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EXECUTIVE SUMMARY

Introduction
This executive summary presents the key findings from a synthesis of 79 published and unpublished 
resource documents—evaluations, presentations, monographs etc.—related to health consultation to 
early care and education (ECE)* programs. The full Report on Selected Resources on which this summary is 
based seeks to map the current landscape of child care health consultant (CCHC) services and to identify 
CCHCs’ impact on ECE programs’ health and safety practices and child health outcomes. The report is 
not a meta-analysis. It was beyond the scope of the authors’ task to screen the included documents for rigor 
of methodology. Consequently, the report and this summary make no representation as to the generaliz-
ability of the findings presented. 

The Growing Need for Child Care Health Consultation
Based on data from the National Survey of America’s Families, nearly three-fourths (73%) of children 
under five years of age with employed mothers are regularly cared for by someone other than their parents.1 
The emerging literature on early brain development and on school readiness emphasizes the importance of 
high-quality ECE programs in achieving the goal of having all children enter school ready to learn. Re-
search on high-quality ECE programs demonstrates that children who attend such programs enjoy a variety 
of positive effects including better cognitive and social skills, better interpersonal skills—including behav-
ioral self-regulation—and stronger math and reading skills than do children in lower quality care.2 Gains 
made through ECE programs can extend into the elementary school years.3 

ECE programs offer significant opportunities to promote the health and well-being of children and fami-
lies. However, these programs also present inherent health risks. Best practices in ECE minimize health 
risks and enable out-of-home care programs to promote healthy behaviors and link families to community-
based health and development services.

Health professionals, parents, and ECE professionals recognize the need for and potential benefits of health 
consultation and collaboration across disciplines. CCHCs can support ECE programs with best practices 
for teaching good health behaviors and creating safe environments; ECE providers can assist health profes-
sionals with early identification of children’s health and social-emotional needs. Despite the promise of this 
model, however, the literature suggests that substantial numbers of ECE providers do not have access to 
child care health consultation. In addition, there appear to be several areas of unmet need where CCHCs 
could support ECE programs including developmental surveillance,4,5 oral health,6 and nutrition.7

The Scope of CCHC Services
The Maternal and Child Health Bureau (MCHB) has funded and directed national initiatives to link 
health professionals with ECE programs. In doing so, MCHB has sought to ensure that out-of-home care 
environments protect and promote the health of enrolled children and families. The Bureau’s Healthy 
Child Care America (HCCA) initiatives were efforts to develop and deploy a cadre of CCHCs to support 
ECE programs. 

* In this document, the term early care and education (ECE) refers to full- and/or part-time out-of-home care  
provided in center-based and family child care settings. 
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The national standards articulated in Caring for Our Children8 provide a comprehensive description of the 
role and activities of CCHCs in ECE programs. Descriptions in the literature of CCHCs’ responsibilities 
reflect the role and activities outlined in the standards. However, it is also clear that there is much variation 
in CCHCs’ work at the state and program levels. In addition, the literature indicates that a CCHC’s scope 
of practice may involve multiple, interrelated spheres of influence. These spheres range from interventions 
with individual children and families to support of program policy and staff training that will impact the 
health and safety of all the children in the program to the creation of linkages between programs, families, 
health professionals, and community health resources.

Nursing professionals provide the majority of health consultation. However, professionals with credentials 
in such disciplines as mental health, oral health, and nutrition provide specialty consultation in these areas.

Effective Outcomes and Impact of CCHC Services:  What Works
Evidence that demonstrates the impact of child care health consultation on the quality of child care is 
emerging. For example, comprehensive systems of quality improvement interventions—including those 
that incorporate a CCHC element—were found to improve overall child care quality and school readi-
ness.9,10  Findings that are consistent across multiple studies show positive outcomes in the following five 
areas:

1. Policy 
Child care health consultation appears to have a positive impact on the development and use of standards-
based health and safety policies in ECE programs.

State Compliance with National Standards
As a result of HCCA activities, 36 states conducted a comparison of their ECE-related health and safety 
regulations with the national standards set forth in Caring for Our Children. Nineteen states made statutory 
changes to bring state regulations in line with national standards.11

ECE Program Policies
ECE programs that have active health consultants were more likely to have written health and safety poli-
cies that are consistent with the national standards set forth in Caring For Our Children.12,13,14,15,16

2. Practice
Child care health consultation appears to be effective in promoting specific health practices in ECE pro-
grams including nutrition and safe food handling, infection control (handwashing, diapering, and toileting 
procedures), infant sleep position, and safe and active play.  

Specific Health and Safety Practices
ECE programs that receive health consultation showed improvements in health and safety practices in 
areas including safe and active play, sanitation, and  infection control.17,18,19 ECE providers also reported 
increased confidence and self-efficacy in several areas as a result of receiving health consultation. 20,21,22

Prevention of Communicable Disease
Training ECE providers on proper handwashing and other sanitation practices reduced the rate of respira-
tory and diarrheal illness.23,24,25

Reducing the Risk of Sudden Infant Death Syndrome (SIDS)
Researchers found that targeted training for ECE providers about infant sleep practices increased the num-
ber of children providers put to sleep on their backs, thereby reducing the risk of SIDS.26

Absences
After receiving CCHC services, programs report that enrolled children experience fewer absences.27,28 

3. Regular Source of Care
Relatively few evaluations link enrollment at an ECE program that receives CCHC services to specific 
child health improvements. However, several reports articulate a promising theme that demonstrates that 
programs with CCHCs show an increased number of children with up-to-date immunizations and a regu-
lar source of medical care. 

Immunizations/Regular Source of Care
ECE programs that receive health consultation had improvements in the percentage of enrolled children 
with up-to-date immunizations, as well as children with a medical home, dental home, and a well-child 
physical exam on file.29,30,31

4. Specialty Consultation
Health consultation to child care appears to be beneficial in a number of specialty areas including mental 
health, nutrition and physical activity, and oral health.  

Mental Health Consultation
A research synthesis of 31 evaluations of mental health consultation to ECE programs shows a variety of 
positive findings.32

  • Child Outcomes: Increases in social skills, improved behavior and resilience scores, decrease in prob-
lem behaviors, and retention of children at risk of expulsion.

  • Staff Outcomes: Consistent findings of increased staff confidence and improvements in self-efficacy.
  • Mixed results with respect to the impact of mental health consultation on overall program quality as 

measured by the Early Childhood Environment Rating Scale (ECERS-R).  

5. Process of Consultation
A collaborative relationship between the ECE program director and CCHC or specialty area consultant 
appears to facilitate the effectiveness of consultation.

Consultant Relationships with Director and Staff
“Lessons learned” from multiple consultation sites suggest that a trusting, mutually respectful relationship 
between a consultant and the ECE program director is a critical element in effective consultation prac-
tice.33,34

New Resources and Trends
An additional source of information about child care health consultation at the state level will be available 
by September 2006 from the Healthy Child Care Consultant Network Support Center (NSC) at EDC. 
Resources available from the NSC will include a searchable national database of CCHCs as well as infor-
mation profiles that describe the status of child care health consultation efforts at the state level.

The new NAEYC Early Childhood Program Standards (September 2006) include working with a CCHC 
as an emerging practice in their accreditation criteria. As high-quality programs adopt this practice in 
higher numbers, it will be an opportunity for additional research to fill in knowledge gaps about the prac-
tice and impact of child care health consultation.
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I. INTRODUCTION
Based on data from the National Survey of America’s Families, nearly three-fourths (73%) of children 
under five years of age with employed mothers are cared for regularly by someone other than their parents.1 
The emerging literature on early brain development and on school readiness emphasizes the importance of 
high-quality early care and education (ECE)∗ in achieving the goal of having all children enter school ready 
to learn. Research on high-quality ECE programs demonstrates that children who attend such programs 
enjoy a variety of positive effects including better cognitive and social skills, better interpersonal skills— in-
cluding behavioral self-regulation—and stronger math and reading skills than do children in lower quality 
care.2 Gains made through ECE programs can extend into the elementary school years.3 

The National Association for the Education of Young Children (NAEYC) reported that there were 420,098 
licensed/regulated ECE programs in the United States (including the District of Columbia, Puerto Rico, 
and U.S. Virgin Islands) in 2002. Of these, 27% were licensed child care centers, 62% were regulated small 
family child care homes, and 11% were regulated group family child care homes.4 In addition, in fiscal year 
2004, there were 905,851 children enrolled in the 20,050 Head Start centers operating in the U.S.5

As more children enter child care at younger ages, caregivers have substantial responsibility for the health of 
the children in their care. Yet, as Crowley noted:

…no national child care policy has been established to ensure developmentally appropriate, healthy, and safe 
care for children. Consequently, state child care regulations range from minimal to adequate and contribute 
to an uneven system of child care quality…6

The Maternal and Child Health Bureau (MCHB) has funded and directed national initiatives to link 
health professionals with ECE programs to ensure that out-of-home care environments protect and pro-
mote the health of enrolled children and families. Among these initiatives were efforts to develop and 
deploy a cadre of child care health consultants (CCHCs). Regulations governing the practice of child care 
health consultation vary from state to state. Indeed, the majority of states do not require health consul-
tation for all programs serving young children as a requirement for program licensure. While 26 states 
require health care consultation, 6 require it only for centers caring for mildly ill children. Only 5 states 
(Colorado, Connecticut, Minnesota, Rhode Island, and Washington) mandate on-site visits by CCHCs.7

Report Purpose, Scope, and Methodology
The purpose of this Healthy Child Care Consultant Network Support Center (NSC) report is to present 
the key findings from a synthesis of 79 published and unpublished resource documents—evaluations, pre-
sentations, monographs etc.—related to health consultation to ECE programs (see Matrix on page 28 for a 
complete list of all resources that were reviewed). The report seeks to map the current landscape of CCHC 
services and to identify CCHCs’ impact on ECE programs’ health and safety practices and child health 
outcomes. It was beyond the scope of the authors’ task to screen the included documents for rigor of 
methodology. Thus, this report does not contain a meta-analysis and the authors make no representation 
as to the generalizability of the findings presented. The report was, however, reviewed for accuracy by mul-
tiple experts in the fields of child care health consultation.

* In this document, the term early care and education (ECE) refers to full- and/or part-time out-of-home care provided 
in center-based and family child care settings.
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Methods
In researching this report, the NSC used a broad definition of child care health consultation and included 
specialty consultation areas such as mental health, nutrition, and oral health. A broad definition was also 
utilized for the impact of consultation and included effects on ECE practice, policy, and regulation.

The NSC used two strategies to identify material to include in this report. First, the NSC posted a re-
quest for unpublished literature on listservs and bulletin boards sponsored by the American Academy of 
Pediatrics’ (AAP) Child Care and Health Partnership Program, the National Resource Center for Health 
and Safety in Child Care and Early Education (NRC), and the National Training Institute for Child Care 
Health Consultants (NTI). Second, the NSC conducted a systematic search of the last ten years of pub-
lished literature using the following search engines/databases:
 • Combined Health Information Database (CHID)
 • Cumulative Index to Nursing & Allied Health (CINAHL)
 • Education Resources Information Center (ERIC)
 • Google
 • Medline/PubMed
 • PsychINFO
 • Social Work Abstracts

The NSC used the following words to guide the literature search:

 Primary Key Search Words   Secondary Key Search Words
   • Childcare   • Consultation
   • Child care   • Health
   • Early childhood   • Health and safety
   • Preschool   • Health intervention
   • Head Start   • Inclusion
   • Pre-K    • Mental health
     • Nutrition
         • Oral health

II. HEALTH AND SAFETY NEEDS

A. Health and Safety Needs of Children and Families in ECE Programs
Out-of-home early care and education has health risks. A number of researchers have documented higher 
rates of infectious diseases among children in ECE programs. Walker and Bowie reported, “Overall, the 
literature indicates that children in child care have more upper and lower respiratory infections…more 
gastroenteritis, and more infections caused by viruses such as Hepatitis A than other children. And chil-
dren in center-based care are at greater risk of contracting these illnesses than children in other forms of 
child care.”8 In addition, Alkon and Chamberlain Boyce found that, “Children in child care centers have 
higher rates of infectious illnesses than children cared for at home. More specifically, center attendance is 
associated with increased rates of respiratory illness, otitis media, gastrointestinal illness, skin infection, 
and invasive bacterial disease.”9 The potential hazards of group care make it imperative that ECE programs 
implement best practices in infection control and injury prevention.

While there are health risks for children in ECE programs, group care also offers significant opportunities 
to promote children’s health and to increase families’ access to health and developmental services. ECE 
programs can introduce children and families to good health practices and provide a gateway to health and 
developmental services and interventions. Good health practices and intervention in the early years can 
prevent or ameliorate health problems and threats to development that are more difficult to address at older 
ages. 

Many authors cite the potential role of ECE programs as an access point to information about health 
insurance and a medical home.10,11,12, 13 Access to a medical home ensures early identification of problems 
and delivery of critical preventive care including up-to-date immunizations. In 2000, the families of most 
(93%) children between four and 35 months of age in the U.S. had some form of health insurance.14 The 
vast majority (95%) of children from birth to three years of age in the U.S. have a regular source of health 
care.15 There is disparity, however, with only 85% of uninsured families reporting a regular source of care 
for their young children. Community programs, including ECE, can help provide pathways to care for 
children without insurance and/or a medical home. 

Even for children with medical insurance and a regular source of care, it appears that there is an unmet 
need for developmental screening and surveillance. The unmet need for developmental surveillance is dem-
onstrated by the fact that only 20–30% of children with disabilities are identified before school entrance, 
suggesting that critical opportunities for early intervention are missed.16

ECE programs also offer potential to address parents’ unmet health guidance needs. In a national survey, 
Gupta et al. found that nearly 95% of parents reported “one or more unmet needs for parenting guidance, 
education, or screening by pediatric clinicians” and discovered that nearly 90% of parents believed that 
health education in ECE programs could improve the health knowledge and behaviors of preschool chil-
dren and their families.17 
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B. Health and Safety Needs of Early Care and Education Programs 
There is broad agreement that it is critical for ECE programs to create safe and healthy environments for 
children and staff and to link families to needed community-based services. However, the literature sug-
gests there may be gaps in the capacity of ECE providers to meet this standard. Gaines et al. reported, 
“Experts nationwide agree that child-care providers are increasingly facing the challenge of caring for chil-
dren who are in need of proper health, social, and educational services.” They also noted, “Providers often 
are inadequately prepared to handle these challenges and may lack knowledge of how to access support 
services.”18 Similarly, Crowley commented, “With the high percentage of young children in out-of-home 
settings, early childhood teachers are playing an important role in the day-to-day lives of children and 
families.” However, she also found that, “…communication and collaboration between these professionals 
[early childhood teachers and health professionals] is often limited and insufficient.”19

In some cases, ECE providers have identified specific child health and safety concerns. For example, in a 
survey of Head Start and Early Head Start staff in Rhode Island, Walders et al. reported, “Responsibility 
for administering medication (65.6%) and responding to asthma attacks (41%) was common; however, 
only 44.3% of staff reported receiving formal asthma training.” In addition, they noted, “Many [staff ] 
reported feeling uncomfortable and ill-prepared for this intense degree of hands-on management.”20 In a 
similar survey of Head Start directors and staff in Baltimore, the findings of Huss et al. pointed to:

 …a need for registered nurses or other health care professionals to be available as a resource for Head Start 
programs. Such individuals could provide current information on asthma treatment as well as how to com-
municate with parents and primary care providers to obtain asthma action plans for every child.21 

Oral health professionals have also identified gaps in the capacity of ECE providers to recognize and 
address children’s oral health needs. At a 2003 forum of the American Academy of Pediatric Dentistry 
(AAPD) and the American Dental Hygienists’ Association (ADHA), participants identified five issues and 
strategies related to the oral health needs of children in the Head Start and Early Head Start programs, 
including the need for better oral health screening and awareness. On the latter issue, Steffensen stated, 
“Many non-dental health professionals…do not realize the importance of oral health and its relationship 
to overall health.”22 Similarly, Steffensen reported that participants identified a need for improved referrals 
of pediatric patients to oral health providers.23 The potential of ECE programs to increase access to dental 
health care is well illustrated by successes in Head Start. Low-income preschoolers in Head Start are nearly 
three times more likely to obtain dental screening than other low-income children.24  

In addition, recent studies suggest that ECE programs need support to provide an optimal food environ-
ment in child care. The Child and Adult Care Food Program (CACFP) subsidizes meals for almost 3 
million children in child care each day. While most of the subsidized meals (90% of breakfasts and 87% 
of lunches) comply with the CACFP meal pattern requirements, they frequently do not comply with the 
Dietary Guidelines for Americans recommended by the U.S. Department of Health and Human Services 
(HHS) and the U.S. Department of Agriculture (USDA). CACFP-subsidized meals tend to be too high in 
fats and saturated fats and offer inadequate quantities of fruits and vegetables.25 In one Texas study, food 
service staff in child care centers did not always understand the CACFP requirements and had limited 
nutrition knowledge.26

Researchers have also suggested that ECE providers need support in working with children who have 
behavioral and emotional problems. For example, Knitzer reported, “Estimates are that between one-quar-
ter and one-third of young children are perceived as not being ready to succeed in school. For a signifi-
cant number of these children, concerns center on emotional development.”27 In an evaluation of mental 

health consultation in child care centers in California, Alkon et al. noted, “Teachers in child care centers 
and family day care homes find the most challenging work is with children who exhibit behavioral and/or 
emotional problems.”28 The need for support in the area of social-emotional development is supported by 
the multi-state survey of 2,753 ECE and child care directors conducted by The Center for Child Health 
Research of the AAP. Parental smoking is the top health concern, reported by 46% of directors as affect-
ing children in their care. The next 3 most frequently cited concerns are discipline and behavioral concerns 
(39% and 35% respectively) and child development (26%).29

C. Responding to Program Needs: Child Care Health Consultation
The literature suggested that ECE providers are aware of their health-related professional development 
needs and are positive about and receptive to child care health consultation. In a survey of child care pro-
viders in Indiana, Cole reported, “Child care providers concur there is a need for health and safety con-
sultative services, staff training, and health related services or referrals.”30 Gupta et al. found that, “…child 
care directors (88%)…believe that health education in child care centers could improve the health knowl-
edge and behaviors of preschool children and their families.”31

Further, the literature suggested that ECE providers would be positive about child care health consulta-
tion regardless of cost. For example, in a study of Connecticut child care center directors and their health 
consultants, Crowley found that child care directors were positive about child care health consultation. 
She noted, “A majority (84%) rated health consultation as important or very important for the operation 
of child care programs,” and “…despite financial constraints, directors recognized health consultation as 
an essential service for operating their programs.”32 Gaines et al. reported similar results in their survey of 
child care programs in Georgia. They stated, “…there would be high acceptance of health consultation 
by child-care directors, regardless of services being free or fee-based.”33 Yet, in another study, Gupta et al. 
found that lack of funds was the most significant barrier to providing health education in child care.34
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III. CHILD CARE HEALTH CONSULTATION
From 1995 to 2005, MCHB funded the Healthy Child Care America (HCCA) initiative. Through state 
and national partnerships, HCCA developed and worked to implement a “Blueprint for Action.” The 
Blueprint was designed to: “(1) create and maximize linkages between health care providers and the child 
care community; and (2) develop comprehensive and coordinated services to benefit children across the 
country.”35 The development and deployment of health professionals serving as CCHCs is central to 
this work. As part of the HCCA initiative, the MCHB funds several national projects that support state 
CCHC efforts. The National Training Institute for Child Care Health Consultants (NTI) at the University 
of North Carolina, Chapel Hill (http://www.sph.unc.edu/courses/childcare) offers training-of-trainers 
designed to prepare participants to return to their home states and train CCHCs. The National Resource 
Center for Health and Safety in Child Care (NRC) at the University of Colorado Health Sciences Center 
(http://nrc.uchsc.edu) provides technical assistance (TA) and standards-based resources to consultants, 
child care providers, regulators, and parents. In September 2006, a searchable national database of CCHCs 
as well as information profiles that describe the status of child care health consultation efforts at the state 
level will be available through the NSC (http://hcccnsc.edc.org).

A. Role and Activities of CCHCs
CCHCs have historically “focused primarily on improving children’s health and safety within the child care 
environment.”36 The national performance standards and guidelines for health and safety in out-of-home 
care are articulated in Caring for Our Children. The standards address the skills, activities, and knowledge 
base recommended for CCHCs. The standards state:

 The skills of the child care health consultant shall include the ability to perform or arrange for performance 
of the following activities:

  a) Teaching child care providers about health and safety issues;
  b) Teaching parents about health and safety issues;
  c) Assessing child care providers’ needs for health and safety training;
  d) Assessing parents’ needs for health and safety training;
  e) Meeting on-site with child care providers about health and safety;
  f ) Providing telephone advice to child care providers about health and safety;
  g) Providing referrals to community services;
  h) Developing or updating policies and procedures for child care facilities;
  i) Reviewing health records of children;
  j) Reviewing health records of child care providers;
  k) Helping to manage the care of children with special health care needs;
  l) Consulting with a child’s health professional about medication; and
  m) Interpreting standards or regulations and providing technical advice, separate and apart from the  

    enforcement role of a regulation inspector.37

http://www.sph.unc.edu/courses/childcare
http://nrc.uchsc.edu
http://hcccnsc.edc.org/
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Activities of CCHCs
In the literature, many authors described the activities of CCHCs as consistent with these standards. Com-
monly cited activities include on-site and telephone consultation, training, and program and community 
development. For example, in Minnesota, researchers found that the most commonly reported activity was 
“assessment of a program’s health, safety and nutrition practices.”38 In the Child Care Health Consultation 
Demonstration Program (CCHCDP) in Oregon, the most common activities were training, site visits, and 
meetings with the centers’ core teams.39 In North Carolina, Kotch reported that CCHCs spent the major-
ity of their time providing on-site consultation and preparing for or following up on on-site consultation. 
Other CCHC activities described in the North Carolina study include telephone consultation, training, 
health education, and requests for information.40 In Pennsylvania, Bucklen et al. found that CCHCs spent 
the majority of their time preparing for and teaching providers about child care health and safety issues and 
providing telephone consultation or referrals.41 Based on a survey of licensed family day care providers, Lie 
reported that the activities of family day care public health nurses included general health consultation (via 
telephone calls and home visits), health and safety consultation (via home visits), and group training/health 
education classes.42  

In a formative evaluation of 32 CCHCs working in 20 California counties, Alkon and colleagues found 
that CCHCs reported their activities to include consultation, program development, community and pro-
fessional development, and training and education. The same study detailed the child care program direc-
tors’ description of CCHC activities. 

 Directors noted the CCHC activities as helping develop health and safety policies and procedures, providing 
workshops for parents and staff, providing informational materials for parents and staff, consultation via 
site-visit, telephone, and e-mail, referrals for children and families to local agencies, and in some cases direct 
services.43

While national standards and training and technical assistance (T/TA) providers offer model definitions of 
qualifications, desired skill sets, and activities of CCHCs, the literature suggested that, in practice, there is 
variation in CCHCs’ involvement with ECE programs. For example, Evers reported that CCHC involve-
ment ranges from “a maximum involvement of being on-site on a daily basis to minimal involvement of 
being available only for telephone consultation whenever the center is open.”44

State licensing regulations vary considerably. As of March, 2006, 23 states have no requirement for health 
consultation. Several of the remaining states require health consultation only for centers serving mildly ill 
children or children with special health care needs. Other states have different requirements based on the 
ages of children served or the size of the facility. For those with mandated consultation, required involve-
ment ranges from a review of policy every two years to regular on-site visits. A summary of mandated 
health consultant requirements in state licensing regulations is available on the NRC’s website  
(http://nrc.uchsc.edu/states.html).

Knowledge Base and Content Addressed by CCHCs
The recommended knowledge base for CCHCs is defined in the national standards. In Caring for Our 
Children, 2nd edition, the authors stated:

 The knowledge base of the child care health consultant (personally or by involving other health profession-
als) shall include:

     a) National health and safety standards for out-of-home child care;
     b) How child care facilities conduct their day-to-day operations;
     c) Child care licensing requirements;

     d) Disease reporting requirements for child care providers;
     e) Immunizations for children;
     f ) Immunizations for child care providers;
     g) Injury prevention for children;
     h) Staff health, including occupational health risks for child care providers;
     i) Oral health for children;
     j) Nutrition for children;
     k) Inclusion of children with special health needs in child care;
     l) Recognition and reporting requirements for child abuse and neglect; and
     m) Community health and mental health resources for child and parent health.45

The content of health consultation to ECE programs as reported in the literature is consistent with the 
knowledge base recommended in Caring for Our Children.

Kotch in North Carolina and Alkon and colleagues in California found that the content of child care 
health consultation was primarily health promotion topics, defined by Alkon as including infection con-
trol, sanitation and hygiene, caring for children with special health care needs, the care of mildly ill chil-
dren, and exclusion for illness. Both studies also report that CCHCs spend considerable time on topics 
grouped in the category “administration,” which Caring for Our Children defines as including the develop-
ment of health policies, development of safety and emergency plans, and maintenance of health related re-
cords.46,47  In addition to those content areas, Kotch reported that North Carolina CCHCs were addressing 
health programs, staff health, and facilities, equipment, and transportation.48 Alkon noted that, in addition 
to health promotion and administration, California CCHCs spent more than 15% of their time on staffing 
and program activities for healthy development.49

In Oregon, Becker found that the most common issues addressed by CCHCs were communicating with 
parents and immunizations.50 Bucklen et al. reported that the most common issues addressed by CCHCs 
were asthma, behavior problems, allergies, and developmental delays.51

CCHC Role/Intervention Model
The literature on the role and potential benefits of child care health consultation suggests that CCHCs 
may work on multiple levels. Consultation may be focused on the needs of a specific child or children, on 
overall program functioning and practices, or on the larger system including the legislative and regulatory 
environment. As Evers states, a CCHC “can influence not only the immediate environment, but also has 
the potential to positively affect the total well-being of the children and staff at the center.”52

At the individual level, a CCHC may design an intervention to support a program’s capacity to serve a 
particular child and family. For example, a CCHC may, in collaboration with medical providers, parents, 
and ECE staff, develop an individualized medication administration plan for a child with chronic illness or 
a behavior management plan for a child demonstrating social-emotional challenges.

At the program level, a CCHC may design an intervention that impacts the current and future health 
and safety of all enrolled children. For example, some CCHCs may deliver training for ECE providers on 
infection control practices or develop policies and protocols in compliance with national health and safety 
standards. Other CCHCs may design interventions that improve the overall quality and work environ-
ment of the ECE program such as consulting with the program director about improving management and 
personnel systems or supporting staff health. 

Finally, CCHCs may serve in a capacity that Crowley described as a “…critical link between and among 
child care providers, parents, primary care health providers, and other community health resources for the 

http://nrc.uchsc.edu/states.html
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purpose of promoting child and family health and development.”53 For example, CCHCs may work with 
families, staff, and policymakers to increase access to medical homes and build systems that link families to 
community services.

A few authors have suggested models that articulate how CCHCs help achieve desired program quality and 
child health outcomes. 

Alkon and her colleagues at the California Child Care Health Program (CCHP) found that a stepwise 
model (Figure 1) of child care health consultation emerged from their formative evaluation. In this model, 
training of CCHCs leads to effective consultation, which leads to health and safety policies in compliance 
with national standards, which leads to improvements in provider practices and ultimately staff and child 
health and safety.54

Figure 1: CCHP’s Stepwise Model of How Health Consultation Improves Children’s Health 
 

Children’s Health
Practices  ➚

Policies  ➚
Consultation  ➚

Education  ➚

In Crowley’s ecological model of child care health consultation (Figure 2),55 the CCHC is a “supportive 
link among families, child care providers, and the health care system.” Crowley describes a family-centered 
model based on Bronfenbrenner’s ecological theory of human development. In this model, the child and 
family move between microsystems including child care and health care. These microsystems exist within 
a context of regulatory infrastructure ultimately influenced by social policy and culture. Positive child and 
family development is supported by “the degree of mutual trust, positive orientation, and goal consensus 
among these microsystems.” Family and child development is enhanced when the larger context of regula-
tions and policy is influenced.  

In this model, there is a paradigm shift away from focusing solely on health and safety within the child care 
program. Child care health and safety is one component of a broader context that addresses overall child 
and family health and development. With a family-centered perspective, the CCHC promotes health and 
safety within the child care program and encourages constructive interactions and partnerships among 
families, child care teachers, primary care providers, and other health resources, thus positively influencing 
not only program health and safety but child and family health and development.  

Figure 2: Crowley’s Ecological Model of Child Care Health Consultation

  Figure reproduced by permission of the Author and Blackwell Publishing. 
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B. Qualifications and Professional Affiliations of CCHCs
In Caring for Our Children, 2nd edition, a CCHC is defined as a “health professional with training and 
experience as a CCHC. Graduate students in a discipline related to child health shall be acceptable as 
CCHCs supervised by faculty knowledgeable in child care.”56 In addition, it states, “a child care health con-
sultant shall either have the full knowledge base and skills required for this role, or arrange to partner with 
other health professionals who can provide the necessary knowledge and skills.”57

Although Gaines and Leary defined CCHCs as “public health professionals,” CCHCs were typically de-
fined as “health professionals” in the literature.58,59,60 Lucarelli provided one of the most comprehensive lists 
of health professionals. She defined CCHCs as: 

 …health professionals with pediatric, public health, infectious disease, health education, school health, and/
or maternal-child expertise including: registered nurses; nurse practitioners; physicians; registered dieticians; 
social workers; dentists and dental hygienists; physical, occupational, speech, and respiratory therapists; and 
mental health professionals.61 

In a survey of CCHCs in Pennsylvania, Bucklen et al. identified other health professionals including “envi-
ronmental health professionals, infection control, and EMS personnel.”62

Few states specify necessary professional qualifications for CCHCs in regulatory language.  Those that do 
(Colorado, Connecticut, Minnesota, and Washington) specify that CCHCs are pediatric health profession-
als, specifically RNs, PNPs, and MDs.63 In the documents reviewed for this summary, the majority of the 
CCHCs whose work was described were nursing professionals. 

Alkon and colleagues reported that California was training child care health advocates (CCHAs) to com-
plement the work of CCHCs.  Alkon describes CCHAs as “experienced in ECE and child development 
and …interested in learning more about health and safety and implementing health and safety practices in 
ECE programs.” CCHAs were often employed by a child care center and became the staff lead for health 
and safety issues at that site. They also worked at community-based agencies such as child care resource and 
referral agencies (CCR&Rs). In California, CCHAs were trained to work with CCHCs to support health 
and safety in ECE programs.64  

C. Specialty Consultation

Mental Health
While nurses provide the majority of general health and safety consultation to ECE programs, mental 
health consultation is more likely to be provided by social workers, psychologists, marriage and fam-
ily therapists, and other mental health professionals. The literature included a few evaluations of mental 
health consultation, and several reports described the roles and activities of mental health consultants. For 
example, Alkon et al. evaluated mental health consultation services provided by four agencies to 25 urban 
child care centers in California.65 McGrady Heath examined several programs that emphasized social-emo-
tional health in their consultation models.66 Trujillo profiled the Blanket of Wellness project in southeast 
Alaska, which linked mental health professionals with ECE programs to support providers working directly 
with children who are at risk for behavioral and emotional problems. Based on these and other descrip-
tions, mental health consultant activities have included on-site visits, as well as program-level work (e.g., 
work with parents, community trainings, trainings for ECE providers). During on-site visits, consultants 
observed classrooms and individual children, provided consulting related to behavioral challenges observed, 
fostered reflective supervision for teachers, and supported relationship-based practices in teaching and pro-

gram practice. In some, but not all cases, the consultation model can include direct clinical mental health 
services to individual children, families, or groups of children.67

Nutrition
Child care health consultation specific to nutrition may be performed by registered dietitians. The Ameri-
can Dietetic Association’s position statement on nutrition programs in child care settings states that “Di-
etetics professionals should be accessible to child care programs to assist with menu planning and evalua-
tion and to provide nutrition information and training for food service workers and caregivers. …Other 
important tasks the dietetics professional can perform to ensure high-quality nutrition in child care settings 
include screening and assessment, information and education activities, and counseling that takes into ac-
count physical as well as psychosocial constraints of the child care program.”68

An emerging model of nutrition and physical activity consultation to ECE programs is the Nutrition and 
Physical Activity Self Assessment for Child Care (NAP SACC). The NAP SACC pilot evaluation exam-
ined, among other things, the feasibility of using CCHCs to conduct child care nutrition and physical 
activity assessments and provide training workshops and consultation based on those findings. The pilot 
evaluation found that the NAP SACC program helped child care centers improve their nutrition and 
physical activity environments and policies.69 In North Carolina, where the pilot evaluation took place, the 
consultation was provided by CCHCs who were RNs. All participating CCHCs reported that they were 
confident in their ability to carry out project activities, demonstrating the feasibility of using CCHCs to 
provide nutrition and physical activity consultation. The NAP SACC assessment tool is being used in 11 
states, and in 4 of those states (Arkansas, New York, North Carolina, and Washington) the nutrition and 
physical activity consultation is being provided by CCHCs.70
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IV. BEST PRACTICES AND LESSONS LEARNED

A. Best Practices in Child Care Health Consultation

Frequency and Duration of Consultation
There was no clear consensus in the literature about the optimum frequency or intensity of health consul-
tation. State licensing regulations display a significant range of required frequency in those few states where 
frequency is mandated.71 The NAEYC accreditation criteria include a written agreement with a health con-
sultant as an emerging practice. NAEYC’s criteria specify that a health consultant visit the program at least 
2 times each year for programs serving children 3-5 years of age and at least 4 times each year for programs 
serving children 0–2 years of age. 

In Crowley’s study of 100 child care center director and CCHC pairs in Connecticut, 78% of directors 
and 84% of consultants thought that weekly or more frequent visits would be beneficial if cost was not 
an issue.72 Several authors observed that it takes time to develop trusting relationships between a CCHC 
and program, and, therefore, CCHCs should have ongoing relationships with programs. McGrady Heath 
noted, “It is very important to build a relationship between the program and the specialists, and it takes 
times for programs to get comfortable allowing outsiders in. Directors and staff need to trust specialists 
before they take their advice.”73  

Scope of Practice
As noted earlier, the literature suggested that CCHCs may have multiple interrelated spheres of influence 
and work on several levels from individual to program to community. Reporting on lessons learned from 
multiple programs, McGrady Heath noted that consultants may be brought in to address an issue at one 
level, but may expand their role to include additional levels as they assess the needs of the program and 
build relationships with management and staff.74 For example, the Area Cooperative Educational Services 
(ACES) multi-disciplinary team consultation program in New Haven, Connecticut reported:

 In many centers structural and organizational issues must be addressed for improvements in practice and 
quality to take hold. Often, the multi-disciplinary team (MDT) will be invited into a program for a specific 
issue, but once they are in a program, the consultants realize there is much more going on around issues such 
as leadership and supervision, policies, and the relationship between the board and staff. The MDT also tries 
to address these “systemic” issues so that their recommendations can be implemented and sustained.75

In a survey of Connecticut child care center directors and their health consultants, Crowley found:

 …health consultants and early childhood providers considered the most mutually satisfying role one in which 
the consultant provided not only health- and safety-focused services, but also acted as a liaison and advocate 
between and among the child care staff, primary care providers, parents, and community resources.76

Multi-Disciplinary Consultation
As outlined earlier, ECE programs, together with the children and families they serve, have a broad range 
of health and safety needs. Therefore, CCHCs must have expertise in multiple areas. The literature also 
included recommendations from health professionals other than CCHCs (e.g., nutritionists, oral health 
professionals) who suggested that ECE programs and enrolled children would benefit from their special-
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ized consultation.77,78 Accordingly, some consultation models provided for a multi-disciplinary approach. 
Head Start, Early Head Start, and the Department of Defense network of ECE programs were examples of 
programs that frequently used multi-disciplinary health consultation. Connecticut was also identified as a 
state that was exploring what it would take to implement a statewide system with multi-disciplinary exper-
tise available to ECE programs. McGrady Heath described several programs that had emerging models of 
multi-disciplinary consultation practice:79

 •  The Comprehensive Child Care Services Program in Rhode Island
 •  The ACES multi-disciplinary team project in New Haven, Connecticut
 •  Day Care Plus in Ohio
 •  New Jersey ECE school sites governed by Abbot vs. Burke

Other multi-disciplinary consultation models identified by the literature include the Early Childhood 
Initiative (ECI) in Pittsburgh and Smart Start communities in North Carolina. Bagnato reported that ECE 
programs participating in the ECI receive weekly mentoring aiming to improve program quality as defined 
in the NAEYC accreditation standards. While this mentoring was not exclusively focused on health, health 
was one of 6 domains where key performance indicators were set forth as benchmarks.80

Smart Start is North Carolina’s Early Childhood Initiative. County Partnerships for Children administers 
state funds to support the primary goal of school readiness. In their evaluation report on the initiative, 
Kropp, Kotch, and Harris noted that, “Because of Smart Start’s focus on child care, Smart Start health 
interventions are often offered in the context of child care programs.”81

Specific Consultant Practices
While the literature identified variation in consultation practice, it also revealed consistent themes about 
the process elements that contribute to the effectiveness of consultation practice. Several authors noted 
that the relationship between the ECE program director and consultant is critical. Programs consistently 
described the importance of confidence in the consultant and a goodness-of-fit between the consultant and 
program. Reporting on an evaluation of Healthy Child Care Colorado, Eliot described the qualities of a 
good consultant-director relationship:  

 …directors and nurses agree completely on the three ingredients required for an ideal nurse-director relation-
ship…(1) good and open communication between directors and nurses; (2) mutual willingness and avail-
ability of each to participate in the consultation process; (3) a good relationship between nurse and staff.82

The Colorado experience corroborated Crowley’s finding that collaborative CCHC and ECE director 
dyads have relationships characterized by: (1) open, active communication; (2) a comprehensive commit-
ment; (3) mutual respect; and  
(4) congruent philosophy and values.83

Some authors also noted that CCHCs’ educational background and the degree to which they are familiar 
with ECE are critical. McGrady Heath stated that, among “lessons learned,” many programs found that 
consultants needed to have knowledge not only of their health discipline, but of ECE and the dynamics 
of group care.84 In addition, McGrady Heath noted, “It is extremely valuable for the consultant to have an 
ECE background with classroom experience to engender legitimacy with the program staff.”85

Consultation Systems
Beyond the practices of the consultants, Alkon and colleagues described factors that they believed support-
ed the development of a child care health consultation system in a community. They identified the follow-
ing characteristics that were facilitators of or barriers to CCHC systems:86

 Facilitators to implementing CCHC programs
  1. Linkages between community agencies and ECE programs
  2. Strong commitment to the CCHC program by the lead agency 
  3. Ample community health resources
  4. Good communication and personal relationships

 Barriers
  1. Lack of available community health and safety resources
  2. ECE providers unfamiliar with CCHC or unable/unwilling to participate
  3. Geographic barriers (access to resources for rural programs)87

B. Promising Practices in Child and Family Health with Potential Application  
    to ECE

The literature on health interventions in ECE programs included promising practices that—while not spe-
cifically described as delivered by health consultants—were well within the scope of practice for CCHCs.

Health Literacy
Herman et al. reported on an intervention designed to increase parents’ health literacy and enhance their 
ability to respond appropriately to their children’s mild illnesses. What To Do When Your Child Gets Sick, 
a book written for readers with lower levels of literacy (third to fifth grade reading level) and low health 
literacy, was distributed with a brief training session in four Head Start sites. After the intervention, there 
was a significant decline in parents’ use of the emergency department as well as clinic visits, suggesting that 
parents were more able to appropriately manage mild illnesses at home.88

Reducing the Risk of Sudden Infant Death Syndrome
Moon et al. reported on an AAP-sponsored effort to reduce the risk of sudden infant death syndrome 
(SIDS) in ECE programs. Trained health educators conducted a 60-minute training program for ECE 
providers on implementing the AAP recommendations for SIDS risk-reduction (back-to-sleep positioning 
and use of safe sleep practices). Providers were significantly more likely to report that they exclusively place 
infants to sleep in the supine position after training (44.8% before training to 78.1% after training) and re-
port that they sustained this practice six months after the intervention. Moon et al. concluded that training 
about infant sleep practices is effective in increasing knowledge, changing self-reported provider behavior, 
and promoting the development of written sleep position policies.89 

Mental Health Consultation
Mental health consultants have been at the forefront of developing models that broaden the focus of con-
sultation. As Simpson et al. noted, “Theoretical frameworks based in ecological theory have led profession-
als in the field of early childhood mental health to broaden their focus from the child alone to the mutual 
transactions among the child, the family, and the community.”90 

Zeanah et al. specifically addressed approaches to integrating best practices in infant mental health into 
statewide early comprehensive care systems. They described a spectrum of care from universal preventive 
services, to focused services for “at-risk” populations, to diagnosis and treatment. Providing staff develop-
ment and mental health consultation support to ECE programs was the first of several strategies they cited 
to deliver this spectrum of care.91 Additional strategies included mental health consultation to home visiting 
programs, working with pediatricians to promote healthy relationships in early health care (medical home), 
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and taking a systemwide state-level approach to take interventions to scale. Zeanah et al. concluded: 

 Early childhood mental health partnerships that build capacity within the early childhood community to 
promote the emotional wellness of young children and their families, regardless of the levels of risk they face, 
as well as to strengthen the skills of staff who work with them, represent a flexible and potentially powerful 
way of achieving multiple outcomes related to the broader early childhood agenda.92  

Many authors echoed the call for state and local collaboration and planning to build mental health systems 
of care that include, but are larger than, the practice of consultation to child care.93,94, 95

In addition, the emphasis on the role of the consultant-director relationship in effective consultation 
practice emerged as a critical “lesson learned” in mental health consultation, perhaps because the work of 
promoting mental health is so focused on relationships. 

Oral Health Policy and Consultation
Head Start and Early Head Start demonstrate the power of including access to oral health services as part 
of a program’s explicit requirements. Dental disease is very common among young children. In the United 
States, more than one-quarter of 2- to 5-year-olds have cavities, and three quarters of those children are 
untreated.96 Federal regulations require Head Start grantees to find a dental home for children without a 
regular source of care, provide access to oral screenings by dental professionals, and assist families in seek-
ing treatment to follow up with identified oral health problems. Head Start has been successful in increas-
ing access to oral health care for enrolled children. Low-income preschoolers in Head Start are nearly three 
times more likely to obtain a dental screening than other low-income children.97  

Few articles in the literature described models of consultation to support oral health in ECE programs. 
Dental professional groups identified ECE programs as sites for preventive care and early screening.98  

One promising practice identified was the use of dental hygiene students to deliver oral health services in 
Head Start and other ECE programs. For example, a dental hygiene program at a private university and an 
Early Head Start Program partnered to develop and implement a project that was highly productive and 
of reciprocal benefit. With a general focus on infant oral care and specific focus on early childhood caries, 
dental hygiene students were able to provide much needed oral health services to 45 families with children 
enrolled in the Early Head Start Program at multiple rural locations in Maine. Beaulieu et al. reported that, 
in addition to meeting the needs of the Early Head Start program, the project created a foundation for 
student exchange on the issues of dental caries in very young children and the complexity of factors con-
tributing to dental caries.99

V. AREAS OF UNMET NEED

A. Access to CCHC Services
Substantial numbers of ECE providers do not have access to child care health consultation. In a 2003 
report on HCCA grantees who were funded by the MCHB, John Snow, Inc. (JSI) reported that 43% of 
child care providers were “covered” by CCHCs. In the JSI report, using self-reports from state HCCA proj-
ects, “covered” meant that ECE providers had access to health consultation based on geographic proximity 
to a CCHC who served their type of program (family, center-based, or other).100 Several experts cautioned 
that this estimate may be optimistic and suggests better access to health consultation than actually exists. 
The fact that a particular geographic area has some CCHC resources does not necessarily mean that the 
CCHC workforce is sufficient to provide consultation to all ECE providers in that geographic area.101 
Cole’s survey of child care directors in Indiana found that 48% of ECE providers report their access to 
health consultation as less than adequate or non-existent.102  

Families seek care in a variety of child care settings including not only center-based care but family child 
care, kith and kin care, and “nanny” care. Walker and Bowie caution that it is important to include all 
locations of care in child care health consultation and health intervention models, because rates of enroll-
ment in center-based programs are low for some populations of children. Specifically, infants, toddlers, and 
Latino children are under-represented in center-based programs compared to other types of care.103

B. Developmental Screening
The policy of the AAP calls for universal developmental screening of infants and young children as a rou-
tine part of well-child care.104 While virtually all pediatricians report assessing developmental milestones as 
part of routine care,105 there are barriers to conducting valid and reliable screening in the context of pedi-
atric practices that must accomplish a great deal in limited time. Relatively few pediatricians (23%) report 
the consistent use of standardized and validated developmental screening instruments.106 The unmet need 
for developmental surveillance is demonstrated by the fact that only 20–30% of children with disabilities 
are identified before school entrance.107 Missed opportunities to initiate early intervention could be over-
come by developmental screening in a setting where caregivers observe children day-to-day and can com-
pare their development and behavior with that of typically-developing peers. Halfon and colleagues noted 
that ECE programs could fill such a role:

 Communities might consider the benefits of extending developmental surveillance to the WIC program, pre-
schools, and child care programs to take advantage of their early contact with children and families. Develop-
mental surveillance information collected at these sites could be transmitted to child health providers or used 
in making direct referrals to diagnostic, preventive, and treatment services.108

C. Oral Health
Unmet oral health needs for young children are distressingly common. The Children’s Dental Health 
Project has reported that cavities affect 5 times more children than asthma, and that unmet need for dental 
care is 3 times greater than for medical care. They have also suggested that early childhood caries may be a 
sentinel for health-behavior related disease.109   
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At a 2003 forum of the American Academy of Pediatric Dentistry and the American Dental Hygienists’ 
Association, participants concluded that “additional education in child oral health is needed for Head Start 
staff, parents and caregivers.”110 Beaulieu et al. described potential early childhood interventions includ-
ing referral for dental exams, fluoride recommendations, and parent training on dietary practices and oral 
care.111 While the Head Start program has demonstrated success in facilitating access to dental care through 
ECE programs, the authors found no published reports describing oral health delivery or consultation to 
ECE programs other than Head Start.  

D. Nutrition
There has been much recent attention to childhood overweight and its contribution to the development of 
chronic disease. A recent issue of the Future of Children focusing on childhood obesity pointed out that the 
knowledge base with respect to child care nutrition is limited.

 Relatively little is known about the dietary quality and types of foods and beverages offered in child care facil-
ities, especially those that are not licensed or do not participate in the Child and Adult Care Food Program. 
More research is needed on the current food environment in child care, including what foods are served, their 
nutritional quality, and staff training on nutrition. It has been ten years since any national survey described 
the nutrient content of meals and snacks in child care centers and day care homes participating in CACFP, 
and that survey included only children older than five.112

VI. EFFECTIVE OUTCOMES 

In this review, the NSC included outcomes reported in all of the relevant published and unpublished 
materials identified. As noted earlier, the NSC did not assess or screen for rigor of methodology in the work 
that identified these outcomes, and, therefore, is not making any representation as to the generalizability of 
these findings. 

A. Outcomes Specific to Child Care Health Consultation

Selected HCCA National Outcomes
In 2003, John Snow, Inc. (JSI) published a report on the status of HCCA grantees. JSI found that 36 states 
had completed a comparison of their ECE-related health and safety regulations against the national stan-
dards set forth in Caring for Our Children. Nineteen states made statutory changes to more closely align 
their state regulations with national standards.113 HCCA grantees reported using trainers from NTI to train 
2,648 CCHCs. Of these 2,648 CCHCs, approximately 29% were described as “active.”114

Effectiveness of Training for CCHCs
Standards-based training specific to the practice of child care health consultation is available from NTI. 
NTI-prepared trainers then train consultants at the state level. Two evaluations of state-level CCHC spe-
cific training show that providing child care consultation specific training to health professionals increases 
knowledge and improves the consultation experience.

Alkon and colleagues evaluated the impact of training on 80 health professionals in California who re-
ceived nine days of training. There was a statistically significant knowledge gain for CCHCs, from a 71% 
correct response on pre-training knowledge tests to 80% correct at post-training knowledge tests.115

In Connecticut, Crowley conducted an evaluation of training offered to 42 CCHCs, ECE directors, and 
other specialists using a modified version of the NTI curriculum. Participants were offered 30 hours of 
training over five months. Participants showed a statistically significant increase in knowledge in 8 of 13 
modules. Directors and CCHCs reported that training improved their consultation experience. CCHC 
practice post-training showed that they broadened their scope of practice and showed significant increases 
in utilization of Caring for Our Children standards and activities in the areas of behavioral/developmental 
health, staff health, and health promotion.116

Compliance with Health and Safety Standards and Improved Program Health Policies
Evaluations in California, North Carolina, Oregon, and Pennsylvania documented that child care health 
consultation improved the health and safety policies of participating ECE programs. Based on a study of 
15 urban child care centers in California, Alkon et al. reported that “health consultation services can im-
prove child care staff understanding of health issues in child care centers and center compliance with health 
standards.” They found that ECE staff who received health consultation for seven months showed a general 
increase in knowledge of health standards. In addition, their centers showed a significant improvement in 
compliance with National Performance Health Standards compared to sites that did not receive consulta-
tion.117  
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Data from Early Childhood Education Linkage System (ECELS) in Pennsylvania showed specific improve-
ments at sites linked with a nurse consultant. Sites that were matched with a nurse consultant completed a 
health and safety assessment, and the nurse consultant then worked with them, based on the results of that 
assessment. One of the improvements specifically associated with working with a nurse consultant was the 
development of appropriate written health policies.118 

In an evaluation of the CCHCDP in Oregon, positive changes were found in policy development over the 
course of 6 to 10 months of consultation services. Policy in the areas of guidance and behavior, emergency 
plans, handwashing, and health exclusion were more likely to be in written form, be posted, and have been 
reviewed.119   

In North Carolina, Kotch found that CCHCs had a positive impact on written health policies in the areas 
of handwashing, medication administration, care of mildly ill children, exclusion, cleaning and sanitiz-
ing, transportation, inclusion of children with special health care needs, emergency preparedness, and staff 
health.120                                               

Specific Health and Safety Practices
In addition to the improvements in written policies described above, evaluations of child care health con-
sultation documented specific improvements in child care provider practices in a number of areas.

Aronson’s findings from the work of ECELS showed the following specific improvements at sites linked 
with a nurse consultant:
 •  Safe playground equipment (specifically slides)
 •  Safe hot water temperature
 •  Proper food handling (refrigerator temperature, handling formula, cutting boards, etc.)
 •  Improved age-appropriate screenings121

Kotch’s evaluation of the Quality Enhancement Project in North Carolina found significant improvement 
on scores (based on Child Care Evaluation Summaries and Worksheets administered every 6 months for 
each site and CCHC Daily Encounter Forms) in the areas of sanitation, safe and active play, emergency 
preparedness, nutrition, and SIDS prevention.122 

Based on interviews with child care center directors and nurse consultants in Colorado, Eliot reported that 
child care center directors and nurse consultants agreed on seven impacts that nurse consultants were hav-
ing on health and safety in child care centers. These impacts were “…(1) fewer child sick days; (2) fewer 
staff sick days; (3) better adherence to universal precautions; (4) higher immunization rates; (5) improved 
immunization record keeping; (6) children screened and referred for additional services; and (7) staff and 
parents knowing when to keep a sick child home.”123

In Oregon, Becker et al. found that CCHCs improved the confidence of child care providers in the areas 
of childhood illnesses, immunizations, guidance, communication with parents, and child development.124 
Cole stated, “Current research shows child care health consultants can have an impact on the health status 
of children as well as the quality of care provided by the child care.”125 Cole also indicated, “In states with 
critical masses of Child Care Health Consultants, data showed improvements in the quality of child care 
and indicators of child health status, such as increased immunization rates, decreased injuries requiring 
medical attention, and decreased absences due to illness.”126

Immunization 
Among the 28 sites served by CCHC and CCR&R specialist teams in Oregon, Becker found that the 
percentage of children with up-to-date immunization records increased from 40% at pre-intervention as-
sessment to 78% at post-intervention assessment.127 In Kotch’s North Carolina evaluation, children who 
were enrolled at participating child care sites showed increases from baseline to follow up in up-to-date 
immunizations.128 Evaluation findings from North Carolina’s Smart Start show that Smart Start children are 
twice as likely to have their DPT vaccinations as children not served by Smart Start. Smart Start children 
also tended (not statistically significant) to have had their last vaccination on time.129

Access to a Regular Source of Care
Becker’s Oregon and Kotch’s North Carolina evaluations found that children who were enrolled in pro-
grams with CCHCs had positive outcomes related to access to a regular source of medical care. In the Or-
egon study, children enrolled in programs served by CCHCs were more likely to have known medical and 
dental homes post-intervention as compared to pre-intervention. At the pre-intervention assessment, 89% 
had a medical home and 58% a dental home. At the post-intervention assessment, 94% had a medical and 
67% a dental home.130 In Kotch’s North Carolina evaluation, children who were enrolled at participating 
child care sites showed increases from baseline to follow up in documentation of well-child physicals and 
having a medical home of record.131

Children served by Smart Start reported a significantly higher (86%) use of a regular source of medical care 
than children not (77%) participating in Smart Start.132

Days Absent 
The North Carolina Quality Enhancement Project reported that participating sites demonstrated a de-
crease (not statistically significant) in annual child absentee rate from 2.79 days per child at baseline to 
2.04 days one year later.133

B. Outcomes for Health Interventions in Child Care That  Are Not Specific to  
    Child Care Health Consultation

Overall Child Care Quality
Preschools in low-income school districts in New Jersey are bound by Abbot vs. Burke, a court decision 
that requires the state to provide high-quality ECE in those districts. These preschools are referred to as 
“the Abbots.” Abbot schools have master teachers, curriculum specialists, family service workers, and a 
school nurse. Abbot school districts must conduct health examinations and screenings for every child upon 
entry to the district. McGrady Heath reported that, after two years of these services, program quality was 
improving. McGrady Heath also reported that results on the Early Childhood Environment Rating Scale 
(ECERS-R) showed particularly strong gains in areas linked to school readiness, as well as improvements 
in children’s social, communication, and problem-solving skills. However, she noted that it is difficult to 
separate out the impact of health consultation from the comprehensive system of quality improvement 
interventions employed in Abbot school districts.134

The Early Childhood Initiative in Pittsburgh uses weekly visits from ECE mentors to support NAEYC 
quality criteria as well as interventions to build parent participation and community-based leadership 
and involvement. In two years of intervention, 50% of participating programs met quality standards for 
NAEYC accreditation. While this intervention is not specifically a health intervention, health criteria are 
an important piece of the overall accreditation standards.135
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Prevention of Communicable Disease
Several studies confirmed the effectiveness of handwashing in reducing the incidence of communicable dis-
ease and demonstrated the effectiveness of training ECE providers on proper handwashing, proper diaper-
ing and toileting, and aseptic nose wiping technique. Roberts et al. reported on a controlled trial in Aus-
tralia. Intervention group child care providers received training in handwashing and sanitary nose wiping. 
The control group maintained baseline handwashing procedures. Providers were observed implementing 
infection control procedures, and parents were interviewed about illness every two weeks. The investigators 
found a 17% reduction in respiratory illness among children 24 months of age and younger and a 50% 
reduction in diarrheal illness among children over 24 months of age.136,137 In the U.S., Niffeneger’s earlier 
research reported similar positive outcomes when child care providers and young children were trained in 
proper handwashing techniques. Niffeneger specifically pointed out the potential role of CCHCs:

 The significance of these results could be helpful to pediatric nurse practitioners who are consultants to child 
care centers. Pediatric nurse practitioners could teach the developmentally appropriate unit plan activities on 
handwashing and germs to young children with minimal expense or training.138

Reducing the Risk of SIDS
As noted previously, Moon et al. reported on the effectiveness of an AAP-sponsored effort to reduce the 
risk of SIDS in ECE programs. They found that providers were significantly more likely to report that they 
exclusively place infants to sleep in the supine position after training (44.8% before training to 78.1% after 
training) and reported that they sustained this practice six months after the intervention. Based on this 
study, it appears that training on infant sleep practices is effective in increasing knowledge, changing self-
reported child care provider behavior, and promoting the development of written sleep position policies.139 

Mental Health
In a study conducted at 25 child care centers receiving mental health consultation, Alkon et al. reported 
that centers with more than one year of consultation showed increases in overall quality and teacher self-ef-
ficacy and competence. In addition, staff expressed satisfaction with the mental health consultation services 
provided.140

Teachers who worked with mental health consultants through the Blanket of Wellness project in South-
east Alaska completed self-assessments before and after consultation using the “Inventory of Practices for 
Promoting Children’s Social and Emotional Competence.” After consultation, teachers self-reported that 
they were more likely to consistently employ best practices in all three domains: (1) developing relation-
ships (e.g., develops meaningful relationships with children and families and examines personal, family, 
and cultural views of challenging behavior); (2) classroom preventive practices (e.g., designs the physical 
environment, develops schedules and routines, and provides social skills instruction); and (3) social-emo-
tional teaching (e.g., promotes identification and labeling of emotions in self and others, creates a planned 
approach for problem-solving processes in the classroom, ensures smooth transition).141 

Green et al. reported on characteristics of mental health consultation that lead to prosocial behavior. They 
found that culturally competent practice and degree of parent involvement were critical ingredients. They 
noted, “The extent to which mental health consultants were perceived by staff to provide services consis-
tent with best practices was important to outcomes. All best practices were important, but only culturally 
competent practices and parent involvement contributed variance once the degree of the other practices 
and the type of consultant activities were held constant.”142

A research synthesis of 31 evaluations of mental health consultation compiled by Brennan and colleagues at 
Portland State University and Perry and Tsega at Georgetown University show a variety of positive findings. 
The authors of the synthesis note that there are methodological shortcomings in the included studies that 
limit the strength of the findings. This review notes the following outcomes:143

 • Child Outcomes: Increases in social skills, improved behavior and resilience scores, decrease in prob-
lem behaviors, retention of children at risk of expulsion.

 • Staff Outcomes: Consistent findings of increased staff confidence and improvements in self-efficacy.
 • Mixed results with respect to the impact of mental health consultation on overall program quality as 

measured by the ECERS.  

An interesting aspect of the report by Green et al. was a list of the following factors that did not contribute to 
variance in outcomes:144

 • Hours of consulting time per child
 • Percentage of budget 
 • Size of Head Start program
 • Setting: urban, rural, suburban
 • Ethnicity of families or staff
 • Credentials of consultant 

Bagnato’s evaluation of Pittsburgh’s ECI reported amelioration of children’s social skill delays and behavioral 
symptoms as a result of program quality consultation. Eighteen percent of children in participating programs 
demonstrated social skills delays and behavioral problems severe enough to merit a mental health diagnosis. 
At the end of nearly three years of ECI, these children showed normal social skills and behavior patterns.145



30 31

VII. SUMMARY

Health consultation to ECE programs is a critically important practice for a number of reasons. Consultation 
supports practices in ECE programs that reduce the health risks inherent in group care. CCHCs also assist 
programs to promote positive health behaviors, provide health education and anticipatory guidance to staff, 
children, and parents, and serve as a vital link bringing families together with community health and devel-
opmental services. 

A growing body of literature describes the practice of child care health consultation and explores its impact 
on ECE programs. Much of this literature is not publicly available in peer-reviewed journals.

The articles and reports reviewed for this document present a fairly detailed picture of the activities and roles 
of the CCHC. Most of the CCHCs described in this literature are nurses, although physicians and health 
professionals from specialty disciplines also provide consultation to ECE programs. In some cases, child 
development professionals with additional health training work as child care health advocates, a role that 
complements that of CCHCs. The literature also indicates that there is great variation in utilization of health 
consultants and regulations governing the practice of child care health consultation. Access to CCHCs is far 
from complete for ECE programs throughout the United States.  

Nationwide, states and communities use multiple models to deliver health consultation, with practitioners 
working as self-employed consultants as well as under a variety of auspices including (but not limited to) lo-
cal health departments, CCR&Rs, and school districts. Several authors pointed out that health consultation 
is valued and well-received by ECE programs.

Evidence demonstrating the impact of child care health consultation on the quality of child care is emerging. 
Findings that are consistent across multiple studies show positive outcomes in the following five areas:
 • Policy: Child care health consultation appears to have a positive impact on the development and use 

of standards-based health and safety policies in ECE programs.
 • Practice: Child care health consultation appears effective in promoting specific health practices in 

ECE programs including nutrition and safe food handling, infection control (handwashing, diapering 
and toileting procedure), infant sleep position, and safe and active play.  

 • Regular Source of Care: Relatively few evaluations link enrollment at an ECE program that receives 
CCHC services to specific child health improvements. However, several reports articulate a promising 
theme that demonstrates that programs with CCHCs show an increased number of children with up-
to-date immunizations and a regular source of medical care. 

 • Specialty Consultation: Health consultation to child care can be beneficial in a number of specialty 
areas including mental health, nutrition and physical activity, and oral health.  

 • Process of Consultation: A collaborative relationship between the ECE program director and 
CCHC or specialty area consultant appears to facilitate the effectiveness of consultation.

An additional source of information about child care health consultation at the state level will be available by 
September 2006 from the NSC at EDC. Resources available from the NSC will include a searchable national 
database of CCHCs as well as information profiles that describe the status of child care health consultation 
efforts at the state level.
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