Caring for
Our Childremn:

National Health and Safety Performance Standards;
Guidelines for Early Care and Education Programs,
Third Edition

A Joint Collaborative Project of

American Academy of Pediatrics
141 Northwest Point Boulevard
Elk Grove Village, IL 60007-1019

American Public Health Association
800 | Street, NW
Washington, DC 20001-3710

National Resource Center for Health and Safety in Child Care and Early Education
University of Colorado, College of Nursing

13120 E 19th Avenue

Aurora, CO 80045

Support for this project was provided by the
Maternal and Child Health Bureau,

Health Resources and Services Administration,
U.S. Department of Health and Human Services
(Cooperative Agreement #U46MC09810)



Copyright © 2011 by

American Academy of Pediatrics

American Public Health Association

National Resource Center for Health and Safety in Child Care and Early Education

Second printing with minor corrections noted by asterisks, August 2011.
Go to http://nrckids.org for future changes/additions to this publication.

All rights reserved. This book is protected by copyright. No part of this book may be reproduced in any
form or by any means, including photocopying, or utilized by any information storage and retrieval system
without prior written permission from the publisher.

To request permission to reproduce material from this book, please contact the Permissions Editor at the
American Academy of Pediatrics by fax (847/434-8780), mail (PO Box 927, Elk Grove Village, IL 60007-
1019), or email (marketing@aap.org).

Suggested Citation:

American Academy of Pediatrics, American Public Health Association, National Resource Center for
Health and Safety in Child Care and Early Education. 2011. Caring for our children: National health and
safety performance standards; Guidelines for early care and education programs. 3rd Edition. Elk Grove
Village, IL: American Academy of Pediatrics; Washington, DC: American Public Health Association.
Also available at http://nrckids.org.

The National Standards are for reference purposes only and shall not be used as a substitute for medical
or legal consultation, nor be used to authorize actions beyond a person’s licensing, training, or ability.

ISBN 978-1-58110-483-7 (American Academy of Pediatrics)
MAO0552 (American Academy of Pediatrics)

Printed and bound in the United States of America
Design & Typesetting: Lorie Bircher, Betty Geer, Susan Paige Lehtola, Garrett T. Risley

2345678910



Caring for Our Children: National Health and Safety Performance Standards

Table of Contents

o ¥ed (g Lo 3T 1=T Lo T=Y 0 4 1= o 1 kSN iX
INEOAUCTION. ... e XVii
L€ TU Lo [T T o Ta e T (=TSP Xix
¥ | o 3R 1 3 L= U K= XXi
New and Significant Changes in Caring for Our Children (CFOC) Standards Since the
P40 o I8 = L1 (o o [P T O TTTP PRSP PR PP OPPPOPPPRPPPPPPPPRPRS XXiv
Chapter 1: STaffing ..........coooiii e e e s s s a e e e e e e e e e e e s nannee 1
1.1 Child:Staff Ratio, Group Size, and MiNiMUM AQE ...ccuuiiiiiiiiiiiiieee e e 3
1.1.1 Child:Staff Ratio and Group SizZe.......ccoioeiieeiieieeeee e 3
L B2V T 10 10T g I T SRS PPPPPPR 7
1.2 Recruitment and Background SCreENING ......ccccueiiiiiieiiieiieir et 9
1.3 Pre-service QUalIfICAtIONS ......cooiiiiiiieiee e 10
1.3.1 Director’s QUalIfiCatIONS. ........uuuiiiiiiii it e e e e a e e e e e e as 10
1.3.2 Caregiver’s/Teacher’s and Other Staff Qualifications ............cccviiiiiiiiii e 12
1.3.3 Family Child Care Home Caregiver/Teacher Qualifications..........cccccoeeiiiiieeriii e 18
1.4 Professional Development/Training ........cc e i e e s e e e e e e e e e e e ennnnees 19
I o (T Y ot Y = 11 ] T RSP 19
B I 32 @ T 1Y =1 4] o TN I = a1V R 21
1.4.3 First Aid @nd CPR TraiNiNg .....eeeeeeeiiiiiiiiiieeee e esssieeeeee e e s s s sssseeeeeae s s s sssssaeeeeeessssssnnssseeeeseens 24
1.4.4 Continuing Education/Professional Development............coooiiiioiiiiei e 26
1.4.5 Specialized TrainNiNG/EAUCAION ......oooeieeeeee e e e 29
1.4.6 Educational Leave/ComPeNnSation .......cccccccciciiiiiercr s nannnnnes 31
1.5 SUBDSTHITULES ... e e e e s s s e e e e e e e e s ann e e e e e e e e e e e nnnnreees 32
SR @70 g Y01 €= T | £ U PRP P 33
RS = 1 1= 1 o PP 40
1.8 Human Resource ManagemeEnt............oeiiiiiiiiiiiieii e e s e e s e e e e e e e e e e 43
TR T T (T 43
LIRS T2 V7= T 1[0 o RSP 44
Chapter 2: Program Activities for Healthy Development..........................cc e, 47
2.1 Program of Developmental ACHIVILIES ....c.uuuuuiii i e e e e e eeees 49
2.1.1 General Program ACHIVILIES ........eiiiiiiiiiii et 49
2.1.2 Program Activities for Infants and Toddlers from Three Months to Less Than Thirty-Six
/o 1 1= 57
2.1.3 Program Activities for Three- to Five-Year-OldS. ... 61
2.1.4 Program Activities for School-Age Children............ceeeeeiieiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeee e 63
2.2 SUPErviSion and DiSCIPIINE ...ciiieiiiieiiieei et e e e e s e e e e r e e e e e e s e e nannneeeeaaeeas 64
2.3 Parent/Guardian RelatioNShipS. ... ...uuiiiiiiiiiiiiiiie et e e e e s e e nnee e e e e e as 77
2 T T 1= = - | 77
2.3.2 Regular COMMUNICATION .....ceiiiiiieeiiiee e e e et e e e e e e e e e e e s e e e e e e e e e e e snnnn e e e e e e e e eenannns 78
2.3.3 Health Information ShariNg..........eeeeeeieiiiiiieiiieeeee e e e e e e e eeeeeeeeeeeeeeeeeeeeeeeeeeeeeesenes 80
2.4 Health EQUCALION ......cco e 81
2.4.1 Health Education for ChilAren .............eeoeiiiiiiiiiiiiee et e e e e e e e e e e 81
2.4.2 Health Education for Staff .........ooeiiiiiiie e e e e e e 83
2.4.3 Health Education for Parents/GuUardiansS............eeeeeeeieieeieeimmeemmmeemeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 84

***Addition to Table of Contents in second printing, August 2011.

iii Table of Contents



Caring for Our Children: National Health and Safety Performance Standards

Chapter 3: Health Promotion and Protection ......................... e, 87
3.1 Health Promotion in Child Care.........cuuuii ittt e e e e e s e s snneeeeeeaeeas 89
3.1.1 Daily Health CRECK ..... ... e e e e e e e e e e e e e e e e e e e e 89
3.1.2 Routing Health SUPEIVISION .......ueeiiiiiiiiiiiieeee ettt e e e e e e e e e e e e e e e e eeeeeeeeeeeeeeeeees 89
3.1.3 Physical Activity and Limiting SCreen TiMe.........ueeiiii e 90
T S T 1= 30 11T o 1 96
R T T = 1 =Y 1 1 o PSP 101
G T2 o 101 =T T PO 104
3.2.1 Diapering and Changing Soiled CIOthing ..........ccoeiiiiiiiiii e 104
B.2.2 HANA HYGIENE.... .ttt e s sss s e s ss s s s sssmnsssnssseesmnennnsnnnnnnnes 110
3.2.3 EXposure t0 BOAY FIUIAS .....ciiiiiiiiiieiiiiie ettt e e e e e e e e e e aaan e e e e aeees 114
3.3 Cleaning, Sanitizing, and DiSiNfeCtiNG ........ccvviiiieeiieeeeee e, 116
3.4 Health Protection in Child Care..........uuu ittt e e e e e e e 118
3.4.1 TObACCO @Nd DrUQ USE......coiiiiiiiiiiii et e e e e e e e n e e e e e e e e e nnnes 118
TR o N g1 g T SRR 119
3.4.3 EMErgENCY PrOCEAUIES ........uuueiieeiieiiietieietaeeeaseeaeeseessssssseessessssssssssnessssssssssssssnssssssnnsnnnsnnnsnnnes 122
3.4.4 Child AbUSE aNd NEGIECT..........uueeieiiiiiiiieiiet ettt eeeeaaeeaaeraaeaaesraaeraserastsasssessrssesnsssnnsnnnnnnnes 123
3.4.5 Sun Safety and INSect REPEIIENT .......coorriiiiiieeee e 126
3.4.6 STraNQUIATION ....eeeiiiiee et e e e s e e e e e e e e e e e e nnn e e e nne s 129
3.5 Care Plans and Adaptations........cooo i 129
3.6 ManagemMeNt OF IINESS ....ceeiiiiiieie et e e e e e e e e e e e e e s e e e nnnneeeeeeeeean 131
3.6.1 Inclusion/EXClusion DUE 10 llINESS ........uuuurueieeeiieeiieiiieeiieeteeeieeeeaeeeeaesaeesesssaseessseesesnsessesennnnnnes 131
3.6.2 Caring for Children WhO Are lll...........eeueeeieeeieeiiieiieetieeeeeeeeseseessassssessasesssssasssnssrssesnsssnnssnssnnnes 137
I G TG IV [=To [[or=14[o] o - TP P TSP OPPPOPPPRPPPPPPPPRPRS 141
3.6.4 Reporting 1lINess and DEath ............uuiiiiiiiiiii e 144
Chapter 4: Nutrition and FOOd Service............... e s 149
3 11 o o [T 1 ) o SRS 151
4.2 General REQUIFEIMENTS......ccii ittt ettt e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaaaaaaaaaaaaaaaaaaaeas 152
4.3 Requirements for Special Groups or Ages of Children ..., 162
4.3.1 NULHTION FOF INTANTS ...ttt et e et e eet et eeteeeeteeeenneennseneennne 162
4.3.2 Nutrition for Toddlers and PreSChOOIEIS...........uueieeeiiieiiieiieeieeeieeeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenee 174
4.3.3 Nutrition for SChool-Age ChilAren ..........ooo e 175
S =i 1 o [PPSR 176
4.5 Meal Service, Seating, and SUPEIVISION.........cciveiiiieiieee et 177
4.6 Food Brought FrOmM HOME ......eeeei ettt e e et e e s e e e e e e e e an e e e eaeeees 182
4.7 Nutrition Learning Experiences for Children and Nutrition Education for Parents/Guardians...... 183
4.8 Kitchen and EQUIPMENT ... o et e e e e e e e e e e e e e e e e e aaaaaaas 185
4.9 FOOA SAFETY ..eeeiiiiii ittt e e e e e e e e e e e e e e e e nnnn e e e e eeeaan 188
4.10 Meals from Outside Vendors or Central KitChens .......cccvvvevieeiieeieeeeee e, 195
Chapter 5: Facilities, Supplies, Equipment, and Environmental Health..............................cl. 197
5.1 Overall REQUIFEMENTS ...cciiiiiiiiiiiiiiieee ettt e e e s e e e e e s e s st et e e e e e s e e s nnnnneeeeaeeeaan 199
5.1.1 General Location, Layout, and Construction of the Facility ... 199
ST 2 T o 7= Lo TN o= g 1| o SRR 203
ST NG IO 0T o 1 T 1= PSP PPPPRPFPPR 204
ST I SRR 206
T TS (=T o TS T o IR = =SSR 208
B.1.8 EXEEIION AEAS ...eeiiiiiiiiiiiiiiieie ettt ettt ettt ettt ettt ettt ettt ettt e et e et e et e eeeeeeeeeeaeeeeataeeeeaeaaaaaaaaaaaaaaaaaaaaaaas 209
5.2 Quality of the Outdoor and INdoor ENVironNmMeNt ............oooiiiiiiiiiiiieeee e 211
5.2.1 Ventilation, Heating, Cooling, and HOt Water...........ooo i 211

Table of Contents iv



Caring for Our Children: National Health and Safety Performance Standards

S22 I T | o1 (] o PSPPI 217
B.2.3 INOISE ittt ettt ettt ettt ettt e et ettt e et ettt e ettt eeeeeeteeeaeee et et e aaaaeaaaaaaaaaaaaaaaaaaaaaaaaans 218
5.2.4 Electrical Fixtures and OULIELS .......coooiriiiiiiiiiieeeeeeeeeeee e 219
5.2.5 Fire Warning SYSTEIMS .....cooiiiiiiiiiiiiiiee e e e e s e e e e e s e e nnnn e e e e e e e e e e nnnee 221
5.2.6 Water Supply and PlUMBDING ...t 221
5.2.7 Sewage and GarbAge.....cccuuiiiiiiiiiiiiiieceeeeeeeeeeee ettt et e et e e e e e e e e e e e e e e e e e e e aaaaaaaaaaaaaas 225
5.2.8 Integrated Pest Management ... e 226
5.2.9 Prevention and Management of Toxic Substances...........cccccviriiiiiiiiiiiiee e 228
5.3 General Furnishings and EQUIPMENT ... 237
5.3.1 General Furnishings and Equipment Requirements .........ccoovvveevieeiiieiieeiieeeeeeeeeeeeeeee, 237
5.3.2 Additional Equipment Requirements for Facilities Serving Children with Special Health Care
N A e 244
5.4 Space and Equipment in Designated Areas..........ooocuuiiiiieiiiiiicieeeeee e 245
5.4.1 Toilet and HandWashing Ar€as ........cceuiiiiiiiiiiiiiiee et e e e e e e e e e nnnes 245
5.4.2 Diaper ChanginNg AFBaS.......ccuueiiiureeeieeeeaeeaeiere et e e s s e s asssr e e e e e e e e e sassnnnreeeaesssaaanssneeeeeeesaaaannnes 248
5.4.3 Bathtubs and SHOWEIS ......ccoiiiiieeiieeeeeeeeeee ettt e e e e et e e e e e e e e e e e e e e e e e e aaaaaaaaaas 250
T = T [ o [ YA Y == S 251
5.4.5 Sleep aNd RESE ArBaS .....cciiiiiiiiiiiiiiiie ettt e s e e e s e e na e e e e e e e e nnee 251
5.4.6 Space for Children Who Are lll, Injured, or Need Special Therapies .........cccccuveeeeeeriiiiinnee 255
SRS IS ] (o] = o = (== L PRSP 256
oL 0 o o] 1= 257
T A\, =1 g L= g =g Lo =R 259
Chapter 6: Play Areas/Playgrounds and Transportation ..., 263
6.1 Play Area/Playground Size and LOCAION .......ccuviiiiiiiiiiiiiieee et e e 265
6.2 Play Area/Playground EQUIDMENT ..ottt e e e e e e e e e e e e e ean 269
6.2.1 General REQUIFEMENTS .....cooiiiiiiiiiiiiiiiieeeeeeeee ettt e e et e e e e e e e e e e e e et e e e e e e aaaaaaaaaaaaaaaaes 269
6.2.2 Use Zones and Clearance REQUIFEMENTS .....ccveeeiiiiiiiiiiiiieeeieee ettt e e e e e e e e e e e 272
6.2.3 Play Area and Playground SUIMacCing ......ccceeiieiiieiiieiiieeieee ettt ettt a e e e e e e e e e e e e e e e 273
6.2.4 Specific Play EQUIDMENT .....oooiiiiiieeeeeeeeeeeeee ettt e e e e e e e e e e e e e e e e e e e e e e e e 274
6.2.5 Inspection of Play Areas/Playgrounds and EQUIPMENT ........coooiiiiiiiiiiiiii e 277
6.3 Water Play Areas (POOIS, ETC.) .....uuiiiiiiiiiiiiiiiiie ettt e e e e e e e e e nnaneeeeeeeeean 278
6.3.1 Access to and Safety Around Bodies of Water ... 278
LSRRG TP o To B =T [N o0 41T o | PR 281*
6.3.3 POOI MAINTENANCE. ....ciiiiiiiiieiiiiiieee ettt ettt e e e e e e e e e e e e e e e e e e e e e e e e e e e aaaaaaaaeas 281
6.3.4 Water Quality Of POOIS......couiiiiiiieiiiee ettt s e e e e e e e e e e nnes 282
6.3.5 Other Water Play Ar€as ......ccoiciicuuieiiiiiieeeeeciiteee e s s e sttt e e e e s s s ssssser e e e e e e s s snnssaeeeeeessennannnes 283
G 1 ) PO 283
B.4.1 SEIECTEA TOYS ..ceiiiiiiiiiei et e e e e e e e e e e e s e e e e e e e e e e s annnn e e e e e e e s e aannnnnneeeeeeeaaaannnne 283
6.4.2 Riding TOYS @nd HEIMELS.......coeriiiiiiiiieieeeeeee et 286
ST = 1 L= o Yo g =14 o] o 287
6.5.1 Transportation SEAff ........oooiiii e 287
6.5.2 Transportation SAfElY ... e 289
ST I Y=Y o1 o 1TSS 293
Chapter 7: INfectioUs DIiSEASES ..........coooeiiiiiiii e 295
7.1 How INfeCtions SPread............ooviiiiiiiicie s 297
7.2 IMMUNIZAEIONS ..o e e s e e e e s e e s e s e 297
7.3 Respiratory Tract INfECHIONS.....coiieic e e e e e s 300
7.3.1 Group A Streptococcal (GAS) INFECIONS .......uuiiiiiieii i 300

*Corrected page number in second printing, August 2011.

Y Table of Contents



Caring for Our Children: National Health and Safety Performance Standards

7.3.2 Haemophilus Influenzae Type B (HIB).......ccooorviiiiiieiiieeeeeeeeeeeeeeeeeeeeeeee e, 301
AR T I L1 [ T=T o = LSRR PRUPPPRPRPIP 303
40 T 1V 11 o o o TSRS 304
7.3.5 Neisseria Meningitidis (MENINGOCOCCUS) .......uurrrrrriiiieiiierrrreeeeeeessssnnnreeeeeesesssnnrreeeeeessessannes 305
AR ST =Ty oY U = O e RSP 306
73,7 PEITUSSIS ..ttt ettt ettt ettt e et e et teeeteeeeeeeeeeeaeaeeaaeaeaaaaaaaaaaaaaaaaaaaaaaaaas 306
7.3.8 Respiratory Syncytial Virus (RSV).....ceuuii ittt 307
7.3.9 StreptOCOCCUS PNEUMONIGE ........uuueeeeiiiiiieieiieeee e e e eeestteee e e e e e e s sssssaaeeeaaaeseesessaneeeeeeeeennannes 308
4 T L0 T 8] 7= (o] o ] PSSR 309
7.3.11 Unspecified Respiratory Tract INfeCtion ........ccevvevviiiiiiiiieiieee e 311
7.4 Enteric (Diarrheal) Infections and Hepatitis A Virus (HAV) .....coooeeeiiee e 311
7.5 Skin and Mucous Membrane INfECHIONS.........ciiii e 315
480 T I o g[8 o 41V PSRRI 315
7.5.2 ENTEIOVIIUSES ...ceeeiiieiiiiiiiieieeeeee e ettt ettt ettt ettt ettt ettt ettt ee et eeeeeeeeeeeeeeaaeeeaaaeaaaaeaaaaaaaaaaaaaaaaaaaaaaaaaaaaaas 316
7.5.3 Human PapillomaviruSes (WartS) ......cceeieiiiiiiiiiiiiiieieeeeeeee ettt e e e e e e e e e e e e e aaaaaae s 316
4T [ ] 7= T o J PRSPPI 317
AR TR T IR g 1] o] =T 1= o 141 317
T.5.8 MEASIES ...ttt ettt ettt ettt ettt et e ettt et et e e et e e et e e e e e e e e e et e e e e e e e e e aaaaaaaaaaaaaaaaaaas 318
7.5.7 MolUSCUM CONTAGIOSUM....ciiiiiiiieieiiiiee ettt e e e e e e e e e e e e e e e e e s e aane e e e e e nne e e e e anne e e e eannneas 318
7.5.8 Pediculosis Capitis (HEAA LICE) ......uerriiiiiieieiiieiee e e eeeeieee e e e e e s e e e e e e e e e e e e e e e e esnnnnes 319
7.5.9 Tinea Capitis and Tinea Cruris (RINGWOIM) .....cciviiiiiiiiiiiiieiieee e ee e e er e e e e e e aaaaaaaaaaaaaaaaas 319
7.5.10 Staphylococcus Aureus Skin Infections Including MRSA.........ooovieiiieieeee, 320
A T B RS o= o= PP PRPFPRN 321
7400 T 2 I 0T o PSRRI 321
AL =]loToTe | oToTq =T 0] =Y o 1 o] o Lo 321
7.6.1 Hepatitis B VIirUS (HBV)...coooo oottt ettt ettt e e e e e e e e e e e e e e e e aaaaaae s 321
7.6.2 Hepatitis C VIrUS (HCV)...oi ittt ettt ettt ettt e et e e et e e e e e e e e e e e e aaaaaaaaaaaaaaaaaaaaaaaaaaaaaes 324
7.6.3 Human Immunodeficiency Virus (HIV) .....coooe oottt 324
A 1= 1 TS U 7= P 326
7.7.1 CytomegaloVviruS (CIMV) ....coei ittt ettt e e e e e s sne e e e e e e s e e e nsaaeeeeeeeeeeannnnes 326
A 2 o 1= o TSI g o] 1= GRS 327
7.7.3 Herpes Virus 6 and 7 (ROSEO0IQ) ....ccoeeiiiiiiiiiiiiiieiieeeeeeeeeeee ettt e e e e e e e e e e e e e e e e e e 327
7.7.4 Varicella-Zoster (ChiCKENPOX) VIFUS......ccceeiiiiiiiieiiieeieeeeeee ettt at e e a e e e e e e e e e aaaaaaaaaaaa e 328
7.8 Interaction with State or Local Health Departments ........ccooooeeieei e 329
7.9 Note to Reader on Judicious Use of AntiDIOtICS .....cooeeiieiiiie e 329
Chapter 8: Children with Special Health Care Needs and Disabilities .............................o.oll. 331"
8.1 Guiding Principles for This Chapter and Introduction™ ™ ... 333
8.2 Inclusion of Children with Special Needs in the Child Care Setting..........cccccviiriieiiiiciiiiieeeeeeee 335
8.3 Process Prior to Enrolling at a Facility..........oooor oo 336
8.4 Developing a Service Plan for a Child with a Disability or a Child with Special Health
(@72 1 =TT [PPSR 337
8.5 Coordination and DOCUMENTALION ........coeuiiiiiiiie et e e e e e e e e e e e e e eean 340
8.6 Periodic ReeValUALION.........coo oo 341
8.7 Assessment of Facilities for Children with Special Needs ........cooveeiieeiieeiiceiccecccce e 341
8.8 Additional Standards for Providers Caring for Children with Special Health Care Needs............. 342
Chapter 9: AdmINISTration™™ ............... oo e e e e e e e e e e e e e saa e as 345*
S I 101V g =g T PP 347

*Corrected page number in second printing, August 2011.
**Corrected to “Administration” from “Policies” in second printing, August 2011.
***Addition to Table of Contents in second printing, August 2011.

Table of Contents Vi



Caring for Our Children: National Health and Safety Performance Standards

0.2 POlICIES et s 348
S 2 O V=Y V1 RPN 348
S 22 = 1= 1 1 o 1 SRR 351
S T2 I o == 114 T o o 1= SRS 353
9.2.4 Emergency/Security PoliCies and Plans............coooiiiiiiiiiiiiieee e 364
9.2.5 Transportation POICIES ....cvuuuuuiiii et e e e e e e e e s 373
9.2.6 Play Ar€a POlICIES .....cii e et e e e e e e e e et e e e e e e e e e e aa e e e e e e e rena 374
9.3 Human Resource Management..........oooieiiimiieee e e e e e e e s e e nnnn e e e e e e ean 375
S I 1= Yoo {0 377
9.4.1 Facility ReCOrdS/REPOIS ....cciiieiiiieeeee ettt e e e e e e e e e e e e e e e e e e nnnee 377
9.4.2 Child RECOIAS ...cciiiiietie ettt e e e e e e e e s e e e e e e e e e s s asnne e e e e e e e s eesnssneeeeeeeeanaannnee 386
S G IS - L1 (=Yoo [ PSPPI 392
Chapter 10: Licensing and Community Action ... 395
B0 28 I T e Yo [T o o TSP PPRUPPRR 397
10.2 REGUIALOIY POIICY ...ttt e e e e s e e e e e e e e e e e e e e e e e e nnnnneeeas 397
O RCI I Te=T oI g o I Yo [T o[ PP PPRPPR 398
10.3.1 The Regulation Setting ProCeSsS .....cccoieeiieee e 398
10.3.2 AQVISOIY GrOUPS ..eeeeeeiiieiurtttteeeessssaastreteeeeassssassseeeeeaasssasaassseeeeeeessaasassseeeeeeesesasanssseeeeeessnans 399
10.3.3 Licensing Role with Staff Credentials, Child Abuse Prevention, and ADA Compliance..... 400
10.3.4 Technical Assistance from the Licensing AQENCY .......ooiieirmmeiieeieeeiee e e 402
10.3.5 Licensing Staff TraiNing .......cccoeoiooiiiiieeee e e e e e e e e 406
O =T |1 Y B Te7=T o £ o T PSPPSR 407
10.4.1 Initial Considerations for LICENSING .....ccoiieiiieiiceceee e 407
10.4.2 Facility Inspections and MonitoriNg.......ccuuuucii i e e 409
10.4.3 Procedures for Complaints, Reporting, and Data Collecting .........cccccoveeeeeeiiiiicciieieenneenn. 410
10.5 Health Department Responsibilities and ROIE.........coooveiiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeee e 411
O OF= = Te V=T A == Ted o1 i 0T o o o] o AP 414~
10.6.1 Caregiver/Teacher TraiNiNg ... .ccccccccccceieice s aane s snnsssnnnsnnsnnnnnnnes 414
10.6.2 Caregiver/Teacher Networking and Collaboration...........ccooeoiieiiieiiieiieeieecccccccccccce 416
10.7 Public Policy Issues and Resource Development..........coooiviiiiiin e e e e e e eeees 416~
Yo Y=Y g T eSS 419
Appendix A: Signs and Symptoms Chart..........coooi i a e e e e e e e 421
Appendix B: Major Occupational Health Hazards..........cceeveeiiiiiiiiiiieiieeeceeeeeeeeeee et 426
Appendix C: Nutrition Specialist, Registered Dietitian, Licensed Nutritionist, Consultant, and Food
Service Staff QUAlIfICALIONS ......coiiiiiiiee e e e e e e nnes 427
FaY o] o1=T aTo [t q D © 1o 1Y/ 1o Vo SRR 428
Appendix E: Child Care Staff Health ASSESSMENT.......ccuuiiiiiiiiiiiiiieee e 429
Appendix F: Enroliment/Attendance/Symptom ReCOord..........oooviiiiiiiiiiiiieiieiiieeeeeeeeeeeeee e 430
Appendix G: Recommended Childhood Immunization Schedule............ccooovvveiieiiiiiiieiiieeiieeeeeeeee, 431
Appendix H: Recommended Adult Immunization Schedule...........ccooovvviviiiiiiiiiiiiiiieeeeee e, 434
Appendix I: Recommendations for Preventive Pediatric Health Care..........cccccoviiiiiiiiieeeiiiiieee, 439
Appendix J: Selecting an Appropriate Sanitizer or Disinfectant ..........ccccoveeeeiiiiiicii e, 440
Appendix K: Routine Schedule for Cleaning, Sanitizing, and Disinfecting ............ccccooeeieiiiiinineen. 447
Appendix L: Cleaning Up BOAY FIUIAS ...ccceeiriiiiiimiiiiiiieeeeiceeceeeeee e eee e e e eeeseeseseeeeeeeeeeesaeaaeaaaaeaaaaaanaaaaas 449
Appendix M: Clues to Child Abuse and NeGIECT.........ooui e 450
Appendix N: Protective Factors Regarding Child Abuse and Neglect.......ccovvvvvveeevieeieeeieieneee, 454
Appendix O: Care Plan for Children with Special Health Care Needs .........ccccceviiiiiiiiiieiiii e, 456
Appendix P: Situations that Require Medical Attention Right Away ..........cccceevviieiciiiiiieeee e, 463

*Corrected page number in second printing, August 2011.

Vii Table of Contents



Caring for Our Children: National Health and Safety Performance Standards

Appendix Q: Getting Started With MyPlate ... 464
Appendix R: Choose MyPlate: 10 Tips to a Great Plate ............uuevveiiiiiiiiiiiiiiee e 465
Appendix S: Physical Activity: How Much IS Needed? ...........eeiiiiiiiiiiiiieee e 466
Y o] o 1=Tg o |3 G IRl 0 1= 1= gl 7= T PSSR 467
Appendix U: Recommended Safe Minimum Internal Cooking Temperatures...........cccccceeveeiieciinnneenn. 469
Appendix V: FOOd STOrage Chart ........cccoiiiiiiiiiiiieeeeeeeeeeeeeeeeee ettt e e e e e e e e e e e e e e e e e e e e e e e e aaaaaaaaaaaaaaas 470
Appendix W: Sample Food Service Cleaning ScChedule ... 472
Appendix X: Adaptive Equipment for Children with Special Health Care Needs.........cccccceevveuurnnnennn. 473
Appendix Y: Non-Poisonous and Poisonous Plants ........ccoceveiiiiiiiiiiiiiiiceeieeeeeeeeeeeeeeeeeeet e 475
Appendix Z: Depth Required for Shock-Absorbing Surfacing Materials for Use Under

[ F= YA o U] o] 0 = o | RSP 477
Appendix AA: Medication Administration Packet ..........coooiiiiiiiiiiiiiii e 479
Appendix BB: Emergency Information Form for Children with Special Health Care Needs................ 484
Appendix CC: InCident REPOIt FOIM ........uiiiiiiii ettt e e e e e s s e e e e e e e e esnneeeees 486
Appendix DD: Injury Report Form for Indoor and Outdoor INJUri€s........cceveevvieeiieeieeeiieeieeeeeeeeeeeeeeeee 487
Appendix EE: America’s Playgrounds Safety Report Card ...........cooooiiiiiieiiieiiieeeeeeeeee e 489
Appendix FF: Child Health ASSESSMENT.......coooiiiiiiieeeeeeeeeeeeee ettt a e e e e e e e e e e e e e e e e e 492
Appendix GG: Licensing and Public Regulation of Early Childhood Programs.........cccccceeeeeveeeeeee.n. 493
Appendix HH: Use Zones and Clearance Dimensions for Single-and Multi-Axis Swings................... 501
Appendix lI: Bicycle Helmets: QUICK-Fit CheCK .........oouiiiiiiiiieieee e 504
Appendix JJ: Our Child Care Center Supports Breastfeeding..........oooeeeeereeeiiiiisiieeeeee e 506
Appendix KK: Authorization for Emergency Medical/Dental™ Care..........cccccceevieiiiiiieieeei e 507
Appendix LL: Conversion Table - Second Edition Standard Numbering to Third Edition Standard

I 8T ] 0 =Y 1 Vo RPN 508
Appendix MM: Conversion Table - Third Edition Standard Numbering to Second Edition Standard

N T8 0 0] o =T 4 g Vo PSPPI 528
Acronyms/ADBDBreviatiONS™™ .............ooiiiiiiiiiiiiiiieieeee e e e e e e e e e aaaaaaaaaaaaaaes 546*
GO SANY ... ——— 549*
T = TR PURPUURPPRRPPRR 563"

*Corrected page number in second printing, August 2011.
**Corrected to “Medical/Dental” from “Medical” in second printing, August 2011.
**Corrected to “Acronyms/Abbreviations” from “Acronyms” in second printing, August 2011

Table of Contents viii



Caring for Our Children: National Health and Safety Performance Standards

ACKNOWLEDGMENTS

The National Resource Center for Health and Safety in

Child Care would like to acknowledge the outstanding
contributions of all persons and organizations involved in
the revision of Caring for Our Children: National Health and
Safety Performance Standards: Guidelines for Out-of-Home
Child Care Programs, Third Edition. The collaboration of

the American Academy of Pediatrics, the American Public
Health Association, and the Maternal and Child Health
Bureau provided a wide scope of technical expertise from
their constituents in the creation of this project. The subject-
specific Technical Panels as listed provided the majority

of the content and resources. Over 180 organizations and
individuals were asked to review and validate the accuracy
of the content and contribute additional expertise where
applicable. The individuals representing these organizations
are listed in Stakeholder Reviewers/Additional Contributors
(see below). This broad collaboration and review from the
best minds in the field has led to a more comprehensive and
useful tool.

In a project of such scope, many individuals provide
valuable input to the end product. We would like to
acknowledge those individuals whose names may have
been omitted.

Steering Committee

Danette Swanson Glassy, MD, FAAP
Co-Chair, American Academy of Pediatrics;
Mercer Island, WA

Jonathan B. Kotch, MD, MPH, FAAP
Co-Chair, American Public Health Association;
Chapel Hill, NC

Barbara U. Hamilton, MA

Project Officer, U.S. Department of Health and Human
Services, Health Resources and Services Administration,
Maternal and Child Health Bureau; Rockville, MD

Marilyn J. Krajicek, EdD, RN, FAAN
Director, National Resource Center for Health and Safety in
Child Care and Early Education; Aurora, CO

Phyllis Stubbs-Wynn, MD, MPH

Former Project Officer, U.S. Department of Health
and Human Services, Health Resources and Services
Administration, Maternal and Child Health Bureau;
Rockville, MD

The Caring for Our Children, 3rd Ed. Steering Committee
would like to express special gratitude to the Co-Chairs of
the First and/or Second Editions:

Dr. Susan Aronson, MD, FAAP;

Dr. Albert Chang, MD, MPH, FAAP; and

Dr. George Sterne, MD, FAAP.

Their leadership and dedication in setting the bar high

for quality health and safety standards in early care and
education ensured that children experienced healthier and
safer lives and environments in child care and provided a
valuable and nationally recognized resource for all in the

field. We are pleased to build upon their foundational work
in this Third Edition with new science and research.

Technical Panel Chairs and Members

Child Abuse

Anne B. Keith, DrPH, RN, C-PNP, Chair;

New Gloucester, ME

Melissa Brodowski, MSW, MPH; Washington, DC
Gilbert Handal, MD, FAAP; El Paso, TX

Carole Jenny, MD, MBA, FAAP; Providence, RI
Salwa Khan, MD, MHS; Baltimore, MD

Ashley Lucas, MD, FAAP; Baton Rouge, LA
Hannah Pressler, MHS, PNP-BC; Portland, ME
Sara E. Schuh, MD, FAAP; Charleston, SC

Child Development

Angela Crowley, PhD, APRN, CS, PNP-BC, Chair;
New Haven, CT

George J. Cohen, MD, FAAP; Rockville, MD
Christine Garvey, PhD, RN; Chicago, IL
Walter S. Gilliam, PhD; New Haven, CT
Peter A. Gorski, MD, MPA; Tampa, FL

Mary Louise Hemmeter, PhD; Nashville, TN
Michael Kaplan, MD; New Haven, CT
Cynthia Olson, MS; New Haven, CT
Deborah F. Perry, PhD; Baltimore, MD

June Solnit Sale, MSW; Los Angeles, CA

Children with Special Health Care Needs
Herbert J. Cohen, MD, FAAP, Chair; Bronx, NY
Elaine Donoghue, MD, FAAP; Neptune, NJ

Lillian Kornhaber, PT, MPH; Bronx, NY

Jack M. Levine, MD, FAAP; New Hyde Park, NY
Cordelia Robinson Rosenberg, PhD, RN; Aurora, CO
Sarah Schoen, PhD, OTR; Greenwood Village, CO
Nancy Tarshis, MA, CCC/SP; Bronx, NY

Melanie Tyner-Wilson, MS; Lexington, KY

Environmental Quality

Steven B. Eng, MPH, CIPHI(C), Chair; Port Moody, BC
Darlene Dinkins; Washington, DC

Hester Dooley, MS; Portland, OR

Bettina Fletcher; Washington, DC

C. Eve J. Kimball, MD, FAAP; West Reading, PA

Kathy Seikel, MBA; Washington, DC

Richard Snaman, REHS/RS; Arlington, VA

Brooke Stebbins, BSN; Concord, NH

Nsedu Obot Witherspoon, MPH; Washington, DC

General Health

CAPT. Timothy R. Shope, MD, MPH, FAAP, Chair;
Portsmouth, VA

Abbey Alkon, RN, PNP, PhD; San Francisco, CA
Paul Casamassimo, DDS, MS; Columbus, OH
Sandra Cianciolo, MPH, RN; Chapel Hill, NC

Beth A. DelConte, MD, FAAP; Broomall, PA

Karen Leamer, MD, FAAP; Denver, CO

Judy Romano, MD, FAAP; Martins Ferry, OH

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Linda Satkowiak, ND, RN, CNS; Denver, CO
Karen Sokal-Gutierrez, MD, MPH, FAAP; Berkeley, CA

Infectious Diseases

Larry Pickering, MD, FAAP, Chair; Atlanta, GA
Ralph L. Cordell, PhD; Atlanta, GA

Dennis L. Murray, MD; Augusta, GA

Thomas J. Sandora, MD, MPH; Boston, MA
Andi L. Shane, MD, MPH; Atlanta, GA

Injury Prevention

Seth Scholer, MD, MPH, Chair; Nashville, TN
Laura Aird, MS; Elk Grove Village, IL

Sally Fogerty, BSN, Med; Newton, MA

Paula Deaun Jackson, MSN, CRNP, LNC; Philadelphia, PA
Rhonda Laird; Nashville, TN

Sarah L. Myers, RN; Moorhead, MN

Susan H. Pollack, MD, FAAP; Lexington, KY
Ellen R. Schmidt, MS, OTR; Washington, DC
Alexander W. (Sandy) Sinclair; Washington, DC
Donna Thompson, PhD; Cedar Falls, IA

Nutrition

Catherine Cowell, PhD, Chair; New York, NY
Sara Benjamin Neelon, PhD, MPH, RD; Durham, NC
Donna Blum-Kemelor, MS, RD, LD; Alexandria, VA
Robin Brocato, MHS; Washington, DC

Kristen Copeland, MD, FAAP; Cincinnati, OH
Suzanne Haydu, MPH, RD; Sacramento, CA
Janet Hill, MS, RD, IBCLC; Sacramento, CA
Susan L. Johnson, PhD; Aurora, CO

Ruby Natale, PhD, PsyD; Miami, FL

Jeanette Panchula, BSW, RN, PHN, IBCLC

Shana Patterson, RD; Denver, CO

Barbara Polhamus, PhD, MPH, RD; Atlanta, GA
Susan Schlosser, MS, RD; Chappaqua, NY
Denise Sofka, MPH, RD; Rockville, MD

Jamie Stang, PhD, MPH, RD; Minneapolis, MN

Organization and Administration
Christopher A. Kus, MD, MPH, Chair; Albany, NY
Christine Ross—-Baze; Topeka, KS

Janet Carter; Dover, DE

Sally Clausen, ARNP, BSN; Des Moines, I1A

Judy Collins; Norman, OK

Pauline Koch; Newark, DE

Jackie Quirk; Raleigh, NC

Staff Health

Amy C. Cory, PhD, RN, CPNP, PCNS, BC, Chair;
Valparaiso, IN

Patricia S. Cole; Indianapolis, IN

Susan Eckelt, CDA; Tulsa, OK

Bethany Geldmaker, PNP, PhD; Richmond, VA
Stephanie Olmore, MA; Washington, DC

Barbara Sawyer; Arvada, CO

Lead Organizations’ Reviewers

American Academy of Pediatrics
Sandra G. Hassink, MD, MPH, FAAP
Jeanne VanOrsdal, MEd

American Public Health Association
Elizabeth L. M. Miller, BSN, RN, BC; Newtown Square, PA
Barbara Schwartz, PhD; New York, NY

U.S. Department of Health and Human Services, Health
Resources and Services Administration, Maternal and
Child Health Bureau

R. Lorraine Brown, RN, BS, CPHP; Rockville, MD

CAPT. Stephanie Bryn, MPH; Rockville, MD

Denise Sofka, MPH, RD; Rockville, MD

National Resource Center for Health and Safety in Child
Care and Early Education Project Team

Marilyn J. Krajicek, EdD, RN, FAAN; Director

Jean M. Cimino, MPH; Professional Research Assistant
Betty Geer, MSN, RN, CPNP; Research Assistant
Barbara U. Hamilton, MA; Former Assistant Director
Susan Paige Lehtola, BBA, BS; Research Assistant
David Merten, BS; Former Research Assistant

Garrett T. Risley, MBA-HA; Research Assistant

Linda Satkowiak, ND, RN, CNS; Nurse Consultant
Gerri Steinke, PhD; Evaluator

Ginny Torrey, BA; Program Specialist

Stakeholder Reviewers/Additional
Contributors

Kenneth C. Akwuole, PhD
U.S. Administration for Children and Families, Office of Child
Care, DC

Duane Alexander, MD, FAAP
National Institute of Child Health and
Human Development, MD

Abbey Alkon, RN, PNP, MPH, PhD

American Academy of Pediatrics, Section on Early
Education and Child Care, IL

University of California San Francisco, California Childcare
Health Program, CA

Krista Allison, RN, BSN
Parent, CO

Jamie Anderson, RNC, IBCLC
New Jersey Department of Health and Senior Services,
Division of Family Health Services, NJ

Kristie Applegren, MD
American Academy of Pediatrics, Council on
Communication and Media, IL

Lois D. W. Arnold, PhD, MPH
National Commission on Donor Milk Banking, American
Breastfeeding Institute, MA

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Susan Aronson, MD, FAAP
Healthy Child Care America Pennsylvania, Pennsylvania
Chapter of the American Academy of Pediatrics, PA

Robert Baker, MD, PhD, FAAP
Gastroenterology, Hepatology, and Therapeutics, NY

Polly T. Barey, RN, MS
Connecticut Nurses Association, CT

Molly Bauer, ARNP, CPNP, RN
University of lowa Health Care, IA

Kristen Becker
Parent, WA

Debbie Beirne
Virginia Department of Social Services and Division of
Licensing, VA

Nancy P. Bernard, MPH
Washington State Department of Health, Indoor Air Quality/
School Environmental Health and Safety, WA

Wendy Bickford, MA
Buell Early Childhood Leadership Program, CO

Julia D. Block, MD, MPH, FAAP
American Academy of Pediatrics, NY

Kathie Boe
Knowledge Learning Corporation, OR

Kathie Boling
Zero to Three, DC

Suzanne Boulter, MD, FAAP
American Academy of Pediatrics, Section on Pediatric
Dentistry and Oral Health, IL

Laurel Branen, PhD, RD, LD
University of Idaho, School of Family and Consumer
Sciences, ID

Marsha R. Brookins
U.S. Administration for Children and Families, DC

Mary Jane Brown
Centers for Disease Control and Prevention, Environment
Division, GA

Oscar Brown, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Heather Brumberg, MD, MPH, FAAP
American Academy of Pediatrics, Committee on
Environmental Health, IL

Barbara Cameron, MA, MSW
University of North Carolina, Carolina Breastfeeding
Institute, NC

Charles Cappetta, MD, FAAP
American Academy of Pediatrics, Council on Sports
Medicine and Fitness, IL

Anne Carmody, BS
Wisconsin Department of Children and Families, Bureau of
Early Care Regulation, WI

Anna Carter
North Carolina Division of Child Development, NC

Susan Case
Oklahoma Department of Human Services, OK

Dimitri Christakis, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Tom Clark, MD, FAAP
Task Force of the Youth Futures Authority, GA

Sally Clausen, ARNP, BSN
Healthy Child Care America, IA

Abby J. Cohen, JD
National Child Care Information and Technical Assistance
Center, CA

Herbert J. Cohen, MD, FAAP
Council on Children with Disabilities, MD

Albert Einstein College of Medicine, Department of
Pediatrics, NY

Teresa Cooper, RN
Washington Early Childhood Comprehensive Systems, State
Department of Health, WA

Kristen A. Copeland, MD, FAAP
Cincinnati Children’s Hospital Medical Center, OH

Ron Coté, PE
National Fire Protection Association, MA

William Cotton, MD, FAAP
American Academy of Pediatrics, Council on Community
Pediatrics, IL

Melissa Courts
Ohio Early Childhood Comprehensive Systems, Healthy
Child Care America, OH

Debby Cryer, PhD
University of North Carolina-Chapel Hill, FPG Child
Development Institute, NC

Edward Curry, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Xi

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Nancy M. Curtis
Maryland Health and Human Services,
Montgomery County, MD

Cynthia Devore, MD, FAAP
American Academy of Pediatrics,
Council on School Health, IL

Ann Ditty, MA
National Association for Regulatory Administration, KY

Steven M. Donn, MD, FAAP
American Academy of Pediatrics, Committee on Medical
Liability and Risk Management, IL

Elaine Donoghue, MD, FAAP

American Academy of Pediatrics, Committee on Early
Childhood, Adoption, and Dependent Care, IL
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Adrienne Dorf, MPH, RD, CD
Public Health - Seattle and King County, WA

Jacqueline Douge, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Benard Dreyer, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Jose Esquibel
Colorado Department of Public Health and Environment, CO

Karen Farley, RD, IBCLC
California WIC Association, CA

Rick Fiene, PhD
Penn State University, Capital Area Early Childhood Training
Institute, PA

Margaret Fisher, MD, FAAP

American Academy of Pediatrics, Disaster Preparedness
Advisory Council, IL

American Academy of Pediatrics, Section on Infectious
Diseases, IL

Thomas Fleisher, MD, FAAP
American Academy of Pediatrics, Section on Allergy and
Immunology, IL

Janice Fletcher, EAD
University of Idaho, School of Family and Consumer
Sciences, ID

Carroll Forsch
South Dakota Department of Social Services, Division of
Child Care Services, SD

Daniel Frattarelli, MD, FAAP
American Academy of Pediatrics, Section on Clinical
Pharmacology and Therapeutics/Committee on Drugs, IL

Doris Fredericks, MEd, RD, FADA
Child Development, Inc., Choices for Children, CA

Gilbert Fuld, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Jill Fussell, MD, FAAP

American Academy of Pediatrics, Committee on Early
Childhood, Adoption, and Dependent Care, Section on
Developmental and Behavioral Pediatrics, IL

Carol Gage
U.S. Administration for Children and Families, Office of Child
Care, DC

Robert Gilchick, MD, MPH
Los Angeles County Department of Public Health, Child and
Adolescent Health Program and Policy, CA

Frances Page Glascoe, PhD
American Academy of Pediatrics, Section on Developmental
and Behavioral Pediatrics, IL

Mary P. Glode, MD, FAAP
American Academy of Pediatrics, Committee on Infectious
Diseases, IL

Eloisa Gonzalez, MD, MPH
Los Angeles County Department of Public Health, Physical
Activity and Cardiovascular Health Program, CA

Rosario Gonzalez, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

David Gremse, MD, FAAP
Gastroenterology, Hepatology, and Therapeutics, AL

Joseph Hagan, MD, FAAP
American Academy of Pediatrics, Bright Futures, IL

Michelle Hahn, RN, PHN, BSN
Healthy Child Care Minnesota, MN

Cheryl Hall, RN, BSN, CCHC

Maryland State Department of Education, U.S.
Administration for Children and Families, Office of Child
Care, MD

Lawrence D. Hammer, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Acknowledgments

Xii



Caring for Our Children: National Health and Safety Performance Standards

Gil Handal, MD, FAAP
American Academy of Pediatrics, Council on Community
Pediatrics, IL

Patty Hannah
KinderCare Learning Centers, OH

Jodi Hardin, MPH
Early Childhood Systems, CO

Thelma Harms, PhD
University of North Carolina-Chapel Hill, NC

Sandra Hassink, MD, FAAP
American Academy of Pediatrics, Obesity Initiatives, IL

Leo Heitlinger, MD, FAAP
Gastroenterology, Hepatology, and Therapeutics, PA

James Henry
U.S. Administration for Children and Families, Office of Child
Care, DC

Mary Ann Heryer, MA
University of Missouri at Kansas City, Institute of Human
Development, MO

Karen Heying
National Infant and Toddler Child Care Initiative, Zero to
Three, DC

Pam High, MD, MS, FAAP
American Academy of Pediatrics, Committee on Early
Childhood Adoption and Dependent Care, IL

Chanda Nicole Holsey, DrPH, MPH, AE-C
San Diego State University, Graduate School of Public
Health, CA

Sarah Hoover, MEd
University of Colorado School of Medicine,
JFK Partners, CO

Gail Houle, PhD
U.S. Department of Education, Early Childhood Programs
Office of Special Education, DC

Bob Howard
Division of Child Day Care Licensing and Regulatory
Services, SC

Julian Hsin-Cheng Wan, MD, FAAP
American Academy of Pediatrics, Section on Urology, IL

Moniquin Huggins
U.S. Administration for Children and Families, Office of Child
Care, DC

Anne Hulick, RN, MS, JD
Connecticut Nurses Association, CT

Tammy Hurley
American Academy of Pediatrics, Section on Child Abuse
and Neglect, IL

Mary Anne Jackson, MD, FAAP
American Academy of Pediatrics, Committee on Infectious
Diseases, IL

Paula Deaun Jackson, MSN, CPNP, CCHC
Pediatric Nurse Practitioner and Child Care Health
Consultant, PA

Paula James
Contra Costa Child Care Council, Child Health and Nutrition
Program, CA

Laura Jana, MD, FAAP
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Renee Jarrett, MPH
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Paula Jaudes, MD, FAAP
American Academy of Pediatrics, Committee on Early
Childhood, Adoption, and Dependent Care, IL

Lowest Jefferson, REHS/RS, MS, PHA
Department of Health, WA

Mark Jenkerson
Missouri Department of Health and Senior Services, MO

Lynn Jezyk
U.S. Administration for Children and Families, Office of Child
Care Licensing, DC

Veronnie Faye Jones, MD, FAAP
American Academy of Pediatrics, Committee on Early
Childhood, Adoption, and Dependent Care, IL

Mark Kastenbaum
Department of Early Learning, WA

Harry L. Keyserling, MD, FAAP
American Academy of Pediatrics, Committee on Infectious
Diseases, IL

Matthew Edward Knight, MD, FAAP
American Academy of Pediatrics, Section on Clinical
Pharmacology and Therapeutics/Committee on Drugs, IL

Pauline Koch
National Association for Regulatory Administration, DE

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Bonnie Kozial
American Academy of Pediatrics, Section/Committee on
Injury, Violence, and Poison Prevention, IL

Steven Krug, MD, FAAP
American Academy of Pediatrics, Disaster Preparedness
Advisory Council, IL

Mae Kyono, MD, FAAP
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Miriam Labbok, MD, MPH, FACPM, FABM, IBCLC
University of North Carolina, Carolina Breastfeeding
Institute, NC

Mary LaCasse, MS, EdD
Department of Mental Health and Hygiene, MD

James Laughlin, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Sharis LeMay
Alabama Department of Public Health, Healthy Child Care
Alabama, AL

Vickie Leonard, RN, FNP, PhD
University of California San Francisco, California Childcare
Health Program, CA

Herschel Lessin, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Michael Leu, MD, MS, MHS, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Katy Levenhagen, MS, RD
Snohomish Health District, WA

Linda L. Lindeke, PhD, RN, CNP
American Academy of Pediatrics,
Medical Home Initiatives, IL

Michelle Macias, MD, FAAP
American Academy of Pediatrics, Section on Developmental
and Behavioral Pediatrics, IL

Karin A. Mack, PhD
Centers for Disease Control and Prevention, GA

Maxine M. Maloney
U.S. Administration for Children and Families, Office of Child
Care, DC

Barry Marx, MD, FAAP
U.S. Office of Head Start, DC

Bryce McClamroch
Massachusetts Early Childhood Comprehensive Systems,
State Department of Public Health, MA

Janet R. McGinnis
North Carolina Department of Public Instruction, Office of
Early Learning, NC

Ellen McGuffey, CPNP
National Association of Pediatric
Nurse Practitioners , NJ

Kandi Mell
Juvenile Products Manufacturers Association, NJ

Shelly Meyer, RN, BSN, PHN, CCHC
Missoula City-County Health Department, Child Care
Resources, MT

Joan Younger Meek, MD, MS, RD, IBCLC
Orlando Health, Arnold Palmer Hospital for Children, Florida
State University College of Medicine, FL

Angela Mickalide, PhD, CHES
Home Safety Council, DC

Jonathan D. Midgett, PhD
U.S. Consumer Product Safety Commission, MD

Mark Minier, MD, FAAP
American Academy of Pediatrics,
Council on School Health, IL

Mary Beth Miotto, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Antoinette Montgomery, BA
Parent, VA

Rachel Moon, MD, FAAP
American Academy of Pediatrics, Task Force on Infant
Positioning and SIDS, IL

Len Morrissey
ASTM International, PA

Jane Morton, MD, FAAP
American Academy of Pediatrics,
Section on Breastfeeding, IL

Robert D. Murray, MD, FAAP
American Academy of Pediatrics,
Council on School Health, IL

Scott Needle, MD, FAAP
American Academy of Pediatrics, Disaster Preparedness
Advisory Council, IL

Sara Benjamin Neelon, PhD, MPH, RD
Duke University Medical Center, Duke Global Health
Institute, NC

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Jeffrey Okamoto, MD, FAAP, FAACPDM
American Academy of Pediatrics,
Council on School Health, IL

Isaac Okehie
U.S. Administration for Children and Families, Office of Child
Care, DC

Stephanie Olmore
National Association for the Education of
Young Children, DC

John Pascoe, MD, MPH, FAAP
American Academy of Pediatrics, Committee on
Psychosocial Aspects of Child and Family Health, IL

Shana Patterson, RD
Colorado Physical Activity and Nutrition Program, CO

Jerome A. Paulson, MD, FAAP
American Academy of Pediatrics, Committee on
Environmental Health, IL

Kathy Penfold, MSN, RN
Department of Health and Human Services, MO

Leatha Perez-Chun, MS
U.S. Administration for Children and Families, Office of Child
Care, DC

Christine Perreault, RN, MHA
The Children’s Hospital, CO

Lauren Pfeiffer
Juvenile Products Manufacturers Association, NJ

Lisa Albers Prock, MD, MPH
American Academy of Pediatrics, Section on Adoption and
Foster Care, IL

Susan K. Purcell, BS, MA
Grandparent, CO

Dawn Ramsburg, PhD
U.S. Administration for Children and Families, Office of Child
Care, DC

Chadwick Rodgers, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Judy Romano, MD, FAAP
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Kate Roper, EAM
Massachusetts Early Childhood Comprehensive Systems,
State Department of Public Health, MA

Bobbie Rose, RN
University of California San Francisco, California Childcare
Health Program, CA

Lori Saltzman
U.S. Consumer Products Safety Commission, MD

Teresa Sakraida, PhD, MS, MSEd, BSN
University of Colorado, College of Nursing, CO

Kim Sandor, RN, MSN, FNP
Connecticut Nurses Association, CT

Karen Savoie, RDH, BS
Colorado Area Health Education Center System, Cavity Free
at Three, CO

Barbara Sawyer
National Association for Family Child Care, CO

Beverly Schmalzried
National Association of Child Care Resource and Referral
Agencies, VA

David J. Schonfeld, MD, FAAP
American Academy of Pediatrics, Disaster Preparedness
Advisory Council, IL

Gordon E. Schutze, MD, FAAP
American Academy of Pediatrics, Committee on Infectious
Diseases, IL

Lynne Shulster, PhD
Centers for Disease Control and Prevention, GA

Steve Shuman
Consultant, CA

Benjamin S. Siegel, MD, FAAP
American Academy of Pediatrics, Committee on
Psychosocial Aspects of Child and Family Health, IL

Geoffrey Simon, MD, FAAP
American Academy of Pediatrics, Committee on Practice in
Ambulatory Medicine and Immunizations, IL

Heather Smith
Parent, MO

Linda J. Smith, BSE, FACCE, IBCLC, FILCA
Bright Future Lactation Resource Centre, OH

Karen Sokal-Gutierrez, MD, MPH, FAAP
UCB-UCSF Joint Medical Program, CA

Robin Stanton, MA, RD, LD
Oregon Public Health Division,
Adolescent Health Section, OR

Brooke Stebbins
Healthy Child Care New Hampshire, Department of Public
Health Services, NH

Kathleen M. Stiles, MA
Colorado Office of Professional Development, CO

Acknowledgments



Caring for Our Children: National Health and Safety Performance Standards

Justine Strickland
Georgia Department of Early Care and Learning, Child Care
Policy, GA

Jeanine Swenson, MD, FAAP
American Academy of Pediatrics, Council on
Communication and Media, IL

Barbara Thompson
U.S. Department of Defense, Office of Family Policy/
Children and Youth, VA

Lynne E. Torpy, RD
Colorado Department of Public Health and Environment,
Colorado Child and Adult Care Food Program, CO

Michael Trautman, MD, FAAP
American Academy of Pediatrics, Section on Transport
Medicine, IL

Patricia A. Treadwell, MD, FAAP
American Academy of Pediatrics,
Section on Dermatology, IL

Mari Uehara, MD
University of Hawaii at Manoa, John A. Burns School of
Medicine, Department of Pediatrics, HI

Taara Vedvik
Parent, CO

Darlene Watford
U.S. Environmental Protection Agency, Office of Pollution
Prevention and Toxics, DC

Holly E. Wells
American Association of Poison Control Centers, VA

Lani Wheeler, MD, FAAP
American Academy of Pediatrics,
Council on School Health, IL

Grace Whitney, PhD, MPA
Connecticut Head Start Collaboration Office, CT

Karen Cachevki Williams, PhD
University of Wyoming, Department of Family and
Consumer Sciences, WY

David Willis, MD, FAAP
American Academy of Pediatrics, Section on Early
Education and Child Care, IL

Cindy Young, MPH, RD, CLE
County of Los Angeles Department of Public Health, CA

Acknowledgments XVi



Caring for Our Children: National Health and Safety Performance Standards

INTRODUCTION

Every day millions of children attend early care and educa-
tion programs. It is critical that they have the opportunity to
grow and learn in healthy and safe environments with caring
and professional caregivers/teachers. Following health and
safety best practices is an important way to provide quality
early care and education for young children. The American
Academy of Pediatrics (AAP), the American Public Health
Association (APHA), and the National Resource Center for
Health and Safety in Child Care and Early Education (NRC)
are pleased to release the 3rd edition of Caring for Our Chil-
dren: National Health and Safety Performance Standards;
Guidelines for Early Care and Education Programs. These
national standards represent the best evidence, expertise,
and experience in the country on quality health and safety
practices and policies that should be followed in today’s
early care and education settings.

History

In 1992, the American Public Health Association (APHA) and
the American Academy of Pediatrics (AAP) jointly pub-
lished Caring for Our Children: National Health and Safety
Performance Standards; Guidelines for Out-of-Home Child
Care Programs (1). The publication was the product of a

five year national project funded by the U.S. Department of
Health and Human Services, Health Resources and Services
Administration, Maternal and Child Health Bureau (MCHB).
This comprehensive set of health and safety standards was
a response to many years of effort by advocates for quality
child care. In 1976, Aronson and Pizzo recommended devel-
opment and use of national health and safety standards as
part of a report to Congress in association with the Federal
Interagency Day Care Requirements (FIDCR) Appropriate-
ness Study (2). In the years that followed, experts repeatedly
reaffirmed the need for these standards. For example, while
the work to prepare Caring for Our Children was underway,
the National Research Council’s report, Who Cares for
America’s Children? Child Care Policy for the 1990s, called
for uniform national child care standards (3). Subsequently
a second edition of Caring for Our Children was published

in 2002 addressing new knowledge generated by increas-
ing research into health and safety in early care and educa-
tion programs. The increased use of the standards both in
practical onsite applications and in research documents

the value of the standards and validates the importance

of keeping the standards up-to-date (4). Caring for Our
Children has been a yardstick for measuring what has been
done and what still needs to be done, as well as a technical
manual on how to do it.

Review Process

The Maternal and Child Health Bureau’s continuing fund-
ing since 1995 of a National Resource Center for Health
and Safety in Child Care and Early Education (NRC) at the
University of Colorado, College of Nursing supported the
work to coordinate the development of the second and third
editions.

The revision of the standards for the third edition of Caring
for Our Children was an extensive process. The third edition
benefited from the contribution of eighty-six technical ex-
perts in the field of health and safety in early care and edu-
cation. Reviews and recommendations were received from
184 stakeholder individuals - those representing consumers
of the information and organizations representing major
constituents of the early care and education community.
Caregivers/teachers, parents/guardians, families, health care
professionals, safety specialists, early childhood educators,
early care and education advocates, regulators, and federal,
military, and state agencies all brought their expertise and
experience to the revision process. A complete listing of the
Steering Committee, Lead Organizations’ reviewers, Techni-
cal Panel members, and Stakeholder contributors appears
on the Acknowledgment pages.

The process of revising the standards and the consensus
building was organized in stages:

1) Technical panel chairs recruited members to their panels
and reviewed the standards from the second edition. Us-
ing the best evidence available (peer reviewed scientific
studies, published reports, and best practice information)
they removed standards that were no longer applicable or
out-of-date, identified those that were still applicable (in
their original or in a revised form), and formulated many new
standards that were deemed appropriate and necessary.

2) Telephone conference calls were convened among
technical panel chairs to bring consensus on standards that
bridge several technical areas.

3) A draft of these revised standards was sent to a national
and state constituency of stakeholders for their comments
and suggestions.

4) This feedback was subsequently reviewed and consid-
ered by the technical panels and a decision was made to
further revise or not to revise a standard. It should be noted
that the national review called attention to many important
points of view and new information for additional discussion
and debate.

5) The edited standards were then sent to review teams of
the AAP, the APHA and the MCHB. Final copy was approved
by the Steering Committee representing the four organiza-
tions (AAP, APHA, NRC and MCHB).

In projects of this scope and magnitude, the end product is
only as good as the persons who participate in the effort. It
is hard to enumerate in this introduction the countless hours
of dedication and effort from contributors and reviewers.
The project owes each of them a huge debt of gratitude.
Their reward will come when high-quality early care and
education services become available to all children and their
families!

Overview of Content and Format Changes

Caring for Our Children, 3rd Edition contains

ten chapters of 686 Standards and thirty-nine
Appendices. We have made the following significant
content and format changes in the third edition:

Introduction
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¢ Total of fifty-eight new standards and fifteen new
appendices.

Developed new and revised standards in all areas.
Some key areas of change include:

0 Use of early childhood mental health consultants
and early education consultants;

Monitoring children’s development and obtaining
consent for screening;

Positive behavior management;

Limiting screen time;

Promoting physical activity;

Swaddling;

Healthy eating (including MyPlate, the United
States Department of Agriculture (USDA) new
primary food icon);

Encouraging breastfeeding;

Hand sanitizers;

Sun safety and sunscreen;

Integrated pest management;

Influenza control; and

Environmentally friendly settings and use of least
toxic products.

(o]
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Updated and added new appendices including:

0 Care plan for children with special health care

needs;

Helmet safety;

Helping children in foster care make successful

transitions;

0 Medication administration forms;

0 A poster on encouraging breastfeeding in early
care and education settings;

0 Authorization for emergency medical/dental care.

0 Healthier eating as shown in the USDA MyPlate,
which replaces MyPyramid to support healthier
food choices.

(0]
(0]

For the list of new and significantly revised standards and
appendices, see pages xxiv-xxix. See the Table of Contents
for a list of all Appendices.

¢ Created new numbering system to differentiate
third edition standards from the second edition. See
Appendices LL and MM for conversion charts of the
numbering system;

Updated references for the rationale and comment
sections and moved the references to be placed with
the standard instead of at the back of the chapter;

Added related standards at the bottom of each
standard for easy referral.

Requirements of Other Organizations

We recognize that many organizations have requirements
and recommendations that apply to out-of home early
care and education. For example, the National Association
for the Education of Young Children (NAEYC) publishes
requirements for developmentally appropriate practice
and accreditation of child care centers; Head Start follows
Performance Standards; the AAP has many standards

related to child health; the U.S. Department of Defense has
standards for military child care; the Office of Child Care
(OCC) produces health and safety standards for tribal child
care; the National Fire Protection Association has standards
for fire safety in child care settings. The Office of Child Care
administers the Child Care and Development Fund (CCDF)
which provides funds to states, territories, and tribes to as-
sist low-income families, families receiving temporary public
assistance, and those transitioning from public assistance in
obtaining child care so that they can work or attend train-
ing/education. Caregivers/teachers serving children funded
by CCDF must meet basic health and safety requirements
set by states and tribes. All of these are valuable resources,
as are many excellent state publications. By addressing
health and safety as an integrated component of early care
and education, contributors to Caring for Our Children have
made every effort to ensure that these standards are consis-
tent with and complement other child care requirements and
recommendations.

Continuing Improvement

Standards are never static. Each year the knowledge base
increases, and new scientific findings become available.
New areas of concern and interest arise. These standards
will assist individuals and organizations who are involved

in the continuing work of standards improvement at every
level: in early care and education practice, in regulatory ad-
ministration, in research in early childhood systems building,
in academic curricula, and in the professional performance
of the relevant disciplines.

Each of these areas affects the others in the ongoing pro-
cess of improving the way we meet the needs of children.
Possibly the most important use of these standards will be
to raise the level of understanding about what those needs
are, and to contribute to a greater willingness to commit
more resources to achieve quality early care and education
where children can grow and develop in a healthy and safe
environment.

Caring for Our Children, 3rd Edition Steering Committee
Danette Swanson Glassy, MD, FAAP

Jonathan B. Kotch, MD, MPH, FAAP

Barbara U. Hamilton, MA

Marilyn Krajicek, EdD, RN, FAAN
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GUIDING PRINCIPLES

The following are the guiding principles used in writing these
standards:

1. The health and safety of all children in early care and
education settings is essential. The child care setting offers
many opportunities for incorporating health and safety
education and life skills into everyday activities. Health
education for children is an investment in a lifetime of good
health practices and contributes to a healthier childhood
and adult life. Modeling of good health habits, such as
healthy eating and physical activity, by all staff in indoor and
outdoor learning/play environments, is the most effective
method of health education for young children.

2. Child care for infants, young children, and school-age
children is anchored in a respect for the developmental
needs, characteristics, and cultures of the children and their
families; it recognizes the unique qualities of each individual
and the importance of early brain development in young
children and in particular children birth to three years of age.

3. To the extent possible, indoor and outdoor learning/play
activities should be geared to the needs of all children.

4. The relationship between parent/guardian/family and child
is of utmost importance for the child’s current and future de-
velopment and should be supported by caregivers/teachers.
Those who care for children on a daily basis have abundant,
rich observational information to share, as well as offer in-
struction and best practices to parents/guardians. Parents/
guardians should share with caregivers/teachers the unique
behavioral, medical and developmental aspects of their
children. Ideally, parents/guardians can benefit from time
spent in the child’s caregiving environment and time for the
child, parent/guardian and caregiver/teacher to be together
should be encouraged. Daily communication, combined
with at least yearly conferences between families and the
principal caregiver/teacher, should occur. Communication
with families should take place through a variety of means
and ensure all families, regardless of language, literacy level,
or special needs, receive all of the communication.

5. The nurturing of a child’s development is based on
knowledge of the child’s general health, growth and de-
velopment, learning style, and unique characteristics. This
nurturing enhances the enjoyment of both child and parent/
guardian as maturation and adaptation take place. As
shown by studies of early brain development, trustworthy
relationships with a small number of adults and an environ-
ment conducive to bonding and learning are essential to the
healthy development of children. Staff selection, training,
and support should be directed to the following goals:
a) Promoting continuity of affective relationships;
b) Encouraging staff capacity for identification with and
empathy for the child;
c) Emphasizing an attitude of involvement as an adult in
the children’s play without dominating the activity;
d) Being sensitive to cultural differences; and
e) Being sensitive to stressors in the home environment.

6. Children with special health care needs encompass those
who have or are at increased risk for a chronic physical,
developmental, behavioral, or emotional condition and who
also require health and related services of a type or amount
beyond that generally required by children. This includes
children who have intermittent and continuous needs in all
aspects of health. No child with special health care needs
should be denied access to child care because of his/her
disability(ies), unless one of the four reasons for denying
care exists: level of care required; physical limitations of the
site; limited resources in the community, or unavailability of
specialized, trained staff. Whenever possible, children with
special health care needs should be cared for and provided
services in settings including children without special health
care needs.

7. Developmental programs and care should be based on

a child’s functional status, and the child’s needs should be
described in behavioral or functional terms. Children with
special needs should have a comprehensive interdisciplinary
or multidisciplinary evaluation if determined necessary.

8. Written policies and procedures should identify facility
requirements and persons and/or entities responsible for
implementing such requirements including clear guidance
as to when the policy does or does not apply.

9. Whenever possible, written information about facility
policies and procedures should be provided in the native
language of parents/guardians, in a form appropriate for
parents/guardians who are visually impaired, and also in an
appropriate literacy/readability level for parents/guardians
who may have difficulty with reading. However, processes
should never become more important than the care and
education of children.

10. Confidentiality of records and shared verbal informa-
tion must be maintained to protect the child, family, and
staff. The information obtained at early care and education
programs should be used to plan for a child’s safe and ap-
propriate participation. Parents/guardians must be assured
of the vigilance of the staff in protecting such information.
When sharing information, such as referrals to services that
would benefit the child, attainment of parental consent to
share information must be obtained in writing. It is also im-
portant to document key communication (verbal and written)
between staff and parents/guardians.

11. The facility’s nutrition activities complement and supple-
ment those of home and community. Food provided in a
child care setting should help to meet the child’s daily nu-
tritional needs while reflecting individual, cultural, religious,
and philosophical differences and providing an opportunity
for learning. Facilities can contribute to overall child devel-
opment goals by helping the child and family understand
the relationship of nutrition to health, the importance of
positive child feeding practices, the factors that influence
food practices, and the variety of ways to meet nutritional
needs. All children should engage in daily physical activity in
a safe environment that promotes developmentally appro-
priate movement skills and a healthy lifestyle.

Guiding Principles
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12. The expression of, and exposure to, cultural and ethnic
diversity enriches the experience of all children, families,
and staff. Planning for cultural diversity through the provi-
sion of books, toys, activities and pictures and working with
language differences should be encouraged.

18. Community resources should be identified and informa-
tion about their services, eligibility requirements, and hours
of operation should be available to the families and utilized
as much as possible to provide consultation and related
services as needed.

14. Programs should continuously strive for improvement in
health and safety processes and policies for the improve-
ment of the overall quality of care to children.

15. An emergency or disaster can happen at any time.
Programs should be prepared for and equipped to respond
to any type of emergency or disaster in order to ensure the
safety and well-being of staff and children, and communi-
cate effectively with parents/guardians.

16. Young children should receive optimal medical care in a
family-centered medical home. Cooperation and collabora-
tion between the medical home and caregivers/teachers
lead to more successful outcomes.

17. Education is an ongoing, lifelong process and child care
staff need continuous education about health and safety
related subject matter. Staff members who are current

on health related topics are better able to prevent, recog-
nize, and correct health and safety problems. Subjects to
be covered include the rationale for health promotion and
information about physical and mental health problems in
the children for whom the staff care. If staff turnover is high,
training on health and safety related subjects should be
repeated frequently.

18. Maintaining a healthy, toxic-free physical environment
positively impacts the health and well-being of the children
and staff served. Environmental responsibility is an impor-
tant concept to teach and practice daily.

Guiding Principles XX
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ADVICE TO THE USER

The intended users of the standards include all who care
for young children in early care and education settings and
who work toward the goal of ensuring that all children from
day one have the opportunity to grow and develop appro-
priately, to thrive in healthy and safe environments, and to
develop healthy and safe behaviors that will last a lifetime.

All of the standards are attainable. Some may have al-
ready been attained in individual settings; others can be
implemented over time. For example, any organization

that funds early care and education should, in our opinion,
adopt these standards as funding requirements and should
set a payment rate that covers the cost of meeting them.

Recommended Use

Caregivers/Teachers can use the standards to develop
and implement sound practices, policies, and staff train-
ing to ensure that their program is healthy, safe, age-
appropriate for all children in their care.

Early Childhood Systems can build integrated health
and safety components into their systems that promote
healthy lifestyles for all children.

Families have sound information from the standards to
select quality programs and/or evaluate their child’s cur-
rent early care and education program. They can work in
partnership with caregivers/teachers in promoting healthy
and safe behavior and practice for their child and fam-

ily. Families may also want to incorporate many of these
healthy and safe practices at home.

Health Care Professionals can assist families and con-
sult with caregivers/teachers by using the standards as
guidance on what makes a healthy and safe and age ap-
propriate environment that encourages children’s devel-
opment of healthy and safe habits. Consultants may use
the standards to develop guidance materials to share with
both caregivers/teachers and parents/guardians.

Licensing Professionals/Regulators can use the evi-
dence-based rationale to develop or improve regulations
that require a healthy and safe learning environment at a
critical time in a child’s life and develop lifelong healthy
behaviors in children.

National Private Organizations that will update stan-
dards for accreditation or guidance purposes for a special
discipline can draw on the new work and rationales of the
third edition just as Caring for Our Children’s expert con-
tributors drew upon the expertise of these organizations in
developing the new standards.

Policy-Makers are equipped with sound science to meet
emerging challenges to children’s development of lifelong
healthy behaviors and lifestyles.

State Departments of Education (DOEs) and lo-

cal school administrations can use the standards to
guide the writing of standards for school operated child
care and preschool facilities, and this guidance will help

principals to implement good practice in early care and
education programs.

States and localities who fund subsidized care and
services for income-eligible families can use the stan-
dards to determine the level and quality of service to be
expected.

University/College Faculty of early childhood education

programs can instill healthy practices in their students

to model and use with young children upon entering the
early childhood workplace and transfer the latest research
into their education.

Definitions

We have defined many terms in the Glossary found on page
549. Some of these are so important to the user that we are
emphasizing them here as well.

Types of Requirements:

A standard is a statement that defines a goal of practice. It
differs from a recommendation or a guideline in that it car-
ries greater incentive for universal compliance. It differs from
a regulation in that compliance is not necessarily required
for legal operation. It usually is legitimized or validated
based on scientific or epidemiological data, or when this
evidence is lacking, it represents the widely agreed upon,
state-of-the-art, high-quality level of practice.

The agency, program, or health practitioner that does not
meet the standard may incur disapproval or sanction from
within or without the organization. Thus, a standard is the
strongest criterion for practice set by a health organization
or association. For example, many manufacturers advertise
that their products meet ASTM standards as evidence to the
consumer of safety, while those products that cannot meet
the standards are sold without such labeling to undiscerning
purchasers.

A guideline is a statement of advice or instruction pertain-
ing to practice. It originates in an organization with acknowl|-
edged professional standing. Although it may be unsolic-
ited, a guideline often is developed in response to a stated
request or perceived need for such advice or instruction. For
example, the American Academy of Pediatrics (AAP) has a
guideline for the elements necessary to make the diagnosis
of Attention-Deficit/Hyperactivity Disorder.

A regulation takes a previous standard or guideline and
makes it a requirement for legal operation. A regulation
originates in an agency with either governmental or official
authority and has the power of law. Such authority is usually
accompanied by an enforcement activity. Examples of regu-
lations are: State regulations pertaining to child:staff ratios
in a licensed child care center, and immunizations required
to enter an early care and education program. The compo-
nents of the regulation will vary by topic addressed as well
as by area of jurisdiction (e.g., municipality or state). Be-
cause a regulation prescribes a practice that every agency
or program must comply with, it usually is the minimum or
the floor below which no agency or program should operate.

XXi
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Types of Facilities:

Child care offers developmentally appropriate care and edu-
cation for young children who receive care in out-of-home
settings (not their own home). Several types of facilities are
covered by the general definition of child care and educa-
tion. Although there are generally understood definitions for
child care facilities, states vary greatly in their legal defini-
tions, and some overlap and confusion of terms still exists in
defining child care facilities. Although the needs of children
do not differ from one setting to another, the declared intent
of different types of facilities may differ. Facilities that oper-
ate part-day, in the evening, during the traditional work day
and work week, or during a specific part of the year may call
themselves by different names. These standards recognize
that while children’s needs do not differ in any of these
settings, the way children’s needs are met may differ by
whether the facility is in a residence or a non-residence and
whether the child is expected to have a longer or only a very
short-term arrangement for care.

A Small family child care home provides care

and education of one to six children, including the
caregiver’s/teacher’s own children in the home of the
caregiver/teacher. Family members or other helpers
may be involved in assisting the caregiver/teacher, but
often, there is only one caregiver/teacher present at any
one time.

A Large family child care home provides care and
education of seven to twelve children, including the
caregiver’s/teacher’s own children in the home of the
caregiver/teacher, with one or more qualified adult
assistants to meet child: staff ratio requirements.

A Center is a facility that provides care and education
of any number of children in a nonresidential setting,
or thirteen or more children in any setting if the facility is
open on a regular basis.

For definitions of other special types of child care — drop-in,
school-age, for the mildly ill - see Standard 10.4.1.1: Uni-
form Categories and Definitions.

The standards are to guide all the types of programs listed
above.

Age Groups:

Although we recognize that designated age groups and de-

velopmental levels must be used flexibly to meet the needs

of individual children, many of the standards are applicable

to specific age and developmental categories. The following
categories are used in Caring for Our Children.

Age Functional Definition (By
9 Developmental Level)
Infant Birth-12 Birth to ambulation
months
Ambulation to
13-35 accomplishment of self-care
Toddler :
months routines such as use of the
toilet
From achievement of self-
36-59 . )
Pre-schooler care routines to entry into
months
regular school
School-Age !Entry |.nto rggular school,
Child 5-12 years |including kindergarten
through 6th grade

Format and Language

Each standard unit has at least three components: the
Standard itself, the Rationale, and the applicable Type of
Facility. Most standards also have a Comment section, a
Related Standards section and a References section. The
reader will find the scientific reference and/or epidemiologi-
cal evidence for the standard in the rationale section of each
standard. The Rationale explains the intent of and the need
for the standard. Where no scientific evidence for a standard
is available, the standard is based on the best available
professional consensus. If such a professional consensus
has been published, that reference is cited. The Rationale
both justifies the standard and serves as an educational
tool. The Comments section includes other explanatory
information relevant to the standard, such as applicability of
the standard and, in some cases, suggested ways to mea-
sure compliance with the standard. Although this document
reflects the best information available at the time of publica-
tion, as was the case with the first and second editions, this
third edition will need updating from time to time to reflect
changes in knowledge affecting early care and education.

Caring for Our Children is available at no cost online at
http://nrckids.org. It is also available in print format for a fee
from the American Academy of Pediatrics (AAP) and the
American Public Health Association (APHA).

Standards have been written to be measurable and enforce-
able. Measurability is important for performance standards
in a contractual relationship between a provider of service
and a funding source. Concrete and specific language helps
caregivers/teachers and facilities put the standards into
practice. Where a standard is difficult to measure, we have
provided guidance to make the requirement as specific as
possible. Some standards required more technical terminol-
ogy (e.g., certain infectious diseases, plumbing and heating
terminology). We encourage readers to seek interpretation
by appropriate specialists when needed. Where feasible,

we have written the standards to be understood by readers
from a wide variety of backgrounds.

Advice to User
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The Steering Committee agreed to consistent use of the
terms below to convey broader concepts instead of using a
multitude of different terms.

¢ Caregiver/teacher — for the early care and education/

child care professional that provides care and
learning opportunities to children—instead of child
care provider, just caregiver or just teacher;

Parents/guardians — for those adults legally
responsible for a child’s welfare;

Primary care provider — for the licensed health
professional, to name a few: pediatrician, pediatric
nurse practitioner, family physician, who has
responsibility for the health supervision of an
individual child;

Child abuse and neglect - for all forms of child
maltreatment;

Children with special health care needs - to
encompass children with special needs, children with
disabilities, children with chronic illnesses, etc.

Relationship of the Standards to Laws,
Ordinances, and Regulations

The members of the technical panels could not annotate the
standards to address local laws, ordinances, and regula-
tions. Many of these legal requirements have a different
intent from that addressed by the standards. Users of this
document should check legal requirements that may apply
to facilities in particular locales.

In general, child care is regulated by at least three different
legal entities or jurisdictions. The first is the building code
jurisdiction. Building inspectors enforce building codes to
protect life and property in all buildings, not just child care
facilities. Some of the standards should be written into
state or local building codes, rather than into the licensing
requirements.

The second major legal entity that regulates child care is the
health system. A number of different codes are intended to
prevent the spread of disease in restaurants, hospitals, and
other institutions where hazards and risky practices might
exist. Many of these health codes are not specific to child
care; however, specific provisions for child care might be
found in a health code. Some of the provisions in the stan-
dards might be appropriate for incorporation into a health
code.

The third legal jurisdiction applied to child care is child care
licensing. Usually, before a child care operator receives a
license, the operator must obtain approvals from health and
building safety authorities. Sometimes a standard is not
included as a child care licensing requirement because it

is covered in another code. Sometimes, however, it is not
covered in any code. Since children need full protection, the
issues addressed in this document should be addressed in
some aspect of public policy, and consistently addressed
within a community. In an effective regulatory system, differ-
ent inspectors do not try to regulate the same thing. Advo-
cates should decide which codes to review in making sure

that these standards are addressed appropriately in their
regulatory systems. Although the licensing requirements are
most usually affected, it may be more appropriate to revise
the health or building codes to include certain standards,
and it may be necessary to negotiate conflicts among ap-
plicable codes.

The National Standards are for reference purposes only
and should not be used as a substitute for medical or
legal consultation, nor be used to authorize actions be-
yond a person’s licensing, training, or ability.

XXii
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NEW AND SIGNIFICANT CHANGES IN Caring
for Our Children (CFOC) STANDARDS SINCE
THE 2ND EDITION

Most of the 3rd Edition CFOC Standards have had some
changes. Below are those standards and appendices that
are new in the 3rd Edition or have had significant updates/
changes to the content since the 2nd Edition.

CHAPTER 1 STAFFING

Standard 1.1.1.2: Ratios for Large Family Child Care.
Lowered ratios for infants and toddlers to be more in line
with small family child care.

Standard 1.1.2.1: Minimum Age to Enter Child Care -
NEW. Recommends healthy full-term infants can be safely
enrolled in child care settings beginning at three months of
age. Reader’s Note: This standard reflects a desirable goal
when sufficient resources are available; it is understood that
for some families, waiting until three months of age to enter
their infant in child care may not be possible.

Standard 1.2.0.2: Background Screening. Changed termi-
nology from background checks to background screening.

Standard 1.4.3.1: First Aid and CPR Training for Staff.
Updated to be in compliance with the American Health As-
sociation’s 2010 recommendations on CPR.

Standard 1.6.0.3: Early Childhood Mental Health Consul-
tants - NEW. Recommends consultants engage with a mini-
mum of quarterly visits, and outlines experience, knowledge
base, and role of the mental health consultant.

Standard 1.6.0.4: Early Childhood Education Consultants
- NEW. Recommends consultants engage with a minimum
of semi-annual visits, and outlines the experience, knowl-
edge base, and role of an education consultant.

CHAPTER 2 PROGRAM ACTIVITIES

Standard 2.1.1.3: Coordinated Child Care Health Pro-
gram Model - NEW. Provides guidelines for coordinating
care, including eight interactive components.

Standard 2.1.1.4: Monitoring Children’s Development/
Obtaining Consent for Screening - NEW. Defines the role
of caregivers/teachers in monitoring a child’s development,
and includes policies on developmental screening, and
sharing observation with parents/guardians.

Standard 2.1.1.6: Transitioning within Programs and
Indoor and Outdoor Learning/Play Environments - NEW.
Recommends ensuring positive transitions for children when
entering a new program and beginning new routines or
activities within existing program.

Standard 2.2.0.2: Limiting Infant/Toddler Time in Crib,
High Chair, Car Seat, etc. - NEW. Guidelines to specific
limit of time children should be confined in equipment.

Standard 2.2.0.3: Limiting Screen Time - Media, Com-
puter Time - NEW. Provides specific limits outlined by age
group and recommends what screen time is allowed be free
of advertising. Also includes two exceptions.

Standard 2.2.0.4: Supervision Near Bodies of Water.
Adds concept that supervising adult is within an arm’s
length, providing, “touch supervision.”

Standard 2.2.0.6: Discipline Measures. Enhanced with
information on positive behavior management and very
limited use of time-out.

Standard 2.2.0.7: Handling Physical Aggression, Biting,
and Hitting. Enhanced with more guidance on biting.

Standard 2.2.0.8: Preventing Expulsions, Suspensions,
and Other Limitations in Services - NEW. Includes recom-
mends procedures and policies for handling challenging
behaviors to minimize expulsions.

Standard 2.2.0.10: Using Physical Restraint. Updates
language on what a care plan should cover for the rare ex-
ception of a child with a special behavioral or mental health
issue that may exhibit a behavior that endangers his/her
safety and others.

Standard 2.4.1.2: Staff Modeling of Healthy and Safe
Behavior and Health and Safety Education Activities.
Enhanced with examples in the area of nutrition and physi-
cal activity.

CHAPTER 3 HEALTH PROMOTION AND
PROTECTION

Standard 3.1.2.1: Routine Health Supervision and Growth
Monitoring. Updated to include tracking BMI.

Standard 3.1.3.1: Active Opportunities for Physical Activ-
ity - NEW. Includes number, type, and frequency of physical
activity by age group.

Standard 3.1.3.3: Protection from Air Pollution while
Children are Outside - NEW. Recommends frequency of
checking air quality index.

Standard 3.1.3.4: Caregivers’/Teachers’ Encouragement
of Physical Activity - NEW. Recommends staff promotion
of children’s active play throughout the day.

Standard 3.1.4.1: Safe Sleep Practices and SIDS/Suffo-
cation Risk Reduction. Updated with new information on
inappropriate infant sleeping equipment, pacifier use and
swaddling.

Standard 3.1.4.2: Swaddling - NEW. Recommends that
swaddling is not needed in child care settings.

Standard 3.1.4.3: Pacifier Use - NEW. Follows current
American Academy of Pediatrics’ recommendations and
recommends written policy on use.

Standard 3.1.5.2: Toothbrushes and Toothpaste. Includes
addition that toothbrushes should be replaced at least every
three to four months.

Standard 3.2.1.5: Procedure for Changing Children’s
Soiled Underwear/Pull-Ups and Clothing - NEW. Outlines
procedure consistent with and complimentary to the diaper
changing procedure.

Standard 3.2.2.5: Hand Sanitizers - NEW. Describes ap-
propriate use of hand sanitizers as alternative to traditional
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handwashing for children twenty-four months and older
and staff. Note to Reader: This change is also reflected in
several related standards.

Standard 3.2.3.1 - Procedures for Nasal Secretions and
Use of Nasal Bulb Syringes. Provides guidance on the use
of nasal bulb syringes.

Standard 3.2.3.2: Cough and Sneeze Etiquette - NEW.
Describes appropriate etiquette to reduce the spread of
respiratory pathogens.

Standard 3.3.0.1: Routine Cleaning, Sanitizing, and Dis-
infecting. Moved chart to Appendix K and updated defini-
tions of sanitizer and disinfectant.

Standard 3.4.2.1: Animals that Might Have Contact with
Children and Adults. Updated with more specificity to
types of animals allowed and under what conditions.

Standard 3.4.2.2: Prohibited Animals. Updated with more
specificity on types of animals that are prohibited and why.

Standard 3.4.2.3: Care for Animals. Updated with more
specificity on caring for animals in child care settings.

Standard 3.4.4.3: Preventing and Identifying Shaken
Baby Syndrome/Abusive Head Trauma - NEW.

Standard 3.4.4.5: Facility Layout to Reduce Risk of Child
Abuse and Neglect. Removed recommending use of video
surveillance due to privacy concerns.

Standard 3.4.5.1: Sun Safety Including Sunscreen - NEW.
Explains procedures for protecting children from over expo-
sure and the proper use and types of sunscreen.

Standard 3.4.5.2: Insect Repellent - Protection from
Vector Borne Diseases — NEW. Outlines appropriate use
and types of insect repellent; also instructions on protecting
children and staff from ticks and proper removal of ticks.

Standard 3.5.0.1: Care Plan for Children with Special
Health Care Needs. Describes for whom a care plan should
be prepared and gives example in new Appendix O. Former-
ly, there was a separate standard on care plan for asthma.

Standard 3.6.1.1: Inclusion/Exclusion/Dismissal of Chil-
dren. Provides updated information on those conditions for
which children should or should not be temporarily excluded
from child care.

Standard 3.6.1.2: Staff Exclusion for lliness. Provides up-
dated information on those conditions for which staff should
or should not be temporarily excluded from child care.

Standard 3.6.1.3: Thermometers for Taking Human Tem-
peratures — NEW. Describes types of thermometers to use.

Standard 3.6.2.10: Inclusion and Exclusion of Children
from Facilities that Serve Children Who are lll. Provides
updated information on those conditions for which children
should or should not be temporarily excluded from child
care.

Standard 3.6.3.1: Medication Administration. Reflects
changes that no prescription or non-prescription medica-
tion (OTC) should be given without orders from a licensed

health care provider and written permission from a parent/
guardian. Exception: Non-prescription sunscreen and insect
repellent must have parental consent but do not require
instructions from each child’s primary care provider.

Standard 3.6.3.2: Labeling, Storage, and Disposal of
Medications. Recommends participating in community
drug “take back” programs if available.

CHAPTER 4 NUTRITION

Overall: Strengthens the encouragement of breastfeeding
throughout the document by incorporating supportive word-
ing throughout the infant-related standards.

Standard 4.2.0.4: Categories of Foods. Overhauls detail
information including limiting juice serving sizes, limiting fat
content of milk, and avoiding concentrated sweets and limit
salty food. Note to Reader: these changes are also reflected
in several related standards.

Standard 4.2.0.5: Meal and Snack Pattern. Discusses
breastfed infant feeding patterns in collaboration with fami-
lies.

Standard 4.2.0.11: Ingestion of Substances that Do Not
Provide Nutrition - NEW. Discusses monitoring of children
to prevent ingestion of non-nutritive substances.

Standard 4.2.0.12: Vegetarian/Vegan Diets - NEW. En-
courages accommodation of these diets in the child care
setting.

Standard 4.3.1.2: Feeding Infants on Cue By a Consis-
tent Caregiver/Teacher. Changes terminology and detail
from “on demand” to “on cue”.

Standard 4.3.1.3: Preparing, Feeding, and Storing Human
Milk. Provides new guidelines on storage; use of glass or
BPA-free plastic bottles; enhancement of preparing.

Standard 4.3.1.4: Feeding Human Milk to Another
Mother’s Child. Adds information about previous treatment
related to potential HIV transmission, along with hepatitis B
and C transmission issues.

Standard 4.3.1.5: Preparing, Feeding, and Storing Infant
Formula. Adds more on safe handling and specifics on
powdered formula.

Standard 4.3.1.6: Use of Soy-Based Formula and Soy
Milk - NEW. Discusses allowing soy products with par-
ent/guardian request. Encourages families and caregivers/
teachers in securing community resources for soy-based
formula.

Standard 4.3.1.8: Techniques of Bottle Feeding. Adds
type of nipple to use and good example where breastfeed-
ing is interlaced (i.e., bottle feeding should mimic approach-
es to breastfeeding).

Standard 4.3.1.9: Warming Bottles and Infant Foods.
Recommends BPA free plastics.

Standard 4.3.1.11: Introduction of Age-Appropriate Solid
Foods for Infants. Clarifies that solid foods should be

New and Significant Changes



Caring for Our Children: National Health and Safety Performance Standards

introduced no sooner than four months and preferably at six
months.

Standard 4.3.2.2: Serving Size for Toddlers and Pre-
schoolers. Increases emphasis on age-appropriate portion
size and eating from developmentally appropriate tableware
and cups.

Standard 4.5.0.3: Activities that are Incompatible with
Eating. Adds that watching TV and playing on a computer
are incompatible with eating.

Standard 4.5.0.4: Socialization During Meals. Promotes
using teachable moments on limiting portion size for those
who need that.

Standard 4.5.0.8: Experience with Familiar and New
Foods. Increases emphasis on introduction of a variety of
“healthful” foods; food acceptance may take eight to fifteen
times of offering food.

Standard 4.6.0.1: Selection and Preparation of Food
Brought from Home. Adds that sweetened treats are highly
discouraged. If provided, portion size should be small. Care-
givers/teachers encouraged to inform families of healthy
alternatives.

Standard 4.7.0.1: Nutrition Learning Experiences for
Children. Strongly emphasizes teaching appropriate portion
sizes.

Standard 4.7.0.2: Nutrition Education for Parents/Guard-
ians. Emphasizes using teachable moments throughout
year and importance of good nutrition and appropriate
physical activity to prevent obesity.

Standard 4.9.0.8: Supply of Food and Water for Disas-
ters. Increases allotment of food and water to seventy-two
hour supply.

CHAPTER 5 FACILITIES

Overall: Standardizes height of fences to four to six feet
(minimum four feet). Specifies use of nontoxic products if
available and use of least toxic product for the job.

Standard 5.1.1.5: Environmental Audit of Site Location.
Emphasizes comprehensive audit for environmental con-
taminants along with safety issues.

Standard 5.1.1.9: Unrelated Business in a Child Care
Area. Adds elimination of residue in the air or on surfaces or
materials/equipment that may be from activities performed
in a child care area when children are not there.

Standard 5.1.2.1: Space Required by Child. Changes
minimum space per child from thirty-five to forty-two square
feet of useable floor space per child. Fifty square feet is
preferred.

Standard 5.2.1.12: Fireplaces, Fireplace Inserts, and
Wood/Corn Pellet Stoves. Adds that wood/corn pellet
stoves should be inaccessible to children and should be
certified that they along with fireplaces and fireplace inserts,
meet air emission standards.

Standard 5.2.8.1: Integrated Pest Management. Expands
guidance on adopting an integrated pest management pro-
gram encouraging pest prevention and monitoring and then
use of products that pose the least exposure hazard first.

Standard 5.2.9.5: Carbon Monoxide Detectors — NEW.
Recommends installing in child care programs.

Standard 5.2.9.8: Use of Play Dough and Other Manipu-
lative Art or Sensory Materials - NEW. Describes appro-
priate procedures when using manipulative art or sensory
materials.

Standard 5.2.9.9: Plastic Containers and Toys - NEW.
Recommends avoiding plastic materials used in child care
that contain PVC, BPA, or phthalates.

Standard 5.2.9.12: Treatment of CCA Pressure-Treated
Wood - NEW. Becomes a standalone standard on type
of treatment for materials that have CCA treated surfaces;
previously only covered for playground equipment.

Standard 5.2.9.15: Construction and Remodeling During
Hours of Operation. Adds recommendation to use low
volatile organic compound (VOC) paints.

Standard 5.3.1.2: Product Recall Monitoring - NEW.
Recommends staff seek information regularly on recalls for
juvenile products.

Standard 5.3.1.4: Surfaces of Equipment, Furniture, Toys,
and Play Materials. Adds recommendation to choose ma-
terials with the least probability of containing materials that
off-gas toxic elements.

Standard 5.3.1.5: Placement of Equipment and Furnish-
ings. Adds that televisions must be anchored or mounted to
prevent tipping over.

Standard 5.3.1.10: Restrictive Infant Equipment Re-
quirements - NEW. Revises guidelines to specific limit of
time children should be confined in equipment (max fifteen
minutes, twice a day). Jumpers (attached to a door frame or
ceiling) and infant walkers prohibited. Former 2nd Ed. Baby
walker standard merged into this standard.

Standard 5.3.1.11: Exercise Equipment - NEW. Prohibits
children from having access to adult exercise equipment.

Standard 5.4.5.1: Sleeping Equipment and Supplies.
Adds that screens are not recommended to separate sleep-
ing children. The ends of cribs do not suffice as screens.
Also references new CPSC standards for toddler beds.

Standard 5.4.5.2: Cribs. Recommends programs follow
current CPSC crib standards. Cribs with drop sides not per-
mitted. Addition of information on evacuation cribs.

Standard 5.4.5.3: Stackable Cribs — NEW. Advises against
use of stackable.

Standard 5.5.0.6: Inaccessibility to Matches, Candles,
and Lighters. Adds candles as items to be inaccessible to
children.

Standard 5.6.0.1: First Aid and Emergency Supplies.
Adds items such as a flashlight, whistle, etc.; deletes syrup
of ipecac.
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Standard 5.6.0.4: Microfiber Cloths, Rags, Disposable
Towels, and Mops Used for Cleaning. Adds microfiber
cloths and mops as preferable for cleaning.

CHAPTER 6 PLAY AREAS/PLAYGROUNDS
AND TRANSPORTATION

Overall: New Chapter. Moved selected standards from
Caring for Our Children, 2nd Ed. Chapters 2 and 5. All play-
ground requirements updated to conform to latest CPSC
and ASTM requirements.

Standard 6.1.0.8: Enclosures for Outdoor Play Areas. Ad-
vises appropriate testing and treatment of fences and play
structures for Chromated Copper Arsenate (CCA).

Standard 6.2.4.3: Sensory Table Materials - NEW.
Requires using nontoxic materials and age-appropriate ma-
terials that do not cause choking. Children under eighteen
months should not use sensory tables.

Standard 6.2.4.4: Trampolines - NEW. Prohibits trampo-
lines in child care programs both onsite and during field
trips.

Standard 6.2.4.5: Ball Pits - NEW. Prohibits children from
playing in ball pits.

Standard 6.3.1.6: Pool Drain Covers. Updated in accor-
dance with Virginia Grame Baker Pool and Spa Safety Act.

Standard 6.4.2.1: Riding Toys with Wheels and Wheeled
Equipment. Updated to include requirements of riding toys
and wheeled equipment including scooters and all riders
should wear helmets.

Standard 6.4.2.2: Helmets. Updated on age requirements,
use when riding any riding toy, bike, and meet CPSC stan-
dards.

Standard 6.5.2.2: Child Passenger Safety. Updated on
current requirements for car safety seats, booster seats,
seat belts, or harnesses.

Standard 6.5.3.1: Passenger Vans — NEW. Recommends
to avoid use of fifteen-passenger vans and use vehicles
meeting definition of a school bus.

CHAPTER 7 INFECTIOUS DISEASES

Overall: Updated standards on immunizations to the cur-
rent Centers for Disease Control and Prevention’s Recom-
mended immunization schedules for persons aged 0 through
18 years - United States, 2011. Users should always
check for the current version at www.cdc.gov/vaccines/.
Standards on immunizations moved from Chapter 3 to
Chapter 7. Note: Infectious Diseases was formerly Chapter
6 in the 2nd Ed.

Standard 7.2.0.3: Inmunization of Caregivers/Teachers.
Adds immunizations - Td/Tdap, HPV (ages eleven to twenty-
six), seasonal influenza for all staff (no age restriction).

Standard 7.3.3.1: Influenza Immunizations for Children
and Caregivers/Teachers — NEW. Recommends written
documentation that a child six months of age and older has
current annual vaccination against influenza unless there

is a medical contraindication or philosophical or religious
objection.

Standard 7.3.3.2: Influenza Control - NEW. Encourages
parents/guardians to keep children with symptoms of acute
respiratory tract illness with fever at home until their fever
has subsided for at least twenty-four hours without use of
fever reducing medication. Same for caregivers/teachers.

Standard 7.3.3.3: Influenza Prevention Education - NEW.
Recommends refresher training for all staff and children on
hand hygiene, cough and sneeze control, and influenza vac-
cine at beginning of influenza season.

Standard 7.3.4.1: Mumps - NEW. Recommends that chil-
dren and staff with mumps should be excluded for five days
following onset of parotid gland swelling.

Standard 7.3.8.1: Attendance of Children with Respira-
tory Syncytial Virus (RSV) Respiratory Tract Infection

- NEW. Recommends that children may return to child
care once symptoms have resolved and temperature has
returned to normal.

Standard 7.3.10.1: Measures for Detection and Control
of Tuberculosis. Updated that TB status of adolescents
and caregivers/teachers present with children should be as-
sessed with a tuberculin skin test (TST) or interferon-gamma
release assay (IGRA) blood test before caregiving activities
are initiated. Tests on those with negative results do not
have to be repeated on a regular basis unless individual is at
risk of acquiring new infection or state/local health depart-
ment requires.

Standard 7.5.1.1: Conjunctivitis - NEW. Recommends that
children with conjunctivitis should not be excluded unless
meet certain criteria.

Standard 7.5.2.1: Enterovirus Infections - NEW. Recom-
mends children with enterovirus infections should not be
excluded unless meet certain criteria.

Standard 7.5.3.1: Human Papillomaviruses (HPV)
(WARTS) - NEW. Recommends children with warts should
not be excluded unless meet certain criteria.

Standard 7.5.4.1: Impetigo - NEW. Explains process for
inclusion/exclusion of children or staff with impetigo.

Standard 7.5.5.1: Lymphadenitis - NEW. Outlines process
for inclusion/exclusion of children or staff with lymphadeni-
tis.

Standard 7.5.6.1: Inmunization for Measles - NEW.
Recommends all children have age appropriate immuniza-
tions, and those not immunized or not age appropriately
immunized should be excluded immediately if there are
documented cases.

Standard 7.5.7.1: Molluscum Contagiosum - NEW. Rec-
ommends not excluding children with molluscum contagio-
sum.

Standard 7.5.10.1: Staphylococcus Aureus Skin Infec-
tions Including MRSA - NEW. Recommends not exclud-
ing children and staff unless meet certain criteria. Lesions
should be covered.
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Standard 7.5.12.1: Thrush (Candidiasis) - NEW. Recom-
mends not excluding children.

STANDARD 7.7.3.1: Roseola - NEW. Recommends not
excluding children unless meet certain criteria.

CHAPTER 8 CHILDREN WITH SPECIAL
HEALTH CARE NEEDS AND DISABILITIES

Overall: Improved consistency of language, referring to
children with special health care needs. Note: Targeted
information on Children with Special Health Care Needs was
formerly Chapter 7 in the 2nd Ed.

CHAPTER 9 ADMINISTRATION

Overall: Encompasses policy and record changes reflect-
ing major changes in process and procedures throughout
document. Note: Administration was formerly Chapter 8 in
the CFOC, 2nd Ed.

Standard 9.2.3.1: Policies and Practices that Promote
Physical Activity - NEW. Outlines what policies should
include: benefits, duration, setting, and clothing.

Standard 9.2.3.9: Written Policy on Use of Medications.
Updated to include prohibition of administering OTC cough
and cold, policies on prescriptions and OTC medications.

Standard 9.2.3.11: Food and Nutrition Service Policies
and Plans. Adds to list of policies needed: Menu and meal
planning, emergency preparedness for nutrition services,
food brought from home, age-appropriate portion sizes,
age-appropriate eating utensils and tableware, promotion
of breastfeeding, and provision of community resources to
support mothers.

Standard 9.2.3.14: Oral Health Policy - NEW. Outlines
elements to be included in an oral health policy such as
contact information for each child’s dentist/dental home;
provides resource list for children without a dentist/dental
home; explains implementation of daily tooth brushing,
restriction of sippy cup, etc.

Standard 9.2.4.1: Written Plan and Training for Handling
Urgent Medical Care or Threatening Incidents. Expanded
to cover mental health emergencies, emergencies involving
parents/guardians/guests, and if/when threatening individual
accesses the program.

Standard 9.2.4.3: Disaster Planning, Training and Com-
munication. Outlines comprehensive approach on the
details to be covered in an emergency/disaster plan, training
requirements, and communication procedures with parents/
guardians.

Standard 9.2.4.4: Written Plan for Seasonal and Pan-
demic Influenza - NEW. Recommends contents of a plan
in the areas of planning and coordination, infection control
policy and procedures, communications planning, and child
learning and program operations.

Standard 9.2.4.5: Emergency and Evacuation Drills/Exer-
cises Policy. Expands on types of events to have drills and
exercises.

Standard 9.2.4.7: Sign-In/Sign-Out System - NEW. Rec-
ommends system to track who has entered and exited the
facility as a means of security and of notification in case of
situation requiring evacuation.

Standard 9.2.4.8: Authorized Persons to Pick Up Child.
Expanded to include procedures for verifying persons who
are not on the authorized list to pick up or to deny ability to
pick up.

Standard 9.2.4.10: Documentation of Drop-Off, Pick-
Up and Daily Attendance of Child, and Parent/Provider
Communication. Expanded to include information on
documenting whether or not a child is in attendance and
communication procedures with parents/guardians.

Standard 9.2.5.1: Transportation Policy for Centers and
Large Family Homes. Expanded to include policies such
as procedures to ensure that no child is left in the vehicle
at the end of the trip or left unsupervised outside or inside
the vehicle during loading and unloading the vehicle, use
of passenger vans, vehicle selection to safely transport
children and others.

Standard 9.3.0.2: Written Human Resource Management
for Small Family Child Care Homes — NEW. Addresses
need for policies for caregivers/teachers in small family
child care homes that address vacation leave, holidays,
professional development leave, sick leave, and scheduled
increases of small family child care home fees.

Standard 9.4.1.16: Evacuation and Shelter-In-Place Drill
Record. Adds need for records of shelter-in-place drills.

CHAPTER 10 LICENSING AND COMMUNITY
ACTION

Overall: Changed “Recommendations” to “Standards” for
the first section of each standard. Chapter had major rear-
rangement. Most standards stayed but in different order.
Note: Licensing and Community Action was formerly Chap-
ter 9 in the CFOC 2nd Ed.

Standard 10.3.2.2: State Early Childhood Advisory Coun-
cil: Changed terminology from old “Commission on Child
Care” to reflect updated requirements from Head Start.

Standard 10.3.3.5: Licensing Agency Role in Communi-
cating the Importance of Compliance with Americans
with Disabilities Act - NEW. Explains that licensing agen-
cies should inform child care programs on compliance with
the ADA.

Standard 10.3.4.3: Support for Consultants to Provide
Technical Assistance to Facilities. Expands types of
consultants by adding early childhood education consultant,
dental health consultant, and physical activity consultant.

Standard 10.4.1.1: Uniform Categories and Definitions.
Updates definitions and completely revises the definition for
drop-in care.

Standard 10.4.1.2: Quality Rating and Improvement
Systems — NEW. Recommends that states develop QRIS
systems.
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Standard 10.4.2.1: Frequency of Inspections for Child
Care Centers, Large Family Child Care Homes, and
Small Family Child Care Homes. Increased inspections to
two a year of which one should be unannounced.

APPENDICES

Appendix A: Signs and Symptoms Chart - NEW. Includes
signs and symptoms of iliness, whether to notify a child
care health consultant, whether to notify parent/guardian,
whether to exclude child and if excluded, when to readmit.

Appendix H: Recommended Adult Immunization Sched-
ule - NEW.

Appendix J: Selecting an Appropriate Sanitizer and
Disinfectant. Updated definitions on terms and expanded
information.

Appendix K: Routine Schedule for Cleaning, Sanitizing
and Disinfecting. Updated with new categories.

Appendix N: Protective Factors Regarding Child Abuse
and Neglect - NEW. Includes early care and education
program strategies to build protective factors.

Appendix O: Care Plan for Children with Special Health
Care Needs - NEW.

Appendix Q: Getting Started with MyPlate - NEW. Dis-
plays new primary food icon for healthy eating.

Appendix R: Choose MyPlate: 10 Tips to a Great Plate
- NEW. Shows food choices for a healthy lifestyle can be
simple.

Appendix S: Physical Activity: How Much Is Needed? -
NEW. A guide to age-appropriate physical activity.

Appendix T: Helping Children in Foster Care Make
Successful Transitions Into Child Care - NEW. Includes
advice for both foster parents and caregivers/teachers on
how to make successful transitions for children into an early
care and education program.

Appendix U: Recommended Safe Minimum Internal
Cooking Temperatures - NEW.

Appendix AA: Medication Administration Packet - NEW.
Includes authorization form to give medication, checklist on
receiving medication, medication log, medication incident

report form, and checklist for preparing to give medication.

Appendix DD: Injury Report Form for Indoor and Out-
door Injuries - NEW.

Appendix HH: Use Zones for Clearance Dimensions for
Single- and Multi-Axis Swings - NEW.

Appendix lI: Bicycle Helmets: Quick-Fit Check - NEW.
Appendix JJ: Our Child Care Center Supports Breast-

feeding - NEW. Displays poster for programs to use to
encourage breastfeeding at the program.

Appendix KK: Authorization for Emergency Medical/
Dental Care - NEW.
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1.1 Child:Staff Ratio, Group Size,
and Minimum Age

1.1.1 Child:Staff Ratio and Group Size

STANDARD 1.1.1.1: Ratios for Small Family
Child Care Homes

The small family child care home caregiver/teacher
child:staff ratios should conform to the following table:

If the small family child
care home caregiver/
teacher has no children
under two years of age
in care,

then the small family child
care home caregiver/
teacher may have one

to six children over two
years of age in care

If the small family child
care home caregiver/
teacher has one child
under two years of age
in care,

then the small family child
care home caregiver/
teacher may have one to
three children over two
years of age in care

If the small family child
care home caregiver/
teacher has two children
under two years of age
in care,

then the small family child
care home caregiver/
teacher may have no
children over two years of
age in care

The small family child care home caregiver’s/teacher’s own
children as well as any other children in the home temporar-
ily requiring supervision should be included in the child:staff
ratio. During nap time, at least one adult should be physi-
cally present in the same room as the children.

RATIONALE: Low child:staff ratios are most critical for in-
fants and toddlers (birth to thirty-six months) (1). Infant and
child development and caregiving quality improves when
group size and child:staff ratios are smaller (2). Improved
verbal interactions are correlated with lower child:staff ratios
(3). Small ratios are very important for young children’s de-
velopment (7). The recommended group size and child:staff
ratio allow three- to five-year-old children to have continuing
adult support and guidance while encouraging independent,
self-initiated play and other activities (4).

The National Fire Protection Association (NFPA) requires in
the NFPA 101: Life Safety Code that small family child care
homes serve no more than two clients incapable of self-
preservation (5).

Direct, warm social interaction between adults and children
is more common and more likely with lower child:staff ratios.
Caregivers/teachers must be recognized as performing a
job for groups of children that parents/guardians of twins,
triplets, or quadruplets would rarely be left to handle alone.
In child care, these children do not come from the same
family and must learn a set of common rules that may differ
from expectations in their own homes (6,8).

COMMENTS: It is best practice for the caregiver/teacher to
remain in the same room as the infants when they are sleep-

ing to provide constant supervision. However in small family
child care programs, this may be difficult in practice be-
cause the caregiver/teacher is typically alone, and all of the
children most likely will not sleep at the same time. In order
to provide constant supervision during sleep, caregivers/
teachers could consider discontinuing the practice of plac-
ing infant(s) in a separate room for sleep, but instead placing
the infant’s crib in the area used by the other children so the
caregiver/teacher is able to supervise the sleeping infant(s)
while caring for the other children. Care must be taken so
that placement of cribs in an area used by other children
does not encroach upon the minimum usable floor space
requirements. Infants do not require a dark and quiet place
for sleep. Once they become accustomed, infants are able
to sleep without problems in environments with light and
noise. By placing infants (as well as all children in care) on
the main (ground) level of the home for sleep and remaining
on the same level as the children, the caregiver/teacher is
more likely able to evacuate the children in less time; thus,
increasing the odds of a successful evacuation in the event
of a fire or another emergency. Caregivers/teachers must
also continually monitor other children in this area so they
are not climbing on or into the cribs. If the caregiver/teacher
cannot remain in the same room as the infant(s) when the
infant is sleeping, it is recommended that the caregiver/
teacher should do visual checks every ten to fifteen minutes
to make sure the infant’s head is uncovered, and assess the
infant’s breathing, color, etc. Supervision is recommended
for toddlers and preschoolers to ensure safety and prevent
behaviors such as inappropriate touching or hurting other
sleeping children from taking place. These behaviors may
go undetected if a caregiver/teacher is not present. If care-
giver/teacher is not able to remain in the same room as the
children, frequent visual checks are also recommended for
toddlers and preschoolers when they are sleeping.

Each state has its own set of regulations that specify
child:staff ratios. To view a particular state’s regulations,

go to the National Resource Center for Health and Safety

in Child Care and Early Education’s (NRC) Website: http://
nrckids.org. Some states are setting limits on the number

of school-age children that are allowed to be cared for in
small family child care homes, e.g., two school-age children
in addition to the maximum number allowed for infants/
preschool children. No data are available to support using a
different ratio where school-age children are in family child
care homes. Since school-age children require focused
caregiver/teacher time and attention for supervision and
adult-child interaction, this standard applies the same ratio
to all children three-years-old and over. The family child care
caregiver/teacher must be able to have a positive relation-
ship and provide guidance for each child in care. This
standard is consistent with ratio requirements for toddlers in
centers as described in Standard 1.1.1.2.

Unscheduled inspections encourage compliance with this
standard.

TYPE OF FACILITY: Small Family Child Care Home
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RELATED STANDARDS:

1.1.1.3 Ratios for Facilities Serving Children with Special Health
Care Needs and Disabilities

Standard 1.1.2.1: Minimum Age to Enter Child Care

REFERENCES:

1. Zero to Three. 2007. The infant-toddler set-aside of the Child
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3. Goldstein, A., K. Hamm, R. Schumacher. Supporting growth
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Zero to Three. http://main.zerotothree.org/site/DocServer/
ChildCareResearchBrief.pdf.

4. De Schipper, E. J., J. M. Riksen-Walraven, S. A. E. Geurts.
2006. Effects of child-caregiver ratio on the interactions between
caregivers and children in child-care centers: An experimental
study. Child Devel 77:861-74.

5. National Fire Protection Association (NFPA). 2009. NFPA 101: Life
safety code. 2009 ed. Quincy, MA: NFPA.

6. Fiene, R. 2002. 13 indicators of quality child care: Research
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Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

7. Zigler, E., W. S. Gilliam, S. M. Jones. 2006. A vision for universal
preschool education, 107-29. New York: Cambridge University
Press.

8. Stebbins, H. 2007. State policies to improve the odds for the
healthy development and school readiness of infants and toddlers.
Washington, DC: Zero to Three. http://main.zerotothree.org/site/
DocServer/NCCP_article_for_BM_final.pdf.

STANDARD 1.1.1.2: Ratios for Large Family
Child Care Homes and Centers

Child:staff ratios in large family child care homes and
centers should be maintained as follows during all hours of
operation, including in vehicles during transport.

Large Family Child Care Homes

Age Maximum Maximum
Child:Staff Group Size
Ratio

<12 months 2:1 6

13-23 months 2:1 8

24-35 months 3:1 12

3-year-olds 71 12

4- to 5-year- 8:1 12

olds

6- to 8-year- 10:1 12

olds

9- to 12-year- 12:1 12

olds

During nap time for children birth through thirty months of
age, the child:staff ratio must be maintained at all times
regardless of how many infants are sleeping. They must also
be maintained even during the adult’s break time so that
ratios are not relaxed.

Child Care Centers

Age Maximum Maximum
Child:Staff Group Size
Ratio

<12 months 3:1 6

13-35 months 4:1 8

3-year-olds 71 14

4-year-olds 8:1 16

5-year-olds 8:1 16

6- to 8-year- 10:1 20

olds

9- to 12-year- 12:1 24

olds

During nap time for children ages thirty-one months and
older, at least one adult should be physically present in the
same room as the children and maximum group size must
be maintained. Children over thirty-one months of age can
usually be organized to nap on a schedule, but infants and
toddlers as individuals are more likely to nap on different
schedules. In the event even one child is not sleeping the
child should be moved to another activity where appropriate
supervision is provided.

If there is an emergency during nap time other adults should
be on the same floor and should immediately assist the staff
supervising sleeping children. The caregiver/teacher who is
in the same room with the children should be able to sum-
mon these adults without leaving the children.

When there are mixed age groups in the same room, the
child:staff ratio and group size should be consistent with the
age of most of the children. When infants or toddlers are in
the mixed age group, the child:staff ratio and group size for
infants and toddlers should be maintained. In large fam-

ily child care homes with two or more caregivers/teachers
caring for no more than twelve children, no more than three
children younger than two years of age should be in care.

Children with special health care needs or who require more
attention due to certain disabilities may require additional
staff on-site, depending on their special needs and the ex-
tent of their disabilities (1). See Standard 1.1.1.3.

At least one adult who has satisfactorily completed a course
in pediatric first aid, including CPR skills within the past
three years, should be part of the ratio at all times.

RATIONALE: These child:staff ratios are within the range

of recommendations for each age group that the National
Association for the Education of Young Children (NAEYC)
uses in its accreditation program (5). The NAEYC recom-
mends a range that assumes the director and staff members
are highly trained and, by virtue of the accreditation pro-
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cess, have formed a staffing pattern that enables effective
staff functioning. The standard for child:staff ratios in this
document uses a single desired ratio, rather than a range,
for each age group. These ratios are more likely than less
stringent ratios to support quality experiences for young
children.

Low child:staff ratios for non-ambulatory children are essen-
tial for fire safety. The National Fire Protection Association
(NFPA), in its NFPA 101: Life Safety Code, recommends that
no more than three children younger than two years of age
be cared for in large family child care homes where two staff
members are caring for up to twelve children (6).

Children benefit from social interactions with peers. Howev-
er, larger groups are generally associated with less positive
interactions and developmental outcomes. Group size and
ratio of children to adults are limited to allow for one to one
interaction, intimate knowledge of individual children, and
consistent caregiving (7).

Studies have found that children (particularly infants and
toddlers) in groups that comply with the recommended ratio
receive more sensitive and appropriate caregiving and score
higher on developmental assessments, particularly vocabu-
lary (1,9).

As is true in small family child care homes, Standard 1.1.1.1,
child:staff ratios alone do not predict the quality of care.
Direct, warm social interaction between adults and children
is more common and more likely with lower child:staff ratios.
Caregivers/teachers must be recognized as performing a
job for groups of children that parents/guardians of twins,
triplets, or quadruplets would rarely be left to handle alone.
In child care, these children do not come from the same
family and must learn a set of common rules that may differ
from expectations in their own homes (10).

Similarly, low child:staff ratios are most critical for infants
and young toddlers (birth to twenty-four months) (1). Infant
development and caregiving quality improves when group
size and child:staff ratios are smaller (2). Improved verbal in-
teractions are correlated with lower ratios (3). For three- and
four-year-old children, the size of the group is even more
important than ratios. The recommended group size and
child:staff ratio allow three- to five-year-old children to have
continuing adult support and guidance while encouraging
independent, self-initiated play and other activities (4).

In addition, the children’s physical safety and sanitation
routines require a staff that is not fragmented by excessive
demands. Child:staff ratios in child care settings should be
sufficiently low to keep staff stress below levels that might
result in anger with children. Caring for too many young chil-
dren, in particular, increases the possibility of stress to the
caregiver/teacher, and may result in loss of the caregiver’s/
teacher’s self-control (11).

Although observation of sleeping children does not require
the physical presence of more than one caregiver/teacher
for sleeping children thirty-one months and older, the staff
needed for an emergency response or evacuation of the
children must remain available on site for this purpose.

Ratios are required to be maintained for children thirty
months and younger during nap time due to the need for
closer observation and the frequent need to interact with
younger children during periods while they are resting. Close
proximity of staff to these younger groups enables more
rapid response to situations where young children require
more assistance than older children, e.g., for evacuation.
The requirement that a caregiver/teacher should remain in
the sleeping area of children thirty-one months and older

is not only to ensure safety, but also to prevent inappropri-
ate behavior from taking place that may go undetected if

a caregiver/teacher is not present. While nap time may be
the best option for regular staff conferences, staff lunch
breaks, and staff training, one staff person should stay in the
nap room, and the above staff activities should take place
in an area next to the nap room so other staff can assist if
emergency evacuation becomes necessary. If a child with a
potentially life-threatening special health care need is pres-
ent, a staff member trained in CPR and pediatric first aid
and one trained in administration of any potentially required
medication should be available at all times.

COMMENTS: The child:staff ratio indicates the maximum
number of children permitted per caregiver/teacher (8).
These ratios assume that caregivers/teachers do not have
time-consuming bookkeeping and housekeeping duties, so
they are free to provide direct care for children. The ratios
do not include other personnel (such as bus drivers) neces-
sary for specialized functions (such as driving a vehicle).

Group size is the number of children assigned to a care-
giver/teacher or team of caregivers/teachers occupying an
individual classroom or well-defined space within a larger
room (8). The “group” in child care represents the “home
room” for school-age children. It is the psychological base
with which the school-aged child identifies and from which
the child gains continual guidance and support in various
activities. This standard does not prohibit larger numbers
of school-aged children from joining in occasional collec-
tive activities as long as child:staff ratios and the concept of
“home room” are maintained.

Unscheduled inspections encourage compliance with this
standard.

These standards are based on what children need for quality
nurturing care. Those who question whether these ratios are
affordable must consider that efforts to limit costs can result
in overlooking the basic needs of children and creating a
highly stressful work environment for caregivers/teachers.
Community resources, in addition to parent/guardian fees
and a greater public investment in child care, can make criti-
cal contributions to the achievement of the child:staff ratios
and group sizes specified in this standard. Each state has its
own set of regulations that specify child:staff ratios. To view
a particular state’s regulations, go to the National Resource
Center for Health and Safety in Child Care and Early Educa-
tion’s (NRC) Website: http://nrckids.org.

TYPE OF FACILITY: Center; Large Family Child Care Home
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RELATED STANDARDS:

Standards 1.1.1.3-1.1.1.5: Ratios and Supervision for Certain
Scenarios

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training
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STANDARD 1.1.1.3: Ratios for Facilities
Serving Children with Special Health Care
Needs and Disabilities

Facilities enrolling children with special health care needs

and disabilities should determine, by an individual assess-
ment of each child’s needs, whether the facility requires a

lower child:staff ratio.

RATIONALE: The child:staff ratio must allow the needs of
the children enrolled to be met. The facility should have
sufficient direct care professional staff to provide the
required programs and services. Integrated facilities with
fewer resources may be able to serve children who need
fewer services, and the staffing levels may vary accord-
ingly. Adjustment of the ratio allows for the flexibility needed
to meet each child’s type and degree of special need and
encourage each child to participate comfortably in program

activities. Adjustment of the ratio produces flexibility without
resulting in a need for care that is greater than the staff can
provide without compromising the health and safety of other
children. The facility should seek consultation with parents/
guardians, a child care health consultant (CCHC), and other
professionals, regarding the appropriate child:staff ratio. The
facility may wish to increase the number of staff members if
the child requires significant special assistance (1).

COMMENTS: These ratios do not include personnel who
have other duties that might preclude their involvement in
needed supervision while they are performing those duties,
such as therapists, cooks, maintenance workers, or bus
drivers.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

REFERENCES:

1. University of North Carolina at Chapel Hill, FPG Child
Development Institute. The national early childhood technical
assistance center. http://www.nectac.org.

STANDARD 1.1.1.4: Ratios and Supervision
During Transportation

Child:staff ratios established for out-of-home child care
should be maintained on all transportation the facility
provides or arranges. Drivers should not be included in the
ratio. No child of any age should be left unattended in or
around a vehicle, when children are in a car, or when they
are in a car seat. A face-to-name count of children should
be conducted prior to leaving for a destination, when the
destination is reached, before departing for return to the
facility and upon return. Caregivers/teachers should also
remember to take into account in this head count if any chil-
dren were picked up or dropped off while being transported
away from the facility.

RATIONALE: Children must receive direct supervision
when they are being transported, in loading zones, and
when they get in and out of vehicles. Drivers must be able
to focus entirely on driving tasks, leaving the supervision

of children to other adults. This is especially important with
young children who will be sitting in close proximity to one
another in the vehicle and may need care during the trip.

In any vehicle making multiple stops to pick up or drop off
children, this also permits one adult to get one child out and
take that child to a home, while the other adult supervises
the children remaining in the vehicle, who would otherwise
be unattended for that time (1). Children require supervision
at all times, even when buckled in seat restraints. A head
count is essential to ensure that no child is inadvertently
left behind in or out of the vehicle. Child deaths in child
care have occurred when children were mistakenly left in
vehicles, thinking the vehicle was empty.

TYPE OF FACILITY: Center; Large Family Child Care Home

RELATED STANDARDS:
Standard 5.6.0.1: First Aid and Emergency Supplies

REFERENCES:
1. Aird, L. D. 2007. Moving kids safely in child care: A refresher
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course. Child Care Exchange (January/February): 25-28. http://
www.childcareexchange.com/library/5017325.pdf.

STANDARD 1.1.1.5: Ratios and Supervision for
Swimming, Wading, and Water Play

The following child:staff ratios should apply while children
are swimming, wading, or engaged in water play:

Developmental Levels Child:Staff Ratio
Infants 1:1
Toddlers 1:1
Preschoolers 4:1
School-age Children 6:1

Constant and active supervision should be maintained

when any child is in or around water (4). During any swim-
ming/wading/water play activities where either an infant or

a toddler is present, the ratio should always be one adult

to one infant/toddler. The required ratio of adults to older
children should be met without including the adults who are
required for supervision of infants and/or toddlers. An adult
should remain in direct physical contact with an infant at all
times during swimming or water play (4). Whenever children
thirteen months and up to five years of age are in or around
water, the supervising adult should be within an arm’s length
providing “touch supervision” (6). The attention of an adult
who is supervising children of any age should be focused
on the child, and the adult should never be engaged in other
distracting activities (4), such as talking on the telephone,
socializing, or tending to chores.

A lifeguard should not be counted in the child:staff ratio.

RATIONALE: The circumstances surrounding drownings
and water-related injuries of young children suggest that
staffing requirements and environmental modifications may
reduce the risk of this type of injury. Essential elements are
close continuous supervision (1,4), four-sided fencing and
self-locking gates around all swimming pools, hot tubs,

and spas, and special safety covers on pools when they

are not in use (2,7). Five-gallon buckets should not be used
for water play (4). Water play using small (one quart) plastic
pitchers and plastic containers for pouring water and plastic
dish pans or bowls allow children to practice pouring skills.
Between 2003 and 2005, a study of drowning deaths of chil-
dren younger than five years of age attributed the highest
percentage of drowning reports to an adult losing contact
or knowledge of the whereabouts of the child (5). During the
time of lost contact, the child managed to gain access to
the pool (3).

COMMENTS: Water play includes wading. Touch supervi-
sion means keeping swimming children within arm’s reach
and in sight at all times. Drowning is a “silent killer” and
children may slip into the water silently without any splash-
ing or screaming.

Ratios for supervision of swimming, wading and water play
do not include personnel who have other duties that might
preclude their involvement in supervision during swimming/

wading/water play activities while they are performing those
duties. This ratio excludes cooks, maintenance workers, or
lifeguards from being counted in the child:staff ratio if they
are involved in specialized duties at the same time. Proper
ratios during swimming activities with infants are important.
Infant swimming programs have led to water intoxication
and seizures because infants may swallow excessive water
when they are engaged in any submersion activities (1).

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standard 2.2.0.4: Supervision Near Bodies of Water
Standard 6.3.1.3: Sensors or Remote Monitors
Standard 6.3.1.4: Safety Covers for Swimming Pools
Standard 6.3.1.7: Pool Safety Rules

Standard 6.3.2.1: Lifesaving Equipment

Standard 6.3.2.2: Lifeline in Pool

Standard 6.3.5.2: Water in Containers

Standard 6.3.5.3: Portable Wading Pools

REFERENCES:

1. American Academy of Pediatrics, Committee on Injury, Violence,
and Poison Prevention. 2010. Policy statement: Prevention of
drowning. Pediatrics 126:178-85.

2. U.S. Consumer Product Safety Commission (CPSC). Pool and
spa safety: The Virginia Graeme Baker pool and spa safety act.
http://www.poolsafely.gov/wp-content/uploads/VGBA.pdf.

3. Gipson, K. 2008. Pool and spa submersion: Estimated injuries
and reported fatalities, 2008 report. Bethesda, MD: U.S. Consumer
Product Safety Commission. http://www.cpsc.gov/LIBRARY/
poolsub2008.pdf.

4. U.S. Consumer Product Safety Commission (CPSC). 2009. CPSC
warns of in-home drowning dangers with bathtubs, bath seats,
buckets. Release #10-008. http://www.cpsc.gov/cpscpub/prerel/
prhtml10/10008.html.

5. Gipson, K. 2008. Submersions related to non-pool and non-spa
products, 2008 report. Washington, DC: U.S. Consumer Product
Safety Commission. http://www.cpsc.gov/library/FOIA/FOIAQ09/0S/
nonpoolsub2008.pdf.

6. American Academy of Pediatrics, Committee on Injury, Violence,
and Poison Prevention, J. Weiss. 2010. Technical report: Prevention
of drowning. Pediatrics 126: e253-62.

7. Consumer Product Safety Commission. Steps for safety around
the pool: The pool and spa safety act. Pool Safely. http://www
.poolsafely.gov/wp-content/uploads/360.pdf.

1.1.2 Minimum Age

STANDARD 1.1.2.1: Minimum Age to Enter
Child Care

Reader’s Note: This standard reflects a desirable goal when
sufficient resources are available; it is understood that for
some families, waiting until three months of age to enter
their infant in child care may not be possible.

Healthy full-term infants can be enrolled in child care set-
tings as early as three months of age. Premature infants or
those with chronic health conditions should be evaluated by
their primary care providers and developmental specialists
to make an individual determination concerning the appro-
priate age for child care enrollment.
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RATIONALE: Brain anatomy, chemistry, and physiology un-
dergo rapid development over the first ten to twelve weeks
of life (1-6). Concurrently, and as a direct consequence of
these shifts in central nervous system structure and func-
tion, infants demonstrate significant growth, irregularity, and
eventually, organization of their behavior, physiology, and
social responsiveness (1-3,5). Arousal responses to stimula-
tion mature before the ability to self-regulate and control
such responses in the first six to eight weeks of life causing
infants to demonstrate an expanding range and fluctuation
of behavioral state changes from quiet to alert to irritable (1-
3,6). Infant behavior is most disorganized, most difficult to
read and most frustrating to support at the six to eight week
period (2,3). At approximately eight to twelve weeks after
birth, full term infants typically undergo changes in brain
function and behavior that helps caregivers/teachers under-
stand and respond effectively to infants’ increasingly stable
sleep-wake states, attention, self-calming efforts, feed-

ing patterns and patterns of social engagement. Over the
course of the third month, infants demonstrate an emerging
capacity to sustain states of sleep and alert attention.

Infants, birth to three months of age, can become seriously
ill very quickly without obvious signs (7). This increased risk
to infants, birth to three months makes it important to mini-
mize their exposure to children and adults outside their fam-
ily, including exposures in child care (8). In addition, infants
of mothers who return to work, particularly full-time, before
twelve weeks of age, and are placed in group care may be
at even greater risk for developing serious infectious dis-
eases. These infants are less likely to receive recommended
well-child care and immunizations and to be breastfed or
are likely to have a shorter duration of breastfeeding (16,22).

Researchers report that breastfeeding duration was sig-
nificantly higher in women with longer maternity leaves as
compared to those with less than nine to twelve weeks
leave (9,22). A leave of less than six weeks was associated
with a much higher likelihood of stopping breastfeeding
(10,22). Continuing breastfeeding after returning to work
may be particularly difficult for lower income women who
may have fewer support systems (11).

It takes women who have given birth about six weeks to
return to the physical health they had prior to pregnancy
(12). A significant portion of women reported child birth
related symptoms five weeks after delivery (17). In contrast,
women’s general mental health, vitality, and role function
were improved with maternity leaves at twelve weeks or
longer (13).

Birth of a child or adoption of a newborn, especially the
first, requires significant transition in the family. First time
parents/guardians are learning a new role and even with
subsequent children, integration of the new family member
requires several weeks of adaptation. Families need time to
adjust physically and emotionally to the intense needs of a
newborn (14,15).

COMMENTS: In an analysis of twenty-one wealthy coun-
tries including Australia, New Zealand, Canada, United
States, Japan, and several European countries, the U.S.

ranked twentieth in terms of unpaid and paid parental

leave available to two-parent families with the birth of their
child (18,21). Although Switzerland ranked twenty-first with
fourteen versus twenty-four weeks as compared to the U.S.
for both parents/guardians, eleven weeks of leave are paid
in Switzerland. In this study of twenty-one countries, only
Australia and the U.S. do not provide for paid leave after the
birth of a child (18).

Major social policies in the U.S. were established with the
Social Security Act in 1935 at a time when the majority of
women were not employed (19,20). The Family and Medi-
cal Leave Act (FMLA) of 1993, which allows twelve weeks
of leave, established for the first time job protected ma-
ternity leave for qualifying employees (16,20). Despite the
importance of FMLA, only about 60% of the women in the
workforce are eligible for job protected maternity leave.
FMLA does not provide paid leave, which may force many
women to return to work sooner than preferred (18). FMLA
is not transferable between parents/guardians. However,
five U.S. states support five to six weeks of paid maternity
leave and a few companies allow generous paid leaves for
select employees (21).

In a nationally representative sample, 84% of women and
74% of men supported expansion of the FMLA; furthermore,
90% of women and 72% of men reported that employers
and government should do more to support families (21).

Substantial evidence exists to strengthen social policies,
specifically job protected paid leave for all families, for at
least the first twelve weeks of life, in order to promote the
health and development of children and families (22). Invest-
ing in families during an important life transition, the birth

or adoption of a child, reflects a society’s values and may

in fact contribute to a healthier and more productive work
force.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:
Standard 2.1.1.5: Helping Families Cope with Separation

REFERENCES:
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1.2 Recruitment and Background
Screening

STANDARD 1.2.0.1: Staff Recruitment

Staff recruitment should be based on a policy of non-dis-
crimination with regard to gender, race, ethnicity, disability,
or religion, as required by the Equal Employment Oppor-
tunity Act (EEOA). Centers should have a plan of action for
recruiting and hiring a diverse staff that is representative of
the children in the facility’s care and people in the commu-
nity with whom the child is likely to have contact as a part
of life experience. Staff recruitment policies should adhere
to requirements of the Americans with Disabilities Act (ADA)
as it applies to employment. The job description for each
position should be clearly written, and the suitability of an
applicant should be measured with regard to the applicant’s
qualifications and abilities to perform the tasks required in
the role.

RATIONALE: Child care businesses must adhere to federal
law. In addition, child care businesses should model diver-
sity and non-discrimination in their employment practices to
enhance the quality of the program by supporting diversity

and tolerance for individuals on the staff who are competent
caregivers/teachers with different background and orienta-
tion in their private lives. Children need to see successful
role models from their own ethnic and cultural groups and
be able to develop the ability to relate to people who are dif-
ferent from themselves (1).

The goal of the ADA in employment is to reasonably accom-
modate applicants and employees with disabilities, to pro-
vide them equal employment opportunity and to integrate
them into the program’s staff to the extent feasible, given
the individual’s limitations. Under the ADA, employers are
expected to make reasonable accommodations for persons
with disabilities. Some disabilities may be accommodated,
whereas others may not allow the person to do essential
tasks. The fairest way to address this evaluation is to define
the tasks and measure the abilities of applicants to perform
them (2).

COMMENTS: In staff recruiting, the hiring pool should
extend beyond the immediate neighborhood of the child’s
residence or location of the facility, to reflect the diversity
of the people with whom the child can be expected to have
contact as a part of life experience.

Reasons to deny employment include the following:

a) The applicant or employee is not qualified or is un-
able to perform the essential functions of the job with
or without reasonable accommodations;

b) Accommodation is unreasonable or will result in
undue hardship to the program;

c) The applicant’s or employee’s condition will pose a
significant threat to the health or safety of that indi-
vidual or of other staff members or children.

Accommodations and undue hardship are based on each
individual situation.

The U.S. Equal Employment Opportunity Commission
(EEOC) does not enforce the protections that prohibit
discrimination and harassment based on sexual orientation,
status as a parent, marital status, or political affiliation. How-
ever, other federal agencies and many states and munici-
palities do. For assistance in locating your state or local
agency'’s rules go to http://www.eeoc.gov/field/ (3).

Caregivers/teachers can obtain copies of the EEOA and the
ADA from their local public library. Facilities should consult
with ADA experts through the U.S. Department of Educa-
tion funded Disability and Business Technical Assistance
Centers (DBTAC) throughout the country. These centers can
be reached by calling 1-800-949-4232 (callers will be routed
to the appropriate region), or by visiting http://www.adata
.org/Static/Home.aspx.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

REFERENCES:
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2. U.S. Department of Justice, Civil Rights Division, Disability Rights
Section. 1997. Commonly asked questions about child care centers
and the Americans with Disabilities Act. http://www.ada.gov/
childg&a.htm.

3. U.S. Equal Employment Opportunity Commission. Discrimination
based on sexual orientation, status as a parent, marital status and
political affiliation. http://www.eeoc.gov/federal/otherprotections.cfm.

STANDARD 1.2.0.2: Background Screening

Directors of centers and caregivers/teachers in large and
small family child care homes should conduct a complete
background screening before employing any staff member
(including substitutes, cooks, clerical staff, transportation
staff, bus drivers, or custodians who will be on the premises
or in vehicles when children are present). The background
screening should include:
a) Name and address verification;
b) Social Security number verification;
c) Education verification;
d) Employment history;
e) Alias search;
f) Driving history through state Department of Motor
Vehicles records;
g) Background screening of:
1) State and national criminal history records;
2) Child abuse and neglect registries;
3) Licensing history with any other state agencies
(i.e., foster care, mental health, nursing homes,
etc.);
4) Fingerprints; and
5) Sex offender registries;
h) Court records;
i) References.

All family members over age ten living in large and small
family child care homes should also have background
screenings.

Drug tests may also be incorporated into the background
screening. Written permission to obtain the background
screening (with or without a drug screen) should be ob-
tained from the prospective employee. Consent to the
background investigation should be required for employ-
ment consideration.

When checking references and when conducting employee
or volunteer interviews, prospective employers should spe-
cifically ask about previous convictions and arrests, inves-
tigation findings, or court cases with child abuse/neglect
or child sexual abuse. Failure of the prospective employee
to disclose previous history of child abuse/neglect or child
sexual abuse is grounds for immediate dismissal.

Persons should not be hired or allowed to work or volunteer
in the child care facility if they acknowledge being sexually
attracted to children or having physically or sexually abused
children, or are known to have committed such acts.

Background screenings should be repeated periodically
taking into consideration state laws and/or requirements.
Screenings should be repeated more frequently if there are
additional concerns.

RATIONALE: To ensure their safety and physical and mental
health, children should be protected from any risk of abuse
or neglect. Although few persons will acknowledge past
child abuse or neglect to another person, the obvious at-
tention directed to the question by the licensing agency or
caregiver/teacher may discourage some potentially abusive
individuals from seeking employment in child care. Perform-
ing diligent background screenings also protects the child
care facility against future legal challenges (1). Having a
state credentialing system can reduce the time required to
ensure all those caring for children have had the required
background screening review.

COMMENTS: Directors who are conducting screenings

and caregivers/teachers who are asked to submit a back-
ground screening record should contact their state child
care licensing agency for the appropriate documentation
required. Fingerprinting can be secured at local law enforce-
ment offices or the State Bureau of Investigation. Court
records are public information and can be obtained from
county court offices and some states have statewide online
court records. When checking for prior arrests or previous
court actions, the facility should check for misdemeanors
as well as felonies. Driving records are available from the
State Department of Motor Vehicles. A social security trace
is a report, derived from credit bureau records that will
return all current and reported addresses for the last seven
to ten years on a specific individual based on his or her
social security number. If there are alternate names (aliases)
these are also reported. State child abuse registries can be
accessed at http://www.hunter.cuny.edu/socwork/nrcfcpp/
downloads/policy-issues/State_Child_Abuse_Registries
.pdf. Sex offender registries can be accessed at http://www
.prevent-abuse-now.com/register.htm. Companies also offer
background check services. The National Association of
Professional Background Screeners (http://www.napbs.com)
provides a directory of their membership.

For more information on state licensing requirements re-
garding criminal background screenings, see the National
Association for Regulatory Administration’s (NARA) current
Licensing Study at http://www.naralicensing.org.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

REFERENCES:

1. Privacy Rights Clearinghouse. 2011. Fact sheet 16: Employment
background checks: A jobseeker’s guide. http://www.privacyrights
.org/fs/fs16-bck.htm.

1.3 Pre-service Qualifications

1.3.1 Director’s Qualifications

STANDARD 1.3.1.1: General Qualifications of
Directors
The director of a center enrolling fewer than sixty children

should be at least twenty-one-years-old and should have all
the following qualifications:
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a) Have a minimum of a Baccalaureate degree with at

least nine credit-bearing hours of specialized college-

level course work in administration, leadership, or

management, and at least twenty-four credit-bearing

hours of specialized college-level course work in

early childhood education, child development,

elementary education, or early childhood special

education that addresses child development, learning

from birth through kindergarten, health and safety,

and collaboration with consultants OR documents

meeting an appropriate combination of relevant

education and work experiences (6);

A valid certificate of successful completion of

pediatric first aid that includes CPR;

Knowledge of health and safety resources and

access to education, health, and mental health

consultants;

Knowledge of community resources available to

children with special health care needs and the ability

to use these resources to make referrals or achieve

interagency coordination;

e) Administrative and management skills in facility
operations;

f) Capability in curriculum design and implementation,
ensuring that an effective curriculum is in place;

g) Oral and written communication skills;

h) Certificate of satisfactory completion of instruction in
medication administration;

i) Demonstrated life experience skills in working with
children in more than one setting;

j) Interpersonal skills;

k) Clean background screening.

S

o

Knowledge about parenting training/counseling and ability
to communicate effectively with parents/guardians about
developmental-behavioral issues, child progress, and in
creating an intervention plan beginning with how the center
will address challenges and how it will help if those efforts
are not effective.

The director of a center enrolling more than sixty children
should have the above and at least three years experience
as a teacher of children in the age group(s) enrolled in the
center where the individual will act as the director, plus at
least six months experience in administration.

RATIONALE: The director of the facility is the team leader
of a small business. Both administrative and child develop-
ment skills are essential for this individual to manage the
facility and set appropriate expectations. College-level
coursework has been shown to have a measurable, positive
effect on quality child care, whereas experience per se has
not (1-3,5).

The director of a center plays a pivotal role in ensuring the
day-to-day smooth functioning of the facility within the
framework of appropriate child development principles and
knowledge of family relationships (6).

The well-being of the children, the confidence of the
parents/guardians of children in the facility’s care, and the
high morale and consistent professional growth of the staff

depend largely upon the knowledge, skills, and dependable
presence of a director who is able to respond to long-range
and immediate needs and able to engage staff in decision-
making that affects their day-to-day practice (5,6). Manage-
ment skills are important and should be viewed primarily as
a means of support for the key role of educational leader-
ship that a director provides (6). A skilled director should
know how to use early care and education consultants,
such as health, education, mental health, and community
resources and to identify specialized personnel to enrich
the staff’s understanding of health, development, behavior,
and curriculum content. Past experience working in an early
childhood setting is essential to running a facility.

Life experience may include experience rearing one’s own
children or previous personal experience acquired in any
child care setting. Work as a hospital aide or at a camp for
children with special health care needs would qualify, as
would experience in school settings. This experience, how-
ever, must be supplemented by competency-based training
to determine and provide whatever new skills are needed to
care for children in child care settings.

COMMENTS: The profession of early childhood education
is being informed by research on the association of devel-
opmental outcomes with specific practices. The exact com-
bination of college coursework and supervised experience is
still being developed. For example, the National Association
for the Education of Young Children (NAEYC) has published
the Standards for Early Childhood Professional Preparation
Programs (4). The National Child Care Association (NCCA)
has developed a curriculum based on administrator compe-
tencies; more information on the NCCA is available at http://
www.nccanet.org.

TYPE OF FACILITY: Center

RELATED STANDARDS:

Standards 1.3.1.2-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

REFERENCES:

1. Roupp, R., J. Travers, F. M., Glantz, C. Coelen. 1979. Children
at the center: Summary findings and their implications. Vol. 1 of
Final report of the National day care study. Cambridge, MA: Abt
Associates.

2. Howes, C. 1997. Children’s experiences in center-based child
care as a function of teacher background and adult:child ratio.
Merrill-Palmer Q 43:404-24.

3. Helburn, S., ed. 1995. Cost, quality and child outcomes in child
care centers. Denver, CO: University of Colorado at Denver.

4. National Association for the Education of Young Children
(NAEYC). 2009. Standards for early childhood professional
preparation programs. Washington, DC: NAEYC. http://www.naeyc
.org/files/naeyc/file/positions/ProfPrepStandards09.pdf.

5. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.
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6. National Association for the Education of Young Children
(NAEYC). 2007. NAEYC early childhood program standards
and accreditation criteria: The mark of quality in early childhood
education. Washington, DC: NAEYC.

STANDARD 1.3.1.2: Mixed Director/Teacher
Role

Centers enrolling thirty or more children should employ a
non-teaching director. Centers with fewer than thirty children
may employ a director who teaches as well.

RATIONALE: The duties of a director of a facility with more
than thirty children do not allow the director to be involved
in the classroom in a meaningful way.

COMMENTS: This standard does not prohibit the director
from occasional substitute teaching, as long as the substi-
tute teaching is not a regular and significant duty. Occasion-
al substitute teaching may keep the director in touch with
the caregivers’/teachers’ issues.

TYPE OF FACILITY: Center

1.3.2 Caregiver’s/Teacher’s and Other
Staff Qualifications

STANDARD 1.3.2.1: Differentiated Roles

Centers should employ a caregiving/teaching staff for direct
work with children in a progression of roles, as listed in
descending order of responsibility:

a) Program administrator or training/curriculum

specialists;

b) Lead teachers;

c) Teachers;

d) Assistant teachers or teacher aides.

Each role with increased responsibility should require in-
creased educational qualifications and experience, as well
as increased salary.

RATIONALE: A progression of roles enables centers to offer
career ladders rather than dead-end jobs. It promotes a

mix of college-trained staff with other members of a child’s
own community who might have entered at the aide level
and moved into higher roles through college or on-the-job
training.

Professional education and pre-professional in-service train-
ing programs provide an opportunity for career progression
and can lead to job and pay upgrades and fewer turnovers.
Turnover rates in child care positions in 1997 averaged 30%
3).

COMMENTS: Early childhood professional knowledge must
be required whether programs are in private centers, public
schools, or other settings. The National Association for the
Education of Young Children’s (NAEYC) Academy of Early
Childhood Programs recommends a multi-level training pro-
gram that addresses pre-employment educational require-
ments and continuing education requirements for entry-level
assistants, caregivers/teachers, and administrators. It also
establishes a table of qualifications for accredited programs

(1). The NAEYC requirements include development of an
employee compensation plan to increase salaries and bene-
fits to ensure recruitment and retention of qualified staff and
continuity of relationships (2). The NAEYC’s recommenda-
tions should be consulted in conjunction with the standards
in this document.

TYPE OF FACILITY: Center

REFERENCES:

1. National Association for the Education of Young Children
(NAEYC). 2005. Accreditation criteria and procedures of the
National Academy of Early Childhood Programs. Washington, DC:
NAEYC.

2. National Association for the Education of Young Children
(NAEYC). 2009. Standards for early childhood professional
preparation programs. Washington, DC: NAEYC. http://www.naeyc
.org/files/naeyc/file/positions/ProfPrepStandards09.pdf.

3. Whitebook, M., C. Howes, D. Phillips. 1998. Worthy work,
unlivable wages: The national child care staffing study, 1988-1997.
Washington, DC: Center for the Child Care Workforce.

STANDARD 1.3.2.2: Qualifications of Lead
Teachers and Teachers

Lead teachers and teachers should be at least twenty-one
years of age and should have at least the following educa-
tion, experience, and skills:

a) A Bachelor’s degree in early childhood education,
school-age care, child development, social work,
nursing, or other child-related field, or an associate’s
degree in early childhood education and currently
working towards a bachelor’s degree;

b) A minimum of one year on-the-job training in
providing a nurturing indoor and outdoor environment
and meeting the child’s out-of-home needs;

c) One or more years of experience, under qualified
supervision, working as a teacher serving the ages
and developmental abilities of the children in care;

d) A valid certificate in pediatric first aid, including CPR;

e) Thorough knowledge of normal child development
and early childhood education, as well as knowledge
of indicators that a child is not developing typically;

f) The ability to respond appropriately to children’s
needs;

g) The ability to recognize signs of illness and safety/
injury hazards and respond with prevention
interventions;

h) Oral and written communication skills;

i) Medication administration training (8).

Every center, regardless of setting, should have at least
one licensed/certified lead teacher (or mentor teacher) who
meets the above requirements working in the child care
facility at all times when children are in care.

Additionally, facilities serving children with special health
care needs associated with developmental delay should
employ an individual who has had a minimum of eight hours
of training in inclusion of children with special health care
needs.
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RATIONALE: Child care that promotes healthy development
is based on the developmental needs of infants, toddlers,
and preschool children. Caregivers/teachers are chosen for
their knowledge of, and ability to respond appropriately to,
the needs of children of this age generally, and the unique
characteristics of individual children (1-4). Both early child-
hood and special educational experience are useful in a
center. Caregivers/teachers that have received formal edu-
cation from an accredited college or university have shown
to have better quality of care and outcomes of programs.
Those teachers with a four-year college degree exhibit opti-
mal teacher behavior and positive effects on children (6).

Caregivers/teachers are more likely to administer medica-
tions than to perform CPR. Seven thousand children per
year require emergency department visits for problems
related to cough and cold medication (7).

COMMENTS: The profession of early childhood education
is being informed by the research on early childhood brain
development, child development practices related to child
outcomes (5). For additional information on qualifications
for child care staff, refer to the Standards for Early Child-
hood Professional Preparation Programs from the National
Association for the Education of Young Children (NAEYC)
(4). Additional information on the early childhood education
profession is available from the Center for the Child Care
Workforce (CCW).

TYPE OF FACILITY: Center

RELATED STANDARDS:
Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

REFERENCES:

1. National Institute of Child Health and Human Development
(NICHD) Early Child Care Research Network. 1996. Characteristics
of infant child care: Factors contributing to positive caregiving. Early
Child Res Q 11:269-306.

2. Bredekamp, S., C. Copple, eds. 1997. Developmentally
appropriate practice in early childhood programs. Rev ed.
Washington, DC: National Association for the Education of Young
Children.

3. U.S. Department of Justice. 2011. Americans with Disabilities
Act. http://www.ada.gov.

4. National Association for the Education of Young Children
(NAEYC). 2009. Standards for early childhood professional
preparation programs. Washington, DC: NAEYC. http://www.naeyc
.org/files/naeyc/file/positions/ProfPrepStandards09.pdf.

5. Committee on Integrating the Science of Early Childhood
Development, Board on Children, Youth, and Families. 2000.
From neurons to neighborhoods. Ed. J. P. Shonkoff, D. A. Phillips.
Washington, DC: National Academy Press.

6. Kagan, S. L., K. Tarrent, K. Kauerz. 2008. The early care and
education teaching workforce at the fulcrum, 44-47, 90-91. New
York: Teachers College Press.

7. U.S. Department of Health and Human Services. 2008. CDC
study estimates 7,000 pediatric emergency departments visits
linked to cough and cold medication: Unsupervised ingestion
accounts for 66 percent of incidents. Centers for Disease Control
and Prevention (CDC). http://www.cdc.gov/media/pressrel/2008/
r080128.htm.

8. American Academy of Pediatrics, Council on School Health.
2009. Policy statement: Guidance for the administration of
medication in school. Pediatrics 124:1244-51.

STANDARD 1.3.2.3: Qualifications for
Assistant Teachers, Teacher Aides, and
Volunteers

Assistant teachers and teacher aides should be at least
eighteen years of age, have a high school diploma or GED,
and participate in on-the-job training, including a structured
orientation to the developmental needs of young children
and access to consultation, with periodic review, by a su-
pervisory staff member. At least 50% of all assistant teach-
ers and teacher aides must have or be working on either a
Child Development Associate (CDA) credential or equivalent,
or an associate’s or higher degree in early childhood educa-
tion/child development or equivalent (9).

Volunteers should be at least sixteen years of age and
should participate in on-the-job training, including a struc-
tured orientation to the developmental needs of young
children. Assistant teachers, teacher aides, and volunteers
should work only under the continual supervision of lead
teacher or teacher. Assistant teachers, teacher aides, and
volunteers should never be left alone with children. Volun-
teers should not be counted in the child:staff ratio.

All assistant teachers, teacher aides, and volunteers should
possess:
a) The ability to carry out assigned tasks competently
under the supervision of another staff member;
b) An understanding of and the ability to respond
appropriately to children’s needs;
¢) Sound judgment;
d) Emotional maturity; and
e) Clearly discernible affection for and commitment to
the well-being of children.

RATIONALE: While volunteers and students can be as
young as sixteen, age eighteen is the earliest age of legal
consent. Mature leadership is clearly preferable. Age
twenty-one allows for the maturity necessary to meet the re-
sponsibilities of managing a center or independently caring
for a group of children who are not one’s own.

Child care that promotes healthy development is based on
the developmental needs of infants, toddlers, preschool,
and school-age children. Caregivers/teachers should be
chosen for their knowledge of, and ability to respond appro-
priately to, the general needs of children of this age and the
unique characteristics of individual children (1,3-5).

Staff training in child development and/or early childhood
education is related to positive outcomes for children. This
training enables the staff to provide children with a variety
of learning and social experiences appropriate to the age of
the child. Everyone providing service to, or interacting with,
children in a center contributes to the child’s total experi-
ence (8).

Adequate compensation for skilled workers will not be given
priority until the skills required are recognized and valued.
Teaching and caregiving requires skills to promote develop-
ment and learning by children whose needs and abilities
change at a rapid rate.
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COMMENTS: Experience and qualifications used by the
Child Development Associate (CDA) program and the Na-
tional Child Care Association (NCCA) credentialing program,
and included in degree programs with field placement are
valued (10). Early childhood professional knowledge must
be required whether programs are in private homes, centers,
public schools, or other settings. Go to http://www
.cdacouncil.org/the-cda-credential/how-to-earn-a-cda/ to
view appropriate training and qualification information on
the CDA Credential.

The National Association for the Education of Young
Children’s (NAEYC) National Academy for Early Childhood
Program Accreditation, the National Early Childhood Pro-
gram Accreditation (NECPA) and the National Association of
Family Child Care (NAFCC) have established criteria for staff
qualifications (2,6,7).

Caregivers/teachers who lack educational qualifications
may be employed as continuously supervised personnel
while they acquire the necessary educational qualifications
if they have personal characteristics, experience, and skills
in working with parents, guardians and children, and the po-
tential for development on the job or in a training program.

States may have different age requirements for volunteers.
TYPE OF FACILITY: Center; Large Family Child Care Home

RELATED STANDARDS:
Standard 6.5.1.2: Qualifications for Drivers
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http://www.nccanet.org.

7. National Association for Family Child Care (NAFCC). NAFCC
official Website. http://nafcc.net.

8. Da Ros-Voseles, D., S. Fowler-Haughey. 2007. Why children’s
dispositions should matter to all teachers. Young Children
(September): 1-7. http://www.naeyc.org/files/yc/file/200709/
DaRos-Voseles.pdf.
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(NAEYC). Candidacy requirements. http://www.naeyc.org/academy/
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STANDARD 1.3.2.4: Additional Qualifications
for Caregivers/Teachers Serving Children
Three to Thirty-Five Months of Age

Caregivers/teachers should be prepared to work with infants
and toddlers and, when asked, should be knowledgeable
and demonstrate competency in tasks associated with car-
ing for infants and toddlers:

a) Diapering and toileting;

b) Bathing;

c) Feeding, including support for continuation of
breastfeeding;

d) Holding;

e) Comforting;

f) Practicing safe sleep practices to reduce the risk of
Sudden Infant Death Syndrome (SIDS) (3);

g) Providing warm, consistent, responsive caregiving
and opportunities for child-initiated activities;

h) Stimulating communication and language
development and pre-literacy skills through play,
shared reading, song, rhyme, and lots of talking;

i) Promoting cognitive, physical, and social emotional
development;

j) Preventing shaken baby syndrome/abusive head
trauma;

k) Promoting infant mental health;

[) Promoting positive behaviors;

m) Setting age-appropriate limits with respect to safety,
health, and mutual respect;

n) Using routines to teach children what to expect from
caregivers/teachers and what caregivers/teachers
expect from them.

Caregivers/teachers should demonstrate knowledge of de-
velopment of infants and toddlers as well as knowledge of
indicators that a child is not developing typically; knowledge
of the importance of attachment for infants and toddlers, the
importance of communication and language development,
and the importance of nurturing consistent relationships on
fostering positive self-efficacy development.

To help manage atypical or undesirable behaviors of chil-
dren, caregivers/teachers, in collaboration with parents/
guardians, should seek professional consultation from the
child’s primary care provider, an early childhood mental
health professional, or an early childhood mental health con-
sultant.

RATIONALE: The brain development of infants is particu-
larly sensitive to the quality and consistency of interpersonal
relationships. Much of the stimulation for brain development
comes from the responsive interactions of caregivers/teach-
ers and children during daily routines. Children need to be
allowed to pursue their interests within safe limits and to be
encouraged to reach for new skills (1-7).

COMMENTS: Since early childhood mental health profes-
sionals are not always available to help with the manage-
ment of challenging behaviors in the early care and educa-
tion setting early childhood mental health consultants may
be able to help. The consultant should be viewed as an
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important part of the program’s support staff and should
collaborate with all regular classroom staff, consultants, and
other staff. Qualified potential consultants may be identified
by contacting mental health and behavioral providers in the
local area, as well as accessing the National Mental Health
Information Center (NMHIC) at http://store.samhsa.gov/
mhlocator/ and Healthy Child Care America (HCCA) at
http://www.healthychildcare.org/Contacts.html.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

Standard 1.6.0.3: Early Childhood Mental Health Consultants
Standard 3.1.4.1: Safe Sleep Practices and SIDS/Suffocation Risk
Reduction

Standards 4.3.1.1-4.3.1.12: Nutrition for Infants
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.zerotothree.org/site/DocServer/help_yng_child_succeed.pdf.

STANDARD 1.3.2.5: Additional Qualifications
for Caregivers/Teachers Serving Children
Three to Five Years of Age

Caregivers/teachers should demonstrate the ability to apply
their knowledge and understanding of the following to chil-
dren three to five years of age within the program setting:
a) Typical and atypical development of three- to five-
year-old children;
b) Social and emotional development of children,
including children’s development of independence,
their ability to adapt to their environment and cope

1

with stress, problem solve and engage in conflict
resolution, and successfully establish friendships;

c) Cognitive, language, early literacy, scientific inquiry,
and mathematics development of children;

d) Cultural backgrounds of the children in the facility’s
care;

e) Talking to parents/guardians about observations and
concerns and referrals to parents/guardians;

f) Changing needs of populations served, e.g., culture,
income, etc.

To help manage atypical or undesirable behaviors of chil-
dren three to five years of age, caregivers/teachers serv-
ing this age group should seek professional consultation,
in collaboration with parents/guardians, from the child’s
primary care provider, a mental health professional, a child
care health consultant, or an early childhood mental health
consultant.

RATIONALE: Three- and four-year-old children continue to
depend on the affection, physical care, intellectual guid-
ance, and emotional support of their caregivers/teachers
1,2).

A supportive, nurturing setting that supports a demonstra-
tion of feelings and accepts regression as part of develop-
ment continues to be vital for preschool children. Preschool
children need help building a positive self-image, a sense of
self as a person of value from a family and a culture of which
they are proud. Children should be enabled to view them-
selves as coping, problem-solving, competent, passionate,
expressive, and socially connected to peers and staff (3).

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

REFERENCES:

1. National Institute of Child Health and Human Development
(NICHD) Early Child Care Research Network. 1999. Child outcomes
when child center classes meet recommended standards for
quality. Am J Public Health 89:1072-77.

2. Shore, R. 1997. Rethinking the brain: New insights into early
development. New York: Families and Work Inst.

3. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

STANDARD 1.3.2.6: Additional Qualifications
for Caregivers/Teachers Serving School-Age
Children

Caregivers/teachers should demonstrate knowledge about
and competence with the social and emotional needs and
developmental tasks of five- to twelve-year old children, be
able to recognize and appropriately manage difficult behav-
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iors, and know how to implement a socially and cognitively
enriching program that has been developed with input from
parents/guardians. Issues that are significant within school-
age programs include having a sense of community, bully-
ing, sexuality, electronic media, and social networking.

With this age group as well, caregivers/teachers, in col-
laboration with parents/guardians, should seek professional
consultation from the child’s primary care provider, a mental
health professional, a child care health consultant, or an
early childhood mental health consultant to help manage
atypical or undesirable behaviors.

RATIONALE: A school-age child develops a strong, secure
sense of identity through positive experiences with adults
and peers (1,2). An informal, enriching environment that
encourages self-paced cultivation of interests and relation-
ships promotes the self-worth of school-age children (1).
Balancing free exploration with organized activities includ-
ing homework assistance and tutoring among a group of
children also supports healthy emotional and social devel-
opment (1,3).

When children display behaviors that are unusual or difficult
to manage, caregivers/teachers should work with parents/
guardians to seek a remedy that allows the child to succeed
in the child care setting, if possible (4).

COMMENTS: The first resource for addressing behavior
problems is the child’s primary care provider. School per-
sonnel, including professional serving school-based health
clinics may also be able to provide valuable insights. Sup-
port from a mental health professional may be needed. If the
child’s primary care provider cannot help or obtain help from
a mental health professional, the caregiver/teacher and the
family may need an early childhood mental health consultant
to advise about appropriate management of the child. Local
mental health agencies or pediatric departments of medical
schools may offer help from child psychiatrists, psycholo-
gists, other mental health professionals skilled in the issues
of early childhood, and pediatricians who have a subspe-
cialty in developmental and behavioral pediatrics. Local or
area education agencies serving children with special health
or developmental needs may be useful. State Title V (Chil-
dren with Special Health Care Needs) may be contacted. All
state Maternal Child Health (MCH) programs are required

to have a toll-free number to link consumers to appropriate
programs for children with special health care needs. The
toll-free number listing is located at https://perfdata.hrsa
.gov/MCHB/MCHReports/search/program/prgsch16.asp.
Dismissal from the program should be the last resort and
only after consultation with the parent/guardian(s).

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

Standard 2.2.0.8: Preventing Expulsions, Suspensions, and Other
Limitations in Services

REFERENCES:

1. Deschenes, S. N., A. Arbreton, P. M. Little, C. Herrera, J. B.
Grossman, H. B. Weiss, D. Lee. 2010. Engaging older youth:
Program and city-level strategies to support sustained participation
in out-of-school time. http://www.hfrp.org/out-of-school-time/
publications-resources/engaging-older-youth-program-and-city
-level-strategies-to-support-sustained-participation-in-out-of
-school-time/.

2. New York State Department of Social Services, Cornell
Cooperative Extension. 2004. A parent’s guide to child care for
school-age children. National Network for Child Care. http://www
.nncc.org/choose.quality.care/parents.sac.html#anchor68421/
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update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
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4. Harvard Family Research Project. 2010. Family engagement as
a systemic, sustained, and integrated strategy to promote student
achievement. http://www.hfrp.org/publications-resources/browse
-our-publications/family-engagement-as-a-systemic-sustained
-and-integrated-strategy-to-promote-student-achievement/.

STANDARD 1.3.2.7: Qualifications and
Responsibilities for Health Advocates

Each facility should designate at least one administrator or
staff person as the health advocate to be responsible for
policies and day-to-day issues related to health, develop-
ment, and safety of individual children, children as a group,
staff, and parents/guardians. In large centers it may be
important to designate health advocates at both the center
and classroom level. The health advocate should be the pri-
mary contact for parents/guardians when they have health
concerns, including health-related parent/guardian/staff
observations, health-related information, and the provision
of resources. The health advocate ensures that health and
safety is addressed, even when this person does not directly
perform all necessary health and safety tasks.

The health advocate should also identify children who

have no regular source of health care, health insurance, or
positive screening tests with no referral documented in the
child’s health record. The health advocate should assist the
child’s parent/guardian in locating a Medical Home by refer-
ring them to a primary care provider who offers routine child
health services.

For centers, the health advocate should be licensed/
certified/credentialed as a director or lead teacher or should
be a health professional, health educator, or social worker
who works at the facility on a regular basis (at least weekly).

The health advocate should have documented training in
the following:

a) Control of infectious diseases, including Standard
Precautions, hand hygiene, cough and sneeze
etiquette, and reporting requirements;

b) Childhood immunization requirements, record-
keeping, and at least quarterly review and
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follow-up for children who need to have updated
immunizations;

c) Child health assessment form review and follow-up
of children who need further medical assessment or
updating of their information;

d) How to plan for, recognize, and handle an
emergency;

€) Poison awareness and poison safety;

f) Recognition of safety, hazards, and injury prevention
interventions;

g) Safe sleep practices and the reduction of the risk of
Sudden Infant Death Syndrome (SIDS);

h) How to help parents/guardians, caregivers/teachers,
and children cope with death, severe injury, and
natural or man-made catastrophes;

i) Recognition of child abuse, neglect/child
maltreatment, shaken baby syndrome/abusive
head trauma (for facilities caring for infants), and
knowledge of when to report and to whom suspected
abuse/neglect;

j) Facilitate collaboration with families, primary care
providers, and other health service providers to
create a health, developmental, or behavioral care
plan;

k) Implementing care plans;

I) Recognition and handling of acute health related
situations such as seizures, respiratory distress,
allergic reactions, as well as other conditions as
dictated by the special health care needs of children;

m) Medication administration;

n) Recognizing and understanding the needs of children
with serious behavior and mental health problems;

0) Maintaining confidentiality;

p) Healthy nutritional choices;

g) The promotion of developmentally appropriate types
and amounts of physical activity;

r) How to work collaboratively with parents/guardians
and family members;

s) How to effectively seek, consult, utilize, and
collaborate with child care health consultants, and
in partnership with a child care health consultant,
how to obtain information and support from other
education, mental health, nutrition, physical activity,
oral health, and social service consultants and
resources;

t) Knowledge of community resources to refer children
and families who need health services including
access to State Children’s Health Insurance (SCHIP),
importance of a primary care provider and medical
home, and provision of immunizations and Early
Periodic Screening, Diagnosis, and Treatment
(EPSDT).

RATIONALE: The effectiveness of an intentionally designat-
ed health advocate in improving the quality of performance
in a facility has been demonstrated in all types of early
childhood settings (1). A designated caregiver/teacher with
health training is effective in developing an ongoing relation-
ship with the parents/guardians and a personal interest in

the child (2,3). Caregivers/teachers who are better trained
are more able to prevent, recognize, and correct health and
safety problems. An internal advocate for issues related to
health and safety can help integrate these concerns with
other factors involved in formulating facility plans.

Children may be current with required immunizations when
they enroll, but they sometimes miss scheduled immuniza-
tions thereafter. Because the risk of vaccine-preventable
disease increases in group settings, assuring appropriate
immunizations is an essential responsibility in child care.
Caregivers/teachers should contact their child care health
consultant or the health department if they have a question
regarding immunization updates/schedules. They can also
provide information to share with parents/guardians about
the importance of vaccines.

Child health records are intended to provide information
that indicates that the child has received preventive health
services to stay well, and to identify conditions that might
interfere with learning or require special care. Review of the
information on these records should be performed by some-
one who can use the information to plan for the care of the
child, and recognize when updating of the information by
the child’s primary care provider is needed. Children must
be healthy to be ready to learn. Those who need accom-
modation for health problems or are susceptible to vaccine-
preventable diseases will suffer if the staff of the child care
program is unable to use information provided in child
health records to ensure that the child’s needs are met (5,6).

COMMENTS: The director should assign the health advo-
cate role to a staff member who seems to have an interest,
aptitude, and training in this area. This person need not per-
form all the health and safety tasks in the facility but should
serve as the person who raises health and safety concerns.
This staff person has designated responsibility for seeing
that plans are implemented to ensure a safe and healthful
facility (1).

A health advocate is a regular member of the staff of a
center or large or small family child care home, and is not
the same as the child care health consultant recommended
in Child Care Health Consultants, Standard 1.6.0.1. The
health advocate works with a child care health consultant on
health and safety issues that arise in daily interactions (4).
For small family child care homes, the health advocate will
usually be the caregiver/teacher. If the health advocate is
not the child’s caregiver/teacher, the health advocate should
work with the child’s caregiver/teacher. The person who is
most familiar with the child and the child’s family will rec-
ognize atypical behavior in the child and support effective
communication with parents/guardians.

A plan for personal contact with parents/guardians should
be developed, even though this contact will not be possible
daily. A plan for personal contact and documentation of a
designated caregiver/teacher as health advocate will ensure
specific attempts to have the health advocate communicate
directly with caregivers/teachers and families on health-
related matters.
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The immunization record/compliance review may be accom-
plished by manual review of child health records or by use
of software programs that use algorithms with the currently
recommended vaccine schedules and service intervals to
test the dates when a child received recommended services
and the child’s date of birth to identify any gaps for which
referrals should be made. On the Website of the Centers for
Disease Control and Prevention (CDC), individual vaccine
recommendations for children six years of age and younger
can be checked at http://www.cdc.gov/vaccines/recs/
scheduler/catchup.htm.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

Standard 1.6.0.1: Child Care Health Consultants

Standard 3.1.2.1: Routine Health Supervision and Growth Monitor-
ing

Standards 3.1.3.1-3.1.3.4: Physical Activity and Limiting Screen
Time

Standard 7.2.0.1: Immunization Documentation

Standard 7.2.0.2: Unimmunized Children

Standards 8.7.0.3: Review of Plan for Serving Children With Dis-
abilities or Children With Special Health Care Needs

Appendices G and H: Immunization Schedules for Children and
Adults
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1.3.3 Family Child Care Home
Caregiver/Teacher Qualifications

STANDARD 1.3.3.1: General Qualifications
of Family Child Care Caregivers/Teachers to
Operate a Family Child Care Home

All caregivers/teachers in large and small family child care

homes should be at least twenty-one years of age, hold an
official credential as granted by the authorized state agency,

meet the general requirements specified in Standard 1.3.2.4
through Standard 1.3.2.6, based on ages of the children
served, and those in Section 1.3.3, and should have the fol-
lowing education, experience, and skills:

a) Current accreditation by the National Association
for Family Child Care (NAFCC) (including entry-level
qualifications and participation in required training)
and a college certificate representing a minimum
of three credit hours of early childhood education
leadership or master caregiver/teacher training
or hold an Associate’s degree in early childhood
education or child development;

b) A provider who has been in the field less than twelve
months should be in the self-study phase of NAFCC
accreditation;

c) A valid certificate in pediatric first aid, including CPR;

d) Pre-service training in health management in child
care, including the ability to recognize signs of iliness,
knowledge of infectious disease prevention and
safety injury hazards;

e) If caring for infants, knowledge on safe sleep
practices including reducing the risk of sudden infant
death syndrome (SIDS) and prevention of shaken
baby syndrome/abusive head trauma (including how
to cope with a crying infant);

f) Knowledge of normal child development, as well as
knowledge of indicators that a child is not developing
typically;

g) The ability to respond appropriately to children’s
needs;

h) Good oral and written communication skills;

i) Willingness to receive ongoing mentoring from other
teachers;

j) Pre-service training in business practices;

k) Knowledge of the importance of nurturing adult-child
relationships on self-efficacy development;

I) Medication administration training (6).

Additionally, large family child care home caregivers/teach-
ers should have at least one year of experience serving the
ages and developmental abilities of the children in their large
family child care home.

Assistants, aides, and volunteers employed by a large family
child care home should meet the qualifications specified in
Standard 1.3.2.3.

RATIONALE: In both large and small family child care
homes, staff members must have the education and experi-
ence to meet the needs of the children in care (7). Small
family child care home caregivers/teachers often work alone
and are solely responsible for the health and safety of small
numbers of children in their care.

Most SIDS deaths in child care occur on the first day of
care or within the first week; unaccustomed prone (tummy)
sleeping increases the risk of SIDS eighteen times (3).
Shaken baby syndrome/abusive head trauma is completely
preventable. Pre-service training and frequent refresher
training can prevent deaths (4).
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Caregivers/teachers are more likely to administer medica-
tions than to perform CPR. Seven thousand children per
year require emergency department visits for problems
related to cough and cold medications (5).

Age eighteen is the earliest age of legal consent. Mature
leadership is clearly preferable. Age twenty-one is more
likely to be associated with the level of maturity necessary
to independently care for a group of children who are not
one’s own.

The NAFCC has established an accreditation process to
enhance the level of quality and professionalism in small
and large family child care (2).

COMMENTS: A large family child care home caregiver/
teacher, caring for more than six children and employing
one or more assistants, functions as the primary caregiver
as well as the facility director. An operator of a large family-
child-care home should be offered training relevant to the
management of a small child care center, including training
on providing a quality work environment for employees.

For more information on assessing the work environment

of family child care employees, see Creating Better Family
Child Care Jobs: Model Work Standards, a publication by
the Center for the Child Care Workforce (CCW) (1).

TYPE OF FACILITY: Large Family Child Care Home; Small Family
Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.6: Qualifications for all Caregivers/Teach-
ers, Including Directors, of All Types of Facilities

Section 1.3.3: Family Child Care Home Caregiver/Teacher Qualifica-
tions

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standard 3.1.4.1: Safe Sleep Practices and SIDS/Suffocation Risk
Reduction
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STANDARD 1.3.3.2: Support Networks for
Family Child Care

Large and small family child care home caregivers/teachers
should have active membership in a national, and/or state
and local early care and education organization(s). National
organizations addressing concerns of family child care
home caregivers/teachers include the American Academy of
Pediatrics (AAP), the National Association for Family Child
Care (NAFCC), and the National Association for the Educa-
tion of Young Children (NAEYC). In addition, belonging to a
local network of family child care home caregivers/teachers
that offers education, training and networking opportunities
provides the opportunity to focus on local needs. Child care
resource and referral agencies may provide additional sup-
port networks for caregivers/teachers that include profes-
sional development opportunities and information about
electronic networking.

RATIONALE: Membership in peer professional organiza-
tions shows a commitment to quality child care and also
provides a conduit for information to otherwise isolated
caregivers/teachers. Membership in a family child care as-
sociation and attendance at meetings indicate the desire to
gain new knowledge about how to work with children (1).

COMMENTS: For more information about family child care
associations, contact the NAFCC at http://nafcc.net and/or
the NAEYC at http://www.naeyc.org. Also, caregivers/teach
ers should check to see if their state has specific accredita-
tion standards.

TYPE OF FACILITY: Large Family Child Care Home; Small Family
Child Care Home

RELATED STANDARDS:

Standards 1.3.1.1-1.3.2.3: General Qualifications for all Caregivers/
Teachers, Including Directors, of All Types of Facilities

Standards 1.4.2.1-1.4.2.3: Orientation Training

Standards 1.4.3.1-1.4.3.3: First Aid and CPR Training

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

Standard 10.6.2.1: Development of Child Care Provider Organiza-
tions and Networks

REFERENCES:

1. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

1.4 Professional Development/
Training

1.4.1 Pre-service Training

STANDARD 1.4.1.1: Pre-service Training

In addition to the credentials listed in Standard 1.3.1.1,
upon employment, a director or administrator of a center
or the lead caregiver/teacher in a family child care home
should provide documentation of at least thirty clock-hours
of pre-service training. This training should cover health,
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psychosocial, and safety issues for out-of-home child care
facilities. Small family child care home caregivers/teachers
may have up to ninety days to secure training after opening
except for training on basic health and safety procedures
and regulatory requirements.

All directors or program administrators and caregivers/
teachers should document receipt of pre-service training
prior to working with children that includes the following
content on basic program operations:

a) Typical and atypical child development and
appropriate best practice for a range of
developmental and mental health needs including
knowledge about the developmental stages for the
ages of children enrolled in the facility;

Positive ways to support language, cognitive, social,

and emotional development including appropriate

guidance and discipline;

Developing and maintaining relationships with

families of children enrolled, including the resources

to obtain supportive services for children’s unique
developmental needs;

d) Procedures for preventing the spread of infectious
disease, including hand hygiene, cough and sneeze
etiquette, cleaning and disinfection of toys and
equipment, diaper changing, food handling, health
department notification of reportable diseases, and
health issues related to having animals in the facility;

e) Teaching child care staff and children about infection
control and injury prevention through role modeling;

f) Safe sleep practices including reducing the risk of
Sudden Infant Death Syndrome (SIDS) (infant sleep
position and crib safety);

g) Shaken baby syndrome/abusive head trauma
prevention and identification, including how to cope
with a crying/fussy infant;

h) Poison prevention and poison safety;

i) Immunization requirements for children and staff;

j) Common childhood illnesses and their management,
including child care exclusion policies and
recognizing signs and symptoms of serious illness;

k) Reduction of injury and iliness through environmental
design and maintenance;

[) Knowledge of U.S. Consumer Product Safety
Commission (CPSC) product recall reports;

m) Staff occupational health and safety practices,
such as proper procedures, in accordance with
Occupational Safety and Health Administration
(OSHA) bloodborne pathogens regulations;

n) Emergency procedures and preparedness for
disasters, emergencies, other threatening situations
(including weather-related, natural disasters), and
injury to infants and children in care;

0) Promotion of health and safety in the child care
setting, including staff health and pregnant workers;

p) First aid including CPR for infants and children;

g) Recognition and reporting of child abuse and neglect
in compliance with state laws and knowledge of
protective factors to prevent child maltreatment;

=)

(2]

r) Nutrition and age-appropriate child-feeding including
food preparation, choking prevention, menu planning,
and breastfeeding supportive practices;

s) Physical activity, including age-appropriate activities
and limiting sedentary behaviors;

1) Prevention of childhood obesity and related chronic
diseases;

u) Knowledge of environmental health issues for both
children and staff;

v) Knowledge of medication administration policies and
practices;

w) Caring for children with special health care needs,
mental health needs, and developmental disabilities
in compliance with the Americans with Disabilities
Act (ADA);

x) Strategies for implementing care plans for children
with special health care needs and inclusion of all
children in activities;

y) Positive approaches to support diversity;

z) Positive ways to promote physical and intellectual
development.

RATIONALE: The director or program administrator of a
center or large family child care home or the small family
child care home caregiver/teacher is the person accountable
for all policies. Basic entry-level knowledge of health and
safety and social and emotional needs is essential to admin-
ister the facility. Caregivers/teachers should be knowledge-
able about infectious disease and immunizations because
properly implemented health policies can reduce the spread
of disease, not only among the children but also among staff
members, family members, and in the greater community
(1). Knowledge of injury prevention measures in child care

is essential to control known risks. Pediatric first aid training
that includes CPR is important because the director or small
family child care home caregiver/teacher is fully responsible
for all aspects of the health of the children in care. Medica-
tion administration and knowledge about caring for children
with special health care needs is essential to maintaining
the health and safety of children with special health care
needs. Most SIDS deaths in child care occur on the first day
of child care or within the first week due to unaccustomed
prone (on the stomach) sleeping; the risk of SIDS increases
eighteen times when an infant who sleeps supine (on the
back) at home is placed in the prone position in child care
(2). Shaken baby syndrome/abusive head trauma is com-
pletely preventable. It is crucial for caregivers/teachers to
be knowledgeable of both syndromes and how to prevent
them before they care for infants. Early childhood expertise
is necessary to guide the curriculum and opportunities for
children in programs (3). The minimum of a Child Develop-
ment Associate credential with a system of required contact
hours, specific content areas, and a set renewal cycle in ad-
dition to an assessment requirement would add significantly
to the level of care and education for children.

The National Association for the Education of Young Chil-
dren (NAEYC), a leading organization in child care and early
childhood education, recommends annual training based on
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the needs of the program and the pre-service qualifications
of staff (4). Training should address the following areas:
a) Health and safety (specifically reducing the risk
of SIDS, infant safe sleep practices, shaken baby
syndrome/abusive head trauma), and poison
prevention and poison safety;
b) Child growth and development, including motor
development and appropriate physical activity;
c) Nutrition and feeding of children;
d) Planning learning activities for all children;
e) Guidance and discipline techniques;
f) Linkages with community services;
g) Communication and relations with families;
h) Detection and reporting of child abuse and neglect;
i) Advocacy for early childhood programs;
j) Professional issues (5).

In the early childhood field there is often “crossover” regard-
ing professional preparation (pre-service programs) and on-
going professional development (in-service programs). This
field is one in which entry-level requirements differ across
various sectors within the field (e.g., nursing, family support,
and bookkeeping are also fields with varying entry-level
requirements). In early childhood, the requirements differ
across center, home, and school based settings. An individ-
ual could receive professional preparation (pre-service) to be
a teaching staff member in a community-based organization
and receive subsequent education and training as part of an
ongoing professional development system (in-service). The
same individual could also be pursuing a degree for a role
as a teacher in a program for which licensure is required —
this in-service program would be considered pre-service
education for the certified teaching position. Therefore, the
labels pre-service and in-service must be seen as related

to a position in the field, and not based on the individual’s
professional development program (5).

COMMENTS: Training in infectious disease control and
injury prevention may be obtained from a child care health
consultant, pediatricians, or other qualified personnel of
children’s and community hospitals, managed care compa-
nies, health agencies, public health departments, EMS and
fire professionals, pediatric emergency room physicians, or
other health and safety professionals in the community.

For more information about training opportunities, con-

tact the local Child Care Resource and Referral Agency
(CCRRA), the local chapter of the American Academy of
Pediatrics (AAP) (AAP provides online SIDS and medica-
tion administration training), the Healthy Child Care America
Project, the National Resource Center for Health and Safety
in Child Care and Early Education (NRC), or the National
Training Institute for Child Care Health Consultants (NTI) at
the University of North Carolina at Chapel Hill. California
Childcare Health Program (CCHP) has free curricula for
health and safety for caregivers/teachers to become child
care health advocates. The curriculum (English and Spanish)
is free to download on the Web at http://www.ucsfchildcare
health.org/html/pandr/trainingcurrmain.htm, and is based
on NTI’s curriculum for child care health consultants. Online

training for caregivers/teachers is also available through
some state agencies.

For more information on social-emotional training, contact
the Center on the Social and Emotional Foundations for
Early Learning (CSEFEL) at http://csefel.vanderbilt.edu.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standard 1.3.1.1: General Qualifications of Directors

Standard 1.4.1.1: Pre-service Training

Standard 1.4.3.1: First Aid and CPR Training for Staff

Standard 1.7.0.1: Pre-Employment and Ongoing Adult Health Ap-
praisals, Including Immunization

Chapter 3: Health Promotion and Protection

Standard 9.2.4.5: Emergency and Evacuation Drills/Exercises Policy
Standard 9.4.3.3: Training Record

Standards 10.6.1.1-10.6.1.2: Caregiver/Teacher Training

REFERENCES:

1. Hayney M. S, J. C. Bartell. 2005. An immunization education
program for childcare providers. J of School Health 75:147-49.

2. Moon R. Y., R. P. Oden. 2003. Back to sleep: Can we influence
child care providers? Pediatrics 112:878-82.

3. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

4. Ritchie, S., B. Willer. 2008. Teachers: A guide to the NAEYC
early childhood program standard and related accreditation criteria.
Washington, DC: National Association for the Education of Young
Children (NAEYC).

5. National Association for the Education of Young Children. 2010.
Definition of early childhood professional development, 12. Eds.
M. S. Donovan, J. D. Bransford, J. W. Pellegrino. Washington, DC:
National Academy Press.

1.4.2 Orientation Training

STANDARD 1.4.2.1: Initial Orientation of All
Staff

All new full-time staff, part-time staff and substitutes should
be oriented to the policies listed in Standard 9.2.1.1 and any
other aspects of their role. The topics covered and the dates
of orientation training should be documented. Caregivers/
teachers should also receive continuing education each
year, as specified in Continuing Education, Standard 1.4.4.1
through Standard 1.4.6.2.

RATIONALE: Orientation ensures that all staff members
receive specific and basic training for the work they will be
doing and are informed about their new responsibilities.
Because of frequent staff turnover, directors should institute
orientation programs on a regular basis (1).

Orientation and ongoing training are especially important
for aides and assistant teachers, for whom pre-service
educational requirements are limited. Entry into the field at
the level of aide or assistant teacher should be attractive
and facilitated so that capable members of the families and
cultural groups of the children in care can enter the field.
Training ensures that staff members are challenged and
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stimulated, have access to current knowledge (2), and have
access to education that will qualify them for new roles.

Use of videos and other passive methods of training should
be supplemented by interactive training approaches that
help verify content of training has been learned (3).

Health training for child care staff protects the children in
care, staff, and the families of the children enrolled. Infec-
tious disease control in child care helps prevent spread of
infectious disease in the community. Outbreaks of infectious
diseases and intestinal parasites in young children in child
care have been shown to be associated with community
outbreaks (4).

Child care health consultants can be an excellent resource
for providing health and safety orientation or referrals to
resources for such training.

COMMENTS: Many states have pre-service education and
experience qualifications for caregivers/teachers by role and
function. Offering a career ladder and utilizing employee
incentives such as Teacher Education and Compensation
Helps (TEACH) will attract individuals into the child care
field, where labor is in short supply. Colleges, accredit-

ing bodies, and state licensing agencies should examine
teacher preparation guidelines and substantially increase
the health content of early childhood professional prepara-
tion.

Child care staff members are important figures in the lives
of the young children in their care and in the well-being of
families and the community. Child care staff training should
include new developments in children’s health. For example;
a new training program could discuss up-to-date informa-
tion on the prevention of obesity and its impact on early
onset of chronic diseases.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standards 1.4.4.1-1.4.6.2: Continuing Education/Professional
Development

Standard 1.6.0.1: Child Care Health Consultants

Standard 9.2.1.1: Content of Policies

Standard 9.4.3.3: Training Record

REFERENCES:

1. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

2. Moon R. Y., R. P. Oden. 2003. Back to sleep: Can we influence
child care providers? Pediatrics 112:878-82.

3. National Association for the Education of Young Children
(NAEYC). 2008. Leadership and management: A guide to

the NAEYC early childhood program standards and related
accreditation criteria. Washington, DC: NAEYC.

4. Crowley, A. A. 1990. Health services in child day-care centers: A
survey. J Pediatr Health Care 4:252-59.

STANDARD 1.4.2.2: Orientation for Care of
Children with Special Health Care Needs

When a child care facility enrolls a child with special health
care needs, the facility should ensure that all staff members
have been oriented in understanding that child’s special
health care needs and have the skills to work with that child
in a group setting.

Caregivers/teachers in small family child care homes, who
care for a child with special health care needs, should meet
with the parents/guardians and meet or speak with the
child’s primary care provider (if the parent/guardian has
provided prior, informed, written consent) or a child care
health consultant to ensure that the child’s special health
care needs will be met in child care and to learn how these
needs may affect his/her developmental progression or play
with other children.

In addition to Orientation Training, Standard 1.4.2.1, the

orientation provided to staff in child care facilities should

be based on the special health care needs of children who

will be assigned to their care. All staff oriented for care of

children with special health needs should be knowledge-
able about the care plans created by the child’s primary care
provider in their medical home as well as any care plans cre-
ated by other health professionals and therapists involved

in the child’s care. A template for a care plan for children

with special health care needs can be found in Appendix O.

Child care health consultants can be an excellent resource

for providing health and safety orientation or referrals to

resources for such training. This training may include, but is
not limited to, the following topics:
a) Positioning for feeding and handling, and risks for
injury for children with physical/mental disabilities;
b) Toileting techniques;
c) Knowledge of special treatments or therapies (e.g.,

PT, OT, speech, nutrition/diet therapies, emotional

support and behavioral therapies, medication

administration, etc.) the child may need/receive in the
child care setting;

Proper use and care of the individual child’s adaptive

equipment, including how to recognize defective

equipment and to notify parents/guardians that
repairs are needed;

e) How different disabilities affect the child’s ability to
participate in group activities;

f) Methods of helping the child with special health
care needs or behavior problems to participate in
the facility’s programs, including physical activity
programs;

g) Role modeling, peer socialization, and interaction;

h) Behavior modification techniques, positive behavioral
supports for children, promotion of self-esteem, and
other techniques for managing behavior;

i) Grouping of children by skill levels, taking into
account the child’s age and developmental level;

j) Health services or medical intervention for children
with special health care problems;

k) Communication methods and needs of the child;

d)
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I) Dietary specifications for children who need to avoid
specific foods or for children who have their diet
modified to maintain their health, including support
for continuation of breastfeeding;

m) Medication administration (for emergencies or on an
ongoing basis);

n) Recognizing signs and symptoms of impending
iliness or change in health status;

0) Recognizing signs and symptoms of injury;

p) Understanding temperament and how individual
behavioral differences affect a child’s adaptive skills,
motivation, and energy;

q) Potential hazards of which staff should be aware;

r) Collaborating with families and outside service
providers to create a health, developmental, and
behavioral care plan for children with special needs;

s) Awareness of when to ask for medical advice and

recommendations for non-emergent issues that arise

in school (e.g., head lice, worms, diarrhea);

Knowledge of professionals with skills in various

conditions, e.g., total communication for children with

deafness, beginning orientation and mobility training
for children with blindness (including arranging the
physical environment effectively for such children),
language promotion for children with hearing-
impairment and language delay/disorder, etc.;

How to work with parents/guardians and other

professionals when assistive devices or medications

are not consistently brought to the child care program
or school;

How to safely transport a child with special health

care needs.

RATIONALE: A basic understanding of developmental dis-
abilities and special care requirements of any child in care

is a fundamental part of any orientation for new employees.
Training is an essential component to ensure that staff mem-
bers develop and maintain the needed skills. A comprehen-
sive curriculum is required to ensure quality services. How-
ever, lack of specialized training for staff does not constitute
grounds for exclusion of children with disabilities (1).

=
s

Staff members need information about how to help children
use and maintain adaptive equipment properly. Staff mem-
bers need to understand how and why various items are
used and how to check for malfunctions. If a problem oc-
curs with adaptive equipment, the staff must recognize the
problem and inform the parent/guardian so that the parent/
guardian can notify the health care or equipment provider
of the problem and request that it be remedied. While the
parent/guardian is responsible for arranging for correc-

tion of equipment problems, child care staff must be able
to observe and report the problem to the parent/guardian.
Routine care of adaptive and treatment equipment, such as
nebulizers, should be taught.

COMMENTS: These training topics are generally appli-

cable to all personnel serving children with special health
care needs and apply to child care facilities. The curricu-
lum may vary depending on the type of facility, classifica-
tions of disabilities of the children in the facility, and ages

of the children. The staff is assumed to have the training
described in Orientation Training, Standard 1.4.2.1, includ-
ing child growth and development. These additional topics
will extend their basic knowledge and skills to help them
work more effectively with children who have special health
care needs and their families. The number of hours offered
in any in-service training program should be determined by
the staff’s experience and professional background. Service
plans in small family child care homes may require a modi-
fied implementation plan.

The parent/guardian is responsible for solving equipment
problems. The parent/guardian can request that the child
care facility remedy the problem directly if the caregiver/
teacher has been trained on the maintenance and repair of
the equipment and if the staff agrees to do it.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standard 1.4.2.1: Initial Orientation of All Staff

Standard 3.5.0.1: Care Plan for Children with Special Health Care
Needs

Standard 9.4.3.3: Training Record

Appendix O: Care Plan for Children With Special Health Care Needs

REFERENCES:
1. U.S. Department of Justice. 2011. Americans with Disabilities
Act. http://www.ada.gov.

STANDARD 1.4.2.3: Orientation Topics

During the first three months of employment, the director
of a center or the caregiver/teacher in a large family home
should document, for all full-time and part-time staff mem-
bers, additional orientation in, and the employees’ satisfac-
tory knowledge of, the following topics:

a) Recognition of symptoms of illness and correct
documentation procedures for recording symptoms
of illness. This should include the ability to perform a
daily health check of children to determine whether
any children are ill or injured and, if so, whether a
child who is ill should be excluded from the facility;

b) Exclusion and readmission procedures and policies;

c) Cleaning, sanitation, and disinfection procedures and
policies;

d) Procedures for administering medication to children
and for documenting medication administered to
children;

e) Procedures for notifying parents/guardians of an
infectious disease occurring in children or staff within
the facility;

f) Procedures and policies for notifying public health
officials about an outbreak of disease or the
occurrence of a reportable disease;

g) Emergency procedures and policies related to
unintentional injury, medical emergency, and natural
disasters;

h) Procedure for accessing the child care health
consultant for assistance;
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i) Injury prevention strategies and hazard identification
procedures specific to the facility, equipment, etc.;
j) Proper hand hygiene.

Before being assigned to tasks that involve identifying and
responding to illness, staff members should receive orienta-
tion training on these topics. Small family child care home
caregivers/teachers should not commence operation before
receiving orientation on these topics in pre-service training
.

RATIONALE: Children in child care are frequently ill (2).
Staff members responsible for child care must be able to
recognize illness and injury, carry out the measures required
to prevent the spread of communicable diseases, handle

ill and injured children appropriately, and appropriately
administer required medications (4). Hand hygiene is one of
the most important means of preventing spread of infectious
disease (3).

RELATED STANDARDS:

Standard 3.1.1.1: Conduct of Daily Health Check

Standard 3.1.1.2: Documentation of the Daily Health Check
Standard 9.4.3.3: Training Record

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

REFERENCES:

1. Fiene, R. 2002. 13 indicators of quality child care: Research
update. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and
Evaluation. http://aspe.hhs.gov/hsp/ccquality-ind02/.

2. Aronson, S. S., T. R. Shope, eds. 2009. Managing infectious
diseases in child care and schools: A quick reference guide. 2nd ed.
Elk Grove Village, IL: American Academy of Pediatrics.

3. Centers for Disease Control and Prevention (CDC). 2011.
Handwashing: Clean hands save lives. http://www.cdc.gov/
handwashing/.

4. American Academy of Pediatrics, Council on School Health.
2009. Policy statement: Guidance for the administration of
medication in school. Pediatrics 124:1244-51.

1.4.3 First Aid and CPR Training

STANDARD 1.4.3.1: First Aid and CPR Training
for Staff

The director of a center or a large family child care home
and the caregiver/teacher in a small family child care home
should ensure all staff members involved in providing direct
care have documentation of satisfactory completion of train-
ing in pediatric first aid and pediatric CPR skills. Pediatric
CPR skills should be taught by demonstration, practice,

and return demonstration to ensure the technique can be
performed in an emergency. These skills should be current
according to the requirement specified for retraining by the
organization that provided the training.

At least one staff person who has successfully completed
training in pediatric first aid that includes CPR should be in
attendance at all times with a child whose special care plan
indicates an increased risk of needing respiratory or cardiac
resuscitation.

Records of successful completion of training in pediatric
first aid should be maintained in the personnel files of the
facility.

RATIONALE: To ensure the health and safety of children in
a child care setting, someone who is qualified to respond

to life-threatening emergencies must be in attendance at

all times (1). A staff trained in pediatric first aid, including pe-
diatric CPR, coupled with a facility that has been designed
or modified to ensure the safety of children, can mitigate the
consequences of injury, and reduce the potential for death
from life-threatening conditions. Knowledge of pediatric

first aid, including pediatric CPR which addresses manage-
ment of a blocked airway and rescue breathing, and the
confidence to use these skills, are critically important to the
outcome of an emergency situation.

Small family child care home caregivers/teachers often work
alone. They must have the necessary skills to manage emer-
gencies while caring for all the children in the group.

Children with special health care needs who have compro-
mised airways may need to be accompanied to child care
with nurses who are able to respond to airway problems
(e.g., the child who has a tracheostomy and needs suction-
ing).

First aid skills are the most likely tools caregivers/teach-
ers will need. Minor injuries are common. For emergency
situations that require attention from a health professional,
first aid procedures can be used to control the situation until
a health professional can provide definitive care. However,
management of a blocked airway (choking) is a life-threat-
ening emergency that cannot wait for emergency medical
personnel to arrive on the scene (2).

Documentation of current certification of satisfactory
completion of pediatric first aid and demonstration of pedi-
atric CPR skills in the facility assists in implementing and in
monitoring for proof of compliance.

COMMENTS: The recommendations from the American
Heart Association (AHA) changed in 2010 from “A-B-C”
(Airway, Breathing, Chest compressions) to “C-A-B” (Chest
compressions, Airway, Breathing) for adults and pediatric
patients (children and infants, excluding newborns). Except
for newborns, the ratio of chest compressions to ventila-
tions in the 2010 guidelines is 30:2. CPR skills are lost
without practice and ongoing education (3,5).

The most common renewal cycle required by organizations
that offer pediatric first aid and pediatric CPR training is to
require successful completion of training every three years
(4), though the AHA requires successful completion of CPR
class every two years.

Inexpensive self-learning kits that require only thirty minutes
to review the skills of pediatric CPR with a video and an in-
flatable manikin are available from the AHA. See “Infant CPR
Anytime” and “Family and Friends CPR Anytime” at http://
www.heart.org/HEARTORG/.

Child care facilities should consider having an Automated
External Defibrillators (AED) on the child care premises for
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potential use with adults. The use of AEDs with children
would be rare.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standard 1.4.3.2: Topics Covered in First Aid Training
Standard 1.4.3.3: CPR Training for Swimming and Water Play
Standard 9.4.3.3: Training Record

Standards 10.6.1.1-10.6.1.2: Caregiver/Teacher Training

REFERENCES:

1. Alkon, A., P. J. Kaiser, J. M. Tschann, W. T. Boyce, J. L. Genevro,
M. Chesney. 1994. Injuries in child-care centers: Rates, severity,
and etiology. Pediatrics 94:1043-46.

2. Stevens, P. B., K. A. Dunn. 1994. Use of cardiopulmonary
resuscitation by North Carolina day care providers. J School Health
64:381-83.

3. American Heart Association (AHA). 2010 AHA guidelines for
cardiopulmonary resuscitation and emergency cardiovascular care
science. Circulation 122: S640-56.

4. Aronson, S. S., ed. 2007. Pediatric first aid for caregivers and
teachers. Rev. 1st ed. Elk Grove Village, IL: American Academy of
Pediatrics; Sudbury, MA: Jones and Bartlett.

5. American Heart Association (AHA). 2010. Hands-only CPR.
http://handsonlycpr.org.

STANDARD 1.4.3.2: Topics Covered in First
Aid Training

First aid training should present an overview of Emergency
Medical Services (EMS), accessing EMS, poison center ser-
vices, accessing the poison center, safety at the scene, and
isolation of body substances. First aid instruction should
include, but not be limited to, recognition and first response
of pediatric emergency management in a child care setting
of the following situations:

a) Management of a blocked airway and rescue
breathing for infants and children with return
demonstration by the learner (pediatric CPR);

b) Abrasions and lacerations;

)
c) Bleeding, including nosebleeds;
d) Burns;
e) Fainting;
f) Poisoning, including swallowed, skin or eye contact,
and inhaled;
g) Puncture wounds, including splinters;
h) Injuries, including insect, animal, and human bites;

)

)

i) Poison control;

j) Shock;

k) Seizure care;

I) Musculoskeletal injury (such as sprains, fractures);

m) Dental and mouth injuries/trauma;

n) Head injuries, including shaken baby syndrome/
abusive head trauma;

o) Allergic reactions, including information about when
epinephrine might be required;

p) Asthmatic reactions, including information about
when rescue inhalers must be used;

q) Eye injuries;

r) Loss of consciousness;

s) Electric shock;

t) Drowning;

u) Heat-related injuries, including heat exhaustion/heat
stroke;

v) Cold related injuries, including frostbite;

w) Moving and positioning injured/ill persons;

x) lliness-related emergencies (such as stiff neck,
inexplicable confusion, sudden onset of blood-red or
purple rash, severe pain, temperature above 101°F
[38.3°C] orally, above 102°F [38.9°C] rectally, or 100°F
[37.8°C] or higher taken axillary [armpit] or measured
by an equivalent method, and looking/acting severely
ill);

y) Standard Precautions;

z) Organizing and implementing a plan to meet an
emergency for any child with a special health care
need;

aa) Addressing the needs of the other children in the
group while managing emergencies in a child care
setting;

ab) Applying first aid to children with special health care
needs.

RATIONALE: First aid for children in the child care set-

ting requires a more child-specific approach than standard
adult-oriented first aid offers. To ensure the health and
safety of children in a child care setting, someone who is
qualified to respond to common injuries and life-threat-
ening emergencies must be in attendance at all times. A
staff trained in pediatric first aid, including pediatric CPR,
coupled with a facility that has been designed or modified
to ensure the safety of children, can reduce the potential for
death and disability. Knowledge of pediatric first aid, includ-
ing the ability to demonstrate pediatric CPR skills, and the
confidence to use these skills, are critically important to the
outcome of an emergency situation (1).

Small family child care home caregivers/teachers often work
alone and are solely responsible for the health and safety of
children in care. Such caregivers/teachers must have pedi-
atric first aid competence.

COMMENTS: Other children will have to be supervised
while the injury is managed. Parental notification and com-
munication with emergency medical services must be care-
fully planned. First aid information can be obtained from the
American Academy of Pediatrics (AAP) at http://www
.aap.org and the American Heart Association (AHA) at http://
www.heart.org/HEARTORG/.

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:
Standard 1.4.3.1: First Aid and CPR Training for Staff
Standard 9.4.3.3: Training Record

REFERENCES:

1. Aronson, S. S., ed. 2007. Pediatric first aid for caregivers and
teachers. Rev. 1st ed. Elk Grove Village, IL: American Academy of
Pediatrics; Sudbury, MA: Jones and Bartlett.
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STANDARD 1.4.3.3: CPR Training for
Swimming and Water Play

Facilities that have a swimming pool should require at least
one staff member with current documentation of success-
ful completion of training in infant and child (pediatric) CPR
(Cardiopulmonary Resuscitation) be on duty at all times
during business hours.

At least one of the caregivers/teachers, volunteers, or other
adults who is counted in the child:staff ratio for swimming
and water play should have documentation of successful
completion of training in basic water safety, proper use of
swimming pool rescue equipment, and infant and child CPR
according to the criteria of the American Red Cross or the
American Heart Association (AHA).

For small family child care homes, the person trained in wa-
ter safety and CPR should be the caregiver/teacher. Written
verification of successful completion of CPR and lifesaving
training, water safety instructions, and emergency proce-
dures should be kept on file.

RATIONALE: Drowning involves cessation of breathing and
rarely requires cardiac resuscitation of victims. Nevertheless,
because of the increased risk for cardiopulmonary arrest
related to wading and swimming, the facility should have
personnel trained to provide CPR and to deal promptly with
a life-threatening drowning emergency. During drowning,
cold exposure provides the possibility of protection of the
brain from irreversible damage associated with respiratory
and cardiac arrest. Children drown in as little as two inches
of water. The difference between a life and death situation

is the submersion time. Thirty seconds can make a differ-
ence. The timely administration of resuscitation efforts by a
caregiver/teacher trained in water safety and CPR is critical.
Studies have shown that prompt rescue and the presence of
a trained resuscitator at the site can save about 30% of the
victims without significant neurological consequences (1).

TYPE OF FACILITY: Center; Large Family Child Care Home; Small
Family Child Care Home

RELATED STANDARDS:

Standard 1.1.1.5: Ratios and Supervision for Swimming, Wading,
and Water Play

Standard 2.2.0.4: Supervision Near Bodies of Water

Standard 2.2.0.5: Behavior Around a Pool

Standard 6.3.1.7: Pool Safety Rules

Standard 6.4.1.1: Pool Toys

Standard 9.4.3.3: Training Record

REFERENCES:

1. Aronson, S. S., ed. 2007. Pediatric first aid for caregivers and
teachers. Rev. 1st ed. Elk Grove Village, IL: American Academy of
Pediatrics; Sudbury, MA: Jones and Bartlett.

1.4.4 Continuing Education/
Professional Development

STANDARD 1.4.4.1: Continuing Education for
Directors and Caregivers/Teachers in Centers
and Large Family Child Care Homes

All directors and caregivers/teachers of centers and large
family child care homes should successfully complete at
least thirty clock-hours per year of continuing education/
professional development in the first year of employment,
sixteen clock-hours of which should be in child develop-
ment programming and fourteen of which should be in child
health, safety, and staff health. In the second and each of
the following years of employment at a facility, all directors
and caregivers/teachers should successfully complete at
least twenty-four clock-hours of continuing education based
on individual competency needs and any special needs of
the children in their care, sixteen hours of which should be
in child development programming and eight hours of which
should be in child health, safety, and staff health.

Programs should conduct a needs assessment to identify
areas of focus, trainer qualifications, adult learning strate-
gies, and create an annual professional development plan
for staff based on the needs assessment. The effectiveness
of training should be evident by the change in performance
as measured by accreditation standards or other quality as-
surance systems.

RATIONALE: Because of the nature of their caregiving/
teaching tasks, caregivers/teachers must attain multifaceted
knowledge and skills. Child health and employee health are
integral to any education/training curriculum and program
management plan. Planning and evaluation of training
should be based on performance of the staff member(s)
involved. Too often, staff members make training choices
based on what they like to learn about (their “wants”) and
not the areas in which their performance should be im-
proved (their “needs”). Participation in training does not
ensure that the participant will master the information and
skills offered in the training experience. Therefore, caregiver/
teacher change in behavior or the continuation of appropri-
ate practice resulting from the training, not just participation
in training, should be assessed by supervisors and directors
).

In addition to low child:staff ratio, group size, age mix of
children, and stability of caregiver/teacher, the training/edu-
cation of caregivers/teachers is a specific indicator of child
care quality (2). Most skilled roles require training related

to the functions and responsibilities the role requires. Staff
members who are better trained are better able to prevent,
recognize, and correct health and safety problems. The
number of training hours recommended in this standard
reflects the central focus of caregivers/teachers on child
development, health, and safety.

Children may come to child care with identified special
health care needs or special needs may be identified while
attending child care, so staff should be trained in recogniz-
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ing health problems as well as in implementing care plans
for previously identified needs. Medications are often re-
quired either on an emergent or scheduled basis for a child
to safely attend child care. Caregivers/teachers should be
well trained on medication administration and appropriate
policies should be in place.

The National Association for the Education of Young Chil-
dren (NAEYC), a leading organization in child care and early
childhood education, recommends annual training/profes-
sional development based on the needs of the program and
the pre-service qualifications of staff (1). Training should
address the following areas:

a) Promoting child growth and development correlated

with developmentally appropriate activities;
b) Infant care;
c) Recognizing and managing minor iliness and injury;

d) Managing the care of children who require the special

procedures listed in Standard 3.5.0.2;

€) Medication administration;

f) Business aspects of the small family child care home;

g) Planning developmentally appropriate activities in

mixed age groupings;

h) Nutrition for children in the context of preparing

nutritious meals for the family;

i) Age-appropriate size servings of food and child
feeding practices;

i) Acceptable methods of discipline/setting limits;

k) Organizing the home for child care;

I) Preventing unintentional injuries in the home (e.g.,

falls, poisoning, burns, drowning);
m) Available community services;

n) Detecting, preventing, and reporting child abuse and

neglect;

0) Advocacy skills;

p) Pediatric first aid, including pediatric CPR,;

qg) Methods of effective communication with children

and parents/guardians;

r) Socio-emotional and mental health (positive
approaches with consistent and nurturing
relationships);

s) Evacuation and shelter-in-place drill procedures;
t) Occupational health hazards;

u) Infant safe sleep environments and practices;
v) Standard Precautions;

w) Shaken baby syndrome/abusive head trauma;
x) Dental issues;

y) Age-appropriate nutrition and physical activity.

There are few illnesses for which children should be ex-
cluded from child care. Decisions about management of

ill children are facilitated by skill in assessing the extent to
which the behavior suggesting illness requires special man-
agement (3). Continuing education on managing infectious
diseases helps prepare caregivers/teachers to make these
decisions devoid of personal biases (5). Recommendations
regarding responses to illnesses may change (e.g., H1N1),
so caregivers/teachers need to know where they can find
the most current information. All caregivers/teachers should
be trained to prevent, assess, and treat injuries common

in child care settings and to comfort an injured child and
children witnessing an injury.

COMMENTS: Tools for assessment of training needs are
part of the accreditation self-study tools available from the
NAEYC, the National Association for Family Child Care
(NAFCC), National Early Childhood Professional Accredita-
tion (NECPA), Association for Christian Education Interna-
tional (ACEI), National AfterSchool Association (NAA), and
the National Child Care Association (NCCA). Successful
completion of training can be measured by a performance
test at the end of training and by ongoing evaluation of
performance on the job.

Resources for training on health and safety issues include:
a) State and local health departments (health education,
environmental health and sanitation, nutrition, public
health nursing departments, fire and EMS, etc.);
b) Networks of child care health consultants;
c) Graduates of the National Training Institute for Child
Care Health Consultants (NTI);
d) Child care resource and referral agencies;
e) University Centers for Excellence on Disabilities;
f) Local children’s hospitals;
g) State and local chapters of:
1) American Academy of Pediatrics (AAP), including
AAP Chapter Child Care Contacts;
2) American Academy of Family Physicians (AAFP);
3) American Nurses’ Association (ANA);
4) American Public Health Association (APHA);
5) Visiting Nurse Association (VNA);
6) National Association of Pediatric Nurse Practitio-
ners (NAPNAP);
7) National Association for the Education of Young
Children (NAEYC);
8) National Association for Family Child Care
(NAFCC);
9) National Association of School Nurses (NASN);
10) National Training Institute for Child Care Health
Consultants (NTI);
11) Emergency Medical Services for Children (EMSC)
National Resource Center;
12) National Association for Sport and Physical Edu-
cation (NASPE);
13) American Dietetic Association (ADA);
14) American Association of Poison Control Centers
(AAPCC).

For nutrition training, facilities should check that the nutri-
tionist/registered dietician (RD), who provides advice, has
experience with, and knowledge of, child development,
infant and early childhood nutrition, school-age child nutri-
tion, prescribed nutrition therapies, food service and food
safety issues in the child care setting. Most state Maternal
and Child Health (MCH) programs, Child and Adult Care
Food Programs (CACFP), and Special Supplemental Nutri-
tion Programs for Women, Infants, and Children (WIC) have
a nutrition specialist on staff or access to a local consultant.
If this nutrition specialist has knowledge and experience in
early childhood and child care, facilities might negotiate for
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this individual to serve or identify someone to serve as a
consultant and trainer for the facility.

Many resources are available for nutritionists/RDs who pro-

vide training in food service and nutrition. Some resources

to contact include:
a) Local, county, and state health departments to locate
MCH, CACFP, or WIC programs;

b) State university and college nutrition departments;

c) Home economists at utility companies;

d) State affiliates of the American Dietetic Association;

e) State and regional affiliates of the American Public
Health Association;

f) The American Association of Family and Consumer
Services;

g) National Resource Center for Health and Safety in
Child Care and Early Education;

h) Nutritionist/RD at a hospital;

i) High school home economics teachers;

i) The Dairy Council;

k) The local American Heart Association affiliate;

I) The local Cancer Society;

m) The Society for Nutrition Education;

n) The local Cooperative Extension office;

0) Local community colleges and trade schools.

Nutrition education resources may be obtained from the
Food and Nutrition Information Center at http://fnic.nal.
usda.gov. The staff’s continuing education in nutrition may
be supplemented by periodic newsletters and/or literature
(frequently bilingual) or audiovisual materials prepared or
recommended by the Nutrition Specialist.

Caregivers/teachers should have a basic knowledge of
special health care needs, supplemented by specialized
training for children with special health care needs. The type
of special health care needs of the children in care should
influence the selection of the training topics. The number of
hours offered in any in-service training program should be
determined by the experience and professional background
of the staff, which is best achieved through a regular staff
conference mechanism.

Financial support and accessibility to training programs
requires attention to facilitate compliance with this standard.
Many states are using federal funds from the Child Care and
Development Block Grant to improve access, quality, and
affordability of training for early care and education profes-
sionals. College courses, either online or face to face, and
training workshops can be used to meet the training hours
requirement. These training opportunities can also be con-
ducted on site at the child care facility. Completion of train-
ing should be documented by a college transcript or a train-
ing certificate that includes title/content of training, contact
hours, name and credentials of trainer or course instructor
and date of training. Whenever possible the submission of
documentation that shows how the learner implemented
the concepts taught in the training in the child care program
should be documented. Although on-site training can be
costly, it may be a more effective approach than participa-
tion in training at a remote location.

Projects and Outreach: Early Childhood Research and
Evaluation Projects, Midwest Child Care Research Con-
sortium at http://ccfl.unl.edu/projects_outreach/projects/
current/ecp/mwecrc.php, identifies the number of hours for
education of staff and fourteen indicators of quality from a
study conducted in four Midwestern states.

TYPE OF FACILITY: Center; Large Family Child Care Home

RELATED STANDARDS:

Standard 1.8.2.2: Annual Staff Competency Evaluation
Standard 3.5.0.2: Caring for Children Who Require Medical Proce-
dures

Standard 3.6.3.1: Medication Administration

Standard 9.4.3.3: Training Record

Standard 10.3.3.4: Licensing Agency Provision of Child Abuse
Prevention Materials

Standard 10.3.4.6: Compensation for Participation in Multidis-
ciplinary Assessments for Child