts to respond to issues of great concern to 
practitioners - the level of stress in many families with young children, often 
related to domestic violence, substance abuse, and mental illness, as well as 
challenging behaviors in young children. A few states, such as Vermont, are 
partnering with mental health, substance abuse, and early intervention agencies to 
invent a secondary support system to help these most vulnerable families, but 
special national attention to this issue is required. 

With respect to the use of public-private partnerships focused on the well-
being of young children and families, states are taking a variety of approaches. In 
some instances, the public-private partnership involves foundations and 
govemment either within the states or across multiple states. In other instances, 
such as Colorado Bright Beginnings, the business community is deeply engaged in 
the partnerships. In still other instances, the aim is to engage a broad variety of 
stakeholders at the community level - making sure that early childhood is 
everybody's business. For example, this is the strategy of the North Carolina 
Smart Start Partnership for North Carolina's Children. Smart Start, now in 55 of 
the state's counties, and soon to be statewide, joins local partners from the public 
sector, private sector, and families to improve access to health care and the quality 
of early childhood services for its young children. A statewide public-private 



partnership provides leadership, technical assistance, and resource development. 
In Florida, there has been a major effort to "partner" in a different way with key 
policy makers, providing them with information about early brain development. 

The states providing the most leadership are using many different pathways 
to build a sustained commitment to young children and families over time. (See 
Appendix C for description of the initiatives in the eight states with the most 
comprehensive efforts../ For example, Colorado's First Impressions has four 
goals: (1) universal health care for children; (2) universal volunteer home visits 
and support for new parents; (3) improved quality, affordability, accessibility of 
child care; (4) and "child-oriented" communities. Colorado has used its Carnegie 
Corporation Starting Points grant to create the Warm Welcome program, and is 
involving the business community in paying for home visits as a benefit. Prior to 
that, Colorado invested in a prekindergarten program and developed a state-level 
management strategy to build a system of supports to young children and families, 
through a Children's Cabinet and a state-level management team. To strengthen 
the local infrastructure for early care and education the state has begun a pilot 
effort in 12 counties. It has also established a pilot mental health project for young 
children. 

In West Virginia the approach is different. Starting Points Centers have been 
established as part of West Virginia's pre-existing community mobilization 
strategy, known as the Family Resource Network. These Centers in turn, are 
becoming the hubs for the delivery of a variety of services, including those related 
to welfare reform. The state has also funded a prekindergarten program. 
Leadership for the overall initiative is provided by the Early Childhood 
Implementation Commission which is a part of the Cabinet on Children and 
Families. 

In Ohio, three basic goals drive the community mobilization and program 
development effort: ensuring access to early care and education for every family 
that wishes it, improving child health, and increasing family stability. The state 
began with a state-level Family and Children First Council, then invited counties to 
develop their own councils. Initially in a few counties, such councils now exist in 
each of Ohio's 88 counties, with the state providing technical assistance and 
support. These councils are now beginning not to just plan, but also to manage 
resources. All have family members as part of them. The state has also invested 
significantly in a state-funded Head Start program, and most recently, in Early 
Start, an early intervention home visiting program for young children and families 
at risk by virtue of environmental and biological risk factors. (Particularly 
noteworthy is that the state has targeted TANF dollars for this program and made 
it available to those receiving or at risk of receiving welfare.) 



The states providing the strongest leadership on behalf of young children 
and families share several characteristics. (1) The effort is bipartisan and involves 
leaders from both inside and outside the govemment. (2) Efforts to build 
community support co-exist with efforts to fund programs and increase resources 
for effective services. There is an interweaving of multiple, deliberate strategies. 
(3) In most instances, there is a clear framework for action, reflected in 
statements of basic goals for young children. (4) The states all started in different 
places, with different mixes of services and leadership, but the vision and the 
commitments have continued to evolve. (5) The need for more resources is 
critical; infrastructure development and community mobilization is necessary, but 
not sufficient. 6) New partnerships do bring new resources to the table. 

Implications and Recommendations 

Taken together, there are two central messages from Map and Track. 
First, states are making progress focusing on young children and families, but 
with some exemplar/ exceptions, neither state leadership nor state investment is 
deep enough across all the states. Second, Map and Track not only documents the 
current state of the art of early childhood initiatives but it also points to new 
directions that might be supported either by the states or the federal govemment 
or both, which are provided in detail below. 

• Distinctions among different types of program approaches are blurring as 
states strive to create program approaches, whatever the age focus, to address 
parenting issues, child development issues and adult development issues, 
including literacy and employment skills. 

Flexibility in how dollars can be used, along with careful planning processes 
and accountability mechanisms, are critical. Program-by-program ftinding 
streams, rigid eligibility, and funding criteria make developing supportive 
communities for young children more complex. States need to be able to mix 
and match dollars to help communities create the needed system of supports to 
young children and families that are tailored to community need. 

Building community support structures on behalf of young children and 
families takes time, technical assistance from the states or others, and seems to 
work best if there are clear objectives. Support for these activities can come 
from public or private funds, or some combination, but is crucial to the 
success of program efforts. 

Incentives to states to promote positive outcomes for young children and their 
families in the context of welfare reform is important, since so much of the 
effort to implement welfare reform is adult driven. 



• Identifying and testing new strategies to help programs serving families with 
young children better meet the needs of the most troubled families would 
strengthen their efficacy. 

• Investments are needed in evaluations of program, community mobilization or 
comprehensive state strategies on behalf of young children and families. 
Further, although states are setting outcome based goals, in many places, 
administrative data systems do not have the capacity to track these outcomes. 
The few evaluations that do exist, however, are encouraging. 

• Sustaining systems-change efforts poses a challenge across the states. Efforts 
to expand understanding of the importance of investing in early childhood at all 
levels of govemment and with public-private partnerships may be key to 
ensuring that the efforts that are now underway will withstand changes in 
administrations. 

Taken together this suggests ways in which federal initiatives might support 
state efforts; such an agenda might include ensuring that federal dollars can be 
used flexibly to enhance developmental outcomes for young children and families; 
providing incentives to states to develop comprehensive community mobilization, 
planning and networking capacity on behalf of young children and families; 
promoting positive outcomes for young children in families affected by welfare 
changes; developing consultation and other strategies to promote the well-being of 
young children at risk of poor learning and behavior disorder; and encouraging the 
evaluation of statewide comprehensive programs for young children and families. 
Implementing such an agenda would go a long way to support the states in their 
efforts to ensure that the next generation does in fact, as the national goal calls 
for, enter school ready to leam. 



Appendix A 

Early 
Childhood 

Poverty 

RESEARCH BRIEF 1 

Young Child Poverty in the 
States—Wide Variation 
and Significant Change 

Y oung Child Poverty in the States—Wide Variation and 
Significant Change examines the differences in poverty 

rates for children under age six among the 50 states and 
the changes that have taken place between 1979-1983 and 
1992-1996. The poverty rates are based on data from the 
Current Population Survey of the U.S. Bureau of the Census, 
with 1996 being the most recent year for which poverty 
data have been collected. (Five years of data are aggregated 
to increase the statistical reliability of the poverty esti­
mates.) This research brief summary provides baseline infor­
mation on state young child poverty rates to help establish 
a context in which individual state child poverty trends can 
be better understood as the nation enters a new era of 
increased state responsibihty for children's well-being.1 

Highlights from the research brief include the following: 

Rates of Poverty, Extreme Poverty, and 
Near Poverty Among the States 

State young child poverty rates (YCPRs) range from under 
12 percent in New Hampshire and Utah to 40 percent or 
more in Louisiana and West Virginia.2 The District of 
Columbia and seven states—the large states of California, 
New York, and Texas, plus Louisiana, Mississippi, New 
Mexico, and West Virginia—have young child poverty rates 
that significantly exceed the 1992-1996 national rate of 
24.7 percent. Fifteen states have rates of poverty that are 
significantly lower than the national rate. 

Poverty rates of children under age six, by state, 1992-1996 

States with poverty rates 
significantly lower than the 
national rate [15] 

States with poverty rates 
similar to the national rate [28] 

States with poverty rates 
significantly higher than the 
national rate [8] 

States where poverty rate 
increased significantly between 
1979-1983 and 1992-1996 [8] 

4 States where poverty rate 
decreased significantly between 
1979-1983 and 1992-1996 [2] 

; For example, states have vastly increased responsibility (or weilare legislation. A key provision of the 1996 federal welfare overhaul (The Personal Responsibility and W>rk 
Opportunity Reconciliation Act) requires each state to provide an annual current estmiate of its child poverty rate by May 31 st, starting in 1998. If that rate exceeds the previous 
year's rate by more than 5 percent, and this increase can be attributed to the effects of welfare refonn, then the state must submit a corrective action plan. The logic of this 
requirement is clear, two-thirds of welfare recipients are children, and welfare reforc cannot be deemed a success if it leads to higher child poverty rates. At this writing, the 
federal govemment is still in the process of determining the methodologies necessary for the states to fulfill the obligations outlined for them in the welfare refonn act 

' Poverty, extreme poverty, and near poverty are defined as living in families with incomes below 100 percent. SO percent, and 185 percent of the poverty line, respectively. 
In 1996. the official federal poverty line was J16.036 for a family of four and $12.516 for a family of three. The YCPR is the percentage of children under age six who live in 
families with incomes below the poverty line. 



Young Child Poverty in the States National Center (or Children in Poverty 

Extreme poverty among young children varies to an even 
greater extent across the states. Eight states and the District 
of Columbia (including the large states of Florida, New York, 
and Texas) have extreme poverty rates that are significantly 
higher than the U.S. average of 11.7 percent. Rates are 
significantly lower than the U.S. average in fifteen states. 

The near poverty rate among young children ranges from 
less than 30 percent in Massachusetts and New Jersey to 
greater than 60 percent in Mississippi, West Virginia, and 
the District of Columbia. Eleven states—including California, 
Florida, and Texas—and the District of Columbia have near 
poverty rates that are significantly higher than the national 
average of 44.2 percent, whereas 12 states have rates that 
are significantly lower than the national rate. 

Changes in State Poverty from 1979-1983 
to 1992-1996 

Nationally, the YCPR climbed from 22.0 to 24.7 percent 
between 1979-1983 and 1992-1996, an increase of 12 
percent. The number of young children in poverty grew from 
an average of 4.4 million to 5.9 million over that same period. 
More than half of the total increase (773,000) in the number 
of pooryoung children can be attributed to the nation's three 
most populous states: California, New York, and Texas. Each 
of the these states experienced disproportionately steep 
rises in its young child poverty rate (YCPR) over the last 
two decades and now has a significantly higher rate of young 
child poverty than the nation as a whole. Collectively, these 
three states had 28 percent of the children under age six, 
yet they accounted for 53 percent of the increase in the 
number of poor young children. Five smaller states also 
experienced statistically significant increases in their 
YCPRs, including Oklahoma (53 percent), Montana (51 
percent), Arizona (46 percent), West Virginia (45 percent), 
and Louisiana (40 percent). Two states experienced 
significant decreases of over 25 percent: New Jersey (26 
percent) and Vermont (39 percent). 

Overall, the YCPR increased by more than 20 percent in 15 
states and fell by more than 20 percent in five states; 
however, due to sample sizes the trends can only be deemed 
statistically significant in ten states. The fact that only ten 
states show statistically significant changes does not imply 
that other states' YCPRs did not change, even dramatically. 
For many states the number of individuals interviewed by 
the Census Bureau was simply insufficient to draw such a 
conclusion. 

Why Do State Poverty Trends Differ? 

This research brief from the National Center for Children in 
Poverty (NCCP) identifies three key demographic factors 
that help to explain the differences among the states in the 
growth of their YCPRs—the proportions of young children 
with: (1) single mothers (family structure), (2) mothers who 
completed high school (parental education), and (3) at least 
one parent employed full-time (parental employment). 

The increase in the nationwide proportion of young children 
with single mothers was 25 percent. However, state trends 
varied from large increases in New Mexico (99 percent), 
Kentucky (88 percent), Montana (84 percent), and Nebraska 
(77 percent), to decreases in New Jersey (-15 percent), 
Arkansas (-6 percent), Maryland (-4 percent), and the 
District of Columbia (-3 percent). 

Variation also existed in the changes of the proportion of 
young children with mothers who completed high school. 
The proportion increased nationally by 4 percent, but 
increases were much more pronounced in Mississippi (17 
percent), Arkansas (16 percent), and Indiana (16 percent). 
The proportion actually decreased in the District of Columbia 
(-12 percent) and eight states, including Montana (-7 percent) 
and California (-6 percent). 

Although the employment scene improved for the nation 
over this time period, with a 3 percent increase in the 
proportion of young children with at least one parent 
employed full-time, the situation differed dramatically 
among the states. Full-time employment rates for parents 
of young children deteriorated in the District of Columbia 
(-18 percent) and in many states, including New Hampshire 
(-14 percent) and Connecticut (-13 percent). In contrast, 
six states saw improvements of 15 percent or more—Alaska 
(48 percent), Hawaii (21 percent), Arkansas (17 percent), 
Virginia (16 percent), Delaware (15 percent), and 
Washington (15 percent). 

NCCP's statistical analysis3 finds that changes in family 
structure, parental education, and parental employment 
variables account for all of the change in the YCPR in seven 
states and none of the change in 12 states. The median 
percentage of the change in the YCPR that is explained by 
changes in these variables is substantial—30 percent. 
NCCP's analysis suggests that all three factors combine to 
influence rates of states' growth in their YCPRs and that 
policymakers would do well to recognize that multiple 
demographic, economic, and pohcy variables are behind 
state child poverty trends. Indeed, California, New York, and 

' Details of these analyses are available from NCCP. 
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Change in the percentage and number of children under age six in poverty, by state, 1979-1983 to 1992-1996 

1979-1983 1992 -1996 % Change 
in rate 

Change in 
number Rate Number Rate Number 

% Change 
in rate 

Change in 
number 

USA 22.04 4,420,791 24.67 5,877,075 12 1,456,284 

Connecticut 14.75 30,440 23.96 67,250 62 36,810 

Wyoming 12.50 6,075 19.38 7,710 55 1,635 

Oklahoma 20.94 54,643 32.03 92,384 53 37,741 

Montana 17.22 14,626 25.95 20,019 51 5,393 

Arizona 19.76 49.025 28.89 124,350 46 75,325 

West Virginia 27.65 48,739 39.99 47,962 45 -777 

Louisiana 29.14 133,557 40.65 158,447 40 24,890 

Kentucky 21.37 73,950 29.37 90,042 37 16,092 

District of Columbia 33.09 13,791 44.17 23.424 33 9,632 

Maryland 13.94 40,545 18.57 94,425 33 53,879 

Texas 24.39 358,482 30.27 572,180 24 213,698 

California 23.40 516,759 28.97 950,269 24 433,510 
Missouri 19.38 81,911 23.95 102,202 24 20,291 

New York 23.75 338,754 28.76 464,551 21 125,797 

Minnesota 14.30 55,640 17.19 68.142 20 12,503 

Ohio 19.55 188,078 23.06 223,470 18 35,392 

New Mexico 28.82 39,598 33.99 58,049 18 18,450 

North Carolina 20.90 94,869 24.59 144,267 18 49,398 

Nevada 14.22 10,790 16.63 20,938 17 10,148 

North Dakota 14.79 9,744 17.26 8,613 17 -1,131 
Michigan 22.82 188,947 25.75 225,755 13 36,809 

Maine 20.20 18,634 22.45 19,567 11 933 

Massachusetts 14.99 66,137 16.65 84,557 11 18,420 

Wisconsin 14.60 64,074 16.16 73,080 11 9,006 

New Hampshire 10.85 7,761 11.85 12.236 9 4,475 

Georgia 21.93 107,270 23.74 152,241 8 44.971 

Kansas 18.84 41,567 20.23 50,245 7 8,678 

Illinois 23.27 232,025 24.27 271,889 4 39,864 

Indiana 20.60 107,121 21.47 118,010 4 10,889 

Colorado 16.66 43,763 17.23 55,659 3 11,896 

Iowa 16.64 41,564 17.09 45,228 3 3,664 

Florida 26.35 199,106 26.55 313,231 1 114.125 
Washington 18.31 69,858 18.44 89,168 1 19,310 
Oregon 20.34 50,535 20.13 51.635 -1 1,101 

Nebraska 19.42 29,290 18.71 29,478 -4 188 

Tennessee 28.90 114,313 27.83 123,466 -4 9,153 
Virginia 18.41 79,434 17.43 92,544 •5 13,110 

Mississippi 38.01 87,044 35.49 86,319 -7 -726 

South Carolina 25.90 88,330 23.99 74,702 -7 -13,628 

Arkansas 30.04 60.633 27.02 59,990 •10 -643 

Pennsylvania 20.60 179,593 18.38 179,569 -11 -23 

Idaho 24.59 26,458 21.74 22.397 -12 -4,061 

South Dakota 24.94 18,767 21.92 13,437 -12 -5,330 

Rhode Island 24.47 16,862 20.39 15,266 -17 -1.596 
Hawaii 22.03 20,490 18.35 19,015 -17 -1,475 

Utah 14.14 32,778 11.36 26,338 -20 -6,440 
Alabama 32.46 118,385 25.86 100,936 -20 -17,449 

Alaska 18.01 9,452 13.78 8,749 -23 -703 
Delaware 20.07 10,709 15.27 8,750 -24 -1,959 
New Jersey 20.88 119,125 15.37 107,412 -26 -11,713 

Vermont 21.91 10,754 13.31 7,521 -39 -3,233 

' States in bold letters had significantly positive or significantly negative growth as indicated. Other states may have had similar changes but because of small sample 
sizes tl changes are not considered statistically significant at a 90 percent confidence interval. Changes in poverty rates are rounded to the nearest wtiole number. 
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Texas each has a large and growing immigrant population. 
In preliminary analyses, NCCP finds that immigration 
constitutes an important but not exclusive factor in the growth 
of family poverty in these states. In collaboration with other 
researchers, NCCP plans to examine these factors in greater 
depth over the next year. 

Conclusion 

The dramatic state variation in both the levels of the YCPR 
and their rate of growth over time underscores the importance 
of focusing upon poverty at the state level. The analyses 
described here also suggest the difficulty, given current data 
sources, of meeting the requirements of the 1996 federal 
welfare reform to track annual changes of as little as 5 percent 
in state YCPRs. Substantially larger samples of state 
populations will be needed to measure meaningful differences 
in state poverty rates obtained from two adjacent years of 
data. While methodological advances are needed to track 
poverty in the states on a year-to-year basis, this challenge 
cannot be allowed to discourage a vigorous national debate 
about how to address the problem of widespread young child 
poverty in a time of growing national prosperity. NCCP hopes 
that this publication will focus greater attention on young 
child poverty within individual states and also help to 
encourage a "race to the top" among the states to find the 
most effective strategies to prevent young child poverty. 

This document summarizes Early Childhood Poverty Research 
Brief 1. Copies of the full publication are available for $5.00 each 
front NCCP, 154 Haven Avenue, New York, NY 10032; Tel: (212) 304-
7100; Fax: (212) 544-4200or 544-4201; E-mail: nccp©columbia.edu. 
Checks should be made payable to Columbia University. 
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will explore the causes and consequences of young 
child poverty as well as identify promising strategies 
to reduce the incidence of young child poverty. As 
with much of NCCP's work, there will be a strong 
state and local focus on young child poverty and 
related issues. 

Support for this Early Childhood Poverty Research 
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Appendix B 

Map 1.1 

State-by-State Strategic Approaches for Enhancing the Weil-Being of Young Children and Families 

States funding comprehensive initiatives that combine high-level leadership, integrated program and community 
mobilization approaches, continued commitment to increased funding, and a framework for state action [8] 

53 States funding both community mobilization strategies for young children with potential to serve young children 
and comprehensive programs (17) 

• States funding only comprehensive programs [18] 

• States not funding any comprehensive programs [7] 

• States funding programs for infants and toddlers [24] 

• States funding programs for preschool-aged children [34] 

4 States funding programs for children from ages 0-6 and their tamilies [25] 

• States with young child-focused community mobilization strategies [14] 

* States with community mobilization strategies with potential to focus on young children [13] 

P States funding only pilot programs [3] 

States Funding: 

Comprehensive Initiatives Community Mobilization Comprehensive Programs No State Initiatives [7] 
[8] and Comprehensive Only [18] [8] 

Programs* [17] 

Colorado Alaska Arizona Alabama (P) 
Georgia Arkansas California Idaho-
Minnesota Delaware Connecticut Mississippi (P) 
North Carolina Florida Kansas Nebraska (P) 
Ohio Hawaii Kentucky North Dakota" 
Oregon Illinois Louisiana South Dakota 
Vermont Indiana Massachusetts Wyoming 
West Virginia Iowa Montana 

Wyoming 
West Virginia 

Maine Nevada 
Maryland New Hampshire 
Michigan New Jersey 
Missouri New Mexico 
New York South Carolina 
Oklahoma Tennessee 
Pennsylvania Texas 
Rhode Island Utah 
Washington Virginia 

Wisconsin 

' Idaho is funding a clearinghouse tor information regarding infants and todders. 

• These include community mobilijation strategies focused on bolh young cnildren and aJI-aged children 

18 Map and Track: 1998 Edition National Center for Children in Poverty 



Appendix C 
Box 2.12 
Providing Leadership and Vision: States with Comprehensive Initiatives on Behalf of Young Children 
and Families in 1996 and 1998 

Colorado: First Impressions 

• Colorado's First Impressions focuses exclusively on young children. It has four goals: universal health care 
for children; universal volunteer home visits and support for new parents; improved quality, affordability, and 
accessibility of early care and education programs; and "child-oriented" communities. Early efforts included 
funding of statewide programs (e.g., prekindergarten and family centers) and state-level strategies through 
a Children's Cabinet to manage the initiatives. Since Map and Track '96 Colorado has added a new focus 
on infants and toddlers through Bright Beginnings, its voluntary home visiting program that has been 
facilitated by a Starting Points grant from the Carnegie Corporation. It has also increased its effort to engage 
the business community in partnerships on behalf of young children and families, and to continuously make 
the case to a wide range of stakeholders about investing in Colorado's children. Most recently, the state's 
Office of Budget and Planning, working with First Impressions, has published a "Children's Investment 
Prospectus," highlighting the state's accomplishments, shortfalls, and investment opportunities on behalf of 
young children and families.* To strengthen the local infrastructure for early care and education and create a 
seamless network of services, the state has initiated a Consolidated Child Care Pilot Program in 12 
communities. It has also established a pilot program to develop community-based early childhood mental 
health strategies. 

Georgia: Initiative For Children and Families 

• Georgia's efforts on behalf of young children and families are embedded in a state and community 
mobilization initiative that links a state Family Policy Council with community strategies through ten 
Community Partnerships sites and 86 Family Connection sites (an increase from 56 reported in Map and 
Track '96). Program development strategies include a rapidly expanding comprehensive prekindergarten 
program and a screening program for all newborns, coupled with efforts to pilot test various home visiting 
strategies (facilitated by participation as a Starting Point grantee) and connect families, as necessary, with 
home visiting and other follow-up services. Georgia has also made a substantial investment in developing a 
system for tracking the results of its efforts and making data available to county-level planning groups. 

Minnesota: Various Program and Planning Initiatives 

• In Minnesota, the emphasis is on program development strategies. These indude: a parent education 
program that serves 40 percent of eligible families; learning readiness grants targeted to preschoolers; and, 
since Map and Track '96, four programs for infants and toddlers—pilot Early Childhood Family Education 
(ECFE) Infant Development Grants (an extension downward of the ECFE program), an at-home infant child 
care program for low-income parents of infants who are eligible for child care subsidies but wish to remain 
at home, a state supplement to the federal Early Start program and a pilot home visiting program. 
Minnesota also has local Family Services CoUaboratives in 51 counties with specific provisions to plan 
services and supports for pregnant women and young children. 

North Carolina: Smart Start 

• North Carolina's Smart Start focuses exclusively on young children and their families. The aim is to improve 
both the supply and quality of child care and child health sen/ices. Originally a pilot in a limited number of 
counties, Smart Start is now in half of the counties, with planning grants going to the remainder. Funding 
has grown from $68 million reported in Map and Track '96 to $92 million. Originally overseen by the state, 
there is now a state-level public/private partnership that includes a local advisory board from the Smart Start 
sites. This state-level partnership sets policies, integrates training and technical assistance, and works to 
ensure that business contributions grow. At the local level, Smart Start boards, made up of a cross section 
of leaders and family members, work to increase service access and quality in response to local needs. 
Political support for the effort is growing across the state. The scholarship to child providers program that 
North Carolina has pioneered, and that is linked to Smart Start, has also become a model that other states 
are seeking to replicate. 

Ohio: Family and Children First 

• Ohio's initiative focuses on all aged children and families in the context of three basic goals: ensuring 
access to earty care and education for every family that wishes it; improving child health; and increasing 
family stability. Since 1991, the state has increased funding for children and famines by 39 percent, a 
substantial amount of which has been focused on young children and families. The state began with a state-
level Family and Children Council, then invited counties to develop local councils. These are now in all 88 
counties. The state provides increased training and technical assistance to the Councils, as well as some 
funds to support local coordinating efforts. Since Map and Track '96, the state has increased funding for the 
state Head Start supplement (from $145 million to $181 million), expanded Early Start, an outreach program 
for high-risk infants and toddlers, using state and TANF dollars, and developed wellness block grants for 
preventive health care to be administered by the local Councils. 

Colorado Offica ot State Planning and Budgeting. (1998). ChHdran's imastment prospectus. Denver. CO Colorado Office ot Stale Planning and 
Budgeting. 
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Box 2.12 
Providing Leadership and Vision: States with Comprehensive Initiatives on Behalf of Young Children 
and Families in 1996 and 1998 nW-.v 

Oregon: Various Program and Planning Initiatives 

• Oregon's efforts focus on children and their families with specific programs targeted to young children. The 
programs include those aimed at infants and toddlers, an integrated prekindergarten Head Start program, 
a Healthy Start program for first-time parents continuing to age five, and enabling grants to communities 
entitled Great Start. Oregon's community mobilization strategies link its State Commission on Children and 
Families with local commissions. The state has also strongly promoted the use of "Benchmarks" data to 
drive program, planning, and policy outcomes, including outcomes for young children. A related interagency 
collaboration involving the federal, state, and local levels permits negotiations about regulations, and 
waivers where necessary, to help collaborative efforts achieve the results measured by the Benchmarks. 

Vermont: Success By Six 
• Vermont's comprehensive initiative focuses exclusively on young children and families. A network of 

regional Parent-Child Centers are the hub of planning and service delivery, particularly for very young 
children. An Early Childhood Work Group made up of state officials and community leaders provides overall 
direction. An umbrella framework, Success By Six, helps to integrate programs and community mobilization. 
Each community's efforts have developed differently, but all feature core family-supportive services 
including welcome baby visits, family literacy, parent-child interaction groups, parent education groups, 
home visiting services, screenings, training for early childhood staff, integration with Vermont's Reach-Up 
welfare program and most recently, an effort to develop a statewide regionally-based early childhood mental 
health network linked with the Parent-Child Centers. The state is also focusing on infrastructure 
development. In 1996, after a year-long collaborative process, all the state commissioners of earty 
childhood service agencies joined 30 leaders of private and non-profit organizations and providers in signing 
the Early Childhood Service Agreement, which sets forth detailed goals and objectives of integrating 
services and making them universal.* Also in 1996, after a consensual process, the state developed core 
standards and a self-assessment tool for center-based early childhood programs. A similar effort regarding 
family child care is underway." The state is also helping communities use data through a Community 
Planning Profile to achieve desired outcomes for young children and families. 

West Virginia: Various Program and Planning Initiatives 
• West Virginia focuses on children and families of all ages in its community mobilization strategy, the Family 

Resource Network, but has also funded a prekindergarten initiative. Since Map and Track '96, it has 
increased its focus on young children and families. As a Starting Points grantee, it has developed nine Earty 
Starting Points Centers that are integrated into its Family Resource Networks. The aim is to use those 
centers as a service integration hub, including linking them with the state's welfare reform implementation, 
particularly for families with young children. Leadership for the overall initiative is provided through a 
Cabinet on Children and Families and, as a part of that, an Early Childhood Implementation Commission. 
The Commission's charge is to foster school readiness by linking various on-going initiatives, such as the 
Head Start Collaboration Project, and the state's efforts to promote transition to school in order to create a 
comprehensive focus on young children. West Virginia is also developing a process to select outcomes and 
indicators for West Virginia's children that can be both county-specific and tracked over time. 

The Early Childhood Work Group. (Fall 1996;. Vermont core standards and sett assessment toot for center-based early childhood programs. 
Waterbury. VT: Vermonl Office of Ihe Secretary. Agency of Human Serv ice! . 

Vermont Agency of Human Services & Vermont Department of Education. (1997). Serving children, serving tamilies Coordinating early care ard 
educaticn in Vermont. A Report to the Vermont General Assembly. Walertoury. VT: Vermont Agency of Human Services and Vermont Department 
of Educaiion. 
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I. INTRODUCTION 

Many of the most pervasive and intractable problems faced by young children and 

parents in our society today can be traced to adverse maternal health-related behaviors during 

pregnancy, compromised care of the child, and stressful conditions in families' homes that 

interfere with parental and family functioning. These problems include infant mortality, pre-term 

delivery, low birthweight, and neurodevelopmental impairments in young children resulting from 

poor prenatal health;1'' child abuse and neglect, and accidental childhood injuries resulting from 

dysfunctional caregiving;'1 youth violence resulting from a combination of neurodevelopmental 

impairment and harsh and neglectful caregiving;5'''7 and diminished economic self-sufficiency of 

parents resulting from closely spaced pregnancy, educational failure, and sporadic workforce 

participation.8 

Through 1993, we published a series of papers on a randomized trial of prenatal and 

infancy home visitation by nurses in Elmira, New York (N=400) that was designed to reduce 

these problems through the improvement of maternal health and behavior. The program was 

focused on women who were either unmarried, adolescents, or poor. Early results showed 

significant promise for the program, and were reviewed in an article on the effects of prenatal, 

infancy and early childhood home visitation published in 1993.9 

At the time the 1993 review article was written, some of the program effects evaluated 

through the child's fourth year of life had been published. Compared to counterparts randomly 

assigned to receive comparison services, women who were nurse-visited experienced greater 

informal and formal social support, smoked fewer cigarettes, had better diets, and exhibited 

fewer kidney infections by the end of pregnancy. (There also was a non-significant decrease in 

the number of hypertensive disorders of pregnancy.) Babies born to nurse-visited women 



identified as smokers were 75% less likely to be born prematurely, that is, before 37 weeks of 

gestation.1" 

From birth through the child's second birthday, nurse-visited children born to women 

with all three risk characteristics used for sample recruitment (poor, unmarried, or teen-aged) 

were 80% less likely to have been identified through state Child Protective Service Records as a 

victim of child abuse or neglect than were their counterparts in the comparison group. Moreover, 

nurse-visited children were seen in the emergency department 56% fewer times than were 

children in the comparison condition during the second year of their lives - that is, when children 

are more likely to be injured because of their increased mobility but immature motor 

development. These findings were corroborated by observations of the children's homes and 

parents' reports of their care of their children." 

During the first four years after delivery of the first child, nurse-visited women who were 

low-income and unmarried at registration were found to have 42% fewer subsequent pregnancies 

and 84% greater participation in the work force.12 An economic evaluation of the program from 

the standpoint of savings to government showed that for low-income women the discounted cost 

savings to govemment exceeded the cost of the program before the children were four years of 

age.13 

Given these encouraging results, beginning in the late 1980's many groups urged us to 

develop the program in new communities on a much wider scale. They reasoned that the 

program worked and that at-risk families in our society deserved the program. We chose not to 

replicate the program outside of research contexts, however, for three reasons. 

First, we did not know whether the findings produced early in the life of the child would 

endure. Other preventive interventions had produced effects that washed out after the program 



ended. We needed to see enduring benefit before we could justify a public investment in this 

service. 

Second, we did not know whether the findings from the Elmira program were limited to 

the population studied (primarily whites living in a Central New York county) or whether they 

might apply to a wider range of communities and populations. In particular, we needed to be 

sure that this was a program that would work with minorities living in urban areas. 

Third, we needed to develop the program protocols and methods of training nurse home 

visitors to the point that new programs based upon this model would reliably reproduce the 

essential elements of the program tested in the randomized trials. Many programs examined in 

research settings are subsequently altered or watered down in the process of being scaled up, 

often leading to reduced effectiveness. We wanted to avoid that fate for the current program and 

needed to be able to provide clear guidance for new communities about what, exactly, they 

should do to replicate the program. 

In the meantime, several national groups used the findings from the Elmira trial to 

promote a variety of home-visitation models in spite of the fact that the promoted programs bore 

little resemblance to the program tested in Elmira. Some programs employed paraprofessional 

visitors who began during pregnancy but had little follow-up during infancy. Others began after 

delivery and employed paraprofessionals as home visitors. Rarely were such programs designed 

explicitly to promote maternal life course (plan future pregnancies, stay in school, find work, 

etc.). We did not discourage organizations using data from the Elmira trial to promote such a 

wide variety of program types because, for all we knew at the time, the Elmira findings might be 

reasonably applied to a many types of programs. We chose, instead, to focus our efforts on 

conducting a follow-up of the Elmira study to examine the durability of the early effects, 



replicating the program in a major urban area (Memphis, Tennessee) and refining the program 

protocols and training. It" the program were truly effective, we then could help new communities 

develop the program in accordance with the proven model so that they could be reasonably sure 

of achieving the effects observed in the randomized trials. 

As the results of new randomized trials ofother home visitation programs became 

available, however, we grew increasingly concerned that the findings Irom Elmira did not have 

broad applicability to all types of home visitation programs. Two reviews of randomized trials 

of prenatal and early childhood home visitation programs showed that such programs needed to 

adhere to certain standards to produce desired effects on maternal and child health.'4 '' 

More recently, in light of the considerable proliferation of programs of home visitation by 

lay community health visitors, without solid evidence that such visitors could achieve the same 

results as has been found with nurses, we developed a third trial in Denver (N=735) in which 

nurse home visitors were contrasted with trained lay community health visitors when both visitor 

types were provided the same protocols developed in the Elmira and Memphis trials. This study 

was designed to determine the extent to which absence of effects for programs delivered by 

paraprofessionals is due to the background of the visitors or to the program protocols typically 

followed by paraprofessional visitors. 

In this paper, we summarize findings from the Elmira trial that have been published since 

1993 - the point at which we published the most recent review of this evidence and 

summarize findings from the Memphis replication study. Outcomes from the Denver trial are 

not yet available, although data on differences between the nurse and paraprofessional home 

visitors in implementation of the program are briefly summarized here. Before we summarize 

these findings, we outline the epidemiological and theoretical foundations of the program and its 



content and methods. It is important to understand these features of the program in order to 

interpret its effects. 

II. DEVELOPMENTAL EPIDEMIOLOGY 

The program tested in this series of randomized trials has been firmly grounded in 

epidemiology and theories of child development. Kellam has referred to the integration of these 

disciplines in guiding prevention science as developmental epidemiology.1* In planning the 

original Elmira trial, we noted that although the problems identified above cut across all 

segments of U.S. society, they were more common among children born to poor, adolescent, and 

single parents. This observation led to our decision to focus recruitment on women bearing first 

children who were either adolescent, unmarried, or from low-income families. Any pregnant 

woman bearing a first child was accepted into the study, irrespective of her age. marital status or 

income, however, in order to avoid creating a program stigmatized because it served only the 

poor or people with problems. Given that the beneficial effects of the Elmira program (described 

below) were concentrated on women who were unmarried and from low-income families, we 

modified the sampling designs in Memphis and Denver to focus more exclusively on low-income 

women, the vast majority of whom were unmarried and adolescent. 

All three of the trials focused on women who had no previous live births because we 

reasoned that offering them services during the transition to parenthood would increase their 

receptivity to offers of help. Moreover, from the standpoint of a public health strategy, this 

approach held the promise of improving the life chances of subsequent children because parents 

who received these services were hypothesized to have better skills for managing the demands of 

pregnancy and early care of subsequent children after they had been helped with their first child. 

In addition, to the extent that the rates of rapid successive births were reduced, parents would be 



able to focus their caregiving resources on a smaller number of children. The program was 

directed toward improving the outcomes of pregnancy, parents' caregiving skills (and the 

corresponding health and development of the child), and the early life course of the mothers. 

In designing the program, we reviewed the literature to determine behavioral and 

contextual conditions that were consistently and uniquely associated with the adverse maternal 

and child outcomes that we wished lo affect. We analyzed the literature to determine the extent 

to which these risk factors were likely to be causally related to the outcomes of interest and 

which were simply markers for maladaptive functioning. Those thought to be causally related to 

the outcome of interest and that were potentially modifiable with social and behavioral 

interventions became the primary candidates for targeted interventions to reduce the adverse 

maternal and child outcomes identified for prevention. Theory played an important role in 

helping us integrate the epidemiologic data into a coherent developmental framework regarding 

the proximity of risk to adverse outcome, the developmental progression of maladaptive 

functioning, and how clinical interventions might be applied to reduce risk. It is important to note 

that the epidemiologic evidence indicated that some of the problems targeted for prevention early 

in the program were also risks for later antisocial behavior. This is best illustrated by reference 

to Figure 1. 

A. Modifiable Risks for Low Birthweight, Preterm Delivery, and Fetal 

Neurodevelopmental Impairment 

Epidemiologic evidence on risks for low birthweight indicates that prenatal exposure to 

tobacco, alcohol, and illegal drugs are established risks for compromised fetal growth1 and, to a 

lesser extent, shortened length of gestation.1 Similarly, prenatal exposure to these substances 

increases the likelihood of compromised neurodevelopmental impairment."'""21 While the 



evidence on these risks was not as coherent at the start of this series of trials 20 years ago as it is 

today, we chose to promote a reduction in use of all of these substances as a precaution. 

Evidence also indicated that other prenatal behaviors, such as inadequate weight gain,22 

inadequate diet,22 inadequate use of office-based prenatal care,23 and unattended obstetric 

complications, such as genitourinary tract infections and hypertensive disorders2, increased the 

risk for low birthweight, preterm delivery, and compromised neurologic development. 

These observations guided the development of the content covered in the prenatal 

program protocols. 

B. Modifiable Risks for Child Abuse and Neglect and Injuries to Children 

We made an explicit inventory of risks for child abuse and neglect and organized them 

according to their levels of immediate proximity to parental behavior. At a proximal level, risk 

assessment focused on the mother's psychological immaturity and mental health problems that 

affect parents' competencies in caring for their infants.24 2 5 At a more distal level, risks focused 

on those environmental conditions that create stressful conditions in the household that interfere 

with parents' care of their children, such as unemployment,26 poor housing and household 

conditions,27 marital discord,28 and isolation from supportive family members and friends.29,30 A 

history of punitive, rejecting, abusive, or neglectful caregiving on the parent's own part was 

considered a risk factor, especially if it occurred in the presence of other risks.314 

C. Modifiable Risks for Welfare Dependence and Compromised Maternal Life-Course 

Development 

One of the major risks for compromised maternal educational achievement and workforce 

participation is rapid, successive pregnancies, particularly among unmarried women. Proximal 

risks for rapid successive pregnancies include women's having limited visions for their futures in 



the areas of education and work.8 as well as a limited sense of control over their life 

circumstances and over contraceptive practices in particular.32'13 3 4 

D. Modifiable Risks for Early-Onset Antisocial Behavior 

More recently, we have analyzed risks for early-onset antisocial behavior 0 3 6 and 

determined that the impact of the program on maternal and child health early in the life cycle 

reduces risks for these problems. Children who exhibit early-onset antisocial behavior are more 

likely to develop violent behavior during adolescence and are hypothesized to become chronic 

offenders." Figure 1 provides a framework for integrating our thinking about how these diverse 

influences converge in producing childhood-onset conduct disorder and how this program of 

prenatal and early childhood home visitation by nurses reduces its risks. Children who develop 

early-onset disorder are more likely to have subtle neurodevelopmental deficits (such as 

compromised intellectual or language functioning and attention deficit disorder) combined with 

harsh, punitive, and rejecting parenting.6,7 Maternal life-course factors also predict the 

development of antisocial behavior, in that children with these behaviors are more likely to come 

from large families, with closely spaced children, where parents themselves are involved in 

substance abuse and criminal behavior.37 

III. THEORETICAL FOUNDATIONS 

The program has been grounded in theories of human ecology,38,3'' self-efficacy,40 and 

human attachment.41 The earliest formulations of the program gave greatest emphasis to human 

ecology, but as the program has evolved, it has been grounded more explicitly in theories of self-

efficacy and attachment." 

A. Human Ecology Theory 



Human ecology theory emphasizes the importance of social contexts as influences on 

human development.18 Parents' care of their infants, from this perspective, is influenced by 

characteristics of their families, social networks, neighborhoods, communities, and the 

interrelations among these structures. This theory focuses the home visitors' attention on the 

systematic evaluation and enhancement of the material and social environment of the family. 

While this theory provides an elaborated conception of the environment, the original 

formulation of the theory tended to treat the immediate settings in which children and families 

find themselves as shaped by cultural and structural characteristics of the society, with little 

consideration given to the role that adults (in particular, parents) can play in selecting and 

shaping the settings in which they find themselves." Consequently, self-efficacy and attachment 

theories were integrated into the model to provide a broader conception of the parent-setting 

relationship. 

B. Self-Efficacy Theory 

Self-efficacy theory provides a useful framework for understanding and promoting 

women's health-related behavior during pregnancy, their care of their children, and their own 

personal development. This theory distinguishes two cognitive influences on motivation: 

efficacy expectations and outcome expectations.40 Outcome expectations are individuals' 

estimates that a given behavior will lead to a given outcome. Efficacy expectations are 

individuals' beliefs that they can successfully carry out the behavior required to produce the 

outcome. Individuals' perceptions of self-efficacy can inlluence their choice of activities and 

settings and can determine how much effort they put forth in the face of obstacles. 

Self-efficacy theory influenced the design of the program by focusing the nurses' 

attention on both the mothers' beliefs about the consequences of their behavior and on building 



their confidence for behavioral change. Much of the educational content of the program was 

focused on helping women understand what is known (or thought about) the influence of 

particular behaviors on the health and growth of the fetus, on women's own health, and on the 

subsequent health and development of the child. This represented an effort to bring women's 

outcome expectations into alignment with the best evidence available. Improvements in 

individuals' behavior depends upon their confidence in their ability to change. Because 

individuals gain confidence if they actually observe their accomplishments, the home visitors 

emphasize methods of enhancing self-efficacy that rely on women actually carrying out parts of 

the desired behavior. The visitors help parents establish realistic goals and small achievable 

objectives that, once accomplished, will increase parents' reservoir of successful experiences, 

and in turn will increase their confidence in taking on larger challenges. 

While self-efficacy theory provides powerful insights into human motivation and 

behavior, it is limited in several respects. First, it is primarily a cognitive-behavioral theory. It 

attends to the emotional life of the mother and other family members only through the impact of 

behavior on women's beliefs or expectations, which, in turn, affect emotions. It also attends to 

environmental influences in only a cursory way. These shortcomings of self-efficacy theory 

have been addressed in the program with attachment and human ecology theories. 

C. Attachment Theory 

Attachment theory posits that infants are biologically predisposed to seek proximity to 

specific caregivers in times of stress, illness, or fatigue in order to promote survival.41 This 

organization of behavior directed toward the caregiver is called "attachment." Stated simply, 

a growing body of evidence indicates that children's trust in the world and their later capacity for 

empathy and responsiveness to their own children once they become parents can be traced to the 



degree to which their needs were responded to sensitively and competently as they were growing 

up-42 

Attachment theory has affected the design of the home-visitation programs in three 

fundamental ways. The first has to do with its emphasis on the visitors' developing an empathic 

relationship with the mother and other family members. The establishment of a relationship 

based on empathy and respect was expected to help women eventually trust others and to 

promote more sensitive, empathic care of their children. The second has to do with an emphasis 

in the program on helping mothers and other caregivers review their own childrearing histories 

and make decisions about how they wish to care for their children in light of the way they were 

cared for as children. And third, attachment theory has led to the explicit promotion of sensitive, 

responsive, and engaged caregiving in the early years of the child's life.4 3 4 4 

While attachment theory provides a rich set of insights into the origins of dysfunctional 

caregiving and possible preventive interventions focused on parent-visitor and parent-child 

relationships, it gives scant attention to the role of infants' constitutional differences as 

independent influences on parental behavior, and it provides inadequate attention to issues of 

parental motivation for change in caregiving. It also minimizes the importance of the current 

social and material environment in which the family is functioning as influences on parents' 

capacities to care for their children. For more systematic treatments of these issues, we turned to 

self-efficacy and human ecology theories. 

The nurses thus have been equipped with a set of theory-driven program protocols that 

guide their efforts to help women improve their health-related behaviors, their care of their 

children, their planning of subsequent pregnancies, the completion of their education, and 

participation in the work force. 



IV. PROGRAM DESIGN 

A. Frequency of Visitation 

The frequency of home visits changes with the stages of pregnancy and can be adapted to 

the mother's needs. Mothers typically are enrolled through the end of the second trimester of 

pregnancy. Visits are scheduled once a week during the first month after enrollment, which 

assists the new mother and the home visitor to establish a trusting relationship. Thereafter, visits 

are scheduled every other week until the birth of the baby. Nurses again visit weekly for 6 weeks 

after the baby is born, helping the new mother and newborn adjust. From the child's 2nd to 21 st 

postnatal month, visits are scheduled twice a week. From the 21st to 24th postnatal month, visits 

are scheduled once a month. In Elmira and Memphis the nurses completed an average of 9 

(range 0-16) and 7 (range 0-18) visits during pregnancy respectively; and 23 (range 0-59) and 26 

(range 0-71) visits from birth to the child's second birthday. In calculating these rates of 

completed visits, all cases assigned to the nurse-visited conditions were included in the 

denominator, irrespective of the families' dropping from the program for any reason. Each visit 

lasted approximately 75-90 minutes. 

B. Nurses as Home Visitors 

This program calls for nurses to be the home visitors. We have chosen nurses because of 

their formal training in women's and children's health and because of their competence in 

managing the complex clinical situations often presented by at-risk families. We have 

hypothesized that nurses' abilities to address effectively mothers' and family members' concerns 

about the complications of pregnancy, labor, and delivery, and the physical health of the infant 

provide nurses with increased credibility and persuasive power in the eyes of family members. 

Moreover, through their ability to teach mothers and other family members to identify emerging 



health problems and to use the health-care system to address those problems, they enhance their 

clinical effect through the early detection and treatment of disorders. Each nurse carried a 

caseload of 20-25 families and received regular clinical supervision. 

C. Program Content 

During the home visits, the nurses carry out three major activities. They promote 

adaptive change in women's behavior thought to affect the outcomes of pregnancy, the health 

and development of the child, and maternal life course; they help women build supportive 

relationships with family members and friends; and they link women and their family members 

with other health and human services. The nurses follow detailed visit-by-visit program 

protocols. The content of the protocols is organized developmentally to reflect challenges that 

women are likely to confront at different stages of pregnancy and during the first 2 years of the 

child's life. Specific assessments are made of maternal, child, and family functioning, and 

specific educational content and psychosocial interventions are prescribed, depending upon the 

nature and degree of vulnerability revealed in the assessments. 

V. OVERVIEW OF RESEARCH DESIGNS, METHODS AND FINDINGS 

In each of the three studies of the program described above, women were randomized to 

receive either home visitation services during pregnancy and the first two years of the children's 

lives or comparison services. While the nature of the home-visitation services was essentially 

the same in each of the trials, the comparison services were slightly different. The designs and 

methods employed in each of the trials are outlined below. 

A. Elmira Design and Methods 

The first study was conducted in a small, semi-rural county of approximately 100,000 

residents in the Appalachian region of New York State. The program was conducted through 



Comprehensive Interdisciplinary Developmental Services, Inc. 

Pregnant women were actively recruited for the study through their sources of prenatal 

care if, at intake, they had no previous live births, they were at less than 26 weeks of gestation, 

and they had any one of the following characteristics that predispose to infant health and 

developmental problems: (i) young age (<19 years); (ii) single parent status; and (iii) low 

socioeconomic status. Any woman who asked to participate was enrolled, however, regardless 

of her age, marital status, or income, if she had no previous live birth. This approach avoided 

creating a program that was stigmatized as being exclusively for the poor and created sample 

heterogeneity, enabling us to determine if the effects of the program were greater for families at 

higher risk. Five hundred women were invited to participate and 400 enrolled, 85% of whom 

were either low-income, unmarried, or <19 years of age at registration; none had a previous live 

birth. Eighty-nine percent of the sample was Caucasian. There were no sociodemographic 

differences between those who enrolled and those who declined, although participation was 

higher among African-Americans. We stratified the sample on a number of demographic factors 

and then randomly assigned participating women to one of four treatment groups. 

Families in Treatment 1 (n=94) were provided sensory and developmental screening for 

the child at 12 and 24 months of age. Based upon these screenings, the children were referred for 

further clinical evaluation and treatment when needed. Families in Treatment 2 (n=90) were 

provided the screening services offered those in Treatment 1 plus free transportation for prenatal 

and well-child care through the child's 2nd birthday. There were no differences between 

Treatments 1 and 2 in their use of prenatal and well-child care (both groups had a high rate of 

completed appointments). Therefore, these two groups were combined to form a single 

comparison group. Families in Treatment 3 (n=100) were provided the screening and 
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transportation services offered Treatment 2 but in addition were provided a nurse who visited 

them at home during pregnancy. Families in Treatment 4 (n=l 16) were provided the same 

services as those in Treatment 3, except that the nurse continued to visit through the child's 2nd 

birthday. For assessment of the prenatal phase of the program, Treatments 1 and 2 were 

combined and compared to the combination of Treatments 3 and 4. 

Assessments of outcomes were made by interviews, observations of mother-child 

interaction, observations of conditions in the home, and reviews of medical and social service 

records by individuals who were not aware of the women's and children's treatment assignment. 

Details of the research design and methods can be found in our earlier reports."12 3"' 

B. Elmira Results 

At the stage of randomization, the treatment conditions were essentially equivalent on all 

background characteristics examined. Moreover, at the 15-year follow-up, assessments were 

completed on over 90% of the women and children originally randomized who did not die or 

where there was no adoption. Low attrition and no treatment-control differences in background 

characteristics on those assessed after enrollment means that the estimates of program effects 

were not biased by loss of families. All analyses of program effects were based upon an 

intention-to-treat approach, that is data were employed for outcome analyses irrespective of the 

degree of program participation. 

It is important to note that we hypothesized that the effects of the program would be 

greater for families who experienced greater stress and had fewer resources to cope. We tested 

this hypothesis by focusing the analysis on low-income unmarried women. 

1. Caregiving and Child Development Results. With few exceptions, the beneficial 

effecls of the program on caregiving outcomes were not present for the sample overall. Nurse-
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visited at-risk women and their children, on the other hand, consistently exhibited lower rates of 

adverse outcomes indicative of grossly deficient care of the child. 

As noted in our earlier reports, nurse-visited children born to low-income, unmarried 

teens had 80% fewer verified cases of child abuse and neglect during the first two years of the 

child's life. Moreover nurse-visited children, irrespective of risk, were seen in the emergency 

department 56% fewer times for injuries during the second year of the child's life. As indicated 

in Figures 2 and 3, the effect of the program on child abuse and neglect and emergency-

department encounters was greater among children whose mothers had little sense of control 

over their lives (measured at registration during pregnancy). 

The impact of the program on health-care encounters for injuries endured during the two-

year period after the end of the program: irrespective of risk, children of nurse-visited women 

were less likely to receive emergency room treatment (1.00 vs 1.53 visits, p<.001) and to visit a 

physician (0.34 vs 0.57, p=.03) for injuries and ingestions than were their comparison-group 

counterparts.44 The impact of the program on state-verified cases of child abuse and neglect, on 

the other hand, was attenuated during the 2-year period following the end of the program.45 

We hypothesized that this pattern of results was probably due to increased surveillance 

for child abuse and neglect in the nurse-visited group, given that nurses were mandated to report 

suspected maltreatment and that they linked families with needed community services ~ where 

their parenting needs were likely to be more completely assessed by other service providers.45 

An examination of the living conditions and emergency-department encounters for the 

"maltreated" children showed that nurse-visited "maltreated" children lived in homes that were 

more conducive to children's development, as indicated by higher HOME scores; their homes 

were substantially safer; and the children themselves had far fewer emergency-room encounters 

17 



and physician visits in which injuries were detected. We have interpreted these differences as a 

rellection of greater surveillance for child abuse and neglect, leading to more frequent 

identification of less serious forms of maltreatment in the nurse-visited condition.46 

This interpretation has been reinforced with results from a 15-year follow-up of the 

Elmira sample'2 in that the program-control differences in rates of state-verified reports of child 

abuse and neglect grew between the children's fourth and fifteenth birthdays. Overall, during the 

15-year period after delivery of their first child, in contrast to women in the comparison group, 

those visited by nurses during pregnancy and infancy were identified as perpetrators of child 

abuse and neglect in 0.21 versus 0.46 verified reports (p < .001). This effect was greater for 

women who were unmarried and from low-SES households at registration (p < .001).32 

2. Prenatal Tobacco Exposure, Prenatal Home Visitation, and Development in the 

First 4 Years of the Child's Life. While there were no overall program effects on children's 

mental development, children born to women who smoked a moderate to heavy amount when 

they registered in the program during pregnancy and who received prenatal home visitation had 

significantly higher IQ scores at 3 and 4 years of age than did their counterparts in the 

comparison group.1617 As shown in Figure 4, control-group children born to women who 

smoked 10 or more cigarettes per day during pregnancy had mental development scores that 

declined over the first 4 years of the child's life, in contrast to their counterparts in the 

comparison group whose mothers did not smoke during pregnancy.16 In the nurse-visited 

condition, children born to women who smoked 10 or more cigarettes at registration during 

pregnancy had mental development scores in infancy, toddlerhood, and the preschool period that 

were the same as those who did not smoke at all or who smoked only a few cigarettes per day.'' 

These beneficial effects of prenatal home visitation held for the group visited only during 



pregnancy and were not explained by differences in measured aspects of the postnatal 

environment. 

In light of this, it is important to note that we reported earlier that control-group mothers 

reported that their six-month old infants were more irritable than did those visited by nurses." 

We have now conducted analyses that show that these effects were concentrated exclusively in 

infants born to women who smoked during pregnancy and that the positive program effects held 

for children whose mothers were visited only during pregnancy, as well as those visited in 

pregnancy and infancy. These findings have led us to focus greater attention on the role that an 

improvement in prenatal health can play in reducing subtle neurodevelopmental impairment in 

children. 

3. Maternal Life Course 15 Years after Delivery of First Child. During the 15-year 

period after delivery of their first child, unmarried women from low socioeconomic (SES) 

households showed a number of enduring benefits. In contrast to their counterparts in the 

comparison condition, those visited by nurses during pregnancy and infancy had 1.1 versus 1.6 

subsequent births (p = .02), 65 versus 37 months between the birth of their first and 2nd children 

(p = .001), 60 versus 90 months on welfare (p = .005), 0.41 versus 0.73 behavioral problems due 

to substance abuse (p =.03), and 0.18 versus 0.58 arrests by self-report (p < .001). New York 

State records revealed that they had 0.16 versus 0.90 arrests (p < .001).15 

4. Antisocial Behavior Among the Fifteen-Year-Old Adolescents. In contrast to 

adolescents born to poor, unmarried women in the comparison group, those visited by nurses 

during pregnancy and the first two years of the child's life reported fewer instances of running 

away (0.60 vs. 0.24, p=.003), fewer arrests (0.45 vs. 0.20, p=.03), fewer convictions/violations ol 

probation (0.47 vs. 0.09, p<.001), fewer life-time sex partners (2.48 vs. 0.92, p=.003), fewer 



cigarettes smoked per day (2.50 vs. 1.50, p=. 10), and fewer days having consumed alcohol in the 

last six months (2.49 vs. 1.09, p=.03). Parents of nurse-visited children reported that their 

children had fewer behavioral problems related to use of drugs and alcohol (0.34 vs. 0.15, 

p=.08). There were no program effects on other behavioral problems. 

5. Cost Analysis. The Rand Corporation has recently conducted an economic evaluation of 

the program that extends the estimate of cost savings beyond those reported in our earlier 

report.5,47 While there were no net savings to government or society for serving families in which 

mothers were married and of higher social class, as indicated in Figure 5, the savings to 

government and society for serving families in which the mother was low-income and unmarried 

at registration exceeded the cost of the program by a factor of 4 over the life of the child. This 

figure shows, moreover, that the return on the investment was realized well before the child's 

fourth birthday. The primary cost savings were found in reduced welfare and criminal-justice 

expenditures, and increases in tax revenues. 

6. Conclusion. In general, as expected, the beneficial effects of the program were greater 

for families at greater risk as defined by women's being unmarried or from lower-SES 

households. These findings were encouraging, but by themselves insufficient to form a 

foundation for policy and practice. In order for scientific findings to serve as a guide in this 

regard, they must first be replicated. The scientific credibility of such findings increases if they 

can be reproduced with different populations living in different contexts and in different times. 

C. Memphis Design and Methods 

fhe Memphis trial was designed to determine if the effects of the Elmira program could 

be replicated when it was conducted through an existing health department and when it served a 

large sample of low-income African-American women, children, and their families living in a 
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major urban area. We hypothesized that the effects of the program would be found in the same 

outcome domains as we observed in Elmira and that the same background variables would 

moderate the effect of the program. So, for example, we hypothesized explicitly that the effect of 

the program on birthweight and length of gestation would be greater for women who smoked 

cigarettes and were young teens (<16 years of age at registration). Even though the program 

effect on hypertensive disorders of pregnancy in Elmira was not statistically significant, we 

hypothesized that the program would reduce the rates of pregnancy-induced hypertension in 

Memphis, given high rates of this problem in African-American pregnant women bearing first 

children. 

In planning this study, we conducted extensive pretest and pilot work in Memphis and 

learned, among other things, that the rate of state-verified cases of child abuse and neglect among 

low-income first-born children in Memphis was too low (3-4%) to serve as a viable outcome in 

this setting. We therefore chose not to hypothesize program effects on rates of state-verified 

cases of child abuse and neglect, but instead hypothesized that the program would produce 

effects on children's health-care encounters for injuries that would be like those observed in 

Elmira - i.e., greater for women with few psychological resources. In Memphis, we hypothesized 

that the effects would be greater for women with more mental-health symptoms and limited 

intellectual functioning in addition to limited sense of control, as observed in Elmira.48 Finally, 

given that the effects of the Elmira program were greater for women who were unmarried and 

from low-income families, we focused recruitment in Memphis on this population. 

The program was conducted through the Memphis/Shelby County Health Department. 

From June 1990 through August 1991, 1290 women were invited to participate and 1,139 

enrolled through the obstetrical clinic at the Regional Medical Center in Memphis. Women were 
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recruited if they were less than 29 weeks of gestation, had no previous live births, no specific 

chronic illnesses thought to contribute to fetal growth retardation or preterm delivery, and at 

least two of the following sociodemographic risk conditions: (i) unmarried, (ii) less than 12 

years of education, (iii) unemployed. There were no differences in the sociodemographic 

characteristics of those who enrolled and those who declined, except that African Americans 

were more likely to participate than were whites. At registration, 92% of the 1139 women 

registered were African-American, 98% were unmarried, 65% were aged 18 or younger, 85% 

came from households with incomes at or below the federal poverty guidelines, and 9% smoked 

cigarettes. The details of the research design and methods are described in greater detail in our 

original report.48 

1. Treatment Conditions. After completion of informed consent and baseline 

interviews, identifying information on the participants was entered into a computer program that 

randomized women to one of four groups. Women in Treatment 1 (n = 166) were provided free 

transportation for scheduled prenatal care appointments; they did not receive any postpartum 

services or child development screenings. Women in Treatment 2 (n = 515) were provided the 

free transportation plus developmental screening and referral services for the child at 6, 12, and 

24 months of age. Women in Treatment 3 (n = 230) were provided the free transportation and 

screening offered Treatment 2 plus intensive nurse home-visitation services during pregnancy, 

one postpartum visit in the hospital before discharge, and one postpartum visit in the home. 

Women in Treatment 4 (n = 228) were provided the same services as those in Treatment 3; in 

addition, they continued to be visited by nurses through the child's 2nd birthday. 

For the evaluation of the prenatal phase of the program, Treatments 1 and 2 were 

combined to form a single comparison group, which was contrasted with combined Treatments 3 



and 4 (nurse-visitation during pregnancy). For the postnatal phase of the study, Treatment 2 was 

contrasted with Treatment 4. 

As in Elmira, outcome assessments were conducted by individuals who did not know the 

treatment assignment of the participating women and children. Data were derived from 

interviews, observations of mother-infant interaction, observations of conditions in the home, 

and reviews of mothers' and children's medical and social-service records. 

In interpreting the findings from this trial, it is important to note that it was conducted 

during a nursing shortage, which led to fairly high rates of staff turn-over because nurses left 

their jobs with the health department to earn more in competing hospitals. Given that these kinds 

of factors are likely to buffet the program as it is administered in other community settings, the 

Memphis findings may provide a good estimate of what the program might be able to achieve if 

it were replicated on a large scale. 

D. Memphis Results 

At the stage of randomization, the nurse-visited and control groups were essentially 

equivalent on all background characteristics examined. For those individuals on whom 

subsequent assessments were conducted, these groups remained equivalent on background 

characteristics. Moreover, postnatal assessments were conducted on a large portion of the 

women originally assigned to Treatments 2 and 4. Office-based assessments were completed at 

24 months postpartum, for example, on 96% of the cases for which there was no fetal or child 

death. Low attrition and no nurse-visited-control differences in background characteristics on 

those assessed after enrollment means that the analyses of program effects are not likely to have 

been biased by loss of participating families. All analyses of program effects were based upon an 

intention-to-treat approach, that is data were employed for outcome analyses irrespective of the 
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degree of program participation. 

1. Prenatal Findings. There were no treatment main effects on birthweight, low 

birthweight, length of gestation, spontaneous preterm delivery, indicated preterm delivery, or 

Apgar scores. Nevertheless, by the 36th week of pregnancy, nurse-visited women were more 

likely to use other community services than were women in the control group (p = .01). They 

also were more likely to be working (p = .06), an effect that was particularly strong among 

women who were not in school when they were randomized (8% vs. 2%, p = .01). There were no 

program effects on women's use of standard prenatal care or obstetrical emergency services after 

registration in the study, but nurse-visited women who were in school at the time of registration 

had twice as many pre-delivery hospitalizations as their counterparts in the comparison condition 

(0.18 versus 0.09, p = .003). This difference was not explained by any coherent pattern of 

diagnoses associated with those hospitalizations.4'1' 

In contrast to women in the comparison group, nurse-visited women had fewer yeast 

infections after randomization and fewer instances of Pregnancy-Induced Hypertension (PIH) 

(p=.05 and p=.02, respectively). Women with PIH who received a nurse home visitor had mean 

arterial blood pressures during labor that were 3.5 points lower (p=.05) than those in the 

comparison group, an indication of less severe cases.48 

2. Dysfunctional Caregiving and Child Development. During their first 2 years, 

nurse-visited children overall had fewer health-care encounters in which injuries and ingestions 

were detected than did children in the comparison condition (p = .05), an effect that was 

accounted for primarily by a reduction in outpatient encounters (p = .02). Nurse-visited children 

also were hospitalized for fewer days with injuries and/or ingestions than were children in the 

comparison condition (p < .001). The program effects on both total health-care encounters and 
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number of days hospitalized with injuries and ingestions were greater for children born to women 

with few psychological resources (indicated by a combination of low intellectual functioning, 

high levels of mental-health symptoms, and limited sense of mastery/self efficacy). Figures 6 

and 7 illustrate the concentration of positive program effects in women with few psychological 

resources. Note the similarity in pattern of results shown in these figures with the child-abuse-

and-neglect and emergency-department visits findings in the Elmira study displayed in Figures 2 

and 3. 

An explanation for the difference in number of days children were hospitalized with 

injuries can be found in the nature of their problems. As can be seen in Table 1, nurse-visited 

children were hospitalized at older ages and for substantially less serious reasons. The three 

nurse-visited children who were hospitalized with injuries and ingestions were admitted when 

they were 12 months of age or older (and thus mobile), while six (43%) of the 14 comparison 

children were hospitalized when they were younger than 6 months of age (and thus immobile). 

Eight (57%) of the 14 comparison-group hospitalizations involved either fractures and/or head 

trauma, while none of the nurse-visited hospitalizations did. Two of the three nurse-visited 

children were hospitalized with ingestions. These profiles suggest that many of the comparison-

group children were hospitalized for longer durations because of seriously deficient care. These 

differences in injuries were corroborated by maternal reports of breast-feeding and beliefs about 

caregiving, observations of the home environments, and the two-year olds' behavior towards 

their mothers. 

Nurse-visited mothers reported that they attempted breast-feeding more frequently than 

did women in the comparison group (p = .006), although there were no differences in duration of 
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breast-feeding. By the 24th month of the child's life, in contrast to their comparison-group 

counterparts, nurse-visited women held fewer beliefs about child-rearing associated with child 

abuse and neglect-lack of empathy, belief in physical punishment, unrealistic expectations for 

infants (p = .003). Moreover, the homes of nurse-visited women were rated on the HOME scale 

as more conducive to children's development (p = .003). There was no program effect on 

observed maternal teaching behavior, but children born to nurse-visited mothers with low levels 

of psychological resources were observed to be more communicative and responsive toward 

their mothers than were their comparison-group counterparts (17.9 versus 17.2; p = .03). There 

were no program effects on the children's use of well-child care, immunization status, mental 

development, or reported behavioral problems. 

3. Maternal Life Course. At the 24th month of the first child's life, nurse-visited 

women reported 23% fewer second pregnancies and 32% fewer subsequent live births than did 

women in the comparison group (p .̂006 and .01, respectively). Nurse-visited women and their 

first-born children relied upon welfare for slightly fewer months (.7) during the 2nd year of the 

child's life than did comparison-group women and their children (p=.07). There were no 

program effects on reported educational achievement or length of employment.'"4 

E. Comment on Elmira and Memphis Results 

Many of the beneficial effects of the program found in the Elmira trial that were 

concentrated in higher risk groups, have been reproduced in the Memphis replication. Overall, 

these two trials indicate that the program has achieved two of its most important goals — the 

reduction in dysfunctional care of children and the improvement of maternal life course. Its 

impact on the third goal ~ the improvement of pregnancy outcomes (in particular, the reduction 
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of preterm delivery and low birthweight) — was equivocal. 

In the Elmira trial, the program produced the anticipated reduction in cigarette smoking, 

improvement in diet, and increases in women's use of needed social services and informal social 

support. There was an increase in the birthweight of infants born to women who were very young 

(i.e., less than 17 years of age at registration) and a reduction in the rates of preterm delivery 

from 10% to 2% among women identified as smokers (those who smoked five or more 

cigarettes per day at registration). It is important to note that 55% of the Caucasian women in the 

Elmira trial smoked cigarettes during pregnancy. 

The program impact on preterm delivery and the birthweight of babies born to young 

adolescents and women identified as smokers in Elmira was not replicated in Memphis, although 

the program did produce the anticipated effects on women's use ofother human services and on 

the rates of Pregnancy Induced Hypertension (PIH). The absence of corresponding effects on 

the rates of preterm delivery among smokers in Memphis is probably a reflection of the very low 

rates of cigarette smoking among African-Americans. Nine percent of the Memphis sample 

overall smoked cigarettes, and only 7% of the African-Americans smoked. Reproductive-tract 

infections (another major risk for preterm delivery), on the other hand, were much higher among 

African-Americans.48 

This lack of correspondence between the results of the two trials emphasizes the 

importance of basing preventive interventions on sound epidemiologic evidence — that is, a clear 

understanding of the modifiable risks for the disorder that one wishes to prevent. In this case, 

the pattern of risks was quite different for Caucasians in Central New York State than for 

African-Americans in Memphis. While the program can reduce cigarette smoking, it is more of 

a challenge to affect reproductive-tract infections, given that many infections begin prior to 
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pregnancy, are relatively asymptomatic, and are not easily detected outside of office-based 

medical settings afier pregnancy has already progressed.4'' 

The impact of the program on the rates of dysfunctional caregiving among higher risk 

families found in Elmira was substantially replicated in Memphis where the population served 

was al much higher risk overall. Recall that the beneficial effects of the program in Elmira on 

dysfunctional care during the child's first two years of life (refiected in rates of state-verified 

cases of child abuse and neglect and on emergency-department encounters) were concentrated on 

women who were unmarried and from low-SES households. In Memphis, (where 98% of the 

sample was unmarried, all were from low-SES families) we found corresponding effects for 

health-care encounters in which injures were detected, for observations of the home 

environments, and for parents' reports of caregiving and childrearing beliefs. The beneficial 

effects oflhe program on caregiving-related outcomes, while strong enough to emerge as 

program "main effects." were concentrated among women with lower levels of psychological 

resources at the time of registration. The effect of the program on health-care encounters in 

which injuries were detected and on the number of days that children were hospitalized with 

injuries, for example, was limited to children born to women with few psychological resources. 

Moreover, in contrast to children in the comparison group, children of nurse-visited 

mothers in Memphis who had few psychological resources were observed to be more responsive 

and communicative toward their mothers. Infant-attachment research suggests that toddlers' 

behavior loward their mothers reveals the extent to which their mothers are sensitive and 

responsive rather than hostile, intrusive, or neglectful toward them, with toddlers' behavior being 

a better indication oflhe quality of the parent-child relationship over time than currently 

observed behaviors of parents.5(1 
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The Elmira program produced important effects on a host of maternal life-course 

outcomes from the birth of the first child to that child's 15th birthday. Among women who were 

unmarried and from low-SES households at registration, those who were visited by nurses during 

pregnancy and infancy had fewer subsequent children, fewer months on welfare, fewer 

behavioral impairments from use of alcohol and drugs, fewer arrests and convictions, and fewer 

days jailed during the 15-year period after birth of their first child. 

In Memphis, the program reproduced the most important outcome with respect to 

maternal life-course ~ a reduction in the rate of subsequent pregnancy. This is important given 

that future maternal life course effects depend heavily upon the prevention of subsequent 

pregnancy and an increase in the interval of subsequent pregnancies. In the Elmira trial, the 

beneficial effects of the program on life-course outcomes for teens were not reflected in 

increased rates of employment, greater educational achievements, or in reduced welfare 

dependence while the program was in operation (i.e., 2 years postpartum). It was reflected 

instead in the reduced rate of subsequent pregnancy, which positioned the teen mothers to 

eventually find work,12 become economically self-sufficient, and eventually avoid substance 

abuse and criminal behavior.35 

There is some indication in the Elmira trial that the program reduced the rates of 

neurodevelopmental impairment associated with cigarette smoking during pregnancy.216 ' 7 Given 

the simultaneous impact of the program on the rates of dysfunctional care and compromised 

maternal life-course (major risks for early-onset conduct disorder),32•32-" it is not all that 

surprising that the 15-year-old children born to women who were unmarried and low SES 

exhibited fewer arrests and convictions, and lower rates of cigarette smoking, alcohol use, and 

promiscuous sexual activity. 
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VI. PROGRAM IMPLEMENTATION IN DENVER TRIAL 

The Denver trial was designed to gain insight into the reasons that previous trials of 

home-visitation programs that employed paraprofessionals either failed or produced very modest 

effects. 9 5" In the Denver trial, the paraprofessionals hired as home visitors were required to have 

a high school education, but no advanced training in the helping professions. We set this 

requirement because many programs employ paraprofessionals who come from the communities 

they serve on the premise that shared backgrounds and experiences will increase the visitors' 

ability to form effective relationships and promote adaptive functioning among the visited 

families. To further enhance the test of this theory, all of the paraprofessional visitors in Denver 

were required to be parents themselves. The nurses, on the other hand, all had bachelors degrees 

in nursing and were not required to be parents, although many were. Both groups were provided 

essentially the same training and program protocols, although, as one would expect, the nurses 

were provided more in-depth training regarding physical health and were expected to deal with 

health issues more extensively.55 

Denver Design and Methods 

From March, 1994 through June, 1995, 1178 consecutive low-income pregnant 

women with no previous live births were invited to participate from 21 antepartum clinics in 

the Denver metropolitan area. Low-income status was operationalized by the women's 

having no private insurance or their qualifying for Medicaid. Medicaid status as the time 

extended to women at or below 133% of the federal poverty guidelines. 

Compared to women who either actively refused (n=244) or were invited but not 

contacted before delivery (n=199), those who accepted (n=735)were more likely to be of 

Mexican-American descent and were less likely to smoke cigarettes. These groups were 
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equivalent on other major sociodemographic characteristics, such as maternal age, language 

preference (English versus Spanish), and marital status. The rates of acceptance into the 

research was lower than in Elmira and Memphis, probably because of the large number of 

prenatal clinics involved, which meant that many women were invited in writing but did not 

have the study explained to them in a face-to-face interview, where their questions about the 

study might be answered. 

84% of those enrolled were unmarried, 45% Mexican American, 34% Anglo non-

Mexican American, 16% African-American, and 5% American Indian/Asian. 87% of the 

women enrolled were unmarried. The average age at registration was 19.8 years. The 

women were randomly assigned to treatment and control conditions using a computer 

program that stratified women by sociodemographic characteristics prior to allocation. 

Women in Treatment 1 (n = 255) were provided developmental screening and referral 

services for the child at 6, 12 and 24 months of age. Those in Treatment 2 (n = 236) were 

provided the free screening services offered Treatment 1 plus intensive nurse home-visitation 

during pregnancy and the first two years of the child's life. Women in Treatment 3 (n = 244) 

were provided the free screening services offered Treatments 1 and 2 plus intensive home-

visitation during pregnancy and the first two years of the child's life delivered by well-trained 

and supervised paraprofessionals. 

Both groups of visitors were provided extensive pre-service and on-going training in 

the program model and were provided updated visit-by-visit protocols previously tested in 

Elmira and Memphis. They also were provided excellent clinical supervision, with the 10 

nurses having a single full-time supervisor (a 1:10 supervisor to staff ratio) and the 

paraprofessionals having two full-time licensed clinical social workers as supervisors (for a 
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1:5 ratio). 

Although outcome data on the mothers and children are not yet available, differences 

between nurses and paraprofessionals in the nature and quantity of program implementation 

have been reported. Data on program implementation were derived from encounter forms 

that the nurses and paraprofessionals completed after every home visit, and from 

administrative records.55 

Differences between Nurses and Paraprofessionals in Program Implementation 

Nurses and paraprofessionals completed essentially the same number of visits during 

pregnancy (approximately 6.5 visits), but the nurses completed an average of 5 more visits 

from birth to the child's second birthday (22 versus 17). This may be accounted for by a 

higher rate of staff turn over among the paraprofessionals (17 paraprofessional visitors hired 

over the life of the study), compared to no staff turn-over among the 10 nurses. The average 

visit by the paraprofessionals was about 7 minutes longer (81 minutes compared to 74 

minutes, p <. 001). The nurses spent a slightly larger portion of their time during the visits 

addressing the mothers' and children's physical health (23% versus 20%, p<.001) while the 

paraprofessionals spent more time on the mothers' life course development (18% versus, 

16%, p<.001), their friend and family relationships (19% versus 15%, p<.001), and on the 

health and safety of the environment (15% versus 8%, p<.001). We did not expect to find 

that the nurses would spend more time on promoting parents' care of their children, but they 

did (39% versus 28%, p<.001).55 

We expect that these differences in program implementation will affect the visitors' 

influence on maternal and child functioning, which will be the subject of additional reports in 

the near future. 



VII. POLICY IMPLICATIONS AND PROGRAM REPLICATION 

One of the clearest messages that has emerged from this program of research is that the 

functional and economic benefits of the nurse-home-visitation program are greatest for families 

at greater risk. In the Elmira study, it was evident that most married women and those from 

higher socioeconomic households managed the care of their children without serious problems 

and that they were able to avoid lives of welfare dependence, substance abuse and crime without 

the assistance of the nurse home-visitors. Similarly, their children on average avoided 

encounters with the criminal justice system, the use of cigarettes and alcohol and promiscuous 

sexual activity. Low-income, unmarried women and their children in the comparison group, on 

the other hand, were at substantial risk for these problems and the program of prenatal and 

infancy home visitation was able to avert many of these untoward outcomes for this at-risk 

population. This led to substantial cost-savings to government when the program was focused on 

this higher risk group. Among families at lower risk, on the other hand, the financial investment 

in the service was a loss. This suggests that this program will produce its greatest effects when it 

is focused on those in greatest need. This pattern of results challenges the position that these 

kinds of programs ought to be made available on a universal basis. Not only is the universal 

approach likely to be wasteful from an economic standpoint, but it may lead to a dilution of 

services for those families who need them the most, because of insufficient resources to serve 

everyone well. 

During the past five years, new studies have been reported that have led us to doubt the 

effectiveness of home-visitation programs that do not adhere to the elements of the model studied 

in these trials, including the hiring of nurses.56 These results should give policy makers and 

practitioners pause as they consider investments in home visitation programs without careful 



consideration of program structure, content, and methods. With the increased focus on brain 

development in the first three years of life, 5 7 there is increased pressure to fund programs at this 

stage in the life cycle. It would be a mistake to do so, however, without solid scientific evidence 

lhat the particular model promoted is able to achieve its intended effects, given the failure of 

most programs that have been carefully tested. 

It is increasingly clear that the evidence from the Elmira and Memphis studies cannot be 

generalized to programs that do not conform to the model tested in those trials. Even if the 

results of the Denver trial show benefits for the paraprofessionals, the beneficial effects must be 

understood in the context of the thoroughly developed program protocols and excellent clinical 

supervision they were provided. The difficulties faced by other home visiting programs tested in 

the past may be due to the particular program models tesled or to the background of the visitors 

employed (or both). The outcomes oflhe Denver trial and randomized trials ofother model 

programs (e.g.. Parents as Teachers, Healthy Families America, Comprehensive Child 

Development Program summarized in this issue) as well as the Early Head Start program 

currently under investigation in the Head Start Bureau should provide additional guidance to 

policy makers in the near future. Even when communities choose to develop programs based on 

models with good scientific evidence, all too often the programs are watered down and 

compromised in the process of being scaled up. We have recently begun work that addresses this 

problem. 

In 1995, we were invited by the US Department of Justice to develop the program studied 

in Elmira and Memphis in several high-crime neighborhoods around the country. We accepted 

the invitation because the results from the Memphis replication study and the Elmira follow-up 

were promising. We intend to use the Justice Department initiative to learn more about what is 



required to develop the program in new communities with fidelity to its essential elements. 

Under the Justice Department initiative we are establishing the program in six communities in 

the country, including Los Angeles, Fresno, and Oakland California; Oklahoma City, Oklahoma; 

St. Louis, Missouri; and Clearwater, Florida. 

In this program-replication phase (which will soon expand to include 15-20 additional 

sites beyond the Justice Department initiative), state and local governments are securing financial 

support for the program out of existing sources of funds, such as TANF (Temporary Assistance 

to Needy Families), Medicaid, Maternal and Child Health Block-Grant, child-abuse, and crime-

prevention dollars. They are making this investment in part because the evidence indicates that 

the program will reduce future expenditures. This means that the cost of this program, which in 

1998 dollars is about $7,000 per family for 2V2 years of service, can be shared by a variety of 

government agencies. This, in turn, reduces the strain on any one agency's budget. 

We wish to emphasize that we do not believe we can replicate this program on a large 

scale in a short period of time without compromising its effectiveness. We believe that it makes 

sense to develop a larger number of demonstration sites only after we have learned from our first 

group of sites how to develop the program successfully in a variety of new contexts. In the next 

phase of this work, we are building in provisions for learning about new implementation efforts 

so that we can develop the program in an even larger number of sites as quickly as is possible 

without losing program effectiveness. 
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Figure 2. Estimated nurse-comparison differences in the rates of child abuse and neglect 
as a function of maternal sense of control - Elmira. (Reprinted with permission 
from Olds, D.L., Henderson, C.R., Chamberlin, R., Tatelbaum, R. Preventing 
child abuse and neglect: a randomized trial of nurse home visitation. Pediatrics. 
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department visits during second year of child's life as a function of maternal 
sense of control - Elmira. (Reprinted with permission from Olds, D.L., 
Henderson, C.R., Chamberlin, R., Tatelbaum, R. Preventing child abuse and 
neglect: a randomized trial of nurse home visitation. Pediatrics. 1986;78(1):65-
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Figure 5. Cumulative costs and savings by age of child - high-risk families (headed by women who were low-income and 
unmarried at registration) - Elmira. (Reprinted with permission from Karoly, L.A., Greenwood, P.W., 
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MEMORANDUM 

To: Nicole R., Jen K. 

From: Areej 

Re: Eiirly Childhood Intervention Hearing 

Date: July 17, 1998 

The purpose of this memorandum is to give a brief summary of the testimony given 

at the early chidhood intervention hearing held on July 16. This was the third hearing 

being held to discuss eiirly childhood development programs. Previous hearings had 

included positive testimony about the success of programs such as Healthy Start and Early 

Head Start. However, a complete evaluation of these programs is still in progress to 

determine how effective and sustainable they really are. 

Specifically, the hearing attempted to address two points: 

I) How are investments in eiirly childhood programs contributing to 

successful outcomes? 

and 2) How can these successes be measured and replicated as states implement 

welfare reform and the demand for quality child care increases? 

Panel 1 included three witnesses-

Felicia Pearson, young single mother participating in the Healthy Familys 

program: Ms.Pearson described the role the program had played in her life. During her 

pregnancy, she suffered from depression and was hospitalized. A psychiatrist 

recommended that she become involved in the program. Since then, she has been visited 

on a weekly basis by her family support worker who helped her manage the stress in her 

life both before and after her pregnancy, as well as leam how to stimulate and take care of 

her son. She believes that the program made a huge difference in her life and believes that 

early intervention programs should be made available for all families. 

Lincoln Almond. Governor of R.I.: Governor Almond discussed the problems 

his state faced such as low and middle income families not being able to afford quality child 

care, welfare moms having difficult transition to workfare, etc. He also briefly outlined 

some of the scientific and economic benefits that research suggests will be the likely effects 

of early childhood programs. His testimony focused on the programs that R.I. has 

developed to guarantee child care and health care to all working families in order to ensure 

that "all children enter school ready to leam and leave school ready to work." State is using 



all of its child care block grant (11 million). Title XX (1.5 million), and state funds (13 

million) to support these programs. 

- Rite Care program: state's health insurance program; since being created 

in 1994 has increased access to health care for children and improved the quality of the 

care; backed up success of program with a number of statistics such as an increase in 

percentage of infants who were up-to-date with their immunizations, a decrease in 

emergency room visits, etc. 

- Starting Right: program that was just initiated this year and will be 

implemented over the next three; designed to provide "quality, affordable, and accessible" 

early education programs and comprehensive child care; changes include expanding the 

state's child care subsidy program, developing pilot projects linking similar programs (such 

as schools, child care. Head Start, and preschool), increasing number of children in Head 

Start, enhancing services to low-income children, offering health insurance coverage to 

child care center employers and partially subsidized health care coverage to licensed centers 

participating in the state's program, etc. 

Rob Reiner. I Am Your Child Campaign: Discussed a number of times how a 

child's early influences and environment in life directly correlate to the person they 

become. Mr.Reiner also talked about the history of his campaign, why he became 

interested in this issue, and the goals he hopes to achieve. Also briefly described without 

much detail several state programs that have been successful in addressing this issue. 

Concluded testimony by speaking about the California Children and Families Initiative 

which has qualified for the Nov. ballot and proposes linking together health care, child 

care, intervention programs for families at risk, and parent education. 

General conclusion reached at the end of Panel 1 was the need for outreach and an 

integrated system in which similar programs/organization s pertaining to child development 

are linked. 



Panel 2 consisted of four witnesses: 

Dr. Lynn Karoly, Rand Corporation: Discussed a study conducted by Rand involving the 

cost benefits of early childhood intervention. The report concluded that these programs do indeed 

yield significant benefits for both the children as well as the parents. She listed a number of statistics 

as evidence such as 73% reduction in juvenile crime, higher earnings, a 33% reduction of use of the 

welfare system, etc. Ended testimony by stating that an early child intervention program can pay for 

itself in reduced govemment expenditures. 

Dr. Jane Knitzer, National Center for Children in Poverty: Discussed findings from a study 

conducted by NCCP including: 

- Overall, states are recognizing the need for early childhood development programs: 

more than half the states support comprehensive programs (enhance the child's development as well 

as support parents); 34 states have expanded or supplemented existing programs for pre-schoolers; 

ten states have made explicit efforts to link these comprehensive programs to welfare reform. 

- Many states are beginning to engage communities in planning early care and 

education systems to better meet the needs of their families rather than supporting individual 

programs; Half of the states have linked state level strategies with community mobilization 

strategies; 

- This year, eight states met NCCP's criteria for comprehensive initiatives (high level 

leadership, integration of program and community strategies, commitment to increased funding, and 

framework for state action)-- Dr. Knitzer detailed some of these initiatives. 

She also discussed different approaches that states are taking with respect to the use of 

public-private partnerships. Concluded that states are making progress focusing on young children 

and families, but for the most part there is not enough state investment nor leadership. Also made 

several recommendations such as ensuring that federal dollars can be used flexibly to create needed 

systems, to provide incentives to states to develop comprehensive programs, and to encourage the 

evaluation of statewide programs. 

Dr. David Olds, Professor of Pediatrics and Preventive Medicine: Dr.Olds's testimony 

focused on his twenty year study of a program of prenatal and early childhood home visitation by 

nurses. He discussed the background of the study, the standard program protocol used by the nurses, 

and the results of the trials conducted. He concluded that there were very few benefits for higher 



income, married women and their children. However, the program was found to reduce many of 

the problems facing high-risk families. For instance by the first child's fifteenth birthday, nurse-

visited, low-income, unmarried mothers had fewer months on welfare, fewer births, fewer arrests 

and convictions, and fewer verified reports of child abuse while their children had fewer instances 

of running away and also fewer arrests and convictions. Dr.Olds stressed the need to develop 

programs that share the essential elements of the program tested in his trials otherwise it is not likely 

that the same results will be produced. Currently the program has been established in 14 

communities and he is studying how to develop it on a larger scale. He is also working to develop 

a system of regional replication centers but estimated that this project will take 20 years. Dr.Olds 

ended his testimony by emphasizing that we should be careful not to expand programs before 

research on their effectiveness is completed. He cited his concern over the expansion of the Head 

Start program which he believes has not been clinically developed enough to produce meaningful 

results. 

Peter Burki, Dependent Care Connection: Discussed the science behind why it's necessary 

to have quality child care. Also mentioned a number of statistics in the increase of dual working 

households, single families, etc and stated the need for developing a standard set of indicators for 

"school readiness." Brought up interesting idea that communities should be classified as high risk 

rather than individual families and that additional resources should be given to these communities 

(similar to France's educational zones). 

Hearing adjourned early- ended with committee asking for more information about the "fade-out" 

effect. 



Quality Early Learning Programs 

The U.S. Department of Health and Human Services is strongly committed to enhancing the 
quality of child care and early childhood programs. It is critical to invest in the resources to 
improve early learning and development for our youngest children, to ensure health and safety in 
child care, and support parents as they raise their children. A vast body of scientific research 
demonstrates that the quality of early care experiences is critical to a child's cognitive, social 
emotional, and physical development. These early experiences are an essential part of school 
readiness and provide the foundation for success later in life. For these reasons, we support the 
Clinton Administration's efforts to improve early learning and the quality and safety of young 
children in child care through a variety of activities including promoting early learning and early 
childhood educator professional development. 

Promoting Early Learning: 

The President proposes to expand the Child Care and Development Block Grant to help working 
families. This block grant is the primary federal subsidy program to pay for child care creating 
better, safer, and more affordable child care, thereby allowing low-income parents to work. The 
proposal is set to increase the block grant to provide challenge grants to communities (distributed 
by states) to improve early learning and the quality and safety of child care for children ages zero 
to five. Research shows that children's experiences in the earliest years are critical to their 
development and ability to reach school ready to leam. The budget provides $600 million to 
States to provide challenge grants to communities to help get children ready to learn. 

Early Childhood Educator Professional Development: 

Well-trained educators are crucial to improving the quality of early childhood education 
programs and thus, young children's learning. By providing professional development 
opportunities to equip early childhood educators with the tools they need to help children 
develop language and literacy skills, the Early Childhood Educator Professional Development 
initiative would enhance ttye chances for future academic success of young children. Building on 
research indicating that the quality of the language and literacy environment in early childhood 
programs predicts later language development, reading success, and other academic outcomes 
for children, the initiative authorizes competitive grants to local partnerships of entities that 
provide professional development for teachers (such as universities) and other agencies such as 
local school districts or Head start agencies. Funds would be used to provide professional 
development opportunities based on the best available research on children's language and 
literacy development to early childhood educators who work in a variety of settings and serve 
high concentrations of children living in poverty. 



CHILD CARE INITIATIVE 

For six years, the President has sought to help working families balance the demands of work and 
family. In this budget, he proposes a significant new investment in strengthening child care — making 
it better, safer, and more affordable for working families. The budget includes the following: 

• Expanding the Child Care Block Grant to Create Better, Safer and More Affordable Child 
Care: 

Providing Child Care Subsidies to a Half Million Additional Children: The President proposes to 
expand the Child Care and Development Block Grant to help working families struggling to afford 
child care. This block grant is the primary federal subsidy program to pay for child care, enabling 
low-income parents to work. Funds are distributed by formula to the states to operate direct child 
care subsidy programs, as well as to improve the quality and availability of care. Today, however, 
millions of families who are eligible for assistance with their child care costs do not receive any 
help. In FY 1997, states provided child care assistance to only 1.25 million of the 10 million low-
income children eligible for assistance. The President's budget significantly increases investment 
in the child care block grant by increasing funding for child care subsidies by $1.2 billion to 
provide child care subsidies for 500,000 more families in 2000. 

Promoting Early Learning: The President proposes to increase the block grant to provide challenge 
grants to communities (distributed by states) to improve early learning and the quality and safety of 
child care for children ages zero to five. Research shows that children's experiences in the earliest 
years are critical to their development and ability to reach school ready to leam. The budget 
provides $600 million to States to provide challenge grants to communities to help get children 
ready to leam. 

Improving Child Care Quality: Last year, Congress fully funded the President's request to increase 
investment in improving child care by providing States with additional resources for quality 
enhancement efforts such as performing inspections of child care facilities, providing resource and 
referral services for parents, assisting providers with training and scholarships, and creating 
networks for family day care providers. The President's FY 2000 budget provides $173 million for 
this initiative. 

• Giving Greater Tax Relief for Child Care to Three Million Working Families: The Child and 
Dependent Care Tax Credit provides tax relief to taxpayers who pay for the care of a child under 13 
or a disabled dependent or spouse in order to work. The credit is equal to a percentage of the 
taxpayer's employment-related expenditures for child or dependent care, with the amount of the 
credit depending on the taxpayer's income. The budget proposes to increase the credit for families 
earning under $60,000, providing an additional average tax cut of $345 for these families and 
eliminating income tax liability for almost all families with incomes below 200% of poverty 
($35,000 for a family of four) that claim the maximum allowable child care expenses. The 
President's budget includes $5 billion over five years to expand the Child and Dependent Care Tax 
Credit for nearly 3.3 million working families paying for child care. 

• Providing Tax Relief to Parents Who Stay at Home: The President proposes an initiative to 
enable parents who stay at home with children under the age of one to take advantage of the Child 
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and Dependent Care Tax Credit by claiming assumed child care expenses of $500. The President's 
budget provides an average tax credit of $178, at a cost of $1.3 billion over five years, which will 
benefit 1.7 million parents. 

Creating New Child Care Tax Incentives for Businesses: The President proposes to create a 
new tax credit for businesses that provide child care services for their employees, by building or 
expanding child care facilities, operating existing facilities, training child care workers, or 
providing child care resources and referral services. The credit covers 25% of qualified costs, but 
may not exceed $150,000 per year. The President's budget includes approximately $500 million 
over five years for these tax credits. 

Serving over a Million Children through After-School: The President proposes to triple funding 
for the 21st Century Learning Center Program, which supports the creation and expansion of after-
school and summer school programs throughout the country. The program increases the supply 
of after-school care in a cost-effective manner, primarily by funding programs that use public 
school facilities and existing resources. In awarding these new funds, the Education Department 
will give priority to school districts that are ending social promotion by requiring that students meet 
academic standards in order to move to the next grade. The President's budget includes $600 
million in FY 2000 to help roughly 1.1 million children each year participate in after-school and 
summer school programs. 

Increasing Head Start: Head Start, one of the President's highest priorities, is America's premier 
early childhood development program. It supports working families by helping parents get 
involved in their children's educational lives and by providing services to the entire community. 
The budget provides $5,267 billion, a $607 million increase over 1999 levels for Head Start. This 
increase would enable the program to serve 42,000 additional children in 2000 and will keep the 
program on track to reach the President's goal of serving 1 million children by 2002. 

College Campus-Based Child Care: These budget proposes $5 million to establish and support 
child care services on college campuses. These new resources will help increase low-income 
parents' access to higher education. 
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T H E CLINTON ADMINISTRATION CHILD CARE INITIATIVE 

Ensuring affordable, accessible, safe child care. The President's child care initiative responds 
to the struggles our nation's working parents face in finding child care they can afford, trust and 
rely on. The President's balanced budget includes a package of proposals to help working 
families pay for child care, build a good supply of after-school programs, improve the safety and 
quality of care, and promote early learning. 

Expanding the Child Care Block Grant to Create Better, Safer, and More Affordable Child 
Care: 

• Providing Child Care Subsidies to More than One Million Additional Children. The 
President's budget would expand the Child Care and Development Block Grant to help 
working families struggling to afford child care. This block grant is the primary federal 
subsidy program to pay for child care, enabling low-income parents to work. Funds are 
distributed by formula to the states to operate direct subsidy programs, as well as to improve 
the quality and the availability of care. Today, however, millions of families who are eligible 
under federal law for assistance with their child care costs do not receive any help. In FY 
1997, states provided child care assistance to only 1.25 of the roughly 10 million low-income 
children eligible for assistance. The President's budget request would increase funding 
for child care subsidies by $7.5 billion over five years, enabling the program to serve an 
additional 1.15 children by FY 2004. 

• Promoting Early Learning. The President's budget increases the block grant to provide 
challenge grants to communities (distributed by states) to promote early learning and 
improve the quality and safety of child care for children ages zero to five. Research shows 
that children's experiences in the earliest years are critical to their development and ability to 
reach school ready to learn. The President's budget includes $3 billion over five years to 
help get children ready to learn. 

Improving Child Care Quality. Last year, Congress fully funded the President's request to 
increase investment in improving child care by providing states with additional resources for 
quality enhancement efforts such as performing inspections of child care facilities, providing 
resource and referral services for parents, assisting providers with training and scholarships, 
and creating networks for family day care providers. The President's budget includes $173 
million for this effort to improve quality. 

Greater Tax Relief for Child Care to Three Million Working Families. The Child and 
Dependent Care Tax Credit provides tax relief to taxpayers who pay for the care of a child under 
13 or a disabled dependent or spouse in order to work. The credit is equal to a percentage of the 
taxpayer's employment-related expenditures for child or dependent care, with the amount of the 
credit depending on the taxpayer's income. The President has proposed increasing the credit for 
families earning under $60,000, providing an additional average tax cut of $354 for these 
families and eliminating income tax liability for nearly all families with incomes below 200 
percent of poverty ($35,000 for a family of four) that claim the maximum allowable child care 
expenses. The President's budget includes $5 billion over five years to expand the Child 



and Dependent Care Tax Credit for nearly three million working families paying for child 
care. 

Providing Tax Relief to Parents Who Stay at Home. The President believes that we should 
support parents in whatever choice they make for the care of their children. Therefore, he 
proposed to enable parents who stay at home with children under one to take advantage of the 
Child and Dependent Care Tax Credit by claiming assumed child care expenses of $500. The 
President's budget will provide an average tax cut of $178, at a cost of $1.3 billion over five 
years, which will benefit 1.7 million parents. 

Creating New Child Care Tax Incentives for Businesses. The President proposed to create a 
new tax credit to businesses that provide child care services for their employees, by building or 
expanding child care facilities, operating existing facilities, training child care workers, or 
providing child care resource and referral services. The credit covers 25 percent of qualified 
costs, but may not exceed $150,000 per year. The President's budget includes approximately 
$500 million over five years for these tax credits. 

Expanding After-School Opportunities. The President proposed to triple funding for the 21st 

Century Community Learning Center Program, which supports the creation and expansion of 
after-school and summer school programs throughout the country. Experts agree that school-age 
children who are unsupervised during the hours after school are more likely to use alcohol, 
drugs, and tobacco, commit crimes, receive poor grades, and drop out of school than those who 
are involved in supervised, constructive activities. The program increases the supply of after-
school care in a cost-effective manner, primarily by funding programs that use public school 
facilities and existing resources. In awarding these new funds, the Education Department will 
give priority to school districts that are ending social promotion by requiring that students meet 
academic standards in order to move to the next grade. The President's budget includes $600 
million in FY 2000 to help roughly 1.1 million children each year participate in after-school 
and summer school programs. 

Expanding Head Start and Early Head Start. The President budget includes a significant new 
investment in Head Start, our nation's premier early childhood development program, which 
prepares low-income children for a lifetime of learning and development by providing early, 
continuous and comprehensive child development and family support services. The President's 
budget includes an additional $607 million in FY 2000 to reach an additional 42,000 children 
with Head Start and Early Head Start services, enabling the program to serve 877,000 low-
income children. The President is committed to reaching his goal of enrolling one million 
children in Head Start by 2002, and doubling the number of infants and toddlers in Early Head 
Start. 
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to enhancing the quality of child care anc early childhood programs, 
resources to improve early learning and development for our youngest 
and safety in child care, and support parents as they raise their children, 
research demonstrates that the quality of early care experiences is 

cognitive, social, emotional and physical develop: nent. These early 
essential part of school readiness and provide the foundation for success later 

We support efforts to improve early learning and the quality and safey of young children in child 
care through a variety of iictivities, including: expanding training for child care providers 
(including training in early childhood development, first aid and CPB ); providing home visits 
and parent education; helping parents recognize high quality care through consumer education; 
helping child care providers meet licensing and accreditation standards; reducing group sizes and 
the ratio of children to staff; improving compensation for child care providers (and thereby 
reducing turnover); linking child care providers to health professiona s; supporting the inclusion 
of young children with special needs in quality child care settings; ani creating and sustaining 
family child care networks to connect child care home providers to ec.ucation and support. 
Particular focus should be on increasing language development, emergent literacy and early 
childhood development. The Administration has proposed a $3 billicn (over five years) Early 
Learning Fund to accomp ish these objectives. 
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Early Childhood Educator Professional Development 

Well-trained educators are crucial to improving the quality of early childhood education 
programs and thus, young children's learning. The Early Childhood Educator 
Professional Development initiative would enhance the chances for future academic 
success of young childreH-bv providing professional development opportunities to equip 
earlvchildhood educators with the tools they need to help children develop language and 
literacy skills. Building on research indicating that the quality of the language and 
literacy environment in early childhood programs predicts later language development, 
reading success, and other academic outcomes for children, the initiative authorizes 
competitive grants to local partnerships of entities that provide professional development 
for teachers (such as universities) and other agencies such as local school districts or 
Head start agencies. Funds would be used to provide professional development 
opportunities based on the best available research on children's language and literacy 
development to early childhood educators who work in a variety of settings and serve 
high concentrations of children living in poverty. 

21 s t Century Community Learning Centers 

The President is proposing a $400 million increase in funding for Fiscal year 2000 for the 
21 s t Century Community Learning Centers program which provides grants to public 
schools and their partners to offer extended learning time to students and community 
members in a community school setting. Giving children more time to leam in enriching 
after-school, weekend and summer programs can help all students achieve to high 
standards. Research shows that students in after school programs show improved 
achievement in math, reading and other subjects. After school programs also keep 
children of all ages safe and out of trouble. In three years time, the 21 s t Century 
Community Learning Centers program has expanded from $1 million demonstration 
program in fiscal year 1997 to a $200 million program that will serve about 400,000 
students and over 200,000 adults this year. Approximately 4000 communities applied for 
these funds in fiscal years 1998 and 1999; together requesting nearly $900 million in 
assistance. 
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Billions of federal and state dollars annually support multiple programs to 
address the early childhood care and education needs of low-income 
families. Information from these programs on the availability and 
accessibility of care and services that children receive is of great interest 
for several reasons.1 Recent developments in the 1996 welfare reform 
legislation require more welfare families, including those with very young 
children, to find and keep jobs. Also, much attention has been given to the 
relationship between child care expenences and school readiness. Finally, 
the existence of multiple funding sources for early childhood care and 
education has increased some states' interest in using program 
collaboration. 

Recently, a number of congressional proposals have been made to 
increase federal child care funding. Therefore, you asked us to describe 
(1) programs and services funded at the federal and state levels that 
directly provide early childhood care and education for the general 
population of low-income children up to age 5, (2) state and local 
assessments of the relative difficulty low-income parents face in obtaining 
care for their children, and (3) the collaborative efforts among child care 
officials and early childhood education officials to address these parents' 
difficulties. Much of our data came from a survey of child care 

'In this report, "early childhood care and education" includes care that is provided to low-income 
children whose parents are out of the home in work activities and who may be in a center or a home, 
as well as care that is focused on a child's education, such as care that preschools and Head Start 
provide. 
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administrators and departments of education in all 50 states and the 
District of Columbia and from a survey of all 537 child care resource and 
referral agencies in the membership database of the National Association 
of Child Care Resource and Referral Agencies (NACCRRA).2 We also visited 
Colorado, North Carolina, Ohio, and Oregon, which the National 
Governors Association had identified as leaders in collaborative efforts for 
early childhood care and education, and we visited two counties, one 
mostly rural and one mostly urban, in each of these states. We interviewed 
program officials at all levels and early childhood researchers, and we 
reviewed related reports of research organizations. We did work in 
accordance with generally accepted government auditing standards 
between August 1998 and October 1999. (See appendix I for more details 
on our methodology.) 

R e S l l l t S i n B r i e f ^ e r a ' g o v e r n r n e n , : invested about 1 billion in FY. 1999 on early 
childhood care and education programs for low-income children through a 
range of programs and the states invested almost $4 biljion for such 
programs.3 The Department of Health and Human Services (HHS) provides 
most of the federal support for early childhood care and education, about 
$8 billion, through the FfeacLStart program and the Child_Q<are and 
Development Fund (CCDF), which subsidizes the child care expenses of 
low-income working parents. Other HHS and Department of Education 
programs provide the remaining funding for early childhood care and 
education. Thirty-two states reported funding preschool programs, 15 
states reported providing state money to supplement Head Start, and 19 
states reported child care programs that provided funding to communities. 
Our survey results showed that educationally oriented services (for 
example, numeracy and literacy activities) were the most common 
services providers offered in centers and homes. Providers were less likely 
to include other services, such as family social services or medical 
referrals. 

2NACCRRA's nionibership database contains 537 of an estimated 800 agencies nationwide. 

'We included only major programs that low-income parents can use to obtain child care. For the total 
federal funding figure, wc included only programs that directly provide (1) child care or education or 
(2) funds to provide child care and education for low-income children up to age 5. We did not include 
programs lhat support but do nol provide funding for child care, such as the U.S. Department of 
Agriculture's Child and Adull Food program, child care lax expenditures at ihe federal and state levels, 
programs with a limited eligibilily, or the Slewart B. McKinney Homeless Assistance Act. For a 
detailed list ofother sources of federal funding available for child care, see Federal Child Care Funding 
(GAO/HI:HS 9K-70R, Jan. 23, 1998). The $4 billion figure for state funding represents data from our 
survey on state expenditures. This does not represent the entire state investment but it does reflect 
state contributions for programs within the scope of our review. 
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Although a number of federal and state programs provided significant 
funds for early childhood care and education, some types_of child care 
were .still difficult for low-income families to obtain, including infant and 
toddler care; care for children who have special needs, such as children 
with physical disabilities; and care for children during nonstandard hours 
(evenings and weekends). In contrast, a majority of the survey 
respondents indicated that care for 3- and 4-year-olds was generally not 
difficult to obtain. Child care administrators identified three major barriers 
to finding care for low-income children—cost of care, especially for 
infants and toddlers; availability; and accessibility, such as transportation 
to get to providers, described as more difficult in rural and remote areas. 

Some states and localities are using collaborative initiatives to better 
bridge child care programs and early childhood education programs as 
well as the federal and state programs. During our visits to Colorado, 
North Carolina, Ohio, and Oregon, officials at all levels reported that 
collaboration among child care and early childhood education program 
officials and nonprofit organizations improved the availability of education 
and care services for low-income families and enhanced the quality of 
care. Officials from these states reported using in these collaborative 
efforts similar strategies to provide incentives for local collaboration, such 
as additional funding. For example, in Ohio CCDF and Head Start officials 
pool resources by sharing staff to add full day care to the half-day Head 
Start program and to add Head Start services, such as nutrition and 
medical care, to day care programs. All the states we visited reported 
increased availability of full-time care for 3-to-5-year-olds as a result of 
collaborative efforts and more limited success in increasing the availability 
of infant and toddler care or care during nonstandard hours. However, 
barriers to collaboration still remain, according to state officials and 
survey respondents. Factors they identified as impeding collaboration 
included differing eligibility requirements; "turf issues, such as concerns 
about losing program authority; lack of information on different programs; 
and the lack of funding to support collaborative activities. These barriers 
generally reflect the division between the child care and early childhood 
education communities. 

The types of care that currently have the greatest need for support are 
infant and toddler care, care during nonstandard hours, and care for 
children with special needs. In the states we visited, collaborative efforts 
have yielded some positive results in addressing child care and education 
needs. Information on them may be useful to other states and 
communities. 
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B a c k g r o u n d Early childhood care and education are generally provided in three types 
o of settings: injhe child's home, in the home of a provider, andjnji center 

or ojhsi nonresidential setting. Providers in a home setting that are 
regulated by the state are required to meet certain operating standards 
established by state or local governments, such as a maximum number of 
children per staff. Unregulated providers may or may not meet such 
standards. Most care provided in centers is regulated, although some 
states exempt centers if they are sponsored by a religious group or 
government entity. Further, within a particular setting—whether a home 
or a center—the specific services provided can range from solely child 
care assistance to a full continuum of services such as children's 
educational activities, immunization referrals, and developmental 
assessments and parental literacy and job training, referrals to social 
services, and parenting-skill training. 

Historically, early childhood care programs and earlv_childhood education 
programs have existed as separate systems with different goals. The 
primary goal of child care programs has been to subsidize the cost of care 
for low-income parents who are working or engaged in education and 
training activities. At the federal level, child care is primarily supported by 
CCDF. In contrast, early childhood education programs have generally 
focused on helping children become ready to begin school. The largest 
such program is Head Start. This split is also reflected at the state level in 
child care subsidy programs and preschool programs. 

The Personal Responsibility and Work Opportunity Reconciliation Act of 
1996 (P.L. 104-193) is directed at increasing low-income families' reliance 
on work rather than welfare. This legislation established Temporary 
Assistance for Needy Families (TANF), a program designed to help welfare 
recipients move into the workforce. Previously, under Aid to Families with 
Dependent Children, most states exempted single parents with children 
younger than 3 from participating in education, training, or work-related 
activities. However, under the new welfare reform legislation, most states 
exempt only single parents with very young children, and most recipients 
are now required to participate in work or work-related activities.4 In 
addition, increased emphasis on moving people off welfare and into work 
activities may result in parents with low skills being employed in 

^TANF has no exemption based on the age of children but allows states to exempt parents with 
children younger lhan 1. Twenty-four stales exempt parents with children up to 1 year of age, 15 states 
exempt parents Willi children 6 months of age or younger, and 4 have no exemption related to 
children's ages. Two states allow counties to set the exemption age. Thc 5 other slates have 
exemptions at various ages older than 1 year. In addition, the states may not reduce or terminate 
assistance to a single custodial parent of a child younger than 6 who has demonslrated thc inability (as 
determined by the state) to obtain needed child care. 
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evening-shift and weekend work activities. As a consequence, this 
legislation could increase the demand for some types of child care, 
specifically infant and toddler care and nonstandard hour care, for both 
families on welfare and those moving into the workforce.5 

Concern over the kind of services low-income children receive while their 
parents work has been underscored by research. Although the relative 
importance of recent neurological research on early brain development is 
controversial, a large body of research from child development experts 
and quality-of-care studies indicates that developmentally appropriate 
experiences for very young children are beneficial. In addition, concern in 
many states over the number of children who arrive in school with poorly 
developed skills necessary for learning, such as fine motor and general 
cognitive skills as well as social skills, adds to the interest in what kind of 
care and services are most effective for school readiness. 

Federal and State 
Government 
Programs Fund a 
Variety of Early 
Childhood Care and 
Education Services 

In 1999, the federal government provided approximately $11 billion 
through multiple programs administered by HHS and Education to fund a 
variety of early childhood care and education services—mostly targeted to 
low-income children. In addition, many states support care and education 
by funding preschool programs and providing grants to communities to 
increase the supply of child care. These programs are often targeted to a 
specific population, such as children up to 3 or 3- and 4-year-olds from 
low-income families. Our surveys of state child care administrators and 
resource and referral agencies provide information on the variety of 
services offered in home and center settings. These services most often 
focus on educational activities but also occasionally include meals, 
immunization referrals, parental support services, and social service 
referrals. 

Head Start and CCDF 
Provide Most Support for 
Early Childhood Care and 
Education 

Of the $11 billion in federal support for early childhood care and education 
for low-income children, almost $8 billion is provided through Head Start 
and CCDF, as shown in table 1. 

5Soc Welfare Reform: Implications of Increased Work Participation for Child Caro (GAO/HLHS 97-75, 
May 29, 1997) and Welfare Reform: States' Efforts lo Expand Child Care Programs (CA0/HF.MS-98-27, 
Jun. 13. 1998), for a more complete discussion of welfare reform and child care. 
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Table 1: Major Federal Programs That 
Funded Early Childhood Care and 
Education for Low-Income Children in 
Fiscal Year 1999 

Program Target age Department 
Funding in 

millions 

Head Start $4,660 

Early Head Start Birth to 3 HHS 349.4 

CCDF Birth to M" HHS 3,167 

TANF 

Funds transferred to CCDF Birth to 12 HHS 636b 

Funds used for child care Not specified HHS 259b 

Social Services Block Grants Not specified HHS 285c 

Title I, part A Pre-K through 12 Education 936d 

Individuals with Disabilities 
Education Act 

Preschool Grants 3 to 5 Education 374 

Grants for Infants and 
Families with Disabilities 

Birth to 2 Education 
370 

Even Start Birth through 8 Education 135 

21 5 1 Century Learning Centers All Education 200 

''According to HHS, it does not track the amount of funds spent by age group, including birth to 5 
years. 

bFigure is for fiscal year 1998. 

''Total fiscal year 1999 appropriation was $1.9 billion. The states have historically reported 
spending on average about $285 million from Social Services Block Grants on child care, or 
15 percent. 

dTotal fiscal year 1999 appropriation was $7.8 billion. In previous years, an estimated 
$156 million, or 2 percent, supported pre-K programs and $936 million, or 12 percent, supported 
pre-K and kindergarten children. 

Head Start, established in 1965, focuses on providing early childhood 
education and developmental services for low-income preschool children 
and their families through grants to local agencies. Specifically, services 
for children focus on education (such as literacy activities), 
socioemotional development (such as activities developing self-concept), 
physical and mental health (such as immunizations), and nutrition (such 
as meal and nutrition awareness). The program also provides some 
parental support services (such as, referrals to social services). Head Start 
primarily serves 3- and 4-year-olds in part-day and full-day programs.6 At 
least 90 percent of the children enrolled in a program must come from 
families whose income is at or below the federal poverty line or who are 

6In Head Start Programs: Participant Characteristics, Services, and Funding (C.AO/HEHS-f)8 65), we 
reported that 93 percent of the children were in part-day and part-year programs and 63 percent were 4 
years old. 
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receiving public assistance.7 In fiscal year 1999, an estimated 1,520 
grantees participated in Head Start, serying^lightly more than 831,000 
children. Early Head Star^ which began in 19957was designed to enhance 
the development of infants and toddlers and to promote healthy family 
functioning and healthy prenatal outcomes for pregnant women. For fiscal 
year 1999, the Congress earmarked $349.4 million for Early Head Start. 
The program reports having served 39,000 infantsand toddlers in that 
year. 

The other major HHS program is CCDF, which in fiscal year 1999 provided 
$3.2 billion to states to subsidize child care expenses for children younger 
than 13 in low-income working families. Federal law allows the states to 
use CCDF to help working families or families preparing for work with an 
income of less than 85 percent of the state median income. In practice, 
however, many states establish lower income eligibility levels. Federal 
regulations also require that the states target a portion of CCDF funds to 
welfare recipients working toward self-sufficiency or to families at risk of 
welfare dependency and thaftThev use at least 4 percent of their total CCDF 
funds for quality improvements and offer additional services tcrgarents.8 

CCDF funds subsidize child care through certificates that parents can use to 
pay the child care providers they select. Some states also use contracts to 
fund slots in child care programs. Preliminary HHS data over the 6-month 
period January to June 1997 indicate that voucher use was fairly evenly 
split between home and center settings.9 

Other HHS and Education programs also support child care and education 
in various ways, sometimes with different program goals. For example, 
HHS's TANF program provided about $900 million for child care in fiscal year 
1999 to support parents in work activities. In addition, Sacial Services 
Block Grants (SSBC) is a flexible source of funds that the states may use to 
support a wide variety of social services, including child care. In 
Education, the Even Start program has adult literacy and parenting 
education, as well as early childhood care and education for children 
through 8 as goals. This program is funded with $135 million and serves 

'According to 1999 HHS guidelines, $13,880 per year for a family of three is the federal poverty level for 
the 48 contiguous states and thc District of Columbia; the level is higher in Alaska and Hawaii. 

"Additional services to parents include services such as resource and referral counseling regarding the 
selection of appropriate child care. In addition, for fiscal year 2000, the Congress has establishecl\ 
several earmarks above the 4 percent minimum quality expenditure requirement—$173 million for \ ^ 
quality activities, $50 million for improving the quality of infant and toddler care, and $19 million for \ 
child care resource and referral and school-age child care activities. • • 

'Preliminary data on types of care being used by children subsidized by block grants indicate that on 
average about 11 percent of the children are cared for in home, 30 percenl are with family child care, 
4 percent are with group homes, and 55 percent are using centers. 
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about 40,000 families. In addition, title I of the Elementary and Secondary 
Education Act supports programs and services for educationally 
disadvantaged children; funding for early childhood education is estimated 
to have been aboity^jDeixentj^ of the total $7.8 billion in 

• r ~^ fiscal year 1999. The Individuals with Disabilities Education Act (IDEA), 

another Education program, has a Grants for Infants and Families with 
Disabilities program. Services such as speech therapy are provided to 
assist the states in creating statewide systems of programs to make 
available early intervention services to all children with disabilities aged 
birth through 2 years old and their families at home or in whatever early 
childhood care or education setting children attend. The IDEA Preschool 
Grants program provides states with funding to enable children with 
disabilities to receive special education and related services for preschool 
children. Finally, 2151 Century Community Learning Centers ma^support 
early childhood care and education. The $200 million program funds 
school-community partnerships to keep schools open after school and in 
summer as a safe haven for enhanced learning. 

Most States Fund Early 
Childhood Programs 

Forty-three states, including the District of Columbia, reported that in 
fiscal year 1999 they provided their own state funding, beyond the 
amounts required to match federal contributions, to support early 
childhood programs.10 Table 2 provides information on funding and 
enrollment in such programs. 

Table 2: Types of Programs States 
Funded in Fiscal Year 1999 

Type Number of states' Estimated funding 
Number of 

children 

Early childhood education 32 $1.7 billion 613,000 

Child care program 
supplements 19 1.7 billion 351,000 

Head Start supplements 15 155 million 48,000 

"Some states supported more than one type of program, but in total 43 states had at least one. 

Thirty-two states reported funding preschool programs that generally 
operated as part of the public school system. Also, 15 states provided 
funds to supplement the Head Start program by expanding it to serve more 
children, by increasing teacher salaries, or by providing transportation to 
Head Start facilities. Finally, 19 states administered programs that helped 

'"In order to draw down their federal allotments, the slates must meet a mainlenance of effort 
requirement and contribute matching funds. We excluded programs funded by a state match and 
programs wi th a limited eligibility, such as programs only for teenagers. 
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fund child care for communities by providing grants to communities to 
address their child care needs. These funds could be used in a variety of 
ways, such as for preschools, for child care, to give providers training, and 
for assistance in meeting licensing requirements. Of the 43 states, 20 
provided some funding for infant and toddler care, generally through funds 
to communities. The number of children served by state early childhood 
care and education programs ranged from several hundred in five states to 
nearly 140,000 in Texas. 

Education Is the Most 
Frequently Provided 
Service 

Resource and referral agencies reported in responding to our survey that 
providers in home and center settings offered a range of services, but 
educational programs in centers were by far the most common, as shown 
in figure 1. The proportion of providers offering other services was much 
lower. Generally, centers provided more services than were provided in 
homes. For instance, about 10 percent of the resource and referral agency 
respondents stated that all or most centers provided parental support 
services or medical referrals; fewer agencies reported that all or most 
home care settings provided these same services. According to census 
data, about 70 percent of low-income families met their child care needs in 
the home. 
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Figure 1 : Percentage of Providers That 
Offer Services as Reported by 
Resource and Referral Agencies Education l i l t : ' : ̂ I S l b . 
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Similarly, our survey of state child care administrators showed that most 
state-funded programs offered educational services. In addition, most also 
offered parental support activities, meals for the children enrolled, and 
referrals for medical services. 

Some Types of Care 
Are Difficult to Obtain 

Although the federal and state governments support many programs for 
early childhood care and education for low-income children, some types of 
care such as infant and toddler care are still difficult to obtain. State child 
care administrators reported that the high cost of care, its unavailability, 
and inaccessibility to providers were significant barriers to low-income 
families in obtaining the types of care they needed. 

Collectively, our surveys, which covered all states and many communities 
across the country, showed that obtaining care for infants and toddlers, 
for childrenjjqthspecial needs, and during certain hours posed the most 
difficudtyJorlowMncom families. Figure 2 shows the responses on the 
difficulty of obtaining different types of care from the resource and 
referral agency survey; the responses of the child care administrators 
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identified similar difficulties. Our previous work, based on limited case 
studies, also identified obtaining care as a problem for infants and 
toddlers." Resource and referral survey responses, however, reported that 
care for preschool children generally was not difficult to find.12 Slightly 
more than half of child care administrators reported that there was 
sufficient full-time care for preschoolers. Respondents provided additional 
comments on the difficulties in obtaining care. For example, they reported 
that finding one place that provided care for children of different ages in 
the same family such as an infant and a preschooler was difficult. The 
need for infant care and care during nonstandard hours may be 
particularly important for TANF recipients. According to a recent study, 
more than a quarter of former welfare recipients and a similar proportion 
of low-income mothers work night hours.13 

"See Welfare to Work: Child Care Assistance Limited: Welfare Reform May Expand Needs 
(CAO/HEHS-95-220). and CAO/HEHS-98-27. 

, 2 0i i r survey does not reflect whether or not thc care available is considered quality care. 

13"Assessing the New Federalism: An Urban Institute Program to Assess Changing Social Policies." 
discussion paper, Urban Institute, Washington, D.C. 1999. 
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Figure 2: Percentage of Resource and 
Referral Agencies Reporting That Care 
Is Difficult or Very Difficult to Obtain 

90 Percentage 

80 

Type of Care 

Child care administrators reported that high cost is a barrier, whether 
parents are seeking care for preschoolers or care for infants and toddlers. 
Care for infants and toddlers is generally more costly than preschool care 
mainly because of the higher staff-to-child ratio required. The subsidy 
provided in states does not always cover the cost of available care for 
infants and toddlers. Resource and referral agencies reported in our 
survey that about 80 percent of their centers and 70 percent of their home 
care providers accepted children with subsidies. Smaller subsidies allow 
states to provide subsidies to more families but can limit the families' 
ability to find affordable care. For example, officials in Colorado estimated 
that the average child care assistance subsidy is just 62 percent of the cost 
of quality care. 
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More than half of the state child care administrators cited the 
inaccessibility of care, often rplgted f n tr^Tsj^nrtatjon diffirnltips as 
another major barrier to low-income families seeking child care. 
Transportation was especially problematic in rural areas. For preschool 
care, arrangements sometimes have to be macfeTxTmove children from a 
half-day educational program to a supplementary care program for the rest 
of the day. 

Collaboration Has 
Positive Outcomes 
but Barriers Remain 

To address the difficulties in obtaining certain types of care, states and 
localities are using collaborative initiatives to bring together the different 
program authorities involved in funding and providing care, with the goals 
of increasing the availability of various types of care and enhancing the 
services provided. However, according to state officials, collaboration 
does not eliminate all gaps in care, and collaborative initiatives are 
sometimes limited because of barriers such as differing eligibility 
requirements. 

States Reported That 
Collaborative Initiatives 
Have Resulted in Positive 
Outcomes 

Child Care and Education 
Collaborative Initiatives 
Implemented in Four States 

In Colorado, Ohio, North Carolina, and Oregon, collaborative efforts 
combined state and federal funds from a variety of sources to increase the 
availability of child care and education settings available to low-income 
families. Collaboration was usually accomplished through interagency 
coalitions or organizations that tried to fit together different care and 
education options to meet communities' and parents' needs. These states 
also offered communities incentives to collaborate, either in the form of 
waivers to state regulations or as additional funds. Some of the efforts 
were enhanced by Head Start collaboration grants to local grantees. 

In Colorado, the state legislature created the Community Consolidated 
Child Care Pilot Program to encourage communities to design 
consolidated programs of comprehensive early childhood care and 
education services for children in low-income families aged 6 weeks 
through 5 years old. At a minimum, pilot communities were required to 
consolidate funding from the Colorado Preschool Program, operated 
under the authority of local school districts and child care money 
administered by local boards of county commissioners, thereby 
encouraging the education and child care systems to come together. 
Initially, the legislature provided no financial incentives to encourage pilot 
counties to collaborate; however, in future years, additional funds will be 
made available to enable the collaborations to further increase child care 
availability. 
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The Colorado legislature authorized the state Department of Human 
Services to waive state laws or rules that would prevent the pilot 
communities from implementing collaborative projects. Waivers included 
requiring only a single application for multiple programs and broadening 
program eligibility to meet specific community needs. For example, two 
pilot counties raised the income eligibility level for the state child care 
subsidy so that low-income working parents' child care expenses would 
not increase substantially as their income increased. 

North Carolina's Smart Start initiative provided state funds ($24.4 million 
in 1998) to assist communities in improving and expanding their existing 
programs for children and families and in designing and implementing new 
programs. The primary goal of Smart Start is to ensure that North 
Carolina's children enter school healthy and ready to learn. A prerequisite 
for the receipt of Smart Start funds is that representatives from various 
community organizations must form local partnerships for children to plan 
for and direct the distribution of the funds to local service providers. 
Initially funding twelve partnerships, Smart Start partnerships now 
operate throughout the state. Local partnerships were funded both to 
increase the availability of child care and to improve center or provider 
quality. 

Created in 1992, Ohio's Family and Children First Initiative focuses a 
diverse group of agencies and organizations on achieving better outcomes 
for children and their families. The goal is to promote collaboration among 
state and local governments, nonprofit organizations, businesses, and 
families to ensure that children are ready to learn. Its three key objectives 
are making infants healthier, increasing access to quality preschool and 
child care, and improving services for family stability. The Early 
Childhood Coordination Committee is charged with bringing Ohio's Head 
Start program, Ohio's public preschool program, and its subsidized child 
care program into a coordinated system of care. At the county level, the 
initiative has supported the funding and development of councils 
composed of several child care organizations, including both child care 
programs and education programs. Each county council received a $20,000 
state grant for these collaboration activities. Ohio also provided 
$181 million in state funds to expand Head Start services to more eligible 
families. Further, by combining Head Start with CCDF funds, the state has 
enabled children in poor working families to receive a full day of care. 

In 1993, Oregon's legislature created the Commission on Children and 
Families to support community-based planning and decisionmaking and to 
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Head Start Support for 
Collaboration 

Positive Outcomes Reported 

encourage collaborative partnerships to change the state's system of 
delivering services and develop supports for children and families. Local 
commissions were to include citizens, community groups, businesses, 
service providers, and government. In 1997, the commission directed 
$58.4 million, primarily from state and federal government sources, to the 
local commissions on children and families in each of its 36 counties. 
Collaboration among different programs operating in the community was a 
prerequisite for receiving a grant. 

Collaborative efforts were also being fostered through federal programs. 
For example, in 1990, HHS began to award collaboration grants to a few 
states to promote more integrated service delivery systems and to 
encourage collaboration between Head Start and other programs. By 1997, 
all states were funded. The Congress also increased funding for Head Start 
for fiscal years 1998-99, in part to increase enrollment numbers. 
Recognizing that an increasing proportion of Head Start families work and 
that many who receive public assistance are participating in welfare 
reform initiatives in response to TANF, HHS gave priority to funding more 
full-day, full-year care. Head Start encouraged programs to consider 
combining Head Start expansion funds with other child care and early 
childhood funding sources to deliver services through partnerships such 
as community-based child care centers. In addition, the 1998 amendments 
encouraged collaboration and have resulted in a performance indicator, 
the measure by which Head Start grantees are evaluated, that indicates the 
extent to which a Head Start grantee is collaborating with other 
community providers in providing linkages to child care. 

As a result of these initiatives, the states reported positive outcomes in 
terms of increased child care and services. Colorado officials reported a 
larger increase in the number of children served in pilot counties than 
elsewhere in the state. For example, according to the director of one pilot 
collaboration project, the project's efforts have enabled it to increase child 
care by 61 percent and to essentially meet the need for care and education 
for 3- to 5-year-olds. Similarly, Ohio reported that the collaboration 
between state and federal Head Start and Ohio preschool and child care 
programs has enabled Ohio to increase not only the amount of care 
available to low-income children but also their access to Head Start 
services. The state reported that it currently serves 84 percent of its 
children who are eligible for Head Start in state or federal Head Start 
programs, compared with a national average of 38 percent. In North 
Carolina, an evaluation of the Smart Start program reported a 12 percent 
increase in credentialed child care providers. Officials in one county 
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credited Smart Start with a 25 percent increase in the number of child care 
centers meeting the state's highest standard for center-based care. 
Likewise, state officials in Oregon identified positive outcomes that have 
resulted from its collaborative efforts, including increased numbers of 
preschool programs, licensed providers, and home-based care for infants 
and toddlers and the initiation of a career development program for 
providers. Oregon also reported that it increased the number of group 
homes by 25 percent. 

Barr ie rs to Co l l abo ra t i on Collaboration has, according to state officials, clearly resulted in positive 
outcomes; however, barriers to collaboration still remain. State program 
administrators and resource and referral agency respondents identified 
several barriers, including differing eligibility requirements, "turf issues or 
concerns that an official's authority or power would be lessened, 
insufficient funds, and lack of information on programs. Program 
administrators said that the differing eligibility requirements between 
Head Start and CCDF made collaboration difficult. Head Start's income 
eligibility standard requires that 90 percent of enrollments be at or below 
the federal poverty level, whereas CCDF funds may be used for families 
with income up to 85 percent of state median income, which generally 
allows the states to give subsidies to families who make more than the 
federal poverty level. Thus, collaboration between these programs to 
achieve objectives, such as full day coverage, might be difficult because 
some children may be eligible only for CCDF. 

In citing turf issues as barriers to collaboration, the respondents expressed 
concern that officials' power or authority would be reduced and that they 
would be unwilling to share program funds. These issues often reflected 
the division of child care organizations from early childhood education 
organizations. Child care programs were generally administered through 
human services agencies, whereas preschool education programs were 
generally administered by the education departments and public school 
agencies. One state official said that with the separate funding, 
regulations, and goals, the child care and education offices have not 
traditionally understood the importance of each other's role in a child's 
development. 

Resource and referral agency and state administrator respondents also 
frequently cited a lack of information on the various programs that fund 
child care and education as a barrier to collaboration. For example, one 
respondent commented that a lack of understanding of the different 

Page 16 GAO/HEHS 00 11 Low Income Childhood Care 



B 281005 

agencies' and organizations' policies and service delivery hindered 
collaboration. In one state, an official told us that the people who work in 
child care do not know the requirements for facilities and training that 
exist in the education department and that are very different from theirs 
and vice versa. 

Respondents reported that insufficient funds also hindered their ability to 
collaborate. Lack of funding to support collaborative initiatives was widely 
cited as a barrier, with respondents specifically citing a lack of staff, 
training, and transportation as hampering collaboration with other 
organizations. 

Conclusions The implementation of TANF has put more low-income children in care 
outside the home and put them in care earlier in their lives. While efforts 
to provide programs of care for preschool children appear to generally 
meet the demand for such care, care for infants and toddlers, care during 
nonstandard hours, and care for children who have special needs are still 
not available, affordable, or accessible. As a result, these are the types of 
care most in need of support. Some states and localities have been using 
collaborative initiatives to increase the number of full-day providers and to 
enhance the quality of program services, and these have positively 
addressed families' and children's needs. The methods they have used may 
be helpful to other states and localities as they attempt to address their 
own needs. 

Agency Comments We provided Education and HHS with a draft of this report for their review. 
HHS responded with comments that are printed in appendix II . In its 
comments, HHS wrote that this report will be helpful as it continues its 
efforts to work with states and communities to meet the needs of 
low-income preschool children and their families. HHS fully supports our 
conclusions about the need for care for working low-income families. It 
provided additional information about the types of care and the adequacy 
of the care it says is needed, as well as descriptions of various initiatives to 
support collaborative efforts to meet such needs. 

At our meeting with Education officials, including representatives from 
different Education program offices, Education said that it generally 
agrees with our findings and conclusions. In addition, Education provided 
us with information about its ongoing and planned efforts to promote 
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literacy and coordination with other programs. Where appropriate, we 
made technical changes that both departments provided. 

We are sending copies of this report to the Honorable Donna E. Shalala, 
Secretary of the Department of Health and Human Services; the Honorable 
Richard W. Riley, Secretary of the Department of Education; and others 
who are interested. We will also make copies available to others upon 
request. 

If you or your staff have any questions about this report, please contact me 
on (202) 512-7215. Other staff who contributed to this report are listed in 
appendix III. 

Cynthia M. Fagnoni 
Director, Education, Workforce, and 

Income Security Issues 
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Appendix I 

Scope and Methodology 

This appendix contains detail on our surveys of state child care 
administrators, state departments of education, and members of the 
National Association of Child Care Resource and Referral Agencies as well 
as our case studies in four states. 

S u r V e V M e t h o d o l 0 2 V ^ e c o n c ' u c t e ^ t v J O s u r v e y s t o obtain information about activities at the 
J O J state level. We sent questionnaires to the child care administrators in all 50 

states and the District of Columbia to get information about the funds that 
states allocate for early childhood programs, the source of the funds, the 
characteristics of state-administered child care programs—including the 
types of care and services they provided and their availability of 
care—difficulties low-income families encounter finding care, how the 
states attempt to gauge the adequacy of the supply of care, and factors that 
foster or hinder collaboration among early childhood programs. We also 
sent questionnaires to the departments of education in each state and the 
District of Columbia to get information about state-administered early 
education programs. Of the 51 questionnaires we sent to the child care 
administrators, 50 were returned—a response rate of 98 percent. Of the 51 
questionnaires we sent to state departments of education, 49 were 
returned—a response rate of 96 percent. 

Because limited information was available on services from most federal 
programs, we surveyed resource and referral agencies which have access 
to information on various types of care and services provided through 
centers and home care providers because of their role in referring 
low-income parents to potential child care providers. We used the 
membership list of the National Association of Child Care Resource and 
Referral Agencies. We sent a questionnaire to each agency listed as a 
member of the association, excluding 32 members that we sent to agencies 
that were not resource and referral agencies or that were sublocations of 
larger resource and referral agencies. The response rate was 80 percent: 
428 of the 537 questionnaires we sent were returned. 

According to early childhood care and education experts, a survey of the 
NACCRRA members was most likely to yield credible local perspectives on 
child care programs and an acceptable response rate. However, our survey 
should not be considered to be an overall measure of child care services at 
the local level. Some resource and referral agencies are not NACCRRA 

members, and some child care providers may not be registered with their 
local agencies. According to the association, about three-fourths of child 
care resource and referral agencies are members. 
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Scope and Methodology 

Our compilation of programs does not include every program with which a 
state addresses early childhood issues. We excluded from our survey 
results any reported programs that did not use state or local funds over 
and above those required by federal maintenance of effort or matching 
requirements. We also excluded funds and any reported programs that did 
not serve children directly. 

Ca.Se S t u d i e s ^ e c ' e v e ' 0 P e < ^ in"depth information about early childhood programs, 
particularly their collaboration efforts, in Colorado, Ohio, Oregon, and 
North Carolina and two localities within each of those states. We chose 
states that the National Governors Association and others considered to 
have integrated approaches to child care and established frameworks for 
state action. We also selected states to get a mix of geographic regions. We 
met with states' officials and also visited at least one primarily urban 
jurisdiction and at least one primarily rural jurisdiction. We interviewed 
state officials in the education and human services and social services 
departments. We talked with state officials responsible for preschool 
programs, early childhood education, title I , the Individuals with 
Disabilities Education Act, child care subsidies, and child care provider 
licensing. We also talked with officials of private and nonprofit 
organizations involved in early childhood education or care issues. We 
reviewed documentation on these issues. In the two localities we visited in 
each state, we interviewed officials responsible for similar programs and 
activities at the local level and reviewed documentation about their 
programs. 
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Comments From the Department of Health 
and Human Services 

Now GAO/HEHS-00-1 

DEPARTMENT OF HEALTH & HUMAN SERVICES 

ADMINISTRATION FOR CHILDREN AND FAMILIES 
Office of the Assistant Secretary, Suite 600 
370 L'Enfant Promenade, S.W. 
Washington, D.C. 20447 

October 26, 1999 

Ms. Cynthia M. Fagnoni 
Director, Education Workforce 

and Income Security Issues 
Health, Education, and Human Services Division 
United States General Accounting Office 
Washington, D C 20548 

Dear Ms Fagnoni: 

Enclosed are the Administration for Children and Families' comments on the U.S. 
General Accounting Office Draft Report, Early Childhood Care and Education. 
Programs and Services for Low Income Families (GAO/HEHS-00-186). We tii l ly 
support thc report's conclusions about the need for high quality care for working low-
income families and have provided some additional contextual information. We have 
also responded to the conclusions and other areas of the report with general comments 
and technical corrections. 

We appreciate the opportunity to comment on the draft report I f you have questions or 
need further information, please contact Frank Fuentcs, Deputy Associate Commissioner 
of the Child Care Bureau, at 401-7256 

Sinoerely, 
,|C " 

Jlivia A. Golden 
Assistant Secretary 

for Children and Families 

Enclosure 
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and Human Services 

N o w G A O / H E H S - O O - l l . 

COMMENTS OF THE ADMINISTRATION FOR CHILDREN AND FAMILIES ON 
THE U.S. GENERAL ACCOUNTING O F F I C E ' S DRAFT REPORT ON. "EARLY 
CHILDHOOD C A R E AND EDUCATION: PROGRAMS AND S E R V I C E S FOR 
LOW-INCOME FAMILIES " (GAO/HEHS-00-186) 

The Administ rat ion for Children and Families (ACF) appreciates the 
opportuni ty to review and comment on the above-capt ioned report . This 
General Account ing Off ice (GAO) report wi l l be of help to ACF as w e 
cont inue our ef for ts to work w i t h States and communi t ies to meet the needs 
of this count ry 's low- income preschool children and their famil ies. We ful ly 
support the report 's conclusions about the need for high qual i ty care for 
work ing low- income famil ies. In our comments be low, w e provide some 
additional contextual in format ion, as wel l as provide some general comments 
and technical correct ions. 

General Comments 

The draft report highlights di f f icul t ies related to the availabi l i ty and 
affordabi l i ty of care, and therefore supports the need for addit ional 
investments. The President's child care ini t iat ive proposes more than $19 
billion over f ive years for child care, the single largest investment in child 
care in this count ry 's history. The proposal wou ld expand assistance 
through the Child Care Development Fund (CCDF) for work ing famil ies, 
enhance child care tax credits, and give communi t ies the resources to 
improve the quality of care for children across income levels. 

Unmet Need. The draf t GAO report contains a detailed discussion of 
signif icant Federal and State investments in early chi ldhood programs. 
Despite these investments, many of these programs-- including CCDF, Head 
Start, and many State pre-kindergarten p rograms-on ly serve a port ion of 
eligible children. For example, nationally, in an average mon th in 1 9 9 8 , only 
1.5 mill ion of the 9.9 mill ion low and moderate- income chi ldren eligible for 
CCDF assistance under State eligibil ity criteria actual ly received help through 
the program —just 15 percent of eligible chi ldren. As a result, many famil ies 
are on wai t ing lists to receive child care subsidies. The gap be tween 
eligibil ity and receipt of services wou ld be greater if States had chosen to 
define the eligible population to include all of the low- and moderate- income 
work ing families that are potent ial ly eligible under Federal l aw . If all States 
set eligibil ity l imits at the max imum levels a l lowed under Federal law, 
85 percent of State median income, an est imated 14.7 mil l ion chi ldren would 
have been eligible for subsidies in fiscal year 1 9 9 8 , of w h o m only 10 percent 
were served. (Access to Chi ld Care for Low- Income Work ing Famil ies. HHS 
Report, using preliminary state administrat ive data for the months of Apri l -
September 1998 , and eligibil ity est imates generated f rom the Urban 
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Now page 12. 

Now page 11. 

Institute's TRIM3 microsimulation model based on three years' worth of 
Current Population Survey data). 

Affordability. The draft report briefly discusses cost of care as a barrier 
(page 1 5). Other data reinforce this finding and provide a fuller picture about 
why cost is a barrier. National survey data show that child care expenses 
are often the second or third largest item in a low-income working family's 
household budget. In 1993, child care expenses averaged 18 percent of 
family income, or $215 per month, for poor families paying for care for one 
or more preschool children while their mother worked. For families with 
income of less than $14,400, ($1,200 per month), the average share of 
income devoted to child care was even higher —25 percent, or one-fourth of 
the family income (Census Bureau, SIPP, fall 1993). 

Infant and Toddler Care. We appreciate the concerns expressed in the report 
about the difficulty many child care administrators perceive in families finding 
quality child care/child development programs for infant and toddler age 
children. In FY 1995, the Congress and this Administration established the 
Early Head Start program, which in FY 1999 served more than 39,000 low-
income infant and toddler age children and their families. We are hopeful 
that in future years, we will be able to continue expanding this program to 
reach many more of our country's low-income infants and toddlers. The 
President's FY 2000 proposal would, for example, if appropriated, increase 
Early Head Start enrollment by almost 5,000 children and families. 
Improving infant and toddler care has also been a priority for the Child Care 
Bureau. 

Quality. Footnote 13 (on page 14) indicates that the GAO survey does not 
reflect whether or not the care available is considered quality care. The 
latest report from the Cost, Quality and Child Outcomes Study found that 
the quality of child care programs attended by preschool children had a 
lasting impact on their school performance. Too many children, however, 
are exposed to poor care —this is true for all types of settings. A 1994 HHS 
Inspector General Study, Nationwide Review of Health and Safety Standards 
at Child Care Facilities, found more than 1,000 violations in 1 69 child care 
facilities in five States. According to other research, almost half of the 
infants and toddlers in child care centers are in rooms rated at less than 
minimal quality. When families cannot get help in paying for child care, it is 
harder for them to find quality care that helps prepare their children for 
school success. 

Collaboration 

We are particularly pleased that the report highlights successful collaboration 
among early childhood programs, which has been a priority of this 
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Now page 15. 

Adminis t ra t ion. It is grat i fy ing to see that Federal e f fo r ts to support 
col laborat ion are now leading to results at the State and local levels. 

The draft report discusses Head Start support for col laborat ion (p. 19) . We 
appreciate that the needs of many Head Start parents are no longer being 
met by part-day, part-year Head Start programs and w e w i l l , therefore, 
cont inue our ef for ts , started a few years ago, to focus all fu ture Head Start 
expansion ef for ts on serving children in program models that meet the needs 
of work ing low- income famil ies; i.e. ful l-day, full-year Head Star t . We wil l 
insist that programs seek to work together w i t h other partners so that the 
costs of a ful l-day, full-year program are shared among many funding 
streams, so that Head Start dollars wil l be able to be used to reach as many 
new children and families as resources permit . We also appreciate the 
concerns expressed about the need for care during non-standard hours. 
Many Head Start programs do offer services outside of s tandard work hours. 
We wi l l cont inue to work w i th our programs to help them explore ways to be 
as responsive as possible to the needs of work ing famil ies w i t h unusual 
work ing schedules. We are ful ly commi t ted to work ing together w i t h States 
and communi t ies to improve linkages between Head Start and other services 
for low- income famil ies w i th pre-school age chi ldren. In addi t ion, the 1998 
reauthorization of Head Start has addit ional language faci l i tat ing col laborat ion 
w i th chi ld care providers at the local level. 

In addit ion to the Head Start init iatives highl ighted in the draf t report , there 
have been other Federal e f for ts , including Child Care Bureau init iat ives and 
joint Head Start-Child Care act iv i t ies. For example, the Child Care and Head 
Start Bureaus recently launched a new training and technical assistance 
init iative - Qual i ty in Linking Together: Early Educat ion Partnerships (QUILT). 
The QUILT project wi l l work to engage States in developing a strategic 
approach that supports and fosters early educat ion partnerships at the local 
level. The Bureaus have also jo int ly sponsored a number of workshops and 
leadership forums, including a Head Start/Chi ld Care/Pre-Kindergarten 
meeting this October w i t h teams f rom 21 States. Last mon th , the Head 
Start and Child Care Bureaus issued a letter to all grantees to share 
opportunit ies for col laborat ion. The letter described several col laborat ive 
approaches and included sample budgets f rom three programs that are 
blending funds for ful l-day, full-year services. 

The Bureaus are also support ing col laborat ion through several other technical 
assistance projects in addit ion to the QUILT. For example, the Child Care 
Bureau funds projects that support col laborative e f fo r ts around serving 
children w i t h disabil it ies, create linkages w i th the health commun i t y , and 
encourage public-private partnerships. 
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Now page 16. 

In addition to technical assistance, we are developing policies that support 
collaboration. The Child Care and Development Block Grant Act requires 
coordination of child care services with other child care and early childhood 
development programs. The Administration expanded this provision through 
regulation to require coordination with education, Temporary Assistance for 
Needy Families (TANF), public health, and employment services, as well as 
to encourage collaboration with a number of other programs, including Head 
Start. States must describe their coordination efforts in their child care plans 
that are submitted every two years. 

We are also working to correct misinterpretations of rules that may be 
barriers to partnerships. For instance, the Child Care Bureau provided 
guidance to prevent unwarranted problems in audits of agencies that use 
funding from different Federal programs. The Bureau also issued a 
memorandum clarifying the flexibility available to States in defining eligibility 
across early childhood programs, including subsidized child care (to address 
the eligibility issue identified on page 21 of the GAO report). In a similar 
manner, the Head Start Bureau has issued clarifications of policies on 
collecting fees, sharing equipment and supplies, and recruiting and enrolling 
children on a year-round basis to make it easier to partner with child care and 
pre-kindergarten providers. 
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C A O C n n t n r t ^ Harriet Ganson, Assistant Director, (202) 512-9045 
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o Margaret Boeckman, and Kelly Mikelson contributed significantly to this 

report. 
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qualitl http://www.acf.dhhs.gov/programs/ccb/policy/qualitl.hti 

GUIDANCE: EXAMPLES OF QUALITY EXPANSION ACTIVITIES 

Background 

States are faced with many challenges in making sure families have access to child care that is affordable 
and of high quality. The new quality earmark under the Child Care and Development Fund provides a real 
valuable opportunity for States to develop strategies that meet the increasing need for quality child care. 
This new earmark for FY 2000 of $lZ2jnillionjs above in addition to the CCDF required 4% quality 
expenditure requirement. In addition, Congress has also continuedThe earmarks for improving the quality 
of infant and toddler care and for school-age and child care resource and referral activities. 

fn order to achieve and maintain self-sufficiency, parents must be able to access safe, reliable child care 
programs. Coordination and collaboration with other agencies and programs is extremely important to 
meet the needs of children and families, to maximize resources and avoid duplication. Linking child care 
programs with the health community, including the Healthy Child Care America grantees. Head Start 
programs, education and supportive services within the State and community will help build a delivery 
system that provides high quality child care for all children. An important part of the delivery system also 
includes activities that support professional development, training, and compensation for child care 
providers. 

Purpose of Guidance: 

The purpose of this document is to continue to disseminate provide examples of state initiatives activities 
to enhance the quality of child care services to children and families. This guidance does not contain new 
rules or policies; rather, it is intended to be-as a reference tool to that offers examples of services, supports, 
and activities quality initiatives that States may wish to consider in addition to activities currently funded, 
activities. This guidance highlights some does not attempt to identify all possible appropriate uses of the 
FY 2000 quality earmark funds, but provides a list of State representative illustrative examples of quality 
improvement activities in the following areas: 

• Professional Development and Compensation; 
• Grants to Providers/Local Communities; 
• Healthy Child Care America and Other Health Activities; 
• Special Needs/Inclusive Child Care; 
• Monitoring and On-Site Visits; 
• Infant and Toddler Programs; and 
• Quality Activities that Support Cultural Diversity 

We encourage States to consult this guidance as they develop similar efforts or other innovative 
approaches to provide quality initiatives for children and families. 

^Professional Development and Compensation 

One of the best indicators of quality in early childhood programs is a high level of provider training, 
education and professional development, of providers. Research also shows that consistent care — where 
the child is able to build a relationship with the provider over time - is key to quality. Investments in 
professional development and increased compeiisation help to promote employee retention and reduce 
turnover. Recruiting new providers, in partnership with resource and referral agencies or other 
organizations, is also necessary to developing an expanded supply. A variety of approaches have included: 
the development_giLprof£Sskuial4)uhlications; a director's credential, scholarships for educators; distance 
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learning opportunities, and incentives for providers to attain accreditation through appropriate recognized 
bodies. 

Montana: 

Montana's ^^fiTPa^^programJis a training incentive program available to owners, operators 
and employees of registered or licensed child care facilities. Providers may choose to 
participate in either a 60 or 30 hour track of pre-approved training in early childhood 
education, child development or child related business practices during the year. Once their 
training plan is completed and verified, they receive either i^400^6QJlours) or $200 (30 
hours) Merit Payji^yard, This popular program has proven to be highly successful in 
encouraging providers to better their education and skills in the early child care field. 

iVen' York: 

The New York State Office of Children and Family Services and the State University of New 
York (SUNY) Early Childhood Education & Training Program offer video conference training 
for child care providers. These trainings consist of live broadcasts of experts and child care 
providers and offer opportunities for interaction and activities to apply what participants have 
learned. The video conferences are free to child care providers and are designed for child care 
providers in a variety of settings. Through a number of statewide downlink sites 
approximately 5,000 people participate in each video conference training. The video 
conference series won the 1998 award for excellence and innovation from the National 
Association for Training and Professional Development. 
The video conference allows the State to reach some 5,000 individuals through each training 
via the numerous downlink sites across the State. 

North Carolina: 

North Carolina has developed a pilot program (to go statewide July 1, 1999) which offers 
health insurance benefits to child carp, staff through the T.E.A.C.H. Early Childhood Health 
Insurance Program. Drawing on Using CCDF quality improvement funding, the State pays 
one third of the cost of individual health insurance for child care staff in eligible programs. In 
order for a center or home to be eligible, either: l)all teaching and administrative staff must 
have a two or four year degree in early childhood education or child development, or 2) the 
center or home must have at least one staff member (depending on the size of the child care 

'facility) participating in the T.E.A.C.H. Early Childhood Associate, Bachelor, or 
_Model/Mentor Teacher Program. 

The program allows each center to choose its own health insurance coverage. The center or 
home must agree to cover one third of the cost of an individual health insurance plan for each 
eligible employee. 

Texas: 

The Texas Workforce Commission has committed $250,000 in CCDF funds for the continued 
publication of the Texas Child Care Quarterly. Since 1977 the journal has been mailed free of 
charge to all state regulated child care programs and family day homes in the state. Staff in 
these programs can use it to earn self-study training credit to meet state licensing 
requirements. Standard features include articles on child growth and development, hands-on 
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activities for children, book and product reviews, regulatory information, and a four-page 
pullout parenting newsletter. The journal is also available to the general public by 
subscription. 

Grants to Providers/Local Communities 

Grants and loan programs offer a variety of educational and quality incentive opportunities for child care, 
early education and school age staff. Grants also provide funding to expand and improve services to low 
income families. Some states have provided grants to local communities to reinforce their commitment to 
quality improvement. The amounts and uses of these grants vary according to the needs of each local 
community. 

Florida: 

Through Florida's Caring for Kids Program, a mini-grant and loan program is assisting 
providers with expenses related to facility start-up and meeting licensing and accreditation 
.standards. Mini-grants of up to $500 are awarded to licensed and registered child care 
providers and up to $250 to informal providers. Loans range from $1,000 to $10,000. 

Kansas: 

Kansas offers grant funds to local communities to be used for eight different components: (1) 
Center-based establishment or expansion; (2) School-Age establishment or expansion; (3) 
Employer sponsored establishment or support — $50,000 maximum available with 50% cash 
match required; (4) Center-based quality enhancement; (5) Family Resource Center 
establishment or expansion; (6) Provider training, recruitment and/or retention; (7) Head Start 
wrap around; and (8) Local Child Care Advisory Group Grants. 

Maine: 

The Office of Child Care and Head Start has developed and awarded two health pilot grants to 
determine the feasibility of incorporating Head Start Health Performance Standards into child 
care centers. This program was established to encourage collaboration between local Head 
Start Programs and child care centers, and to increase access to health screenings in child care 
centers. The goals of the pilot are: 1) to develop a health assessment, screening and evaluation 
process; 2) to work with parents to develop a plan to enhance their children's health; 3) to 
provide information to families about the importance of a medical home and health care 
resources; 4) to assist families in obtaining health insurance; 5) to connect child care programs 
with local resources; and 6) to use health information and resources to meet the individual 
needs of children. 

South Carolina: 

South Carolina implemented three pilot grants to assess the status of the self-arranged 
(informal) care in the State's Advocates for Better Care (ABC) Child Care Program and to 
provide technical assistance to these providers. The purpose of the technical assistance grants 
is to enhance the quality of child care services by providing a voluntary on-site contact with 
non regulated providers participating in the ABC Child Care Program. Those Providers 
serving children from birth to 3 years of age receive top priority for assistance. In addition, the 
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State announced a new cash bonus for caregivers who that complete South Carolina's ABC 
Child Care Credential. A $200 bonus is awarded to caregivers earning a 60-hour credential 
and a $100 bonus is awarded to caregivers earning a 30-hour credential. 

Healthy Child Care America and Other Health Activities 

To date, 51 States and/Tenitories have successfully implemented Healthy Child Care Activities at the State 
and local level targeting activities to improve the health and safety of children in child care. The Matemal 
and Child Health Bureau provided the initial funding to States and Territories in the amount of $50,000 per 
year for three years, ending in May 1999. In many States, CCDF Child Care and Development Fund 
quality dollars are being used to support healthy child care collaborative initiatives. Healthy Child Care 
America provides an ideal opportunity for child care and health to collaboratively support safe, nurturing 
child care environments for children; promote access to medical services; and conduct outreach activities 
to enroll eligible children in Medicaid and other health insurance programs under the State Children's 
Health Insurance Program (CHIP). Many States make health consultants available to child care programs 
as a way to ensure health and safety, as well as to support health promotion. The Healthy Child Care 
America programs have made outstanding progress and include activities such as immunizations, health 
consultation, injury prevention, health screening, nutrition and safety education. Some specific state 
initiatives include: 

Alabama: 

Healthy Child Care Alabama (HCCA) is focusing on decreasing the incidence of injury, 
illness, and death that occur in child care programs and improving the integration of health in 
out-of-home child care programs through direct consultation with child care providers. An 
automated system has been developed to track and analyze child care injury reports submitted 
to the Department of Human Resources. The automation of the injury reports will allows staff 
to analyze the data on a statewide or county basis and implement outreach prevention 
strategies for child care programs. This collaborative initiative is being supported by the 
Healthy Child Care America grants and the CCDF Child Care and Development Fund. 

Iowa: 

Healthy Child Care Iowa (HI) links child health and child care programs and services within 
the context of the family support service system through state systems development activities. 
Through an Interagency Agreement between the Department of Human Services and the 
Department of Public Health, CCDF Child Care and Development Funds supports are used to 
place child care health consultants in each of the State's five (5) resource and referral agencies 
to provide technical assistance to child care programs. In addition, funds from the Social 
Security Disability Insurance support a community health consultant to work with the program 
activities. 

Missouri: 

Healthy Child Care Missouri (HCCMO), a program of the Missouri Department of Health, 
funded by CCDF, Matemal and Child Health grants, and Health Systems Development grants, 
contracts with more than 100 local health departments to provide consultation and technical 
assistance to home and center-based child care providers. In a six-month period, nurse 
consultants provided approximately 1,000 hours of free child care consultation and training 
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services for 1,560 child care facilities and 4,000 staff who care for approximately 26,000 
young children. 

Pennsylvania: 

Healthy Child Care Pennsylvania (HCCPA), and the Early Childhood Education Linkage 
System (ECELS), provide health professional consultation, training, and technical assistance 
to improve early childhood programs in Pennsylvania. These programs include child care 
centers, Head Start, family child care homes, group homes and nursery schools. Services 
include linkages between health professionals and child care programs for young children, 
telephone advice on health and safety issues, a video lending library, a quarterly newsletter 
Health Link, and health and safety training. CCDF Child Care and Development Funds and 
other funding sources are used to support the activities, of the Pennsylvania Healthy Child 
Care activities. 

Mental Health 

Child care programs can promote healthy emotional development of young children by informing 
and guiding child care providers and families in ways that encourage sensitive and age-appropriate 
care. Training and technical assistance of providers in the area of mental health supports the early 
identification and intervention with children that have been exposed who reflect the ill effects of 
exposure to violence, substance abuse, child abuse and neglect, or other emotional and behavioral 
problems. Linkages between child care and mental health can play a key role in linking families to 
mental health services. 

California: 

California's Mental Health Consultant Services Project proposal proposal focuses on the 
promotion of, inclusion of, and elimination of barriers for children with special behavioral and 
social needs. The Project will work to establish services to meet the identified mental health 
needs of the children and families served in child care programs by . Their objectives are to 
developing three mental health service models to address the special needs of children with 
challenging behaviors in child care settings. They will provide training on managing difficult 
behaviors, when and how to access mental health services child care providers; and training of 
mental health providers to work with children zero to five years of age within the child care 
setting. Strategies will be designed and facilitated to promote communication and 
collaboration between child care and mental health professionals and families; and assist 
low-income families to locate and utilize available funding for mental health and social 
services and promote mental health in child care setting by developing and coordinating 
services. 

Michigan: 

Michigan has identified the need to strengthen links between child care settings and mental 
health services in two areas: 1) Child care consultation and 2) access to mental health direct 
services. To address these issues, funding through an Interagency agreement between the 
Michigan Family Independence Agency and the Michigan Department of Community Health, 
funding has been provided to create a regional child care consultation service. This direct 
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service component will be staffed with a mental Health and a public health consultant. The 
public health consultant will provide or assure consultation, technical assistance and training 
for all child care providers, as well as build and maintain linkages between the child care and 
health communities. The mental health consultant will provide consultation services to child 
care providers, including appropriate screenings, recognizing behavioral symptoms, discussing 
child behavior, supporting parents, and training child care providers on how to deal with these 
symptoms. 

Special Needs/Inclusive Child Care 

Access to resources, professional development activities, and technical assistance is key to providing 
appropriate care for all children, including children with special needs. States are developing several 
strategies to offer this support to providers. Kansas, for example, is examining the establishment of a 
one-time grant program to encourage and enable child care providers to care for children with disabilities. 
Other State initiatives that address the importance of inclusive child care include: 

California: 

In California, Project Exceptional was developed, produced and disseminated through with 
CCDF funds. This curriculum is specifically designed to increase the opportunities for 
children with disabilities to participate in typical child care and development programs. In 
addition, The Child Care Health Program Healthily has been expanded to include 
developmental disabilities and behavioral specialists. Through an in-state taller phone line, 
child care providers and parents receive information on health, safety, developmental, 
nutritional and behavioral concerns. 

Oregon: 

The State of Oregon's Child Care Division (CCD) has committed CCDF funds to develop a 
strategic plan and a pilot project to improve access to child care for children with disabilities. 
This effort is also taking place between CCD and the local tribal communities. Oregon CCDF 
funds also support child care resource and referral services across the state to help families 
locate successful child care placements forchildren with special needs. 

Monitoring and On-Site Visits: 

Monitoring, particularly through unannounced inspections, is an effective strategy for ensuring quality care 
in child care settings. States are using on-site visits not only to enforce standards but to provide technical 
assistance to providers, as well. The standards that are enforced are also important, for example, state 
requirements that allow fewer infants and toddlers per provider can be key to improving quality. 

Illinois: 

Illinois hired 75 additional licensing staff,. This representing a 40% increase in total licensers. 
This and will allow the state to meet the requirement of one annual inspection visit per 
facility. In addition, at the end of three years, all licensers hired from outside the state 
govemment must have early childhood education or relevant experience. Within the 
Department of Social Services, if an individual wants to transfer internally from the 
Department of Social Services to the licensing unit, he/she must have 18 hours of training in 
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early education. 

Maryland: 

In Maryland, full day training workshops were provided for all monitoring staff on topics of 
infant/toddler development and behavior management to enhance their ability to provide 
technical assistance to family child care providers and center staff. 

Nebraska: 

Beginning May 1, 1998, the State of Nebraska's Child Care Licensing Program began 
requiring annual/semi-annual unannounced inspection visits to all licensed child care 
programs. Centers and preschools licensed for 30 or more children receive two unannounced 
visits per year. Family child care homes, including those licensed through a self certification 
process, centers and preschools licensed for fewer than 30 children receive one unannounced 
visit each year. Aggregate information is available regarding the frequency of 
non-compliances noted at visits. Such data enables organizations delivering training to address 
actual deficiencies cited seen in child care settings. Conducting more frequent and 
unannounced visits to all child care programs provides a more accurate picture of the 
compliance history of programs and enables the specialists to provide more consultation and 
technical assistance to assist programs in meeting and exceeding licensing regulations. 

Infant and Toddler Programs: 

Recent brain research studies tells us reveal that warm, responsive child care is critical to the development 
of young children. We know that the quality of young children's experiences in the first three years of life 
has a decisive, long lasting impact on their well-being and ability to leam. In response to this information 
and with the additional funding available to States to increase the supply of quality care for infants and 
toddlers, States have targeted specific activities for infants and toddlers. Activities include: training of 
child care providers, program linkages with Head Start and Early Head Start Programs, utilizing health 
consultants in child care programs, providing start-up grants to providers for equipment and supplies, and 
hiring infant- toddler specialists who are outstationed in the child care resource and referral agencies to 
help parents make informed choices of care. State examples include: 

'Wisconsin: 

The Wisconsin Office of Child Care, Department of Workforce Development has contracted 
with the Wisconsin Early Childhood Association to be the fiscal agent and coordinate a new 
Infant Toddler Initiative (ITI). The purpose of ITI is to develop and sustain an infant toddler 
teacher training, scholarship and enhanced compensation system. Funded with CCDF Infant 
/Toddler Quality Supply Building funds, it is designed to fit into or be the first stage of a 
larger initiative for all Wisconsin teachers and providers. The Wisconsin Head Start 
Association will be involved in the development of the ITI to ensure linkages with Early Head 
Start. It includes the development of an Infant-Toddler Credential which will be awarded upon 
completion of a required number of academic credits in infant toddler teacher core knowledge 
areas from a college or university in Wisconsin. 

Washington: 
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The State Department of Social and Health Services developed an interagency agreement with 
the Department of Health (DOH) to administer conduct outreach on infant and toddles 
activities through local public health jurisdiction pilot sites. DOH-sponsored will provide 
training and technical assistance will enable to the local jurisdictions that will to provide 
observation, consultation and technical assistance to local infant/toddler caregivers. This 
project will begin with 9 pilot sites, and will expand by at least 9 more sites in Fall 1999. 

Quality Activities That Support Cultural Diversity 

The changing demographics of communities has led to a heightened awareness and commitment by on the 
part of states to ensure culturally competent child care systems. A culturally diverse child care setting 
enriches the quality and educational experience for all children enrolled. 

Minnesota: 

The Minnesota Department of Children, Families & and Learning, were have solicited 
Requests for Proposals to improve the affordability and availability of a high quality and 
culturally responsive child care system in the State. Proposals may address provider 
recruitment in specific cultural communities; staff training in the area of cultural differences 
and anti-bias approaches; multicultural curriculum development; purchase of multicultural 
materials; outreach to specific cultural communities; technical assistance; parental outreach in 
cultural communities; training of trainers in the area of cultural competence; and mentoring 
programs. 

Washington: 

The King County Diversity Inclusion Project was developed to improve the access to 
childhood services for families traditionally underserved. families. Two major 
accomplishments of the project have been to improve access of underserved families to child 
care services, and improve the cultural relevancy of child care programs. The project is 
administered through the child care resource and referral agency. An expanded database 
provides information on subsidy programs, Head Start, special needs, and related family 
services. Translation service is available to families where English is not the primary 
language. Training (197 hours) of training is provided to child care programs serving 
geographically and culturally diverse families. Special services, including mental health 
consultation and physical therapy services are provided on site. Materials are purchased to 
help programs in their delivery of care with respect to anti-bias, culturally relevant or 
multicultural programs and environments. The project is administered through the child care 
resource and referral agency. 
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