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child outcomes related to early childhood systems. These are primarily
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o based on nationally recommended indicators or on state initiatives. How-

ever, although a functional set of indicators is needed to monitor progress of
ECCS initiatives across the states, there is no one overarching set of indica-
tors consistently being used. The challenge for states’ ECCS leadership is to
select an indicator set that is both comprehensive enough to monitor system
developments and specific and limited enough to be useful and manageable.
This Short Take reviews the characteristics of good indicators and proposes

Project THRIVE Short Takes highlight topics 36 indicators, based on a review of the literature, an analysis of key national

of interest and importance fo state maternal indicator sets, and a comparative review of indicators set out in State ECCS

and child health leaders and their partners reports and plans.

building State Early Childhood Comprehen-

sive Systems (ECCS). Each Short Take sum-

marizes the issue, relevant research, state Background
examples, and related resources.

In recent years, states and communities across the country have adopted
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work of monitoring the well-being of children and families using the full
RBA process.
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2 State Indicators for Early Childhood

For others, indicators and performance measures are used
to underscore areas of need or success. As described by

Lisbeth Schorr:

The use of outcome indicators that reflect common
sense and common understanding (indicators that
show, for example, that the rates of low-weight births
are being reduced, or that more students are demon-
strating age-appropriate mastery of school skills) helps
to focus attention on agency mission rather than rules,
and permits the necessary flexibility and autonomy

at the front-end. .. The focus is on results and perfor-
mance, not just on the number of clients served or
encounters. The question asked of agencies and service
providers, shifts from “Did you do what they told you
to do?” to “Did it work? What difference did it make

in outcomes for children?””

For RBA efforts, a desired result must be determined.
Here, a “result” is a “bottom line” condition of well-being
for children, families, or communities. For State ECCS
initiatives, the desired results that all children reach
school healthy and ready to succeed, with age appropriate
social-emotional, cognitive, and language development.
From a policy perspective, these are reflected in the core
ECCS goals and five core components: (1) access to
health care and medical home; (2) social-emotional de-
velopment and mental health; (3) early care and educa-
tion; (4) parenting education; and (5) family support.

In RBA terms, an “indicator” (sometimes called a bench-
mark) is a measure (supported by reliable and routinely
available data), that helps to quantify the achievement
of the desired result. While these measures don’t replace
evaluations of what works, monitoring with indica-

tors helps to answer two important questions: (1) “How
would we know if we achieved the desired result?” and
(2) “Are we making progress, moving in the right direc-
tion toward the desired result?” For ECCS Initiatives,
with the overall desired result being school readiness, a
good set of indicators would help to answer these ques-
tions: What are the measures of school readiness that
would indicate success? What are the indications that a
community or state is engaged in actions that increase
children’s school readiness?

An indicator can measure risk, process, or outcomes.
The most important indicators measure the outcomes
of a population as a means of tracking progress toward
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desired results. Some are measures of policy implemen-
tation, with others focused at the individual level.® A
particular indicator may measure risk in some situations
and at other times be an outcome indicator.” The low
birthweight rate, for example, would be an outcome when
considering prenatal programs and a measure of under-
lying risk in terms of outcomes for children enrolled in
early childhood programs. Fourth grade reading scores
would be an outcome measure for early childhood pro-
grams, and might be an indicator of risk if the focus is
having all children graduate from high school.

Project THRIVE has worked in partnership with states
to define appropriate indicators for ECCS initiatives. We
have adopted the three Friedman criteria used to identify
an effective indicator.”® These are:

* Communication Power — Does the indicator com-
municate to a broad range of audiences? Is it easily un-
derstood by the lay public, policy makers, and media?
Does it measure or reflect something that is widely
understood as a problem or remedy?

* Proxy Power — Does the indicator say something of
central importance about the result? Does the indica-
tor also reflect associated factors and risks? For exam-
ple, infant mortality is an indicator considered to be a
reflection of maternal and infant health, of premature
or low-birthweight birth, and of access to a healthy
environment and high quality health services.

* Data Power — Are data routinely available on a timely
basis? Are these data reliable and standardized? Do
we have both a valid numerator and denominator for
calculating rates? If not, is the need for this indicator
feasible and important enough to be put on the agenda
for data development?

Understanding and Mining Existing Data Sets

Project THRIVE conducted an assessment of early
childhood system indicators based on a review on the
State ECCS reports and plans from 2006 and 2007.
Then, using an iterative process, we created a compre-
hensive matrix of indicators, including relevant measures
from several key national indicator sets and State ECCS
efforts. The indicator sets reviewed included: the Title V
national performance measures, measures proposed by
the Institute of Medicine, and the School Readiness
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Indicators datasets highlighted below. Additional early
childhood policy and program measures from the
NCCP “Improving the Odds” project (www.nccp.org/
projects/improvingtheodds.html) also were added to this
matrix. This yielded a list of more than 200 indicators.
We considered each indicator in light of data power,
communication power, and proxy power, as well as
relevance to the five core components of ECCS.

Federal Maternal and Child Health Measures

Maternal and child health programs have a long history
of experience with monitoring the health and well-being
of children and families, stretching from the program’s
origins in 1912 to today. In response to the mandates of
the 1993 Federal Government Performance and Results
Act (GPRA), the Maternal and Child Health Bureau
(MCHB) and the states developed a set of nationally
mandated Title V performance measures, which contin-
ues to evolve. This federal structure creates an account-
ability and performance monitoring framework for State
Title V Maternal and Child Health Programs." Each
state is required to report on a core national set of mea-
sures, which includes three types of measures, including:
(a) 18 performance measures; (b) six outcome measures,
and nine health systems capacity measures.'? With the
exception of indicators related to infant mortality, none
is specific to Birth to Five, or responsive to the ECCS
vision and system goals.

Indicators from the Institute of Medicine/
National Academy of Sciences

Through several publications, the Institute of Medicine/
National Academy of Sciences Board on Children and
Families has reported on indicators and performance
monitoring."”> One important study, Children’s Health,
The Nation’s Wealth: Assessing and Improving Child
Health,"* reviewed the data and methods used to monitor
children’s health and wellbeing, using a broad definition
of health. This collection of more than 100 indicators
“highlights the types of measures used in national initiatives
that present indicators on various aspects of children’s health
and may provide a useful reference for states and localities
interested in developing state or local indicators.” While
most of these focus on the whole of the childhood years
up to the age of 18, many can be adapted for use relative
to the birth-to-five age group. The measures in these
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reports are based on both primary and secondary data
collected from state and federal agencies, thus data are
routinely and reliably available for many of the indica-
tors. A smaller number of indicators are proposed for
which data are not routinely available at the national,
state, or community level.

School Readiness Indicators Project Measures

The School Readiness Indicators (SRI) project aimed to
develop child well-being and development indicators to
improve school readiness and ensure early school success
using an ecological model starting with the child and
family, and moving to the school and the community:
This project brought together senior policy and data staff
from multiple public agencies within 17 participating
states, as well as national experts. Together, they selected
a common set of indicators linked to state priorities and
policy options. A multi-dimensional concept of school
readiness with strong health-status and health-systems
components, this set of 23 core indicators uniquely
focuses on children from birth through age eight. This
set of indicators aims to measure school readiness in
children, families, communities, health services, early
care and education, and schools. The report also in-
cludes “emerging indicators” which are deemed to be
critically important but currently are difficult to measure
and track at the state level.”

State ECCS Indicators

Under ECCS grant guidance, states are charged with
building partnerships with other stakeholders and
developing statewide comprehensive plans including
indicators. States are at various stages in the process
of selecting and using indicators, with some having
adopted an RBA framework in which indicators are
being used to guide government decisions at the state
and local level, and others are in the early stages of
selecting indicators. Notably, some states are using
indicators for which data would not be available in all
states (such as, school readiness in all domains based on
kindergarten assessment, or child care programs with
mental health consultation available).

Table 1 lists Project THRIVE’s recommended indica-
tors, according to over-arching categories and the ECCS
five core components. These are illustrated in Figure 1.
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Table 1: Proposed Indicator Set for Early Childhood Comprehensive Systems

Indicator/Performance Measure (all rates/percents) MCHB! I0M? NCCP? State [State ECCS| 50-State
School (one or Data
LEGEND: »~ yes Readiness more Exist
* measure with same meaning Project* states)

Children with reading p’>rOﬂC|e.>n.cy in fourth grade as % o o o
measured by the state’s proficiency tests.
Children ready in all five domains of development as

- * v
measured by kindergarten surveys/assessments.
Children with undetected developmental delays or chronic o
health problems at kindergarten entrance.
Children who have multiple risk factors (three or more
demographic risk factors — poverty, parent single and or o % o
non English speaking, less than high school education,
no employment).
Children birth to 6 whose racial/ethnic origin is non-white. I v I
Children birth to 6 living in extreme poverty (family income
at or below 50% of the federal poverty level). v v v v
Children birth to 6 living in families with income below the o o ‘/ o 1/
poverty threshold.
Low birthweight births (under 2,500 grams or 5.5 pounds). I I I v e
Births to teens ages 15-17 per 1,000 girls. vV * v I %
Infants born to mothers receiving late or no prenatal care. * I e e %
Children under age 6 without health insurance. I I I v v %
Children under age 6 with medical homes. e % I
Percent of toddlers (age_s 13 to 36 months) who receive at % - - -
least one EPSDT periodic screen in a year.
Young children (ages 19-36 months) who complete the
basic series of age appropriate immunizations against
measles, mumps, rubella, polio, diphtheria, tetanus, 7 e v 7 e
pertussis, haemophilus influenza, and hepatitis B (series
4-3-1-3-3).
Children ages 2-6 years receiving dental care in the last o % o
12 months.
Children ages 2 to 5 receiving WIC services with a BMI at o o o
or above the 85th percentile.
Mothers who breastfeed their infants at 6 months of age. I * I
Children hospitalized for asthma (ICD-9 Codes:
493.0-493.9) per 100,000 children less than five years [ * * [
of age.
Chlldr_en under age 6 w!t_h blood lead levels at or above % o o -
10 micrograms per deciliter.
Children under 6 receiving developmental and mental o
health screenings.




National Center for Children in Poverty State Indicators for Early Childhood 5

Indicator/Performance Measure (all rates/percents) MCHB! Iom? NCCP3 State |State ECCS| 50-State
School (one or Data
LEGEND: v~ yes Readiness more Exist
* measure with same meaning Project* states)

Special Needs Measures

Children birth to 3 years who receive Part C Early

Intervention Services. - v v
Children birth to age 3 with substantiated cases of abuse

and neglect referred to Part C Early Intervention (based on v I I
CAPTA).

Children ages 3 to 5 enrolled in early childhood Part B o o o~

Preschools special education programs.

Children with special health care needs age birth to 6 who
receive coordinated, ongoing, comprehensive care within a e e
medical home.

Social-emotional Development and Mental Health Measures

Substantiated cases of child abuse and neglect among

children birth to age 6. v - v v
Children birth to age 6 in out-of-home placement (foster care) - o o
that had no more than two placements in a 24-month period.
Children under age 6 who are expelled from child care or

i v v
preschools due to behavioral problems.
Mothers of children under age 6 who are screened and o

referred for depression.

‘

Early Care and Education Measure

Children attending early care and education centers with

high quality ratings. v
Children ages 3 and 4 years enrolled in a center-based
early childhood care and education program (including o % o o o
child care centers, nursery schools, preschool programs,
Head Start programs, and pre-kindergarten programs).
Children under age 6 receiving child care subsidies. I v v I
Child care centers that have access to ongoing health or
: * * 4

mental health consultation.
Infants and toddlers (birth to age 3) in poverty who are - L ~
enrolled in Early Head Start.
Early childhood teachers with a bachelor’s degree and

. S ) % %
specialized training in early childhood.
Child care centers accredited by the National Association % o o -
for the Education of Young Children (NAEYC).
Family child care homes accredited by the National * o p -

Association for Family and Child Care (NAFCC).

Family Support and Parenting Measures

NOTES:

1. Maternal and Child Health Services Title V Block Grant Program. Title V Information System Measurement and Indicator Data.
https://perfdata.hrsa.gov/mchb/mchreports/Search/core/measureindicatemenu.asp.

2. Children’s Health, the Nation's Wealth: Assessing and Improving Child Health. June, 2004. Washington, DC: Institute of Medicine.

3. Stebbins, H.; Knitzer, J. 2007. Highlights from the Improving the Odds for Young Children Project: State Early Childhood Policies. New York, NY: National Center
for Children in Poverty, Mailman School of Public Health, Columbia University.

4. Getting Ready: Findings from the National School Readiness Indicators Initiative, a 17 State Partnership. 2005. Providence, RI: Rhode Island Kids Count.
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Developing ECCS Indicators

Based on the Project THRIVE analysis, a short list of
36 indicators was identified and is shown in Table 1 and
illustrated in Figure 1. This set of proposed indicators
includes outcome, process/program/policy, and popula-
tion risk measures. Where data are available, states, and
even city/county areas, could monitor some main risk
factors that affect need for early childhood interventions,
assess performance of key programs and policies that
affect school readiness, and measure key outcomes. This

list has been discussed by State ECCS leaders through
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conferences, webinars (archived online at www.nccp.org/
projects/events/thrive.html), and an online discussion
forum (www.nccp.org/forum).

Box 1 highlights some promising state-level ECCS indi-
cators not found in national sets. The boxes also include
examples of state strategies for implementing the use of
indicators, suggesting the variety of ways of approaching
the challenge. It should be noted that one domain where
the need for indicator development is particularly great
is around family support.

Figure 1. Using Indicators in a Results-based Accountability Framework for State Early Childhood Comprehensive Systems

Percent of children
reading proficiently
in grade 4

Percent of children demon-
strating school readiness in all
five domains of development

Child care subsidies Health coverage Medical home

Early Head Start Immunization Breastfeeding

3-4 year olds in pre-K,
Head Start, etc.

EPSDT screening

Child care
quality rating

Annual dental visits
beginning at early age

High BMI for
children 2-5 in WIC

Elevated blood
lead level

Teachers with bachelor’s degree
and training in early childhood

Hospitalization
for asthma

Accredited child care centers
and family child care homes

Non-white
race/ethnicity

Exposure to multiple
(3+) risk factors

Poverty and
extreme poverty

(comprehensive well-child exam) in a year

Children with special health care needs
(CSHCN) receive coordinated, ongoing,
comprehensive care within a medical home

Low
birthweight

Percent of children beginning
school with undetected developmental
delays or chronic health problems

Infants & toddlers
abused and neglected
referred to Part C
Early Intervention

No more than
two out-of-home
placements in a
24-month period

Maternal depression
screening

Health/mental health
consultation in child care

Developmental and
mental health screening

Substantiated cases of
child abuse and neglect

Enrollment in Part B
Preschool Special Education

Expulsion from early care
and education due to
behavioral problems

Birth to a teen
mother ages 15-17

Birth to a mother receiving
late or no prenatal care

Prepared by Project THRIVE at NCCP June 2008
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Conclusions and Recommendations

Based on our review and analysis of these indicator sets,
we made the following observations:

* At this point, there is no single, commonly agreed
upon set of indicators to measure and track early child-
hood systems and school readiness. This should be a
priority for ECCS, with data development efforts to
support use of key indicators for which data are not
now available in all states.

* Only a small number of states are conducting school
entry assessments that would permit population-wide
measures of “school readiness” across domains of
development. At the same time, this is a measure with
potential validity (based on school entry assessments),
the clearest “outcome” measure of programs and
policies designed to improve school readiness, and
important to support new policies and continued
investment. This should be a high priority for data
development in all states, and federal funds should be
allocated to support such efforts.

* Indicators relating to medical homes are included in
some state lists but primarily as an indicator for which
data development is needed. Functional definitions and
routine, reliable data sources were not found in any state.

* Indicators relating to mental health and social-emo-
tional development are sparse. States have proposed
several, largely related to access to or utilization of
mental health services and/or early childhood mental
health consultation. A few states are taking early steps
to monitor screening for maternal depression or social-
emotional delays in young children. An opportunity
exists to build on national survey data measuring
preschool expulsion.'®

* Similarly, indicators related to parenting education and
family support are lacking. For example, regular reading
to young children is an important measure with predic-
tive value. Unfortunately, the state-by-state data for this
indicator is available only every few years in the National
Survey of Early Childhood Health. Beyond that, addi-
tional work is needed to develop a broader consensus
about important programs and indicators in this area.

* There is only one state (Vermont) that we are aware of
that uses an indicator that measures the documented
synergistic effect of a combination of risk factors.'” The
NCCP Improving the Odds project (www.nccp.org/
projects/improvingtheodds.html) has collected data on
the percentage of children with multiple risks by state.
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This measure includes having parents that: (1) are single-
heads of household, (2) live in poverty, (3) do not speak
English well, (4) have less than a high school education,
and/or (5) have no paid employment (many states
include several of these as individual indicators).

In choosing and formulating their indicators, some
states appear to be struggling with understanding the
definition of a good early childhood health and devel-
opment indicator. Some have confused goals and objec-
tives with indicators. More peer-to-peer learning and
technical assistance could help remedy this problem.

Only a few states have actually moved from identifying
indicators to use of this information in a results-based
accountability process. Examples in states such as
Michigan and Vermont provide insight into ways to
use indicators to advance ECCS work at the state and
local levels.

Recommendations

* Given the focus on early childhood development and

school readiness in every state, there is an immediate

need to develop consensus and data to support one to

three key outcome measures that could be used across

states and across federal agencies. We have proposed

three, that ideally would also linked in federal perfor-

mance measures across systems:

— fourth grade reading achievement,

— readiness in all five domains,

— undetected development delays or chronic health
problems at school (kindergarten) entry.

Each State ECCS initiative should review its own indi-
cators and consider ways to enhance data collection
and their ability to work with data, and move toward
greater use of RBA.

The identification of a common set of performance
measures across federal agencies involved with early
childhood, starting with the three above, would help
the states move forward. This work might build on

the groundwork laid by the Federal Interagency Forum
on Child and Family Statistics. They should address dif-
ferences in risk, address the five ECCS domains, reflect
the outcomes of cross system work, and take account

of our knowledge of effective policy and practice.

There is a need for federal incentives, including legisla-
tion and fiscal incentives, to support an interagency
data development approach, linked with a core set of
indicators (perhaps 8-10).
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Box 1: Emerging ECCS Indicators Not Yet Available
in All States

Data are not available to use some of the indicators pro-
posed in this report. Other indicators were not included

in this report because the potential to have 50-state data
seemed remote. One prominent example of that is indica-

tors related to family support. In a review of State ECCS
initiative efforts, we found that some states have under-
taken the work necessary to use selected emerging indi-
cators. The following examples show indicators for which
data are not routinely available but data development
efforts are underway and the states that are trying to
use them.

On Proposed NCCP List but May Require Data
Development

e Percent of children ready in all five domains of school
readiness (Hawaii, Maryland, Minnesota, Missouri,
North Carolina, North Dakota, Oregon, Rhode Island,
Vermont, Washington)

¢ Percent of children entering kindergarten with
previously unidentified health or developmental needs
(Louisiana, Montana, North Carolina, Vermont)

e Percent of young children who receive objective
developmental/social emotional screening
(Alaska, Delaware, |daho, lowa, Indiana, Kansas,
Massachusetts, Maine, Minnesota, Missouri, Montana,
North Dakota, New Mexico, Ohio, Wisconsin, West
Virginia)

e Percent of young children who receive dental care
(prior to age 1, age 3, age 5) (Arizona, Delaware,
Indiana, lowa, Maryland, Massachusetts, Maine,
Montana, Oregon, Rhode Island, Texas, Washington,
Washington DC, West Virginia, Wyoming) or percent of
young children with untreated tooth decay (Maryland,
North Carolina)

Other Promising State Proposed Indicators

e Number of physicians and children participating in
the Reach Out and Read program (Arizona)

e Percent of state budget for early childhood programs
(Delaware, lowa, Louisiana)

¢ Percent of families eligible for home visiting served
(Delaware, Kansas, Louisiana, Rhode Island)

e Rates of deaths or hospitalization among young
children (0-5) due to unintended injuries (motor
vehicle accidents, drowning, homicide, firearm
accidents) (Hawaii, lowa, New Mexico, New York,
Oklahoma, Oregon)
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