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Early childhood is a critical period that determines a person’s ability to reach his or her lifelong
health, social, and economic potential. Comprehensive early childhood well-being—which consists
of physical and mental health, cognitive functioning, and social and emotional development—has
stronglinks to long-term outcomes such as educational attainment, annual income, and mental
health. Research shows that there are significant economic benefits to ensuring young children
receive the care they need. Therefore, a comprehensive early childhood health and education
system is a crucial component of determining our nation’s future. In fact, one study found that
every dollar invested in early childhood well-being has the potential to produce approximately $8

inreturns for society.!

However, quality, access, and coordination of early childhood well-being programs and initiatives
vary considerably from state to state. Many states spend their early childhood funds less efficiently
than they could, and not all families have sufficient access to affordable, high-quality, development-
oriented healthcare, childcare, and preschool. In 2015, almost two decades after the passage of the
Children’s Health Insurance Program (CHIP), 5 percent of children did not have health insurance.
That same year, more than half of three- and four-year-old children in the United States were

not enrolled in preschool.2 And among programs that participated in states’ Quality Rating and
Improvement Systems (QRIS), 30 percent of center- and home-based licensed childcare programs
scored in the bottom tier, and fewer than 15 percent rated at the top of the scale.® Minority and
disadvantaged populations in particular lack access to affordable, high-quality services. In Los
Angeles, for example, low-income communities and areas populated mostly by people of color face
more severe shortages in access to licensed childcare than higher socioeconomic communities.*
Across the country, the poorest children attend significantly lower-quality prekindergarten (pre-
K) programs, on average, than their wealthier counterparts.? And African American, American
Indian, and Hispanic children are far more likely to live in high-poverty areas.®

Research also suggests that children from low-income families are more likely to exhibit
developmental delays, behavioral problems, and other disabilities than children from wealthier
families. These adverse effects have along-term detrimental impact on health, academic outcomes,
and income earned later in life. One study of US children has shown that being in the top 10 percent
of the distribution of attention-deficit/hyperactivity disorder (ADHD) symptoms nearly doubles
the probability of repeating a grade and often leads to 8 to 10 percent lower math and reading
testscores.”

! Robert Lynch and Kavya Vaghul, The benefits and costs of investing in early childhood education, Washington
Center for Equitable Growth, December 2015, equitablegrowth.org.

2 Robert Lynch and Kavya Vaghul, The benefits and costs of investing in early childhood education.

3 “L_A’s early care & education [ECE] landscape,” Advanced Project, 2016, ecelandscapela.org.

4L AS early care & education [ECE] landscape,” Advanced Project.

5 Rachel A. Valentino, Will public pre-K really close achievement gaps? Gaps in prekindergarten quality between
students and across states, Stanford Center for Education Policy Analysis working paper, August 2017,
cepa.stanford.edu.

62017 Kids count data book: State trends in child well-being, Annie E. Casey Foundation, 2017, aecf.org.

7 Janet Currie and Mark Stabile, “Child metal health and human capital accumulation: The case of ADHD,” Journal of
Health Economics, NBER working paper number 10435, Volume 25, Issue 6, February 2006.



These gaps have serious consequences. Studies indicate that the achievement gap for children from
lower-income families is the largest before kindergarten. By the time alow-income child starts
kindergarten, he or she can be two to three years of learning behind advantaged peers.® Often, this
gap persists until third grade—the point at which a child’s ability to read is highly predictive of overall

future life outcomes.?

Butallisnotlost.

THE ROLE OF STATES IN IMPROVING EARLY CHILDHOOD
WELL-BEING

State governments have a unique opportunity to improve the developmental trajectories of children.
Infact, states distribute tens of billions of dollars in funding for programs that are central to early
childhood well-being, including Medicaid, CHIP, Temporary Assistance for Needy Families (TANF),
and Child Care and Development Fund (CCDF) partnership. They also control $8.5billion in public
pre-K funding. For example, in 2012, states provided pre-K to 30 percent of four-year-old children—
more than twice as many children as Head Start.!? States also regulate the quality of these programs,
and they have the data (and thus the visibility) on which services are provided and by what methods.
Forthisreason, they increasingly play a critical role in connecting children and families with the

suite of healthcare services, education services, and information required to ensure well-being.

Providing this assistance efficiently is not easy. To get it right, states could pursue an integrated,
comprehensive approach linking health and social services and education programs. While many
states have made strides toward increasing access to and improving the quality of early childhood
programs in this way, overall performance still lags behind.

Currently, states and cities often struggle with integrating and coordinating services across the
social safety net. For example, children receiving early intervention services may experience an
interruption in support when transitioning to preschool or kindergarten, and care recommended by
pediatriciansis often not continued by a child’s daily caregiver in childcare or preschool.

Investments in health and education, then, may not achieve the same results as when they are
effectively coordinated. In addition, data is fragmented across many stakeholders and systems, which
makes it difficult for governments to measure performance and match outputs (the extent to which
spending and services reach various child populations) to outcomes (the impact of these services on
child well-being). This lack of coordination also affects how families are able to navigate the system—
especially those with less education or limited English proficiency. As aresult, children often miss
outon available services.

8 Jade M. Jenkins et al., Preventing preschool fadeout through instructional intervention in kindergarten and first
grade, Irvine Network on Interventions Development working paper, February 2015, inid.gse.uci.edu.

9 Early warning confirmed: A research update on third-grade reading, The Annie E. Casey Foundation, November
2013, aecf.org.

10 2017 kids count data book, The Annie E. Casey Foundation.



Exhibit 1 Physical health, cognitive functioning, and social and emotional health
are the major dimensions of early-childhood well-being.

Well-being from birth through age 5 means development in 3 areas.

Area of well-being Child-development outcomes

Proper prenatal care and healthy birth

Proper development of fine and gross motor skills
Healthy weight and height measures

Strong general and oral health

No physical abuse

Readiness for kindergarten curriculum

Cognitive
functioning Early language and literacy skills
Early mathematics skills
Ability to form relationships
Ability to understand and express feelings
Ability to communicate needs
Social and Minimal exposure to toxic stress or mental abuse
emotional
health

Ability to self-regulate
Ability to understand and follow instructions
Persistence and curiosity

Ability to work on a team

States must ensure that all children receive the high-quality services and supports they need
for their well-being from birth through age five. This means supporting their physical health,
cognitive development, and social and emotional health (Exhibit 1). Reaching only a subset of

children on a subset of these dimensions is simply not enough.

States can strengthen and expand 14 support elements (Exhibit 2). Success will require states to
integrate their approach to all these services and increase efficiency in funding across the board.
They can also ensure that families are able to navigate and make use of all services and supports,

and that those services and supports actually produce results.

Successfully ensuring early childhood well-being is ahumanitarian deed that has the possibility
of producing significant financial returns. One estimate suggests thatif all families were

equally able to provide structured, nurturing, and stimulating environments as those with



Exhibit 2

Four support elements are required to deliver essential services during
early childhood.

i:ggngfncy Birth 2 years 3 years 5 years
Support element
Economic burden and state support I |
Overall Parental support programs (eg, home visiting) : :
enablers ) i il !
Quality of early-childhood-data systems s |
Developmental screening and intervention : :
@ Early, quality prenatal care and nutrition i |
Access to, and use of, quality healthcare A A
Physical (including proper vaccinations) I 1
health . i N . .
Affordable, quality child nutrition | |
@ Access to early education or childcare : :
Quality of early education or childcare : :
Cognitive 1 y
functioning Early language exposure | U
Early numeracy exposure i |
Loving and nurturing environment i |
X (minimizing adverse experiences)
Social and Physicefll sa}fety (within neighborhoods and : :
e protection from trauma)
health

Effective child-welfare programs

socioeconomic advantages, the United States could potentially realize more than $300 billionin
annual budgetary, earnings, health, and crime benefits.! However, no state has yet excelled at this
comprehensive approach.

HOW STATES CAN HELP: LEVERS FOR A COMPREHENSIVE
APPROACH TO IMPROVING EARLY CHILDHOOD
WELL-BEING

Inthissection, we list a set of example levers that states could focus on to make progress within
the 14 dimensions—overall enablers, including physical health, cognitive function, and social and
emotional health—described in Exhibit 2.

Improve overall transparency and coordination of the system
A precursor to progress is getting the state’s house in order by improving its coordination and cross-

agency funding transparency.

" Robert Lynch and Kavya Vaghul, “The benefits and costs of investing in early childhood education.”



Coordinate the provision of services across the delivery chain. To ensure that investments in
health, education, and other social services achieve their desired effects, states could coordinate
the provision of services across agencies. This coordination fosters continuity of services and
supports. For example, the approach to health and development screenings conducted in primary
care settings for infants canbe carried through into early education settings.

To further enable continuity, states could take advantage of the benefits of cross-agency synergies
and implement interagency tracking mechanisms or other tools. Exhibit 3 provides an example of
an approach that one state has implemented to map treatment journeys, which gives state health
and education leaders abetter understanding of how to improve points of contact and implement a
seamless care continuum across providers. In this example, the child, Jerry, was eligible for several
services in various settings—but gaps in coverage and personal barriers (such as his mother’s
anxiety) prevented him from receiving the care he needed. To help families access early childhood
care, North Carolina uses acommon metric to measure “warm handoffs” of children between
services before age five. This approach ensures that the people involved in each step of a child’s care
have the full context needed to supportboth the technical and “human” challenges he or she faces.

Eliminate cross-agency spending inefficiencies. States can identify inefficiencies in current
spending to better aid in coordination. Funding for early childhood services is often fragmented
across numerous federal and state sources, not all of which are exclusively dedicated to early
childhood. Therefore, states could develop a common understanding of how funding works

across agencies and programs and then use this information to facilitate regular cross-agency
strategic planning and program implementation. This task can be difficult because the landscape
of funding streams is often complex and siloed—for instance, different funding sources may have
different eligibility requirements, quality standards, and required accountability restrictions and

requirements.!?

Exhibit 4 is an example of amap one state created to begin the process of establishing cross-agency
collaboration on funding. In this state, approximately $3.7 billion was dedicated to early childhood
programs in 2014, but an additional $12 billion in funding reached children from birth to age five

in some way, such as through Medicaid, food stamps, and the Social Services Block Grant program.
Because only a fraction of that money was devoted exclusively to children from birth to age five, the
state was unable to precisely determine the sources and uses of many of its funds. Two states in
particular assist in creating transparency for how programs and funds reach children: Georgia and
Rhode Island. Both of these states assign unique identifiers to children at birth that follow them
across all government services. This system allows these states to track services childrenreceive,
help identify outcomes associated with early childhood services, and create transparency in spending
across agencies. The state of Washington went even further, creating a single agency to manage all
programs related to early childhood, from education to health to support for working parents.

12 Margia Wallen and Angela Hubbard, Blending and braiding early childhood program funding streams toolkit:
Enhancing financing for high-quality early learning programs, Ounce of Prevention Fund, November 2013,
theounce.org.



lack thereof, could be detailed in real-world terms.

Approach to mapping treatment
journeys illustrated by case
example of “Jerry,” a child eligible
for several services

Least acute

Gateway

services

Less-
intensive
outpatient
services

Intensive
outpatient
services

Residential
services

Urgent
services

Type of service

Benefit facilitation
SA? or MH* court diversion
Engagement services

Prevention, early inter-
vention, and promotion

Screening, diagnosis,
and assessment

Case management
Primary healthcare
Medication management
SA? therapy/counseling
MH* therapy/counseling

Community support
Rehabilitative services

Intensive team-based
intervention

Partial hospitalization

Residential, supported
Residential, supervised

Crisis stabilization
Crisis inpatient/residential
Detoxification

Long-term psychiatric
inpatient

Acute, short-term
psychiatric inpatient

Group settings

Exhibit3 A case example was mapped onto the ecosystem where points of contact, or
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Psychiatric Residential Treatment Facility

SA? residential facility

IMD? intermediate-care/skilled nursing/

specialized MH* rehabilitation facility
Non-IMD? intermediate-care/skilled

nursing facility

Child congregate-care settings
Community Mental Health Center

Correctional facility

- Juvenile institution
Recovery home

Outpatient SA? provider

Federally Qualified
Health Center

(X ] Jerry’s mother is taken to the

8 Jerry is eligible for

ED1 after being assaulted by
Jerry’s father. The ED1 social
worker would like to connect
Jerry and his mother with
home-based visitation care.

Head Start, but his
mother’s depression and
anxiety make it difficult
for her to complete

the registration process.

€9 Jerry's mother is referred
to see a psychiatrist, but
she doesn't go because
she is anxious about
leaving the house.

Emergency department.
>Substance abuse.
 Institution for Mental Diseases.
'Mental health.
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The ED1 social worker
calls the family to
apologize that the home-
based visitation program
is not available in their
home area.



Exhibit 4

Funding for early-childhood programs is formed from a wide set of sources.

Federal funding sources (2014)

Department of Health & Human Services Annual funding
Child Care and Development Fund $$$$3$ $ <$5 million $$$$ $100 million-$250 million
Head Start $$$$$ $$ $5 million-$25 million $$$$$ $250 million-$500 million
Temporary Assistance for Needy Families $$$$ $$$ $25 million-$100 million $$$$$$ >$500 million
Social Services Block Grant $$$$ Blue color represents funds that affect
) _ children from birth to age 5 but are not

Maternal, Infant, and Early Childhood Home Visiting Program $ exclusively dedicated to them
Early Head Start $
Early Childhood Comprehensive Systems Impact $ Department of Agriculture

Food Stamp Act $$$5$$
Department of Education Child and Adult Care Food Program $55$$
Individuals with Disabilities Education Act $$$$$
Race to the Top—Early Learning Challenge $$ Medicaid $$5$8$
Elementary and Secondary Education Act (Title I) 7n State Innovation Models $

(Center for Medicare &
Even Start $$ Medicaid Innovation)

State funding sources (2014)

Local funding sources (county, municipal) 2

Local education agencies (eg, through Local ?
Control Funding Formula)

~$3.7 billion is dedicated to early-childhood programs, with about $2 billion coming from state sources.

An additional ~$1 2 billionin funding affects young children, but only a fraction is devoted to children from birth to age 5 (eg, Medicaid, food
stamps, Social Services Block Grant).

IFigure is unavailable because Title I funds can be allocated in many ways, at local educational agencies’ discretion.

Improve access to and quality of healthcare for young children
Coordination across agencies enables states to commit more resources for ensuring access to and
quality of healthcare. Two targeted measures can help states create maximum impact on outcomes
in early childhood health.

Support informed decision-making among families. To increase access to high-quality early
healthcare programs, states could first focus on launching public-awareness campaigns about the
importance of early childhood well-being, which services are available, information on qualified
providers, and how families can access them. They can also concentrate on making connections
with key outreach partners, such as pediatricians and homeless shelters, and designing or scaling
aggregated online platforms. For example, in 2010 Colorado launched an online, searchable
database through which families with children who have developmental delays or disabilities
canseek early intervention providers and receive information on their credentials, licenses,



and certifications. The database offers practical information, such as the providers’ years of
experience working with young children, their methodologies (such as coaching and direct service),
geographic service areas, availabilities, Medicaid acceptance, languages spoken, and contact
information. It also provides the state with data on gaps in available services and recently informed
an assessment of Medicaid distribution and providers throughout Colorado.!3

Incentivize healthcare programs and providers to improve quality of care. Toincrease access
to services for the most at-risk children, states could launch incentive programs, such as tying
bonuses to the number of low-income children served through Medicaid. Such models have the
potential to incentivize providers to allocate time and attention to both providing and following
through on services. Aprogram in California that ran from 2002 to 2004 tested the impact of
multiple financial and nonfinancial incentives on provider quality. Five in seven plans increased
the rate of well-child visits to 35 percent, from 4 percent.!#

States can also focus on targeted training programs for key gatekeepers in the lives of children. For
example, they can finance training for pediatricians to identify traits and behaviors that warrant
screenings in early childhood checkups. Such early interventions have been shown to work. One
program has nurses visit first-time, at-risk mothers at their homes during pregnancy and for the
first two years of their child’s life. The program produced “sizable, sustained effects” on important
child outcomes, including reduced trauma and improved cognitive and academic outcomes.'®
Improve access to and quality of early education

State investmentin early education can be an important component of improving the overall
educational success and, eventually, future employment and earnings of children. Extensive
evidence points to the ability of high-quality preschool to narrow the achievement gap and give
at-risk children a better chance at success later in life.'® Below are two primary actions that can put
states on the right track to improving early childhood education.

Build early education infrastructure and capacity. One way to expand access to early childhood
education is ensure states have adequate infrastructure and capacity—that is, facilities and talent.
Inbuilding infrastructure, states could concentrate on expanding access for at-risk children
without sacrificing quality—for example, by dramatically cutting per-child funding to serve more
children. New Jersey struggled with having enough space in public schools to provide state pre-K
but solved the problem by subcontracting with high-quality, licensed childcare providers.

Increase early education quality through training, high standards, and incentives. States can
work toward higher-quality early childhood education in three ways:

First, they can develop a strong foundational approach to increase training and learning among
early childhood caregivers and educators. For example, states can mandate time for continued

13 “Colorado early intervention database,” Zero to Three, November 2015, zerotothree.org.

14 Diane Hasselman, “Provider incentive programs: An opportunity for Medicaid to improve quality at the point of
care,” Center for Health Care Strategies, Inc., March 2009, chcs.org.

5 Video interaction project, Children of Bellevue, http://childrenofbellevue.org/video-interaction-project.

16 2017 kids count data book, The Annie E. Casey Foundation.



education through evidence-based professional development, as well as setting minimum education
requirements for pre-K teachers. They can also take cues from best practices across the country.

In 2016, Pennsylvania awarded grants to community colleges, state colleges, and universities

that together aligned 300 early childhood education courses with the state’s core knowledge
competencies.!” In Illinois, an online portal connects family childcare professionals and features
more than 75 resources that provide high-quality care and meet the requirements for QRIS and
family childcare credentials. In addition, the site offers videos, webinars, reports, handouts, and more
information on topics such as child development, best practices, and wellness. More than 50 providers
signed up in the first two weeks after the portal launched.!®

Second, states canraise the bar by setting clear definitions and standards of quality. Many states
implement a QRIS, but not all ensure that they track the quality indicators that are most highly
predictive of improved health, cognitive, and social-emotional development of young children.
Examples of successful quality measures include the Classroom Assessment Scoring System
(CLASS), ametric used by only 29 percent of center-based programs and 17 percent of home-based
programs across the country participating in a QRIS.!® At least ten states now include CLASS in
their QRIS, anditis required for all Head Start programs. Louisiana uses CLASS to evaluate all
state-funded preschools and licensed childcare centers, an approach that has transformed the
conversations families have in their communities about how they choose where to send their children

for education.

Third, after developing evidence-based quality standards for early care and education, states can
incentivize programs to improve on those dimensions of quality. For example, two-thirds of states
currently create tiers for per-child, state-funded reimbursement rates, tying them to measured
quality of care.20 This mechanism provides both aroad map and an incentive for programs to
targetimprovement on the indicators that matter most for childhood development. Minnesota’s
Early Learning Scholarship program, for example, provides scholarships to low-income families

to pay for early care and education from a selection of state-approved providers. To qualify for this
program, providers must achieve a three- or four-star rating (out of four) in the state’s Parent Aware
ratings system—directly incentivizing providers to raise quality of care and education to better

attract parents.21

7 Pennsylvania strengthens higher education offerings for early childhood professionals,” Zero to Three, November
2016, zerotothree.org.

18 4/llinois develops online portal to support family child care professionals,” Zero to Three, September 2016,
zerotothree.org.

19 Andrew J. Mashburn et al., “Measures of classroom quality in prekindergarten and children’s development
of academic, language, and social skills,” Child Development, Volume 79, Issue 3, May 2008, pp. 732-49,
onlinelibrary.com.

20 QRIS compendium of the states, 2016.

21 Katharine B. Stevens, Workforce of today, workforce of tomorrow: The business case for high-quality
childcare, US Chamber of Commerce Foundation, Center for Education and Workforce, June 2017,
uschamberfoundation.org.



Exhibit 5

SAMPLE APPROACH AND OBJECTIVES OF A
TRANSFORMATION EFFORT

With these levers in mind, we believe three phases could improve the health, education, and overall
well-being of children: identify what the state is spending and the services it provides to improve early
childhood well-being; develop a comprehensive, cross-agency plan for improvement; and implement
pilotimprovement efforts, scaling those that are most effective (Exhibit 5).

Phase 1: Lay the groundwork for success

Understand current levels of services and spending. Map out the full suite of childhood well-
beingservices that health and education agencies provide, as well as other federal and state funding
mechanisms for different services. Distill the braided nature of funding (that is, what funding exists
and from what sources) to illuminate how the current funding structure may lead to misalignment

Three phases are used to improve health, education, and well-being
of children.

Phase 1 Phase 2 Phase 3

1 - - ‘”

=S
<
N

Lay the groundwork Strategy and Implementation

for success planning and scaling

Understand current levels of services Prioritize individual interventions to Launch pilots to test new

and spending. improve outcomes on strategies on a small scale and
specific dimensions of overall prepare for broader rollout

Evaluate the extent to which early-childhood well-being. across the state.

spending and services reach various

subgroups of children and families. Develop cross-agency intervention Support agencies to scale
strategies to integrate spending those interventions found to be

Track funding and service journeys of and services that are optimized to most effective.

children and families to identify where improve child outcomes.

children are slipping through the

cracks.

Measure key elements of early-
childhood well-being to understand
the impact of spending and services
on developmental outcomes.
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or inefficiencies across agencies and programs. Consider preparing for the challenges of identifying
thelandscape of funding and services by finding special capacity for the task, such as appointing a
steering committee.

Evaluate the extent to which spending and services reach various subgroups of children

and families. Highlight any gaps or inefficiencies in funding and services between advantaged and
disadvantaged children and families. Prioritize at-risk subgroups, including teen parents, families

in poverty, single parents, parents with little education, non-English-speaking students or parents,
unemployed parents, families with high rates of residential mobility, and large families. Key analyses
mightinclude identifying the proportion of families receiving services and the quality of those
services by each subgroup. Such analyses can enable the state to target areas in need of improvement
orintervention.

Track funding and service journeys of children and families to identify where children are
slipping through the cracks. Itisimportant to understand why children are no longer receiving
services or where state funds are inadvertently subsidizing higher-income families. Apply a “user
perspective” to draw out different pathways to programs and services and (as mapped in Exhibit 3)
to pinpoint common challenges, such as lack of awareness about programs or lack of coordination
across programs. Ideally, the state would stitch together data from multiple sources—Medicaid, the
Department of Education’s Individuals with Disabilities Education Act, and the Department of
Health and Human Services—to create an objective, data-based foundation for these analyses.

Measure key elements of early childhood well-being to understand the impact of spending
and services on developmental outcomes. Analyze state-level outcomes along the various
dimensions of childhood well-being. These dimensions include overall enablers, such as parental
supportprograms and developmental screening and interventions; physical health, including
access to and use of quality healthcare; cognitive functioning, such as early language and numeracy
exposure; and social and emotional health, such as effective child welfare programs and minimizing
adverse childhood events, including abuse and neglect. Exhibit 6 provides an example of how a state
might use these indicators to assess its performance and focus on areas of improvement to spend
existing dollars more efficiently.

Phase 2: Strategy and planning

Prioritize individual interventions to improve outcomes on specific dimensions of overall

early childhood well-being. Building offthe insights generated during Phase 1, prioritize targeted
interventions to address each of those state-specific areas of need. For example, if very few four-year-
old children are served by state pre-K, itisimportant to prioritize interventions to increase pre-K
access, whether by expanding facilities, recruiting and retaining talent, or reallocating funding from
less-efficient interventions. Best practice dictates that the design of these targeted interventions
should be evidence based—for example, when increasing access to pre-K, programs could use
methods to support quality teacher-child interactions and the pre-K input shown to yield the largest



Exhibit6 State performance on early-childhood well-being can be assessed using four
support elements for evaluation.

Overall
enablers

Social and
emotional health

Effective child Economic

welfare programs burden and
{100 - state support
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improvement in pre-K outcomes.?2 This focus on evidence ensures that dollars are spent only where
they will generate the most positive impact for children and communities.

Develop cross-agency intervention strategies to integrate spending and services that are
optimized to improve child outcomes. To ensure investments in health, education, and other
social services achieve their desired effects, it is helpful to coordinate the provision of services across
agencies along the social safety net. Best practices in interagency collaboration include but are not
limited to the following:

= Bridge cultures across agencies. Understand missions and organizational cultures of
each agency and develop consistent and mutually agreed-upon terminology, definitions,

and processes.

= Develop a system to track outcomes and accountability. Define short- and long-term
outcomes clearly and ensure alignment so as not to duplicate outcomes tracked across agencies.
Create an interagency dashboard that tracks outcomes and access to services available to

children and families across agencies.

= (Clarify roles and responsibilities. Identify owners for specific services, ensure cross-agency
overlap only when necessary, and minimize duplication of provisions where possible. This

clarity is especially important when roles are shared.

= Coconstruct strategies and implementation plans. Ensure alignment across spending,
services, and overall cross-agency operation. Include details such as an implementation road
map, a stakeholder engagement plan, ameasurement and evaluation plan, and a strategy for
agency collaboration.

Phase 3: Implementation and scaling

Launch pilots to test new strategies on a small scale and prepare for broader rollout across
the state. Select afew geographies that are high need or that have the desired environment for
potential pilots. During the pilot phase, provide coaching and extra capacity to relevant stakeholders
where possible to accomplish priority initiatives. Establish health and education implementation
teams to accelerate execution with designated personnel to provide support and guidance on
budgetary resource allocation, stakeholder engagement, measurement and evaluation, and cultural
and behavioral shifts needed within state and local agencies. Share impact and results with key

stakeholders to inform arevised strategy ahead of a broader rollout.

22 E. Y. Jung and M. M. Ostrosky, Building positive teacher-child relationships, Center on the Social and Emotional
Foundations for Early Learning, csefel.vanderbilt.edu; and Bridget Hamre et al., Improving teacher-child
interactions: Using the CLASS in head start preschool programs, The National Center of Quality Teaching and
Learning, Summer 2013, eclkc.ohs.acf.hhs.gov.



Support agencies to scale those interventions found to be most effective. Put systemwide
infrastructure and supportsin place to ensure success. States could first assess the capacity of other
regions to implement what the pilot regions undertook. They can also develop a plan to support
regions with weaker infrastructure in the early days of implementation. States could further work to
create habits and routines that sustain implementation and promote continuous improvement. For
example, states can track progress against each initiative’s expected trajectory and analyze findings
through regular check-ins and reviews to solve any problems that might arise.

Despite a high per capitaincome, the United States scores poorly in several measures of child
well-being. In fact, a 2016 UNICEF report of 41 wealthy nations places the United States tenth on
education inequality, 14th on health inequality, and 30th on income inequality.?3 These scores
suggest aneed for action and targeted improvement efforts—and each state has aunique role to play.

By laying the groundwork for success, ensuring true cross-agency interventions, and implementing
and scaling effective programming, states can potentially save hundreds of billions of dollars and
ensure thatkids stop falling through the cracks of the health and education systems—and start
growing into happy, healthy, and productive members of society. l

23 John Hudson and Stefan Kilhner, Fairness for children: A league table of inequality in child well-being in rich
countries, UNICEF Office of Research, April 2016, unicef.irc.org.
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