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Executive Summary
Over the past few years, leaders in the early education and care fi eld in Massachusetts and across the country 
have focused their efforts on strengthening the educational components of early childhood programs. While 
signifi cant early education reforms are beginning to be enacted, Massachusetts early educators and state 
policy makers are also refocusing attention on strengthening health and safety of young children in early 
childhood settings outside the home. We need to create a platform of prevention to ensure that our children 
are protected, healthy, and safe as they grow in their early childhood programs.

For many years, early childhood leaders have been concerned about the quality of health practices and safety 
issues in some early childhood programs. Many professionals at the national level have responded with several 
important initiatives, including Caring for Our Children, various programs at the Maternal and Child Health Bu-
reau, Healthy Child Care America, Head Start, and national accreditation standards. At the state level, health 
and safety initiatives have included detailed licensing regulations, health and safety training through the 
resource and referral agencies, various programs at the Department of Public Health, and a few Community 
Partnerships for Children programs. While impressive and representative of the efforts of many hardworking 
and skilled professionals, these initiatives have not yet resulted in the deep and broad systemic improvements 
needed for health and safety practices to be the cornerstone of high quality early education and care in Mas-
sachusetts.

With generous support from the Charles H. Hood Foundation and The Barr Foundation, the Schott 
Fellowship in Early Care and Education and the Bessie Tartt Wilson Children’s Foundation co-sponsored 
a project and worked with a distinguished advisory committee to:

• Prepare an extensive literature review;

• Convene over 50 early childhood professionals, health care experts, higher education and government 
offi cials, and funders in a one-day forum to review successful practices in other states and to summarize 
data about the status of health and safety practices and health consultants in Massachusetts; and 

• Recommend ways to strengthen health and safety practices in Massachusetts.

After reviewing the research and considering input from experts and informants from across the state, the 
Advisory Committee on Health and Safety Practices agreed on fi ve major fi ndings:

1. While there are few reported incidents of health and safety problems, Massachusetts programs sometimes 
place children in unsafe environments and/or unnecessarily expose them to infection.

2. More children with special medical and developmental problems are enrolling in early childhood pro-
grams, and some program staff are not suffi ciently equipped to serve them properly.

3. Massachusetts early childhood providers and child health consultants are not working together as effec-
tively as they should.

4. There are a variety of communication problems among those concerned about health and safety practices 
and policies.

5. There is a serious need for ongoing training and change in health and safety practices.

The Advisory Committee came to the following conclusions on major issues that need to be addressed to build 
better health and safety practices in Massachusetts.
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1. Improved statewide planning would enhance effectiveness.

2. Public education is essential.

3. Communications must be clearer.

4. Hand hygiene must be better understood and more consistently practiced.

5. There must be more focus on staff training.

6. The Massachusetts “system” of child care health consultants must be strengthened.

7. Investing in facilities and equipment must not be deferred.

Recognizing that we are operating in a world of limited resources and that there are many other possible areas 
for attention, the Advisory Committee on Health and Safety Practices makes four priority recommendations to 
achieve signifi cant positive change in health practices in Massachusetts early childhood programs:

1. Create a statewide coordinating council to develop, implement, and advocate for improvements in health 
and safety practices and policies.

2. Implement more effective hand hygiene procedures and oversight mechanisms to prevent infections and 
spread of infectious diseases.

3. Ensure that all early education and care providers have access to a qualifi ed and well-trained child care 
health consultant on a regular basis.

4. Create and implement a uniform health assessment form for all children in early education and care pro-
grams statewide, use individual health plans for children with special medical needs, and train child care 
health care consultants, parents, and provider staff on how to develop and use these forms/plans.

This project identifi ed the need to improve health and safety practices as the cornerstone of high quality 
early education and care in Massachusetts. There are problems such as lack of communication among health 
care professionals, early childhood staff, and parents, or lack of training for staff in such areas as how to keep 
children safe on playgrounds or how to serve children with disabilities. There is also a signifi cant commit-
ment from some health care experts, government offi cials, early childhood professionals, and higher educa-
tion representatives to make changes necessary to ensure Massachusetts children are safe and healthy. The 
Advisory Committee on Health and Safety Practices has agreed upon four basic recommendations which, if 
implemented, will go a long way towards a coordinated approach to planning for children’s health and safety, 
reducing the spread of infection in early childhood programs, and providing safe environments for children 
with special medical needs. While implementation of these reforms will require strong leadership and commit-
ment of some additional resources, the resulting improvements will truly form the foundation of high quality 
early education and care in the Commonwealth.
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I. Introduction
Health and Safety as a Basic Building Block of High Quality Early Education and Care

Over the past few years, leaders in the early education and care fi eld in the Commonwealth of Massachusetts 
and across the country have focused their efforts on strengthening the educational components of early child-
hood programs. Impetus for their actions has come from research showing that children’s brains develop 
more rapidly in the fi rst few years of life than at any other time.1 They have also been motivated by research 
documenting the effectiveness of high quality early childhood programs in benefi ting children in both the 
short- and long-term and in preventing or reducing the achievement gap between low-income and minority 
children and their peers in school. 

With growing support from business and community leaders, Massachusetts has embarked on an exciting 
campaign to provide high quality preschool programs for all children. In 2003, new early childhood program 
standards emphasizing curriculum, assessment, and instructional standards were promulgated by the state De-
partment of Education. In 2005, the Commonwealth implemented a new Department of Early Education and 
Care (EEC) to consolidate and strengthen early childhood services. The Early Education for All Campaign is 
generating tremendous support from constituents all across the state for universal prekindergarten programs. 
EEC just awarded contracts in two major new areas: universal prekindergarten and assessment. These initia-
tives are designed to strengthen early educational components of center-based, school, and family child care 
programs for young children. 

At the same time that all these signifi cant early education reforms are beginning to be enacted, Massachusetts 
early educators and state policy makers are also starting to refocus attention on strengthening health and 
safety of young children in child care settings outside the home. As is clearly shown by the data and collective 
wisdom, too many staff in early education and care programs lack suffi cient or appropriate training or exper-
tise to provide positive and suffi cient supervision, administer medications, or handle special medical equip-
ment needed by children enrolled in their programs. We need to create a platform of prevention to ensure 
that our children are protected, healthy, and safe as they grow in their early childhood programs. Unfortu-
nately, the reduced potential for injury or for the spread of infection and disease depends on this platform-- a 
platform which is too often taken for granted in the absence of disaster. State regulations are in the process 
of being updated and hopefully will incorporate new national standards to strengthen the health and safety 
components of early childhood programs. 

The following report provides:

1. Important background information on national and state health and safety standards for early education 
and care,

2. A picture of current health and safety practices in Massachusetts, 

3. A summary of issues that need to be addressed to ensure that our children are protected and healthy in 
their early childhood programs, and

4. A set of conclusions and recommendations to ensure that sound and thorough health and safety practices 
become the cornerstone of high quality early education programming in all types of settings in Massachu-
setts – from small family child care homes to large center-based programs, Head Start, or public school 
settings. 
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II. Background
Who is in Early Education and Care Programs and Why?

Two-thirds of children in the United States under the age of six spend at least 10 hours per week in an early ed-
ucation and care setting outside their home.2 According to the 2005 American Community Survey conducted 
by the U.S. Census Bureau, there are 395,070 children under the age of fi ve in Massachusetts. Currently, there 
is licensed child care capacity for about 44.9% or 177,441 of these children in early education and care centers 
and family child care homes in Massachusetts.3 Children participate in early education and care programs on 
a full-day or part- day basis for a variety of reasons, among them, the fact that their parents work, are in school 
or training programs, and that their parents want them to be well prepared for school.

Recently, there has been a great deal of research on the benefi ts of high quality early education and care. Dur-
ing their fi rst fi ve years, children grow substantially in their social-emotional, physical, and cognitive develop-
ment.4 In Rethinking the Brain: New Insights into Early Development, Rima Shore summarizes recent research on 
brain development in the fi rst three years of life and the implications for early childhood practice and policy.5 
In a seminal study of the benefi ts of early education and care, Lynn A. Karoly et al. emphasize “research fi nd-
ings that the great majority of physical brain development occurs by the age of three.”6 The authors examined 
nine programs serving children in the fi rst few years of life and found that “carefully targeted early childhood 
interventions can yield measurable benefi ts in the short run and that some of those benefi ts persist long after 
the program has ended.”7 Other researchers have found that “children who participate in high-quality early 
childhood education develop better language skills, score higher in school-readiness tests and have better so-
cial skills and fewer behavioral problems once they enter school…(they are) 40% less likely to need special edu-
cation or be held back a grade….Adults who participated in high-quality early childhood education programs 
during their preschool years are more likely to be literate and enrolled in post-secondary education and are 
less likely to be school dropouts, dependent on welfare or arrested for criminal activity.”8 

It is important to note that most of the research cited above is focused on children from low income families 
and/or from high risk groups. There is a great need for more research on the benefi ts of early education and 
care for middle income children. Schulman and Barnett have reviewed the limited research available and con-
cluded that middle class children also often lack access to high quality early childhood programs, and some 
do not have the skills needed to succeed in school when they enter. The authors also found that “high-quality 
prekindergarten has been effective in addressing these problems by enabling middle-income children to be 
better prepared for school.”9

What Has Been Done to Protect Our Children’s Health and Safety?

For many years, early childhood directors, parents, health practitioners, and public policy leaders have been 
concerned about the quality of health practices and safety issues in some early childhood programs. Health 
practitioners, government agencies, and the early childhood community have responded to these health and 
safety issues with several important initiatives at the national and state levels.

At the National Level… 

There have been many efforts at the national level, including those by the American Academy of Pediatrics, 
the Maternal and Child Health Bureau, Healthy Child Care America, Head Start, and professional associa-
tions such as the National Association for the Education of Young Children and the National Association for 
Family Child Care. For example:
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• The American Academy of Pediatrics, American Public Health Association, and National Resource 
Center for Health and Safety in Child Care collaborated to create the second edition of Caring for Our 
Children: National Health and Safety Performance Standards: Guidelines for Out-of-Home Child Care Programs in 
2002. This document has become the textbook for public policy, regulatory, technical assistance, and 
training initiatives at the national, state, and local levels. 

• The Maternal and Child Health Bureau (MCHB) in the U.S. Department of Health and Human Servic-
es is focused on the comprehensive physical, psychological, and social needs of maternal and child health 
programs. It has provided funding for a variety of early childhood health initiatives at the state and local 
levels. Through its Title V Block Grant program, states have implemented many programs to ensure the 
health of mothers, children, and children with special needs. In addition, the MCHB oversees the Women, 
Infants, and Children program, child health and safety programs, and programs for children with special 
health care needs. 

• The MCHB has also created two national projects to support state improvement efforts. The National 
Training Institute for Child Care Health Consultants at the University of North Carolina at Chapel 
Hill uses the train-the-trainer approach to prepare health consultant trainers. The National Resource 
Center for Health and Safety in Child Care at the University of Colorado Health Sciences Center pro-
vides technical assistance and resources to those interested in health and safety and early education 
and care. 

• Since 1990, the MCHB has also funded the Bright Futures program that offers a vision, philosophy, 
expert guidelines, and practical approaches for health supervision for children and youth from 
birth to 21 years of age. “Bright Futures is dedicated to the principle that every child deserves to be 
healthy and that optimal health involves a trusting relationship between the health professional, the 
child, the family, and the community as partners in health practice.”10 Working with interdisciplinary 
panels of experts in infant, child, and adolescent health, Bright Futures has published and dissemi-
nated Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents. Bright Futures 
provides materials and practical tools for health professionals, families, and communities, and also 
trains people from those three areas to work on children’s health issues. One example of its work 
is Bright Futures Family Pocket Guide, published by Family Voices at the Federation for Children with 
Special Needs. This guide provides a helpful reference for parents on children’s developmental stages 
and topics to address in well-child visits.11 Bright Futures emphasizes the concept of a medical home, 
defi ned as: “primary care that is accessible, continuous, comprehensive, family-centered, coordinated, 
compassionate, and culturally effective. In a medical home, a pediatric clinician works in partner-
ship with the family/patient to assure that all of the medical and nonmedical needs of the patient are 
met.”12

• Another government initiative was Healthy Child Care America (HCCA), created in 1995 as a ten-year 
program. The American Academy for Pediatrics joined the campaign as a partner with the Maternal and 
Child Health Bureau and the Administration for Children and Family’s Child Care Bureau. HCCA em-
phasized that families, child care providers, and health professionals can work together to “promote the 
healthy development of young children in child care and increase access to preventive health services, safe 
physical environments, and a medical home for all children.”13 One of the fi rst projects was to develop the 
“Blueprint for Action,” which provided local communities with fi ve goals and ten suggested action steps to 
address the goals. The goals included: safe, healthy child care environments; up-to-date and easily acces-
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sible immunizations; access to high quality health, dental, and developmental screenings and follow-up; 
health and mental health consultation, support, and education; and health, nutrition, and safety educa-
tion.14 States received grants to strengthen licensing regulations, improve programs, strengthen health 
consultant networks, and create access to medical homes for children. 

• The national Head Start program offers an instructive philosophy of providing comprehensive services to 
young children and their families. Head Start states that the focus of its health services is to prevent health 
problems whenever possible by carefully addressing the needs of enrolled children and that successful 
partnerships are the key to the success of this approach. Head Start Performance Standards require that 
providers work with families to:

• Establish a medical home for all children, 

• Ensure that children have a schedule of well-child care visits, 

• Track health care progress and treatment services and follow-up,

• Screen all children when they enter the program and ensure that screening procedures are sensitive 
to children’s cultural, linguistic, and developmental backgrounds,

• Encourage parents to take primary responsibility for their children’s health through education 
programs, assistance in how to enroll and participate in ongoing family health care and to apply for 
Medicaid, 

• Promote “positive, culturally relevant health behaviors that enhance lifelong well-being,”

• Develop and implement health and safety policies and procedures,

• Provide child nutrition and child mental health services, 

• Cultivate ongoing collaborative relationships with health care, mental health, and nutrition service 
organizations, and 

• Create a local health services advisory committee whose members represent the racial and ethnic 
groups served by the Head Start Program. The committee members help develop health policies 
and procedures and support the program’s goal of providing health care for children and families. 
Members can provide assistance in many ways, e.g., access health services; serve children with asthma; 
schedule tests; immunizations or dental visits; develop preventative measures for community health 
problems.15

• The other major efforts to set national standards related to health and safety have come from professional 
associations of early educators: the National Association for the Education of Young Children (NAEYC) 
and the National Association for Family Child Care (NAFCC) through their systems of accreditation 
standards and criteria. Both of these organizations set accreditation standards to defi ne high quality cen-
ter-based and family child care programs, and each includes standards and criteria specifi cally devoted to 
protecting children’s health and controlling infectious diseases, ensuring children’s nutritional well-being, 
maintaining a healthful environment, and promoting the development of healthy habits. According to 
NAEYC and NAFCC, 1,472 Massachusetts center-based programs, or 46% of the total number of centers 
in the state, and 52, or less than 1% of the total number of family child care providers in Massachusetts, 
have met the national NAEYC and NAFCC accreditation standards.16 When other accreditations in addi-
tion to NAEYC are considered, 53% of Massachusetts centers are accredited, according to the National 
Association of Child Care Resource and Referral Agencies.17 Barriers to achieving accreditation might 
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be that the process is expensive and time consuming; the criteria are very diffi cult to meet; the standards 
require provider educational credentials that are hard to attain; and, in some states, other standards of 
quality are available.

At the State Level…

Massachusetts has always seen itself as a leader in promoting high quality early education and care for young 
children in this state. Early childhood professionals are concerned that our state ranked only 18th in the 2007 
National Association of Child Care Resource and Referral Agencies (NACCRRA) report We Can Do Better: 
NACCRRA’S Ranking of State Child Care Center Standards and Oversight. Based on review of recent research in the 
fi eld and standards set by other groups such as NAEYC, NACCRRA set fi fteen standards for basic health, safe-
ty, and program quality and then reviewed each state’s and the Department of Defense’s child care licensing 
regulations against the standards. NACCRRA emphasized the following strengths in Massachusetts: require-
ments on parental involvement and communication, meeting NAEYC ratio requirements for fi ve of the seven 
age groups, requiring program activities to address four of the six developmental areas, and health and safety 
requirements addressing eight of the ten basic standards. Some weaknesses were educational requirements for 
center directors and teachers and infrequency of licensing inspection visits.18 

• State Regulations. Massachusetts has had detailed regulations regarding health practices and safety in 
place for group care and family child care programs for many years. The family child care regulations 
were last updated in 2003; the group care/school age regulations were updated in 1997, and early child-
hood standards were adopted in 2003. The Department of Early Education and Care currently is revising 
all these regulations and expects to release new draft regulations for public comment. It is important to 
note that early childhood programs operated by the public schools are exempt from these regulations.

 The current Massachusetts child care regulations include detailed health and safety sections on facility 
and equipment standards, playgrounds, general cleanliness, administration of medications, and specifi c 
components required in the health care policy.19 Providers are required to have regular training in CPR 
and fi rst aid. Massachusetts was one of the fi rst states in the country to include regulations for health con-
sultants, but to this day, the regulations do not require the consultants to make on-site visits. In practice, 
providers are cited for some problems related to the health and safety regulations, and injuries do occur. 
While the EEC regulations currently do not have detailed requirements for training in universal precau-
tions, the U.S. Occupational Safety and Health Administration regulations do require annual training, 
but the regulations are unmonitored and consequently have little enforcement. It has been suggested that 
very few centers know about this requirement or obtain the universal precautions training. 

 EEC staff told this project that some programs have excellent health policies and procedures in this area, 
and other programs have some problems. Moreover, early childhood staff would benefi t from more required 
training and opportunities to observe best practices in cleaning procedures and handwashing and how to 
supervise children closely. Family child care staff would benefi t from training on administration of medica-
tions. More care given to individual health plans for children would help center-based and family child care 
staff. Program staff would also benefi t from more regular state licensing oversight. Supervision is a very 
effective method of injury prevention. Supervisors need to guide staff performance in this area carefully. 
Classroom setup affects staff’s ability to supervise children adequately. If they can’t see the children, staff 
can’t intervene successfully to avoid injury.20 Again, research emphasizes that access to sinks in all classrooms 
is critical for proper handwashing, that safe classroom and playground environments are needed to protect 
children, and that more staff training on health and safety procedures would be very helpful.
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• Inspectional Visits. At the present time, Massachusetts licensers from the Department of Early Educa-
tion and Care generally only make inspectional visits to centers and family child care at the time of license 
renewal, which is every two years for centers and every three years for family child care. This practice is 
signifi cantly less than the NACCRRA recommendation of four inspectional visits per year to centers. In a 
working paper published by the National Bureau of Economic Research, Janet Curie and V. Joseph Hotz 
state that “having more than one mandatory inspection annually is associated with lower rates of accidents 
requiring medical attention.”21

• Head Start and Public Schools. While all but two Massachusetts Head Start programs fall within the 
EEC regulations, programs operated by the public schools are exempt. Programs operated in public 
schools are required to meet the Massachusetts Department of Education facility standards and local 
building, fi re, occupancy, and health standards. The Massachusetts Department of Education promulgat-
ed Early Childhood Program Standards for Three and Four Year Olds in 2003, but no enforcement mechanisms 
have been attached to these standards. 

• Resource and Referral Agencies. The Department of Early Education and Care also oversees the Child 
Care Resource and Referral Agencies. Some of the Resource and Referral Agencies have made strong ef-
forts to provide training and support around health and safety issues. An example is a partnership be-
tween Child Care Connections and the Department of Public Health’s Regional Consultation Program to 
train child care providers in inclusion of children with chronic illnesses.

• The Massachusetts Department of Public Health (DPH). DPH also has been involved in strengthening 
early childhood health and safety practices. DPH staff train health consultants. They are also working with 
their regional consultation programs and EEC to bring health care providers to the table with early educa-
tion and care professionals on training and other topics. DPH staff and others have identifi ed the need 
to address the inconsistency between DPH’s and the Board of Registration and Nursing’s regulations on 
medication administration with the requirements of the Americans With Disabilities Act and issues being 
raised at the Department of Early Education and Care. Also, DPH is completing a study of health consul-
tants in the state and expects to publish the fi ndings soon. 

• Community Partnerships for Children (CPC). The CPC Program, originally part of the Massachusetts 
Department of Education and now located within the Massachusetts Department of Early Education and 
Care, emphasizes the need for providers to become accredited through NAEYC or NAFCC, or to obtain 
the Child Development Associates credential, and supports local communities in providing technical assis-
tance and funding for providers to become accredited. A few local CPCs also have chosen to fund health 
consultants in their communities. 

While impressive and representative of the efforts of many hardworking and skilled professionals, these na-
tional and state initiatives to set standards have not yet resulted in the deep and broad systemic improvements 
needed for health and safety practices to become the cornerstone of high quality early education and care in 
Massachusetts. 
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III. Cornerstones: A New Study to Strengthen 
the Integration of Health and Safety into Early 
Education and Care Programs in Massachusetts
With generous support from the Hood Foundation and an anonymous donor, the Schott Fellowship in Early 
Care and Education and the Bessie Tartt Wilson Children’s Foundation co-sponsored a project and worked 
with a distinguished advisory committee to answer several questions:

• What are the health practices in early childhood programs in Massachusetts? 

• What policy, training, and support recommendations would make a difference?

• Are there two to three factors which, if prioritized, would indicate signifi cant positive change in health 
and safety practices in early education and care programs?

To do this work, we engaged in three approaches: 

• First, we prepared an extensive literature review, which provided an overview of signifi cant national and 
state standard setting efforts, and summarized current research in four important areas of health and 
safety: child care health consultants, general cleanliness/overall safety/playgrounds, administration of 
medications, and individual health plans for children with medical needs.

• Second, over 50 people participated in a one-day forum that provided an overview of successful health 
practices in Connecticut and other states, summarized data about the status of health practices in Massa-
chusetts, and presented preliminary fi ndings from a new survey of health consultants in Massachusetts. 

• Third, a distinguished advisory panel comprised of 28 experts and other key child health care informants 
from the academic, government, and provider communities in Massachusetts met several times to review 
current issues and research fi ndings related to health and safety and to prioritize several key areas for 
reform. The group achieved consensus on the recommendations found at the end of this report. 

During this process, we studied current health and safety practices in center-based and family child care 
homes in Massachusetts and reviewed signifi cant research fi ndings from across the country (please note that 
this report includes only a few research studies on Head Start and no data on public school programs). We 
wanted to see how well our children are protected in their early childhood programs and to determine what 
steps should be taken to prevent injuries or infections in the future as more and more children enter early 
childhood programs.
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IV. What Are the Health and Safety Practices in 
Early Childhood Programs in Massachusetts?
After reviewing the research and considering the input from experts and informants from across the state, the 
Advisory Committee on Health Practices agreed upon fi ve major fi ndings. 

1.  While there are few reported incidents of health and safety problems, Massachusetts programs 
sometimes place children in unsafe environments and/or expose them to infection unnecessarily.

While Massachusetts center-based and family child care programs do meet the basic state licensing standards, 
signifi cant numbers fail to meet higher quality national standards for health and safety, according to a new 
report commissioned by the Schott Fellowship in Early Education and Care and conducted by Nancy L. Mar-
shall, Senior Research Scientist and Associate Director, Wellesley Centers for Women.

The Massachusetts Early Care and Education Health Report draws on data from a series of studies known as The 
Massachusetts Cost and Quality Studies, which were conducted between 1999 and 2003, and includes data from 
random samples of 90 center-based preschool classrooms, 102 center-based infant classrooms, 104 center-
based toddler classrooms, and 203 family child care homes. For each of these samples, data is available on 
observed health and safety practices. The report includes data from centers from all regions of the state, from 
not-for-profi t and for-profi t centers, and from programs serving a variety of children and their families. Head 
Start and programs operated in the public and private schools were not included in the study, but some of the 
general fi ndings may also be relevant to them. Centers and family child care homes were drawn from across 
the state in direct proportion to each region’s market share; that is, their likelihood refl ected the number of 
children they served, relative to the number of children served by other centers in their region of the state. 

Observations were conducted to measure the quality of care in centers and family child care homes. In centers 
with more than one classroom serving the age group of interest, a single classroom was randomly selected in 
each of the centers in the samples. Specially-trained data collectors observed classrooms and family child care 
homes (FCCH) for three to four hours, working with center staff and FCCH providers to select a time that 
was convenient for the programs and that was typical of the usual care environment for that setting. Data was 
collected by trained observers. In preschool classrooms, they used the Early Childhood Environment Rating 
Scale – Revised Edition (ECERS-R). In infant and toddler classrooms, the observers used the Infant/Toddler 
Environment Rating Scale (ITERS), and in family child care, they used the Family Day Care Rating Scale 
(FDCRS).

The observers were master’s-level professionals, with experience in early childhood education or related fi elds. 
The observers participated in 20 hours of classroom training, followed by a minimum of four practice visits 
with the trainer (about fi ve hours each), for a total of at least 40 hours of training.

The charts on the following pages summarize the fi ndings regarding general health and safety practices. 
Please note that these charts do not include data from Head Start or public or private school programs. In ad-
dition, the EEC licensing regulations for family child care were revised and the new preschool standards were 
implemented after the data was gathered for this report, so that higher quality health and safety practices in 
family child care and centers might be more widespread.
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General safety practices include:

• Removing potential hazards, 

• Adequate pro-active supervision 
to protect children’s safety and 
prevent problems, 

• Availability of essentials needed to 
handle emergencies (telephone and 
emergency phone numbers on site, fi rst 
aid kit, written emergency materials 
posted, at least one staff person trained 
in pediatric fi rst aid).

Safety Practices

Percent Failing to Meet Standards

General health practices include:

• Handwashing, 

• Washing mouthed toys daily, 

• Individual washcloths/towels/combs 
for children,

• Wet or soiled clothes and diapers 
changed.

Health Practices

Percent Failing to Meet Standards

Standards include:

• Meals and snacks meet USDA nutritional 
guidelines and are well balanced;

• Children’s food allergies and dietary 
restrictions are accommodated;

• Adults and child hand-washing before 
meals/snacks;

• Food surfaces are clean and sanitary;

• Atmosphere is non-punitive (i.e., staff do 
not force children to eat);

• In centers most staff sit with children at 
mealtimes; and

• There is a pleasant social atmosphere 
at mealtimes.

Meals and Snacks

Percent Failing to Meet Standards
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Standards include:

• Ample indoor space for children and 
adults,

• Good ventilation and lighting,

• Space and furnishings maintained and 
in good repair,

• Room arrangement facilitates safe use 
of space,

• For infants and toddlers age-appropriate 
furnishings and furnishings available for 
individual care.

Space and Furnishings

Percent Failing to Meet Standards

other (for example, children could ride 
tricycles through the ball-play area).

• In one-third of centers serving 
pre-schoolers, while supervision was 
adequate to protect children’s health 
and safety (e.g., enough staff present 
and positioned around the play area), 
the staff did not act to prevent danger-
ous situations before they occurred or 
assist children in their use of equipment to 
develop gross motor competencies (such as 
helping children learn to pump a swing).

Physical Activity
More than half of centers serving preschool-
ers did not meet the Good benchmark for 
physical activity. They either:

• did not provide indoor space for active 
play when the weather prohibited outdoor 
play, 

• The outdoor play space that was on the 
same level and near the classroom

• Organized the space in such a way that 
physical activities interfered with each 

• Another third of homes (36%) provided 
space for active physical play, but not 
every day or for limited time periods 
(less than an hour a day).

Physical Activity
• One-third of family child care homes (33%) 

did not provide safe space for active physi-
cal play, or did not provide safe materials 
for active physical play.
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Problems were more acute in infant and toddler programs and family child care than in preschool programs. 
Signifi cant areas of concern were related to: adult and child handwashing, adequate supervision of children, 
setup of program space to allow for adequate supervision of children at all times, space and furnishings main-
tained and in good repair, inadequate or unsafe indoor or outdoor space for physical activity, nonpunitive 
atmosphere, and pleasant interactions between staff and children. 

Other research provides a picture of health practices across the country. While the research was primarily 
focused on center-based and family child care programs, the issues raised may also be relevant for Head Start 
and programs operated by the public schools.

Overall, research fi ndings show that:

• Children in child care settings do pick up infections, but most of the infections are mild and diminish the 
longer the child is in a program.22 It should be noted, however, that children with chronic conditions can 
be adversely affected by minor infections. Colds can become serious medical problems for children with 
asthma or HIV. Other recent studies show that children who participated in early childhood programs 
had fewer respiratory illnesses, common colds, and asthma in early school years than children who were 
not in child care programs.23 These studies and others have documented that handwashing, use of hand 
sanitizers, training of staff in infection control mechanisms, aseptic nose-wiping, using an alcohol-based 
oily disinfectant, keeping the child care centers clean, and washing toys regularly reduce the spread of 
infection in child care programs.24

• All existing evidence suggests that children are as safe, on average, while in child care settings as they 
are while being cared for in their home.”25 Injuries still happen to young children in child care settings, 
although “children are less likely to be injured in licensed child care than at home.”26 Other research has 
found that injuries occur in all environments and that children’s social-emotional status, staff supervision, 
faulty equipment, and poor classroom layout contribute to the injury rate. Staff/child ratios, staff stability, 
and staff educational levels also have measurable effects on injury rates.27

• Well-maintained equipment and high quality facilities also help prevent injuries and illness. The Local 
Initiative Support Corporation offers many helpful publications in this area. Equipping and Furnishing 
Early Childhood Facilities provides useful guidance in planning a classroom; developing activity areas and 
learning centers, including planning for children with disabilities; identifying furnishings and equipment 
needed; and guidelines for purchasing furnishings.28 The Early Childhood Physical Environment Checklist 
provides standards for high quality facilities that promote children’s health and safety, offer a good work-
ing environment for staff, and provide family-friendly space for parents. The Checklist provides standards, 
criteria, and a rating scale for the building exterior and entry, program support space, children’s spaces, 
and outdoor play areas.29 

• The National Program for Playground Safety, the American Academy of Pediatrics national child care 
illness exclusion guidelines, and the national Back to Sleep campaign to decrease sudden infant death 
syndrome all offer specifi c recommendations to enhance our children’s health and safety. 

• Massachusetts can learn from model programs in other states such as the following:

• North Carolina – Their new playground regulations have been shown to be effective in reducing inju-
ries.30

• California – The Child Care Health Advocate Program trains early childhood teachers to become 
health advocates and spend several hours per week outside of the regular classroom in early child-
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hood programs to focus on improving health policies and practices. They have helped programs 
improve health and safety practices, keep up-to- date health records, and provide training to program 
staff on ways to improve child health and safety.

2.  More children with special medical and developmental problems are enrolling in early childhood 
programs and some program staff are not suffi ciently equipped to serve them properly.

More and more child care providers are faced with issues related to serving children with special medical 
or developmental problems. According to the National Survey of Children with Special Health Care Needs, there 
are 221,840 self-reported children in Massachusetts with special health care needs.31 A 2001 National Health 
Interview Survey found that almost 7% of children ages 0-4 have a medical issue requiring regular use of 
prescription medicine for at least 3 months.32 Increasing numbers of children are being diagnosed with and 
receiving medications for Attention Defi cit Disorder, Attention Defi cit Hyperactivity Disorder, diabetes, 
and asthma, and increasing numbers of children need special medical equipment. 

The Americans with Disabilities Act requires child care providers to make accommodations to integrate chil-
dren with special medical needs into their programs. Most providers will attempt to serve these children, but 
lack the skills and/or number of staff to do so in a safe manner. Children with developmental delays, seizure 
disorders, atopic diseases, asthma, diabetes, or many other medical problems may require medication or help 
with specifi c medical equipment in the child care setting. Families are seeking early childhood programs 
where staff are equipped to address the special health care needs of children with G-tubes, colostomies, or 
those in need of suctioning, using nebulizers, etc. It is critical that relevant state offi cials, health care consul-
tants, parents, and early childhood staff work closely together to serve the needs of these children. EEC has 
made fl ex pool funding available to increase staffi ng for programs serving children with signifi cant health 
and special needs, and DPH has the regional support programs mentioned above to help develop plans for 
children transitioning to preschools and schools. 

Many Massachusetts providers, however, have had little or no training in medication procedures or serving 
children with G-tubes, nebulizers, or other special medical equipment. While child care providers who are not 
medical or health care personnel are giving medications to and serving young children with special medical 
needs in their programs on a regular basis, EEC does not have any licensing requirements for specifi c training 
in this area. Researchers in other parts of the country have found that some providers have given the wrong 
dosages, no dosage, or late dosages of both over-the-counter and prescription medications.33 Sometimes, 
families of children with food allergies do not give child care providers any medicine to use in emergencies 
and, while providers may be familiar with EpiPens, many do not know how to use them correctly.34 Staff do not 
always know symptoms and triggers of asthma. In Massachusetts, there are several different sets of regulations 
governing the administration of medications and issues related to the delegation of responsibility to child care 
staff to administer medications. 

Connecticut offers two promising practices that might be relevant for Massachusetts policy makers seeking to 
strengthen early childhood staff expertise in this area. Connecticut has developed uniform standards in ad-
ministration of medications and a mandatory requirement that one staff person in each center-based program 
successfully participate in a training program on administration of medications. At least one of the training 
programs offered in Connecticut includes sections on serving children with nebulizers, but that program does 
not cover the use of other medical equipment. Connecticut regulations do require that children with special 
health care needs have an individual plan of care that includes information on how staff are to care for them. 
The individual plan of care would cover the use of special medical equipment. Of course, any mandated train-
ing program would have to address the problem of staff turnover. In addition, Connecticut has implemented 
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a uniform statewide health assessment for all children entering early childhood programs. There are sections 
for the parent, child care provider, and health care provider to complete, so that all parties share essential 
information on the child’s health with each other.35 

Other models and resources that might be helpful for Massachusetts are Head Start individual health plans 
applicable for all young children, asthma action plans developed by the Asthma and Allergy Foundation of 
America for children with asthma or allergies, and materials provided by the American Diabetes Association 
for children with diabetes and the Food Allergy and Anaphylaxis Network for children with food allergies. 

3. Massachusetts early childhood providers and child care health consultants are not working togeth-
er as effectively as they could.

Child Care Health Care Consultants (CCHCs) offer a variety of benefi ts to early childhood providers. As part 
of a 2006 literature search published by the Healthy Child Care Consultant Network Support Center at the 
Education Development Center, the authors concluded: 

 CCHCs can support ECE (early education and care) programs with best practices for teaching good 
health behaviors and creating safe environments; ECE providers can assist health professionals with early 
identifi cation of children’s health and social-emotional needs…. (p. 2)36 

They found positive outcomes in many studies in several general areas:

• “Policy – Child care health consultation appears to have a positive impact on the development and use of 
standards-based health and safety policies in ECE programs…” (p. 31) 

• “Practice: Child care health consultation appears to be effective in promoting specifi c health practices in 
ECE programs including nutrition and safe food handling, infection control (handwashing, diapering, 
and toileting procedures), infant sleep position, and safe and active play.” (p. 31) 

• “Regular Sources of Care: ECE programs that receive health consultation had improvements in the 
percentage of enrolled children with up-to-date immunizations, as well as children with a medical home, 
dental home, and a well-child physical exam on fi le.” (p. 3)

• Consultation: “‘Lessons learned’ from multiple consultation sites suggest that a trusting, mutually re-
spectful relationship between a consultant and the ECE program director is a critical element in effective 
consultation practice.” (p. 3)

Massachusetts needs to do more in order to achieve the outcomes from CCHCs as listed above. While our 
licensing regulations require that center-based programs have a child care health consultant, there is no such 
requirement for family child care providers or systems. Moreover, our regulations do not require CCHCs to 
make site visits. The only current requirements are for CCHCs to approve the program’s health care policy 
and review changes, be available for consultation as needed, and approve fi rst aid training for staff. 

In 2006, the Massachusetts Child Care Health Consultant Study was conducted by Glenwood Research, under 
the direction of DPH and EEC. [Note: data from this study has not been fi nalized, so it should be regarded as 
very PRELIMINARY.]37 Over half of Massachusetts child care health consultants who responded to the survey 
were registered nurses (52%), followed by physicians (38%), nurse practitioners (9%), and physicians assistants 
(1%). Preliminary results from the study are as follows:

• Seventy-two percent of CCHCs surveyed reported visiting programs once a year or more. However, a visit 
was not necessarily defi ned as health and safety related. For example, less than 40% reported assessing hy-



CORNERSTONES: STRENGTHENING THE FOUNDATION OF HEALTH AND SAFETY IN EARLY EDUCATION AND CARE 

16

giene practices, environmental safety and hazards, and/or contents of the fi rst aid kit. Only 34% reported 
supporting inclusion of children with special health care needs. 

• Seventy-six percent of consultants were uncompensated. 

• Review/approving and development of health policies and approving fi rst aid policies were the most fre-
quent consultant roles. 

• Consultants provided training to programs in a number of areas including infectious diseases, CPR/fi rst 
aid, nutrition, safety, and allergies/asthma.

• Consultants identifi ed the most important health and safety areas to be addressed as: infection control, 
safety and injury prevention, and staff education/training/experience about health and safety issues.

• As illustrated in the table below, consultants who were compensated provided signifi cantly more assistance 
to programs than those who were not compensated. 

Preliminary Findings

TYPE OF ASSISTANCE PROVIDED BY THE CCHC NOT COMPENSATED
 COMPENSATED

Assist in the development of the program’s health care policy 64% 77%

Review and approve the health care policy  93% 96%

Approve any changes made to the health care policy  85% 96%

Approve fi rst aid training curriculum for staff  53% 77%

Provide training for the program 22% 64%

Identify needed resources 48% 77%

Review of health records/immunizations of individual children 15% 61%

Distribute information on specifi c health topics 36% 80%

Provide support for inclusion of a child with special needs 24% 68%

Provide in-person assessment of environmental safety and hazards 30% 66%

Provide in-person assessment of hygiene practices 31% 61%

Communicate with parents about individual child issues 13% 64%

Provide in-person approval of fi rst aid kit 32% 58%

CCHCs have identifi ed four possible ways to address their concerns: more staff training, enhanced guidelines 
and clearer defi nition of the role and responsibilities of CCHCs, parent education, and more on-site supports, 
both in terms of consulting and concrete resources, e.g., sinks in the classrooms. Other supports needed by 
CCHCs are compensation, training, clear regulations, and additional resources.
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4. There are a variety of communication problems among those concerned about health and safety 
practices and policies.

Physicians and early childhood providers alike express concern about the lack of communication both be-
tween themselves and with parents regarding the specifi c health needs of young children. Misunderstanding 
and misinformation about the federal Health Insurance Portability and Accountability Act and other privacy 
requirements present barriers to the fl ow of information to those who need it. The current system requires 
that parents sign separate informed consent forms both at the doctor’s offi ce and at the child care program in 
order to allow health care and early childhood staff to share information. Since CCHCs do not visit programs 
on a regular basis, early childhood staff often do not have the opportunity to develop strong working relation-
ships with the health care providers and thus are hesitant to call them when they have a situation needing 
expert medical advice. Health care and early childhood providers report that they often do not reach out to 
parents enough to ask for information about their children’s health, or to share information that the providers 
have in their possession. The three groups do not get together for training or discussion on topics of concern 
to all of them, i.e., standards for exclusion of ill children or proper handwashing and cleaning procedures. 

In addition, information is not widely or effectively distributed about national standards in various health 
practices and ways to implement them in doctors’ offi ces, in early childhood programs, and at home. For 
example, the National Academy of Pediatrics published national child care illness exclusion guidelines in 
1992 and revised them in 2002, but use of these guidelines does not seem to be widespread. In a 2005 study 
of the knowledge and beliefs of these guidelines held by parents, pediatricians, and center-based providers, 
Copeland, et al. found that all three groups were not familiar with recommendations on at least four of ten 
common illnesses or conditions. In fact, more than half of the pediatricians had not seen the guidelines; most 
parents and providers had seen their program’s policies, but information was not available on whether they 
had seen the national guidelines. All three groups “overestimated the effectiveness of exclusion to prevent 
disease.”38 Moreover, as Nancy Marshall pointed out in her research cited above, trained observers noted poor 
handwashing and cleaning techniques in programs, in spite of the fact that the national accreditation stan-
dards are very clear in these areas. 

Finally, policy makers in Massachusetts do not communicate with each other as well as they might regarding 
health and safety practices. For example, DPH, EEC, and the Board of Registration in Nursing need to work 
together to clarify discrepancies and strengthen their regulations related to administration of medications 
in child care programs. DPH and EEC have a common agenda in addressing issues related to playground 
safety, CCHCs, and other early childhood matters. The Department of Education and EEC should collaborate 
on uniform health assessment forms that could provide useful data for both agencies in future health care 
planning for the children in their care. All agencies listed above should join together to develop better 
mechanisms to share information about children’s health care needs. 

Again, lessons may be learned from other states. Connecticut offers a useful lesson in planning at the 
state level. A Healthy Child Care Connecticut Coordinating Committee was formed and includes over 50 
representatives from health care, early education and care, state agencies, higher education, private for-profi t 
and non-profi t agencies, professional organizations, advocates, and families. The collaboration and systems 
thinking of this group have provided the groundwork for systems development and systems change in the 
areas of health care consultation to early childhood programs, medication administration, and the new 
state health assessment form. 
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5. There is a serious need for ongoing training and change in health care practices. 

Members of the Advisory Group and participants at our one-day forum talked about the signifi cant gaps in 
health and safety training opportunities in the state and expressed the need for new training programs for 
center-based and family child care providers and public school staff. Parents should be included as much as 
possible so that home practices are consistent with those in early childhood programs. The following training 
topics have been identifi ed as priority needs:

• Positive supervision

• Effective procedures for hand hygiene

• Proper cleaning procedures

• Planning the environment and arranging space

• How to select and maintain your equipment

• How to recognize and eliminate hazards in the early education and care environment

• How to address behavior issues

• Nutrition

• Administration of medication and use of special medical equipment

Early childhood leaders emphasize that child care providers are already stretched to the limit in terms of 
requirements on their time. Any training initiatives must be provided at or near program sites and must be 
offered in such a way as to not be an additional burden for program staff. Emphasis must also placed on the 
need to address concerns of families of children with disabilities, language barriers, and cultural differences 
and in the ways families address health and safety issues in any training initiatives. Finally, Massachusetts early 
childhood leaders have noted that family child care systems and resource and referral agencies are excellent 
resources to use in providing training for individual family child care providers. 
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V. What Policy, Training, and Support 
Recommendations Would Make a Difference?
After a review of the literature and additional information and recommendations provided by other experts, 
our Advisory Committee agreed on the following general principles to guide future work to improve health and 
safety policies and practices: 

• All improvements in health and safety practices and policies should be designed to strengthen communi-
cations among parents, health care providers, and early education programs and to encourage each group 
to respect each other’s views.

• All health and safety practices and policies should ensure accessibility for all children, address the needs 
of children with disabilities, and address the special health needs of children. 

• All health and safety practices and policies should respect the ethnic and cultural practices of families 
served in early childhood programs.

• All improvements in health and safety should be based on sound research.

After reviewing the general fi ndings described above, the members of the Advisory Committee on Health and 
Safety Practices came to the following conclusions on major issues that need to be addressed to build better 
health and safety practices in Massachusetts.

1. Improved statewide planning would enhance effectiveness. Massachusetts lags behind other states, 
such as Connecticut, in developing the capacity for statewide early childhood health and safety planning 
across disciplines. We need to fi nd a mechanism to invite all important stakeholders, including parents, 
government offi cials, representatives from the higher education community, public school offi cials, early 
childhood providers, the health care community, private funders, and others to come together to conduct 
joint planning. Issues to be addressed include: setting priorities among many signifi cant needs and prob-
lems of confl icting, outdated, or inadequate regulations and laws; developing new statewide programs; 
identifying funding sources; and advocating for and obtaining the money needed to make the changes 
necessary to protect our young children. There is a signifi cant need for parents who have direct experi-
ence in early childhood programs and representatives from the diverse linguistic, ethnic, and cultural 
communities served by the early childhood fi eld to have major roles in any new statewide planning coun-
cil. 

2. Public education is essential. Key decision makers and stakeholders are uninformed about the extent 
of problems related to health and safety practices in early childhood programs and are unfamiliar with 
the standards for high quality health and safety practices. Leaders in early childhood education and care, 
health, higher education, and government are very familiar with the narrow issues related to their particu-
lar area, but do not have an overview of the general problems and what to do to address them. Early child-
hood directors and staff may be familiar with the accreditation standards, but they do not always under-
stand why it is so important for them or the children in their care to wash their hands at all the times as 
suggested in the standards. Some teachers and family child care providers question why it is so important 
to emphasize handwashing, cleaning, and sanitizing over the many other responsibilities they are asked 
to assume. Many national experts have spent a great deal of time, money, and effort in creating quality 
standards in such areas as exclusion of ill children or playground safety, but their message is not reaching 
the people who would actually implement these standards. 
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3.  Communications must be clearer. There is a critical need to strengthen communication among health 
care providers, early childhood providers, and parents. Each group can provide signifi cant insights regard-
ing the health and safety of children in their care. Parents are the primary caregivers, and all methods 
of communication must recognize and respect this fact. Programs should offer ways for families to be 
engaged in the development of health and safety practices and should reach out to families to learn about 
their cultures and practices at home in order for everyone to be consistent with young children. Effort 
must be made to overcome the intricacies of the myriad laws and regulations governing privacy and the 
sharing of information. A goal of effective communication is to create a system where a health care pro-
vider can e-mail a child’s health record or instructions for a new medication to the parent and to the early 
childhood provider. 

4. Hand hygiene must be better understood and more consistently practiced. Proper handwashing 
offers the best opportunity to reduce the spread of infection in child care programs. However, staff and 
children are not washing their hands adequately or at all the right times. Sinks are not generally available 
in classrooms. Current early childhood regulations do not allow the use of hand sanitizers, which have 
been proven to be effective in reducing the spread of germs in certain settings. 

5. There must be more focus on staff training. Changes must be made to address specifi c weaknesses in 
health and safety practices across the state. Inadequate staff supervision on playgrounds, lack of positive 
staff guidance for young children, or lack of knowledge on how to serve a child with a G-tube can be ad-
dressed by more effective training or by incorporating information on specifi c health and safety practices 
into higher education curricula. The problem of untrained early childhood teachers and family child care 
providers being asked to administer medication or use special medical equipment to address the needs of 
children with special health care needs requires a more signifi cant response in terms of needed changes 
in regulations and development of a new statewide curriculum.

6. The Massachusetts “system” of child care health consultants must be strengthened. Our system of 
child care health consultants is not providing the kinds of results seen in other states. Child care health 
consultants are not available for family child care providers and, for centers, they are not meeting the 
needs identifi ed by both the health care providers and the early childhood staff. Although CCHCs are 
performing the tasks required by EEC regulations, they are often not visiting the programs enough to 
obtain a full understanding of program needs or developing strong enough relationships with early 
childhood staff for the directors or teachers to feel comfortable calling them with health care questions. 
A new research report described above shows that, in many cases, Massachusetts center-based and family 
child care providers have not incorporated the use of standards-based health and safety practices. CCHCs 
could do much more to address infection control, promote proper handwashing and safe food handling, 
prevent injuries through safe and active play, provide training, and provide information on special medi-
cal problems such as asthma to help programs include children with special medical needs. Lack of 
funding for compensation is a signifi cant issue, as is the lack of requirements for CCHCs to visit programs. 
CCHCs need more training in the goals and practices of early childhood programs. Early education and 
care providers need more training on how to use CCHCs and more on-site support.

7.  Investing in facilities and equipment must not be deferred. There are capital needs in early education 
and care programs. The research is clear. Having sinks in classrooms encourages proper handwashing 
procedures, which, in turn, reduce spread of infections in programs. Having classrooms laid out so that 
staff can see children wherever they are in the room is critical for adequate staff supervision. In a signifi -
cant number of programs, classroom or playground equipment is broken and in need of replacement or 
repair. 
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Recognizing limited funds and resources

It will be expensive to address all the areas listed above. Experts are forecasting a slowdown in the national 
economy. The war in Iraq and the American intervention in Afghanistan, homeland security, and interest on 
the national debt are draining the national budget for domestic programs. Our elected offi cials are work-
ing to address a signifi cant defi cit in the state budget. There are many competing demands for limited state 
and federal dollars. In the past few years, community, government, and business leaders have recognized the 
importance of and placed increased emphasis on early education and care. However, there are competing 
demands for the limited resources available for early childhood programming. Reducing the wait list, full-day 
kindergarten, universal Pre-K, rate increases to cover infl ation and needed quality improvements, workforce 
development, assessment – these are just some of the important areas that advocates are seeking to address. 
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VI. What Two or Three Factors Would, If 
Prioritized, Indicate Signifi cant Positive Change 
in Health and Safety Practices in Early Education 
and Care Programs?
Recognizing that we are operating in a world of limited resources and that there are many other possible areas for attention, 
we, the Advisory Committee on Health and Safety Practices, make the following recommendations in four high priority ar-
eas to strengthen health and safety policies and procedures in all Massachusetts early childhood settings. We see these health 
and safety efforts as the cornerstone of a high quality early education and care program. 

1. Create a STATEWIDE COORDINATING COUNCIL to develop, implement, and advocate for improve-
ments in health and safety practices and policies. Encourage the Massachusetts Secretary of Health and 
Human Services, the Department of Public Health, and the Department of Early Education and Care to 
take the lead in such a council. The proposed council may decide that a public education campaign is 
needed to educate early education and care providers, policy makers, parents, and the health care com-
munity about health and safety issues in early education and care programs. Council members will be 
responsible for identifying operational and capital funding needs for health and safety improvements, 
identifying potential public and private funding sources, and advocating for the allocation of needed 
funds. In order to keep all stakeholders fully informed of progress, it is recommended that the council 
submit an annual report to the Legislature.

2. Implement more effective HAND HYGIENE PROCEDURES and oversight mechanisms to prevent 
infections and spread of infectious diseases. Initiate a public education campaign on what is effective hand 
hygiene and why it is important. Train all early childhood staff and children on effective handwashing 
procedures and implement these procedures in all programs. Install hand sanitizers in all early childhood 
program settings for all adults to use, and train all adults in the use of the sanitizers. Installation of sinks 
in all classrooms for use by adults and children should be a priority for capital funding. 

3. Ensure that all early education and care providers have access to a qualifi ed and well trained CHILD 
CARE HEALTH CONSULTANT on a regular basis. CCHCs should be on-site at least twice per year, 
train program staff on ways to improve child health and safety, help programs to improve health and 
safety practices, review and approve programs’ health care policies, keep up-to-date health records, and 
provide specifi c guidance on meeting the individual needs of children with disabilities and special medi-
cal problems. 

4. Create and implement a UNIFORM HEALTH ASSESSMENT FORM for all children in early educa-
tion and care programs statewide; use individual health plans for children with special medical needs, 
and train CCHCs, parents, and provider staff on how to develop and use these forms/plans. Enhanced 
communications among parents, early education and care providers, and health care professionals will be 
essential for successful implementation and use of the health assessment forms.



CORNERSTONES: STRENGTHENING THE FOUNDATION OF HEALTH AND SAFETY IN EARLY EDUCATION AND CARE 

23

All of these recommendations will require additional funding, including capital funds, and it is critical that 
the new coordinating council assume major responsibility for obtaining resources from public and private 
sources. Strong leadership will be needed from pubic offi cials and early childhood professionals to work out 
the details and implement these recommendations. Efforts to implement health and safety improvements 
should also be coordinated with initiatives to support children’s social and emotional development. Advisory 
members also emphasize that the new draft EEC regulations offer a signifi cant opportunity to improve health 
and safety practices in many areas, including but not limited to the recommendation areas above.
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VII. Conclusion
This project has identifi ed the need to improve health and safety practices as the cornerstone of high quality 
early education and care in Massachusetts. There are challenges such as the lack of communication among 
health care professionals, early childhood staff, and parents, or the lack of training for staff in such areas as 
how to supervise children in playgrounds or how to serve children with disabilities. There is also a signifi cant 
commitment from some health care experts, government offi cials, early childhood professionals, and higher 
education representatives to make changes in the foundation of early childhood programming to make sure 
that Massachusetts children are safe and healthy. The Advisory Committee on Health and Safety Practices 
has agreed upon four basic recommendations which, if implemented, will go a long way towards establishing 
a coordinated approach to planning for children’s health and safety, reducing the spread of infection in early 
childhood programs, and providing safe environments for children with special medical needs. While imple-
mentation of these reforms will require strong leadership and commitment of some additional resources, the 
resulting improvements will truly form the foundation of high quality early education and care in the Com-
monwealth.



CORNERSTONES: STRENGTHENING THE FOUNDATION OF HEALTH AND SAFETY IN EARLY EDUCATION AND CARE 

25

ENDNOTES

1 Shonkoff, J.P., & Phillips, D.A. (Eds). (2000). From neurons to neighborhoods: The science of early child 
development. Washington, DC: National Academy Press. 

2 Shope, T.R., & Aronson, S. (2005, March). Improving the health and safety of children in nonparental 
early education and child care. Pediatrics in Review, 26, 86-95. 

3 Massachusetts Department of Early Education and Care. (2005, September 6). Overview and FY 06 
policy projects. Retrieved December 18, 2006, from http://www.eec.state.ma.us/docs/DEECPublic
Presentation20050906.pdf 

4 See note 1. Shonkoff & Phillips. 

5 Shore, R. (2003). Rethinking the brain: New insights into early development (Rev. October 2003). New York: 
Families and Work Institute. 

6 Karoly, L.A., et al. (1998). Investing in our children: What we know and don’t know about the costs and benefi ts of 
early childhood interventions: Summary. Rand Corporation. Retrieved March 21, 2007, from 
http://www.rand.org/pubs/monograph_reports/MR898/ 

7 See note 6. Karoly et al.

8 Early Education for All. Investing in early education is essential. Retrieved December 19, 2006, from 
http://www.strategiesforchildren.org/eea/3research_summaries/06_ECEInvestEssential.pdf 

9 Schulman, K., & Barnett, W.S. (2005, March). The benefi ts of prekindergarten for middle-income children: NIEER 
policy report. New Brunswick, NJ: The National Institute for Early Education Research. 

10 Bright Futures at Georgetown University. About Bright Futures. Retrieved March 21, 2007, from 
http://www.brightfutures.org/about/index.html 

11 Anderson, B., Cruz, K., & Popper, B. (2001). Bright Futures family pocket guide: Raising healthy infants, children, 
and adolescents. Boston, MA: Family Voices. 

12 The National Center of Medical Home Initiatives for Children with Special Needs. What is a medical home? 
Retrieved March 21, 2007, from http://www.medicalhomeinfo.org/ 

13 American Academy of Pediatrics. Healthy Child Care America. Retrieved January 2, 2007, from 
http://www.healthychildcare.org/hcca_info.cfm

14 American Academy of Pediatrics. Healthy Child Care America. Blueprint for action. Retrieved January 2, 
2007, from http://www.healthychildcare.org/pdf/BlueprintOriginal.pdf 

15 U.S. Department of Health and Human Services, Administration for Children and Families, Early Child-
hood Learning and Knowledge Center. Head Start health services. Retrieved December 21, 2006, from 
http:www.eclke.ohs.acf.hhs.gov/hslc/ecdh/Health/Reference%20Center/Publications%20a 

16 National Association for the Education of Young Children. Accreditation. Retrieved January 8, 2007, from 
http://www.naeyc.org/accreditation/; National Association for Family Child Care. National Association for 
Family Child Care accreditation brochure and What is NAFCC accreditation? Retrieved December 19, 2006, 
from http://www.nafcc.org/accreditation/accreditation.asp 



CORNERSTONES: STRENGTHENING THE FOUNDATION OF HEALTH AND SAFETY IN EARLY EDUCATION AND CARE 

26

17 National Association of Child Care Resource and Referral Agencies. 2007 child care in the state of 
Massachusetts. Retrieved March 20, 2007, from http://www.naccrra.org/randd/data/docs/MA.pdf

18 National Association of Child Care Resource and Referral Agencies. (2007). NACCRRA’s ranking of state 
child care center standards and oversight. Retrieved March 21, 2007, from http://www.naccrra.org/policy/
docs/scorecard/Scorecard.pdf 

19 Section 102 Code of Massachusetts Regulations 7:00. Standards for the licensure or approval of group day care 
and school age child care programs. Retrieved October 16, 2006, from http://www.eec.state.ma.us/docs/
group_school_regs.pdf 

20 Personal telephone interview with David McGrath, EEC staff, on January 2, 2007, with Marty Cowden.

21 Currie, J., & Hotz, V.J. (2001, January). Accidents will happen? Unintentional injury, maternal employment, and 
child care policy (Working Paper, No. 8090, p. 24). Cambridge, MA: National Bureau of Economic Research.

22 See note 2. Shope & Aronson. 

23 Ball, T.M., Holberg, C.J., Aldous, M.B., Martinez, F.D., & Wright, A.L. (2002). Infl uence of attendance 
at day care on the common cold from birth through 13 years of age. Archives of Pediatrics & Adolescent 
Medicine, 156, 121-126; Roberts, L., Smith, W., Jorm, L., Patel, M., Douglas, R.M., & McGilchrist, C. (2000, 
April). Effect of infection control measures on the frequency of upper respiratory infection in child care: 
A randomized, controlled trial (Abstract). Pediatrics 105(4), 738; Roberts, L., Jorm, L., Patel, M., Smith, W., 
Douglas, R.M., & McGilchrist, C. (2000, April). Effect of infection control measures on the frequency of 
diarrheal episodes in child care: A randomized, controlled trial. Pediatrics, 105(4), 743.

24 Arnold, K. (2000, January 1). Day care infections fall with hand-washing, disinfectants (Brief article) 
[Statistical data included]. Family Practice News, 30(1), 33; see note 23: Ball, Holberg, Aldous, Martinez, & 
Wright; see note 23: Roberts, Smith, Jorm, Patel, Douglas, & McGilchrist; see note 23: Roberts, Jorm, Patel, 
Smith, Douglas, & McGilchrist; Sandora, T.J., et al. (2005, September). A randomized, controlled trial of a 
multifaceted intervention including alcohol-based hand sanitizer and hand-hygiene education to reduce 
illness transmission in the home. Pediatrics, 116(3), 587-594; Gibson, L.L., Rose, J.B., Haas, C.N., Gerba, 
C.P., & Rusin, P.A. (2002). Quantitative assessment of risk reduction from handwashing with antibacte-
rial soaps. Journal of Applied Microbiology, 92 Supplement,136S-143S; Rosen, L., et al. (2006, January). Can 
a handwashing intervention make a difference? Results from a randomized controlled trial in Jerusalem 
preschools. Preventive Medicine, 42(1), 27-32.

25 Kotch, J.B, Hussey, J.M., & Carter, A. (2003, September). Evaluation of North Carolina child care safety 
regulations (Original article). Injury Prevention, 9(3), 220-225.

26 Briss, P.A., Sacks, J.J., Addiss, D.G., Kresnow, M., & O’Neil, J. (1994). A nationwide study of the risk of 
injury associated with day care center attendance. Pediatrics, 93, 364-368.

27 Runyan, C.W., Gray, D.E., Kotch, J.B., & Kreuter, J. (1991, August). Analysis of US child care safety regu-
lations. The American Journal of Public Health, 81(8), 981-985; see note 26: Briss, Sacks, Addiss, Kresnow, 
& O’Neil; see note 25: Kotch, Hussey, & Carter; see note 2: Shope & Aronson; Alkon, A., Ragland, D.R., 
Tschann, J.M., Genevro, J.L., Kaiser, P., & Boyce, W.T. (2000). Injuries in child care centers: Gender-
environment interactions. Injury Prevention, 6, 214-218; Waibel, R., & Misra, R. (2003, April). Injuries to 
preschool children and infection control practices in childcare programs. Journal of School Health, 73(4), 
167-172. 



CORNERSTONES: STRENGTHENING THE FOUNDATION OF HEALTH AND SAFETY IN EARLY EDUCATION AND CARE 

27

28 Pardee, M. (2005, June). Community investment collaborative for kids resource guide 3: Equipping and furnishing 
early childhood facilities. New York: Local Initiatives Support Corporation/Community Investment Collab-
orative for Kids. 

29 Early childhood physical environment checklist. (2006, February). New York: Local Initiatives Support Corpora-
tion/Community Investment Collaborative for Kids. 

30 See note 25. Kotch, Hussey, & Carter. 

31 U.S. Department of Health and Human Services, Maternal and Child Health Bureau. The national survey 
of children with special health care needs chartbook 2001. Retrieved on December 30, 2006, from http://mchb.
hrsa.gov/chsen/state_data/ma.htm

32 Burdette, D.S., Coogan, M.E., Giosa, R., Lucarelli, P., & Pavignano, D. (2006, May). Association for Chil-
dren of New Jersey. ACNJ special report: Ensuring safe medication administration to children in New Jersey’s child 
care programs, pp. 1-2.

33 See note 32. Burdette, Coogan, Giosa, Lucarelli, & Pavignano. 

34 Wachter, K. (2004, January). Food allergy Rx not given to day care providers: Many familiar with EpiPen. 
(News) (Brief Article). Pediatric News, 38(1), 9(1).

35 Crowley, A.A., & Whitney, G.C. (2005, October). Connecticut’s new comprehensive and universal early 
childhood health assessment form. Journal of School Health, 75(8), 281-285.

36 Ramler, M., Nakatsukasa-Ono, W., Loe, C., & Harris, K. (2006, August). The infl uence of child care health con-
sultants in promoting children’s health and well-being: A report on selected resources (pp. 1-41). Newton, MA: The 
Healthy Child Care Consultant Network Support Center at Education Development Center, Inc. 

37 Glenwood Associates. (2006). Child care health consultant study: Preliminary results. Massachusetts Department 
of Public Health.

38 Copeland, K., Duggan, A., & Shope, T. (2005, November-December). Knowledge and beliefs about guide-
lines for exclusion of ill children from child care. Ambulatory Pediatrics, 5, 365-371.







The Schott Fellowship in Early Care and Education 
1000 Massachusetts Avenue, Suite 308
Cambridge, MA 02138
www.schottfellowship.org
phone: 617-873-0678
fax: 617-873-0434



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /UseDeviceIndependentColor
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (U.S. Prepress Defaults)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 800
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [612.000 792.000]
>> setpagedevice


