21 December 2022

Hon Julia Gillard AC

Royal Commissioner into Early Childhood Education and Care
GPO Box 11025

Adelaide SA 5001

RE: Formal invitation to appear at a public hearing held by the Royal Commission in to Early
Childhood Education and Care

Dear Ms Gillard

Thank you for your invitation to provide a written submission to the Royal Commission to address the
following:
e Summary of Restacking the Odds evidence-based review of indicators to assess quality, quantity
and participation
o Barriers, facilitators and strategies to improve participation.

Restacking the Odds is focused on tackling intergenerational disadvantage. The program aims to drive
equitable outcomes by ensuring that children and families can and do access a combination of high-quality,
evidence-informed services where and when they need them. The initiative is a collaboration between the
Centre for Community Child Health (Murdoch Children’s Research Institute (MCRI)), Social Ventures
Australia (SVA) and Bain & Company.

| have provided an overview of the Restacking the Odds initiative below, with detail on the selection of
evidence-based indicators to assess quality, quantity and participation in early childhood education and
research findings on barriers and facilitators to improve participation. | have also attached a selection of
relevant publications and summaries of our research.

Drawing on the findings from Restacking the Odds and complementary projects undertaken by the Centre for
Community Child Health, | encourage you to consider the following points in your inquiry:

The need for multiple, effective, evidence-based strategies across the early years,
implemented concurrently and continuously (we call this stacking). Positioning early childhood
education and care reforms within the broader ecosystem of early years services is critical for
equitable and improved outcomes for South Australian children.

Restacking the Odds proposes provision of high-quality early childhood education and care for
15 hours or more per week to all children for 2 years before starting formal schooling. It also
identifies that children from priority population groups will benefit from attending ECEC from a
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younger age: 3 years before the start of formal schooling. Priority groups include children living in
areas of socio-economic disadvantage, children from a non-English speaking background, Aboriginal
and Torres Strait Islander children and children with disability. A universal approach allows for full
population coverage and is therefore more likely to deliver equitable outcomes.

Our research supports the continued application of the National Quality Standard (NQS) in early
childhood education and care as an important tool to support monitoring and reporting of service
quality.

Achieving the benefits from early childhood education and care — and indeed from complementary
early years services — means ensuring that services are available by families where and when they
need them, are high quality and are used at the appropriate dosage. | encourage the Commission to
embed a focus on quantity, participation and quality in the delivery of early years services in
South Australia. This should include collection and use of lead indicator data to assess performance
and progress on a regular basis and accompanying strategies to build capability and increase
capacity to use that data to measure and monitor quantity, quality and participation.

Addressing existing barriers to participation in ECEC is particularly important for effective
implementation of universal 3 year old preschool — noting a current disparity between enrolment and
attendance. Our research on barriers and facilitators to early childhood education participation
suggests that this may include reducing direct (e.g. fees) and indirect (e.g. travel) service costs;
promotion of the benefits of ECEC linked to high-quality play-based learning in formal settings; and
investment, time and resourcing for professional development including training staff in relationships-
based and family-centred practice.

| also encourage the Commission to consider the role of integrated services and place-based
approaches in the implementation of early learning reforms. There is potential for South Australia to
play a leading role in combining and integrating early childhood education services with other
evidence-based early years strategies. Considering integration across education, health and social
care is important for child development outcomes and for providing a more child-centric system. This
could provide a model to inform national developments, such as the Early Years Strategy and the
future of national place-based approaches.

The Australian Early Development Census (AEDC) shows us that each year, one in five children start school
developmentally vulnerable. Children living in the most socio-economically disadvantaged communities are
twice as likely to be vulnerable on one or more AEDC domains and three times more likely to be vulnerable
on two or more domains compared to children living in communities with high levels of socio-economic
advantage. These inequities have not shifted in over a decade.

There is no single solution to the complex challenges faced by many children, families and
communities. The rapid development in a child’s earliest years (0-8) provides the foundation for lifelong
health, development and wellbeing. Establishing the conditions that children need to thrive during this critical
time provides immediate and lasting benefits for individuals, families and communities. Improving children’s
health, development and wellbeing requires combining or ‘stacking’ multiple effective evidence-based
strategies across the early years (0-8 years) and implementing them concurrently and continuously (See
Attachment 1). Our approach was informed by the evidence-based research of economist James J.
Heckman who has suggested that greater investments in early childhood development bring greater returns
through better health outcomes and increased productivity. He also identified that applying multiple,
complementary services across the early years will amplify the effect on a single strategy/service.

Restacking the Odds focuses on five evidence-based platforms and programs to boost children's health
development and wellbeing: antenatal care; sustained nurse home visiting; early childhood education and
care; parenting programs; and the early years of school (defined as reception through to Year 3). These five
strategies are notably longitudinal (across early childhood), ecological (targeting child and parent), evidence-
based, already available in almost all communities (i.e. better use of existing service infrastructure), and able



to be targeted to those with the greatest needs.

Our analysis of data from the Longitudinal Study of Australian Children has found that ‘stacking’ these five
fundamental strategies, (i.e., ensuring they are all applied for a given individual) has a cumulative, positive
effect on child development outcomes, measured through reading scores at ages 8-9 (see Attachment 2).

Restacking the Odds’ unique approach uses data and evidence-based indicators to focus on how to work
differently to improve outcomes for children, families and communities. It develops the skills and knowledge
of practitioners, community leaders and government for collecting, understanding and using lead indicators
to answer key questions including:

Are the strategies available locally in sufficient quantity, relative to the size of the target
population?
Are the strategies delivered effectively relative to evidence-based performance standards?
Do the targeted children and families participate, and at the right dosage levels?

Lead indicators are essential. They allow service providers and other stakeholders to regularly assess
performance and progress, and course-correct when required. While outcome data is the ultimate arbiter of
success, lead indicators about what families and children are actually experiencing allow service providers to
make adjustments and accumulate learning regularly, rather than waiting years to see outcomes.

The project’s first phase completed research to develop and apply evidence-based lead indicators for the
effective delivery of each of the five fundamental strategies. These indicators define how the strategies
should be delivered across the dimensions of quality, quantity and participation. The full set of indicators is
provided at Attachment 3.

For Early Childhood Education and Care (ECEC), measurable, best practice indicators of quality, quantity
and participation were developed through a targeted rapid review of the existing research base for ECEC.
This included evidence for all forms of early childhood education and care — including preschool and long
day care settings.

Extensive research indicates that the education and care of young children (from birth to eight years of age)
has an immense influence on long-term outcomes related to their cognition, resilience, health and wellbeing.
It suggests that children from the lowest socioeconomic quintile would benefit from good quality early
education opportunities prior to starting school. These benefits relate to formal ECEC models, particularly
high-quality centre-based care and preschool or kindergarten programs in the one to two years immediately
preceding school. AEDC data suggest that children who attend preschool are less likely to be
developmentally vulnerable, even when considering level of relative disadvantage. However, the data also
suggest that preschool attendance does not currently close the equity gap in developmental vulnerability.

The targeted rapid review focused on answering four questions:
Within an existing national quality system for ECEC, which quality areas and/or standards have the
most significant effect on child developmental outcomes (i.e., cognition, language, academic, and
social and emotional development)?
What does the evidence indicate is the most effective universal starting age, dosage (i.e. number of
hours per week) and attendance duration (i.e. number of months or years) as it relates to improving
child developmental outcomes?
Given the evidence determined from Question 2, in what quantity should a given community be
delivering ECEC?
Do the answers to these questions differ for targeted provision to disadvantaged populations?



The evidence based indicators established in the research phase are as follows:

To determine the indicators of quality, Australia’s existing quality rating system was utilised: the
National Quality Standard (NQS) implemented by the Australian Children’s Education and Care
Quality Authority (ACECQA). An initial mapping exercise was undertaken to determine how closely
Australia’s Quality Areas matched the key principles identified from the European Commission
Quality Framework and on domains from standardised, objective measures of ECEC quality: the
Classroom Assessment Scoring System PreK (CLASS PreK) and Early Childhood Environment
Rating Scale — Revised (ECERS-R).

This initial scoping work provided confidence that important areas were not being missed when
using the seven Quality Areas from the ACECQA National Quality Framework to direct the targeted
literature search. A combination of literature reviews (peer-reviewed and web-based reports) and
interviews with experts were then performed, to determine which ACECQA Quality Areas had the
most robust evidence related to child outcomes. We found that the available evidence supports three
of ACECQA'’s seven Quality Areas well (i.e., QA1 - Educational program and practice; QA4 —
Staffing arrangements; and QA5 — Relationships with children). We identified that while 38% of
Australia’s ECEC centres receive an ‘Exceeds’ rating from ACECQA, only 25% of centres exceed
the NQS standard for performance on all three of these Quality Areas.

Quality indicator: The proportion of ECEC services rated ‘exceeding’ the standard in quality
areas 1, 4 and 5 and at least ‘meeting’ the standard in all other quality areas according to
the ACECQA assessment

To determine participation indicators we focused on national and international longitudinal studies
and utilised systematic reviews and meta-analyses, where available. The evidence was examined to
determine any differential effect related to universal or targeted program participation in children
from 0 to 5 years (e.g. targeted according to housing vulnerability or poverty, cultural and linguistic
diversity, or low 1Q).

There were three main factors identified that related to participation: i) starting age, ii) program
duration, and iii) program intensity. The literature supports the importance of ECEC for all children
for two years before starting school. For children from priority population groups (children residing in
an area with a Socio-Economic Index for Areas Index of Relative Socio-economic Disadvantage
quintile of 1, non-English speaking background, Aboriginal and Torres Strait Islander children,
children with disability), the evidence suggests an earlier starting age and longer duration of ECEC is
beneficial, as is a higher dose program. These benefits are only conferred for high quality programs.

The proposed participation indicators differ for universal vs targeted provision:

Universal participation indicator: Proportion of all children attending ECEC for 15 hours or
more per week, for the two years before starting formal school

Targeted patrticipation indicator: Proportion of children experiencing disadvantage who
attend ECEC for 15 hours or more per week, for at least the three years before starting
formal school

When assessing quantity, the key considerations are whether there is sufficient ECEC
infrastructure and a qualified ECEC workforce to support the relevant populations to attend for at
least fifteen hours per week. Quantity indicators were developed using the best indicators of
participation level (for universal and targeted provision), and community-level population data.



Quantity indicator: The number of ECEC places for 15 hours per week available to 2-5 year
olds.

The full technical report of the review is attached (Attachment 4), together with the communication summary
(Attachment 5).

The utility of the indicator data was tested by working across seven low-SEIFA communities to understand
how the fundamental services were being delivered and accessed and the practical value of indicator data.
Currently in Australia, these indicators are inconsistently collected and rarely used to inform early years
services.

Our research and community level work has shown that evidence-based lead indicators can be defined and
populated for each strategy and that the common framework of lead indicators can be applied across
services and provide actionable insights. The data required to populate the indicators can typically be
assembled, however it is often difficult to access.

The data reveals important gaps in early childhood services with the patterns in these gaps varying across
communities and strategies. Service providers, policymakers and community representatives recognise the
data gap and welcome our attempts to address it. One community representative commented: *...we had
very poor AEDC results. So, | was looking for data where we could show improvement. | was able to go
through the Restacking the Odds data and find where we could make some easy wins’. An ECEC service
provider noted value in examining participation data — including to compare participation rates at different
centres and against benchmarks and to consider opportunities to improve participation of specific population
groups.

For early childhood education and care, the collection of lead indicator data highlighted that significant
numbers of Australian children enrolled in early childhood education and care are not attending for at least
15 hours a week. For example, data of over 10,000 children at 688 centres across Australia, sourced via a
collaboration with Xplor (one of Australia’s leading ECEC software platforms) showed an average of just 56
per cent of children enrolled in ECEC received the recommended dose of at least 15 hours or more care per
week for 90+% of weeks over a nine month period (1 March to 30 November 2019) — see Attachment 6.

The substantive variation in the proportion of children accessing early childhood education in the year before
school has been found in previous research. Studies have shown that enrolment is lower among children
from families with: a single-parent; non-English speaking background; lower levels of education; both parents
unemployed; Aboriginal or Torres Strait Islander (ATSI) descent; residency in rural or remote areas or
socioeconomically disadvantaged communities. Similar trends have been observed in studies of attendance
rates. That is, even when children from disadvantaged groups enrol in preschool programs, they typically
attend for fewer hours than their non-disadvantaged counterparts.

The barriers and facilitators of participation in ECEC experienced by and most important to Australian
families has been subject to only limited exploration, however. Further research was conducted to
investigate these barriers and facilitators in three Australian communities. Attachment 7 provides the
published research findings.

The study shows considerable convergence across parent and provider views on the importance of various
ECEC participation barriers and facilitators, and highlights specific divergences. Findings indicate the need
to:

a) reduce both direct and indirect service costs for families;



b) increase flexibility in program formatting so participation can be coordinated with the demands of
work and other family responsibilities;

c) more effectively promote the benefits of play-based learning in formal ECEC settings; and

d) change attitudes about maternal roles and child readiness to participate in ECEC.

Barriers and enablers to collecting and using indicator data

The Restacking the Odds initiative is now in a prototyping phase, in partnership with communities and
service providers across Australia. This aims to better understand the key barriers and enablers to collecting,
analysing and using evidence-based data amongst service providers and communities and to co-design
feasible prototype solutions to embed the routine use of the Restacking lead indicators in key settings.

The most common barriers and enablers to collecting, reporting, and using the Restacking framework have
been a focus of our recent research. This has used a behavioural change model, COM-B framework, to
understand the elements requiring change, how they interrelate and identify the most common and important
barriers and enablers. The aim is to develop evidence-informed prototype solutions to support behaviour
change, in partnership with communities and service providers.

Preliminary analyses have revealed several emerging themes. The following table illustrates themes
emerging across strategies and communities. Further analyses will include a more granular view of the major
barriers and enablers, particularly as we work closely with services and communities to develop prototypes
and interventions.

Barriers Enablers

Capability e Low data literacy/knowledge e  Education
e Lack of specific data skills e Training
e Dedicated time for data- e Enablement
related tasks
Opportunity e  Service/system structure e Tailored IT systems
e Service/system processes e  Guidelines/processes
e Technology software e Relationships & restructuring
platforms e Environmental restructuring
e Insufficient resources e Develop data culture
e  Workplace and community e  Generate buy-
data culture in/vision/common goals
e  Workforce shortages and staff | ¢  Develop trust
turnover
Motivation e External reporting e Legislation/ regulation/
requirements incentivisation
e Service/system processes e  Education/ persuasion/
e Perceived cost-benefit of staff incentivisation

resources for data-related
tasks vs. other priorities (e.g.
engagement with families and

children)




Exploring potential to scale this approach

Alongside our research and prototype development we are exploring the appetite and barriers to
implementing this approach across Australia. This includes understanding the value to the community of
making investments in this type of initiative. We are engaging a wide range of partners, across governments
and the sector, to explore what would be needed at a political and policy level to implement this approach
widely.

As part of this we have been exploring community attitudes to investment in early childhood development
and identified broad based support for doing more to help children, parents and families by offering universal
early childhood education from both 3 and 4 years of age. SVA recently surveyed a representative sample
of the Australian people to ask their views on early childhood education and programs that can help children
thrive. Survey participants were presented with pairs of opposing statements and asked to choose the one
they agreed with more. Headline findings are summarised in the table below.

A - Statements with high levels of support B - Opposing statements

7 out of 10 people chose these statements over the
opposing statements in column B:

Every child should be able to receive quality early
childhood education from 3 years old at their local
school [68%)]

Even though childcare is an essential service
Government funding has failed to keep pace, leaving
families with huge costs and many unable to find
childcare at all. To give every child the best start in
life we should move from an ad hoc childcare system
to proper early learning for 3 and 4 year olds [68%]
The longer women are out of the workforce the more
likely it is they lose the skills, networks and
relationships they need to succeed. To help women
return to work and to give every child the best start in
life government must make childcare affordable /
free for every family. [67]

Government should not be spending more on
childcare, it would cost too much and lead to
increased taxes

It should be the responsibility of parents to cover the
costs of childcare not taxpayers

It should be the responsibility of parents to cover the
costs of childcare not government

Government should not be spending more on
childcare, there are more important priorities

The best care a child can receive in the first years of
their life is from their mum and dad. Parents should
be encouraged to stay home and care for their
children

People should be free to choose whether or not they
go back to work, not incentivised one way or the
other with childcare subsidies

A parent should not miss out on government support
because they choose to stay home with their child

7 in 10 supported this statement over the statement in
column B:

e Good early education helps put a child on the
path to success in school and beyond. All
children should be able to go to preschool even
if their parents aren’t working so they can begin
their learning [70%]

e The Government should not be paying for
children to go to preschool if their parents are
not working or studying and can look after them
themselves

7 in 10 supported this over opposing statements:

To make sure every child is happy and healthy and
off to a great start in life every child should receive
regular check ups from a nurse in the first years of
their life. [72%]

And 6 in 10 supported this statement:

Every child needs parents who have the support they
need to be great parents. Government should offer
classes where parents learn practical parenting
skills, like dealing with difficult behaviour or how to
best support a child’s learning [63%]

Opposing statements included:

Government should not waste more money on new
programs and leave parents alone unless they ask
for help

It's not government’s role to tell parents how they
should be raising their children




| am grateful for the Commission’s interest in our work and welcome the opportunity for continued
engagement beyond the initial hearing in January.

Kind Regards,

Prof. Sharon Goldfeld
Director, Centre for Community Child Health
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ABSTRACT

The first 5 years of a child’s life are crucial in laying the foun-
dation for their health and developmental trajectory into adult-
hood. These early years are especially influenced by the
surrounding environments in which children live and grow. A
large international body of evidence demonstrates that children
who experience disadvantage tend to fall increasingly behind
over time. At the societal level, these inequities can cause sub-
stantial social burdens and significant costs across health, edu-
cation, and welfare budgets. A contributing factor is that
children experiencing adversity are less likely to have access
to the environmental conditions that support them to thrive.
Many of these factors are modifiable at the community or
place level. We argue for three key—though not exhaustive—
ideas that collectively could achieve more equitable outcomes
for children facing disadvantage and experiencing adversity:

1. Adopt a social determinants approach to conceptualizing
disadvantage;

2. Stack existing, evidence-based government and nongov-
ernment service interventions/programs that operate at the
local or community level; and

3. Use data and evidence to focus improvements for more
equitable and adaptive systems.

We conclude that if adopted, these 3 ideas could contribute to
the ability of local communities and networks to identify and
respond to factors that address early childhood inequalities.

KEYWORDS: child inequities; early childhood; system change
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WHAT's NEwW

We propose 3 ideas that collectively address early
childhood inequities, by stacking interventions within
the robust service “substrate” that already exists and
utilizing equity based metrics to monitor and improve
performance.

EQuiTy EXISTS WHEN groups of people defined by
social, economic, demographic, or geographic indicators
are treated fairly and impartially and are not disadvan-
taged by any solvable differences.' The causes of inequi-
ties are complex and multifacetedz’3; however, the
evidence is clear and consistent that it is the circumstance
in which children live, learn, and develop, the social
determinants,” that drive differential health and develop-
mental outcomes: the more disadvantaged their circum-
stances, the poorer their health, and developmental
outcomes.” '’ The first 1000 days—the period from con-
ception to the end of the second year—are particularly
important.'' ~'? This is the period when children are most
developmentally plastic, thus experiences and exposures
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during this period have a disproportionate influence on
later health and development.''#~1¢

Gaps in both cognitive and noncognitive skills between
children from advantaged and disadvantaged backgrounds
begin in infancy, and widen progressively in the preschool
years.'""'” By school-age, children are already set on
developmental trajectories that are difficult to shift. These
disparities compromise future education, employment,
and opportunities.”'’ "’

Clearly, we should be seeking to reduce and prevent
inequities.**” To do so requires greater investments in
prevention and early intervention initiatives in the early
years.”' > The economic returns of investments in the
early years are higher than those in later years: although
it is possible to shape the development and wellbeing
of children and young people when they are older, it
becomes progressively harder and more costly to do
s0.'712%20 1t is most cost effective to invest in early
intervention that resolves issues as they emerge and
are malleable, rather than responding to crisis, stress
and trauma, which is both more challenging and more
expensive to resolve later on.”' Recent data show that
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Australian state and federal governments are spending
$15.2 billion each year on high-intensity and crisis sup-
port services, and it is estimated that the cost of such
late intervention (ie, difficulties that could have been
reduced or prevented) equates to $607 for every Austra-
lian every year.”® On the other hand, economic data
show that population-based early interventions such as
quality early childhood education and care provides a
strong return of 2 to 4 times the costs.”’ >’ Getting it
right in the early years reduces downstream expenditure
on remedial education, school failure, poor health, men-
tal illness, welfare recipiency, substance misuse, and
criminal justice.”’

Research would suggest that the imperative and opportu-
nity for addressing inequities should remain focused in the
early years. That said, the challenge is how this should best
be actioned. While addressing social determinants remains
an important aspect of intervention, the reality is that for
most economies it is a complex and complicated policy
space for which many working in pediatrics may be ill-
equipped to either influence or investigate in any substan-
tial way. We would argue that the service “substrate” that
already exists in most high-income countries is the perfect
starting place for change. It may well be that expertise and
effort should be focused on the considerable existing gov-
ernment and nongovernment service investment.

To that end, we put forward 3 ideas that if imple-
mented concurrently could see cumulative benefits and
therefore accelerate change. By utilizing a conceptual
framework for disadvantage grounded in social deter-
minants, we lay bare the broader ecological factors
and specifically describe the system change possibili-
ties for children and families. We then accompany this
more complex approach to addressing disadvantage
with the notion of “stacking” interventions, challenging
the current program paradigm that seeks effectiveness
in a single program but potentially misses the mutual
benefit of multiple interventions (services and/or pro-
grams) over time. And finally, we propose a series of
metrics that have been developed through research.
These specifically target the service and community
level systems and are designed to drive change in our
existing systems with the potential to be translatable
across countries.

Taking both a social determinants lens to under-
standing disadvantage (through 4 lenses of sociodemo-
graphic, geographic environments, health conditions,
and risk factors) and an ecological (child, family, com-
munity) approach offers a useful framework for policy-
makers to view and address the determinants of child
health inequities.

Mutual and cumulative benefit of existing interventions
(services and programs) that operate at the local or com-
munity level have the potential for sustained impact
when delivered across early childhood and are ecological
(targeting child, parent, and environment).

Service systems are supported to change when they
have the right metrics and evidence for excellence, reach,
and dose to drive equitable delivery processes.

AcADEMIC PEDIATRICS

Ipea 1: ApopPT A SociaL DETERMINANTS
APPROACH TO THINKING ABouT DISADVANTAGE

Disadvantage is multifaceted. Philosophical perspec-
tives emphasize disadvantage as limiting opportunity and
the capacity for individuals to freely lead lives they have
reason to value.’” In the context of health equity, disad-
vantage refers to relative position in a social hierarchy
determined by wealth, power, and prestige.”’ In contrast
to concepts of poverty that focus on those who are the
most deprived (eg, of money or material possession),
socially excluded, and/or vulnerable,”” disadvantage
exists on a continuum.

In operationalizing the concept of disadvantage, con-
ventional approaches typically measure children’s experi-
ences of disadvantage as socioeconomic status (eg,
parental education, occupation, and income), but this fails
to capture the complex and multifaceted ways in which
disadvantage can manifest. For children, disadvantage
manifests as the circumstances in which they live, learn,
and develop that drive differential health and develop-
mental outcomes (social determinants).4 The bio-ecologi-
cal perspective further suggests that children’s biology
interacts with the multiple nested levels of their surround-
ing social and physical environments to shape child
development.”™ Sources of disadvantage may therefore
arise at the individual (eg, poor nutrition), family (eg, low
parent education), and community-level (eg, dangerous
neighborhood).”

A framework of child disadvantage’ (Figure), informed
by a social determinants and bio-ecological approach’*
better encapsulates factors that matter for child health
inequities. The sociodemographic lens captures character-
istics (eg, families from an ethnic minority background
facing structural and interpersonal racism) that define
subpopulation groups at risk of poorer outcomes. The
geographic environments lens captures the characteristics
of the places where children live (eg, proximity to serv-
ices). The health conditions lens captures conditions
unevenly distributed across social groups (eg, caregiver
depression). The risk factors lens captures attributes that
are associated with an increased likelihood of poor child
outcomes (eg, caregiver smoking). When conceptualized
together, this framework ensures the adverse impact of
disadvantage is not underestimated by considering only
socioeconomic disadvantage or by underestimating the
potential benefit by addressing different levers for disad-
vantage. Further research has shown that addressing dis-
advantage can decrease the combined rates of physical,
cognitive, and social problems by up to 70%.

IpEA 2: STACK INTERVENTIONS TO MAKE A
SusTAINED DIFFERENCE

The framework is also consistent with the idea of stack-
ing interventions across the early years of a child’s life
and lends itself to creating measurable, meaningful indi-
cators across relevant factors. Despite the range of avail-
able services for children, government and communities
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Figure. Framework of child disadvantage, reproduced from Goldfeld, O’Connor, Chong, Gray, O’Connor, Woolfenden, Redmond, Wil-
liams, Mensah, Kvalsvig, Badland,® aligning a social determinants and bio-ecological perspective. Examples of relevant indicators within
each lens (sociodemographic, geographic environments, health conditions, and risk factors) and level (child, family, and community)
are shown. It is expected that disadvantage experienced through each of these lenses will overlap and interact to influence inequities in

complex ways, and will unfold over time.

alike often focus on importing or trialing new programs
rather than improving the existing and already funded ser-
vice system where a range of evidence-based interven-
tions could be readily incorporated.’®’” While there is a
vast literature base reporting on the efficacy of individual
interventions, there are few that explore the potential
cumulative benefit of applying multiple services/interven-
tions over time.>® Further, while the services exist, they
are not considered as a system. Within the policy environ-
ment they often cross sectors (eg, health, education) with
few incentives to drive a coordinated stacked approach
that considers the necessary metrics to maximize the
mutual benefit required to address inequity. Heckman has
suggested there are economic benefits that address both
inequity and advance human capital by stacking services
or interventions.”” This builds on the evidence that sup-
ports effective individual interventions such as quality
early childhood education™ "' and sustained nurse home
visiting programs*>~** as promoting cognitive and non-
cognitive skill formation. Heckman suggested that apply-
ing multiple, complementary services continually across
the early years will amplify the effect on a single strategy/
service and indeed be more effective than traditional
policy initiatives, such as tuition subsidies, job training
tax rebates and downstream funding/treatment for pre-
ventable conditions.””*® There is a vast evidence-base

demonstrating a dose-response relationship between a
child’s exposure to risk and poorer health, cognition, and
life-course outcomes,’“’48 yet there is a dearth of evidence
demonstrating the potential cumulative benefit of children
receiving multiple evidence-based interventions.

To determine if there was an a priori case for support-
ing stacking of service interventions in the Australian con-
text, recent research examined the association between
exposure to a combination of evidence-based services
(antenatal care, nurse-home visiting, early childhood edu-
cation and care, parenting programs, and early years of
school) between 0 and 5 years on a measure of academic
reading at 8 to 9 years.” These services were selected
because they are longitudinal (across early childhood),
ecological (targeting child and parent), evidence-based,
already available in almost all communities, and able to
be targeted to benefit the bottom 25%. As hypothesized,
reading scores were higher for children who accessed
more services. This finding could have significant impli-
cations for sustainably reducing inequities in early child-
hood. However, there was no differential benefit for
children experiencing disadvantage who potentially have
more to gain from these interventions, which was counter
to the hypothesis.”® Issues associated with access and
quality, not tested in this study, could explain this unex-
pected outcome.
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Importantly, for children who are unstably housed and/
or experience food insecurity, Maslow’s hierarchy of
needs” would clearly suggest that these factors are criti-
cal to address as a priority. Programs such as the Supple-
mental Nutrition Assistance Program in the United
States™ and interventions designed to reduce intimate
partner violence, one of the leading causes of housing
instability,%’5 ' should be considered fundamental to
other critical early years services such as those discussed
above. We would argue however that this is not an either/
or scenario.

Approaches capitalizing on system-wide and place-
based initiatives are avenues where stacking interventions
could be experimentally trialed both from a developmen-
tal and cost effectiveness perspective. In order to properly
assess the impact of stacking interventions, evidence-
based, measurable indicators are required.

IpEA 3: Using DATA-DRIVEN, EVIDENCE-BASED
SysTtem MeTRICs To DRIVE EQUITABLE, AND
ADAPTIVE SYSTEMS FOR CHILDREN

Utilizing data-driven, evidence-based system metrics
means communities can access more precise data to assist
them with decision-making and allocation of limited
resource. By building on the first 2 ideas in this paper, we
argue that a next logical step is to deliver metrics on
measurable and modifiable factors that are known to drive
disadvantage taking the social determinants and bio-
ecological approach (Idea 1) and can drive stacked
responses (Idea 2).

CommuniTy-LEVEL METRICS

The research into neighborhood or community effects
on children, originally motivated by the observation that
disadvantage is often geographically concentrated and
intergenerational,”” established the relationship between
neighborhood socioeconomic status and children’s devel-
opmental outcomes.”>>* However, further research has
shown this relationship goes beyond socioeconomic fac-
tors. For example, communities that have local amenities
(eg, kindergartens and playgroups, green spaces) and serv-
ices (eg, public transport), and safe places to play, also
promote early childhood development.” Positive and
stimulating environments early in a child’s life are crucial
to the development of foundational skills in learning and
communication.”®”’ Likewise, neighborhoods with high
levels of poverty and violence have the potential to nega-
tively impact children’s developmental trajectories.”®

The Kids in Communities Study”” investigated commu-
nity-level factors associated with early childhood devel-
opment in 5 community domains—physical, social,
service, governance, and socioeconomic environments—
in 25 communities in 5 Australian states and territories
using a mix of quantitative and qualitative methods. This
study identified a set of evidence-based foundational com-
munity factors (FCFs), those which lay the foundations of
a good community for young children.”” Some examples
include public open space availability and quality,
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physical access to services (eg, walkability and public
transport), and affordable housing.

The FCFs allow communities to move beyond anec-
dotal information to a discussion grounded in evidence
about how they are tracking on community factors related
to early childhood outcomes. The added richness and
value of information to better understand the local context
is crucial to tailoring place-based interventions most
likely to be responsive and work in the community.
Although there are existing collective impact approaches,
such as the Asset-Based Community Development pro-
gram®' that are framed around place-based action for
change using local action. This approach considers the
existing services and resources available but does not con-
ceptually drive a stacked approach to service delivery
across sectors nor suggest the necessary service-level met-
rics that could be utilized to understand and then drive
system change. While one could argue the lack of detail is
purposeful to allow for local input and ingenuity, the diffi-
culty is then generating sufficiently robust cumulative
system benefit to actually address inequity. Given that
these approaches are yet to deliver on outcomes it may be
process and community-level metrics that could be the
accelerators needed.

An extension of Kids in Communities Study is to take
evidence on the built environment-specific FCFs to scale.
Spatial built environment measures such as traffic expo-
sure, public transport availability and access, park access
and quality, early childhood education and care service
availability, and housing, have recently been linked to the
2015 Australian Early Development Census in Australia’s
largest 21 urban and major regional cities and towns.®”
The Australian Early Development Census is a population
measure of early childhood development completed by
teachers on all children starting school every three years’”
and is widely used by policy makers, practitioners, and
researchers to help measure and monitor child develop-
ment outcomes in communities. The result will be early
childhood development and built environment data at a
small geographic scale (around the child’s home) for over
235,000 children approximately 5 years of age across the
country.®® The aim is to develop evidence-informed built
environment indicators for early childhood, which can
help identify areas of inequity, monitor community prog-
ress, strengthen community engagement and develop-
ment, assist with prioritizing effort, and help inform
policy recommendations using the best local data.

Service-LeveL METRICS

In order for systems/services to respond to gaps in per-
formance and delivery, evidence-based metrics encompass-
ing multiple domains (eg, quality, participation, access)
with balance across structure (ie, accessible), process and
outcome indicators are required to allow prioritization of
limited time and resource.

Although there is a paucity of research examining the
link between specific indicators and improved service per-
formance, there are examples demonstrating the value of
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quality indicators in their utility to improve performance
in health care. For example, the Australian Council on
Healthcare Standards established the Care Evaluation Pro-
gram of clinical performance measures in its accreditation
program. Documented evidence showed improved man-
agement and examples of improved patient outcomes
related to quality metrics.”” Follow-up data showed a
large number of indicator results actioned by a high pro-
portion of health care organizations, which also increased
over time.*”*°° The actions included review of data quality
activities, policy and procedure changes, educational pro-
grams, new appointments, and equipment changes.®” Sim-
ilarly, the US National Database of Nursing Quality
Indicators is designed to provide unit-level data to aid in
decision-making related to improving the nursing work
environment and patient outcomes.’’” Research has shown
that process and provider metrics from the National Data-
base of Nursing Quality Indicators demonstrate important
associations with patient quality of care.’**’

Process and outcome indicators have different strengths
and limitations. On the one hand, outcome indicators are
often a measure of something that is important in its own
right (eg, literacy rate). However, they are not a direct
measure of quality’’ and are difficult to link to practice/
service performance.71 In contrast, process indicators are
direct measures of quality and are easier to interpret.’’
Service systems in developed countries tend to focus on
mostly outcome indicators such as national tests of read-
ing and numeracy standards or proficiency levels at school
(eg, the National Assessment Program—Literacy and
Numeracy in Australia, the National Assessment of
Educational Progress in the United States, and National
curriculum assessment in the United Kingdom). Other
outcome indicators include antenatal care visit in the first
trimester (eg, Australia, the United Kingdom, New Zea-
land, the United States), employer/client satisfaction,n_74
and proportion of infants who were breastfed (eg, World
Health Organization, Australia—maternal and child
health).”” While these indicators provide important
insights, they are difficult to shift in the short term since
they are not as sensitive to differences in quality of service
provision.

In line with ideas 1 and 2 above, and considering the
impact that accurate measuring and monitoring of process
metrics could have on service systems, we suggest that
there are 3 key drivers—quality, participation, and quan-
tity. If delivered effectively, these 3 drivers could have
significant and positive effects on children experiencing
adversity and begin to reduce the inequity gaps prominent
in Australia and other developed countries.

Quality: Early years services need to be delivered at
high quality to see benefits for children, especially for
children from disadvantaged backgrounds who are most
likely to miss out.”®’® Services/interventions with quality
are those for which there is robust evidence showing it
delivers the desired outcomes. Examples include early
childhood education and sustained home visiting pro-
grams. However, research assessing the quality and key
elements of such programs also illustrate that the how and
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by whom is also critical to realize the benefits. Interna-
tional research has shown that early education programs
that emphasize learning in literacy, maths, science, envi-
ronment and using a diversity of cultural and theoretical
approaches result in better academic and social-behavioral
outcomes than ones that do not have such a focus.”’
Children also make more progress in preschools where
staff have higher qualifications.”® Several systematic
reviews and meta-analyses indicate the importance of
specific quality components of sustained home visiting
programs,*"?*" as well demonstrating the importance of
staff skill and training.*’

Participation: For interventions to be effective, the
right children and families need to be targeted to attend at
the right dosage levels. The optimal attendance levels
may vary as a function of disadvantage status and can be
calculated whether the intervention/strategy is for every-
one (universal provision) or targeted (intended to benefit a
certain population). Indeed, national data on enrollment
rates in early education fail to demonstrate the variability
in actual attendance (dose), particularly among high-risk
and vulnerable groups, who arguably would benefit from
higher doses than the general population.®'

Quantity: Availability of services locally in sufficient
quantity for the target population is crucial to ensure all
children have physical access to evidence-based services
in the first place. Understanding quantity metrics helps us
determine the quantum of effort and infrastructure needed
to deliver the intervention for a given population at the
right quality and dose.

While there is obvious utility in individual indicators,
adapting a systems approach across the key drivers of
quality, quantity, and participation would enable local
communities to make better and immediate decisions on
where to direct limited resources.

We are currently undertaking a project, Restacking the
Odds, that will test process metrics across 5 evidence-
based interventions, primarily delivered as services (ante-
natal care, sustained nurse home visiting, early childhood
education and care, parenting programs, and the early
years of school), across the key drivers of quality, quan-
tity, and participation, across several communities in Aus-
tralia. The aim is to establish an actionable, evidence-
based framework that can be used by participants across
the social system to sharpen the targeting of their work,
and to improve the effectiveness of their actions. In using
this approach, we hypothesize that embedding process
metrics into health and education services/platforms will
create real and sustainable change.

CoNcLUSION

Robust research supports the adverse impact of disad-
vantage on children’s health, development, and subse-
quent adult outcomes. The ability of policymakers,
service providers, and communities to respond as a system
rather than single programs or strategies remains a
challenge. To move beyond good intentions and address
the issues of inequity, we have suggested 3 ideas for
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addressing childhood inequities that have applicability
across international service ecosystems.

If we 1) adopt a social determinants approach to disad-
vantage by assessing and responding to the underlying
community conditions impacting children’s well-being;
2) stack service interventions simultaneously (aimed at
the child and parent) and continuously (antenatal to age
8 years); and 3) measure system functioning and use the
data to make improvements (using quality, quantity, and
participation), then we may be able to address early child-
hood inequities more effectively. Although there are
essential government policy levers to consider, many of
the change factors are modifiable at the local level. The
necessary aligned effort required across organizations
may be best advanced through the emerging place-based
initiatives growing in disadvantaged locations across pla-
ces like the United States, United Kingdom, and Australia.
Using system metrics to support local communities and
place-based networks to understand and respond to factors
contributing to inequitable outcomes across early child-
hood is doable now and makes good sense.
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ABSTRACT

Background Early childhood interventions are critical
for reducing child health and development inequities.
While most research focuses on the efficacy of single
interventions, combining multiple evidence-based
strategies over the early years of a child’s life may yield
greater impact. This study examined the association
between exposure to a combination of five evidence-
based services from 0 to 5 years on children’s reading at
8-9 years.

Methods Data from the nationally representative birth
cohort (n=5107) of the Longitudinal Study of Australian
Children were utilised. Risk and exposure measures
across five services from 0 to 5 years were assessed:
antenatal care, nurse home-visiting, early childhood
education and care, parenting programme and the early
years of school. Children’s reading at 8-9 years was
measured using a standardised direct assessment. Linear
regression analyses examined the cumulative effect of
five services on reading. Interaction terms were examined
to determine if the relationship differed as a function of
level of disadvantage.

Results A cumulative benefit effect of participation in
more services and a cumulative risk effect when exposed
to more risks was found. Each additional service that
the child attended was associated with an increase

in reading scores (b=9.16, 95% CI=5.58 to 12.75).
Conversely, each additional risk that the child was
exposed to was associated with a decrease in reading
skills (b=—14.03, 95% Cl=—16.61 to —11.44). Effects
were similar for disadvantaged and non-disadvantaged
children.

Conclusion This study supports the potential value of
'stacking’ early interventions across the early years of a
child’s life to maximise impacts on child outcomes.

INTRODUCTION
Inequities in early childhood health and develop-
ment are differential outcomes that are unjust and
preventable and systematically effect vulnerable
populations.! Early childhood development lays
the foundation for health and well-being over the
life course.” * Inequities emerging in early child-
hood often continue into adulthood, contributing
to unequal rates of low educational attainment,
poor physical and mental health, and low income in
adulthood.* This generates substantial social costs
across health, education and welfare budgets.*
Inequities in children’s outcomes are particularly
apparent in the academic domain.’ Research has
shown that the academic performance of socioeco-
nomically disadvantaged 15-year-olds is on average

," Meredith 0'Connor,"*? Shuaijun Guo," Colleen Lin,”

1,2

more than 2years behind that of their most advan-
taged peers.® Australian data from standardised
national testing (reading and maths) have found
an approximate 1-year difference in skill levels
between disadvantaged and advantaged children in
year 3, which increased to a 3-year gap by year 9.7
Developmental trajectories are difficult to shift as
children get older,”* and the link between educa-
tional underachievement and poorer health, social
and life-course outcomes is well documented.® *
Certainly, our ability to function in complex social
and economic environments is significantly influ-
enced by reading ability and literacy. Data also
show that increasing reading ability has the poten-
tial to accumulate other educational advantages that
can act to reduce equity gaps and ultimately better
health and quality of life (eg, see refs. '° '), These
data highlight the importance of the early years for
reducing risk and optimising health and educational
achievement.

Further evidence has shown that intervening early
can produce positive, sustained effects on child
outcomes, in particular for children from disad-
vantaged families."* "* This includes from interven-
tions such as antenatal care (ANC),'* nurse home
visiting (NHV),"” early childhood education and
care (ECEC),'® parenting programme (PP)'” and
the early years of school (EYS).'® There is strong
evidence demonstrating a positive effect when
each of these interventions has been evaluated as
a single-strategy intervention on specific aspects of
child development/behaviour at a specific point in
time."”

In addition, interest in the potential of ‘stacking’
such early childhood interventions simultane-
ously and sequentially over time is emerging.*® !
Heckman and Mosso emphasises the importance
of ‘continuity’ of services (the timing, duration and
quality content of child health and development
services) as well as the ‘complementarity’ of services
(different types of services with diverse focus and
target groups) as being necessary to promote human
capital.”® Targeting multiple health and educational
interventions in the early life of a child therefore
may exceed that of a single intervention strategy.
This potential ‘added benefit’ to children who have
access to more evidence-based services throughout
early childhood offers important new directions for
research and policy.

While limited, research seems to support the
cumulative benefit of simultaneously applying
multiple evidence-based interventions. For example,
the Research-based Developmentally Informed
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(REDI) project in the USA conducted a randomised control trial
to examine the individual and combined effect of an enhanced
classroom preschool programme and home visiting programme
(designed to increase parent support for home learning) for
disadvantaged children aged 4-5 years.”” Both programmes
were effective at improving child outcomes 3years later, and
the combination of preschool and the home visiting programme
produced better learning outcomes compared with the preschool
programme alone.*’

In contrast to the paucity of research on the added benefit
of stacking multiple interventions, there is large evidence
base demonstrating that exposure to multiple risk factors can
combine to magnify the negative effect seen from any singular
risk.”> Research has consistently demonstrated a dose-re-
sponse relationship between the number of adversities a child
is exposed to (cumulative risk) and poorer health outcomes
in adolescence and adulthood across a range of outcome
domains.? **

Given the potential mutual benefit of continuity and comple-
mentarity of services to address inequity, we hypothesised that
parent report of accessing multiple early years services would
yield greater effect on child developmental outcomes compared
with access to fewer services. It was also expected that cumu-
lative service use would benefit children from disadvantaged
families to a greater extent than for non-disadvantaged children
because they potentially have more to gain from these interven-
tions. In secondary analyses, we also examine the cumulative risk
effect (ie, the effect of exposure to more risk associated with the
five interventions) on child reading, with the expectation that
there would also be a similar relationship in the opposite direc-
tion. We draw on data from the Longitudinal Study of Australian
Children (LSAC) to estimate the effect of ‘stacking’ five health
and education platforms/interventions—(ANC, NHV, ECEC, PP
and EYS)—on reading at age 8 to 9years.

METHODS

Data source

The LSAC is a nationally representative sample of two cohorts
of Australian children—the birth cohort of 5107 infants, and
the kindergarten cohort of 4983 children aged 4 years—each of
which commenced in 2004.> The LSAC design and sampling
methodology are described elsewhere.” 2° In brief, a complex
survey design was used to select a sample that was broadly
representative of all Australian children except those living in
remote areas. Data were collected on multiple aspects of child
development as well as family and community characteristics,
and multiple information sources were utilised including parent
interviews, direct child assessments and observational measures,
parent and teacher self-report questionnaires and linkage to
administrative data sets.

The current study drew on data from the birth cohort (51.2%
male), focusing primarily on parent-reported data regarding
family characteristics and environment, collected when chil-
dren were aged 0-1 (Wave 1; n=5107), 2-3 (Wave 2; n=4606)
and 4-5 years (Wave 3; n=4386). We also drew on children’s
results from a direct assessment of academic skills at 8-9 years:
the National Assessment Programme—Literacy and Numeracy
(NAPLAN) conducted on all Australian students. NAPLAN
was successfully linked for n=3790 (86.4%) of Wave 3 partic-
ipants.”” This retention rate (85.9%) between Waves 1 and 3
compares favourably with those achieved by other comparable
overseas studies.”®

Measures

Exposure measures

We explored the effect of stacking five health and education
platforms/interventions, primarily delivered as services (here-
after referred to as services for brevity), shown to be effective
at improving child outcomes: ANC,'* NHV,"* ECEC,"® PP'” and
the EYS.'® The services are evidence-based and satisfy the criteria
of continuity across the early years (ANC, ECEC, EYS) as well
as complementarity (NV, PP). Specifically they are ecologically
focused (targeting the child and parent dyad), together capturing
a relatively comprehensive view of the ecological context in
which children live and grow and are able to be targeted or
intensified to benefit the bottom 25%."

Children’s exposure to each of these services was measured
in LSAC by parent reports of direct service use and/or proxies
(eg, poor parenting practices that would reflect the target of a
PP) related to each of the five interventions (table 1). Notably,
the indicators used in this study are more modifiable (eg,
maternal smoking during pregnancy, parenting styles) than
other commonly used indicators (eg, marital status, disability
status)>® 2 (see online supplementary file 1 for more details).
Each service variable was coded in two different ways: service
use measures (ie, was the service accessed) and risk measures
(ie, inadequate number of ANC visits). Cumulative scores were
derived using a count approach. Of note, the cumulative anal-
ysis conducted here does not take into account any sequential or
weighted approaches to each service strategy.

Service use measures

Service use indicators for the other four interventions were
binary (yes=accessedthe service or no=no access) and did not
include measures of dose (how often) or duration (how long).
An exception was ANC, which was measured by the number of
medical visits before birth. Following previous research,*® the
ANC indicator was dichotomised using the top 20th percentile
for interpretability and represented women who accessed a rela-
tively higher level of ANC than the rest of the cohort. In rela-
tion to EYS, all Australian children attend the compulsory school
years (from age 6 years) and hence all children were coded as ‘yes’
for access to this service. A total service use score was created by
summing the number of services accessed (ie, maximum score of
5) to represent the cumulative exposure to five services.

Risk measures

The number of risk indicators ranged from 1 to 4 for each of the
five services. Some indicators were binary (yes or no) and other
indicators were continuous (eg, hostile parenting scores) and
were dichotomised at the top 20th percentile. A summed score
was then created for each service. These overall risk scores for
each service were then dichotomised (0=not at risk, 1=atrisk).
A cumulative risk score was created to reflect how many risks
children and/or their parents were exposed to across all services.
The cumulative risk metric ranged from 0 to 5, with 5 repre-
senting risks associated with all five areas.

Outcome measures

Reading skill

Based on the fact that educational attainment is an important
social determinant of a child’s lifelong health, we have selected
an academic measure as our main outcome variable. Reading
skill at 8-9 years was assessed using the reading subscale of the
NAPLAN assessment. Students were provided with a selection of
texts in different writing styles and answered questions reflecting
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their comprehension of the content, key messages and meaning
of particular words or phrases. Rasch modelling was used to
convert the raw reading scores into scaled scores ranging from
0 to 1000.%” Scores on the NAPLAN reading domain at year 3
were used as an indicator of academic performance at 8-9 years
in this study because reading is a fundamental literacy skill®!
and has a strong correlation with students’ overall academic
achievement.”’

Family characteristics measures

Socioeconomic position

Socioeconomic position (SEP) at 0-1year was measured as a
composite of each parent’s self-reported annual income, highest
education and occupation level. Family SEP at 0-1 year was used
given the salience of this period for children’s development.’* A
continuous score was created: values for each parent’s income,
education and occupation variable were standardised to have a
mean of zero and an SD of one.*> An unweighted mean score
was created by averaging the standardised scores, which was
then re-standardised to have a mean of zero and an SD of one.
The bottom 25% were categorised as ‘disadvantaged’ and the
top 75% as ‘not disadvantaged’

Potential confounders and additional covariates

Covariates were identified that were not mediators and were
either a cause of the exposure, or of the outcome, or of both, but
not an instrumental variable.** Child’s sex was used as a poten-
tial confounder of the relationship between intervention expo-
sure and reading outcomes, as previous studies have shown that
females perform on average better than males in reading and
gender can impact on child’s likelihood of service attendance.*
To ensure NAPLAN scores were directly comparable across
children, additional covariates included whether the child had
repeated a grade at school by the time of NAPLAN testing and
age in months when NAPLAN testing occurred.’*

Analytic approach
Multivariable linear regression analyses with ordinary least
square method were conducted to examine the five services as
predictors of children’s reading skills at 8-9 years. First, models
were run to examine the effect of each service on reading
separately, considering each service from both a use and risk
perspective, within each service (eg, for all ANC variables, not
taking into account the other four service variables). All models,
including those subsequently described, were adjusted for child
sex, whether the child had repeated a grade and child’s age.

Second, analysis was conducted to examine the effect of each
service use and overall risk within each service, respectively,
adjusting for the other four service use variables and overall
risk. Finally, analysis was undertaken to examine the added
benefit of five total service use variables and the cumulative
risk effect across the five services (eg, using five total service
use as a predictor). Specifically, the cumulative risk score and,
separately, cumulative service scores were examined as predic-
tors of reading outcomes in linear regression models. We were
also interested in whether the relationship between cumulative
exposure to five services and reading outcomes was different for
disadvantaged and non-disadvantaged children; therefore, we
included an interaction term (ie, the number of services used X
disadvantage status) in the models.

All models were adjusted for SEP, potential confounders and
additional covariates described above. The percentages of missing
values for all variables ranged from 0% to 36.48%. All models

were analysed using multiple imputation by chained equations
under the missing at random assumption to produce 20 imputed
data sets, with results combined using Rubin’s rules.’® The impu-
tation model included all variables in the analysis model and four
auxiliary variables (parent’s age at birth, parent English profi-
ciency, child’s Aboriginal and/or Torres Strait Islander status and
two parent household status) to help predict missing data. Anal-
yses with multiple imputation showed similar results with anal-
yses using the sampling weights as an alternative to accounting
for sample attrition; the results from imputed data are reported
throughout. Analyses were conducted with Stata V.15.1.

RESULTS

Participant characteristics

The LSAC B cohort is a representative sample of 5107 children,
51% male. The average age of children was 8.5 years and 5.2%
of children had repeated a grade by the time of NAPLAN testing
at year 3. The mean NAPLAN reading score was 429.32+1.97,
with disadvantaged children having a significantly lower mean
score than non-disadvantaged children (382.78+3.10 vs
444.92+1.92, p<0.01).

Participation in service use and exposure to risk

The proportion of children accessing services across the five
services were ANC (70.2%), NHV (66.5%), ECEC (81.4%)
and PP (7.7%). Disadvantaged children were less likely to access
each of the services than non-disadvantaged peers: ANC (66.0%
vs 71.6%, p<0.01), NHV (59.1% vs 69.0%, p<0.01), ECEC
(75.7% vs 83.3%, p<0.01) and PP (5.5% vs 8.4%, p=0.01).

The proportion of children exposed to risk associated with
each service ranged from 22.7% to 46.1% (ANC: 41.7%, NHV:
33.5%, ECEC: 22.7%, PP: 46.1%, EYS: 40.0%). A higher
proportion of disadvantaged children had been exposed to risk
related to each service than non-disadvantaged children: ANC
(56.5% vs 36.8%, p<0.01), NHV (40.9% vs 31.0%, p<0.01),
ECEC (26.7% vs 21.4%, p<0.01), PP (59.6% vs 41.5%,
p<0.01) and EYS (43.5% vs 38.8%, p=0.03).

Likewise the distribution of total service use showed that
a lower proportion of disadvantaged children utilised four
services than their advantaged peers (31.9% vs 42.2%, p<0.05)
(figure 1A) and the distribution of cumulative risk showed disad-
vantaged children had higher proportion of exposure to three
risks (23.7% vs 16.8%, p<0.05), four risks (13.4% vs 5.6%,
p<0.05) and five risks (3.7% vs 0.9%, p<0.05) (figure 1B).

Effect of participation in service use and exposure to risk on
reading
Disadvantaged children had lower reading scores than non-dis-
advantaged children (mean=382.78+3.10, 95% CI=376.65to
388.92 vs mean=444.92+1.92, 95% CI=441.13t0 448.70).
When the cumulative service use indicator was examined as a
predictor of reading outcomes, higher total service use scores
were associated with higher reading scores. After adjusting for
covariates, each additional service use was associated with an
increase of 9.16 points on the literacy measure. From the risk
perspective, we found that the overall risk of ANC, NHV and PP
was associated with an average drop of 12.53, 14.38 and 29.23
points, respectively. However, when combining the overall risk
across the five services, there was a similar pattern whereby
higher total cumulative risk was associated with poorer reading
scores (table 2).

We found no evidence that the effect of total service use/cumu-
lative risk on reading outcomes differed depending on whether
the child was disadvantaged or not.
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Figure 1

The interaction terms reflecting ‘total service use X disad-
vantaged status’ and ‘cumulative risk X disadvantaged status’ in
each model had wide CIs overlapping zero (table 3).

DISCUSSION

This study utilised data from the LSAC to estimate the effect
of ‘stacking’ five health and education services (ANC, NHYV,
ECEC, PP and the EYS) on reading at age 8-9 years. Two
different approaches were utilised: direct service use (as a poten-
tial benefit) and exposure to risk (as a proxy for lack of service
access). The indicators across the five services were selected from
an ecological and a life course perspective, thus the total service
use and cumulative risk variable captured a relatively compre-
hensive view of the ecological service context in which children
live and grow. As hypothesised, the results suggest that chil-
dren’s reading scores at year 3 were higher after accessing more
services and when exposed to fewer risks compared with those
with lower service use and higher risks. This pattern of ‘added
benefit’ from access to more services and ‘cumulative risk’ from
exposure to more risks associated with five key early services was

3 risks 4 risks 5 risks

= = Disadvantaged

(A) Participation proportion of total service use. (B) Proportion of exposure to cumulative risk.

similar for disadvantaged and non-disadvantaged children, with
no evidence of differential benefit.

Despite increasing policy and research interest in early child-
hood, this has mostly focused on single interventions or cumula-
tive risk. However, our novel approach evaluates the ‘stacking’
effect of continuity (ANC, ECEC, EYS) and complementarity
(NHYV, PP) of service use. This aligns with findings from two
recent studies, suggesting that combining early intervention
strategies that target child and parent can result in better child
academic outcomes beyond that of using a single intervention
approach alone.?* 2! Combined with current findings, this rein-
forces the importance of both measuring and testing the cumu-
lative benefit of early childhood interventions. Importantly,
research has consistently demonstrated a strong link between
early educational achievement and health throughout the life

We also examined the effect of cumulative risk related to the
five services. This cumulative risk approach has been widely used
in child research to examine the adverse effect of intrapersonal,
interpersonal and environmental risk factors on health and
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Table 2 Linear regression models predicting reading scores at 8-9 years from service use and risk perspectives

Service use

Risk

Services Indicator B (95%ClI)

Indicator B (95%CI)

Antenatal Care Appropriate number of medical  —0.84 (-7.41 t0 5.72)

visits before birth*

Nurse Home Visiting Had maternal and child health 16.33 (9.05 to 23.61)
nurse visit in the last 12 months*
Early Childhood Attended a preschool 14.16 (4.29 to 24.02)

Education and Care programme*

Parenting Programme  Attended a parenting programme  3.27 (~9.06 to 15.59)

in the last 12 months*

Early Years of School ~ Attended a programme of early 0 (omitted)

years of school*

Total service use 9.16 (5.58 t0 12.75)

Inadequate number of medical visits before birtht 1.01 (-5.35 to 7.38)

—39.16 (-47.81 to —30.50)

—12.53 (-18.43 to —6.63)
-17.33(-24.49 10 -10.17)

Maternal smoking during pregnancyt

Overall antenatal care risk$

Did not have maternal and child health nurse visit in the
last 12 monthst

Overall nurse home visiting risk+ -14.38 (-21.63 to —7.14)

Few weekly hours at day caret 0.09 (-10.51 to 10.69)

—14.58 (-24.98 to —4.18)
-9.01 (-18.31 t0 0.28)
1.29 (-7.90 to 10.48)

—7.01 (-15.90 to 1.89)
-4.18 (-16.28 t0 7.91)

Did not attend a preschool programmet
Inadequate material resources at centret
Inadequate space resources at centret

Overall early childhood education and care risk+

Did not attend a parenting programme in the last 12
monthst

—16.90 (-24.76 to —9.05)

-23.58 (-31.27 to —15.89)
—27.48 (-35.97 to —18.98)
—-29.23 (-36.03 to —22.44)

—4.11 (-12.58 to 4.36)

Parenting behaviours—high hostilityt

Parenting behaviours—low spontaneous praiset
Parenting behaviours—low consistencyt

Overall parenting programme risk$

Low quality of work environmentt

—11.84 (-19.66 to —4.01)

—6.25 (—13.24 10 0.74)
-14.03 (-16.61 to —11.44)

Low communication between teacher with parentt

Overall early years of school risk+
Cumulative risk

All models were run separately, adjusting for child sex, whether child had repeated a grade, child's age in months at National Assessment Program—Literacy and Numeracy (NAPLAN)

testing.

*Adjusted for all other four interventions’ service use.

tAdjusted for all other intervention variables within each intervention.
+Adjusted for all other four interventions’ overall risk.

development outcomes.”> However, few studies have specifically
examined the cumulative effect of lack of access to early years
services, that is, cumulative ‘missing out’. It is clear from single

Table 3 Linear regression models predicting reading scores at 8—9
years from service use and risk perspectives (including interaction
terms)

Reading scores at 8-9 years

B (95%Cl)

Predictor

Model 1: Service use
12.89 (7.11 to 18.66)
—54.01 (-71.80 to —36.23)
3.18 (2.50 to 3.87)

(
—67.27 (-96.77 to —37.77)
4.62 (0.64 t0 8.61)

Child sex (0=male, 1=female)
Repeated grade (0=no, 1=yes)
Child age (continuous, months)
Disadvantaged status (0=no, 1=yes)

Total service use (ordinal, 1-5, 1=1 service, 5=5
services)

Disadvantaged status x total service use 3.36 (-5.88 to 12.60)

Model 2: Risk
12.48 (6.80 to 18.15)
—49.60 (—67.42 to —31.78)
2.91 (2.23 t0 3.59)
—48.14 (—63.39 to —32.90)
-9.59 (-12.57 to -6.61)
—2.12 (-8.69 to 4.44)

Child sex (0=male, 1=female)

Repeated grade (0=no, 1=yes)

Child age (continuous, months)

Disadvantaged status (0=no, 1=yes)

Cumulative risk (ordinal, 0-5, 0=0risk, 5=5 risks)
Disadvantaged status x cumulative risk

intervention studies and population-based studies that children
who miss out on early education opportunities lag behind their
peers.”” Our data suggest that this effect may be exacerbated if
multiple early opportunities are missed. The results from this
study are consistent with previous findings across early child-
hood research that suggests that higher cumulative risk relates to
poorer developmental and health outcomes.® *’

We found that disadvantaged children were exposed to more
risks with subsequent lower reading scores. Although disadvan-
taged children have a lot to potentially gain from services, we
did not find evidence of an interaction effect of disadvantage
and total service use/cumulative risk on reading. This suggests
that while accessing more services seems to benefit all children,
it does not translate to reducing the academic gap observed
between disadvantaged and advantaged children by differen-
tially benefiting them. Similarly, exposure to more risk factors
does not appear to be more detrimental on reading outcomes for
disadvantaged children.

There are at least two possible explanations for these find-
ings. First, service quality was not examined in respect to the
variable ‘service use’, it was simply a measure of access (yes
or no). Evidence related to single interventions/early years
services and their ability to close the inequity gap is variable.
For example, several studies have reported that access to high-
quality ECEC has stronger developmental benefits for children
from disadvantaged backgrounds,’ whereas others have found
no support for this ‘compensatory hypothesis’.*” A possibility
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is that what children are exposed to within a service across
socioeconomic contexts are not the same. Second, only crude
measures of participation were examined in the present study.
All services except ANC were measured by parent report as a
binary response (yes or no). Important factors such as dose and
duration,® ** not measured here, may differ between the service
experiences of disadvantaged and non-disadvantaged children.
Thus, we were unable to test whether there was a differential
benefit for disadvantaged children when exposed to the same
services as advantaged peers, an important avenue for further
research. Data related to ANC, ECEC and NHYV in particular
show that participation at a certain dose is important to see the
benefits!® and/or reduce risks.*” However, studies have shown
that the availability and quality of early childhood services vary
as a function of socioeconomic status often to the detriment of
communities with higher levels of disadvantaged.* Indeed, our
analyses show that families from disadvantaged backgrounds
access fewer services than children from more advantaged back-
grounds, consistent with other national data sets (eg, ANC*).
Understanding the reasons for poor or non-participation, partic-
ularly for disadvantaged families, is critical if communities and
governments are to provide targeted, locally driven solutions,
even to universal services. Important, since research shows that
inequities in health and education often affect the same individ-
uals and communities.*

The richness of data available across multiple early years
services (ie, both access and risk variables) as well as the size
and representativeness of the study sample enabled us to delve
deeply into population variables that very few studies are able
to accomplish. Nevertheless, there are a number of limitations
that should be considered in the interpretation of these find-
ings. First, as with any longitudinal study of this duration, there
has been gradual attrition of the LSAC sample and this was
greatest for the most disadvantaged children. We used multiple
imputation to reduce (but cannot eliminate) the potential for
selection bias arising from missing data.”® *® Second, this is not
a purpose-designed study and has not assessed the efficacy of
‘stacking’ interventions by randomised controlled trial, which
nonetheless would likely be infeasible. Measurement of indica-
tors across the five services is only approximate and the indi-
cators do not allow analysis of other important factors such as
quality and participation. The index of total service use/cumula-
tive risk is additive based on an equal weight for each indicator;
it is possible that services/risk factors differentially contribute to
benefit/risk to reading.*” Fourth, our research question focuses
on cumulative benefit and risk, for which the relatively blunt
service indicators are sufficient, but precludes in depth analysis
of the relative merits of each intervention. It was beyond the
scope of the current study to differentiate the relative impact of
individual services, which may not be contributing equally to the
overall picture, an interesting avenue for future research. Finally,
it is not possible to determine causality from this data alone. For
example, service attenders and non-attenders may be systemati-
cally different on other factors (eg, attitudes and beliefs) that in
turn explains the association with children’s reading.*®

While previously intuitive, the finding that exposure to five
early childhood services (mainly already existing) is related to
better reading at age 8 years compared with access to fewer
services could have an important policy and practice contri-
bution. If future research also supports our premise that risks
and benefits accumulate and disproportionately impact chil-
dren/families living in disadvantage, there are opportunities
to make a difference to the ongoing health and educational
inequities for Australia’s children. In particular, our data draw

attention to the low participation rates for disadvantaged chil-
dren even in universal services, suggesting governments and
local communities need to better understand the barriers and
implement effective solutions. Importantly, the five early years
services examined here are typically already available in almost
all Australian communities (and a version of these services
is also available in many international contexts, particularly
high-income countries), suggesting a ready-made opportunity
for policy makers to consolidate on how these services/inter-
ventions are delivered and accessed. These data hold promise
for approaches capitalising on system-wide and place-based
initiatives that are potentially fertile ground for ‘stacking’ and
testing evidence-based early health and education services/inter-
ventions. Similarly, place-based initiatives could also provide
opportunities to explore the value of stacking with customised
variables, including quality and participation dose and duration
factors. We have used existing observational data to gain prelim-
inary insights into potential impacts of stacking interventions
on child development, strengthened by the temporal separation
of exposures and outcomes. While a causal impact is plausible,
further evidence will help to strengthen this interpretation. For
example, methods based on a counterfactual framework such
as propensity score matching® and causal mediation analysis®®
could be used to further explore the associations observed here.
Triangulation with strands of different types of evidence, such as
from RCT, will even further help to unpick causality.

CONCLUSION

Our study suggests that ‘stacking’ early years services that are
continuous across the early years, evidence-based and include
programme that are targeted to the most disadvantaged (comple-
mentarity of service) hold promise for maximising the impact
on child educational attainment, important for health outcomes
over the life course. Although ‘stacking’ these services failed
to reduce the inequity gap between the least and most disad-
vantaged, this may be due to inadequate data on quality and
participation dose and duration. Of concern is the finding that

What is already known on this subject

» Educational attainment is a social determinant of health and
accumulates advantageously across the life course. Indeed,
intervening early in children’s lives lays the foundation for
healthy development over the life course and is often the
most cost-effective approach. Considered in isolation, a
number of early childhood interventions have been found to
be effective, but not sufficient to substantially close the gap
in academic outcomes for disadvantaged children.

What this study adds

» This study demonstrates the potential that five early
childhood interventions have a cumulative effect on
reading skills by school entry. This suggests that researchers
and policy makers should consider the potential value of
purposefully ‘stacking’ through evidence-based health
and education service delivery platforms for cumulative
positive exposure over the early childhood years. Reducing
educational and developmental inequities will likely influence
health across the life course.
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Policy implications

» Exposure to five evidence-based (and mainly already existing)
early childhood services is related to better reading at age 8
years compared with access to fewer services.

» The five evidence-based services examined here are typically
already available in almost all Australian communities
(and a version of these services is also available in many
international contexts, particularly high-income countries),
suggesting a ready-made opportunity for policy makers to
consolidate on how these services/interventions are delivered
and accessed.

» These data hold promise for approaches capitalising on
system-wide and place-based initiatives that are potentially
fertile ground for ‘stacking’ and testing evidence-based early
health and education services/interventions.

disadvantaged children attend fewer services than their advan-
taged peers. ‘Place-based approaches’ to community health and
education are increasingly popular and signal a potential avenue
for considering how systems might better stack interventions
and test the impact of quality and participation dose across the
early years of childhood.
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RESTACKING THE 0DDS

Restacking the Odds (RSTO) is a project that seeks to reduce inequity by ensuring that children and families can
and do access a combination of high-quality, evidence-informed stacked services where and when they need
them. By focusing on the early years and enabling services to better meet the needs of children and families,
RSTO helps to create the conditions that enable all children to thrive.

BETTER EVIDENGE, STRONGER PRACTICE

RSTO's unique approach uses evidence to focus on HOW to work differently to improve outcomes for children,
families and communities. It aims to develop the skills and knowledge of service providers and community-
based early years initiatives for collecting, understanding and using evidence-based lead indicators to enable
them to answer key questions including:

« Quantity: Are sufficient services available?
* Quality: Are we delivering high-quality services?
+ Participation: Who is accessing our services?

Service providers, community initiatives and government policymakers can then use this information to identify
approaches for addressing key service gaps for more effective and equitable service delivery.

RSTO FOCUSES ON FIVE KEY EARLY CHILDHOOD SERVICES

Antenatal care Early childhood Early years of school
education and care (years P-3)

Q.0

Sustained nurse Targeted parenting
home visiting programs

There is no single solution to the complex challenges faced by many children, families and communities.
Improving children’s health, development and wellbeing requires combining or ‘stacking’ multiple effective
evidence-based strategies across the early years (0-8 years) and implementing them concurrently and
continuously.

Restacking the Odds - Indicator Guide | January 2023 1



RSTO focuses on participation in five services to boost children’s health development and wellbeing: antenatal
care, sustained nurse home visiting, early childhood education and care, targeted parenting programs and the
early years of school. Together these five services:

contribute to improved early childhood outcomes
focus on children AND parents

run throughout childhood

are available in many Australian communities

can be targeted to those with the greatest needs.

This guide provides evidence-based lead indicators for five key early childhood services: antenatal care, nurse
home visiting, early childhood education and care, parenting programs and the early years of school (P-3). It is
designed for use by:

local community organisations

government staff e.g. funders of services across the early years and policy advisors
service providers

measurement and evaluation specialists

researchers.

The framework of lead indicators can be used to:

better measure service performance and enable more effective and efficient services (and avoid wasting
time, money and effort on approaches that fail to deliver results)

better respond to the needs of children and families in their community, especially those experiencing
vulnerability and disadvantage

learn and share with others striving to improve children’s outcomes

capture evidence for insights, innovation and advocacy.

The term ‘priority groups’ is used throughout the guide to identify populations who may experience greater
susceptibility to adverse health or learning outcomes as a result of structural inequities. Priority groups
include: pregnant women under 18 years of age, refugees or asylum seeker populations, disability populations,
Aboriginal and Torres Strait Islander populations, Health Care Card holders, children in out-of-home care, and
culturally and linguistically diverse (CALD) populations.



Lead indicators are provided for 5 services: antenatal care, sustained nurse home visiting, early childhood
education and care, targeted parenting programs and the early years of school.

Indicators that measure quality, quantity and participation are provided for each service (with the exception of
the early years of school as participation and quantity for this service are stipulated by legislation).

Indicator tables are colour coded to reflect different types of indicators.
Quality indicators are in orange tables.
Participation indicators are in blue tables.
Quantity indicators are in orange and white tables

A description is supplied for each indicator including why it is important and how it is calculated. A glossary is
provided for each service area.

Where an indicator has a national or state-based benchmark this is identified this using the following symbols:
Indicator has a measure that enables national comparison
B ndicator has a measure that enables Victorian comparison

Indicator has a measure that enables NSW comparison

Overtime we intend to collect and add in other state benchmarks.

For more information about Restacking the Odds visit: www.rch.org.au/ccch/Restacking_the_Odds


https://www.rch.org.au/ccch/Restacking_the_Odds/

Lead indicators provide information essential to knowing whether you are on track to achieve your desired
goals/outcomes. They allow service providers and other stakeholders to regularly assess performance and
progress, and course correct when required. They reveal what families and children are experiencing, and allow
service providers, government (local, state, federal) and communities to learn and adjust regularly, rather than

waiting for years to see outcomes.

Outcome indicators provide information about whether you have achieved your expected goals.

Table 1 provides an example of a RSTO lead indicator in each of the 5 services, the potential action that could be
taken to improve the performance of that indicator and the relevant outcome indicator.

Antenatal care

Sustained
nurse home
visiting

Early childhood
education and
care

Parenting
programs

Early years of
school

% Of pregnant women who
smoke who are referred to an
evidence-based stop smoking
service

% of antenatal and early post-
partum visits where education
/support on breastfeeding is
offered

% of all children attending
ECEC for 15 hours or more per
week for the two years before
starting formal school

Number of places available
in supported parenting
programs led by qualified
facilitators, relative to the
target population

% of P-3 classroom teachers
that provide parents with
strategies to use when reading
with children at home

Implement a systematic
process to ensure all
pregnant women who
smoke are referred to
an evidence-based stop
smoking service

Ensure program guidelines
require nurses to provide
early education and
support, ideally before
birth

Overcome barriers to
low participation rates
e.g. reach out to CALD
populations

Provide adequate training
to facilitators of parenting
programs

Ensure teachers are
provided with appropriate
reading and learning packs
to use at home

% of pregnant women who
smoke

% of women who breastfeed

Proportion of children

at school entry who are
developmentally on track
in health, learning and
psychosocial wellbeing

% of children with behavioural
issues

% of children at expected level
in reading (NAPLAN)

The RSTO indicators define how the service strategies should be delivered across three dimensions:

this refers to the physical access to local services in sufficient quantity. Quantity indicators help
to determine the amount of resource and infrastructure needed to deliver the service for a given population at
the right quality and dose.



services or programs with ‘quality’ are those where delivery aligns to the desired outcomes
in the evidence-base. High quality is needed to deliver benefits for children - especially for children from
priority groups who are likely to benefit most. The way they are delivered, and by whom, are key determinants
of quality.

refers to both who uses the service and how much (dosage). Children and families need to
attend at the right dosage levels for benefits to be realised. Research shows children and families experiencing
disadvantage or adversity are more likely to miss out.

The indicators were developed based on a comprehensive review of best practice via systematic literature
reviews and targeted literature scans for relevant strategies. These indicators were then assessed and refined
in consultation with experts in each area. Indicators were subsequently tested in 7 communities to determine
which were pragmatic to collect, resonated with communities, and provided robust measures to stimulate
service provider, community and government action.



Quiality care during pregnancy monitors and supports the health and wellbeing of mothers and babies. This
section includes a glossary of terms and:

« 21 universal quality indicators

* 3 hypertensive disorder quality indicators

+ 2 mental health quality indicators

+ 3diabetes quality indicators

+ 2 participation indicators

+ 5 quantity indicators.

QUALITY INDICATORS | Universal

QL1

% of pregnant women with
continuity of care from a
named midwife

QL2

% of pregnant women who
have a complete record of the
minimum set of routine test
results available

QL3

% of pregnant women who
have their blood pressure
recorded at all routine
appointments

QL4

% of pregnant women
whose BMI is calculated and
recorded

QL5

% of pregnant women whose
smoking status is recorded

Women who experience continuity
of care led by a midwife experience
better outcomes.

Screening and assessment for
maternal health issues are important
for mother and baby health.

Measuring blood pressure is used to
identify existing high blood pressure
and hypertension. Hypertension can
lead to poor infant outcomes (e.g. low
birth weight, preterm birth).

A low BMI during pregnancy
increases the risk of having a low
birth weight baby and/or preterm
birth.

A high BMI during pregnancy
increases the risk of baby being
born preterm and/or low birth
weight, gestational diabetes and
hypertensive disorders, congenital
anomalies and neural tube defects.

Smoking in pregnancy increases the
risk of ectopic pregnancy, preterm
birth, miscarriage, reduced birth
weight, small-for-gestational-age
baby, stillbirth, fetal and infant
mortality and sudden infant death
syndrome.

Numerator: Pregnant women who attended
80% or more appointments with the same
named midwife

Denominator: All pregnant women who
attended 5 or more appointments

Numerator: pregnant women who have all
‘minimum set’ routine test results available

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women who have
their blood pressure recorded at all routine
appointments

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women with BMI
calculated and recorded

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women asked
about their tobacco use, with the answer
documented

Denominator: Pregnant women
who attended one or more antenatal
appointments



QUALITY INDICATORS | Universal

QL6

% of pregnant women whose
alcohol use is recorded

QL7

% of pregnant women whose
risk for family violence is
recorded

QL8

% of pregnant women whose
mental health history is
recorded

QL9

% of pregnant women with a
mental health screen

QL 10

% of pregnant women who
have their risk factor for pre-
eclampsia recorded at their
booking appointment

QLM

% of pregnant women who
have a recorded measure of
symphysis fundal height at all
routine appointments after
24 weeks 0 days gestation

Alcohol in pregnancy increases the
risk of miscarriage, stillbirth, preterm
birth and fetal alcohol spectrum
disorder.

Violence poses serious health risks
to pregnant women and babies.
Women exposed to violence during
pregnancy are at risk of miscarriage,
preterm birth, having a low birth
weight baby, and are more likely to
develop depression in the postnatal
period.

Mental health conditions, particularly
in their more severe form are often
associated with impaired functioning
e.g. awoman'’s ability to care for her
infant and the formation of secure
infant attachment, which may in turn
be associated with poorer outcomes
in the child.

Pregnant women are more
vulnerable to depression and

anxiety or worsening of symptomes.
Unmanaged mental health issues can
result in adverse outcomes such as
miscarriage, preterm birth and small-
for-gestational-age baby.

Pre-eclampsia can lead to fetal loss,
preterm labour, low birth weight,
perinatal death and gestational
diabetes.

Allows detection of small-for-
gestational age fetus monitor for
slow or static growth.

Numerator: Pregnant women asked
about their alcohol use, with the answer
documented

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women asked
about family violence, with the answer
documented

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women whose
mental health history is recorded

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women with a
complete mental health screen

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women who have
their risk factor for pre-eclampsia recorded
at their booking appointment

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women who
information available that risk factor for pre-
eclampsia can be calculated

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women who have
symphysis fundal height recorded at all
routine appointments after 24 weeks 0 days
gestation (inclusive)

Denominator: Pregnant women who
attended one or more antenatal care
appointments after 24 weeks 0 days
gestation



QUALITY INDICATORS | Universal

QL 12

% of pregnant women
who complete testing for
gestational diabetes at 24
weeks 0 days to 28 weeks
6 days and have their
test results available and
acknowledged

QL 13

% of pregnant women
who have a recorded fetal
presentation at 30 weeks
gestation

QL 14

% of pregnant women with a
BMI 30 kg/m2 or > who are
referred for personalised
advice from a trained person
on healthy eating and physical
activity

QL 15

% of pregnant women who
smoke who are referred to an
evidence-based stop smoking
service

QL 16

% of pregnant women who
received genetic screenings
before 13 weeks 6 days and
have results available and
acknowledged

QL 17

% of pregnant women who
complete an ultrasound
between 18 weeks 0 days and
20 weeks 6 days and have
their results available and
acknowledged

QL 18

% of pregnant women

with confirmed breech
presentation after 37 weeks
0 days gestation who are
offered and eligible for
external cephalic version

Women with gestational diabetes
have a higher risk of induced labour
and are more likely to have a preterm
birth, high birth weight, caesarean
birth, hypertension and longer
hospital stay than women without
diabetes, and their babies are at risk
of poorer outcomes.

Fetal presentation after 30 weeks will
influence birth plan, measuring pre-
labour allows for interventions that
promote vaginal birth.

Personalised advice on healthy
eating and physical activity may

be effective in improving women'’s
eating behaviours and may prevent
excessive weight gain. This may
reduce risk of gestational diabetes,
hypertensive disorders, and fetal
growth.

Smoking cessation interventions
reduce smoking rates in pregnant
women which in turn may reduce the
incidences of low birth weight and
preterm births.

Allows diagnosis of genetic/
chromosomal anomalies.

Allows diagnosis of structural
anomalies. Sensitivity in detecting
structural anomalies increases after
18 weeks gestation. Detection of
structural anomalies before 20 weeks
gestation gives women the choice of
terminating the pregnancy (where
this is permitted under jurisdictional
legislation).

Turning the baby (e.g. using external
cephalic version [ECV]) reduces the
number of babies who are breech at
term, thereby improving the chance
of a vaginal birth.

Numerator: Pregnant women who
complete testing between 24 weeks 0 days
to 28 weeks 6 days with results available and
acknowledged

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women who have
fetal presentation during 30 weeks gestation
recorded at their appointment

Denominator: Pregnant women who
attended one or more antenatal care
appointment after 30 weeks 0 days
gestation

Numerator: Pregnant women with a BMI 30
kg/m2 or > referred for personalised advice

from a trained person on healthy eating and
physical activity

Denominator: pregnant women with a BMI
30 kg/m2 or > (incudes those whose BMI is

not calculated - as per QI 5 but have height
and weight available for calculation)

Numerator: Pregnant women who smoke
(>1, <1, or spontaneous) referred to an
evidence-based stop smoking service

Denominator: Pregnant women who have
their smoking status recorded

Numerator: Pregnant women who
received genetic screenings before 13
weeks 6 days and have results available and
acknowledged

Denominator: Pregnant women who have
their smoking status recorded

Numerator: Pregnant women who
complete an ultrasound between 18 weeks
0 days and 20 weeks 6 days, and have their
results available and acknowledge

Denominator: All pregnant women

Numerator: Pregnant women with
confirmed breech presentation after 37
weeks 0 days gestation (inclusive) who are
offered and eligible for External Cephalic
Version

Denominator: All pregnant women
diagnosed with breech presentation
(diagnosis at or after 37 weeks 0 days)



QUALITY INDICATORS | Universal

QL 19

% of pregnant women
attending a 40 week
appointment who are offered
a vaginal examination for
membrane sweeping

QL 20

% of pregnant women
attending a 41 week
appointment who are offered
a vaginal examination for
membrane sweeping

QL 21

% of pregnant women
provided with verbal and
written information regarding
normal fetal movements
during the antenatal period.

Membrane sweeping may be of
benefit in preventing prolonged
pregnancy, particularly in first
pregnancies.

Membrane sweeping may be of
benefit in preventing prolonged
pregnancy, particularly in first
pregnancies.

Decreased fetal movement indicates
risk of adverse outcomes including:
intrauterine growth restriction, fetal
death or preterm birth. Antenatal
education about fetal movement has
been shown to reduce the time from
maternal perception of decreased
fetal movements to help-seeking
behaviour.

QUALITY INDICATORS | Hypertensive disorders

HT 1

% of pregnant women
identified at risk of pre-
eclampsia who are advised to
take low-dose aspirin daily

HT 2

% of pregnant women with
diagnosed hypertension who
receive escalation of care

HT 3

% of pregnant women
diagnosed with pre-eclampsia
have attended obstetrician
appointment/s

Aspirin consumption reduces risk of
pre-eclampsia in at-risk women and
is likely to reduce intrauterine growth
restriction by about 10%.

Women with chronic hypertension
are at greater risk of pregnancy
complications such as: placental
abruption, super imposed pre-
eclampsia, fetal loss, preterm labour,
low birth weight, perinatal death, or
gestational diabetes.

Obstetricians have specialised
training in antenatal care, labour care
and postnatal care. They are trained
in high-risk pregnancy and birthing
and can perform caesarean sections.
They can prescribe and monitor
medication interventions.

Numerator: Pregnant women who
attended a 40 week appointment offered
a vaginal examination for membrane
sweeping

Denominator: Pregnant women who
attend a 40 week appointment

Numerator: Pregnant women who
attended a 41 week appointment offered
a vaginal examination for membrane
sweeping

Denominator: Pregnant women who
attend a 41 week appointment

Numerator: Pregnant women provided
with verbal and written information
regarding normal fetal movements

Denominator: Pregnant women
who attended one or more antenatal
appointments

Numerator: Pregnant women with
increased risk of pre-eclampsia, advised to
take low-dose aspirin daily

Denominator: All pregnant women with
increased risk of pre-eclampsia

Numerator: Pregnant women with
diagnosed hypertension who receive
escalation of care (any of: treatment
[medication], admission, increased
frequency of: BP monitoring, proteinuria
monitoring)

Denominator: Pregnant women diagnosed
with hypertension

Numerator: Pregnant women diagnosed
with pre-eclampsia have attended
obstetrician appointment/s

Denominator: Pregnant women diagnosed
with pre-eclampsia



QUALITY INDICATORS | Mental health

MH 1

% of pregnant women
identified at risk of mental
health issues who have a
documented mental health
plan

MH 2

% of pregnant women
referred to a mental health
professional who are followed
up by an ANC provider

QUALITY INDICATOR | Diabetes

DM 1

% of pregnant women
identified at risk of gestational
diabetes at the booking
appointment who receive
testing for gestational
diabetes and have their

test results available and
acknowledged

DM 2

% of pregnant women with
pre-existing diabetes who
are seen by members of the
diabetes team within 1 week
of their triage

DM 3

% of pregnant women with
pre-existing diabetes who
have their HbA1c results
available and acknowledged

Pregnant women are more
vulnerable to depression and

anxiety or worsening of symptoms.
Unmanaged mental health issues can
result in adverse outcomes such as
miscarriage, preterm birth and small-
for-gestational-age baby.

PW are more likely to engage in
mental health services if they are
supported through the process
through follow up by an antenatal
care provider e.g. gentle reminder,
encouragement, reassurance.

Women with gestational diabetes
have a higher risk of induced labour,
preterm birth, high birth weight,
caesarean birth, hypertension and
longer hospital stay than women
without diabetes. Their babies are
more likely to require special care
nursery/neonatal intensive care
admission.

Women with pre-existing diabetes
are more likely to have preterm
birth, induced labour, caesarean
birth, hypertension and longer
hospital stay than women without
pre-existing diabetes. Their babies
have higher rates of stillbirth, high
birth weight, low Apgar score and
admission to special care nursery/
neonatal intensive care unit.

Early treatment of women with
abnormal HbA1c is associated with a
reduced risk of pre-eclampsia.

Numerator: Pregnant women identified
at risk of mental health issues with a
documented mental health plan

Denominator: Pregnant women identified
at risk of mental health

Numerator: Pregnant women referred
to a mental health professional who are
followed up by an antenatal care provider

Denominator: Pregnant women referred to
a mental health professional

Numerator: Pregnant women identified at
risk of gestational diabetes, at the booking
appointment who receive testing for
gestational diabetes, and have their test
results available and acknowledged

Denominator: All pregnant women
identified at risk of gestational diabetes

Numerator: Pregnant women who are seen
by members of the diabetes team within 1
week of triage

Denominator: Pregnant women who are
seen by members of the diabetes team

Numerator: Pregnant women with pre-
existing diabetes who have their HbA1c
results available and acknowledged

Denominator: Pregnant women with pre-
existing diabetes



PARTICIPATION INDICATORS

P1a

% of pregnant women who
attend a booking appointment
within the first trimester

P1b

% of pregnant women
recognised in a priority
group who attend a booking
appointment within the first
trimester

P2a

% of pregnant women

who attend at least the
recommended number of
antenatal care appointments
- 10 for 1st pregnancy, 7 for
subsequent pregnancies

P2b

% of pregnant women
recognised in a priority group
who attend at least the
recommended number of
antenatal care appointments
- 10 for 1st pregnancy, 7 for
subsequent pregnancies

QUANTITY INDICATORS

QN1

Number of antenatal care
facilities per 10,000 women of
child-bearing age

QN2

Number of maternity beds per
1000 pregnant women

QN3

Number of practicing general
practitioners per 10,000
women of child-bearing age

Women attending antenatal care
in the first trimester of pregnancy
have lower maternal and perinatal
mortality than women who attend
late or not at all.

Pregnant women recognised in a
priority group are at risk of poor
maternal and perinatal outcomes.
They are also more likely to

have complex health needs and
face multiple barriers accessing
pregnancy care and navigating the
healthcare system.

Pregnant women experiencing
their first pregnancy may require
additional education and support
e.g. what to expect at each stage of
pregnancy.

There is some evidence that perinatal
mortality may be increased with
reduced visits in some vulnerable
pregnant women.

Pregnant women experiencing
their first pregnancy may require
additional education and support
e.g. what to expect at each stage of
pregnancy.

To ensure adequate health
infrastructure to cater for all
pregnant women in a community.

To ensure an adequate number
of maternity beds to cater for all
pregnant women in a community.

To ensure an adequate number of
general practitioners to cater for all
pregnant women in a community.

Numerator: Pregnant women who attend
their booking appointment within 12 weeks
0 days gestation

Denominator: All pregnant women

Numerator: Pregnant women recognised in
a priority group who attend their booking
appointment within 12 weeks 0 days
gestation

Denominator: Pregnant women
experiencing vulnerability

Numerator: Pregnant women who
attend at least the minimum number of
recommended appointments

Denominator: Pregnant women recognised
in priority group

Numerator: Pregnant women recognised
in a priority group who attend at least
the minimum number of recommended
appointments

Denominator: Pregnant women recognised
in priority group

Numerator: Number of child-bearing
women (18-49 years) in the community

Denominator: Number of antenatal care
facilities in the community

Numerator: Number of maternity beds in
the community

Denominator: Number of 1,000 pregnant
women

Numerator: Number of full time GPs
actively registered and employed in the
community

Denominator: Number of child-bearing
women (18-49) in the community



QUANTITY INDICATORS

QN4

Number of registered
midwives working in the
antenatal care facilities per
10,000 women of child-
bearing potential

QNS

Number of OB/GYNs working
in the antenatal care facility

To ensure an adequate number of
general practitioners to cater for all
pregnant women in a community.

To ensure an adequate number
of obstetricians/gynaecologists to
cater for all pregnant women in a
community.

Numerator: Number of full time Midwives
actively registered and employed in the
community

Denominator: Number of child-bearing
women (18-49) in the community

Numerator: Number of full time OB/GYNs
actively registered and employed in the
community

Denominator: Number of full time OB/

per 10,000 women of child-
bearing potential

GYNs actively registered and employed in
the community

Maternal health screening and assessment

Blood group and rhesus D status

Haemoglobin

Haemoglobinopathies screen

Hepatitis B virus screen

Hepatitis C virus screen

HIV test

Midstream specimens of urine for
asymptomatic bacteriuria

Red-cell alloantibodies

Identifies women who are Rhesus-incompatible or ABO-incompatible and who
require Anti-D to avoid anaemia or severe jaundice in the fetus.

Undertaken at booking appointment and 28 weeks. Identifies iron-deficient
women. Early supplementation avoids adverse outcomes such as preterm
birth.

Undertaken at booking appointment. Identifies the presence of sickle cell
disease, beta thalassaemia, anaemia, microcytosis, abnormalities in the pre
symptomatic phase. Presence of which influences treatments, procedures and
fetus health.

Undertaken at booking appointment. Identifies women with the virus so that
they can be given antiviral medication to minimise the risk of transmission to
the fetus and vaccination of the baby after birth.

Undertaken at booking appointment. Identifies women with the hepatitis
Cvirus who have an increased risk of preterm birth. Second, pregnancy
treatment and interventions that increase mother-to-fetus transmission can
be avoided.

Undertaken at booking appointment. Identifies women with the virus so that
they can be given antiviral medication to minimise the risk of transmission to
the fetus.

Undertaken at booking appointment. Identifies women who have a urine
infection - if present and untreated during pregnancy it can progress to kidney
infection.

Undertaken at booking appointment and 28 weeks. Screens for antibodies
in the mother’s blood that might cross the placenta and attack the fetus' red
blood cells, this causes hemolytic disease of the newborn. Early detection
allows treatment and prevention of adverse outcomes.



Rubella susceptibility screen

Syphilis screen

Urine test for proteinuria

At risk of gestational diabetes

Body mass index

CALD

Confirmed breech presentation
Continuity of care from a named
midwife

Documented mental health plan

Family violence

Provided with verbal and written
information regarding normal
foetal movements during the
antenatal period.

“...recorded fetal presentation.”

Referred to a mental health
professional who are followed up
by ANC provider

Undertaken at booking appointment. Maternal rubella infection can result
in spontaneous miscarriage, fetal infection (causing eye, hearing or hear
problems), stillbirth, or fetal growth restriction. There is no treatment to
prevent or reduce mother-to-child transmission of rubella once infection
has been detected in pregnancy. Rubella vaccination is contraindicated in
pregnancy, however if the mother is non-immune then vaccination can be
delivered post birth to reduce risk in future pregnancies.

Undertaken at booking appointment. Identifies infected women so that

they can be treated and so that transmission to babies can be prevented. In
pregnancy, syphilis can result in spontaneous miscarriage or stillbirth or cause
congenital syphilis infection.

Undertaken at booking appointment. Proteinuria in the first trimester (0-12
weeks) may suggest kidney disease or urinary tract infection. After 20 weeks
pregnancy, proteinuria is associated with pre-eclampsia.

Women with any 1 of these risk factors should be offered testing for
gestational diabetes.

body mass index above 30 kg/m2

previous macrosomic baby weighing 4.5 kg or above
previous gestational diabetes

family history of diabetes (first-degree relative with diabetes)

minority ethnic family origin with a high prevalence of diabetes.
Calculated as: weight (kg)/height (m2).

Culturally and linguistically diverse. CALD communities are those with diverse
languages, nationalities and ethnic backgrounds.

Recorded that the women is a breech presentation in the medical chart.

This is when a named registered midwife is responsible for providing all or
most (=80%) of a woman's antenatal and postnatal care and coordinating their
care should they not be available.

Documented indicates the plan was recorded in chart that appropriate
referrals were made.

Any incident or pattern of incidents of controlling, coercive or threatening
behaviour, violence or abuse between those aged 16 or over who are, or
have been, intimate partners or family members. This includes psychological,
physical, sexual, financial and emotional abuse.

Requires documentation of verbal correspondence accompanied by written
information (e.g. brochure).

This information should include a description of the changing patterns of
movement as the fetus develops, normal wake/sleep cycles and factors that
may modify the mother’s perception of fetal movements.

This means that fetal presentation (which specifies which anatomical part
of the fetus is leading, that is, is closest to the pelvic inlet of the birth canal
(cephalic, breech, or shoulder presentation)) should be documented in the
medical chart.

In cases where it was recorded in the medical chart that the woman was
referred to a mental health professional, the researcher checked whether
there was follow-up by an antenatal care provider. This is some form of
documentation by the antenatal care provider where they stated that they
followed up with the patient to confirm that they received an appointment
and/or went to the appointment with the mental health professional.


https://en.wikipedia.org/wiki/Human_anatomy
https://en.wikipedia.org/wiki/Human_pelvis
https://en.wikipedia.org/wiki/Cephalic_presentation
https://en.wikipedia.org/wiki/Breech_presentation
https://en.wikipedia.org/wiki/Shoulder_presentation

“...referred for personalised advice
from an evidence-based stop
smoking service”

Risk factors for pre-eclampsia

Testing for gestational diabetes

“...test results available and
acknowledged....”

Triage

Priority groups

This means that there is a referral letter for smoking cessation included in the
medical chart, or there is some documentation in the medical chart to say,
“referred to smoking cessation”.

Women are at an increased risk of pre-eclampsia if they have one high risk
factor or more than one moderate risk factor for pre-eclampsia. High risk
factors include hypertensive disease in a previous pregnancy, chronic kidney
disease, autoimmune disease, type 1 or type 2 diabetes, chronic hypertension.
Moderate risk factors include first pregnancy, age 40 years or older, pregnancy
interval of more than 10 years, body mass index (BMI) of 35 kg/m2 or more at
first visit, family history of pre-eclampsia, or multiple pregnancy.

Use the 2-hour 75 g oral glucose tolerance test (OGTT) to test for gestational
diabetes. Oral glucose tolerance test (OGTT) results must be available and
acknowledged.*

(*refer to definition of “available and acknowledged” above”)

This means that:
a) The test results were included in the patient file

b) If the results were not written/typed into medical records, but the result
slip (e.g. for pathology/genetic screen/ultrasound) was inserted into records
- the pathology slip must have been signed off by the practitioner i.e. it was
acknowledged.

To triage is to decide the order of treatment.

Some populations may experience greater susceptibility to adverse health

or learning outcomes as a result of structural inequities. Priority groups
include: pregnant women experiencing vulnerability, refugees or asylum
seeker populations, disability populations, Aboriginal and Torres Strait Islander
populations, Health Care Card holders, children in out-of-home Care, and
culturally and linguistically diverse (CALD) populations.



Quality sustained nurse home visiting programs help parents to care for their children in supportive home
learning environments. They generally target risk and protective factors related to prenatal health, sensitive

and competent care-giving, and early parental lifecourse outcomes.

Based on the strength of evidence there were seven programs that were ranked as being ‘supported by
evidence’, in that there was consistent evidence of benefit that was generalisable and applicable to the
Australian context. These supported programs include: Nurse Family Partnership, Family Nurse Partnership,
Maternal Early Childhood Sustained Home Visiting, Minding the Baby, Pro Kind, right@home and VoorZorg.

This section includes a glossary of terms and:
« 7 content quality indicators
« 15 process quality indicators
« 11 provider quality indicators
+ 14 participation indicators

* 6 quantity indicators.

QUALITY INDICATORS
QL Sustained nurse home-visiting

- programs improve child and parent
The provision of one of 7 outcomes.

sustained nurse home visiting
(SNHV) that reaches the high-
quality threshold for each of
the three quality domains of
content, process, and nurse-
provider.

QUALITY INDICATORS | Content

QL1 A stimulating home and family
environment contributes to
improving the long-term wellbeing
and academic achievement of
children.

% of visits addressing home
learning (e.g. talking, reading)

QL2 Sustained nurse home-visiting
programs that address parenting

0 - .
Wofvisits addressing issues have been shown to have

parenting skills (e.g. sensitive
and responsive parenting,

behaviour and discipline) parent behaviours and skills, and

maternal outcomes.

QL3 Equip parents with skills that enable

them to independently problem-

% of visits in which problem- <olve

solving skills are taught

benefits for child cognitive outcomes,

Is a quality sustained nurse home visiting
program provided?

Numerator: Number of visits addressing
home-learning environment

Denominator: Number of total visits

Numerator: Number of visits addressing
parenting skills

Denominator: Number of total visits

Numerator: Number of visits in which
problem-solving skills are taught

Denominator: Number of total visits



QUALITY INDICATORS | Content

QL4

% of antenatal & early
post-partum visits where
education/support on
breastfeeding is offered

QL5

% of visits that address the
parent’'s documented goals
and aspirations

QL6

% of parents referred from

a sustained nurse home
visiting (SNHV) program who
are offered program specific
support from evidence-
based programs (e.g. Triple
P; Crib to Cradle; Promoting
First Relationship; Smalltalk;
Learning to Communicate)

QL7

% of parents provided
information about local and
free or low-cost community
engagement opportunities
(e.g. play groups; toy libraries;

pram walking sessions; library

rhyme or story time)

Offering breastfeeding support has
benefits for breastfeeding intention,
initiation and duration.

Patient focused support can benefit
families by fostering long-term
planning specific to their individual
needs and concerns.

Programs that target specific issues
important to families and are
supported by the evidence help
improve outcomes.

Community engagement is
beneficial for establishing supportive
relationships which in turn has
benefits for maternal and child
outcomes.

QUALITY INDICATORS | Process

QL8

% of parents who have
their aspirations and goals
documented

QL9

% of parents with continuity
of care

QL 10

% of parents with progress
against aspirations and goals
documented

Documenting target issues allows the
health care provider to understand
the family’s needs and monitor their
progress.

Continuity of care is beneficial for
parent and child outcomes.

This is important to monitor a
family’s progress and their response
to intervention.

Numerator: Number of antenatal visits and
early post-partum visits less than or equal
to 6 weeks after birth where breastfeeding
support is offered

Denominator: Number of antenatal visits
and early post-partum visits less than or
equal to 6 weeks after birth

Numerator: Number of visits focused
on at least one of the goals or aspirations
identified at the beginning of the service

Denominator: Number of total visits

Numerator: Number of parents referred to
evidence-based programs

Denominator: Number of parents referred
from SNHV program

Numerator: Number of parents provided
information about local and low-cost
community engagement opportunities

Denominator: Number of parents in the
program

Numerator: Number of parents with their
aspirations and goals documented

Denominator: Number of parents in the
program

Numerator: Number of parents with same
nurse for 85%+ of visits

Denominator: Number of parents in the
program with 1+ nurse visit

Numerator: Number of parents with
progress against aspirations or goals
documented

Denominator: Number of parents in the
program



QUALITY INDICATORS | Process

QL 11

% of culturally and
linguistically diverse (CALD)
parents receiving a translated
version of the program/
service and/or support from
an interpreter

QL 12

% of new nurse home-visitors
observed implementing the
program and assessed for
quality

QL 13

% of parents whose smoking
status is recorded in the first
visit

QL 14

% of parents whose mental
health status is recorded in
the first visit

QL15

% of parents whose family
violence status is recorded in
the first visit

QL 16

% of parents whose alcohol
and substance use status is
recorded in the first visit

QL 17

% of parents with a mental
health concerns who are
referred for psychological
intervention

QL 18

% of parents experiencing
domestic violence who are
referred to an evidence-based
support service

QL 19

% of parents with drug or
alcohol problems referred to
an evidence-based support
service

Providing a translator or translated
material increases program
comprehension and inclusivity for
families from non-English speaking
backgrounds.

Nurse home-visitors should undergo
quality assurance audits to ensure
program delivery is optimal.

Smoking is associated with poor
outcomes for mother and child.
Smoking should be recorded so
it can be addressed as part of the
intervention.

Mental health problems can affect
awoman'’s ability to care for her
infant. Women's mental health
status should be recorded so it
can be addressed as part of the
intervention.

Family violence is associated with
poor outcomes for mother and child.
This risk should be recorded so that
it can be addressed as part of the
intervention.

Alcohol and substance misuse can
affect a woman'’s ability to care for
her infant. This behaviour should be
recorded so it can be addressed as
part of the intervention.

Mental health problems can affect a

woman's ability to care for her infant.

A specialised referral should be
offered to identified women.

Family violence is associated with
poor outcomes for mother and child.
A specialised referral should be
offered to identified women.

Alcohol and substance misuse can
affect a woman'’s ability to care for
her infant.

A specialised referral should be
offered to identified women.

Numerator: Number of CALD parents
receiving translated program or having an
interpreter present

Denominator: Number CALD parents in
program

Numerator: Number of new nurse home-
visitors observed implementing program
and assessed for quality

Denominator: Number of new nurse
home-visitors

Numerator: Number of parents whose
smoking status is recorded in the first visit

Denominator: Number of parents in the
program

Numerator: Number of parents whose
mental health status is recorded in the first
visit

Denominator: Number parents in the
program

Numerator: Number of parents whose
family violence risk is recorded between the
2nd-5th visit

Denominator: Number of parents in the
program

Numerator: Number of parents whose
alcohol and substance use is recorded in the
first visit

Denominator: Number parents in the
program

Numerator: Number of parents with
a mental health concerns referred to
psychological intervention

Denominator: Number of parents with a
mental health problem in the program

Numerator: Number of parents
experiencing family violence referred to an
evidence-based support service

Denominator: Number of parents who
experience family violence

Numerator: Number of parents with
alcohol/substance misuse referred to
evidence support service

Denominator: Number of parents with
alcohol/substance misuse problems



QUALITY INDICATORS | Process

QL 20

% of parents experiencing
financial difficulty provided
information about avenues for
assistance

QL 21

% of parents given
opportunity to provide nurse
feedback during program/
service implementation

QL 22

% of parents given
opportunity to provide
confidential program feedback

Financial difficulty can affect the
mother’s ability to care for her infant.
Women experiencing financial
difficulty should be provided with
information about avenues for
assistance.

Feedback and communication enable
individualised program content,
strengthening women'’s self-efficacy
and self-advocacy and increasing
program flexibility and service
implementation development.

Provision of confidential program
feedback is important to ensure
program fidelity (i.e. the degree to
which an intervention or program is
delivered as intended.)

QUALITY INDICATORS | Provider

QL 23

% of parents who rate the
program and nurse-family
relationship highly (average
score >80% on satisfaction
measures) on exit survey
(administered regardless of
completion)

QL 24

% of nurse home-visitors
with specialised child & family
training and at least 2 years
nursing experience

QL 25

% of nurse home-visitors
with program/service specific
training

QL 26

% of nurse home-visitors
provided training which
included role playing exercises

This is important to ensure program
fidelity (i.e. the degree to which an
intervention or program is delivered
as intended) and to monitor the
nurse-family relationship which is
important for successful program
delivery.

An experienced nursing staff has
the skill base for successful program
delivery.

Specialised training provides staff
with an opportunity to update their
skills in accordance with the most up
to date evidence.

Role-play enables parents to
rehearse techniques and strategies
whilst receiving real-time feedback,
improving parent outcomes.

Numerator: Number of parents with
financial difficulties provided info on
assistance avenues

Denominator: Number of parents with
financial difficulty

Numerator: Number of parents with
opportunity to provide nurse feedback
during program

Denominator: Number of parents in the
program

Numerator: Number of parents with the
opportunity to provide confidential program
feedback

Denominator: Number of parents in the
program

Numerator: Number of parents rating
program and nurse-family relationship
highly (avg score >80%)

Denominator: Number of parents taking
exit survey

Numerator: Number of nurse home-
visitors with specialised child & family
training

Denominator: Number of nurse home-
visitors

Numerator: Number of nurse home-
visitors with program/service specific
training

Denominator: Number of nurse home-
visitors

Numerator: Number of nurse home-
visitors provided training including role-play
exercises

Denominator: Number of nurse home-
visitors



QUALITY INDICATORS | Provider

QL 27

% of nurse home-visitors
receiving monthly supervision
including reflection (on
experiences, thoughts, and
feelings about visit) and not
merely administration or case-
management

QL 28

% of nurse home-visitors
who have received Family
Partnership Training or
an equivalent working in
partnership with families
program

QL 29

% of nurse home-visitors who
have undertaken professional
development relevant to their
current work in the past 12
months

QL 30

% of supervisors provided
supervision-specific training

QL 31

% of nurse home-visitors with
caseloads as defined by the
program/service

QL 32

Nurse home visitors have
access to multi-disciplinary
support

QL33

% of nurse home-visitors
provided training in cultural
competence

Monthly reflective supervision is
demonstrated to have positive
effects on several parent outcomes
by affording the staff the ability to be
more effective in supporting family
needs.

Training in Family Partnerships is
demonstrated to have a positive

effect on parent-child interaction, the

child’'s developmental progress and
psychological functioning, resulting
in better life outcomes.

Engaging in professional
development is important for skill
maintenance and ensuring that staff
are up to date with the most recent
research.

Supervision of program providers
with a reflective component is a
key element to effective program
implementation and fidelity.

Caseloads vary among programs.
Adherence to a benchmark set
around 20-30 cases per nurse are
demonstrated to have the largest
positive effect on a range of child/
parent outcomes.

Access to multi-disciplinary

support, particularly from social
care practitioners, increases the
effectiveness of SNHV programs.

Staff cultural competency has been
demonstrated to result in higher
levels of engagement including
reaching some high-risk pregnant
women.

Numerator: Number of nurse home-
visitors receiving monthly supervision
including reflection

Denominator: Number of nurse home-
visitors

Numerator: Number of nurse home-
visitors who received Family Partnerships
Training (or equivalent)

Denominator: Number of nurse home-
visitors

Numerator: Number of nurse home-
visitors who have undertaken relevant PD in
the past 12 months

Denominator: Number of nurse home-
visitors

Numerator: Number of supervisors
provided supervisor-specific training

Denominator: Number of supervisors

Numerator: Number of nurse home-
visitors with caseloads as defined by the
program/service

Denominator: Number of nurse home-
visitors

Numerator: Nurse home visitors have
access to multi-disciplinary support
(practitioners of other professions available
for advice and home visiting, within the
team)

Numerator: Number of nurse home-
visitors provided training in cultural
competence

Denominator: Number of nurse home-
visitors



PARTICIPATION INDICATORS

P

% of parents from priority
groups who attend a high
quality SNHV program

P1

% of parents receiving at least
25 home visits by child age 2
years

P2

% of parents retained in
program until child age 2 years

P3

% of parents receiving at least
15 home visits by child age 1
year

P4

% of parents receiving fewer
visits in the 2nd year than in
the 1st year of being in the
program

P5

% of funded hours delivered

P6

% of parents from priority
groups

P7

% of referred Aboriginal and
Torres Strait Islander parents
accepting a place

P8

% of referred CALD parents
accepting a place

NHV programs that reach and retain
mothers in priority groups are shown
to improve mother and infant health
outcomes and well-being.

Advantages to increased intensity
of SNHV programs during optimal
time-period includes extended
opportunities for rapport building,
and individualising services for
family’s specific needs.

Participant retention indicates
program effectiveness, and has
potential to support the consensus
that programs should start early
(antenatal) and be available to
families until child age 2 years.

Advantages of high intensity home
visits during fist year include assisting
with adjustments to parenting roles
and the intensive demands of early
infant care.

Understanding the impacts of SNHV
program intensity in the first year is

crucial to determining optimal dose

requirements.

Funding levels are seen to impact
on program participation, including
increasing or inhibiting access to
programs.

Understanding demographics allows
for tailoring of services to reach
priority populations and increase
program effectiveness.

Identifying program uptake of key
populations provides evaluation of
program effectiveness and promotes
strategies to increase participation in
programs that will benefit intended
community.

Identifying program uptake of key
populations provides evaluation of
program effectiveness and promotes
strategies to increase participation in
programs that will benefit intended
community

Numerator: Number of parents from
priority groups who attend a high quality
SNHYV program at the right dose (25+ visits
by child age 2 years)

Denominator: Number of parents from
priority groups in the community

Numerator: Number of parents receiving
25+ visits by child age 2 years

Denominator: Number of parents in
program

Numerator: Number of parents retained in
program until child age 2 years

Denominator: Number of parents in the
program

Numerator: Number of parents receiving
15+ visits by child age 1 year

Denominator: Number of parents in the
program

Numerator: Number of parents receiving
fewer visits in the 2nd year than in the 1st
year of being in the program

Denominator: Number of parents in the
program

Numerator: Number of service hours
delivered

Denominator: Number of service hours
funded

Numerator: Number of parents from
priority groups in program

Denominator: Number of parents in
program

Numerator: Number of Aboriginal and
Torres Strait Islander parents accepting a
place

Denominator: Number of Aboriginal and
Torres Strait Islander parents referred

Numerator: Number of CALD parents
accepting a place

Denominator: Number of CALD parents
referred



PARTICIPATION INDICATORS

P9

% of parents who are visited
at home at least twice in the
third trimester.

P10

% of parents visited at least
weekly in the first month
following birth.

P11

% of parents visited at least
fortnightly to child age 3
months.

P12

% of parents from priority
groups who are visited at

home at least twice in the
third trimester.

P13

% of parents from priority
groups who are seen at least
weekly in the first month
following birth.

Higher frequency of home visits in
the third trimester are associated
with positive improvements in
maternal behaviour and health
outcomes for the mother and child.

Intensive weekly home visiting

in the first month following birth

are associated with positive
improvements in maternal behaviour
and health outcomes for the mother
and child.

Continued early home-based
intervention - delivered fortnightly
for the child aged 1-3 months - are
more successful in developing
parent’s self-efficacy and improving
long term child health outcomes.

High frequency home-based
intervention increases accessibly and
likelihood of program participation
for women from priority groups

and is associated with positive
improvements in maternal behaviour
and health outcomes for the mother
and child.

Women from priority groups benefit
from weekly home visiting in the first
month following birth, with increased
intensity being associated with
positive improvements in maternal
behaviour and health outcomes for
the mother and child.

Numerator: Number parents with 2+ visits
in the 3rd trimester

Denominator: Number of parents referred
antenatally

Numerator: Number of parents with at
least 4 visits in the first month after birth

Denominator: Number parents referred
before child age 1 month

Numerator: Number of parents with at
least 8 visits in the first 3 months after birth

Denominator: Number of parents referred
before child age 3 months

Numerator: Number of parents from
priority groups with 2+ visits in third
trimester

Denominator: Number of parents from
priority groups referred antenatally

Numerator: Number parents from priority
groups with weekly visits until child age 1
month

Denominator: Number parents from
priority groups referred by age 1 month



QUANTITY INDICATORS

QN

The number of places offered
in a local community, in high
quality SNHV programs.

QN1

MCH Facility Density: Number
of Maternal and Child Health
(MCH) centres in community
per 1000 births

QN 2

Funded SNHV program hours:
Number per 1000 births

QN3

Maternal and Child Health
Nurse Density: Number per
1000 births

QN4

Social Care Practitioner
Density: Number in SNHV
team per 1000 births

QN5

Community Health Worker
Density: Number in SNHV
team per 1000 births

To ensure adequate health
infrastructure and workforce
capacity for delivery of a nurse
home-visiting program.

To ensure adequate health
infrastructure and workforce
capacity for delivery of a nurse
home-visiting program.

To ensure that health infrastructure
and workforce capacity for delivery
of a nurse home-visiting program.

To ensure that adequate and
appropriate workforce capacity for
delivery of a nurse home-visiting
program.

To ensure adequate and appropriate
workforce capacity for delivery of a
nurse home-visiting program.

To ensure that adequate and
appropriate workforce capacity for
delivery of a nurse home-visiting
program.

Numerator: Number of funded SNHV
program places

Denominator: Number of births in the
community/1000

Numerator: Number of MCH facilities in
community

Denominator: Number of births in the
community/1000

Numerator: Funded SNHV program hours

Denominator: Number of births in the
community/1000

Numerator: Number SNHV nurses

Denominator: Number of births in the
community/1000

Numerator: Number of Social Care
Practitioners in SNHV team

Denominator: Number of births in the
community/1000

Numerator: Number of community health
workers in SNHV team

Denominator: Number of births in the
community/1000



Avenues for assistance for
financial difficulty

Community engagement
opportunities

Cultural competence

Education/support on
breastfeeding

Evidence based programs

Evidence-based support service
for domestic violence

Evidence-based support for drug
or alcohol problems

Family and domestic violence

Family Partnership Training

High-quality sustained nurse
home visiting program

Home learning

Living with adversity

Referrals to government programs made to parents experiencing financial
difficulty.

Opportunities for social interactions with the community.

Cultural competence is the ability to understand, communicate with and
effectively interact with people across cultures. Cultural competence
encompasses: being aware of one's own world view, developing positive
attitudes towards cultural differences, and gaining knowledge of different
cultural practices and world views.

Recorded in notes that there was a discussion about breastfeeding or
breastfeeding education provided or resources provided (e.g. a pamphlet)
about breastfeeding given.

Evidence- based programs are programs that have a sufficient evidence base
and have undergone rigorous evaluation, demonstrating effectivenessin a
specific population group.

Evidence-based support for an intervention/program means that a research
trial has been conducted to show that the intervention/program is effective.
Some interventions/programs with evidence-based support for reducing
domestic violence involve either (1) sessions of professional counselling or (2)
contact with an intimate partner violence advocate. Sessions typically occur
during and after pregnancy.

Evidence-based support for an intervention/program means that a research
trial has been conducted to show that the intervention/program is effective.
One example of a program with evidence-based support for reducing drug
and alcohol misuse is the Durham Connects nurse home visiting program.

‘Family and domestic violence' covers a wide range of abusive behaviours
committed in the context of intimate relationships such as those involving
family members, children, partners, ex-partners, or caregivers. Family

and domestic violence can include many types of behaviour or threats,
including: physical violence, sexual abuse, emotional abuse, verbal abuse and
intimidation, economic and social deprivation, damage of personal property
and abuse of power. Types of relationships also vary.

The Family Partnership Model is an innovative approach based upon an
explicit model of the ‘helping’ process that demonstrates how specific ‘helper’
qualities and skills, when used in partnership, can enable parents and families
to overcome their difficulties, build strengths and resilience, and fulfil their
goals more effectively.

A high-quality sustained nurse home visiting program (SNHV ) program is
one of the seven sustained, supported programs - Nurse Family Partnership,
Family Nurse Partnership, Maternal Early Childhood Sustained Home Visiting
(MECSH), Minding the Baby, Pro Kind, right@home or VoorZorg -or a NHV
program that reaches the high-quality threshold for each of the three quality
domains of content, process, and nurse-provider.

Home learning is an activity that a child is asked to complete outside of the
school day, either on their own or with an adult.

For the purposes of these indicators, we identify priority groups who may
experience greater susceptibility to adverse health outcomes as a result of
structural inequities. Priority groups include: pregnant women experiencing
vulnerability, refugees or asylum seeker populations, disability populations,
Aboriginal and Torres Strait Islander populations, Health Care Card holders,
children in out-of-home care, and culturally and linguistically diverse (CALD)
populations.



Multidisciplinary support

SNHV with continuity of care

Parent

Priority groups

Rate the program and nurse-family
relationship highly

Referred for psychological
intervention
Right dose of SNHV

Role playing exercise

Multidisciplinary support is when professionals from a range of disciplines
work together to deliver comprehensive care that addresses as many of the
patient's needs as possible.

Continuity of care means that the family has had the same nurse for >85%
visits.

For the purpose of this report a parent is defined as a person performing
the role of a primary caregiver to a child. This person may be different from
the person who is the child’s biological parent, for example it could include
grandparents, stepparents, foster parents, or other carers

Priority groups are those populations who may experience greater
susceptibility to adverse health outcomes as a result of structural inequities.

Priority groups include: pregnant women experiencing vulnerability, refugees
or asylum seeker populations, disability populations, Aboriginal and Torres
Strait Islander populations, Health Care Card holders, children in out-of-home
care, and culturally and linguistically diverse (CALD) populations.

Average score >80% on satisfaction measures.

This means that there is a referral letter for psychological intervention
included in the medical chart, or there is some documentation in the medical
chart to say referred to psychological intervention.

Completed a sufficient number of hours or sessions of the SNHV program.

A role-play exercise is an assessment activity in which candidates act out an
imaginary scenario that closely mirrors a situation that could occur in the job
they have applied for.



Quiality early childhood education and care (ECEC) provides valuable play-based opportunities for learning,
developmental and social engagement for children before they begin school. This section includes a
glossary and:

+ 1 quality indicator

+ 2 participation indicators

+ 1 quantity indicator.

QUALITY INDICATOR

QL1

The proportion of early
childhood education and
care (ECEC) services rated
‘exceeding’ the standard in
quality areas 1,4 and 5 and at
least ‘meeting’ the standard
in all other quality areas
according to the ACECQA
assessment

PARTICIPATION INDICATORS

P1 | universal

Proportion of all children
attending ECEC for 15 hours
or more per week for the two
years before starting formal
school

P2 | targeted

Proportion of children from
priority groups who attend
ECEC at least three years
before starting formal school
for 15 hours or more per week

ECEC services are associated with
improved child outcomes (cognitive/
academic and social-emotional).

ECEC starting age, program duration
and program intensity are associated
with children’s cognitive, academic,
language and socio-emational
outcomes.

Optimal levels of ECEC starting age,
program duration and program
intensity, associated with children’s
cognitive, academic, language and
socio-emotional outcomes vary for
children from priority groups.

Numerator: Number of ‘ECEC services
rated ‘exceeding’ the standard in quality
areas 1,4 and 5 and at least ‘meeting’ the
standard in all other quality areas according
to the ACECQA assessment

Denominator: Number of ECEC services

Numerator: Number of children who
receive 15+ hours of ECEC two years before
commencing formal schooling

Denominator: Community population of
children aged 3-5 years

Numerator: Number of children from
priority groups who attend 15+ hours ECEC
per week at least three years before starting
formal school

Denominator: Community population of
children in priority groups that attend at
least three years before school



QUANTITY INDICATOR

QN1 To ensure adequate ECEC places for Numerator: ECEC approved places meeting
the population (2-5 years). 15h+ per week X proportion of places that

target population (2-5 years)
per 15 hours per week

ACECQA assessment
Quality areas 1,4 and 5 of ACECQA

assessment

Children from priority groups (P2)

Core population count

Denominator: Number of theoretical
places required to supply target population
(2-5 years) with 15h+

The Australian Children’s Education and Care Quality Authority’s quality rating
system for early childhood education and care.

QA1: Educational program and practice
QA4: Staffing arrangements
QAS5: Relationships with children

There is no common definition for children experiencing disadvantage
however, some populations may experience greater susceptibility to adverse
health outcomes as a result of structural inequities. RSTO identifies these are
priority groups.

Priority groups include: pregnant women experiencing vulnerability, refugees
or asylum seeker populations, disability populations, Aboriginal and Torres
Strait Islander populations, Health Care Card holders, children in out-of-home
care, and culturally and linguistically diverse (CALD) populations.

Core population (denominator) counts all 3-4 year olds and 30% of 5 year olds
assuming 30% haven't started school yet (source Census data).



Quality parenting programs can enhance parents’ confidence and competence in providing the environments
and experiences that help children to thrive.

Parenting programes, in this context, include interventions delivered to the parent with the aim to prevent,
improve or optimise child behaviours or emotional outcomes.

Nine parenting programs met the criteria for ‘supported’, showing clear and consistent evidence of benefit.
These include: Family Check-Up; Incredible Years; Parent-Child Interaction Therapy; Parent Management
Training-Oregon Model; Triple P; Tuning into Kids; Child-Parent Psychotherapy; Common Sense Parenting; and
Community Parent Education Program (COPE).

This section contains

+ 1 quality indicator

+ 1 participation indicator

« 1 quantity indicator.

QUALITY INDICATOR

QL1

The parenting program is

one of the nine supported
programs and is implemented
according to the best practice
parameters associated with
that program.

PARTICIPATION INDICATOR

P1

The proportion of targeted
families (i.e. those with

2-8 year olds experiencing
behaviour problems) enrolled
in a supported parenting
program who attend at least

85% of the program'’s sessions.

Parenting programs rated as
supported and administered
according to program parameters
are strongly linked with the ability to
prevent, improve, or optimise child
behavioural or emotional outcomes.

Higher levels of enrolment and
retainment in supported programs
are proven to benefit at-risk families.
Identifying program uptake of key
populations provides understanding
of program effectiveness and
promotes strategies to increase
participation.

Numerator: The number of supported
parenting programs offered and
implemented according to best practice
parameters

Denominator: Total number of parenting
program interventions that deliver a set
curriculum to the parent with the aim

to prevent, improve, or optimise child
behavioural or emotional outcomes

Numerator: The proportion of families
enrolled in a supported parenting program
who attend at least 85% of the programs’
sessions

Denominator: Estimated number of
children aged 2-8 years in that local
community at risk of, or with behavioural
problems (~15% of the population)



QUANTITY INDICATOR

QN1 To ensure adequate supported Numerator: The number of supported
parenting program places - parenting programs places offered in a local
administered according to program community and led by qualified facilitators
parameters - are available for
targeted families.

The number of places

available in supported

parenting programs led by Denominator: Estimated number of

qualified facilitators, relative children aged 2-8 years in that local

to the target population. community at risk of, or with, behavioural
problems* (~15% of the target population)

*Estimates are based on Australian Bureau of Statistics 2016; and Longitudinal Study of Australian Children (LSAC)

Supported parenting programs One of the nine parenting programs demonstrating clear and consistent
evidence of benefit for children and parents.

Targeted families Parents whose children have behavioural issues (higher prevalence in families
experiencing disadvantage).



The early years of school provide foundational skills for lifelong learning. This section includes a glossary and:

* 6 content knowledge quality indicators

« 7 differentiated teaching quality indicators

« 3 social emotional support quality indicators

+ 5 staff development and leadership quality indicators

+ 2 peer teaching quality indicators

+ 2 physical activity quality indicators

* 1 class size quality indicator

« 7 partnerships with families quality indicators.

Participation and quantity indicators are not included as they are stipulated by legislation.

QUALITY INDICATOR | Content knowledge

QL1

% of P-3 classroom teachers
who utilise the school

curriculum to plan pedagogical

content delivery

QL2

% of P-3 classrooms that
balance the amount of time
spent in reading and writing
activities

QL3

% of P-3 classrooms
implementing daily literacy
instruction that explicitly
builds skills in phonics,
phonemic awareness,
spelling, morphology, reading
fluency and comprehension
strategies, and handwriting

QL4

% of P-3 classrooms that
incorporate regular use of
manipulatives in numeracy
instruction

QL5

% of P-3 classroom teachers
who have formal training

in evidence-based teaching
methods

Pedagogical content knowledge is
associated with student academic
performance and a school curriculum
can assist teachers to identify and
consistently implement effective
teaching strategies.

Literacy interventions that balance
reading and writing instruction time
have positive effects on both reading
and writing outcomes.

For each of the skills listed, explicit
instruction has demonstrated
positive effects on the respective
child literacy outcomes. Additionally,
explicit instruction in some skills
leads to improved performance on
other literacy skills/measures.

Manipulative-based mathematics
instruction has positive effects

on a range of mathematical skills
including understanding place value,
arithmetic, fractions, geometry and
algebra.

Subject-specific professional
development has demonstrated
positive effects on child academic
achievement.

Numerator: Number of P-3 classroom
teachers who use the school curriculum to
plan pedagogical content delivery

Denominator: Total number of P-3
classrooms teachers

Numerator: Number of P-3 classrooms that
balance the amount of time spent in ready
and writing activities

Denominator: Total number of P-3
classrooms

Numerator: Number of P-3 classrooms
implementing daily literacy instruction

that explicitly builds skills in phonemic,
phonemic awareness, spelling, morphology,
reading fluency and comprehension
strategies and handwriting

Denominator: Total number of P-3
classrooms

Numerator: Number of P-3 classrooms that
incorporate regular use of manipulatives in
numeracy instruction

Denominator: Total number of P-3
classrooms teachers

Numerator: Number of P-3 classroom
teachers who have formal training in
evidence-based teaching methods

Denominator: Total number of P-3
classrooms teachers



QUALITY INDICATOR | Content knowledge

QL6

% of P-3 classroom teachers
who have formal training

in evidence-based teaching
methods who regularly coach
other staff delivering P-3
literacy and numeracy

Compared with usual practice,
teacher coaching has demonstrated
positive effects on both teacher
instruction and student achievement.

QUALITY INDICATOR | Differentiated teaching

QL7

% of P-3 students whose
academic development in
literacy and numeracy is
systematically assessed and
documented

QL8

% of P-3 students whose
literacy and numeracy
instruction is tailored
according to the results of
systematic assessment of
their academic development

QL9

% of P-3 students who
regularly receive instruction in
small groups

QL10

% of P-3 students for whom
assessment data indicates
the need for individualised
instruction in literacy or
numeracy who receive

an evidence-based Tier 3
intervention

QL1

% of P-3 classroom teachers
with formal training in
evidence-based differentiated
teaching strategies

QL12

% of staff with formal training
or tertiary qualifications in
special education for P-3
students needing additional
support

Systematic assessment and
documentation of student academic
development is critical for identifying
student strengths and weaknesses
and subsequently using this
information to appropriately tailor
instruction for students.

Tailoring instruction to student
needs leads to stronger academic
development and more equitable
instruction.

Small group instruction has
demonstrated larger effects than
whole-class instruction on early
literacy skills such as letter name and
letter sound knowledge.

For a relatively small proportion of
students, intensive individualised
instruction is necessary for students
who would otherwise struggle to
meet minimum standards in literacy
and numeracy development.

Differentiated teaching strategies
(e.g. small group instruction,
computerised differentiation, and
individualised feedback) demonstrate
positive effects on reading outcomes
for P-3 children.

A significant proportion of P-3
students struggle to respond
adequately to whole-of-class
instruction and will require
specialised instruction to meet
minimum standard benchmarks.

Numerator: Number of P-3 classroom
teachers who have formal training in
evidence-based teaching methods who
regularly coach other staff delivering P-3
literacy and numeracy

Denominator: Total number of P-3
classrooms

Numerator: Number of P-3 students whose
academic development in literacy and
numeracy is systematically assessed and
documented

Denominator: Total number of P-3 students

Numerator: Number of P-3 students whose
literacy and numeracy instruction is tailored
according to systematic assessment of
academic development

Denominator: Total number of P-3 students

Numerator: Number of P-3 students who
regularly receive instruction in small groups

Denominator: Total number of P-3 students

Numerator: Number of P-3 students who
require individualised instruction according
to assessment data who receive an
evidence-based Tier 3 intervention

Denominator: Total number of P-3 students
for whom assessment data indicates the
need for individualised instruction

Numerator: Number of P-3 classroom
teachers with formal training in evidence-
based differentiated teaching strategies

Denominator: Total number of P-3
classrooms teachers

Numerator: Number of staff with formal
training or tertiary qualifications in special
education for P-3 students needing
additional support

Denominator: Total number of staff



QUALITY INDICATOR | Differentiated teaching

QL13

% of staff delivering additional

support to P-3 students who
have formal training in the
provision of evidence-based
Tier 2 and Tier 3 learning
interventions

QL14

% of P-3 lessons utilising
digital technology for
instruction in interactive
rather than static conditions

QL15

% of P-3 classrooms utilising
interactive digital technology
platforms to supplement
literacy and numeracy
instruction

QL16

% of P-3 classroom teachers
who have received formal
training in the use of
interactive digital instruction
materials and incorporate
these in their classes

QL17

An evidence-based social-
emotional development
program is implemented
across the school and

activities to maintain the skills
developed in the program are

delivered on a regular basis
(i.e. every term)

A significant proportion of P-3
students struggle to meet minimum
standard benchmarks in literacy and/
or numeracy without the provision

of Tier 2 and/or Tier 3 learning
interventions.

Use of digital technology in
classrooms has demonstrated
positive effects on student academic
achievement when the technology
utilised requires student interaction
rather than passive reception of
information.

Supplementing traditional classroom
instruction with interactive digital
technology platforms has been
shown to improve student academic
achievement across a range of
subjects. There is strong evidence
for the effectiveness of several
technology-based literacy and
numeracy interventions.

A plethora of interactive digital
instruction materials are readily
available, with many commercially
produced, and mass marketed.
Teachers should have formal training
to build competence in selection

and implementation of materials
characterised by features with a
strong evidence base.

There is good evidence that universal
and whole-of-school social-emotional
development programs have positive
effects on child psycho-social and
academic development.

QUALITY INDICATOR | Social emotional support

QL18

% of families (with a child in

grade P-3) indicating that their

child feels safe at school on
annual parent surveys

School climate is associated with
child psycho-social wellbeing and
academic development. There

is a tendency for children who
experience bullying, harassment,
or exclusion at school to experience
greater psychological distress and
poorer academic achievement.

Numerator: Number of staff delivering
additional support to P-3 students who
have formal training in the provision of
evidence-based Tier 2 and Tier 3 learning
interventions

Denominator: Number of staff who
are delivering additional support to P-3
students

Numerator: Number of P-3 lessons using
digital technology in interactive conditions

Denominator: Number of P-3 lessons using
digital technology

Numerator: Number of P-3 classrooms that
use interactive digital technology platforms
to supplement literacy and numeracy
instruction

Denominator: Total number of P-3
classrooms

Numerator: Number of P-3 classroom
teachers who have received formal training
in the use of interactive digital instruction
materials and incorporate these in their
classes

Denominator: Total number of P-3
classrooms teachers

Is an evidence-based program being
implemented and activities regularly
undertaken?

Numerator: Number of families (with

a child in grade P-3) indicating that their
child feels safe at school on annual parent
surveys

Denominator: Total number of families
with a child in grade P-3



QUALITY INDICATOR | Social emotional support

QL19

% of families (with a child

in grade P-3) who agree on
parent opinion surveys that
teachers at the school treat
students fairly and/or student
behaviour is well managed

QL20

% of P-3 classroom teachers
who have completed formal
training in evidence-based

social-emotional development

programs (such as teaching
mindfulness strategies)

Parent perceptions of teacher
competence in managing student
behaviour provide an important
measure of the school learning
environment.

Implementation of school-based
mindfulness strategies have
demonstrated positive effects on
measures of child mental health and
well-being, cognition, and behaviour.
Teachers are well-positioned

to deliver mindfulness strategy
instruction and promote regular and
timely practice of such strategies.

QUALITY INDICATOR | Staff development and leadership

QL21

% of staff professional
development (PD)
opportunities approved by
the school principal that
are characterised by both
(a) active teacher learning
experiences and (b) use of
modelling/simulations

QL22

% of approved PD
opportunities that are
informed by student needs
(l.e. based on data)

QL23

% of P-3 classroom teachers
with formal training in an
evidence-based classroom
management strategy

QL24

% of professional learning
courses undertaken by
teachers that are evidence-
based

QL25

% of teachers that currently
receive in-service teacher
coaching that is considered
best practice

Professional development
opportunities characterised by
active teacher learning and use of
modelling/simulations are associated
with positive effects on teacher
instruction and student academic
achievement

PD opportunities specifically
targeting areas of greatest student
need should lead to substantive
improvements in those areas.

Implementation of evidence-based
classroom management strategies
can have a positive impact on
student academic, behavioural and
social-emotional development

Professional learning courses can be
costly and are expected to translate
to measurable improvements in
student development. Utilising
courses that are evidence-based
should increase the likelihood that
participation in PD leads to improved
student outcomes

Positive effects on student
achievement and teacher instruction
have been observed in studies where
best practice teacher coaching is

a core component of professional
development.

Numerator: Number of families (with a
child in grade P-3) who agree on parent
opinion surveys that teachers at the school
treat students fairly

Denominator: Total number of families
with a child in grade P-3

Numerator: P-3 classroom teachers who
have completed formal training in evidence-
based social-emotional development
programs

Denominator: Total number of P-3
classroom teachers

Numerator: Number of approved PD
opportunities that are characterised by both
(a) active teacher learning experiences and
(b) use of modelling/simulations

Denominator: Total number of approved
PD opportunities

Numerator: Number of PD opportunities
informed by student needs

Denominator: Total number of approved
PD opportunities

Numerator: Number of P-3 classroom
teachers with formal training in an evidence-
based classroom management strategy

Denominator: Total number of P-3
classroom teachers

Numerator: Number of professional
learning courses undertaken by teachers
that are evidence-based

Denominator: Total number of professional
learning courses undertaken by teachers

Numerator: Number of teachers that
currently receive best practice in-service
teacher coaching

Denominator: Total number of P-3
classrooms teachers



QUALITY INDICATOR | Peer teaching

QL26 Peer tutoring has demonstrated
positive effects across a range of
subject areas and across a range of
student abilities.

% of P-3 classrooms that
implement evidence-based
peer tutoring activities in the
weekly literacy/numeracy
blocks

QL27 Peer tutoring effects are moderated
by a range of factors. Formal training
should prepare teachers with the
tools to use the most effective peer
teaching strategies

% of P-3 classroom teachers
with formal training in
evidence-based peer teaching
methods

QUALITY INDICATOR | Physical activity

QL28 Strategies to increase student
physical activity during the school
day generally demonstrate positive
effects on school engagement,
student learning and health

% of P-3 classrooms
where physical activity is
incorporated in academic
instruction on a daily basis

: 7 outcomes.
(whether by in class activity
breaks, exercise prior to
lessons, or use of movement
to facilitate instruction)
QL29 Increasing the amount of time

students spend in formal Physical
Education classes may not be a
viable strategy in the context of
multiple and sometimes competing
curricular demands. However,
classroom teachers are well-
positioned to incorporate movement
with academic instruction and/or
implement physical activity breaks
during class.

% of P-3 classroom teachers
who have received at least
some informal training in
strategies to incorporate
movement in academic
instruction

QUALITY INDICATOR | Class size

QL30 Student performance on

% OFf P-3 classes that standardisgd measures of reading,

comprise 22 students or less rnajchematlcs, i sl sclence
indicate that student academic

achievement benefits more in classes

comprised of 22 students or fewer,

than larger classes.

Numerator: % of P-3 classrooms
implementing weekly evidence-based peer
tutoring

Denominator: Total number of P-3
classrooms

Numerator: Number of P-3 classroom
teachers who have formal training in
evidence-based peer teaching methods

Denominator: Total number of P-3
classrooms teachers

Numerator: Number of classrooms where
physical activity is incorporated in academic
instruction on a daily basis

Denominator: Total number of P-3
classroom

Numerator: Number P-3 classrooms
teachers who have received at least some
informal training in strategies to incorporate
movement in academic instruction

Denominator: Total number of P-3
classroom teachers

Numerator: Number of classes with 22
students or less

Denominator: Total number of P-3 classes



QUALITY INDICATOR | Partnerships with families

QL31

% of P-3 teachers who are
aware of the school’s family
partnership policy and
implement it into their usual
practice with families

QL32

% of families (with a child in
grades P-3) indicating that the
school actively encourages
and emphasises the
importance of regular parent-
child reading at home

QL33

% of families (with a child in
grades P-3) indicating that
the school has provided
information about specific
strategies for parents to
use when reading with their
children

QL34

% of P-3 classroom teachers
indicating that they have
provided parents with
strategies to use when reading
with children at home

QL35

% of P-3 classroom teachers
indicating that they monitor
parent home reading on a
regular basis (i.e. weekly)

QL36

% of P-3 classroom teachers
who provide additional
support to parents who have
indicated difficulties with
home reading practice

QL37

% of P-3 classroom teachers
who provide parents
evidence-based materials
to encourage and support
reading at home

Parent involvement with child
learning both at home and at school
is positively associated with child
academic achievement. Family
partnership policies provide some
guidance for teachers to encourage
parent/family involvement.

Strategies to encourage parent-child
reading at home generally have a
positive effect on measures of child
literacy development.

Most parents and caregivers are

not trained literacy instructors or
experts. Enjoyment and effectiveness
of home-reading practice may
benefit when parents or caregivers
receive information about specific
reading strategies to try.

Parent and teacher perceptions of
whether information about reading
strategies has been communicated
may differ. A divergence in family
and teacher responses may indicate
a need to improve communication
strategies

A monitoring system may be useful
for teachers to identify and respond
to households requiring greater

support with home reading practice

Families experiencing difficulties
with home reading practice are less
likely to persist when barriers are not
adequately identified and addressed

Evidence-based home reading
strategies should translate to more
successful and sustained practice

Numerator: Number of P-3 classroom
teachers who are aware of the school’s
family partnership policy and implement it
into their usual practice with families

Denominator: Total number of P-3
classroom teachers

Numerator: Number of families (with a
child in grades P-3) indicating that the school
actively encourages the importance of
regular parent-child reading at home

Denominator: Number of families with a
child in grades P-3

Numerator: Number of families (with a
child in grades P-3) indicating that the school
has provided information about specific
strategies to use when reading with their
children

Denominator: Number of families with a
child in grades P-3

Numerator: Number of P-3 teachers who
indicate they provide parents with strategies
to use when reading with children at home

Denominator: Total number of P-3
classroom teachers

Numerator: Number of P-3 classroom
teachers indicating that they monitor parent
home reading on a regular basis

Denominator: Total number of P-3
classroom teachers

Numerator: Number of P-3 classroom
teachers who provide additional support to
parents who have indicated difficulties with
home reading practice

Denominator: Total number of P-3
classroom teachers

Numerator: Number of P-3 classroom
teachers who provide parents evidence-
based material to encourage and support
reading at home

Denominator: Total number of P-3
classroom teachers



Balanced reading and writing

Best practice teacher coaching

Classroom management strategies

Classroom teachers

Differentiated teaching

Evidence-based interventions

Formal training

Informal professional

development

P-3

Materials to support reading

at home

NAPLAN

Peer tutoring

Tier 2 intervention

Tier 3 intervention

Safety at school

Literacy instruction whereby no more than 60% of time is allocated to either
reading or writing.

To be considered best practice, coaching should be characterised by at

least four of the six following criteria: individualised (1:1 feedback), intensive
(conducted at least fortnightly), sustained (provided over a substantive period
of time), context-specific (tailored to the teacher's’ class), focussed (provides
specific tasks for teachers to practice), and combined with curriculum-specific
materials/resources.

The strategies teachers use in the classroom to create an environment

that supports and facilitates student learning. Examples of evidence-based
classroom management strategies include PATHS, the Good Behaviour Game,
the Incredible Years Teacher Classroom Management Program, and Proactive
Classroom Management Program.

Teaching staff who regularly supervise the main literacy and numeracy
instructional blocks (i.e. not casual relief teachers or specialist subject teachers
such as those delivering instruction in Art, Science, Technology, Physical
Education, or Languages Other Than English for example).

Modifications to instructional delivery that enable teachers to tailor instruction
to the needs of students across a range of abilities and learning needs.

Strategies that have demonstrated positive and statistically significant effects
of at least moderate magnitude (i.e. standardised mean differences of 0.3 or
more) or practical importance in at least two randomised controlled trials,

on relevant outcomes (i.e. student academic performance or psychosocial
development).

Participation in external professional development opportunities (such as
workshops run by independent organisations).

Training or skill development opportunities that are developed and
implemented internally by schools (e.g. coaching from more senior teachers
in same school) or between school clusters (e.g. communities of professional
development meetings involving teachers from multiple schools sharing
knowledge or experience or ‘practice wisdom’).

The first year of school to grade 3 (children are approximately 5 to 8 years of
age®).

Examples include materials that describe dialogic reading practices, interactive
listening to child read, and tutoring specific skills such as alphabet knowledge
or word reading strategies.

The National Assessment Program - Literacy and Numeracy (NAPLAN) is
a series of tests for Australian students in years 3, 5, 7 and 9 that provide
information on progress in literacy and numeracy.

Structured activities in which same-age, cross-ability, student pairs receive
explicit instruction and guidance in tutoring one another.

Additional small-group instruction for students who do not make adequate
progress with classroom instruction or who fail to meet benchmarks on
screening measures (intensity of intervention is varied according to group size,
frequency and duration of intervention, and level of provider training).

Intensive one-to-one supports specifically targeting skills deficits that are
provided when students do not adequately respond to Tier 1 or Tier 2
instruction.

Is defined in terms of response to school survey item “| feel safe at school"t,
or items assessing whether students have experienced bullying or physical or
verbal maltreatment (e.g. “l have been bullied at my school this term”, “I have
often been teased in an unpleasant way or called names at my school” ).



School encouragement of parent- Is defined in terms of response to school survey item, “This school works with

child reading me to support my child's learning"t, or other similar items available through
state school surveys (e.g. “This school works with me to support my child's
learning”, "Staff at this school are responsive to my enquiries” ¢).

Small group Groups comprising no more than six students.

* As the term ‘kinder’ has often been used to refer to the first year of formal schooling (both in the international literature and some
Australian states) we use the terms P-3 to refer to the early years of school.

t Survey item examples from the Framework for Improving Student Outcomes, Student Attitudes Survey
t An agreed studentitem in the Australian Curriculum and Assessment Reporting Authority (ACARA) School Survey

¢ Survey item examples from Queensland School Opinion Survey, Parent Items.
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EXECUTIVE SUMMARY: EARLY CHILDHOOD EDUCATION & CARE

Too many children are born into circumstances that do not provide them with a reasonable opportunity
to make a good start in life. Disadvantaged circumstances for children lead to developmental inequities
in physical health, social-emotional wellbeing, and academic learning. These inequities emerge in early
childhood and often continue into adulthood, contributing to unequal rates of low educational
attainment, poor mental and physical health and low income. In some cases, this experience is part of
a persistent cycle of intergenerational disadvantage. Inequities constitute a significant and ongoing
social problem, and along with substantial economic costs have major implications for public policy.

To redress developmental inequities, research has shown that efforts should be delivered during early
childhood (pregnancy to 8 years of age) to have the greatest benefits. Thus, Restacking the Odds
focuses on five key evidence-based interventions/platforms in early childhood (see Figure 1: Five
Fundamental Strategies):

o Antenatal care;

e Sustained nurse home visiting;

e Early childhood education and care;
e Parenting programs; and

e The early years of school.

These five strategies are only a subset of the possible interventions available, but have been selected
carefully. They are notably longitudinal (across early childhood), ecological (targeting child and parent),
evidence-based, and able to be targeted to benefit the ‘bottom 25 per cent’ (i.e., those most
disadvantaged). The premise is that by ‘stacking’ these fundamental interventions (i.e., ensuring they
are all applied for a given individual) there will be a cumulative effect - amplifying the impact and
sustaining the benefit.

For each of the five strategies, the intent is to use a combination of data-driven, evidence-based and
expert-informed approaches to develop measurable, best practice indicators of quality, quantity
(access) and participation (reach):

Quality: Are the strategies delivered effectively, relative to evidence-based performance standards? A
strategy with “quality” is one for which there is robust evidence showing it delivers the desired
outcomes. A large number of research studies have explored aspects of this question (i.e., “what
works?”). Therefore, particular attention is paid to the quality dimension in this report.

Participation: Do the appropriately targeted children and families participate at the right dosage levels?
“Participation” shows what portion of the relevant groups are exposed to the strategy at the level
required to generate the desired benefit. (For example, what portion of the group are attending the
number of hours of early education required for positive
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outcomes). Participation levels can be calculated whether the strategy is universal (for everyone), or
targeted (intended to benefit a certain part of the population).

Quantity: Are the strategies available locally in sufficient quantity to meet the needs and size of the
target population? “Quantity” helps determine the quantum of effort and the infrastructure needed to
adequately deliver the strategy for a given population.

In this project, indicators of quality, participation and quantity will be used to help identify gaps and
priorities in Australian communities. This will include testing preliminary indicators in 10 communities
over the next 3 years to determine which are pragmatic to collect, resonate with communities, and
provide robust measures to stimulate community and government action. The findings summarised in
this report - Early Childhood Education and Care - will provide essential inputs to guide subsequent work
for the Restacking the Odds project. There is a similar report for each of the five strategies.

FIVE FUNDAMENTAL STRATEGIES

Early childhood
Antenatal School years

g) Antenatal care @ Early childhood education and care @ Early years of school
» Targeted at parents » Targeted at all children (in groups) » Targeted at all children
* Centre-based + High quality for all children » School-based
* Qutcomes: healthy birth weight, + Delivered out of home in a "pseudo-home-learning * Qutcomes: children on
good brain health, appropriate care, environment” optimal learning pathway
adequate parenting * Outcomes: children on optimal developmental by Year 3
pathway (cognitive and social-emotional), school
readiness
@ Sustained nurse home visiting O) Parenting programs
» Targeted at disadvantaged parents * Targeted at parents whose children have behavioural issues

« Health and development support (higher prevalence in disadvantaged families)

« Home-based * Centre-based, delivered in groups or 1:1

« Outcomes: parents develop parenting skills * Qutcomes: remedy of specific emerging behavioural issues

Figure 1: Five fundamental strategies

Introduction: Early Childhood Education and Care

Early Childhood Education and Care (ECEC) is a potential way to reduce inequities in child health and
developmental outcomes. Extensive research indicates that the education and care of young children
(birth to eight years of age) can have an immense influence on long-term outcomes related to cognition,
language, health, and wellbeing [1, 2]. For example, the Australian Early Development Census (AEDC)
data suggest that children who attend preschool are less likely to be developmentally vulnerable, even
when considering level of relative disadvantage [3]. Much of the research originally used to support
ECEC originated from the USA and focused largely on the positive effect of ECEC on disadvantaged
children [4]. However, there has been a more recent shift to optimise ECEC programs for all children
(e.g. [5, 6]) and these studies suggest that participation in high quality ECEC has the potential to provide
all preschool-aged children with an opportunity to develop life-long skills for learning and wellbeing.
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The benefits of attending ECEC are related the quality of ECEC programs. Rating scales assessing quality
include aspects of structural quality (i.e. how the ECEC system is designed and organised, such as the
number of professionally trained staff) and process quality (i.e. practices within an ECEC setting, such
as relationships and interactions between staff and children). Research has shown that ECEC programs
for children aged 3 to 5 years with an emphasis on literacy, maths, science, environment and using a
diversity of cultural and theoretical approaches result in better academic and social-behavioural
outcomes [7]. Children have been shown to make more progress in preschools where staff have higher
gualifications, and international research has reported that objective measures of quality (e.g. the
Classroom Assessment Scoring System PreK and Early Childhood Environment Rating Scale - Revised)
are related to better outcomes for children (e.g. [5, 7-9]). Several studies have also reported that the
relationship between ECEC quality and benefits to child development is stronger for children from
disadvantaged backgrounds (e.g. [10-12]). However, others have found no support for this
‘compensatory hypothesis’ suggesting that even high-quality ECEC is insufficient to totally compensate
for environmental disadvantage (e.g. [13, 14]). It nevertheless remains important to increase
participation for disadvantaged children.

In 2016, 43% of all Australian children aged 0-5 years were enrolled in ECEC services, and 92% of 4-
year-old children were enrolled in a preschool program [15]. To be considered enrolled, the child must
have attended the ECEC program for at least one hour during the reference period, or be absent due
to illness or extended holiday leave and expected to return. The enrolment rate for 4-year-old children
is on par with other OECD nations (average 84%) [16], but some large subgroups of Australian children
are substantially less likely to participate in ECEC programs. These subgroups include children from low
socio-economic backgrounds, remote communities, Indigenous backgrounds, non-English speaking
backgrounds, and those with a disability or special health care needs [17, 18]. Inadequate reach of high
quality ECEC programs to the most vulnerable/disadvantaged is likely to result in widening the child
development inequity gap.

This restricted targeted review addresses four key questions:

1. Within an existing national quality system for ECEC, which quality areas and/or standards have
the most significant effect on child developmental outcomes (i.e., cognition, language,
academic, and social and emotional development)?

2. What does the evidence indicate is the most effective (universal) starting age, dosage (i.e.
number of hours per week), and attendance duration (i.e. number of months/years) as it relates
to improving child developmental outcomes (cognition, language, academic, and social
emotional development)?

3. Given the evidence determined from Question 2, in what quantity should a given community
deliver ECEC?

4. Do the answers to these questions differ for targeted provision to disadvantaged populations?
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This literature review utilised a targeted restricted evidence assessment (REA) research methodology.
REA uses similar methods and principles to a systematic review but makes concessions to the breadth
and depth of the process, to enable faster completion. Rigorous methods for locating, appraising and
synthesising the evidence related to a specific topic are utilised, but the methodology places some
limitations on the search criteria and on how the evidence is assessed. For this review we sought data
from primarily large longitudinal national/international cohort studies (peer-reviewed and grey
literature —i.e. unpublished or not commercially published written material), although there are some
advantages (i.e. large samples, multiple outcomes, unselected population “real-world”), there are also
several limitations (i.e. no causal effects, selective follow-up loss).

Quality, participation and quantity
The REA considered the three drivers of quality, quantity, and participation as related to ECEC and child
outcomes, as follows:

1. Quality

To determine the indicators of quality, Australia’s existing quality rating system was utilised: the
National Quality Standard (NQS) implemented by the Australian Children’s Education and Care Quality
Authority (ACECQA). An initial mapping exercise was undertaken to determine how closely Australia’s
Quality Areas matched the key principles identified from the European Commission Quality Framework
and on domains from standardised, objective measures of ECEC quality [the Classroom Assessment
Scoring System PreK (CLASS PreK) and Early Childhood Environment Rating Scale — Revised (ECERS-R)].
This initial scoping work provided confidence that important areas were not being missed when using
the seven Quality Areas from the ACECQA National Quality Framework to direct the targeted literature
search. A combination of literature reviews (peer-reviewed and web-based reports) and interviews
with experts were then performed, to determine which ACECQA Quality Areas had the most robust
evidence related to child outcomes. This determined the Quality Areas used for the recommended
indicators for ECEC quality.

2. Participation

To determine participation indicators we focused on national and international longitudinal studies and
utilised systematic reviews and meta-analyses, where available, with good quality and low bias. Study
quality includes an assessment of internal validity (the degree to which the design and conduct of the
study avoid bias, e.g. through randomisation, allocation concealment and blinding), and external
validity (the extent to which the results of the study can be generalised to the population outside the
study).

The evidence was then examined to determine any differential effect related to universal or targeted
program participation in children from 0 to 5 years (e.g. targeted according to housing vulnerability or
poverty, culturally and linguistically diversity, or low 1Q). We used the evidence to develop indicators
for the key dimensions of participation that relate to improved child outcomes, including optimal
starting age, duration and dosage.
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3. Quantity

Quantity indicators require agreed indicators for both the numerator (participation data) and
denominator (population data). Quantity indicators were developed using the best indicators of
participation level (for universal and targeted provision), and community-level population data. Again,
the domain experts were consulted for their perspectives.

Ranking the Evidence
Individual studies were assessed for effectiveness across the three domains of functioning

(cognitive/language, academic, and social-emotional) based on the following criteria:

Supported: clear evidence of benefit, with sustained benefits of at least 1 year, and without
evidence of harm or risk to participants. Populations examined are similar to, and results are
clinically sensible to apply to, the Australian context.

Promising: evidence suggestive of benefit of at least 6 months and without evidence of harm
or risk to participants. Populations examined may be somewhat different to the Australian
population, affecting generalisability and applicability to the Australian context. Meta-analyses
and systematic reviews of moderate quality will be ranked as promising due to increased risk
of bias.

Not supported: There is evidence of harm or risk to participants.

Null: no difference found between comparison groups.

Once each study was evaluated for effectiveness, an overall ranking of the evidence was determined
using the following classifications (adapted from [19]). See Appendix D for full details.

Supported. Clear, consistent evidence of benefit.

Promising. Evidence suggestive of benefit but more evidence needed.
Mixed. Data is mixed and could show evidence of harm or risk.

Not adequately addressed. Insufficient evidence in the target research-base.

Not supported. There is evidence of harm or risk to participants.

Quality Indicators

The ACECQA framework for national quality standards defines seven Quality Areas (QA) (see Appendix
A for full detail of related elements), which were divided into two categories:

TEACHING-RELATED FACTORS ENVIRONMENT-RELATED FACTORS
QA1 — Educational program and practice QA?2 - Children’s health and safety

QA4 — Staffing arrangements QA3 - Physical environment



RESTACKING

QA5 — Relationships with children QA6 — Collaborative partnerships with families and
communities

QA7 - Leadership and service management

The research review provided evidence that the three teaching-related factors are associated with
improved child outcomes (cognitive/academic and social-emotional). Conversely, we did not find clear
evidence that the environment-related factors directly improve child developmental outcomes. Table
1 provides an overview of the evidence-base by Quality Area (QA). Appendix E provides a detailed list
of the evidence separated into Quality Areas.

Table 1: Summary of the overall evidence base

QUALITY AREA COGNITIVE & ACADEMIC SOCIAL-EMOTIONAL

TEACHING-RELATED FACTORS

Educational program and practice * Supported e Supported

Staffing arrangements * Supported e Supported

Relationships with children e Supported e Supported

ENVIRONMENT-RELATED FACTORS

Children’s health and safety * Not adequately addressed in * Not adequately addressed in
target evidence-base target evidence base

Physical environment * Promising * Not adequately addressed in

target evidence base

Collaborative partnerships with families * Promising ¢ Promising
and communities

target evidence base

Leadership and service management * Promising * Not adequately addressed in

Quality Areas rated as Supported (1, 4 and 5)
Quality Area 1 — Educational program and practice.
Two systematic reviews of moderate to high quality were identified [20, 21], which provided evidence
that educational programs and practice were related to positive child outcomes (cognitive/academic
and social emotional). These findings were further supported by a meta-analysis of low-to-moderate
quality [22] and three major international trials:
e Effective Provision of Pre-School Education (EPPE) Study (e.g. [7])
e The National Institute of Child Health and Human Development Study of Early Child Care Youth
Development (NICHD SECCYD) Studies (e.g. [4, 23, 24], and
e The International Association for Evaluation of Educational Achievement (IEA) Pre-Primary
project [25].

Quality Area 4 — Staffing arrangements. There is strong evidence that certain aspects of staffing
arrangements in ECEC settings — including staff-child ratios, group size, staff experience and
qualifications — affect cognitive and social-emotional child outcomes. The evidence base for this
included:

e Three systematic reviews/meta-analyses (high quality/low bias), examining outcomes across a
range of study types (e.g. cross-sectional, longitudinal, correlational, experimental, and quasi-
experimental studies) [26-28].
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e One systematic review [29] and one meta-analysis [22] (both moderate quality, some risk of
bias) examining outcomes from experimental and quasi-experimental studies and several
national and international trials.

e The Longitudinal Study of Australian Children (LSAC) [30].

e Data from several major longitudinal studies: the EPPE study [31], NICHD SECCYD study [8],
National Center for Early Development and Learning’s (NCEDL) Multi-State Study of Pre-
Kindergarten [32, 33].

Quality Area 5 — Relationships with children. Our search strategy did not yield any high quality
systematic reviews or meta-analyses relevant to Quality Area 5. However, a substantive and frequently
cited literature review was identified, which reported that there was some support for an association
between staff relationships with children and both behavioural and cognitive child development. The
findings of the review are also supported by a second review and international trials, EPPE, NICHD
SECCYD, IEA Pre-primary longitudinal, cross-national study, Dutch pre-COOL study, and local Australian
data strengthening the generalisability and applicability of the findings. In addition, the evidence base
related to Quality Area 1 (specifically Standard 1.2 - Educators and co-ordinators are focused, active
and reflective in designing and delivering the program for each child) and Quality Area 4 (specifically
Educators, co-ordinators and staff members are respectful and ethical) are also relevant to Quality Area
5. Thus, overall the evidence was rated as “supported”.

Other Quality Areas (2, 3, 6, and 7)
The other four Quality Areas of the NQS (QA2, QA3, QA6 and QA7) were rated as “Promising” or “Not
adequately addressed in target evidence-base”.

Quality Area 2 — Children’s health and safety.
Quality Area 3 — Physical environment.
Quality Area 6 — Collaborative partnerships with families and communities.

Quality Area 7 — Leadership and service management.

Recalibrating the quality rating system
Today, an ECEC service can receive an overall “Exceeds” rating under Australia’s National Quality
Standard if it meets the quality standards in all seven Quality Areas (QA), and exceeds the standard in
at least four of the seven areas, including at least two of:

e QA1 - Educational program and practice

e QA5 - Relationships with children

* QA6 - Collaborative partnerships with families and communities

e QA7 - Leadership and service management

This means that an ECEC service can receive an overall “Exceeds” rating while not exceeding the
standard in any of the three evidence-based areas (i.e., QA1, QA4, QA5). Furthermore, data from
publicly available ACECQA ratings show that ECEC services are least likely to meet elements related to
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Quality Area 1, which is one of the three evidence-supported domains. This suggests a significant quality
gap in ECEC services nationally?.

If the scoring system were recalibrated to give greater weight to the three Quality Areas that the evidence
shows have a significant effect on child outcomes this is how it could look:
To receive an overall ‘Exceeds’ rating a service would need to meet the quality standards in all seven
areas, and exceed the standard in all three evidence-based areas:

e QA1 - Educational program and practice

e QA4 —Staffing arrangements

e QA5 — Relationships with children

The National Quality Standards are presented in Appendix A, including a detailed set of practices
associated with each Quality Area.

Quality indicator
The proportion of ECEC services rated ‘exceeding’ the standard in quality areas 1, 4 and 5 and at
least ‘meeting’ the standard in all other quality areas according to the ACECQA assessment.

Participation Indicators
There were three main factors identified that related to Participation: i) starting age, ii) program
duration, and iii) program intensity. The key findings for universal and targeted participation are
detailed below, and an overview of the evidence ranking is presented in Table 2 for universal provision
and Table 3 for targeted provision of ECEC. See Appendix F (universal) and Appendix G (targeted) for a
detailed list of the evidence.

! National Quality Framework Snapshot Q4 2017, Australian Children’s Education & Care Quality Authority.
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Table 2: Summary of the overall evidence base; starting age, program duration, program dose (for

universal provision)

0-2 years
2-3 years
3-4 years

4-5 years

* Supported
* Supported

* Promising

* Not adequately addressed

in target evidence-base

ACADEMIC
* Promising
* Promising

* Promising

* Not adequately addressed

in target evidence-base

SOCIAL-EMOTIONAL
+ Mixed
* Mixed

¢ Not adequately addressed

in target evidence-base

* Not adequately addressed

in target evidence-base

Gllelet PN R gpiel [ COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Less than 1 year * Not adequately addressed * Supported + Not adequately addressed
in target evidence-base in target evidence-base
1-2 years * Promising * Supported * Not adequately addressed
in target evidence-base
2-3 years * Supported * Supported * Not supported
More than 3 years * Supported * Supported * Not supported
PROGRAM DOSE COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Part time * Supported * Supported + Not adequately addressed
in target evidence-base
Full time (> 15 hours) e« Mixed * Not adequately addressed * Not supported

in target evidence-base

Table 3: Summary of the overall evidence base; starting age, program duration, program dose (for

targeted provision)

0-2 years
2-3 years

3-4 years
4-5 years

COGNITIVE & LANGUAGE
Supported

Not adequately addressed
in target evidence-base

Supported

Mot adequately addressed
in target evidence-base

ACADEMIC
Supported
Supported

Supported

Not adequately addressed
in target evidence-base

SOCIAL-EMOTIONAL
Supported
Not supported

Supported

Mot adequately addressed
in target evidence-base

PROGRAM DURATION

Less than 1 year

COGNITIVE & LANGUAGE

Not adequately addressed
in target evidence-base

ACADEMIC

Not adequately addressed
in target evidence-base

SOCIAL-EMOTIONAL

Not adequately addressed
in target evidence-base

1-2 years * Supported Supported Supported
2-3 years * Not adequately addressed Not adequately addressed Not adequately addressed
in target evidence-base in target evidence-base in target evidence-base
More than 3 years * Supported Supported Supported
COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Part time * Supported Supported Supported
Full time (> 15 hours) + Supported Supported Supported
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Universal ECEC Participation
Starting Age
The evidence is not clear-cut across domains of functioning (cognition and language, academic, and

social-emotional), however a starting age between 3 and 4 years provides the best balance of outcomes
with no “risk or harm” documented in the studies reviewed.

Program Duration

On balance, the evidence related to duration Supports programs of two years. Although there was
good evidence for programs between two and three years’ duration for cognitive and academic
achievement, there was also some evidence (local data) that suggests programs longer than two
years have detrimental effects on social-emotional outcomes.

Program Dose (intensity)
Due to the potential detrimental effect of full time provision of ECEC on child outcomes, the evidence
best Supports part-time provision for universal access.

Universal participation indicator

Proportion of all children attending ECEC for 15 hours or more per week for the two years before
starting formal school.

Targeted ECEC Participation

Starting Age

Most of the population samples in the research were from the US and may differ in ways that affect
the generalisability to the Australian context. For example, most of the targeted samples drew from
predominantly African-America populations and from the 1960s and 1970s. On balance, the evidence
suggests that children from at-risk backgrounds would likely benefit from an earlier start to ECEC
compared with the general population. The evidence Supports a starting age of O to 2 years.

Program Duration

Unlike for the universal provision of ECEC, there was no evidence of an increased risk of social-
emotional difficulties associated with programs of longer duration. The limitations noted above
regarding generalisability and applicability to the Australian context are also relevant here, but given
the quantity and relative strength of the Abecedarian findings, the evidence Supports programs of at
least three years’ duration.
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Program Dose

The research regarding program dose for children from disadvantaged backgrounds Supports full time
provision of ECEC. There are some potential issues with generalisability of the research to the Australian
context (US-based research, selective samples of low 1Q, African-American people).

Targeted participation indicator

Proportion of all children experiencing disadvantage who attend ECEC for 15 hours or more per
week, for at least the three years before starting formal school

Quantity Indicators

The determination of the required quantity of ECEC services in a given community is a function of the
size of the population, the portion of the population participating, and the effort required to provide
the right standard of care. This is largely a practical consideration, and the literature reviewed did not
provide any specific data related to this driver. However, two relevant measures of quantity were
considered:

o |sthere sufficient ECEC infrastructure? i.e., number of ECEC places per defined population (per
15 hours).

e s there a sufficient workforce? i.e., number of ECEC workers or teachers.

Quantity indicator

The number of ECEC places for 15 hours per week available to 2-5 year olds
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CONCLUSIONS

ECEC quality indicators

Restacking the Odds proposes using the evidence related to the Quality Areas to recalibrate how a service
is rated for overall quality, by emphasising the three Quality Areas that have a significant effect on child
outcomes.

The current Quality Rating System
A service can receive an overall “Exceeds” the National Quality Standard if:
The service meets all standards and receives an Exceeds National Quality Standard rating in

at least four Quality Areas, including at least two of the following areas:

e QA1 - Educational program and practice

e QA?S - Relationships with children

e QA6 - Collaborative partnerships with families and communities
e QA7 - Leadership and service management

Restacking the Odds Quality Rating System
To receive an exceeding rating, a service would need to attain an Exceeds National Quality Standard
rating in all three evidence-based Quality Areas:
e QA1 - Educational program and practice
o QA4 —Staffing arrangements
e QA5 — Relationships with children
And must at least “Meet” the National Quality Standard in the remaining four Quality Areas.

Quality indicator
The proportion of ECEC services rated ‘exceeding’ the standard in quality areas 1, 4 and 5 and at
least ‘meeting’ the standard in all other quality areas according to the ACECQA assessment.

ECEC participation indicators
Two indicators were selected that encapsulated the three factors related to participation; one
pertained to universal participation whilst the other related to targeted participation, as follows:

e The proportion of all children, aged 3 to 5 years in a given area, who attend ECEC for at least
15 hours per week.

e The proportion of children, aged 2 to 5 years in a given area, from disadvantaged backgrounds
and/or with special needs (children residing in an area with a Socio-Economic Index for Areas
[SEIFA] Index of Relative Socio-economic Disadvantage [IRSD] quintile of 1, non-English
speaking background, Aboriginal and Torres Strait Islander children, children with disability)
who attend ECEC for at least (more than) 15 hours per week
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Universal participation indicator

Proportion of all children attending ECEC for 15 hours or more per week, for the two years before
starting formal school

Targeted participation indicator

Proportion of all children experiencing disadvantage who attend ECEC for 15 hours or more per
week, for at least three years before starting formal school

ECEC quantity indicators

The determination of the required quantity of ECEC services in a given community is a function of the
size of the population, the portion of the population participating, and the effort required to provide
the right standard of care. This is largely a practical consideration, and the literature reviewed did not
provide any specific data related to this driver. There are however two measures that are related to
quantity:

o |sthere sufficient ECEC infrastructure? i.e., number of ECEC places per defined population (per
15 hours).

e |sthere sufficient workforce? i.e., number of ECEC workers/teachers.

Quantity indicator

The number of ECEC places for 15 hours per week available to 2-5 year olds
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BACKGROUND: RESTACKING THE ODDS

Too many children are born into circumstances that do not provide them with a reasonable opportunity
to make a good start in life. Disadvantaged circumstances for children lead to developmental inequities
in physical health, social-emotional wellbeing, and academic learning — that is, differential outcomes
that are preventable. Inequities emerging in early childhood often continue into adulthood,
contributing to unequal rates of low educational attainment, poor mental and physical health and low
income. In some cases, this experience is part of a persistent cycle of intergenerational disadvantage.
Inequities constitute a significant and ongoing social problem and —along with the substantial economic
costs — have major implications for public policy.

The importance of early childhood and the impact of this period on long-term developmental outcomes
has been well documented. Research has demonstrated that this period is crucial for brain
development across all domains, and that both risk and protective factors encountered by the child
during this time can have life-long impacts [35]. In particular, exposure to multiple risk factors predicts
more severe, adverse developmental consequences compared with a singular risk factor (e.g. [36, 37]).
Furthermore, research has shown that developmental interventions that isolate only one risk factor are
less likely to work than those that are multi-faceted (e.g. [38-40]). The premise behind the latter
approach to intervention is that resources/assets accumulate and the benefits of multiple assets
accrue, leading to more positive outcomes. In line with this premise and with evidence on cumulative
risk, it is the hypothesis of Restacking the Odds that inequities can be reduced by using existing,
evidence-based interventions and approaches from service providers of the following five strategies:
antenatal care; sustained nurse home visiting; early childhood education and care; parenting programs;
and the first 3 years of school. These strategies are notably longitudinal (across early childhood),
ecological (targeting child and parent), evidence-based, and able to be targeted (aimed at benefiting
the ‘bottom 25 per cent’, namely the most disadvantaged). By ‘stacking’ these fundamental
interventions (i.e., ensuring they are all applied), it is predicted that there will be a cumulative effect,
amplifying the effect and resulting in sustained benefits.

In order to achieve this, the Restacking the Odds project seeks to use the existing evidence within the
five fundamental strategies of early childhood, to develop best practice benchmark frameworks that
better define indicators of quality, access (quantity), and reach (participation).

This report focuses on the strategy of Early Childhood Education and Care. There is a similar report for
each of the five strategies.
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INTRODUCTION: EARLY CHILDHOOD EDUCATION AND CARE

The early years are a time of rapid brain development, and a secure and nurturing environment
provides a solid base for learning. An extensive research base indicates that the education and care of
young children (birth to eight years of age) has an immense influence on long-term outcomes related
to resilience, health, and wellbeing. Specifically, early childhood education and care (ECEC) programs
offered during the first five years strengthen social and cognitive development [1, 2]. ECEC has been
associated with positive short- and long-term outcomes in literacy, cognition, social-emotional
development, and future academic success. Participation in high quality ECEC has the potential to
provide all preschool children with an opportunity to develop life-long skills for learning and wellbeing
[41]. Previous research (predominately US-based) has focused largely on the impact of ECEC on
disadvantaged children, demonstrating benefits across a broad spectrum of outcomes [4]; however,
there has been a more recent shift to optimise ECEC programs for all children (e.g. [5, 6]).

Universal access to ECEC services is therefore a way improve developmental outcomes for Australian
children. There is a clear need for this in Australia, with 15 per cent of children from the lowest socio-
economic quintile (around 60,000 children in total) entering school as “developmentally vulnerable”,
as measured by the Australian Early Development Census (AEDC) [42]. The AEDC is a teacher-report
measure of the development of all children starting school and is completed every 3 years. Children are
classified as “developmentally vulnerable” if they demonstrate a much lower (lowest 10%) than average
ability in the developmental competencies in a domain. The five AECD domains include language and
cognitive skills, communication skills and general knowledge, physical health and wellbeing, social
competence and emotional maturity. While overall levels of developmental vulnerability have not
shifted significantly, the gap between the poorest and wealthiest communities, and between
remote/rural and metropolitan areas, has increased. This finding is significant given the evidence that
many children who enter school developmentally vulnerable fail to catch up to their peers (e.g. [43,
44]). National studies show ECEC as a potential way to impact child outcomes. For example, AEDC data
suggest that children who attend preschool are less likely to be developmentally vulnerable, even when
considering level of relative disadvantage. Furthermore, research from the Longitudinal Study of
Australian Children (LSAC) demonstrates that children who attend preschool score higher on year 3
National Assessment Program — Literacy and Numeracy (NAPLAN) tests, with a reduced probability of
being rated by their carer as having poor social and emotional development [30].

The benefits of attending ECEC are related, in particular, to the quality of ECEC programs, with quality
having been shown to have a significant influence on child outcomes. Rating scales assessing quality
include aspects of structural quality (i.e. how the ECEC system is designed and organised, such as the
number of professionally trained staff) and process quality (i.e. practices within an ECEC setting, such
as relationships and interactions between staff and children). ECEC programs for children aged 3 to 5
years with an emphasis on literacy, maths, science, environment and using a diversity of cultural and
theoretical approaches result in better academic and social-behavioural outcomes [7]. Staff
gualifications and ratings of quality are also related. Children have been shown to make more progress
in preschools where staff have higher qualifications, and objective measures of quality (e.g. the
Classroom Assessment Scoring System PreK and Early Childhood Environment Rating Scale — Revised)
are also related to better outcomes for children (e.g. [5, 7-9]).
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Whilst the research shows that high quality ECEC services can improve child outcomes, the data shows
that those children at greatest risk of poor outcomes may not be accessing these services. In 2014, 43%
of all Australian children aged 0-5 years were enrolled in ECEC services, and 95% of 4-year-old children
were enrolled in a preschool program in the year before school [15]. To be considered enrolled, the
child must have attended the ECEC program for at least one hour during the reference period, or be
absent due to illness or extended holiday leave and expected to return. The enrolment rate for 4-year-
old children are on par with other OEDC nations (average 84%) [16], but some large subgroups of
Australian children are substantially less likely to participate in ECEC programs. This includes children
from low socio-economic backgrounds, remote communities, Indigenous backgrounds, non-English
speaking backgrounds, and those with a disability or special health care needs [17, 18]. Inadequate
reach of high quality ECEC programs to the most vulnerable/disadvantaged is likely to result in widening
the child development intergenerational disadvantage gap further.

This restricted targeted review addresses 4 key questions:

1. Utilising an existing ECEC national quality system, which quality areas and/or standards have
the most significant effect on child outcomes (i.e., cognition, language, academic, and social
emotional development)?

2. What does the evidence indicate is the most effective (universal) starting age, dosage (i.e.
number of hours per week), and duration (i.e. number of months/years) as it relates to
improving child developmental outcomes (cognition, language, academic, and social emotional
development)?

3. Given the evidence determined from question 2, in what quantity should a given community
deliver ECEC?

4. Do the answers to these questions differ for targeted provision to disadvantaged populations?
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ECEC Quality

Although there is no internationally recognised definition of ECEC quality, measures used to assess
quality typically include both structural and process elements. Structural quality refers to the way the
ECEC system is designed and organised (e.g. the number of professionally trained staff, the design of
the curriculum). Process quality relates to the practices within an ECEC setting (e.g. relationships and
interactions between staff and children, day-to-day pedagogic practices of staff) [45].

ECEC Participation
Refers to the dosage (hours) and duration (years/months) of ECEC services available to the targeted
population.

ECEC Quantity
Refers to the capacity of ECEC services within a defined (local) area, relative to the size of the target
population.

Australian families are offered a diverse range of options for the education and care of their young
children. ECEC services provide one or more of the following service types:

e Child care —refers to formal child care services provided to children aged 0-12 years, including:
o Longday care,
o Family day care,
o Outside school hours care (OSHC), and
o Occasional care.

e Preschool (kindergarten) — refers to services delivering a preschool program by a qualified
teacher to children, mainly in the year or two before they begin full time schooling.

Whilst these are the types of services available, in practice, there is significant variation in the actual
services provided to the public. The is because the ECEC arrangements in Australia are complex and
differ between the states and territories in terms of the range of services offered, the extent of those
services, and the model of service integration. Furthermore, the Australian ECEC system is managed by
a range of different organisations including:

e J|ocal government-managed services,
e school-managed services,
e community-based organisations, for-profit providers, and

e not-for-profit providers with government subsidies available to families.
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(Services outside the scope of this review of ECEC services include primary schools and in-home care).

The situation of multiple service types and providers is further complicated by the diverse ECEC funding
arrangements (all levels of government and families contribute).

Australia has an established quality rating system with associated quality indicators, the National
Quality Framework (NQF). The overarching objective of the NQF is to improve educational and
developmental outcomes for children attending ECEC services, through driving quality improvement in
service delivery [46].This system was implemented in 2013, however, development of the NQF began
in 2007 when the Australian ECEC system underwent major reform following a change of government.

The decision to introduce a National Quality Framework came from the recognition that consistent
quality standards across jurisdictions and across services was required to ensure Australia had a world-
class ECEC system. Historically, there was a gap in the quality of ‘child care’ services and
‘preschools/kindergartens’ services, due to the view that childcare existed primarily to provide support
to working families [47]. Furthermore, as each state and territory ran their own ECEC regulatory system,
there was significant administrative and regulatory duplication of services between the Commonwealth
and states and territories.

A central part of this reform was the formation of the Council of Australian Governments (COAG), a
cross jurisdiction council which includes representatives from all three tiers of government (federal,
state and local). COAG was commissioned to consider ways of creating a national approach to ECEC
that was consistent with Australian and international research, but in practice, mainly relied upon
recommendations provided by the Organisation for Economic Co-Operation and Development [48].
The OECD is an intergovernmental economic organisation with 35 member countries, which was
founded in 1961. The OECD provides a foundation to identify good practices, including aspects of
quality that are critical to the provision of ECEC services and contribute to positive outcomes for
children.

Under COAG, the core of the Australian Government’s reform agenda for ECEC focused on three key
aspects of early childhood services:

1. National Quality Standards and enhanced regulatory arrangements;
2. A quality rating system, and;
3. A national early years learning framework.
[49].
These three aspects of ECEC were developed by COAG, and are described in more detail below.

National Quality Standards

In 2009, COAG produced the National Quality Framework for Early Childhood Education and Care and
School Age Care (National Quality Framework; NQF). The NQF was designed to provide national
minimum standards to drive improvements in quality across Australia, and includes the National Quality
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Standards (NQS). The NQS were developed following an “extensive and targeted consultation process
with and between a panel of experts” and also involved field testing [49]. Seven quality standards were
developed, based upon research and/or consensus from panel experts. The standards are also
consistent with quality indicators identified by the OECD (educational concept and practice, structural
guality, interactions between educators and children and targeting services to meet the needs of
families and local communities) [50]. The NQS sets a national benchmark in 7 quality areas (QA) for 18
standards (see Appendix A for full detail of related elements):

1. Educational program and practice (QA1);
2. Children’s health and safety (QA2);
3. Physical environment (QA3);
4. Staffing arrangements (QA4);
5. Relationships with children (QA5);
6. Collaborative partnerships with families and communities, (QA6) and;
7. Leadership and service management (QA7)
[50].

Quality Rating System
The NQS is accompanied by a national assessment and rating process, reporting the quality of each
service against five rating levels:

i) Significant Improvement Required,
ii) Working Towards NQS,

iii) Meeting NQS,

iv) Exceeding NQS, and

v) Excellent.

Each of the seven quality areas consist of two to three quality standards; high-level outcome
statements. There are also two to three elements under each of the quality standards — these are
specific outcome sentences that describe how the standard should be achieved (see Appendix A for
detail).

The NQS includes a total of 58 elements, which are assessed as being met or not. A service is required
to meet all the elements within a standard to be rated as “Meeting” that standard. A service must meet
all seven standards to attain an overall rating of “Meeting” the National Quality Standards. In addition,
a service can receive an “Exceeding” rating (as determined by the assessor) for each standard and can
receive an overall “exceeds” the National Quality Standard if the service meets all standards and
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receives an Exceeds National Quality Standard rating in at least four quality areas, including at least two
of the following areas:

e Educational program and practice (QA1)

e Relationships with children (QA5)

e (Collaborative partnerships with families and communities (QA6)
e Leadership and service management (QA7)

The “Excellent” rating can only be awarded by the national body, the Australian Children’s Education
and Care Quality Authority (ACECQA), upon application from the approved service provider.

The quality rating system was developed following a consultation process with stakeholders. ACECQA
is the national body that guides and reports on the NQF (including the NQS), while regulatory
authorities in each state and territory are responsible for its implementation (see Table 4).



Table 4: National Quality Rating System

Rating Level

How the overall rating is determined

Significant Service does not meet 1 of the 7 quality areas or a

improvement section of the legislation and there is a significant

required risk to the safety, health and wellbeing of children.
The regulatory authority will take immediate action.

Working Services provides a safe education and care

towards program.

National Quality There are 1 or more areas identified for

Standard improvement.

Meets National
Quality Standard

Service meets the National Quality Standard.
Service provides quality education and care in all 7
quality areas.

Exceeds Service goes beyond the requirements of the

National Quality National Quality Standard in at least 4 of the 7

Standard quality areas, with at least two of these being quality
areas 1,5,6,or7.

Excellent Service promotes exceptional education and care,

demonstrates sector leadership and is committed to
continually improving.

Awarded by ACECQA.

Services rated Exceeding National Quality Standard
in all quality areas may choose to apply for this
rating.

Early Years Learning Framework

The NQS also supports the implementation of an early years curriculum, titled Belonging, Being and
Becoming: The Early Years Learning Framework (EYLF). This framework guides early childhood
educators in the provision of quality early childhood educational programs and practice, through
curriculum and pedagogy. The EYLF was designed to bring together the multiple perspectives of the
Australian community about how best to support children’s learning from birth to five years and their
transition to school. The EYLF considers diversity of cultural, spiritual, and theoretical approaches to
ECEC across Australia, and it is intended to be a resource for educators, parents, and the broader

community who have an interest in child development [51].
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METHOD

The literature review utilised a targeted Restricted Evidence Assessment (REA) methodology. REA is a
research methodology that uses similar methods and principles to a systematic review, but makes
concessions to the breadth and depth of the process in order to be completed within a short timeframe.
Rigorous methods for locating, appraising and synthesising the evidence related to a specific topic are
utilised; however the methodology places a number of limitations in the search criteria and in how the
evidence is assessed.

Australia has an established quality rating system (the National Quality Standards) with associated
quality indicators. So, as a matter of pragmatics the existing national system was used, with robust
evidence mapped against this rating system to either endorse or adapt the current scoring
methodology and system indicators related to quality. The Restacking the Odds methodology for the
ECEC strategic area involved seven key steps, which are described in detail below. The first three steps
are uniqgue to the methodology employed to the quality driver.

1. Interview —ACECQA representative

An informal interview with Rhonda Livingstone, National Education Leader and General Manager
Educational Leadership from ACECQA was conducted, in order to seek (a) her expertise about the
relative importance of different aspects of quality on child outcomes, and (b) any official documentation
outlining the evidence-base underpinning the NQS. Ms Livingstone was involved in the development
of the ACECQA National Quality Standards (NQS). The major objective of the interview was to seek any
official documentation outlining the evidence-base underpinning the NQS.

2. Mapped the European Commission Key Principles of a Quality Framework against the
National Quality Standards (refer to Appendix B)

The European Commission Key Principles of a Quality Framework is a benchmark, which is part of the

Education and Training 2020 Strategy. It addresses the challenge of (a) providing access to child care

and education for all, and (b) raising the quality of ECEC provision.

The development of this framework was a process that included ECEC experts and policy-makers from
across Europe, who reviewed the existing evidence from policy and practice as well as cross-national
research findings. The “Proposal for Key Principles for a Quality Framework for Early Childhood
Education and Care” outlines the attributes identified as crucial for enhancing the quality of service
provision [33].

Increasing access to high quality ECEC is a major focus of the European benchmark. The European
benchmark, emphasises the importance of improving access for children from disadvantaged
backgrounds and for improving the quality of provision and support for ECEC teachers. In 2011, the
European Commission launched a process of cooperation to address these two major challenges
(access and quality). The process included the establishment (in 2012) of a Thematic Working Group
as part of the Education and Training 2020 work programme.
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The focus of the Thematic Working Group was to identify and review key policy actions which had led
to improvements in ECEC quality and access. The Group, which was comprised of ECEC experts and
policy makers from across Europe, reviewed the existing evidence from policy and practice in Member
States, as well as cross-national research findings. The Group highlighted five areas where action has
led to clear improvements in the quality of provision:

1. access;

2. workforce;

3. the curriculum;

4. evaluation and monitoring; and
5. governance and funding.

Within these five areas, there were ten broad actions (Quality Statements — see Appendix B), which
were designed so that they could be used by Member States to improve the quality of ECEC provision
and support all children, their families and the community [33].

These ten quality statements were mapped against the NQF. The purpose of this mapping exercise was
to determine if there were any important areas not covered by the seven Quality Areas of the NQF.

3. CLASS PreK and ECERS-R mapped against NQS (refer to Appendix B)

The Classroom Assessment Scoring System PreK (CLASS PreK) and Early Childhood Environment Rating
Scale — Revised (ECERS-R) are valid and reliable tools used to assess ECEC quality. The measurement
domains from CLASS PreK and ECERS-R were mapped against the existing National Quality Standards,
to determine which areas were best supported by existing measures of quality shown to relate to child
outcomes. As with the mapping exercise above, these standardised measures of ECEC quality were
examined, to ensure that important areas were not missed by only focusing the literature search on
the seven Quality Areas of the NQF.

4. Targeted literature research
The following steps (a to d) were applied across the 3 key drivers (quality, participation, and quantity).

(a) Systematic reviews and meta-analyses

Search Strategy

A targeted search of the academic literature was conducted, and sought to identify systematic reviews,
meta-analyses, randomised controlled trials, and other relevant primary research by searching standard
academic and clinical databases. This process was directed by information from major national and
international studies, and included grey literature where necessary.

The following databases were used to identify relevant primary literature related to this topic: Ovid
MEDLINE, SCOPUS, ERIC, PsychINFO, Cochrane library, and PubMed.
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The quality of the systematic reviews and/or meta-analyses was assessed using the PRISMA checklist
[52] (see Appendix C).

Search Terms

The search terms were kept broad at this first step, in order to cover relevant papers across the three
key drivers (quality, quantity, participation). The Title/s, Abstract/s, MeSH terms, and Keywords lists
were:

e early childhood education, preschool, kindergarten.
e systematic review, meta-analysis, review.

Paper Selection
Systematic reviews or meta-analyses were included if they were evaluating any aspect of ECEC related
to any of the three key drivers (quality, quantity, participation).

(b) Targeted search strategy
For each of the drivers, there was a focus on the key studies identified either by experts or within the
systematic reviews/meta-analyses. The studies included did not undergo a quality and bias check.

Search Terms: Quality
The NQS provided the context from which a targeted search strategy was developed, to determine
which factors within the seven quality standards have the greatest impact on child outcomes.

The following studies were identified as key projects with data related to quality:

e The National Institute of Child Health and Human Development Study of Early Child Care and
Youth Development (NICHD SECCYD) studies

e The Effective Provision of Pre-School Education (EPPE) study

e The International Association for Evaluation of Educational Achievement (IEA) Pre-Primary
Project

Search Terms: Participation

A targeted search of government reports and reviews - particularly those reporting on large scale
randomised controlled trials (RCTs) and/or nation-wide projects with longitudinal data — was
conducted. This process was directed by information from major national and international studies and
included grey literature where necessary. The following studies were identified as key projects
reporting on participation-related parameters:

e The National Institute of Child Health and Human Development Study of Early Child Care and
Youth Development (NICHD SECCYD) studies

e The Effective Provision of Pre-School Education (EPPE) study

e [ongitudinal Study of Australian Children
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e Abecedarian project

e FEarly Head Start

e Perry Preschool Project
e Milwaukee Project

e Project Care

Search Terms: Quantity
The following search terms specific to the research questions were included in searching the Title/s,
Abstract/s, MeSH terms, and Keywords lists:

e early childhood education, preschool, kindergarten
e qvailability, access, quantity, transport, distance travelled, neighbourhood/s, community/ies

Paper Selection
Key papers examining aspects of quality, quantity, or participation were included in this restricted
review.

(c) Ranking the Evidence
Individual studies were assessed for effectiveness across the three domains of functioning
(cognitive/language, academic, and social-emotional) based on the following criteria:

e Supported: clear evidence of benefit, with sustained benefits of at least 1 year and without
evidence of harm or risk to participants. Populations examined are similar to, and results are
clinically sensible to apply to, the Australian context.

e Promising: evidence suggestive of benefit of at least 6 months and without evidence of harm
or risk to participants. Populations examined may be somewhat different to the Australian
population, affecting generalisability and applicability to the Australian context. Meta-analyses
and systematic reviews of moderate quality will be ranked as promising due to increased risk
of bias.

e Notsupported: There is evidence of harm or risk to participants.
e Null: no difference found between comparison groups.

Once each study was evaluated for effectiveness, an overall ranking of the evidence was determined
using the following classifications (adapted from [19]). See Appendix D for full details.

e Supported. Clear, consistent evidence of benefit.
e Promising. Evidence suggestive of benefit but more evidence needed.

e Mixed. Data is mixed and could show evidence of harm or risk.
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e Not adequately addressed. Insufficient evidence in the target research-base.

e Notsupported. There is evidence of harm or risk to participants.

5. Development of Draft Indicators
Indicators were developed, based on those which were determined by the evidence to be the best
indicators of quality, participation, and quantity.

6. Expert Evaluation of Draft Indicators
The distilled list of indicators was vetted by an Australian and two international ECEC experts:

e Professor Iram Siraj PhD, OBE. Professor of Child Development and Education University of
Oxford.

e Professor Edward Melhuish CSci, CPsychol, FBPsS, FAcSS, OBE. Professor of Human
Development, Birkbeck, University of London and Professor of Human Development, and
Academic Research Leader, University of Oxford.

These experts were asked to independently comment on the developed list of ECEC quality, quantity,
and participation indicators.
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RESULTS

1. Interview with the ACECQA representative: NQS development
The interview with Rhonda Livingstone, National Education Leader, General Manager Educational
Leadership from ACECQA provided the context to the development of the NQS.

Overall, the development of the NQS (detailed below) involved drawing upon:

e The standards that were previously included in the National Childhood Accreditation Council
(NCAC),

e National and international research and practice, and
e Quality indicators of the Classroom Assessment Scoring System (CLASS).

The development of the NQS drew upon standards that were previously included in the NCAC, and also
utilised the quality indicators of the Classroom Assessment Scoring System PreK (CLASS PreK); [53] and
the Early Childhood Environment Rating Scale — Revised (ECERS-R) [54]. Based on Ms Livingstone’s
account, the experts had initially tried to “cherry pick the best and throw it into a big melting pot” —
however they then realised that there was a need to consider outcomes for children and look at the
research evidence that supported better developmental outcomes. Consequently, the experts then
looked more broadly at the research and practices regarding quality outcomes for children which was
occurring in the UK, New Zealand, and the US. In addition, the experts considered the context of
learning from experience in regulating for minimum quality (NCAC Quality Assurance). The Australian
context was also considered, in terms of culture and the guiding principles that underpin the whole
regulatory standards. This included the recognition and value of Aboriginal and Torres Strait Islander
(ATSI) culture as well as the role of parents as child’s first educator (which are embedded in the guiding
principles of the NQF. The development of the NQS also drew upon quality indicators used in the
Classroom Assessment Scoring System (CLASS), particularly with regard to what is considered to be
‘exceeding practice’ (there are several versions of CLASS that target different ages groups). The
Australian Council for Education Research was also consulted with regard to the description of
‘exceeding’ for the NQS rating system.

As a result of these processes, quality areas were developed based on evidence linking these domains
with positive child outcomes, as follows:

e Quality Area 1- Educational program and practice,
e Quality Area 4 - Staffing arrangements, and
e Quality Area 5 - Relationships with children.

Four other quality areas and standards were also developed, based largely on legislation/regulation
requirement
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e Quality Area 2 - Children’s health and safety,

e Quality Area 3 - Physical environment,

e Quality Area 6 - Collaborative partnerships with families and communities, and
e Quality Area 7 - Leadership and service management.

2. NQS Mapping: the European Commission Key Principles of a Quality Framework

The ten Quality Statements from the European Commission Key Principles of a Quality Framework were
mapped against Australia’s NQS. There were several points of overlap between these two documents
(see Appendix B for details). Specifically, the following quality areas and standards were addressed in
both frameworks: Quality Area 1 (standard 1 & 2); Quality Area 4 (Standard 4.1); Quality Area 5
(Standard 5.1); Quality Area 6 (standard 6.1 & 6.2); Quality Area 7 (Standard 7.1). The two domains not
covered by the European Commission Key Principles of a Quality Framework were Quality Area 2
(Children's health and safety) and Quality Area 3 (Physical environment).

This initial scoping work provided confidence that any important areas were not being missed when
using the seven Quality Areas from the National Quality Framework to direct the targeted literature
search.

3. NQS mapping against objective measures of quality: ECERS-R AND CLASS

Similar to the mapping exercise above, valid and reliable measures of ECEC quality (ECERS-R and CLASS)
were compared with the NQS (see Appendix B), to ensure that important areas were not missed [53,
54].

The CLASS incorporates items to measure both structural and process aspects of ECEC quality. Areas
demonstrating the most substantial overlap were Quality Areas 1 and 5. Quality Area 1 (Educational
programs and practice) included items such as productivity, concept development, language modelling,
literacy focus, and teacher sensitivity, and Quality Area 5 (Relationships with children) included the
following domains; positive climate, negative climate, and regard for student perspectives. Quality Area
4 overlapped with the entire emotional support domain; and included elements such as positive
climate, negative climate, teacher sensitivity, regard for child perspectives, and behaviour guidance.
Quality Area 3 overlapped with just one item; instructional learning formats.

ECERS-E also measures structural and process aspects of quality ECEC, and showed a higher number of
overlapping themes with the NQS compared with the CLASS, including Quality Areas 1, 4, and 5 noted
above. In addition, the ECERS- E also includes at least two items in the other four NQS areas (details

are provided in Appendix B).
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In summary, the overlapping themes identified, with quality measures and the European
Commission Key Principles compared with the NQS, highlight the relative importance of Quality
Areas 1, 4, and 5. As mentioned above, this initial scoping work provided confidence that no
important areas were being missed, when using the seven Quality Areas from the National Quality
Framework to direct the targeted literature search.

4. Targeted literature research
A targeted search of the academic literature sought to identify systematic reviews, meta-analyses,

randomised controlled trials, and other relevant primary research, by searching standard academic and

clinical databases. Few relevant systematic reviews and meta-analyses of acceptable quality were

identified, and those that were found are described in relation to the appropriate Quality Area (QA 1-
7 listed below).

Three major national and international trials were identified as providing evidence relevant to a number

of the quality areas of interest in this report. These studies are described in brief below. These studies

are only referred to thereafter where they are relevant and applicable to the Australian context.

1.

The Effective Provision of Pre-School Education (EPPE) study was the first major longitudinal, mixed-
methods study to investigate the effects of ECEC provision on children’s cognitive, social, and
behavioural development. This study used a national sample of over 3,000 UK children between
the ages of 3 and 11 years, who were recruited between 1997 and 1999 [7]. The EPPE project
covered a range of different types of ECEC provision, and included a comparison group of children
who had minimal or no ECEC experience. Data was collected on child and family background
characteristics; child cognitive, social and emotional developmental measures; and preschool
characteristics. Preschool characteristics included ‘structural’ features (such as child/staff ratios,
staff training, policies, curriculum, and parental involvement) and ‘process’ features (such as
interactions between children and between staff and children, and the structuring of activities).
The EPPE study used the following measures of ECEC quality and child outcomes:

e ECERS-R: arevised version of the Early Childhood Environment Rating Scale which covers space
and furnishings, personal care routines, language reasoning, activities, interaction, programme
structure, and parents and staffing [55].

e ECERS-E: an extension of the ECERS focused on the English curriculum, which covers literacy,
mathematics, science and environment, and ‘diversity’ [7].

e (CIS: Caregiver Interaction Scale, which assesses positive relationships, permissiveness,
detachment, and punitiveness of staff [56].

The EPPE study also conducted in-depth case studies of 12 ECEC centres rated as ‘good’ or
‘excellent’ in terms of effectiveness (producing better than expected outcomes based on child and
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home characteristics). The case studies were conducted retrospectively using document analysis,
interviews and observation; in order to give further detail about good practice.

2. The National Institute of Child Health and Human Development Study of Early Child Care and Youth
Development (NICHD SECCYD) was a longitudinal study of the development of a demographically
and ethnically diverse sample of over 1000 children in the USA. Children were recruited at 1 month
of age in 1991, and followed through to adolescence [23]. Quality of ECEC was measured using (a)
the Observational Record of Caregiving Environment (ORCE), which involves observing and
recording child behaviour, activities, and interactions with adults and other children [24], and (b)
the Child-care HOME (CC-HOME) a global rating of quality which is focused on the quality of the
caregiving environment more broadly, including ratings for responsivity, modelling and acceptance
[4]; and measures of structural features including staff-child ratio, group size and staff education
level [23]. The researchers also measured child development and family characteristics, including
the quality of maternal care.

3. The International Association for Evaluation of Educational Achievement (IEA) Pre-Primary Project
was a longitudinal, cross-national study of ECEC. The project examined the association between the
structural and process characteristics of ECEC settings of children who attended ECEC at age 4 years
and their cognitive and language performance at age 7 years. The sample of 1,897 children came
from 10 countries (developed and developing), and while Australia was not included, findings which
were consistent across these 10 countries can reasonably be generalised to the Australian setting
(i.e., similar demographics, healthcare systems). Observations of ECEC centre quality were made
using instruments specifically developed for this study through collaboration between researchers
across countries; and these instruments covered child behaviour, adult behaviour, structural
features, family characteristics, and child development [25].

Where appropriate, studies that were based in Australia were included, in order to assist with the
interpretation of the evidence and the extent to which is the information is generalisable and applicable
to the population of interest (i.e. Australian children).

Data was also extracted from the European Commission Key Principles of a Quality Framework for Early
Childhood Education and Care (described above), which used the research literature to determine the
key priority areas [33].

The results below consider the research as related to each quality area (QA1-7). This is not an exhaustive
summary of the evidence related to the National Quality Standards. Rather, it is a summary of a
targeted search, focused on well-known high quality longitudinal studies, systematic reviews and meta-
analyses, and evidence identified by experts in the European Commission Key Principles of a Quality
Framework for Early Childhood Education and Care. See
Appendix E for a list of the evidence-base related to each of the quality areas.

Table 5 provides a summary of the overall evidence base.
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Table 5: Summary of the overall evidence base

QUALITY AREA COGNITIVE & ACADEMIC SOCIAL-EMOTIONAL

TEACHING-RELATED FACTORS

Educational program and practice * Supported * Supported

Staffing arrangements * Supported * Supported

Relationships with children * Supported + Supported

ENVIRONMENT-RELATED FACTORS

Children’s health and safety * Not adequately addressed in * Not adequately addressed in
target evidence-base target evidence base

Physical environment * Promising + Not adequately addressed in

target evidence base

Collaborative partnerships with families * Promising * Promising
and communities

Leadership and service management * Promising + Not adequately addressed in
target evidence base

Quality Area 1: Educational program and practice

Standard 1.1 - An approved learning framework informs the development of a curriculum that
enhances each child’s learning and development

There are two major factors contained within Standard 1.1. Firstly, it stipulates that ECEC programs
should have a structured, explicit curriculum that is embedded within practice. Secondly, it specifies via
the Quality Elements that child learning and development outcomes emphasised by the curriculum
should include “identity, connection with community, wellbeing, confidence as learners and
effectiveness as communicators” (see Appendix A for a full list of Quality Standards and associated
Elements). An approach targeting these quality elements is referred to in this report as ‘holistic’ but
there are a number of synonymous terms used in the literature such as ‘cognitive developmental’,
‘balanced’, ‘global’, ‘comprehensive’ and ‘constructivist’. Holistic curricula aim to foster academic
progress alongside other aspects of child development, and balance structure with flexibility. This is in
contrast to programs which focus more exclusively on school readiness in terms of numeracy and
literacy, referred to henceforth as ‘academic’ curricula [33]. This project sought to determine the
strength of evidence underlying both of these aspects of Standard 1.1:

1) An explicit curriculum embedded in practice, and
2) A holistic approach to the curriculum.
Below is the research gathered which relates to this area of the Standard.

A systematic review, synthesising 38 randomised-controlled trials and matched-control studies on the
effects of 27 specific ECEC programs in the US, investigated the effect of these programs on cognitive
outcomes of children aged 3-5 [20]. ECEC programs were categorised as either ‘academic’ or ‘cognitive-
developmental’ (holistic). Analyses revealed that compared with control conditions (e.g., standard
practice or an alternative program(s)), programs in both the ‘academic’ and ‘cognitive-developmental’
categories were associated with greater child developmental progress in the areas targeted by the
particular program (whether it be language, literacy, phonological awareness, mathematics or
cognition). Notably, the average effect sizes were small. Holistic programs were found to have better
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long-term effects on social adjustment (such as reduced delinquency, teenage pregnancy, and welfare
dependency and increased educational and employment levels), based on a small subset of studies
which continued to adolescence or adulthood. This review was of moderate quality, with detail lacking
in the description of the search strategy and the results of individual studies. No risk of bias assessment
across the studies was presented. In addition, comparison conditions of the included studies were
highly variable and not always described in sufficient detail. The authors also noted that in most of the
studies, teachers received a higher degree of support in implementing the curriculum than would be
typical when a new program is implemented at scale. This suggests that the broad implementation of
such programs outside of the context of a study may not produce effects of the same magnitude.

A more recent systematic review by the same lead authors drew upon 32 randomised-controlled trials
and matched control studies, to examine the effects of 22 ECEC programs on the cognitive development
of children aged 3-5 years [21]. In contrast to the previous review, programs were either categorised
as ‘comprehensive approaches’ with a balance of skill-focused and child-initiated activities (holistic), or
‘developmental-constructivist approaches’ which include little direct teaching of literacy skills and focus
upon child-initiated activities [21]. Control conditions varied across studies, either representing
standard practice or an alternative program to the ‘intervention’” program. Notably, the control group
programs all used developmental-constructivist models. The review reported significant evidence of
positive language and literacy outcomes at the completion of preschool and kindergarten follow-up for
comprehensive ECEC programs which balanced skill-focused and child-initiated activities. The review
also found that developmental-constructionist programs had a smaller effect, which was not
statistically significant.

This review was generally of high quality, with the exceptions that some detail was lacking in the
description of the search strategy, and that there was no risk of bias assessment across the studies
presented. This review provided evidence that structured holistic curricula which balance direction
from ECEC staff and children are associated with greater gains in child cognitive developmental
outcomes, as compared with ECEC settings lacking in structured curricular guidance. It should be noted
that neither of the systematic reviews described above investigated short-term social and emotional
outcomes, due to a lack of objective measures in the included studies.

A third systematic review was identified that aimed to assess aspects of ECEC quality amongst low-
income and ethnic minority populations in the Unites States. However, the available data was
insufficient to draw any meaningful conclusions about the relative importance of different aspects of
quality which were being studied [57].

One longitudinal trial had information related to Standard 1.1, the EPPE study. Neither the NICHD
SECCYD nor the IEA specifically addressed questions related to the presence or nature of curricula. In
the EPPE study, researchers devised the ECERS-E assessment of process quality, which consisted of the
subscales: Literacy, Mathematics, Science and Environment, and Diversity [7]. There was a significant
positive correlation between scores on the ECERS-E (representing the quality of curriculum delivery)
and child cognitive development, in terms of pre-reading, non-verbal reasoning and early number
concepts [7]. Case studies of ‘good” and ‘excellent’ ECEC centres revealed that curriculum leadership
from managers, and curriculum knowledge amongst ECEC workers, were key attributes related to
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effectiveness in producing better child outcomes than expected - based on child and home
characteristics. It was also observed that teachers in effective ECEC settings provided traditional
“teaching” in addition to providing play environments and routines conducive to learning, with a
balance between staff-initiated and child-initiated activities [5, 7]. This last finding provides support for
holistic approaches to curriculum development.

The European Commission Proposal for key principles of a Quality Framework also considered curricula.
In the summary of the evidence regarding ECEC curricula, the authors of this paper stated that curricula
were powerful tools to improve the effectiveness of ECEC [33]. Based on research, including work from
the field of developmental psychology [58], the conclusion was reached that holistic approaches are
understood to be more appropriate than those that only emphasise subject-specific, sequential
academic learning. The authors caution that in order to have this positive effect, curricula must be
aligned with principles of good practice, including:

e Explicit yet broad learning goals as opposed to age-specific standards, due to variability in child
development,

e An empbhasis on reflective practice,
e Abalance in focus between learning and wellbeing, and

e Curricular guidance on how staff may provide a diverse range of play and learning
environments for children.

Standard 1.2 - Educators and co-ordinators are focused, active and reflective in designing and
delivering the program for each child

A meta-analysis of 123 studies, which included US studies between 1960 and 2010, reported that
‘individualised instruction’ (a focus on each child’s individual progress and needs) had a positive effect
on cognitive development [22]. The reputed reason behind this was that when teachers had the
opportunity to match content to children’s particular needs, children were better able to learn new
concepts [22]. However, there is potential flaw in this interpretation. The category termed
‘individualised instruction” is a combined category, constructed by the researchers based upon a
number of factors assumed to be conducive to ‘a focus on each child’s individual progress and needs’.
These factors were: the program had a formal curriculum; class size of fewer than 10 children; 5 or less
children per staff member; or the program used primarily small group or individual instruction. Thus,
the finding relates to the umbrella term ‘individualised instruction’, rather than reflecting a specific
association between child outcomes and the pedagogical behaviour of ECEC staff. This meta-analysis
was rated as moderate-to-low quality and a number of risks of bias were identified. Issues included a
lack of information on individual studies, high rates of missing data in included studies, the inclusion of
low quality studies, and the inclusion of studies which were many decades old. As such, this meta-
analysis only provides weak, indirect evidence for Standard 1.2. This finding could be interpreted as
supporting the importance of a formal curriculum, small class sizes and generous staff-child ratios;
however due to the non-specific and weak nature of this finding, it is not discussed in relation to
Standard 1.1 or Quality Area 4.
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The EPPE study findings provided support for a positive link between Standard 1.2 and child
developmental outcomes. As mentioned previously, one subscale of the ECERS-E used to assess quality
in the EPPE study was ‘diversity’. This subscale includes items related to curriculum differentiation,
individual record keeping, observation and ability grouping, and as such is highly relevant to Standard
1.2. ECEC centres scores on this subscale were significantly correlated with child progress in pre-
reading, non-verbal reasoning and early number concepts [7]. Findings from the case studies further
support the importance of delivering the teaching program in a way that thoughtfully considers the
individual needs of each child. Observations of teachers suggested that in effective centres, the
following practices were common: formative assessment (although detailed feedback was rarely
provided to children during tasks); record keeping of child progress shared with parents regularly;
selection of activities to appropriately challenge the child; curriculum differentiation; open-ended
guestioning; and the practice of ‘sustained shared thinking’ (in which an adult and a child work together
intellectually to address an issue or extend a train of thought)[5, 7, 59]. Importantly, it was also
observed that the most effective staff demonstrated comprehensive understanding of the curriculum,
in a way that allowed them to apply the most relevant aspects of the curriculum to the children in any
given context [7].

An analysis from the NICHD SECCYD investigated the associations between child outcomes and several
measures of ECEC quality, including ‘language stimulation’. This variable encompassed a number of
caregiver behaviours including directing questions or other talk to a child, reading aloud to a child,
responding to a child’s vocalisations, and teaching a child an academic skill. This variable is therefore
linked to the kind of individual attention assessed by Standard 1.2. In the study, language stimulation
was found to be positively associated with children’s performance on 5 out of 6 measures of cognition
and language skills, at ages 15, 24, and 36 months. There was no association with any measures of
social-emotional development [60].

The IEA Pre-Primary project provided further support for a positive link between Standard 1.2 and child
developmental outcomes. This project found that children’s language scores at age 7 tended to be
higher amongst those who had attended ECEC centres where they were allowed to freely choose
activities, and where less time was spent on whole group activities [25]. The authors proposed several
factors which may explain this benefit. Firstly, when children propose an activity, it is more likely to
interest them than an activity that a teacher might propose, especially to a whole group. Teachers are
then able to introduce vocabulary which is interesting to the child, facilitating learning. Secondly, a child
is more likely to be able to select an activity that is of an appropriate level of difficulty. Thirdly, free
choice activities often require children to interact verbally with one another, developing their linguistic
and social skills [25].

The importance of focused, reflective practice was also supported in the European Commission report.
The report underlined the importance of building flexibility into the curriculum, so that ECEC staff could
work with children’s interests and allow the child to be the protagonist of their own learning [33]. Based
on the reviewed evidence, the report recommended that effective ECEC staff are able to link children’s
interests and questions with appropriate aspects of the curriculum. This was considered essential to
the development of shared meaning and understanding, with such flexibility being crucial so that
curriculum adherence did not become rigid or narrow. Furthermore, research reviewed in the report
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indicated that the ability to work collegially, pedagogical experimentation, regular planning, practice-
based research, and professional development were effective elements of reflective practice and
continuous improvement. Many of these practices are consistent with those observed in the EPPE case
studies of effective ECEC settings. More on the linkages between professionalism and quality of
pedagogical practices will be discussed in relation to Quality Area 4 — Staffing Arrangements.

Cultural diversity was another key reason identified in the in the European Commission report for the
importance of tailoring curriculum delivery to each child [33]. Mono-cultural approaches to ECEC are
identified as barriers to participation in ECEC for minority ethnic groups, with implications for child
development and for families and societies as a whole [33]. This assertion is largely based on findings
from The Roma Early Childhood Inclusion (RECI) Overview Report (a qualitative research project across
4 countries in Eastern and Central Europe focusing on children from a disadvantaged ethnic community)
and other policy-related reports. The European Commission report proposed that along with structural
and system-level steps to diminish barriers to marginalised groups, flexible and culturally sensitive
curriculum delivery was crucial to ensuring that children of all social and cultural backgrounds receive
effective education. It also highlighted the importance of partnerships with parents, which will be
discussed in detail in relation to Quality Area 6 — Relationships with families.

In summary, there were two systematic reviews and one meta-analysis that examined the
relationship between positive child developmental outcomes and the presence and implementation
of an explicit, structured curriculum. One of these was of high quality, and reported that
comprehensive early childhood programs that have a balance of skill-focused and child-initiated
activities had significant evidence of positive literacy and language outcomes at the end of
preschool and on follow-up measures at kindergarten. Although the included studies were all US
programs and focused on high poverty communities, the review was rated as Supported since the
included studies were all of high quality and the results are generally applicable and generalisable
to the Australian context [21]. Although the remaining systematic review and meta-analysis also
provide evidence that educational program and practice is related to positive child outcomes
(cognitive/academic and social emotional), these were of low-to-moderate quality, thus were rated
as Promising.

There were three longitudinal international trials (EPPE, NICHD SECCYD, and IEA Pre-primary
longitudinal, cross-national study) that provided Support for Quality Area 1 in terms of
cognitive/academic functioning. However, only the EPPE study found a positive relationship
between structured curricula and social-emotional outcomes.

Overall, the evidence Supports Quality Area 1. See Appendix E for a list of the evidence-base related
to this quality area.
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Quality Area 2: Child’s health and safety
Standard 2.1 - Each child’s health is promoted
Standard 2.2 — Healthy eating and physical activity are embedded in the program for children

Standard 2.3 — Each child is protected

Child health and safety is an important right and is a legal requirement under the Education and Care
Services National Law and the Education and Care Services National Regulations. ECEC centres have a
duty of care to ensure that some standards are met (e.g. Standard 2.3 — Each child is protected).

There is very little evidence in the literature of an association between any of the components of Quality
Area 2 and positive cognitive, academic, or social-emotional development of children attending ECEC.
The EPPE study included an assessment of ‘personal care routines’ in ECEC centres, which is one of the
ECERS subscales. Analysis using complex value-added models revealed no association between
personal care routine scores and any measures of child development at age 7 [61]. The NICHD SECCYD
study investigated the relationship between hygiene and child cognitive, social, and health outcomes
and found no evidence of an association. However, it may be that ECEC centres in the sample
consistently reached adequate levels of hygiene due to state and local standards. While it is possible
that failing to meet such standards may be problematic, this data suggests that once thresholds are
met, hygiene practices are unlikely to be an area easily manipulated to improve child outcomes [23].
The IEA Pre-Primary Project did not include any measures of the features of health and safety covered
by Quality Area 2.

The absence of research data does not mean that the aims of promoting child safety, health eating, and
exercise are unimportant, or that efforts to ensure these standards are met should be in any way
diminished. Rather, the purpose of this review is to highlight quality areas most related to
developmental outcomes - as these areas hold the most potential to improve child outcomes.

Given the paucity of research in this area and the findings from the EPPE and NICHD SECCYD study
that show no association between specific aspects of “health safety” and child outcomes, Quality
Area 2 was rated as Not adequately addressed in the target evidence-base.

Quality Area 3: Physical environment

Standard 3.1 - The design and location of the premises is appropriate for the operation of a
service

Standard 3.2 - The environment is inclusive, promotes competence, independent exploration
and learning through play

Standard 3.3 - The service takes an active role in caring for its environment and contributes to
a sustainable future

A systematic review of 18 experimental and quasi-experimental studies was conducted, to investigate
the evidence regarding writing interventions which target preschool literacy skills. This review
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suggested that the provision of additional literacy-related materials led to increases in length and
complexity of literacy-related play [62]. Overall, the systematic review was rated as being of moderate
risk of bias due to missing information on methodology, inadequate detail regarding individual studies
and a lack of assessment of risk of bias (within or across studies). However, one study in the review was
of particular relevance to Quality Area 3; the study considering the impact of literacy-related materials
in the physical environment. The finding concerning literacy-related materials was based on only one
experimental study, with a sample size of 91 children aged 3 — 5 years. The study compared the play
behaviour of children a control group (who had access to typical play objects, books and paper) to those
in an intervention group (who were provided with many additional literacy-related objects such as
cookbooks, play money, grocery packages and maps) [63]. The study found that children in the
intervention group showed significant differences in the frequency, duration and complexity of literacy
exhibitions in play. The children from the intervention group also included literacy objects in more
varied and practical ways in their play and showed with more explicit language use, as compared with
the non-intervention group. No other systematic reviews or meta-analyses addressing an association
between any of the topics related to Quality Area 3 and child developmental outcomes were identified,
indicating a lack of research in this area.

The EPPE study included an assessment of ‘space and furnishings’ in ECEC centres, which is one of the
ECERS subscales. Analysis using complex value-added models revealed no association between space
and furnishing scores and any measures of child development at age 7 [61]. The space and furnishings
quality score was correlated with high positive relationship scores and low detachment scores between
the child and ECEC educator, as measured using the Caregiver Interaction Scale. However, this
association between the physical environment and some aspects of process quality is a correlation only
and does not provide evidence of a causal link. Observations from the EPPE case studies were that
“good” and “excellent” ECEC centres had a welcoming appearance, acceptable or good resources and
space, and displayed children’s work in the setting. However, there was great variation in the quality of
outdoor play environments, suggesting that a high quality outdoor environment is not necessarily
required in order to produce good child developmental outcomes [7].

The NICHD SECCYD study found evidence that the physical environment can positively affect memory
and language development: young children with access to more stimulating, varied and well organised
materials (including materials to stimulate maths, movement, music, language, art, and play) received
higher scores on tests of language comprehension and short-term memory at age 4.5 years [60]. The
authors claimed that this finding was particularly rigorous, since the children themselves were unlikely
to influence the physical environment at all (in contrast to, as an example, conversations with staff,
which some children may pursue more than others). However, this study had some limitations including
high rates of attrition, affecting generalisability. There is a need, therefore, for the replication of these
findings, particularly in the Australian context.

The IEA Pre-Primary Project reported that children’s cognitive performance at age 7 was associated
with the availability of a wide variety of equipment and materials in ECEC settings [25]. Results showed
that every standard deviation increase in the variety of materials (based on a list of 112 types of
materials) resulted in a 0.09 point increase in children’s age-7 cognitive scores.
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An Australian study of 48 children aged 17-31 months attending long-day childcare, reported that
unsatisfactory play materials (materials not appropriate to the child’s stage of development) had a
negative effect on the complexity of pretend play, which may have implications for cognitive
development. This study has been included here, since the Australian sample speaks to the applicability
of the findings to the Australian context. However, this was an observational study with no comparison
group, and the sample size was small [64].

Quality Areas 2 and 3, (Child’s health and safety and Physical environment respectively), are
interrelated, with the physical environment impacting upon the ability of ECEC staff to ensure and
promote child health and safety. For example, it has been claimed in some literature reviews of ECEC
guality that it is important for environments to be designed in order to the reduce risk of disease, and
to be calm and quiet enough to allow uninterrupted sleep [65, 66]. However, robust evidence linking
these factors to child developmental outcomes is lacking.

In summary, there is some evidence that the physical environment of ECEC settings is associated
with child developmental outcomes. The physical environment is an aspect of the structural quality
of ECEC settings, and it may be that rather than directly impacting developmental outcomes, it
moderates the effect of other factors - such as teaching practices - on child outcomes [8]. Yet such
models remain largely speculative based on the currently available evidence. In any case, ECEC
centres must meet many of the standards under Quality Area 3 for reasons of safety, law, or
accreditation.

Although one relevant systematic review was identified (moderate quality, moderate risk of bias),
it only included one experimental study that reported on a specific aspect of Quality Area 3 (i.e.
additional literacy-related materials). Several other studies suggested an association between the
physical environment and specific aspects of process quality, but each had limitations affecting their
generalisability (i.e. small sample size, high attrition), and the topics covered did not provide
sufficient information to adequately critique the entirety of this Quality Area. Therefore, the overall
rating of the evidence was Promising for cognitive/academic outcomes and not adequately
addressed in the target evidence-based for social-emotional outcomes.

Quality Area 4—Staffing arrangements

Standard 4.1 - Staffing arrangements enhance children’s learning and development and ensure
their safety and wellbeing

There is strong evidence that cognitive, social and emotional child outcomes are affected by various
aspects of staffing arrangements in ECEC settings, including staff-child ratios, group size, staff
experience and qualifications.

It is important to note that whereas many of the quality elements discussed under Quality Area 1 —
Educational Program and Practice are ‘process features’ of quality (i.e. pedagogy), most aspects of
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staffing arrangements are best understood as ‘structural features’ of quality. As previously mentioned,
rating scales assessing quality include aspects of structural quality (e.g., the design and organisation of
the ECEC system, including the number of professionally trained staff) and process quality (e.g., the
practices within an ECEC setting, such as relationships and interactions between staff and children). It
has been hypothesised that structural quality affects child outcomes indirectly by influencing process
guality, which in turn effects child developmental outcomes [8, 9]. Therefore, rather than investigating
only direct effects of staffing arrangements on child development, this evaluation of the evidence also
focused on the effect staffing arrangements have on process quality features - which are understood
to directly impact on child outcomes.

Staff training & qualifications

A systematic review and meta-analysis examined the relationship between the level and type of
education of the lead teacher and the quality of ECEC, as measured by the Early Childhood Environment
Rating Scale (ECERS) and the Infant Toddler Environment Rating Scale (ITERS) [27]. The review —
published by the Campbell Collaboration in 2017 - included 48 comparative and correlational studies
with 82 independent samples published between 1980 and 2014. Overall, there was a positive
correlation between teacher qualifications and overall quality scores of the Environment Rating Scales
(r=0.198, confidence limits 0.133, 0.263). Statistically significant positive correlations were also found
between lead teacher qualifications and the following subscales of the ECERS and ITERS: program
structure; activities; language and reasoning; parent and staff; interactions. Notably, the “interactions”
subscale in ECERS and ITERS covered supervision of general and gross motor activities, discipline and
child-staff and staff-staff interactions. The review was rated overall as of high quality and low risk of
bias, although because the included studies are correlational rather than experimental, there is no
direct evidence of causation. Nonetheless, this review provides strong evidence that the qualifications
of the lead teacher in ECEC settings is related to the quality of ECEC.

A systematic review and meta-analysis of experimental and quasi-experimental studies that were
published between 1980 — 2005, showed a significant positive association between professional
development training of ECEC staff and staff competency (d=0.45, S.E.=0.10) [29]. A subset of studies
which included child developmental data was analysed, to investigate the effect of staff training levels
on child behavioural outcomes. However, the association found was not significant (d=0.55, S.E.=0.30).
There were only 4 studies in this subset, therefore it is possible that the sample size was too small to
detect an association. Importantly, the meta-analysis found that not all of the training interventions
delivered to staff were equally effective. Training programs which lacked a fixed curriculum tended to
be less effective, as did those which were delivered to large groups of staff. This systematic review was
rated as being of moderate quality and a number of risks of bias were identified. Firstly, the results of
individual studies are not presented, nor was the full electronic search strategy. Secondly, some of the
studies included in the systematic review presented a high risk of bias. For example, three studies
employed a pre-post test design and had attrition rates of 35%, 41% and 50%; thus the sample exposed
to the intervention condition was likely to be systematically different from the control sample (although
it is difficult to predict the degree or direction of resulting bias). Thirdly, no risk of bias assessment
across studies was reported. Despite these limitations, this systematic review and meta-analysis
provides some support for an association between staff training and staff competency. Below, the
evidence from large prospective cohort studies is discussed, which support the findings from this meta-
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analysis and address a wider range of forms of training and qualifications (including generalist education
and initial formal qualifications).

The EPPE study identified a positive relationship between manager qualification level and ECEC centre
guality, as measured using the ECERS-R tool [7]. Case studies of successful centres revealed that staff
with high qualifications (Level 5 e.g. Bachelor of Education or Post Graduate Certificate of Education)
were found to (a) provide more instruction, compared with staff without qualifications or with lower
level qualifications (such as the National Vocational Qualification or the National Nursing Examination
Board qualification), and (b) often provided pedagogical role modelling to less qualified staff. More
highly qualified staff also engaged more frequently in the practice of ‘sustained shared thinking” and
exhibited more effective interactions with children. Evidence regarding the quality of interactions
between staff and children will be outlined under Quality Area 5 — Relationships with children.

Multilevel analyses in the EPPE study found a significant positive correlation between the percentage
of staff-hours with Level 5 qualifications and child progress in pre-reading, social/behavioural measures
such as increased co-operation and conformity, and reduced antisocial/worried behaviour [7]. The
authors noted that there are complex inter-relationships between qualifications, staff-child ratios, and
overall measures of quality, and that that this link between staff qualifications and child outcomes may
operate indirectly through one or more of these factors. Research on the characteristics of leaders and
managers of ECEC centres will be discussed further under Quality Area 7 — Leadership and service
management.

Data from the NICHD SECCYD was analysed using structural equation modelling. The researchers
reported that staff training positively affected child cognition and social skills in a mediated pathway
via process quality of care such as staff behaviour, as measured using the ORCE [8]. In another study,
NICHD SECCYD data were analysed in relation to whether or not the child’s ECEC centre had met child
care standards (in terms of staff-child ratio, group size, staff general education, and staff training in
child development), as set by the American Public Health Association and the American Academy of
Pediatrics [67]. Meeting standards for general staff education (some College in any field) was associated
with higher mean language comprehension scores, higher school readiness scores, and lower
behavioural problems scores at 36 months, as compared with children attending ECEC centres not
meeting the education standards. The same associations were observed for children attending ECEC
centres meeting specific staff training standards (some post-high school training in child development,
early childhood education, or a related field) compared to children attending services not meeting
these standards [67]. The IEA Pre-Primary Project found a series of factors that were related to
children’s cognitive performance at age 7, including the number of staff years of experience [25].

In the Australian context, national assessment results of Year 3 children (NAPLAN) were used in a large-
scale Longitudinal Study of Australian Children (LSAC). The researchers found that children whose 3-
year-old preschool teachers had a degree or diploma qualification (as opposed to a certificate) had
significantly higher numeracy and literacy scores at Year 3 [30]. This effect was even stronger when
staff had specialised in early childhood education as opposed to education of older children (which
tends to focus more on academic instruction), and the authors speculated that this may be due to
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greater awareness of developmentally appropriate practices [30]. These results provide strong support
for this quality standard.

In addition to formal staff qualifications, there is evidence that ongoing professional training and
teacher coaching contribute to better child outcomes. In a study of 533 ECEC classrooms in the USA,
the quality of child care was associated not only with the highest level of formal education
(baccalaureate degree), but also, with staff-reported attendance at professional training workshops.
Moderate effect sizes were reported, even after controlling for staff-child ratio and staff experience
[68]. Further supporting evidence comes from a comparison of the EPPE study [7] with its Northern
Irish counterpart, the Effective Pre-school Provision in Northern Ireland (EPPNI) project [69]. Both
studies evaluated the quality of ECEC settings using the same tool (ECERS-R), and across most types of
ECEC settings the quality was found to be equivalent between England and Northern Ireland. The
exception was that the quality of playgroup settings was significantly higher in Northern lIreland
compared with England. Further investigation revealed that staff levels of training correlated with this
pattern; with playgroup staff in Northern Ireland having considerably higher levels of training than their
English counterparts, due to government investment in in-service professional development for large
numbers of playgroup staff [69].

Early and colleagues (2006) analysed data from the National Center for Early Development and
Learning’s (NCEDL) Multi-State Study of Pre-Kindergarten in the USA. This study involved 237 state
funded pre-kindergarten classrooms and over 800 children, and investigated associations between staff
education, classroom quality and child academic achievement [32]. Analysis of covariance was
conducted across six variables of staff education, four measures of classroom quality, and seven
measures of child outcomes. The analysis found an association between staff having a Bachelor and (a)
higher scores on the ECERS Teaching and Instruction subscale, and (b) higher child scores on a
standardised measure of math achievement.

The European Commission report also endorses the importance of staff training: its third Statement is
that ECEC services should have “well-qualified staff whose initial and continuing training enables them
to fulfil their professional role” [33]. According to the report, this training should include formal
gualifications as well as ongoing professional development. This is based on evidence including the
meta-analysis described above [29], the EPPE study [7] and the NCEDL study [32]. The report also drew
upon policy-related literature, in order to detail recommendations for how professionalisation of ECEC
staff may be encouraged by ECEC institutions, government institutions and non-governmental bodies
[33].

In summary, there is strong evidence that staff qualifications and experience tend to enhance
pedagogy, thereby indirectly enhancing child outcomes across cognitive, social, and emotional
domains. The 2017 Campbell Collaboration systematic review and meta-analysis provides strong
correlational evidence for a link between staff qualifications and ECEC quality [27]. The 2007 systematic
review and meta-analysis of experimental and quasi-experimental evidence [29] suggests that
professional development training is related to staff competence. Despite the limitations and risk of
bias of the review, this conclusion is supported by evidence from prospective longitudinal studies. In
addition, while the association between staff training and child outcomes reported in the meta-analysis
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was not found to be significant, this relationship is supported by findings from EPPE, NICHD SECCYD,
IEA Pre-Primary, and the Australian LSAC.

Staff-child ratios & group size

Four systematic reviews/meta-analyses were identified as relevant to this topic. Two of these were
briefly evaluated in relation to Quality Area 1 and found to be of insufficient quality and demonstrating
several sources of bias, thus were excluded from further analysis [22, 57]. The other two studies were
considered. The first, a recent systematic review and meta-analysis, utilised data from a comprehensive
database of US-based ECE program evaluations (experimental and quasi-experimental). This review was
found to be of high quality and was included [26]. The review examined the association between group
size, child-teacher ratio, and program effect sizes on child cognitive, achievement, and social emotional
outcomes. The researchers found that group size and child-teacher ratios had a non-linear relationship
with cognitive and achievement effect sizes. Specifically, a reduction in child-teacher ratio by one child,
for situations with ratios of 7.5:1 and lower, predicted an effect size of 0.22 standard deviations (SD). A
similar pattern occurred when there was one less child in classes sizes of 15 children and lower (SD,
0.10). No relationship was identified for larger class sizes and child-teacher ratios. Due to a small
sample, it was not possible to draw any inferences related to socio-emotional outcomes. Although
analyses revealed a significant association between child-teacher ratios and class size, the effect sizes
were small and the authors concluded that utilising this mechanism as a driver for improved ECEC
effectiveness is likely to have limited penetration.

The second study was a recent systematic review of 29 cross-sectional or longitudinal studies (and a
meta-analysis of three studies), investigated the effect of child-staff ratios on child outcomes. The
review did not find any evidence that reducing child-teacher ratios beyond current/recognised
thresholds would produce cognitive, academic, or socio-emotional gains [28]. Receptive language
(measured by the Peabody Picture Vocabulary Test) was the only outcome for which a meta-analysis
could be conducted (since no other measures were used in three or more studies), and this revealed
no significant association with staff-child ratios. This systematic review and meta-analysis was rated as
being of high quality and low risk of bias, suggesting it represents a reliable synthesis of the available
evidence from cross-sectional and longitudinal studies. However, it cannot necessarily be concluded
that restrictions on class sizes and child-staff ratios could be relaxed with no impact on child outcomes.
All classes included in the Perlman review were in compliance with local regulations (which vary
according to age group, and ranged from 5 to 14.5 children per adult). Furthermore, in the studies
included by Bowne and colleagues, child-staff ratios ranged from 5:1 to 15:1 and group sizes ranged
from 11 to 25 [26]. As such, no conclusions can be drawn regarding the impact of child-staff ratios and
class sizes beyond these limited ranges. There are also several other possible explanations for the lack
of association, which include: curvilinear associations (as supported by the findings of Bowne and
colleagues described above); moderation or mediation effects; potential imprecision caused by a
mismatch between the units of measurement of predictors (class level) and child outcomes (individual
level); inconsistent measures of child outcomes; and the observational — rather than experimental -
nature of the majority of studies on this topic [28]. In addition, the children in the included studies were
of pre-school age (30-72 months), and, as will be discussed below, some research suggests that staff-
child ratios and group sizes may impact on younger age groups (less than 3 years) more strongly than
on pre-school aged children.
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By contrast, the EPPE study found a significant link between low child-staff ratios and child progress in
early number concepts, although this was the only measure of cognitive development on which an
association was found. No associations were observed with social/behavioural developmental
measures [7].

In a study using NICHD SECCYD data to investigate the effect of meeting standards relating to structural
quality (described above), meeting professionally recommended child-staff ratio standards was
associated with lower behavioural problem scores at age 24 months and 36 months. Meeting the
recommended standards for group size was not significantly associated with any of the measured child
developmental outcomes [67]. Another analysis of NICHD SECCYD data focused on communicable
diseases. The researchers found that children aged 37 to 54 months attending ECEC in groups of more
than 6 children were more likely to suffer from respiratory tract iliness, gastrointestinal tract illness and
ear infections, as compared with children attending ECEC in small groups and children cared for at home
[70]. In another NICHD study which involved the follow-up of children at ages 15, 24, and 36 months,
the study found that small group sizes and low child-staff ratios were positively related to quality of
care [71]. As previously mentioned, it is hypothesised that structural quality features such as child-staff
ratios and group size indirectly affect child outcomes, by directly influencing process features of quality.
In line with this, a structural equation analysis of the data found that low child-staff ratios positively
affected child cognition and social skills in a mediated pathway - from childcare- structural features of
quality through process features to child outcomes [8]. Indeed, child-staff ratios were found to be the
strongest and most consistent predictor of positive caregiving across different ECEC settings and child
ages in the NICHD SECCYD (compared to group size, staff education, beliefs and experience), with 1:1
ratios being particularly beneficial. Notably, the effect size of child-staff ratio and group size decreased
in childcare for children older than 3 years [71]. This suggests that small group sizes and child-staff
ratios may have a greater impact on younger children than on older children such as those in preschool
settings.

Similar to the limitations related to the effects of staff training and qualifications described above, there
are significant gaps in the evidence regarding child-staff ratios and group sizes. This is largely due to
confounding between various structural aspects of quality, and a lack of randomised controlled trials.
A particular difficulty lies in setting appropriate standards for staff-child ratios or group sizes, given the
variability in effects according to age group, the type of ECEC service, other potential factors related to
local settings, and the difficulty in disentangling one structural quality feature from others.

In summary, the evidence indicates that for two highly correlated parameters (child-staff ratios and
group size), child-staff ratio is the more important factor, although there is also substantial evidence on
the impact of group size. However, the evidence also suggests that the benefits of further reductions
in group size and child-staff ratios, beyond those already stipulated by regulations, are likely to be
minimal in relation to the resources required. Of note, there is a paucity of randomised controlled trials
in this field of research, and evidence instead comes from observational studies of ECEC settings in
which existing standards of staff qualifications and staff-child ratios are usually met. Therefore, there is
no data to support the lowering of thresholds for these aspects of staffing arrangements.

Wages and working conditions
A final structural aspect of staffing conditions that is likely to be associated with process quality is
working conditions, including rates of pay for ECEC staff. As discussed in the European Commission
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report, good conditions are likely to assist in the recruitment of motivated, high quality staff [33]. It is
also argued that poor working conditions can be detrimental to the ability of ECEC centres to retain
staff and therefore leads to high turnover rates, which in turn is detrimental to the quality of care being
provided. The link between high turnover rates and the quality of relationships between staff and
children is discussed in relation to Quality Area 5.

Standard 4.2 - Educators, co-ordinators and staff members are respectful and ethical

The evidence base concerning Standard 4.2 is closely linked to Quality Area 5 — Relationships with
children. Given the strong relationship between these standards, the evidence is summarised for both
elements below.

In summary, there is evidence that certain aspects of staffing arrangements in ECEC settings affect
cognitive child outcomes, including staff-child ratios, group size, staff experience and qualifications,
and wages and working conditions. The evidence-base included three high quality systematic
reviews/meta-analyses, data from several major longitudinal studies; the EPPE study, NICHD
SECCYD, National Center for Early Development and Learning’s Multi-State Study of Pre-
Kindergarten, as well as local Australian data (directly generalisable and applicable) from the
Longitudinal Study of Australian Children. The evidence-base also included a moderate quality
systematic review and one meta-analysis, which were both rated as Promising in terms of
supporting Quality Area 4.

The evidence-base as it relates to social-emotional outcomes was less compelling, with one high
quality systematic review/meta-analysis supporting staffing arrangements and one longitudinal
study rated as Promising. Although there were two other systematic reviews/meta-analyses, the
findings related to staffing arrangements and social-emotional outcomes did not show an affect.
Based on the evaluation of these individual studies, the overall rating for Quality Area 4 was judged
to be Supported. See Appendix E for a list of the evidence-base related to this quality area.

Quality Area 5—Relationships with children

Standard 5.1 - Respectful and equitable relationships are developed and maintained with each
child

Standard 5.2 - Each child is supported to build and maintain sensitive and responsive
relationships with other children and adults

Much of the evidence described above in relation to Standard 1.2 - Educators and co-ordinators are
focused, active and reflective in designing and delivering the program for each child is relevant to Quality
Area 5: Relationships with children. This is because the ability to tailor an educational program to the
needs and abilities of an individual child rests, in a large part upon, the relationship between the staff
member and the child (interactional quality). In particular, established relationships are crucial to
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providing culturally appropriate education and care to a child [33, 66]. Children develop well when they
take risks and explore new things. Trusting and warm relationships with ECEC staff can provide the
secure basis which allows such exploration [66]. The evidence outlined in the following paragraphs,
focuses on directly relating measures of the quality of relationships between staff and children to child
outcomes. The body of evidence surrounding the effects of staff turnover and stability of care on child
developmental outcomes (discussed briefly under Quality Area 4) will also be considered in the overall
evaluation of the evidence. This is relevant to Quality Area 5, because the quality of interactions
between children and staff is related to stability of care and child outcomes. Characteristics of the high
guality relationships described above take time to develop, and the scope for strong relationships is
likely to be limited where high staff turnover and irregular hours of work occur frequently in an ECEC
setting.

No high quality systematic reviews or meta-analyses relevant to Quality Area 5 were identified.
However, a substantive and frequently cited literature review was identified and included. Whilst not
as robust as a systematic review, this paper provided an overall perspective on the evidence base.
Zaslow and colleagues conducted this literature review of 39 studies investigating the quality features,
dosage, and thresholds of ECEC associated with positive child development [72]. They reported that (a)
three studies found a reduction in behavioural problems associated with supportive relationships
between children and ECEC staff [73-75], and (b) one study found a positive association between
emotional support (as measured using the CLASS instrument) and mathematics skills [73]. These studies
provide some support for an association between staff relationships with children and both behavioural
and cognitive child development outcomes.

The EPPE study investigated the association between child developmental outcomes and interactional
quality, as measured by the Caregiver Interaction Scale (CIS) [7]. In terms of cognitive outcomes, pre-
reading progress was positively associated with positive relationships between staff and children, and
negatively associated with the negative subscales (punitiveness, permissiveness, and detachment). In
terms of social-emotional outcomes, total CIS scores were (a) positively associated with child
independence and concentration, co-operation and conformity, peer sociability, and (b) negatively
associated with anti-social/worried behaviour at school entry. These associations were even stronger
when only the ‘positive relationship” subscale of the CIS was considered [7]. High scores on the
interaction subscale of the ECERS-R (which covers multiple aspects of staff-child and child-child
interactions), was also positively associated with several cognitive and social-behavioural outcomes at
entry to primary school. Socio-economic status did not influence these associations, indicating that
children from all socio-economic groups can benefit from high quality relationships with ECEC staff [7].

Observations from the EPPE case studies further supported these findings. It was reported that good
and excellent ECEC settings were generally “warm, caring, safe, secure and supportive” towards
children, and that staff were respectful, calm and engaged with children [7]. In relation to disciplinary
practices, staff in the most effective settings responded to behavioural problems by supporting children
to rationalise and discuss their conflicts, rather than trying to distract children or command them to
stop [31]. Furthermore, in highly effective ECEC settings there were generally higher proportions of
long-serving staff. This provides some support for the idea that low staff turnover is related to better
interactional quality and in turn, positive child development [76]. Children in effective ECEC settings
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also participated in both individual and group play [7]. This finding is relevant to Standard 5.2, as it
concerns the way children are supported to build relationships with their peers. The implications of
mixed types of play (individual versus group) for child outcomes is explored below, in relation to findings
from the NICHD SECCYD and IEA studies.

There is evidence that the way children are encouraged to interact in preschool effects both social and
behavioural outcomes, as well as language development. The IEA Pre-Primary Project found that
language scores at age 7 were likely to be higher when children spent less time during ECEC in whole
group activities and were instead often allowed to freely choose their own activities [25]. It has also
been suggested that social formats outside whole group activities require children to interact with their
peers more meaningfully than during whole group activities, and as such, may support the development
of relationship —building skills [25, 77].

Multivariate analyses of NICHD SECCYD data revealed (a) positive associations between positive
caregiver ratings (as measured by the ORCE and CC-HOME scores) and cognitive ability and
cooperation, and (b) negative associations between these ratings of quality and behavioural problems
[4, 8, 78]. Another NICHD SECCYD study provided insight into the effect ECEC social formats may have
on the way children interact with their peers later in childhood [79]. A long-term follow-up study
investigated associations between child outcomes and the social format in which children spent their
time in preschool (i.e. alone, in pairs, small groups, or in medium or large groups such as whole class
activities). The authors reported that a greater amount of time spent in small groups and pairs (as
opposed to alone or in medium or large groups) was associated with children being more socially
outgoing and cooperative by the time they reached third grade. However, more time spent in small-
medium sized groups or in pairs was also associated with increased aggression in third grade, suggesting
that these arrangements may foster both positive and negative outgoing behaviour [79]. The study also
investigated associations between the frequency of positive and negative peer interactions in preschool
and social functioning at third grade (as assessed using mother report, teacher report, child self-report
and classroom observations). More frequent positive peer interactions in preschool was associated
with (a) lower rates of aggression in third grade according to maternal and teacher report, (b) more
friends according to self and teacher report, and (c) higher popularity and lower isolation according to
teacher report. In contrast, higher frequency of negative peer interactions was associated with greater
aggression and fewer friends according to teacher report [79]. Another analysis of NICHD SECCYD data
provided an indication that the disruption of relationships between staff and children may negatively
impact upon child outcomes. The researchers found that changing from one ECEC setting to another
predicted a negative effect on language development at 15 months [80], indicating that the stability of
ECEC care may be important to child development, even at this young age.

Other evidence concerning the effect of stability of care comes from the Australian context. The Child
Care Choices (CCC) Longitudinal Extension study of the ECEC experiences of 677 children in urban and
rural New South Wales investigated the ECEC features predicting child adjustment and achievement
until the first year of school [81]. Results showed that positive relationships between children and staff
during early experiences of ECEC were predictive of (a) more positive relationships with staff in the year
before school and in the first year of school, and (b) a higher frequency of children reporting that they
liked school. By contrast, poorer relationships with ECEC staff in the early years of ECEC predicted more
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socio-emotional difficulties and more conflict with teachers in the first year of school. The CCC study
also reported on the relationship between attending more different types of child care arrangements
and child outcomes. Children who attended more different types of child care arrangements per week
generally had lower literacy scores in the year before school. Notably, this predictive effect had
disappeared by school age, and there were no observed effects on numeracy. Children who attended
higher numbers of different child care arrangements per week also demonstrated (a) lower levels of
prosocial behaviour as rated by parents in the year before school and in the first year of school, (b)
more behavioural difficulties in the year before school, (c) lower child-reported liking of school, and (d)
more conflict between the child and teacher at school [81]. While these latter findings relate more to
child attendance patterns than to features of ECEC settings, they do provide some support to the
suggestion stability in relationships between staff and children is important to a range of child
developmental outcomes.

The results from the CCC study are consistent with other research on stability of care in ECEC. In a
literature review investigating associations between structural and process features of ECEC, Huntsman
reported that stability in care was consistently related to positive child developmental outcomes
(including greater wellbeing and less internalising behaviour), whereas high staff turnover was
associated with poorer ratings of ECEC quality and poorer child outcomes [82].

The aforementioned evidence is not an exhaustive list of the research on this topic, and other
longitudinal studies with large sample sizes (such as the Dutch pre-COOL study of 850 children, and a
US study of 1175 ethnically diverse children) have produced broadly consistent results [83, 84]. This
indicates that the association between positive staff-child relationships and child cognitive, social and
emotional development are generalisable, including to the Australian population.

The importance of positive relationships between ECEC staff and children is also identified as a key
principle in the European Commission report. Based on the Commission’s literature review, the
presence of trusting and stable interactions between staff and children is essential, in order to foster a
child’s sense of identity and meaning [33]. Respectful and equitable interactions allow for a balance
between child-led and staff-led activities, and permits the optimisation of play opportunities in differing
social formats, both being important for child cognitive development [33].
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In summary, the search strategy utilised did not yield any high quality systematic reviews or meta-
analyses of relevance to Quality Area 5. However, a substantive and frequently cited literature
review was identified, which reported that there was some support for an association between staff
relationships with children and both behavioural and cognitive child development outcomes. The
findings of that review were supported by a second review and international trials, (EPPE, NICHD
SECCYD, IEA Pre-primary longitudinal, cross-national study, the Dutch pre-COOL study, and local
Australian data), strengthening the generalisability and applicability of these findings. In addition,
the evidence base related to Quality Area 1 (specifically Standard 1.2 - Educators and co-ordinators
are focused, active and reflective in designing and delivering the program for each child) and Quality
Area 4 (specifically Educators, co-ordinators and staff members are respectful and ethical) is also
relevant to Quality Area 5, and so overall the evidence was rated as “Supported”. See Appendix E
for a list of the evidence related to this quality area.

Quality Area 6—Collaborative partnerships with families and communities

Standard 6.1 - Respectful and supportive relationships with families are developed and
maintained

Standard 6.2 - Families are supported in their parenting role and their values and beliefs about
childrearing are respected

A recent meta-analysis was identified relating to Quality Area 6. The study investigated the relationship
between child outcomes and parental involvement in preschool and the early years of school [85].
Preschool children were the focus of six of the 46 studies, and the outcomes of these studies included
reading, language, maths, literacy, overall grade, child behaviour, self-control and adjustment to school.
The meta-analysis included a range of operationalisations of the concept of ‘parental involvement’
including: the educational activities of parents in the home; family-school partnerships characterised
by open communication, healthy relationships, mutual respects and balance of power (the focus of
Standard 6.1 and Standard 6.2); and family-school-community partnerships (the focus of Standard 6.3).
This paper reported a strong positive correlation (magnitude 0.509) between ‘parental involvement’
and child learning outcomes. However, the role of families (i.e., the educational activities of parents in
the home) was the more important driver of this relationship compared with the role of preschools,
schools, or communities (family-school and family-school-community partnerships). Furthermore,
when age was taken into account, the relationship between ‘parental involvement’ and child outcomes
was statistically significantly weaker for preschool children as compared with children in grades 3-6
[85]. This suggests that the influence of parental involvement in early childhood education and care
may vary by age. It is also important to note that ‘pre-school’ (including children aged 3-5) was the
youngest age category included in this meta-analysis, therefore there is no evidence regarding earlier
years of ECEC. The risk of bias of this meta-analysis was rated as moderate. This was due to missing
information around the design and results of individual studies, and the fact that both the search
strategy and the funding arrangements were not reported. In addition, unpublished studies were
included in an attempt to address publication bias, however the academic vigour of the unpublished
studies was dubious and no effort was made to determine the quality of these studies. Overall, the
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strongest findings of this meta-analysis pertain to children of school age and to the role of parents in
the home, rather than the role of ECEC staff in liaising with parents (which is the focus of Quality Area
6). Coupled with the moderate quality and risk of bias, this meta-analysis alone provides only weak
support for Quality Area 6 in the context of ECEC.

The finding that parental involvement in the home learning environment is strongly related to child
developmental outcomes is further supported by evidence from the EPPE study, NICHD SECCYD and
IEA Pre-Primary project [24, 25, 59]. For example, quantitative data from the EPPE study support a link
between what parents do with their children in the home environment (e.g. visiting a library, reading
together, playing with letters and numbers, singing songs and rhymes) and cognitive outcomes at age
3 [59].

Quality Area 6 assesses the extent to which ECEC settings collaborate with families and other
organisations in the community, resting on the assumption that such collaboration allows for greater
gains in child development than when all these groups are acting in isolation. Findings from the EPPE
study provide some evidence that child intellectual development is greater when ECEC settings
encourage high levels of parental engagement in the child’s learning. The quantitative data of the EPPE
study included the ‘Provision for Parents’ item of the ECERS-R ‘Parents and Staff’ subscale. This item
concern the extent to which parents are involved in decision making about the child’s learning program,
and the sharing of child-related information between staff and the parents. [59]. Analyses revealed a
positive correlation between this item and child ability to identify picture similarities, although no
significant associations with any other measures of cognition or social-emotional development were
identified [59]. There are three major pathways by which such collaboration could be beneficial to child
development. Firstly, it may allow ECEC staff to encourage and support parents to provide more
effective education in the home environment. Secondly, input from parents may improve the quality
of education and care in the ECEC setting (for example, by allowing for more appropriate tailoring of
the learning program to each child, including culturally relevant activities/learnings).  Thirdly,
collaboration may shape ECEC service, improving the inclusiveness of services and increase

participation in ECEC. The evidence regarding these three pathways is outlined below.

1. Collaboration leading to more effective learning in the home environment

In light of the association between collaboration between parents and staff and child development
arising from the quantitative aspect of the EPPE study, the EPPE case studies investigated whether there
were any attributes of effective ECEC settings which may have encouraged such parenting behaviours
[59]. The researchers found that in all case study settings, parents were encouraged to read with their
children. However in the most effective ECEC settings, the educational aims, child-related information,
and decisions about the child’s learning program were shared between parents and staff [7, 31, 59].
One reason this engagement was thought to be effective was that it allowed parents to support children
at home with appropriate materials and activities [7]. The EPPE Researchers observed that some ECEC
centres in high socio-economic status areas were producing greater gains in child development than
expected after controlling for background characteristics, despite not displaying consistently good
pedagogic practice. In seeking an explanation for this observation, researchers identified the strong
collaborative relationships between parents and ECEC staff in these settings (involving shared
educational aims and pedagogic efforts made at home by parents) as a likely factor [7{Siraj-Blatchford,
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2002 #104, 59]. The benefits of such partnerships were also observed in low socio-economic status
settings in the case studies. However in more disadvantaged areas, parental involvement was less
common and more proactive efforts from staff were required in order to support parents in developing
a positive home learning environment [59].

The NICHD SECCYD and the IEA Pre-Primary project did not include measures regarding the extent or
nature of collaboration between ECEC settings and families [23, 25]. Therefore, these studies provide
no further insight into any possible relationship between collaboration and improvements in parenting
practice and child developmental outcomes.

The importance of collaboration between ECEC, families and other stakeholders in the community is
emphasised throughout the European Commission report, which asserts that parents should be
respected as the “first educators of the child’ [33]. The report recommends that parents be involved in
an equal partnership, in which their voices inform educational practice and the development of the
curriculum. This includes democratic decision-making structures (e.g. parental committee), clear
communication and documentation of children’s activities, and an openness to changing practices and
values based on input from families of children [33]. The recommendation of equal partnership is made
on the basis that such approaches can promote a higher level of parental engagement in child learning
in the home environment. The is supported by evidence from the EPPE study described above, as well
as from its Northern Irish counterpart EPPNI [69]. There is also evidence from a German study of 111
ECEC staff [33], which found a link between a measure of ‘transparency towards parents’ and several
child cognitive outcomes including media literacy, maths/science, and learning and meta-cognitive
competence. Notably, no significant link was found between ‘cooperation with parents’ and any child
outcomes [86].

2. Collaboration leading to more effective learning in the ECEC environment

As described, the EPPE study provides some evidence that collaboration between families and ECEC
staff is beneficial to child development, along with suggestions this may be due to positive effects on
parenting practice as supported by some case study findings. However, the EPPE study does not
investigate the possibility that improvements in child outcomes may also arise from parental input into
ECEC practice. Likewise, the NICHD and the IEA Pre-Primary project did not include measures regarding
the extent or nature of collaboration between ECEC settings and families; therefore an investigation of
associations between such collaboration and improvements in ECEC practice or in child developmental
outcomes was not possible [23-25].

The European Commission report suggested that collaboration with families improved child outcomes
via improvements to ECEC practice, as well as via improvements to parenting practice. The report
asserted that input from families assisted in the delivery of a learning program to each child through
flexible, reflective practice, particularly in ECEC contexts of high cultural diversity. The evidence base
around the importance of such flexible program delivery is strong, as described in relation to Quality
Area 1. However, in the European Commission report, no direct evidence for an association between
parental involvement in ECEC and improvements in ECEC staff delivery of an educational program was
presented. Instead, these assertions were largely supported by grey literature and policy
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recommendations, which were not traceable (in order to critique the primary evidence upon which
these claims rest). Notably, the evidence that collaboration with parents is associated with
improvements in ECEC quality is not required in order for Standards 6.1 and 6.2 to be supported. This
is simply one mechanism by which a collaboration has been hypothesised to operate, in addition to the
impacts on parenting practices described above.

3. Collaboration shaping inclusive ECEC services

Involving parents in decisions around ECEC provision may improve the inclusivity of services, and is seen
as a way to increase the likelihood that parents will develop a positive understanding of the benefits of
their child attending ECEC [33]. The European Commission report brings together evidence suggesting
that ECEC settings which are inclusive of families and diverse cultural values are likely to be better able
to promote children’s participation in ECEC, particularly in disadvantaged communities [33]. In this way
collaboration between staff and parents may both improve the inclusiveness of services and increase
participation in ECEC.

In summary, some evidence from the EPPE study suggests that collaboration between ECEC staff and
families is associated with improvements in child cognitive development, due to improvements in
parenting practice in the home learning environment. However, this is largely based on the EPPE case
studies which are considered a “low” level of evidence according to the NHMRC hierarchy of evidence.
There is also some evidence that collaboration may increase participation rates, however the overall
evidence base is limited. The only meta-analysis identified as investigating this association was of
moderate risk of bias, and found that partnerships between families and schools were less important
than the role of parental involvement in child education in the home. Furthermore, the meta-analysis
did not include children younger than preschool age, and the data suggesting the association between
parental involvement and child outcomes at preschool-age was weak. There was no investigation of
collaboration with families in other longitudinal studies such as the NICHD SECCYD and the IEA Pre-
Primary project.

There is strong evidence that both the child’s experience of ECEC and the child’s experience of the
home learning environment are associated with cognitive development; and the idea that collaboration
between ECEC staff and families has the potential to be beneficial in both directions seems intuitive.
This is reflected in the recommendations of policy-related documents such as the European
Commission report, which highlights the potential of collaboration to increase the participation of a
diverse range of families in ECEC services. In light of this, Standard 6.1 - Respectful and supportive
relationships with families are developed and maintained and Standard 6.2 - Families are supported in
their parenting role and their values and beliefs about childrearing are respected were rated as
“Promising”, due to the lack of direct evidence from large-scale, rigorous studies.

Standard 6.3 - The service collaborates with other organisations and service providers to

enhance children’s learning and wellbeing
Findings of a meta-analysis relevant to Standard 6.3 are discussed in Standard 6.1 and Standard 6.2

above [85].
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Neither the EPPE study, the NICHD SECCYD nor the IEA Pre-Primary project investigated associations
between child learning, child wellbeing or ECEC quality and the extent or nature of collaborations
between ECEC centres and other organisations or services in the community.

Specific policy-related reports advocate establishing collaborative relationships with a range of
stakeholders in the community, including organisations and service providers. However, there is very
little primary research that supports this philosophy [87, 88].

The European Commission report recommends collaboration between organisations with related but
traditionally divided responsibilities regarding early childhood education, care and wellbeing.
Recommendations include inter-agency cooperation, intra-professional partnerships, and networking
between ECEC centres, social services and health services, NGOs, schools and local authorities. The
report also suggests that these stakeholders (along with families) be included in monitoring and
evaluation, in order to foster greater engagement and sense of ownership. However, the research listed
in support of these recommendations does not include any substantial primary evidence investigating
an association between ECEC collaboration with other organisations and child learning and wellbeing.
It consists largely of other policy-related reports such as the OECD Starting Strong Il - A Quality Toolbox
for Early Childhood Education and Care report [89]. This OECD paper based its recommendations on
this topic on a range of sources, including a literature review which reported benefits of collaboration
with community organisations [90]. Notably, this review covered education from preschool through to
high school, and upon closer investigation, none of the evidence in the literature review concerning
community collaborations is drawn from the ECEC context. An exception to this lack of primary
evidence came from a study of 111 individually licenced family child care providers in Canada [91]. The
study found that the total score on the Family Day Care Rating Scale (a global observational measure of
quality adapted from the ECERS to suit family day care rather than centre-based care) was predicted by
whether the provider was involved with an organised child care association or network, and whether
they made use of community resources to support caregivers [91]. As this finding is drawn from a very

In summary, one relevant meta-analysis was identified, of moderate quality and moderate risk of
bias. The strongest findings of this meta-analysis pertained to children of school age, and to the
role of parents in the home, rather than the role of ECEC staff in liaising with parents, which is the
focus of QA6. There were no other effects found between aspects of collaborative partnerships with
families and communities and other cognitive and social-emotional outcomes. This meta-analysis
was therefore rated as Promising for Quality Area 6 in the context of ECEC.

The EPPE study suggested that collaboration between ECEC staff and families was associated with
improvements in child cognitive development. This was based largely on the EPPE case studies,
which are considered a “low” level of evidence according to the NHMRC hierarchy of evidence [34];
thus was also rated as Promising. There was one review that indicated a positive association
between Quality Area 6 and cognitive and social-emotional outcomes, however this review focused
on older school children. Other major international/national trials did not report on the relationship
between child outcomes and collaborations with families. Therefore, Quality Area 6 was rated as
Promising overall, based on the existing evidence. See Appendix E.
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specific ECEC arrangement (individually licenced family child care providers in Canada), the
generalisability of the findings to other ECEC contexts is uncertain.

Quality Area 7—Leadership and service management

Standard 7.1 - Effective leadership promotes a positive organisational culture and builds a
professional learning community

Standard 7.2 - There is a commitment to continuous improvement

Standard 7.3 - Administrative systems enable the effective management of a quality service
There were no systematic reviews or meta-analyses identified investigating questions directly related
to Quality Area 7 in the context of ECEC.

The EPPE study produced a number of findings which support the importance of leadership and
management in producing high quality ECEC service. As mentioned (see Quality Area 1), case studies of
‘good’ and ‘excellent’ ECEC centres revealed that curriculum leadership from managers, and curriculum
knowledge amongst ECEC workers, were key attributes related to effectiveness in producing better
child outcomes than expected (based on child and home characteristics). As described in relation to
Quality Area 4 — Staffing arrangements, there was a link between manager qualification level and ECEC
centre quality, as measured using the ECERS-R tool. Mean scores were higher in centres where
managers had Level 5 qualifications (e.g. Bachelor of Education or Post Graduate Certificate of
Education) compared to those with lower level qualifications (such as the National Vocational
Qualification or the National Nursing Examination Board qualification) [7].

The importance of leadership and management can be inferred from much of the evidence from EPPE
described in previous sections, by virtue of the control leaders and managers have over the operation,
activities and culture of an ECEC setting. Examples include the provision of professional development
opportunities (see Quality Area 4), curriculum development and systems for flexible implementation of
the learning program (see Quality Area 1). However, more specific associations between leadership and
management and ECEC quality or child outcomes have not been investigated in either the EPPE study
or the NICHD SECCYD [24]. The IEA Pre-Primary project included questions regarding ‘management
policies” in a survey of ECEC providers, however no associations with ECEC process quality or child
outcomes was reported [25].

The European Commission report recommended the importance of leadership in a range of contexts.
The report advocated the need for support at all levels — including the level of ECEC management —to
create working conditions which are supportive of effective teaching practices, including opportunities
for teamwork, planning and reflective practice [33]. The evidence for such reflective and effective
pedagogical practices is outlined in relation to Quality Area 1, however the assertion of links between
leadership and such practices in the European Commission report rest upon common sense
assumptions and existing policies or opinion surveys, rather than direct evidence of impact on ECEC
process quality [33].

The European Commission report also emphasised the importance of monitoring and evaluation, which
is in line with Standard 7.2 - There is a commitment to continuous improvement and Standard 7.3 -
Administrative systems enable the effective management of a quality service. The report asserted that
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monitoring and evaluation should involve all relevant stakeholders, and always be conducted according
to the best interests of the child [33]. The report refers to research on the negative side-effects of
making performance indicators of schools publicly available [92]. However, this assertion is drawn from
the context of schools rather than ECEC, and relates to broader policy-level and regulatory questions
rather than management practices within individual ECEC settings. Overall, there is a lack of direct
evidence presented to link such management practices to improvement in ECEC process quality or child
developmental outcomes.

The lack of the evidence around leadership and management in the context of ECEC stands in stark
contrast to the depth of research into leadership and governance in the context of primary schools.
Whilst it is not within the scope of this project to summarise the substantial research base at schools,
it is reasonable to assert that leadership and management are also important for ECEC. Based on the
small amount of evidence within the ECEC literature - but influenced by the potential link with the
school-based evidence - Quality Area 7 has been rated as Promising.

In summary, no systematic reviews or meta-analyses investigating questions directly related to
leadership and service management were identified in the context of ECEC. The case studies from
the EPPE Study suggested that curriculum leadership from managers, and curriculum knowledge
amongst ECEC workers, were key attributes related to effectiveness in producing better child
cognitive outcomes [31]. However, as mentioned above, this is considered a “low” level of evidence,
so this study was only rated as Promising. There were several other studies, including a systematic
review [93] and meta-analysis [94], which examined leadership/management in schools and the
effect on cognitive outcomes. Although these findings are not directly applicable and generalisable
to the ECEC context, they were rated as Promising. The IEA Pre-primary longitudinal, cross-national
study examined management policies and the relationship to child cognitive outcomes via a survey,
however no positive associations were reported. No studies were identified that reported on the
relationship between leadership and social-emotion outcomes.

Therefore, the overall rating for Quality Area 7 was “Promising” for cognitive/academic outcomes
and “Not adequately addressed in target evidence base” for social-emotional outcomes.

Quality indicator
The proportion of ECEC services rated ‘exceeding’ the standard in quality areas 1, 4 and 5 and at
least ‘meeting’ the standard in all other quality areas according to the ACECQA assessment
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To determine participation indicators, this report focused on national and international longitudinal

studies, and also utilised systematic reviews and meta-analyses where available with good quality and

low bias. The evidence was examined to determine any differential effect related to universal or

targeted program participation in children from 0 to 5 years (e.g., targeted according to housing

vulnerable/poverty, culturally and linguistically diverse, low 1Q).

Universal provision of ECEC

Starting Age, Intensity (dose) & Program Duration

There were three main factors identified that relate to Participation; i) starting age, ii) program

duration, and iii) program intensity. The findings are detailed below, and an overview of the evidence
ranking is presented in Table 6 for universal provision of ECEC. See Appendix F for a detailed list of the

nou

evidence; with individual studies were ranked as (“supported”, “promising”, “not supported”).

Table 6: Summary of the overall evidence base; starting age, program duration, program dose

(universal) - duplicated table

0-2 years * Supported

2-3 years * Supported

3-4 years * Promising

4-5 years * Not adequately addressed
in target evidence-base

ACADEMIC
Promising
Promising

Promising

Not adequately addressed
in target evidence-base

SOCIAL-EMOTIONAL
Mixed
Mixed

Not adequately addressed
in target evidence-base

Not adequately addressed
in target evidence-base

el BN B IR pEe] H  COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Less than 1 year * Not adequately addressed Supported Not adequately addressed
in target evidence-base in target evidence-base
1-2 years * Promising Supported Not adequately addressed
in target evidence-base
2-3 years * Supported Supported Not supported
More than 3 years * Supported Supported Not supported
PROGRAM DOSE COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Part time * Supported Supported Not adequately addressed
in target evidence-base
Full time (> 15 hours) e« Mixed Not adequately addressed Not supported

in target evidence-base

Meta-analyses

Two relevant meta-analyses were identified by the search strategy [95, 96].

Leak and colleagues (2010) used a meta-analytic database that was compiled by the US National

Forum on Early Childhood Policy and Programs. The database had (a) a complete set of impact data
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for ECE programs meeting screening criteria and offered to children between the ages of 3 and 5,
and (b) partially complete data for programs offered to younger children that also extended into
ages 3-5. The researchers examined 117 studies on the effect of starting age and program duration
on cognitive and achievement outcomes. Regarding starting age, the analyses by Leak et al reported
wide variation in impact estimates on cognition and academic achievement at all starting ages.
Although a simple trend line fit to these (unweighted) effect sizes had a modest negative slope,
indicating somewhat larger effect sizes with earlier-starting programs, the relationship was not
statistically significant. The mean effect size for programs beginning before age 3 was 0.39, and was
0.20 and 0.28 for programs starting between 3 and 4 and 4 or later, respectively. Inregardsto program
duration, there was a modest increase in average effect size for longer programs. The mean effect sizes
for the relatively small number of programs longer than 2 years averaged 0.21 SD larger than programs
lasting between six months and one year, the difference was not statistically significant [95]. There
were limitations to the report. It was unclear which studies were eventually included in the analyses,
and indeed the quality of those included studies, despite the fact that that the analyses controlled for
study quality [95]. Furthermore, there was inadequate information on both outcome measurements
(e.g. valid and reliable tools) and domains (e.g. language versus 1Q). As a result, the overall quality was
rated as low-moderate, and It was not possible to drawn any meaningful conclusions about the
potential differential effect of various ECEC programs on different cognitive or academic outcomes.

The second meta-analysis reviewed international evidence (non-US) on the benefits of early childhood
interventions for cognition, behaviour, health, and amount of schooling, [96]. The review included 30
interventions in 23 countries (developed and developing countries). Analyses revealed that there was
a small advantage (average effect size) for child development outcomes in interventions of 1 and 3
years or more duration (ES 0.30—-0.31), compared with programs less than 1 year (ES 0.20). However,
the results were not disaggregated into short versus long-term effects. Importantly, the duration of
intervention had positive effects on health outcomes, but negative effects on schooling. The review
also found that, intervention programs involving just infants/toddlers had larger average effect sizes
(0.34) in relation to child development outcomes (cognitive gains; behavioural change; health gains;
and amount of schooling) compared with pre-kinder (0.28) and programs with both infants/toddlers
and pre-kinder (0.19) [96]. Interventions that targeted a more defined age bracket (infants/toddlers)
versus infants to pre-kinder age (3 and 4 years) were more consistently related to better behavioural
outcomes. Notably, the estimated cognitive effects declined over time: 0.69 for immediate impact; 0.35
at ages 5-10, and 0.28 beyond age 10. Inadequate information on the studies that were
included/excluded and the level of study quality beyond mention of study design (e.g., RCT versus quasi-
experimental design) was a serious limitation of this meta-analysis.

The EPPE study, as mentioned previously, was the first major European longitudinal study investigating
the effects of ECEC on children’s cognitive, social, and behavioural development. This study included
children from a range of socio-economic backgrounds, and a comparison group of children who had
minimal or no ECEC experience (this study is now referred to as the EPPSE study as it also includes
secondary school outcomes (The Effective Pre-school, Primary, and Secondary Education project)).
There are several papers that reported on the short and longer-term outcomes of the EPPE study in
regards to intellectual functioning and social emotional development. Results suggest that more hours
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of group care (versus more hours of individual care e.g., grandparents/nannies) up to 18 months of age
were related to higher cognitive scores, including a marginal effect on language [97]. Furthermore,
results at age 3 years demonstrated that children who attended centre-based care (pre-school) before
the age of 3 years had better cognitive skills at the start of the project (i.e. when assessed at age 3
years) compared with those who started at over 3 years old (controlling for other child, parent, and
home environment factors) [61]. There was no difference between children who started before age 2
years and those who started between 2 and 3 years. Conversely, the data also indicated that starting
early in a group setting, particularly before the age of 2, led to slightly increased behaviour problems at
age 3 and 5 years [31]. The cognitive gains present at age 3 years for children attending pre-school early
continued to be evident at school-age (key stage 1: 6-7 years) [31, 61]. In relation to duration, moderate
to strong effects at entry to primary school (age 5) and in Years 1 and 2 (ages 6 and 7 respectively) were
identified for duration (in months) of children’s pre-school experience [31].

Results from the end of key stage 2 (7 to 11 years) found that children who attended pre-school,
compared with those who had minimal or no ECEC experience, had higher levels of attainment in
English and mathematics; with effect sizes of 0.22 and 0.26 respectively reported. The type of pre-
school attended was also important. Significant differences were found for English in relation to the
type of pre-school attended, as compared with none attended, for: Playgroup (ES=0. 22); Private day
nurseries (ES=0.28); Local authority day nurseries (ES=0.20); and Nursery School (ES=0.35). However,
for Nursery Classes and Combined Centres, effect sizes were not significant: Nursery Class (ES=0.10)
Combined Centres (ES=0.18). A similar pattern was found for outcomes in mathematics, with significant
benefits for attainment for: Nursery Class (ES=0.20); Playgroup (ES=0.26); Private day nurseries
(ES=0.31); Local authority day nurseries (ES=0.28); and Nursery Schools (ES=0.30) compared with no
pre-school. There was no difference for Combined Centres (ES=0.22) [98].

The duration of attendance at pre-school (measured in months) was also of relevance. There was a
statistically significant benefit for English for those who attended pre-school (compared with those with
minimal or no ECEC) with the exception of the largest duration — over 36 months: Months 0-12
(ES=0.23); Months 12-24 (ES=0.20); Months 24-36 (ES=0.24); Months Over 36 (ES=0.20)[98]. For
mathematics, each time period was statistically significant when compared to “no pre-school”: Months
0-12 (ES=0.28); Months 12-24 (ES=0.24); Months 24-36 (ES=0.26); Months over 36 (ES=0.32). The
findings suggest that there is no clear advantage for longer pre-school attendance related to better
academic outcomes, but rather, suggest that attending pre-school at all is better than not attending at
all [98].

The quality of pre-school was also found to be an important determinant of cognitive attainment.
Results from the EPPE study cohort at age 11 years, found that children who attended low quality pre-
schools no longer showed a significant cognitive benefit in attainment after six years in primary school,
as compared with children who had minimal or no ECEC experience. This was also the case for children
who attended medium quality pre-schools, for English but not Mathematics. It was also reported that
the cognitive attainment of more disadvantaged children is enhanced by having attended high quality
or highly effective pre-schools; however it was the more advantaged pupils that gained most from
attending such pre-schools [98].
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The EPPE study also looked at the social-behavioural development. Attending pre-school compared
with staying at home still had a positive effect on ‘Pro-social’ behaviour at age 10 years [99, 100]. There
was no difference between groups on any other dimensions of social-behavioural development. An
early start at pre-school (i.e., before the age of 2 years) was significantly associated with better ‘Pro-
social behaviour’, and was no longer associated with increased ‘Anti-social’ behaviour at age 10. This
was in contrast to findings at earlier follow-up time points [31, 100]. As with cognitive development, it
is the quality of the pre-school experience that matters. Children who attended higher quality pre-
schools showed the most benefits in all-round social behavioural development at age 10 vyears,
including ‘Self-regulation” and ‘Prosocial behaviour’ [100]. In contrast, children without pre-school
experience showed better outcomes for ‘hyperactivity’ (i.e., showed fewer hyperactive symptoms),
when compared with children who attended pre-school [99, 100].

The National Institute of Child Health and Human Development Study of Early Child Care and Youth
Development (NICHD SECCYD) [23, 24], which has been mentioned previously, is part of the National
Institutes of Health (NIH) and lies within the U.S. Department of Health and Human Services. This study
aimed to collect data about different non-maternal child care arrangements, and about the children

and families who do and do not use child care. There were four phases to the study, based on the ages
of the children when the information or data were collected (Phase 1: 0-3 years; Phase 2: through first
grade; Phase 3: through sixth grade; Phase 4: through ninth grade). The researchers collected data at
10 sites around the country. On average, children in the NICHD Study spent 27 hours each week in child
care, between the ages of 6 months and 4% years. The main findings for each phase of the study in
relation to intensity and duration are as follows:

Phase 1 (0-3 years):

e Analyses (adjusted for maternal vocabulary score, family income, child gender, observed
quality of the home environment, and observed maternal cognitive stimulation) indicated
that the overall quality of child care, and language stimulation in particular, was consistently
but modestly related to cognitive and language outcomes at ages 15, 24, and 36 months [101].

e After adjusting for child care quality, cumulative experience in centre-based care was
associated with better outcomes than participation in other types of care.

e The cumulative number of hours in child care did not contribute to the prediction of children's
cognitive or language development in any analysis [101].

Phase 2 Findings (through first grade):

e The more time children spent in any of a variety of non-maternal care arrangements across the
first 4.5 years of life, the more externalising problems and conflict with adults were manifested
at 54 months of age and in kindergarten (as reported by mothers, caregivers, and teachers)
[102, 103].

e More time in care not only predicted problem behaviour as measured on a continuous scale in
a dose-response pattern, but also, predicted at-risk (though not clinical) levels of problem
behaviour, as well as assertiveness, disobedience, and aggression [102].
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e The number of hours in centre care were also related to cognitive and language outcomes.
More hours of childcare in infancy was associated with lower pre-academic test scores and
more hours in the toddler period was associated with higher language scores [8, 13, 78, 104].

Phase 3 Findings (through sixth grade):

e The results indicated that although parenting was a stronger and more consistent
predictor of children's development than early child-care experience, higher quality care
predicted higher vocabulary scores and more exposure to centre care predicted more teacher-
reported externalizing problems [105].

Phase 4 Findings (through ninth grade):
e Higher quality care predicted higher cognitive—academic achievement at age 15, with
escalating positive effects at higher levels of quality [106].

e The association between quality and achievement was mediated, in part, by earlier child-care
effects on achievement [106].

e High-quality early child care also predicted youth reports of less externalizing behaviour [106].

e More hours of non-relative care predicted greater risk-taking and impulsivity at age 15,
relations that were partially mediated by earlier child-care effects on externalizing behaviours
[106].

NICHD SECCYD is a landmark study and has involved considerable investment both financially and in
terms of child follow-up and measurement. As such, the results from this study have received
substantial attention and credibility. It should be noted, however, that the sample size is relatively small
(n=1,300) and the follow-up phases suffered from significant attrition. Although scores were imputed
for missing data, it is possible that it was missing in a systematic way (i.e. which ECEC refused to
participate in quality measurement).

The Longitudinal Study of Australian Children (LSAC) follows the development of 10,000 children and
their families from all parts of Australia. A report on the analysis of LSAC data (n=5,107) examined the

relationship between children’s early education and care from infancy through preschool and their
cognitive and behavioural functioning in 1st grade. It was found that greater duration (number of years)
and intensity (number of hours) of exposure to centre settings predicted small benefits for fluid
intelligence, but no gains in vocabulary or academic skills. Greater duration and intensity of centre ECEC
exposure was also predictive of behavioural issues (i.e., lower attention skills, higher conduct problems,
and lower prosocial behaviours). Results were not moderated by family socio-economic resources (i.e.,
household income, parent’s highest educational level, and home cognitive stimulation) [107].

The Effective Pre-school Provision in Northern Ireland (EPPNI) project [108], the North Ireland
counterpart of the EPPE study as previously mentioned, is a longitudinal study of child development
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from 3 to 11 years. The cohort included 683 children randomly selected from 80 preschools, and 151
children recruited without preschool experience. Analyses revealed that preschool experience was
related to performance in English and mathematics at age 11. Specifically, high-quality preschools
showed consistent effects that were reflected not only in improved attainment at age 11 years in
English and mathematics, but also, in improved progress in mathematics over primary school. Children
who attended high-quality preschools were 2.4 times more likely to attain Level 5 in English, and 3.4
times more likely to attain Level 5 in mathematics, compared with children without preschool
experience [108].

Trends in International Mathematics and Science Study (TIMSS) & Progress in International Reading
Literacy Study (PIRLS) [109, 110].

TIMSS and PIRLS are large-scale assessments designed to inform educational policy and practice by
providing an international perspective on teaching and learning, in mathematics and science in the case
of TIMSS, and reading literacy in the case of PIRLS. TIMSS conducts comprehensive assessments of
mathematics and science for students in Year 4 and Year 8. This is combined with extensive data about
country, school, and classroom learning environments. TIMSS was first conducted in 1995, and reports
every four years on the achievement of Year 4 and Year 8 students. More than 60 developed and
developing countries from across the world participated in TIMSS in 2015. Australia has participated in
all six TIMMS cycles, with over 570 schools and more than 16 000 students at Year 4 and Year 8 involved.
PIRLS involves comprehensive reading literacy assessments for Year 4 students, and has been
conducted every five years since 2001. Around 50 countries and 11 benchmarking entities participated
in PIRLS 2016. Australia participated in PIRLS for the first time in 2011, and in 2016 around 286
Australian schools with over 6000 students in Year 4 involved.

Results from TIMMS and PIRLS show that in the countries with near-universal participation in early
education and care (>70 per cent), there is a strong correlation between pre-primary education and
grade 4 test scores [109, 110]. Attendance in pre-primary education differed dramatically from country
to country. However, on average, the fourth grade students with at least 3 years of pre-primary
education (43%), or even more than one year (33%), had higher average achievement than their
counterparts with only one year or less of pre-primary education. Most notably, the 13% of students,
on average, that did not attend preschool, had much lower than average mathematics achievement
[109].

Child Care and Early Education Quality Features, Thresholds and Dosage and Child Outcomes project

(USA). The overarching goal of this project was to examine existing evidence and provide new evidence
on the issue of early education and care. The literature review examined research data on quality and
the threshold of dosage related to child outcomes. The review revealed that greater exposure to centre-
based care was associated with stronger cognitive outcomes in young children. However, the results
were inconsistent for social outcomes. The researchers also found that in more recent research, greater
sustained exposure to high quality care was found to narrow the gap on measures of achievement
between children from low versus high income backgrounds [72].

” o

Appendix F provides a citation list by evidence ranking (“supported”, “promising”, “not supported”).
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Starting Age

There was only one systematic review or meta-analysis of moderate quality and risk of bias that
evaluated the effect sizes of starting age in relation to cognitive and academic achievement [95]. This
work revealed that programs commencing before age 3 had larger effect sizes in comparison with
programs that started later. The longitudinal EPPE study provided support for programs that start early
(O to 3 years) across all domains of functioning. Another high quality trial (NICHD SECCYD) presented
data which suggested that earlier starting ages are “Promising” for cognitive and academic
achievement. The evidence-base related to starting age and social-emotional outcomes was more
variable than for academic and cognitive achievement, however local data suggest that starting early
(2 to 3 years) is related to poorer outcomes in this domain [107]. The NICHD study also reported poorer
social-emotional outcomes with earlier starting ages [102] [103], and the findings of the EPPE study
varied depending on when the follow-up occurred, some demonstrating a positive effect [111], others
negative consequences [31].

The evidence is not clear-cut across domains of functioning (cognition and language, academic, and
social-emotional), however a starting age between 3 and 4 years provides the best balance of outcomes
with no “risk or harm” documented in the studies reviewed.

Program Duration

Two meta-analyses examined program duration in relation to cognitive and academic achievement.
One was of moderate quality and risk of bias, and reported that programs longer than two years
were associated with moderate increases in effect size for cognitive and academic outcomes [95].
This study was therefore rated as Promising for programs lasting two years or longer. The other
meta-analysis was of low quality, with several sources of bias identified [96]. However, it found a small
advantage for child developmental outcomes for programs with durations of one and three years. This
study was rated as Promising for programs of three years or more.

The EPPE study was the only longitudinal international trial to report on program duration. The
study found that high quality preschool coupled with longer duration (two to three years) had the
strongest effect on cognition and academic achievement, and demonstrated sustained benefits of
approximately two to four years [31]. This was supported by another EPPE follow-up approximately
four years later, which showed that preschool duration of between 24 and 36 months had the
largest positive effects on English at age 7 to 11 [98].

Local data from LSAC showed that program durations from two to more than three years resulted
in cognitive and academic gains, but had detrimental effects on social-emotional outcomes [107].
Data from TIMSS and PIRLS studies supported programs of at least three years related to academic
achievement [109, 110].

On balance, the evidence related to duration Supports programs of two years. Although there was
good evidence for programs between two and three years’ duration for cognitive and academic
achievement, there was also some evidence (local data) which suggests programs longer than two
years have detrimental effects on social-emotional outcomes.



RESTACKING

Program Dose (intensity)

The EPPE study provided support for part-time universal provision of ECEC, which is consistent with
local data from the LSAC [31] [108] [107]. Several papers reporting on the US-based NICHD Study found
evidence for a positive relationship between full time provision of ECEC during toddlerhood and higher
language scores; but also found that greater hours of ECEC in infancy was related to lower pre-academic
scores [8, 13, 78, 104]. The NICHD studies also reported that higher ECEC doses (average of 27 hours
per week) related to poorer social-emotional outcomes in grade one of school.

Due to the potential detrimental effect of full time provision of ECEC on child outcomes, the evidence
best Supports part-time provision for universal access.

Universal participation indicator
Proportion of all children attending ECEC for 15 hours or more per week, for the two years before
starting formal school

Targeted provision of ECEC
The findings for the targeted provision of ECEC are detailed below, and an overview of the overall
evidence ranking for this topic is presented in Table 7. See Appendix G for a detailed list of the evidence;

nou

individual studies were ranked as (“supported”, “promising”, “not supported”).

Table 7: Summary of the overall evidence base; starting age, program duration, program dose
(targeted) — duplicated table

0-2 years * Supported

2-3 years * Not adequately addressed
in target evidence-base

3-4 years * Supported

4-5 years + Not adequately addressed

in target evidence-base

ACADEMIC
Supported
Supported

Supported

Not adequately addressed
in target evidence-base

SOCIAL-EMOTIONAL
Supported
Not supported

Supported

Not adequately addressed
in target evidence-base

et LN Rl gpie ] F COGNITIVE & LANGUAGE

Less than 1 year + Not adequately addressed
in target evidence-base

ACADEMIC

Not adequately addressed
in target evidence-base

SOCIAL-EMOTIONAL

Not adequately addressed
in target evidence-base

1-2 years * Supported Supported Supported
2-3 years * Not adequately addressed Not adequately addressed Not adequately addressed
in target evidence-base in target evidence-base in target evidence-base
More than 3 years * Supported Supported Supported
COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Part time * Supported Supported Supported
Full time (> 15 hours) * Supported Supported Supported

Starting Age, Intensity (dose) & Program Duration
The Abecedarian Project [112] is a longitudinal study, beginning in the 1970’s, which targeted African-
American mothers with low IQ and low income in North Carolina. One hundred and eleven children of
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these mothers were randomised into 2 groups. The intervention group participated in a full-time
program, involving centre-based care and home-visits from 3 months of age until school-age (5 to 8
years). The control group received family support, social services, low-cost or free paediatric care, and
child nutritional supplements but no additional childcare. The ECEC program had one qualified early
childhood educator for (a) every three infants and toddlers until age 3, and (b) every 6 children over
age 3 years. The program focused on language, cognitive, perceptual-motor, and social aspects of
development.

Study participants were assessed during the intervention years on a range of developmental domains,
with assessments at 6, 12, 18, 24, 30, 42, 48, and 54 months of age. Results indicated that children who
participated in the intervention arm of the project out-performed control participants on every follow-
up test from 18 months to 54 months. Of note, intervention participants consistently scored in the
“average” range, whereas children in the control group scored in the “below average” range from 18
months (having scored in the “average” range up until 12 months of age) [113].

Subsequent follow-up of families who participated in the Abecedarian project were conducted at age
5, 8,12, 15, and 21 years. Results indicated that the positive effects of ECEC on cognition and academic
skills continued through primary school [114], and persisted to age 15 years [112, 115]. The effect for
cognitive outcomes in elementary school was reported to be 0.71 SD [116]. The results generally
supported an intensity hypothesis, in that scores on cognitive and academic achievement measures
increased as the duration of treatment increased [112]. Furthermore, there were positive educational,
occupational, and socio-emotional outcomes identified in young adulthood, showing the long-term
positive effects of the Abecedarian project [117, 118]. As with other follow-ups on the Abecedarian
Project, earlier starts in ECEC resulted in larger effect sizes [118, 119].

Early Head Start, a US federal intervention program, began in 1995 and targeted disadvantaged

communities, serving parents and children from birth to age 3 years [120]. Early Head Start aimed to
promote children’s development and provided childcare, developmental assessments, and health and
parenting services. There were 3 models of intervention; centre-based, home visiting, and a
combination of the two.

Early Head Start was later evaluated through a RCT across 17 sites in the US, including 3,001 families;
intervention group (n=1,513) and control group (n=1,488). The RCT involved a comprehensive follow-
up of children and families at the end of the Head Start program, when children were aged 3 years. The
trial found that children participating in the program performed better than control children in
cognitive and language development, and showed higher emotional engagement sustained attention,
and lower aggression [120]. Inferences, based on the findings above, regarding optimal starting age and
program duration are complicated by the fact that there was variably around when children entered
and left the Early Head Start program. For example, programs had latitude as to when to enrol
families—in the prenatal period or during the first year of life. The average age at random assignment
was 5 months, with one quarter of the families enrolling while the mother was still pregnant. The
average length of enrolment for Early Head Start families in the research sample was 22 months. Results
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imply that a starting age between 0-5 months for approximately 2 years result in positive cognitive,
language, and social gains.

Subgroup analyses examining the effect of the mode of delivery (i.e. centre-based, home-based, or
both) found that the mixed approach resulted in significant gains for children in language and social-
emotional domains as compared with the control group. Additionally, parents in the mixed approach
group were rated as more supportive and less detached during play, were more likely to read to their
child daily, and a smaller number reported spanking their child when compared with the control group
[120].

The Milwaukee Project [121], was designed to facilitate the intellectual development of very young,

disadvantaged children. The Milwaukee Project employed an intensive (full day) educational program
that was child-oriented and centre-based. The program was for very young, high-risk children,
beginning before 6 months of age and finishing at school-age. The program also provided job and
academic training for mothers. The original cohort was selected from 40 newborns who had a mother
with an 1Q lower than 80.

The development of the intervention cohort was assessed from infancy through to age 15 years (n=17)
and compared with a control group (n=18). Effects of the program on IQ at age 6 years showed that all
intervention children had higher 1Qs than controls, with an average gain of 25 points. Although 1Q
declined after leaving the program, there were still beneficial effects reported into adolescence [121].
Academic achievement on the other hand, was reported to be similar in both groups at age 14 years.
It is important to note that the Milwaukee Project had a small sample size and a relatively high attrition
rate, making the findings difficult to generalise. Thus for the purposes of this report, the results have
been rated as Promising.

Project Care, run by the team involved in the Abecedarian Project, was a RCT involving 65 families, with
2 intervention arms and one control condition. The most intensive intervention included family
education combined with a centre-based educational day-care program; and the less intensive
intervention group received the home-based family education program only. The control group receive
neither [122]. The program targeted low income African-American families, starting shortly after birth
and continued for a period of 54 months. It was unclear how many hours of centre-based educational
care were received.

Children were assessed using (a) the Bayley Scales of Infant Development at 6, 12, and 18 months of
age, (b) the Stanford-Binet Intelligence Test at 24, 36, and 48 months, and (c) the McCarthy Scales of
Children's Abilities at 30, 42, and 54 months. Children in the educational day-care plus family support
group scored higher on each of the tests compared with the other intervention group and the control
condition [122].

This study is limited by the small sample size and insufficient data surrounding duration and intensity
of attendance. The population studied (i.e. African-America families) is specific to the USA and as such,
the findings of the study may not be generalisable or applicable to the Australian context. As a result,
this program was rated as Promising.
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The Perry Preschool Project is a longitudinal study that began in the 1960’s, for children aged 3 years

from African-American families and low socio-economic status. One hundred and twenty-three children
with 1Qs lower than 90 were randomly assigned to intervention (n=58) or control (n=65). The control
group did not receive a preschool program. The intervention group received a centre-based program
run for half a day, 5 days a week, supplemented by 90-minute weekly home visits. The intervention
condition involved high-quality educationally oriented curriculum (High Scope curriculum — active
participatory learning) and well-trained staff. Preschool was provided each weekday morning in 2.5-
hour sessions taught by certified public school teachers with at least a bachelor’s degree. About 75
percent of the children participated for two school years (at ages 3 and 4); the remainder participated
for one year (at age 4). The teachers also provided a weekly 1.5-hour home visit to each mother and
child, designed to involve the mother in the educational process and help implement the preschool
curriculum at home.

Follow-up data from program has suggested that at the end of the program when children were aged
5-6 years, language and general cognitive ability had improved for the intervention group as compared
with the control group. 1Q gains were no longer apparent at age 8 years, however gains in academic
skills (reading and maths) were present and remained so at age 14 and 27 [123]. In addition, the
intervention group had better classroom and personal behaviour as reported by teachers.

Although there were very few reported group differences in intellectual and academic performance
between ages 15 and 23 years, a pattern of group differences in community behaviour did emerge at
age 15 and became more pronounced at age 23. These differences were revealed in follow-up studies,
conducted when participants were aged 27 and 40 years. The follow-up data demonstrated that the
intervention group experienced less youth misconduct, fewer years of special education, reduced drug
use, reduced teen pregnancy, enhanced employment, reduced welfare dependence, reduced crime,
and a higher high school graduation rate [123-125].

A study on the Perry Preschool Project which performed a cost-benefit analysis [125] reported that the
program had significant individual financial benefits and financial benefits to the general public. The
treatment group were reported as having significantly higher earnings at age 40 years. For the general
public, higher tax revenues, lower criminal justice system expenditures, and lower welfare payments
easily outweighed program costs; they repay $12.90 for every $1 invested. Program gains were mainly
from reduced crime by males [125].

Major strengths of this study were the low attrition rate and the long follow-up period (data on 91 to
94% of participants were included up until age 40 years). Although the effects of this program on
cognitive and academic gains were limited, the social and financial benefits were significant.

Head Start

The Head Start program was initiated in the 1960s. It typically includes centre-based early education
and care from 3 years of age on at least a half-time basis. The Head Start intervention is federally
funded, but administered by each US state independently. As such, the program varies considerably
between and even within states, which makes the program difficult to evaluate as the results are
unlikely to be comparable between sites.
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To this end, it is difficult to synthesise the findings on this program. However, Bloom and Weiland (2015)
have provided a comprehensive analysis of variation in Head Start effects across individual children,
policy-relevant subgroups of children, and Head Start centres. This was performed by using data from
the Head Start Impact Study - a nationally representative multi-site randomised trial. As expected, past
estimates of the average effect of Head Start programs mask a wide range of relative
program effectiveness [126]. The following points are a summary of the main findings from this study:

e Head Start produced a “compensatory” pattern of effects that increased cognitive outcomes
the most for the children with the weakest initial cognitive skills. This tended to equalise
cognitive skills across program participants.

e Head Start increased cognitive outcomes more for dual language learners and Spanish-
speaking children (two highly overlapping subgroups) than for other children. This suggests
that much of the program’s effect on cognitive outcomes represents “compensation” for
limited prior English.

e The Head Start “treatment contrast” (differences between key features of individual Head Start
programs and their local alternatives, including parent care) varied substantially across Head
Start centres, reflecting the fact that the “value added” by any Head Start program depends on
both the program itself and the quantity and quality of other local options for early child
education. For example, there was substantial variation in the treatment contrast with respect
to hours of care, teacher education, and classroom quality.

e Head Start effects on cognitive and socio-emotional outcomes relative to those of local
alternatives varied substantially across Head Start centres. Some Head Start centres were
much more effective than their alternatives, while others are much less effective than their
alternatives, with a broad range of centres operating between these extremes.

[126].

Due to the issues discussed above, it is difficult to summarise the potential benefits of the Head Start
program. However, it appears that cognitive, educational, and social gains are possible and that the
quality of such programs is a significant determining factor.

The Effective Provision of Pre-School Education (EPPE) study
The EPPE study (described in more detail above) was not designed specifically for highly vulnerable

families. However, subgroup analyses at Key Stage 2 were undertaken to understand the differential
effect of attending pre-school at age 2 compared with age 3 years or older for varying degrees of
disadvantage. No differential effects were found in academic or social-behavioural outcomes for
children eligible for Free School Meals and for children whose mothers had low educational
gualifications, as compared with mothers who had higher educational qualifications. However, children
classified as “high multiple disadvantage” who attended pre-school at age 2 compared with 3 years or
older, were found to have better English attainment in Year 6 (ES=0.19). Furthermore, children from
families with a medium-level income and children from families of medium-level socio-economic status
(SES) (i.e., skilled manual/skilled non-manual) had better “self-regulation” in Year 6 if they started
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preschool at age 2, compared to those who started pre-school later at age 3 years or older (ES=0.18 for
medium SES and ES=0.22 for medium income level). Controlling for significant background
characteristics (e.g., gender, home learning environment), there were also differential effects for
children who came from unemployed families. Children from this background who started pre-school
at age 2 years had worse ‘pro-social’ behaviour in Year 6 compared with children from similar families
who started pre-school at age 3 years or older (ES=-0.35). There were no other significant differential
effects on social-behavioural outcomes (hyperactivity, self-regulation, and anti-social behaviour) for
other measures of disadvantage (e.g., SES, level of mother’s qualification) [111].

” o

Appendix G provides a citation list by evidence ranking (“supported”, “promising”, “not supported”).

Summary of Targeted provision

Starting Age

For highly vulnerable children and families (with low socio-economic status or risk of low 1Q), the
developmental benefit of targeted provision of ECEC - and an early starting age of 0-2 years - is well
supported by evidence from the Abecedarian Project (e.g. {112, 117, 118]). This was a well-designed
randomised controlled trial, with multiple follow-up studies ranging from 18 months to adulthood. The
Early Head Start program also supports an early start to ECEC, with benefits across all domains [120].
Two other US-based programs (Milwaukee Project and Project Care), were rated as Promising in
relation to a starting age of 0-2 years for improved outcomes for cognition and language [121, 122],
due to their small sample size and selective populations (i.e. low 1Q; African-American mothers) which
affects the generalisability to the Australian context.

The EPPE study examined academic and social-emotional outcomes in a subset of disadvantaged
children who attended preschool at either 2 years or 3 years. A positive association was reported for
English attainment, however there were some negative associations with prosocial behaviour [111].

The Perry Preschool Project, on the other hand, found positive associations between a starting age 3-4
years and cognition, academic achievement, and social-emotional functioning [123-125].

Most of the population samples of the aforementioned studies are drawn from the US and may differ
in some meaningful ways, affecting the generalisability and applicability to the Australian context. For
example, most of the targeted samples are drawn from predominantly African-America populations
and are from 1960s and 1970s. On balance, children from at-risk backgrounds would likely benefit from
an earlier start to ECEC compared with the general population. Data Support a starting age of 0 to 2
years.

Program Duration

The Abecedarian Project demonstrated a positive association between ECEC for greater than 3 years
duration and cognitive, academic, and social-emotional outcomes [112, 118, 119, 127]. Findings from
the Milwaukee Project and Project Care were consistent with these results [121, 122], but were rated
as Promising due to the small sample size and selective populations (i.e. low IQ; African-American
mothers), which affect their generalisability to the Australian context.
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The Early Head Start program and the Perry Preschool Project support programs of two years across all
three outcome dimensions (cognitive, academic, and social-emotional).

Unlike for the universal provision of ECEC, there was no evidence of an increased risk of social-
emotional difficulties associated with programs of longer duration for targeted provision of ECEC. The
limitations noted above regarding generalisability and applicability to the Australian context are also
relevant here, however given the quantity and relative strength of the Abecedarian findings the
evidence Supports programs of at least 3 years duration.

Program Dose (intensity)
There was limited data available to compare the relative benefit of higher levels of ECEC intensity.
However, the results of the Abecedarian project are convincing - suggesting full time provision is related
to better cognitive and language, academic, and social-emotional outcomes in both the short- and long-
term [112, 118, 119, 127].

The Perry Preschool project (part-time provision) reported significant social gains over a sustained
period into adulthood, as well as 1 — 2 year sustained cognitive and language benefits.

The research regarding program dose for children from disadvantaged backgrounds Supports full time
provision; noting that there are some potential issues with the generalisability (US-based research,
selective samples of low 1Q, African-American people).

Targeted participation indicator
Proportion of all children experiencing disadvantage who attend ECEC for 15 hours or more per
week, for at least three years before starting formal school

The search strategy utilised did not yield any relevant studies related to quantity. However nationally,
Australia collects data on 2 relevant workforce metrics:

e The proportion of paid primary contact staff employed at approved child care services with
a relevant formal qualification (at or above Certificate level Ill), or three or more years of
relevant experience

e The proportion of teachers delivering preschool programs (across all services) who are at
least three year university trained and early childhood qualified. Teachers are defined
using the following worker roles: principal/director/coordinator/teacher in charge and
group leader/teacher. At least three year university trained includes: ‘Bachelor degree (3
years or more equivalent)’, ‘Bachelor Degree (4 years pass and honours)’, ‘Graduate
diploma/certificate and above.’
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Data for the first measure is collected through the National Early Childhood Education and Care
Workforce Census. Data for the second comes from ‘Microdata: Preschool Education, Australia” which
is part of the National Early Childhood Education and Care Collection.

There is no national measure/indicator for service availability.

The determination of required quantity of ECEC services in a given community is a function of the size
of the population, the portion of the population participating, and the effort required to provide the
right standard of care. This is largely a practical consideration, and the literature reviewed did not
provide any specific data related to this driver. However, there are two dimensions that are related to
quantity:

e s there sufficient ECEC infrastructure? i.e., the number of ECEC places per defined population
(per 15 hours).

e |sthere sufficient workforce? i.e., the number of ECEC workers/teachers.

Quantity indicator

The number of ECEC places for 15 hours per week available to 2-5 year olds
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CONCLUSIONS

Using the factors identified in the research literature, key indicators were developed using quality,
quantity, and participation metrics that informed the development of an evidence-based benchmark
framework for ECEC.

Restacking the Odds proposes using the evidence related to the Quality Areas to recalibrate how a service
is rated for overall quality, by emphasising the three Quality Areas that have a significant effect on child
outcomes.

The current Quality Rating System
A service can receive an overall “Exceeds” the National Quality Standard if:
The service meets all standards and receives an Exceeds National Quality Standard rating in

at least four Quality Areas, including at least two of the following areas:

e QA1 - Educational program and practice

e QAS - Relationships with children

e QA6 - Collaborative partnerships with families and communities
e QA7 - Leadership and service management

Restacking the Odds Quality Rating System
To receive an exceeding rating, a service would need to attain an Exceeds National Quality Standard
rating in all three evidence-based Quality Areas:
e QA1 - Educational program and practice
o QA4 —Staffing arrangements
e QA5 — Relationships with children
And must at least “Meet” the National Quality Standard in the remaining four Quality Areas.

Quality indicator
The proportion of ECEC services rated ‘exceeding’ the standard in quality areas 1, 4 and 5 and at
least ‘meeting’ the standard in all other quality areas according to the ACECQA assessment

Universal Provision

Two indicators were selected that encapsulated the three factors related to participation; one
pertained to universal participation whilst the other related to targeted participation of ECEC. The
indicators were:

e The proportion of all children, aged 3 to 5 years in a given area, who attend ECEC for at least
15 hours per week.
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e The proportion of children, aged 2 to 5 years in a given area, from disadvantaged backgrounds
and/or with special needs (children residing in an area with a Socio-Economic Index for Areas
[SEIFA] Index of Relative Socio-economic Disadvantage [IRSD] quintile of 1, non-English
speaking background, Aboriginal and Torres Strait Islander children, children with disability)
who attend ECEC for at least 15 hours per week.

Current Australian Indicators
Nationally, Australia collects participation data on subgroups of children who are considered “targeted
special needs” and “disadvantaged”, as follows:

e The proportion of children aged 3-5 years enrolled in a preschool program who are from
targeted special needs groups (non-English speaking background, Aboriginal and Torres Strait
Islander children, children with disability & children from regional & remote areas);

e The proportion of children aged 4 to 5 years enrolled in a preschool program in the year before
school who are disadvantaged (residing in an area with a Socio-Economic Index for Areas
(SEIFA) Index of Relative Socio-economic Disadvantage [IRSD] quintile of 1).

The national indicators do not provide sufficient information about whether the level of participation
in ECEC is reaching the level research has identified as important to benefit child outcomes. Over the
next three years Restacking the Odds will endeavour to collect actual attendance data (i.e. not
enrolment data) on the 2 indicators.

Universal participation indicator

Proportion of all children attending ECEC for 15 hours or more per week, for the two years before
starting formal school

Targeted participation indicator

Proportion of all children experiencing disadvantage who attend ECEC for 15 hours or more per
week, for at least three years before starting formal school

The determination of the required quantity of ECEC services in a given community is a function of the
size of the population, the portion of the population participating, and the effort required to provide
the right standard of care. This is largely a practical consideration, and the literature reviewed did not
provide any specific data related to this driver. However, there were two dimensions that were related
to quantity:

e |sthere sufficient ECEC infrastructure? i.e., number of ECEC places per defined population (per
15 hours).
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e |sthere sufficient workforce? i.e., number of ECEC workers/teachers.

Current Australian Indicators
Nationally, Australia collects data on 2 relevant workforce metrics:

e The proportion of workers delivering preschool programs who are at least three year university
trained and early childhood qualified.

e The proportion of teachers delivering preschool programs who are at least three year university
trained and early childhood qualified.

There is no national measure/indicator for service availability.

Quantity indicator

The number of ECEC places for 15 hours per week available to 2-5 year olds

One of the major strengths of the approach used was that it was pragmatic, fitting within already
established systems and processes. To this end, there were no attempts to reinvent new methods and
metrics, but rather we utilised an already well established national quality rating system.

By utilising a targeted restricted review methodology certain concessions are made about the depth
and breadth of the reviewed literature. Therefore, we did not systematically critique all relevant
literature with the broad quality areas review. This means that there may be a number of relevant trials
and studies that could add value to the literature summarised in this review.

The preliminary indicators and thresholds we have selected will help identify gaps and priorities for
ECEC in Australian communities. We will test them in ten communities over the next three years to
determine which are pragmatic to collect, resonate with communities, and provide robust measures to
stimulate community and government action. We will follow a similar path for the other four
fundamental strategies that Restacking the Odds is focusing on —antenatal care, sustained nurse home
visiting, parenting programs, and the early years of school.
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APPENDICES

Appendix A: National Quality Standards

Curriculum decision making contributes to each child’s learning and development outcomes

1.1.1 in relation to their identity, connection with community, wellbeing, confidence as learners
and effectiveness as communicators

11.2 Each child’s current knowledge, ideas, culture, abilities and interests are the foundation of
the program

113 The program, including routines, is organised in ways that maximise opportunities for each
child’s learning

1.1.4 The documentation about each child’s program and progress is available to families

1.1.5 Every child is supported to participate in the program

116 Each child’s agency is promoted, enabling them to make choices and decisions and
influence events and their world

121 Each child’s learning and development is assessed as part of an ongoing cycle of planning,
o documenting and evaluation

122 Educators respond to children’s ideas and play and use intentional teaching to scaffold and
o extend each child’s learning

123 Critical reflection on children’s learning and development, both as individuals and in groups,
o is regularly used to implement the program

2.2.1

2.1.1 Each child’s health needs are supported
Each child’s comfort is provided for and there are appropriate opportunities to meet each
2.1.2 S )
child’s need for sleep, rest and relaxation
2.1.3 Effective hygiene practices are promoted and implemented
214 Steps are taken to control the spread of infectious diseases and to manage injuries and

iliness, in accordance with recognised guidelines

Healthy eating is promoted and food and drinks provided by the service are nutritious and
appropriate for each child

2.2.2

Physical activity is promoted through planned and spontaneous experiences and is
appropriate for each child

2.3.1 Children are adequately supervised at all times
232 Every reasonable precaution is taken to protect children from harm and any hazard likely to
o cause injury
Plans to effectively manage incidents and emergencies are developed in consultation with
2.3.3 o : .
relevant authorities, practised and implemented
234 Educators, co-ordinators and staff members are aware of their roles and responsibilities to

respond to every child at risk of abuse or neglect



311 Outdoor and indoor spaces, buildings, furniture, equipment, facilities and resources are
o suitable for their purpose

3.1.2 Premises, furniture and equipment are safe, clean and well maintained

313 Facilities are designed or adapted to ensure access and participation by every child in the
service and to allow flexible use, and interaction between indoor and outdoor space

321 Outdoor and indoor spaces are designed and organised to engage every child in quality
experiences in both built and natural environments
Resources, materials and equipment are sufficient in number, organised in ways that

3.2.2 ensure appropriate and effective implementation of the program and allow for multiple
uses

331

Sustainable practices are embedded in service operations

3.3.2

Children are supported to become environmentally responsible and show respect for the
environment

Educator-to-child ratios and qualification requirements are maintained at all times

4.2.1 Professional standards guide practice, interactions and relationships
Educators, co-ordinators and staff members work collaboratively and affirm, challenge,

4.2.2 support and learn from each other to further develop their skills, to improve practice and
relationships

423 Irleﬁractions convey mutual respect, equity and recognition of each other’s strengths and
skills

51.1 Interactions with each child are warm, responsive and build trusting relationships

Every child is able to engage with educators in meaningful, open interactions that support
5.1.2 . : ) :

the acquisition of skills for life and learning
5.1.3 Each child is supported to feel secure, confident and included

Each child is supported to work with, learn from and help others through collaborative

5.2.1 : o

learning opportunities

Each child is supported to manage their own behaviour, respond appropriately to the
5.2.2 : ) . .

behaviour of others and communicate effectively to resolve conflicts
5.2.3 The dignity and rights of every child are maintained at all times

6.1.1

There is an effective enrolment and orientation process for families

6.1.2

Families have opportunities to be involved in the service and contribute to service decisions




6.1.3

Current information about the service is available to families

6.2.1

The expertise of families is recognised and they share in decision making about their child’s
learning and wellbeing

6.2.2

Current information is available to families about community services and resources to
support parenting and family wellbeing

6.3.1 Links with relevant community and support agencies are established and maintained

6.3.2 Continuity of learning and transitions for each child are supported by sharing relevant
information and clarifying responsibilities

6.3.3 Access to inclusion and support assistance is facilitated

6.3.4 The service builds relationships and engages with their local community

7.1.1 Appropriate governance arrangements are in place to manage the service

7.1.2 The induction of educators, co-ordinators and staff members is comprehensive

7.1.3 Every effort is made to promote continuity of educators and co-ordinators at the service
Provision is made to ensure a suitably qualified and experienced educator or co-ordinator

7.1.4 leads the development of the curriculum and ensures the establishment of clear goals and
expectations for teaching and learning

715 Adults working with children and those engaged in management of the service or residing

on the premises are fit and proper

7.2.1 A statement of philosophy is developed and guides all aspects of the service’s operations

759 The performance of educators, co-ordinators and staff members is evaluated and individual
development plans are in place to support performance improvement

7.2.3 An effective self-assessment and quality improvement process is in place

Records and information are stored appropriately to ensure confidentiality, are available

73l from the service and are maintained in accordance with legislative requirements
732 Administrative systems are established and maintained to ensure the effective operation of
o the service
The Regulatory Authority is notified of any relevant changes to the operation of the service,
7.3.3 o ' . S
of serious incidents and any complaints which allege a breach of legislation
734 Processes are in place to ensure that all grievances and complaints are addressed,
investigated fairly and documented in a timely manner
735 Service practices are based on effectively documented policies and procedures that are

available at the service and reviewed regularly




Appendix B: NQS comparison with European Commission Quality Statements & Standardised Measures of Quality

National Quality Framework (NQS) for ECEC

An approved learning framework informs the
development of a curriculum that enhances
each child’s learning and development.

Educators and co-ordinators are focused,
active and reflective in designing and
delivering the program for each child.

Classroom Assessment Scoring System (CLASS)

Classroom Organization: Productivity: How well
teachers manage instructional time and routines
so that students have the maximum number of
opportunities to learn.

Instructional Support: Concept Development:
The degree to which instructional discussions
and activities promote students’ higher-order
thinking skills versus a focus on rote and fact-
based learning.

Instructional Support: Language Modelling: The
quality and amount of teachers' use of language
stimulation and language-facilitation techniques
during individual, small-group, and large-group
interactions with children.

Instructional Support: Literacy Focus: Reflects
the quality with which teachers deliver activities
focusing children on "code units" of early literacy
(e.g., letters, words, phonemes)

Emotional support: Teacher sensitivity:
Encompasses teachers’ responsivity to students’
needs and awareness of students’ level of
academic and emotional functioning. The highly
sensitive

teacher helps students see adults as a resource
and creates an environment in which students
feel safe and free to explore and learn

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

Language Reasoning: Encourage children to
communicate: Activities and materials that
promote language development should be
available for use throughout the classroom and
the daily schedule. Teachers should establish an
environment where language exploration and
usage is encouraged.

Interactions: Supervision of gross motor
activities: Caregivers should use gross motor
activities as learning opportunities to promote
positive social interactions and to encourage the
development of skills and new experiences.
Program Structure; Group time: In group-care
situations, the focus needs to be on meeting
individual needs and guiding children as they
interact in small groups. Whole group activities
should be kept to a minimum and limited to
gatherings that follow the interests and
involvement of the children.

Language Reasoning; Using language to develop
reasoning skills: Children are encouraged to talk
through their thought processes.

RESTACKING

Statement 5; a curriculum based on pedagogic
goals, values and approaches which enable
children to reach their full potential in a
holistic way.

Statement 6; a curriculum which requires staff
to collaborate with children, colleagues and
parents and to reflect on their own practice.
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National Quality Framework (NQS) for ECEC

Classroom Assessment Scoring System (CLASS)

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

Each child’s health is promoted.

Healthy eating and physical activity are
embedded in the program for children.

Each child is protected.

Personal care routines; Nap/Rest: Nap and/or
rest time should be appropriately scheduled and
supervised for the children in the group.
Adequate separation of cots helps to prevent the
spread of germs. Soft music or a soothing story
helps to facilitate a peaceful rest time that is
important in helping children to balance the day
and renew their energy.

Personal care routines; Health practices:
Practicing preventive measures, such as washing
hands after handling pets or wiping noses, help
to educate children to achieve life-long health
practices. Taking appropriate action when
children are sick will minimize the spread of
germs.

Personal care routines; Safety practices:
Protecting children is critical in providing quality
care, whether through adequate supervision or
minimizing hazards both inside and outside.
Caregivers should anticipate potential safety
problems and demonstrate, model, and teach
children safe practices.

Space and furnishings; Gross motor play:
Children need daily opportunities to exercise
large muscles, run in open spaces, and practice
gross motor skills. (Safety is always a number
one priority.) Space to develop children’s large
muscles through a variety of play experiences
should be made safe by providing adequate
cushioning for fall zones. All

play equipment should be safe and effective
monitoring should be implemented to teach
children safe

play behavior and to safeguard against accidents.




National Quality Framework (NQS) for ECEC

Classroom Assessment Scoring System (CLASS)

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

The design and location of the premises is
appropriate for the operation of a service.

The environment is inclusive, promotes
competence, independent exploration and
learning through play.

The service takes an active role in caring for
its environment and contributes to a
sustainable future.

Staffing arrangements enhance children’s
learning and development and ensure their
safety and wellbeing.

Classroom Organization; Instructional Learning
Formats: The degree to which teachers maximize
students’ engagement and ability to learn by
providing interesting activities, instruction,
centres, and materials. Considers the manner in
which the teachers facilitate activities so that
students have opportunities to experience,
perceive, explore, and utilize materials.

Space and furnishings;

Child related display: Every child needs to know
that others value his/her play or work. Artwork
or other individual work that is created by the
children should be displayed in the classroom at
the child's eye-level. This promotes feelings of
positive self-esteem and sends the message to
the child that his/her work is valued and
appreciated

Indoor space

Furniture for routine care, play and learning
Furnishings for relaxation and comfort

Room arrangement

Space for privacy

Gross motor play
Gross motor equipment

Parent and Staff; Staff continuity is maintained
with groups of children in care. This includes one
to two staff members who lead the group
everyday. Children rarely change to new groups
or staff members. A stable group of substitutes
familiar with the children and program are
always available.

Parent and Staff; Separate adult bathrooms are
provided for staff. Storage for personal
belongings with security provisions and facilities
for meals and snacks are provided when

RESTACKING

Statement 3; Well-qualified staff whose initial
and continuing training enables them to fulfil
their professional role.
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National Quality Framework (NQS) for ECEC

Classroom Assessment Scoring System (CLASS)

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

Educators, co-ordinators and staff members
are respectful and ethical.

Respectful and equitable relationships are
developed and maintained with each child.

Entire Emotional support domain

Emotional support;

Positive climate: Reflects the overall emotional
tone of the classroom and the connection
between teachers and students. Considers the
warmth and respect displayed in teachers’ and
students’ interactions with one another as well
as the degree to which they display enjoyment
and enthusiasm during learning activities.
Negative climate: Reflects the level of expressed
negativity such as anger, hostility, or aggression
demonstrated by teachers and/or children. Low
scores represent fewer instances of expressed
negativity in the classroom.

Regard for student perspectives: The degree to

necessary. At least one break daily is scheduled
for staff working in classrooms. Lounge or adult
planning space is available with adult sized
furniture. Accommodations are made for staff
members that have disabilities

Parent and Staff; Equipped office space, which
includes file/storage space and office equipment
including phone, needed for daily use. Some
space available for individual adult meetings that
are separate from areas used by children.

Interactions; Staff-child interactions: Caregivers,
who are nurturing and responsive, promote the
development of mutual respect between
children and adults. Children, who trust adults to
provide for their physical, psychological, and
emotional needs, develop their own sense of
self-worth and self-esteem.

Interactions; Interactions among children:
Because self-regulation, proper emotional
expression, and positive social relationships are
such essential skills for later schooling and life,
teachers must encourage children to develop
acceptable behaviors by providing a setting that
encourages real opportunities for initiative

Statement 2; provision that encourages
participation, strengthens social inclusion and
embraces diversity




National Quality Framework (NQS) for ECEC

Classroom Assessment Scoring System (CLASS)

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

Each child is supported to build and maintain
sensitive and responsive relationships with
other children and adults.

Respectful supportive relationships with
families are developed and maintained.

Families are supported in their parenting role
and their values and beliefs about child
rearing are respected.

The service collaborates with other
organisations and service providers to
enhance children’s learning and wellbeing.

which the teachers’ interactions with students
and classroom activities place an emphasis on
students’ interests, motivations, and points of
view, rather than being very teacher-driven. This
may be demonstrated by teachers’ flexibility
within activities and respect for students’
autonomy to participate in and initiate activities.

taking and competence building. Providing
opportunities for children to work and play
together, to solve conflicts in productive ways,
and

to participate in group activities are ways
teachers promote positive social relationships.
Space and furnishings; Child related display:
Every child needs to know that others value

his/her play or work. Artwork or other individual

work that is created by the children should be
displayed in the classroom at the child's eye-
level. This promotes feelings of positive self-
esteem and sends the message to the child that
his/her work is valued and appreciated.

Parents and Staff; Parents and staff participate
in an evaluation of the program annually.
Parents are made aware of philosophy and
approach practiced in the program and is urged
to

observe in child’s group prior to enroliment.
Much sharing of child-related information
between parents and staff with a variety of
alternatives are

used to encourage family involvement in the
children’s program.

Parents and staff participate in an evaluation of
the program annually.

Parent resources are provided and parents are
referred to other professionals when needed.

Statement 6; a curriculum which requires staff
to collaborate with children, colleagues and
parents and to reflect on their own practice.
Statement 2; provision that encourages
.participation, strengthens social inclusion and
embraces diversity.

Governance statement; Stakeholders in the
ECEC system have a clear and shared
understanding of their role and
responsibilities, and know that they are
expected to collaborate with partner
organisations.




RESTACKING

National Quality Framework (NQS) for ECEC

Classroom Assessment Scoring System (CLASS)

Early Childhood Environment Rating Scale -
Revised (ECERS-R)

Effective leadership promotes a positive
organisational culture and builds a
professional learning community.

There is a commitment to continuous
improvement.

Administrative systems enable the effective
management of a quality service.

Parents and Staff; Thorough orientation for new
staff takes place and monthly staff meetings are
held to include staff

development activities.

In-service training, workshops, and conferences
are provided for staff members. This includes
opportunities to belong to professional
organizations supporting young children.
Professional resources and materials are
provided on site for staff to access.

Annual written evaluation of performance
shared with staff at least yearly. This includes
supervisory observations and well as feedback
from individual staff members regarding their
identified strengths and weaknesses. Action is
taken to implement the recommendations of the
evaluation.

Statement 4; supportive working conditions
including professional leadership which creates
opportunities for observation, reflection,
planning, teamwork and cooperation with
parents.

Statement 7; monitoring and evaluating
produces information at the relevant local,
regional and/or national level to support
continuing improvements in the quality of
policy and practice.

Statement 8; monitoring and evaluation which
is in the best interest of the child.
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Appendix C: PRISMA Systematic review & meta-analysis quality and bias checklist

IADM|N|STRAT|VE INFORMATION
Title

Identify the report as a protocol of a [] []

Identification |la . 8
systematic review

If the protocol is for an update of a
Update 1b |previous systematic review, identify as
such

[]
[]

If registered, provide the name of the
Registration 2 registry (e.g., PROSPERO) and
registration number in the Abstract

|Authors

Provide name, institutional affiliation, and [] []
e-mail address of all protocol authors;
provide physical mailing address of
corresponding author

Contact 3a

Contributions 3b Desgrlbe _contrlbutlons of protocol at_Jthors |:| |:|
and identify the guarantor of the review
If the protocol represents an amendment [] []
of a previously completed or published
Amendments 4 |protocol, identify as such and list changes;

otherwise, state plan for documenting
important protocol amendments

|Suppon
Sources 5o |Ndicate sources of financial or other [] []
support for the review
Sponsor 5, |Provide name for the review funder and/or [] []
sponsor
Role of Describe roles of funder(s), sponsor(s), [] []
5c¢c |and/or institution(s), if any, in developing
sponsor/funder
the protocol
INTRODUCTION
Rationale 6 Describe the rationale for the review in the [] []
context of what is already known
Provide an explicit statement of the [] []
guestion(s) the review will address with
Obiecti 7 reference to participants, interventions,
Jectives comparators, and outcomes (PICO)
METHODS

Specify the study characteristics (e.qg., [] []
PICO, study design, setting, time frame)
and report characteristics (e.g., years
considered, language, publication status)
to be used as criteria for eligibility for the
review

Eligibility criteria |8




Information
sources

Describe all intended information sources
(e.g., electronic databases, contact with
study authors, trial registers, or other grey
literature sources) with planned dates of
coverage

Search strategy

10

Present draft of search strategy to be used
for at least one electronic database,
including planned limits, such that it could
be repeated

]

]

'STUDY RECORDS

Data
management

1lla

Describe the mechanism(s) that will be
used to manage records and data
throughout the review

Selection
process

11b

State the process that will be used for
selecting studies (e.g., two independent
reviewers) through each phase of the
review (i.e., screening, eligibility, and
inclusion in meta-analysis)

Data
collection process

1lic

Describe planned method of extracting
data from reports (e.g., piloting forms,

done independently, in duplicate), any
processes for obtaining and confirming
data from investigators

Data items

12

List and define all variables for which data
will be sought (e.g., PICO items, funding
sources), any pre-planned data
assumptions and simplifications

Outcomes and
prioritization

13

List and define all outcomes for which data
will be sought, including prioritization of
main and additional outcomes, with
rationale

Risk of bias in
individual
studies

14

Describe anticipated methods for
assessing risk of bias of individual studies,
including whether this will be done at the
outcome or study level, or both; state how
this information will be used in data
synthesis

DATA

Synthesis

15a

Describe criteria under which study data
will be quantitatively synthesized

15b

If data are appropriate for quantitative
synthesis, describe planned summary
measures, methods of handling data, and
methods of combining data from studies,
including any planned exploration of
consistency (e.g., | 2, Kendall’s tau)

15c

Describe any proposed additional
analyses (e.g., sensitivity or subgroup
analyses, meta-regression)
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If quantitative synthesis is not appropriate, [] []
describe the type of summary planned

Specify any planned assessment of meta- [] []
Meta-bias(es) 16 |bias(es) (e.g., publication bias across
studies, selective reporting within studies)

15d

Confidence in
cumulative 17
evidence

Describe how the strength of the body of D D
evidence will be assessed (e.g., GRADE)




RESTACKING

Appendix D: Overall ranking of the evidence

OVERALL RANKING OF THE EVIDENCE ‘

Definition

Supported No evidence of harm or risk to participants. A well conducted systematic
review or meta-analysis or at least one longitudinal study found the
intervention to be more effective than a comparison group on at least one
child outcome related to cognition and language, academic achievement, or
social-emotional functioning. A positive effect was maintained at least 12
months. Populations examined are similar to, and results are sensible to
apply to, the Australian context.

PremEi No evidence of harm or risk to participants. A systematic review or meta-

analysis of moderate quality or at least one longitudinal study found the

intervention to be more effective than a comparison group on at least one
child outcome related to cognition and language, academic achievement, or

social-emotional functioning. A positive effect was maintained at least 6

months. Populations examined may be somewhat different to the Australian

population; affecting generalisability and applicability to the Australian
context.

Mixed The data reported across studies is inconsistent. Some data may provide
evidence of harm or risk to participants. Generalisability and applicability to
the Australian context is also variable.

Not adequately The data reported across studies is very limited (i.e. only focuses on a small
addressed aspect of the concept) or a small number of studies have reported null
results. Data is unclear as it relates to the Australian context.

Not Supported A well conducted systematic review or meta-analysis or at least one
longitudinal study found harmful effects or the overall weight of the evidence
suggest a negative effect on participants.




Appendix E: Evidence list by quality area

EARLY CHILDHOOD EDUCATION & CARE

UNIVERSAL

QUALITY AREA 1 - Educational program and practice

Standard 1.1: An approved learning framework informs the development of a curriculum that enhances
each child’s learning and development

Standard 1.2: Educators and co-ordinators are focused, active and reflective in designing and delivering the
program for each child

Supported Promising Null
Cognitive e Systematic Review e  Systematic Review
/Academic (21] (20]
e  Meta-analysis
e EPPE/EPPSE [22]

(5,31, 128] [5, 7, 59]

e NICHD SECCYD
(60]

e |EA Pre-primary longitudinal,
cross-national study

[25]
Social- e  EPPE/EPPSE e  Systematic Review
emotional 5,31, 128] (20]

QUALITY AREA 2 - Children’s health and safety

Standard 2.1: Each child’s health is promoted
Standard 2.2: Healthy eating and physical activity are embedded in the program for children
Standard 2.3: Each child is protected

Supported Promising Null

Cognitive e  EPPE/EPPSE
/Academic [61]

e  NICHD SECCYD

[23]
Social- e  EPPE/EPPSE
emotional [61]

e NICHD SECCYD
(23]

QUALITY AREA 3 - Physical environment

Standard 3.1: The design and location of the premises is appropriate for the operation of a service
Standard 3.2: The environment is inclusive, promotes competence, independent exploration and
learning through play

Standard 3.3: The service takes an active role in caring for its environment and contributes to a
sustainable future

Cognitive e Systematic review e  EPPE/EPPSE
/Academic [62] [61]

e NICHD SECCYD [60]

o |EA Pre-primary longitudinal,
cross-national study [25]




e Australia study
[64]

Social-
emotional

e  EPPE/EPPSE
(61]

QUALITY AREA 4 - Staffing arrangements

Standard 4.1: Staffing arrangements enhance children’s learning and development and ensure

their safety and wellbeing

Standard 4.2: Educators, co-ordinators and staff members are respectful and ethical

Supported

Promising

Null

Cognitive Systematic review & meta-

analysis
[27]
[28]
[26]

/Academic

e EPPE
(31]

[8,101]

[25]

results
[30]

(69]

(32]

e NICHD SECCYD

o |EA Pre-primary longitudinal,
cross-national study

e Australia: LSAC/NAPLAN

e  EPPNI Project

e  National Center for Early
Development and
Learning’s (NCEDL) Multi-
State Study of Pre-
Kindergarten

e Meta-analyses
[22]

Systematic review & meta-
analysis
[29]

Social- Systematic review & meta-

emotional analysis
[27]

e NICHD SECCYD
(8]

Systematic review & meta-
analysis

[29]

[26]

QUALITY AREA 5 - Relationships with children

Standard 5.1: Respectful and equitable relationships are developed and maintained with each

child

Standard 5.2: Each child is supported to build and maintain sensitive and responsive relationships

with other children and adults

Supported Promising Null
Cognitive e  Review Review
/Academic (82] [72]




e EPPE
(31]

e NICHD SECCYD
[4, 8, 80, 101]

e |EA Pre-primary longitudinal,
cross-national study [25]

Australian studies (CCC):
[64, 81]

e  Dutch pre-COOL study

[129]
Social- e  Review e EPPE [31] — case studies
emotional [72]

[82]

. EPPE

[31]

e NICHD SECCYD
[4,8,101]

e  Dutch pre-COOL study
[129]

QUALITY AREA 6 - Collaborative partnerships with families and communities

Standard 6.1: Respectful and supportive relationships with families are developed and maintained
Standard 6.2: Families are supported in their parenting role and their values and beliefs about
childrearing are respected

Standard 6.3: The service collaborates with other organisations and service providers to enhance
children’s learning and wellbeing

Supported Promising Null

Cognitive e EPPE e Meta-analysis
/Academic [7, 31, 59] — case studies [85]

e Germany study

[86]

® Review

[90]
Social- e Review e Meta-analysis
emotional [90] [85]

QUALITY AREA 7 - Leadership and service management

Standard 7.1: Effective leadership promotes a positive organisational culture and builds a
professional learning community

Standard 7.2: There is a commitment to continuous improvement

Standard 7.3: Administrative systems enable the effective management of a quality service

Supported Promising Null
Cognitive e Indirect: EPPE [31] — case e IEA Pre-primary
/Academic studies longitudinal, cross-
national study
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o Impact of leadership in
schools:

o English national mixed
methods study [130]

o Systematic review [93]

o Meta-analysis [94]

o Synthesis of >800
meta-analyses [131]

[25]

Social-
emotional

* Indirect evidence of association with outcome

** No evidence of association between staff-child ratios & outcomes, however ratios were in compliance with regulations




Appendix F: Citation List by Evidence Ranking: universal provision

RESTACKING
DDS

THE

EARLY CHILDHOOD EDUCATION & CARE

| cognitive & language

0-2 years e EPPE e EPPE
[61,97] [111]

2-3 years e EPPE e EPPE
[61, 97] — Key Stage 1 [111]

3-4 years

4-5 years

0-2 years ° NICHD o NICHD ° EPPE
[101]- Phase 1 [106] — Phase 4 [99, 100] — Key Stage 2
. NICHD
[105] — Phase 3
2-3 years e Meta-analysis e Meta-analysis
[95] [95]
. NICHD . NICHD
[101]- Phase 1 [106] — Phase 4
o NICHD
[105] — Phase 3
3-4 years ° NICHD o NICHD
[105] — Phase 3 [106] — Phase 4
4-5 years
| NotSupported |
0-2 years e EPPE
[31] — Key stage 1
° NICHD
[102, 103]
2-3 years e LSAC
[107]
. NICHD
[102, 103]
3-4 years
4-5 years

|| cognitive & language Social-emotional

0 to 12 months

e  EPPE [98] — Key stage 2

12 to 24 months

e  EPPE [98] — Key stage 2

24 to 36 months

e EPPE
[31] — Key stage 1

e |ISAC

o EPPE
[31] — Key stage 1
. EPPE
[98] — Key stage 2




[107]

Over 36 months

e |SAC
[107]

e TIMSS & PIRLS
[109, 110]

Promising

0 to 12 months

12 to 24 months

e Meta-analysis

e  Meta-analysis

[95] [95]
e  TIMSS & PIRLS
[109, 110]
24 to 36 months e Meta-analysis
[96]
e  TIMSS & PIRLS
[109, 110]
Over 36 months ®  Meta-analysis
[96]
Not Supported
0 to 12 months
12 to 24 months
24 to 36 months e LSAC
[107]
Over 36 months e LSAC
[107]
Program Dose Studies

Cognitive & language Academic Social-emotional
Supported
Part time e EPPE e EPPE
[31] [31, 108]
e LSAC
[107]
Full time > 15 e NICHD
MG [8, 13, 78, 104] — Phase 2
(TODDLER PERIOD)
Promising
Part time
Full time > 15 e LSAC
hours [107]
Not Supported
Part time
Full time > 15 e NICHD e LSAC
hours [8, 13, 78, 104] — Phase 2 [107]

(INFANCY)

e NICHD
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e
o

[23, 24] NICHD [102, 103]
Phase 2




Appendix G: Citation List by Evidence Ranking: targeted provision
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| Cognitive & language

0-2 years

e  Milwaukee Project
[121]

®  Project Care [122]

0-2 years e  Abecedarian project e  Abecedarian project e  Abecedarian project
[113] - Follow-Up: 18-54 [114] — school-age [118]
months [112, 115] [117, 119] — young
[114, 116] — school-age — 15 years adulthood
[112, 115] [117, 118]
— 15 years [119] — young adulthood e  Early Head Start [120]
[117, 118]
[119] - young adulthood e  Early Head Start [120]
e  Early Head Start [120]
2-3 years e  EPPE [111] — Key
Stage 2 (high
disadvantage)
3-4 years ®  Perry Preschool ®  Perry Preschool e Perry Preschool
Project [123-125] Project [123-125] Project* [123-125]
4-5 years

2-3 years

3-4 years

4-5 years

0-2 years

2-3 years

° EPPE [111] — Key
Stage 2 (high
disadvantage)

3-4 years

4-5 years

| Cognitive &language Social-emotional

1 year

e  Early Head Start [120]

® Early Head Start [120]

® Early Head Start [120]
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2 years

e  Perry Preschool
Project [123-125]

®  Perry Preschool
Project [123-125]

®  Perry Preschool
Project [123-125]

2-3 years

More than 3 years

1 year

e  Abecedarian
[127]
[112]
[118]
[119]

e  Abecedarian
[112]
[118]
[119]

e  Abecedarian
[118]
[119]

2 years

24 to 36 months

Over 36 months

1 year

®  Milwaukee Project
[121]

®  Project Care [122]

2 years

24 to 36 months

Over 36 months

| Cognitive & language

[127]
[112]
[118]
[119]

Part time ®  Perry Preschool ®  Perry Preschool ®  Perry Preschool
Project [123-125] Project [123-125] Project [123-125]
Full time e  Abecedarian e  Abecedarian e  Abecedarian

[112]
[118]
[119]

[118]
[119]

Part time

Full time e  Milwaukee Project
[121]

Part time

Full time

* Socio-emotional outcomes include reduced youth misconduct, crime, & drug-us
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THE TEAM

Restacking the Odds is a collaboration between three organisations, each with relevant and
distinctive skills and resources:

Murdoch Children’s Research Institute (MCRI) brings deep knowledge and credibility in the
area of health and educational research, along with a network of relevant relationships
- Prof Sharon Goldfeld —Director Centre for Community Child Health and Theme Director
Population Health, Royal Children’s Hospital and Murdoch Children’s Research Institute
- Dr Carly Molloy — Senior Project Lead, Murdoch Children’s Research Institute
Bain & Company brings expertise in the development of effective strategies that deliver real
results
- Chris Harrop — a senior partner, and a member of Bain’s worldwide Board of
Directors

Social Ventures Australia (SVA) brings expertise in providing funding, investment and advice
to support partners across sectors to increase their social impact
- Nick Perini — Director, SVA Consulting.

Suggested citation: Molloy C., Quinn, P., Perini, N., Harrop C., Goldfeld S. Restacking the Odds —
Technical Report: Early childhood education and care: An evidence based review of indicators to assess

quality, quantity, and participation. Melbourne, Australia, 2018.
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RESTACKING THE ODDS: PROJECT BACKGROUND

Inequities emerging in early childhood often continue into
adulthood, contributing to unequal rates of low educational
attainment, poor mental and physical health and low
income. In some cases, this experience is part of a persistent
cycle of intergenerational disadvantage. Inequities
constitute a significant and ongoing social problem and

- along with the substantial economic costs — have major
implications for public policy.

To redress inequities, research tells us that efforts should be
delivered during early childhood (pregnancy to eight years

of age) to deliver the greatest benefits. Restacking the Odds
focuses on five key evidence-based interventions/platforms in
early childhood: antenatal care; sustained nurse home visiting;
early childhood education and care; parenting programs;

and the early years of school (see Figure 1: Five Fundamental
Strategies).

These five strategies are only a subset of the possible
interventions, but we have selected them carefully. They

are notably longitudinal (across early childhood), ecological
(targeting child and parent), evidence-based, already available
in almost all communities, and able to be targeted to benefit
the ‘bottom 25 per cent’ Our premise is that by ‘stacking’ these
fundamental interventions (i.e., ensuring they are all applied
for a given individual) there will be a cumulative effect -
amplifying the impact and sustaining the benefit.

Our intent is to use a combination of data-driven, evidence-
based and expert informed approaches to develop measurable
best practice indicators of quality, quantity and participation
for each of the five strategies:

Quality: Are the strategies delivered effectively, relative to
evidence-based performance standards? A strategy with
‘quality’is one for which there is robust evidence showing it
delivers the desired outcomes. A large number of research
studies have explored aspects of this question (i.e.,“What
works?”). Therefore, we pay particular attention to the quality
dimension in this report.

Participation: Do the appropriately targeted children and
families participate at the right dosage levels? ‘Participation’
shows us what portion of the relevant groups are exposed to
the strategy at the level required to trigger the desired benefit.
(For example, attending the required number of antenatal
visits during pregnancy). Participation levels can be calculated
whether the strategy is universal (for everyone), or targeted

(intended to benefit a certain part of the population).

Quantity: Are the strategies available locally in sufficient
quantity for the target population? ‘Quantity’ helps us
determine the quantum of effort and infrastructure needed to

deliver the strategy adequately for a given population.

These indicators will help identify gaps and priorities in
Australian communities. We will test preliminary indicators
in 10 communities over the next three years to determine
which are pragmatic to collect, resonate with communities,
and provide robust measures to stimulate community and
government action.

The findings summarised in this report provide essential inputs
to guide our subsequent work. There is a similar report for each
of the five strategies.

FIVE FUNDAMENTAL STRATEGIES

Early childhood

Antenatal School years

9) Antenatal care J Early childhood education and care @ Early years of school
e Targeted at parents e Targeted at all children (in groups) e Targeted at all children
e Centre-based e High quality for all children e School-based
e Outcomes: healthy birth weight, e Delivered out of home in a “pseudo-home-learning e QOutcomes: children on

good brain health, appropriate care, environment”

“adequate parenting”

optimal learning pathway

e Qutcomes: children on optimal developmental by Year 3

pathway (cognitive and social-emotional), school
readiness

@ Sustained nurse home visiting @

e Targeted at disadvantaged parents e Targeted at parents whose children have behavioural issues
(higher prevalence in disadvantaged families)

Parenting programs

e Health and development support

e Home-based ¢ Centre-based, delivered in groups or 1:1

o Outcomes: parents develop parenting skills e Outcomes: remedy of specific emerging behavioural issues

Figure 1: Five fundamental strategies
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EARLY CHILDHOOD EDUCATION AND CARE: RESEARCH SUMMARY

OVERVIEW

Early childhood education and care (ECEC) is defined as any
arrangement providing education and care for children aged
0 to the first year of formal schooling regardless of the setting,
funding, opening hours, or program content [1]. In Australia
the sector is large and complex, with a range of services
offered by a mix of non-profit and for-profit providers.

In 2016, 43% of all Australian children aged 0-5 years were
enrolled in ECEC services, and 92% of children were enrolled

in a preschool program in the year before school [2]'. The
enrolment rate for four year-olds is high relative to other
Organisation for Economic Co-operation and Development
(OECD) nations (which average 84%) [3], but some large
subgroups of Australian children are substantially less likely

to participate in ECEC programs — including children from low
socioeconomic backgrounds, remote communities, Indigenous
backgrounds, non-English speaking backgrounds, and those
with a disability or special health care needs [4, 5]. Further,
nationally-reported enrolment figures do not elucidate the
ECEC dosage children actually receive (i.e. the number of hours
children attend ECEC per week).

Significant policy reforms have been delivered over the last
decade targeting service access and quality. This includes the
introduction of universal access (providing access to 15 hours
of preschool education for all 4 year-olds), the introduction
of a National Quality Framework (NQF) (providing a national
approach to regulation to drive service quality improvements)
and introduction of the means-tested Child Care Subsidy
Package (designed to support access to affordable ECEC).
International research has demonstrated the link between
quality frameworks and associated indicators of service
performance to maintain, restore, or improve performance
[6-9]. Establishing a National Quality Framework for ECEC is
consistent with international best practice, and provides an
excellent mechanism to drive improvements in ECEC service
quality.

Despite these changes, there are enduring challenges to
ensure that high quality services are available and accessible to
all children and families. These include issues of affordability,
cultural inclusion, service quality and viability.

ECEC and developmental outcomes for children

The Australian Early Development Census (AEDC) is a national,
teacher-reported population measure of the development

of all children starting school. The AEDC is undertaken every
three years, and assesses development across five domains:
physical health and wellbeing; social competence; emotional
maturity; language and cognitive skills; and communication
skills and general knowledge.

Every year, about 18.5% of children from Australia’s lowest
socioeconomic quintile enter school developmentally
vulnerable on two or more domains, almost three times the
rate for children in the highest socioeconomic quintile (6.5%)
[10]. Furthermore, while overall levels of developmental
vulnerability in Australia have not shifted significantly in
recent years, the gap between the poorest and wealthiest
communities, and between remote/rural and metropolitan
areas, has increased [10].

Extensive research indicates that the education and care
of young children (from birth to eight years of age) has
an immense influence on long-term outcomes related to
their cognition, resilience, health and wellbeing (e.g. [11])
suggesting that children from the lowest socioeconomic
quintile would benefit from good quality early education
opportunities prior to starting school.

Notably, evaluations of model programs in the US dating back
to the 1960-70s, targeted toward children living in adversity,
have well established the benefit of ECEC in the areas of
academic, cognitive and social-emotional domains (e.g. [12]).
However, more recent research from Australia [13] and the UK
[14, 15] for example, suggests that participation in high quality
ECEC has the potential to provide all preschool-aged children
(usually defined as the year or two before full time schooling)
with an opportunity to develop lifelong skills for learning and
wellbeing. This research has supported policy shifts in Australia
to make ECEC programs available for all children.

In Australia, national studies show that ECEC is associated
with better outcomes for children. For example, AEDC data
shows that children who attend preschool are less likely to
be developmentally vulnerable even when considering their
level of relative disadvantage [16, 17]. Similarly, research
from the Longitudinal Study of Australian Children (LSAC)
demonstrates that children who attend preschool in the year
before school score higher on Year 3 National Assessment
Program for Literacy and Numeracy (NAPLAN) tests, with lower
probability of being rated by their carer as having poor social
and emotional development [18].

Not all ECEC is the same: quality matters

The research clearly shows that the quality of ECEC programs
has a significant influence on developmental outcomes for
children. Rating scales assessing quality include aspects of
structural quality (i.e. the design and organisation of the ECEC
system, including the number of professionally trained staff)
and process quality (i.e. the practices within an ECEC setting,
such as relationships and interactions between staff and
children).

1 To be considered “enrolled” the child must have attended the ECEC program at least one hour during the reference period, or be absent due to illness or extended holiday leave and expected to return.
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International research has shown that ECEC programs for
children aged 3 to 5 years with an emphasis on literacy,
maths, science, environment and using a diversity of cultural
and theoretical approaches result in better academic and
social-behavioural outcomes [19]. Children also make more
progress in preschools where staff have higher qualifications
(e.g.[18]). It has also been found that preschools that score
well on standardised, objective measures of quality such as
the Classroom Assessment Scoring System (CLASS) and Early
Childhood Environment Rating Scale (ECERS) have better
outcomes for children, and the association is strongest for
children from disadvantaged backgrounds (e.g. [14, 19-21]).

More broadly, several studies have reported that the
relationship between ECEC quality and benefits to child
development are stronger for children from disadvantaged
backgrounds (e.g. [22-24]). However, others have found no
support for this‘compensatory hypothesis’ suggesting that
even high-quality ECEC is insufficient to totally compensate
for environmental disadvantage (e.g. [25, 26]). It nevertheless
remains important to increase ECEC participation for

disadvantaged children.

AIM

Our targeted rapid review of the existing research base for
ECEC sought to answer four key questions:

1. Within an existing national quality system for ECEC,
which quality areas and/or standards have the most
significant effect on child developmental outcomes (i.e.,
cognition, language, academic, and social and emotional
development)?

2. What does the evidence indicate is the most effective
universal starting age, dosage (i.e. number of hours per
week) and attendance duration (i.e. number of months
or years) as it relates to improving child developmental
outcomes?

3. Given the evidence determined from Question 2, in what
quantity should a given community be delivering ECEC?

4, Do the answers to these questions differ for targeted
provision to disadvantaged populations?

METHOD

Our literature review utilised a targeted restricted evidence
assessment (REA) research methodology. REA uses similar
methods and principles to a systematic review but makes
concessions to the breadth and depth of the process to enable
faster completion. Rigorous methods for locating, appraising
and synthesising the evidence related to a specific topic are
utilised, but the methodology places some limitations on the
search criteria and on how the evidence is assessed. For this
review, we sought data primarily from large, longitudinal,
national or international cohort studies.

4 RESTACKING THE ODDS | EARLY CHILDHOOD EDUCATION AND CARE

Quality

To determine the indicators of quality, we used Australia’s
existing quality rating system - the National Quality Standard
(NQS) implemented by the Australian Children’s Education
and Care Quality Authority (ACECQA). We undertook an
initial mapping exercise to determine how closely Australia’s
Quiality Areas (as utilised by ACECQA) matched the key
principles identified from the European Commission Quality
Framework and, on domains from standardised, objective
measures of ECEC quality (Classroom Assessment Scoring
System PreK [CLASS PreK] and Early Childhood Environment
Rating Scale — Revised [ECERS-R]). This initial scoping work
provided confidence that we were not missing any important
areas when using the seven Quality Areas from the ACECQA
NQF to direct our targeted literature search. We then utilised a
combination of literature reviews (peer-reviewed and web-
based reports) and expert interviews to determine which
Quality Areas had the most robust evidence related to child
development outcomes. This determined the Quality Areas
used for our recommended indicators for assessing ECEC
quality. A full description of the search strategy is provided in
the Technical Report [43].

Participation

To determine participation indicators, we focused on national
and international longitudinal studies and utilised systematic
reviews and meta-analyses, where available, with good quality
and low bias. Study quality includes an assessment of internal
validity (the degree to which the design and conduct of the
study avoid bias, e.g. through randomisation, allocation
concealment and blinding), and external validity (the extent

to which the results of the study can be generalised to the
population outside the study).

We examined the evidence to determine any differential
effect related to universal or targeted program participation in
children from 0 to 5 years (e.g. targeted according to housing
vulnerability or poverty, culturally and linguistically diversity,
or low 1Q). We used the evidence to develop indicators for

the key dimensions of participation that relate to improved
child outcomes, including optimal starting age, duration and
dosage.

Quantity

Quantity indicators require agreed indicators for both
numerator (participation data) and denominator (population
data). We developed quantity indicators using the best
indicators of participation level (for universal and targeted
provision), and community-level population data.
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Ranking the evidence

We assessed individual studies for demonstration of ECEC
effectiveness across the three domains of functioning
(cognitive/language, academic, and social-emotional), and
classified them into the following categories:

- Supported. Clear evidence of sustained benefits of at
least one year, and without evidence of harm or risk to
participants. Populations examined are similar to the
Australian context, and results are sensible to apply to
that context.

« Promising. Evidence suggestive of benefit of at least
six months, and without evidence of harm or risk to
participants. Populations examined may be somewhat
different to the Australian population, affecting
generalisability to the Australian context. Meta-analyses
and systematic reviews of moderate quality are ranked as
‘Promising’ due to increased risk of bias.

« Not supported. There is evidence of harm or risk to
participants.

« Null. No difference found between comparison groups.

Once each individual study was evaluated, we determined an
overall ranking of the evidence using the classifications below,
adapted from [27]. See Appendix A for full details.

« Supported. Clear, consistent evidence of benefit

+ Promising. Evidence suggestive of benefit but more
evidence needed.

« Mixed. Data is mixed and could show evidence of harm or
risk.

- Not adequately addressed. Insufficient data in the target
evidence-base.

« Not supported. There is evidence of harm or risk to
participants.

Expert opinion

We vetted our set of indicators with three senior international
ECEC experts:

« Professor Iram Siraj PhD OBE. Professor of Child
Development and Education, University of Oxford.

« Professor Edward Melhuish CSci, CPsychol, FBPsS,
FACSS, OBE. Professor of Human Development,
Birkbeck, University of London & Professor of Human
Development, & Academic Research Leader,
University of Oxford

These experts agree that the dose and duration of quality ECEC
should be proportionately greater for vulnerable children.
Although this is consistent with our own research, we have
recommended only part time provision for both universal and
targeted groups. Our rationale behind part time provision for
targeted groups is based on the evidence that both part time
and full time are effective at improving outcomes. Further
research about the cost-benefit ratio for part and full time
would help elucidate the correct dose for targeted groups.

RESTACKING

FINDINGS FOR EARLY CHILDHOOD
EDUCATION AND CARE

Overall, our review found a growing body of research
examining the association between universal and targeted
access to ECEC on children’s developmental outcomes.

This research generally provides evidence of the benefits

of ECEC for child developmental outcomes. However, data
predominantly comes from observational studies (rather than
intervention studies) and shows variability in terms of what
ECEC programs work best.

Since the bulk of research is from international studies there

is a question of applicability of the findings to the Australian
context. The Australian research base itself has limitations, as it
often uses data collected prior to the introduction of the NQF,
and so does not incorporate beneficial outcomes that may
have occurred post-NQF, due to an increased focus on service
quality.

To date there have been no published Australian comparison
trials. Notably, the research is limited in its ability to consider
the comparability of different ECEC programs that vary
substantially, particularly in terms of dose and other resources
such as student-teacher ratios. For example, the Abecedarian
Project has a much higher participation intensity compared
with other lower-resourced programs such as those typically
offered in Australia.

Quality indicators

Australia has an established National Quality Framework,
which provides a national approach to regulation and
assessment of associated quality indicators (the NQS). The
overarching objective of the NQF is to improve educational
and developmental outcomes for children attending ECEC
services, through driving improved quality in service
delivery [28].

The NQS defines seven Quality Areas (see Appendix B for full
detail of related elements), which we have divided into two
categories, as shown below.

TEACHING-RELATED FACTORS
QA1 - Educational program and practice
QA4 - Staffing arrangements
QA5 - Relationships with children

ENVIRONMENT-RELATED FACTORS
QA2 - Children’s health and safety
QA3 - Physical environment
QA6 - Collaborative partnerships with families and
communities
QA7 - Leadership and service management
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We found clear evidence that the teaching-related factors

are associated with improved child developmental outcomes
(cognitive/academic and social-emotional). Conversely, we

did not find clear evidence that the environment-related

factors directly improve child developmental outcomes.
However, this does not mean they aren’t important enablers for
effective ECEC. For example, the provision of the right physical
environment is a prerequisite for the delivery of a safe and
stimulating education program. Details are summarised in Table
1, and described below.

Quality Area 1 - Educational program and practice. There is
strong evidence that educational programs and practice affect
cognitive and social-emotional child outcomes. We identified
two systematic reviews (of moderate to high quality) [29, 30],
which provide evidence that educational program and practice
is related to positive child outcomes (cognitive/academic and
social emotional). These findings were further supported by

a meta-analysis of low-moderate quality [31] and three major
international studies:

- Effective Provision of Pre-School Education (EPPE) Study
(e.g.[19)),

« The National Institute of Child Health and Human
Development Study of Early Child Care Youth
Development (NICHD SECCYD) Studies (e.g. [20, 32, 33]),
and

« The International Association for Evaluation of Educational
Achievement (IEA) Pre-Primary project [34].

Quality Area 4 - Staffing arrangements. There is strong evidence
that certain aspects of staffing arrangements in ECEC settings
- including staff-child ratios, group size, staff experience and
qualifications - affect cognitive and social-emotional child
outcomes. The evidence base included:

« Three systematic reviews or meta-analyses (high quality/
low bias), examining outcomes across a range of study
types (e.g. cross-sectional, longitudinal, correlational,
experimental, and quasi-experimental studies) [35-37].

Table 1: Summary of the overall evidence base

+ Another systematic review/meta-analysis (moderate
quality, some risk of bias) examining outcomes from
experimental and quasi-experimental studies and several
national and international trials [38].

+ The Longitudinal Study of Australian Children (LSAC) [18].

« The EPPE study [39], NICHD SECCYD [20], National Center
for Early Development and Learning’s (NCEDL) Multi-State
Study of Pre-Kindergarten [40].

Quality Area 5 - Relationships with children. Our review did not
yield any high quality systematic reviews or meta-analyses
relevant to Quality Area 5. However, a substantive and
frequently cited literature review was identified which reports
that there is some support for an association between staff
relationships with children and both behavioural and cognitive
child development [41]. The findings of the review are also
supported by several international studies, EPPE, NICHD
SECCYD, IEA Pre-primary longitudinal, cross-national study, and
the Dutch pre-COOL study. The generalisability and applicability
of these findings are further strengthened by local Australian
data from the Child Care Choices (CCC) Longitudinal Extension
study [42].

In addition, the evidence base related to Quality Area 1
(specifically, educators and coordinators are focused, active
and reflective in designing and delivering the program for each
child) and Quality Area 4 (specifically, educators, co-ordinators
and staff members are respectful and ethical) are relevant to
Quality Area 5. Consequently, we rated the overall evidence as
“supported”.

We rated the other four Quality Areas of the NQS (QA2, QA3,
QA6 and QA7) as'Promising’ or ‘Not adequately addressed in the
target evidence-base' A summary of the relevant evidence can
be found in our detailed technical report [43].

QUALITY AREA

TEACHING-RELATED FACTORS

Educational program and practice Supported
Staffing arrangements ® Supported
Relationships with children ®  Supported

ENVIRONMENT-RELATED FACTORS

Children’s health and safety

COGNITIVE & ACADEMIC

Not adequately addressed in target evidence-base

SOCIAL-EMOTIONAL

Supported

Supported

Supported

Not adequately addressed in target evidence base

Physical environment Promising Not adequately addressed in target evidence base
Collaborative partnerships with families and communities ®  Promising ®  Promising
Leadership and service management ® Promising ® Not adequately addressed in target evidence base
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Restacking the Odds assessment of ECEC services so%

Under Australia’s NQS?, an ECEC service can receive an overall
‘Exceeds’rating if it meets the quality standards in all seven
Quality Areas, and exceeds the standard in at least four of the
seven, including at least two of:

« QA1 - Educational program and practice
QA?5 - Relationships with children

+ QAG6 - Collaborative partnerships with families and 1%
communities

20%

Percentage of total services
8
§

+ QA7 - Leadership and service management o
Service with overall rating ‘Exceeds’ Service exceeding in all three of
. . by ACECQA QA1, QA4 and QA5
In Q1 2018, 38% of Australia’s ECEC centres met this standard, 124262 22,804

and therefore achieved an ‘Exceeds’ rating. These centres

are doing many things well. However, Restacking the Odds

is especially interested in understanding how many centres
exceed the standard on all three of the Quality Areas which
our review of the evidence has shown to have a demonstrable
benefit on children’s development, i.e.:

Figure 2: ECEC service ratings 3

50%-

404
« QA1 - Educational program and practice

« QA4 - Staffing arrangements
« QA5 - Relationships with children

As shown in Figure 2, only 25% of centres met this hurdle
(while also at least meeting the standard on the other four
quality areas). This scarcity is more pronounced in low SEIFA
(SOCioeconomic Indexes for Areas) areas. Flgure 3 ShOWS the " 0-10% 11-20% 21-30% 31-40% 41-50% 51-60% 61-70% 71-80% 81-90%  91-100%
portion of services meeting this standard, displayed against
their SEIFA level. Only 19% of services in the lowest SEIFA decile
(most disadvantaged) meet this standard, compared with 27%
in the highest SEIFA decile (most advantaged).

This analysis suggests that Australia has a significant gap
between current ECEC service delivery and the evidence-
based drivers of quality that make the most difference for

child development, and that this is especially true in more
disadvantaged areas. ACEQAS's rating data also show that QA1
(Educational program and practice) is the element with the
greatest room for improvement. We have provided the NQS in
Appendix B. It includes a detailed set of practices associated
with each Quality Area.

Percentage of centres exceeding standard
for QA1, QA4 and QA5

Low SEIFA SEIFA decile of centre location High SEIFA

Figure 3: Centre ratings grouped by SEIFA decile

Quality indicator

The proportion of ECEC services rated ‘exceeding’the
standard in quality areas 1,4 and 5 and at least ‘meeting’
the standard in all other quality areas according to the
ACECQA assessment.

Participation indicators

We identified three main participation-related factors: starting
age, attendance duration, and dosage (part time/full time).

We detail the key findings below, providing an overview of the
evidence ranking for both universal provision of ECEC (Table 2)
and targeted provision (Table 3).

2. Note that modifications made to the NQF in February 2018 mean that all standards within a Quality Area now need to be rated Exceeding NQS, for that Quality Area to be rated Exceeding NQS. However,
there were no changes made to the way in which an overall‘Exceeds’ NQS rating is calculated across Quality Areas.
3. National Quality Framework Snapshot Q1 2018, Australian Children’s Education & Care Quality Authority.
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Table 2: Summary of the overall evidence base (for universal provision)

STARTING AGE

0-2years
2-3years
3-4years

4-5years

UNIVERSAL ECEC

COGNITIVE & LANGUAGE
Supported
Supported

Promising

Not adequately addressed in
target evidence-base

ACADEMIC
e Promising
e Promising

e Promising

e Notadequately addressed in
target evidence-base

SOCIAL-EMOTIONAL
Mixed
Mixed

Not adequately addressed in
target evidence-base

Not adequately addressed in
target evidence-base

PROGRAM DURATION

Lessthan 1 year

1-2 years

2-3years

More than 3 years

COGNITIVE & LANGUAGE

Not adequately addressed in
target evidence-base

Promising

Supported
Supported

ACADEMIC

e Supported

e Supported

e Supported
e Supported

SOCIAL-EMOTIONAL

Not adequately addressed in
target evidence-base

Not adequately addressed in
target evidence-base

Not supported
Not supported

PROGRAM DOSE
Part time

Full time (> 15 hours)

COGNITIVE & LANGUAGE
Supported

Mixed

ACADEMIC
e Supported

e Notadequately addressed in
target evidence-base

SOCIAL-EMOTIONAL

Not adequately addressed in
target evidence-base

Not supported

Table 3: Summary of the overall evidence base (for targeted provision)

STARTING AGE

0-2years
2-3years

3-4years
4-5years

TARGETED ECEC

COGNITIVE & LANGUAGE
Supported

Not adequately addressed in
target evidence-base

Supported

Not adequately addressed in
target evidence-base

ACADEMIC
e Supported
e Supported

e Supported

e Notadequately addressed in
target evidence-base

SOCIAL-EMOTIONAL
Supported
Not supported

Supported

Not adequately addressed in
target evidence-base

PROGRAM DURATION

Lessthan 1 year

COGNITIVE & LANGUAGE

Not adequately addressed in
target evidence-base

ACADEMIC

e Notadequately addressed in
target evidence-base

SOCIAL-EMOTIONAL

Not adequately addressed in
target evidence-base

1-2 years Supported e Supported Supported
2-3years Not adequately addressed in ¢ Notadequatelyaddressed in Not adequately addressed in
target evidence-base target evidence-base target evidence-base
More than 3 years Supported e Supported Supported
PROGRAM DOSE COGNITIVE & LANGUAGE ACADEMIC SOCIAL-EMOTIONAL
Part time Supported e Supported Supported
Full time (> 15 hours) Supported e Supported Supported

(o]
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Universal provision

Starting age

There was only one systematic review or meta-analysis of
moderate quality and risk of bias that evaluated the effect
sizes of starting age in relation to cognitive and academic
achievement [44]. This work revealed that programs
commencing before three years of age had larger effect sizes
than programs that started later, so was rated as ‘Promising
The longitudinal EPPE study provided support for programs
that start early (birth to three years old) across all domains

of functioning, and another high quality study (the National
Institute of Child Health and Human Development Study of
Early Child Care and Youth Development, or NICHD SECCYD)
presented data that suggest earlier starting ages are ‘Promising’
for cognitive and academic achievement. The evidence-base
related to starting age and social-emotional outcomes was
more variable with at least three studies showing poorer [13,
45, 46] outcomes or both positive and negative outcomes [39,
47] with earlier starting ages.

The evidence is not clear-cut across domains of functioning
(cognition and language, academic, and social-emotional),
however a starting age between three and four years old
provides the best balance of outcomes with none of the
reviewed studies showing poorer outcomes.

Program duration

Two meta-analyses examined program duration in relation to
cognitive and academic achievement. One was of moderate
quality and risk of bias, and reported that programs longer
than two years were associated with moderate increases in
effect size for cognitive and academic outcomes [44]. We
therefore rated this study as ‘Promising’ for programs lasting
two years or longer. The other was low quality with several
sources of bias identified [48]. However, it found a small
advantage for child developmental outcomes for programs
with durations of one and three years. We rated this study as
‘Promising’ for programs of three years or more.

The EPPE study was the only longitudinal international
research to report on program duration, and found that high
quality preschool coupled with longer duration (two to three
years) had the strongest effect on cognition and academic
achievement, and demonstrated sustained benefits of
approximately two to four years [39]. This was supported by
another EPPE follow up approximately four years later that
showed preschool duration between 2 and 3 years had the
largest positive effects on English scores at age 7 to 11 [49].

Data from the LSAC showed that program durations from two
to more than three years resulted in cognitive and academic
gains, but had detrimental effects on social-emotional
outcomes [13]. Notably, the LSAC data were collected prior

to the implementation of the NQF and so it is unclear what
impact potential quality improvements may have had on
outcomes. Data from Trends in International Mathematics and

RESTACKING

Science Study (TIMSS) and Progress in International Reading
Literacy Study (PIRLS) support programs of at least three years
related to academic achievement [50, 51].

On balance, the evidence related to duration ‘Supports’
programs of two years. Although there was good evidence for
programs between two and three years' duration for cognitive
and academic achievement, there was also some evidence
(local data) suggesting that programs longer than two years
may have a negative impact on social-emotional outcomes.
Importantly, this data does not take into account the quality
of the program and it is likely that the relationship between
duration and social skills is influenced by aspects of quality
care and education.

Program dose (intensity)

The EPPE study provides support for part time universal
provision of ECEC, which is consistent with local data from
LSAC[13, 39, 52]. Several papers reporting on the US-based
National Institute of Child Health and Human Development
(NICHD) Study found evidence for a positive relationship
between full time provision during toddlerhood and higher
language scores, but also found that greater hours of ECEC in
infancy was related to lower pre-academic scores [25, 53-55].
The NICHD studies also report that higher ECEC doses (average
of 27 hours per week) relate to poorer social-emotional
outcomes in grade one.

The evidence for part time provision of ECEC is supportive,
but the evidence for full time provision is mixed. Therefore,
our conclusion is that the evidence best supports part time
provision for universal access.

Universal participation indicator

Proportion of all children attending ECEC for 15 hours
or more per week, for the two years before starting
formal school

Targeted provision

Starting age

For highly vulnerable children and families (with low socio-
economic status or risk of low IQ), the developmental benefit
of targeted provision of ECEC - and an early starting age of 0-2
years - is well supported by evidence from the Abecedarian
Project (e.g.[12, 56, 57]). This was a well-designed randomised
controlled trial, with multiple follow-up studies ranging

from 18 months to adulthood. The evidence applies to all
three domains of functioning (cognitive, academic, social-
emotional). The Early Head Start program also supports

early start ECEC across all domains [58]. Two other US-based
programs (Milwaukee Project and Project Care), were rated
as‘Promising’in relation to a starting age of 0-2 years for
improved outcomes for cognition and language [59, 60] due
to their small sample size and selective populations (i.e. low 1Q;
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African-American mothers) which affect their generalisability
to the Australian context.

The EPPE study examined academic and social-emotional
outcomes in a subset of disadvantaged children attending
preschool at either 2 or 3 years and found a positive association
for English attainment. However, there were some negative
associations with prosocial behaviour [47].

The Perry Preschool Project found positive associations
between starting age 3 to 4 years and cognition, academic
achievement, and social-emotional functioning [61-63].

Most of the population samples are from the US and may

differ in ways that affect the generalisability to the Australian
context. For example, most of the targeted samples drew

from predominantly African-America populations and from

the 1960s and 1970s. On balance, children from at-risk
backgrounds would likely benefit from an earlier start to ECEC
compared with the general population. The evidence ‘Supports’
a starting age of 0 to 2 years.

Program duration

The Abecedarian Project demonstrated a positive association
between ECEC attendance for over three years and improved
cognitive, academic, and social-emotional outcomes [12, 57,
64, 65]. The Milwaukee Project and Project Care were consistent
with these results [59, 601, but were rated as ‘Promising’ due

to the small sample size and selective populations (i.e. low 1Q;
African-American mothers), which affect their generalisability
to the Australian context.

The Early Head Start programs and the Perry Preschool Project
support programs of two years across all three outcome
dimensions (cognitive, academic, and social-emotional).

Unlike universal provision of ECEC, there was no evidence of
an increased risk of social-emotional difficulties associated
with programs of longer duration. Limitations regarding
generalisability and applicability to the Australian context are
relevant here, but given the quantity and relative strength of
the Abecedarian findings the evidence ‘Supports’ programs of
at least three years' duration.

Program dose (intensity)

There was limited data available to compare the relative
benefit of higher levels of ECEC intensity. However, the results
of the Abecedarian project are convincing - suggesting full
time provision is related to better cognitive and language,
academic, and social-emotional outcomes in both the short-
and long-term [12, 57, 64, 65].

The Perry Preschool project (part time provision) reported
significant social gains over a sustained period (into adulthood)
as well as sustained (1-2 years) cognitive and language
benefits.

10 RESTACKING THE ODDS | EARLY CHILDHOOD EDUCATION AND CARE

The research regarding program dose for children from
disadvantaged backgrounds ‘Supports’full time and part-time
provision. There are some potential issues with generalisability
(US-based research, selective samples of low 1Q, African-
American people). Without a cost-benefit assessment of

the relative effect of part time and full time provision for
disadvantaged groups it is difficult to recommend full time
provision when there is evidence that part time provision is
also effective at improving child outcomes.

Targeted participation indicator

Proportion of children experiencing disadvantage who
attend ECEC for 15 hours or more per week, for at least
the three years before starting formal school

Current Australian participation indicators

Nationally, Australia collects some participation data for two
subgroups of children:

« The proportion of children aged three to five years
enrolled in a preschool program who are from targeted
special needs groups (non-English speaking background,
Aboriginal and Torres Strait Islander children, children
with disability, and children from regional and remote
areas);

« The proportion of children aged four to five years
enrolled in a preschool program in the year before school
who are disadvantaged (residing in an area with a SEIFA
Index of Relative Socio-economic Disadvantage [IRSD]
quintile of 1).

These national indicators are based on enrolment, and do not
provide sufficient information about whether the dosage of
participation in ECEC is at the level that research has identified
is important to benefit child outcomes. Restacking the Odds
aims to collect actual attendance data (not only enrolment
data) for these two sub-groups in the communities we work
with.

Quantity indicators

The required quantity of ECEC services in a given community

is a function of the size of the population, the portion of the
population participating, and the effort required to provide the
right standard of care. This is largely a practical consideration,
and the literature reviewed did not provide any specific

data related to this driver. However, there are two relevant
dimensions for quantity:

« Does the ECEC infrastructure provide places sufficient
for the defined population to attend for fifteen hours or
more?

« Is there a sufficient workforce of qualified ECEC workers
and teachers?
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Current Australian quantity indicators

Nationally, Australia collects data on two relevant workforce
metrics:

+ The proportion of paid primary contact staff employed
at approved childcare services with a relevant formal
qualification (at or above Certificate level lll), or three or
more years of relevant experience.

« The proportion of teachers delivering preschool
programs (across all services) who are at least three-year
university trained and early childhood qualified. Teachers
are defined using the following worker roles: principal/
director/coordinator/teacher in charge and group leader/
teacher. At least three-year university trained includes:
‘Bachelor degree (3 years or more equivalent), ‘Bachelor
Degree (4 years pass and honours); ‘Graduate diploma/
certificate and above!

Note that Quality Area 4 sets the benchmark for teacher-to-
child ratios and qualification requirements. There is no national
indicator for service availability.

Quantity indicator
The number of ECEC places for 15 hours per week
avaliable to 2-5 year olds

RESTACKING THE ODDS | EARLY CHILDHOOD EDUCATION AND CARE 1
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CONCLUSION

We have established an evidence based set of indicators for
best practice indicators of ECEC quality, participation and
quantity.

Quality

We used Australia’s existing quality rating system (ACECQA)
to determine the indicators of quality with regard to positive
impact on child development, and found that the available
evidence supports three of ACECQA's seven Quality Areas well
(i.e, QA1 - Educational program and practice; QA4 — Staffing
arrangements; and QA5 - Relationships with children). We
identified that while 38% of Australia’s ECEC centres receive
an ‘Exceeds’rating from ACECQA, only 25% of centres exceed
the NQS standard for performance on all three of these Quality
Areas.

Quality indicator

The proportion of ECEC services rated ‘exceeding’ the
standard in quality areas 1,4 and 5 and at least‘meeting’
the standard in all other quality areas according to the
ACECQA assessment.

Participation

The literature supports the importance of ECEC for all children.
However, the participation thresholds differ for universal versus
targeted provision.

Universal participation indicator

Proportion of all children attending ECEC for 15 hours
or more per week, for the two years before starting
formal school

Targeted participation indicator

Proportion of children experiencing disadvantage
who attend ECEC for 15 hours or more per week, for
at least the three years before starting formal school

12 RESTACKING THE ODDS | EARLY CHILDHOOD EDUCATION AND CARE

Quantity

When assessing quantity, the key considerations are whether
there is sufficient ECEC infrastructure and a qualified ECEC
workforce to support the relevant populations to attend for at
least fifteen hours per week.

Quantity indicator
The number of ECEC places for 15 hours per week
avaliable to 2-5 year olds

The preliminary indicators and thresholds we have selected
will help identify gaps and priorities for ECEC in Australian
communities. We will test them in ten communities over the
next three years to determine which are pragmatic to collect,
resonate with communities, and provide robust measures

to stimulate community and government action. We follow

a similar path for the other four fundamental strategies that
Restacking the Odds is exploring — antenatal care, sustained
nurse home visiting, parenting programs, and the early years
of school.
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Appendix A: Overall ranking of the evidence

OVERALL RANKING OF THE EVIDENCE

Supported

Promising

Evidence fails to
demonstrate effect

Unknown

Concerning practice

Definition

Clear, consistent evidence of benefit.

No evidence of harm or risk to participants. A well conducted systematic review or
meta-analysis (++ or +) or at least two RCTs found the intervention to be more
effective than a control group on at least one child or parent valid outcome measure.
A positive effect was maintained for at least 6 months.

Evidence suggestive of benefit but more evidence needed.

No evidence of harm or risk to participants. At least one RCT found the intervention to
be more effective than a control group on at least one child or parent valid outcome
measure.

A well conducted systematic review or meta-analysis or at least one RCT found the
intervention to be ineffective compared with a control group. The overall weight of
the evidence does not support the benefit of the practice.

The data reported across trials is inconsistent. One or more RCTs show a high level of
bias. There are insufficient trials to provide an evaluation of the evidence-base.

At least 1 RCT of low risk of bias where the practice has shown to have no effect or a
negative effect sustained over at least 1 year.
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Appendix B: ACECQA National Quality Standard

An approved learning framework informs the development of a curriculum that enhances

sz 1.0 each child’s learning and development

Curriculum decision making contributes to each child’s learning and development outcomes
1.1.1 in relation to their identity, connection with community, wellbeing, confidence as learners and
effectiveness as communicators

Each child’s current knowledge, ideas, culture, abilities and interests are the foundation of the

1.1.2
program
113 The program, including routines, is organised in ways that maximise opportunities for each
o child’s learning
1.1.4 The documentation about each child’s program and progress is available to families
1.1.5 Every child is supported to participate in the program
116 Each child’s agency is promoted, enabling them to make choices and decisions and influence

events and their world

Educators and co-ordinators are focused, active and reflective in designing and delivering the

ST 12 program for each child

Each child’s learning and development is assessed as part of an ongoing cycle of planning,

1.2.1 documenting and evaluation
122 Educators respond to children’s ideas and play and use intentional teaching to scaffold and
- extend each child’s learning
123 Critical reflection on children’s learning and development, both as individuals and in groups, is

regularly used to implement the program

Standard 2.1 Each child’s health is promoted

2.1.1 Each child’s health needs are supported
212 Eth child’s comfort is provided for arPd there are appropriate opportunities to meet each
o child’s need for sleep, rest and relaxation
213 Effective hygiene practices are promoted and implemented
214 Steps are taken to control the spread of infectious diseases and to manage injuries and illness,

in accordance with recognised guidelines

Standard 2.2 Healthy eating and physical activity are embedded in the program for children

Healthy eating is promoted and food and drinks provided by the service are nutritious and

2.21 appropriate for each child

Physical activity is promoted through planned and spontaneous experiences and is appropri-

222 ate for each child

Standard 2.3 Each child is protected

2.3.1 Children are adequately supervised at all times

232 Every reasonable precaution is taken to protect children from harm and any hazard likely to
- cause injury

233 Plans to effectively manage incidents and emergencies are developed in consultation with
= relevant authorities, practised and implemented

234 Educators, co-ordinators and staff members are aware of their roles and responsibilities to

respond to every child at risk of abuse or neglect

Standard 3.1 The design and location of the premises is appropriate for the operation of a service

RESTACKING THE ODDS | EARLY CHILDHOOD EDUCATION AND CARE 17
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Appendix B: ACECQA National Quality Standard (cont.)

311 Outdoor and indoor spaces, buildings, furniture, equipment, facilities and resources are suit-
o able for their purpose
3.1.2 Premises, furniture and equipment are safe, clean and well maintained
Facilities are designed or adapted to ensure access and participation by every child in the
3.1.3 . . - . .
service and to allow flexible use, and interaction between indoor and outdoor space
The environment is inclusive, promotes competence, independent exploration and learning
Standard 3.2
through play
391 Outdoor and indoor spaces are designed and organised to engage every child in quality expe-
- riences in both built and natural environments
Resources, materials and equipment are sufficient in number, organised in ways that ensure
3.22 - A . .
appropriate and effective implementation of the program and allow for multiple uses
The service takes an active role in caring for its environment and contributes to a sustainable
Standard 3.3
future
3.3.1 Sustainable practices are embedded in service operations
332 Children are supported to become environmentally responsible and show respect for the
- environment

Staffing arrangements enhance children’s learning and development and ensure their safety

Standard 5.1

SRl and wellbeing

411 Educator-to-child ratios and qualification requirements are maintained at all times

Standard 4.2 Educators, co-ordinators and staff members are respectful and ethical

421 Professional standards guide practice, interactions and relationships
Educators, co-ordinators and staff members work collaboratively and affirm, challenge, sup-

422 port and learn from each other to further develop their skills, to improve practice and relation-
ships

423 Interactions convey mutual respect, equity and recognition of each other’s strengths and skills

Respectful and equitable relationships are developed and maintained with each child

5.1.1

Interactions with each child are warm, responsive and build trusting relationships

Every child is able to engage with educators in meaningful, open interactions that support the

Standard 6.1

>12 acquisition of skills for life and learning
513 Each child is supported to feel secure, confident and included

Each child is supported to build and maintain sensitive and responsive relationships with
Standard 5.2 .

other children and adults
591 Each child is supported to work with, learn from and help others through collaborative learn-

- ing opportunities

Each child is supported to manage their own behaviour, respond appropriately to the be-
522 . ; . .

haviour of others and communicate effectively to resolve conflicts
523 The dignity and rights of every child are maintained at all times

Respectful supportive relationships with families are developed and maintained

6.1.1 There is an effective enrolment and orientation process for families

6.1.2 Families have opportunities to be involved in the service and contribute to service decisions
6.1.3 Current information about the service is available to families

Standard 6.2 Families are supported in their parenting role and their values and beliefs about child rearing

are respected
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Standard 7.1

6.2.1 The expertise of families is recognised and they share in decision making about their child’s
- learning and wellbeing
6.2.2 Current information is available to families about community services and resources to sup-
- port parenting and family wellbeing
The service collaborates with other organisations and service providers to enhance children’s
Standard 6.3 : .
learning and wellbeing
6.3.1 Links with relevant community and support agencies are established and maintained
6.3.2 Continuity of learning and transitions for each child are supported by sharing relevant infor-
" mation and clarifying responsibilities
6.3.3 Access to inclusion and support assistance is facilitated
6.3.4 The service builds relationships and engages with their local community

Effective leadership promotes a positive organisational culture and builds a professional learn-
ing community

7.1.1 Appropriate governance arrangements are in place to manage the service
7.1.2 The induction of educators, co-ordinators and staff members is comprehensive
7.1.3 Every effort is made to promote continuity of educators and co-ordinators at the service
Provision is made to ensure a suitably qualified and experienced educator or co-ordinator
7.1.4 leads the development of the curriculum and ensures the establishment of clear goals and
expectations for teaching and learning
715 Adults working with children and those engaged in management of the service or residing on
o the premises are fit and proper
Standard 7.2 There is a commitment to continuous improvement
7.2.1 A statement of philosophy is developed and guides all aspects of the service’s operations
799 The performance of educators, co-ordinators and staff members is evaluated and individual
- development plans are in place to support performance improvement
7.2.3 An effective self-assessment and quality improvement process is in place

Standard 7.3

Administrative systems enable the effective management of a quality service

Records and information are stored appropriately to ensure confidentiality, are available from

731 the service and are maintained in accordance with legislative requirements

732 Administrative systems are established and maintained to ensure the effective operation of
- the service

733 The Regulatory Authority is notified of any relevant changes to the operation of the service, of
" serious incidents and any complaints which allege a breach of legislation

734 Processes are in place to ensure that all grievances and complaints are addressed, investigated
o fairly and documented in a timely manner

735 Service practices are based on effectively documented policies and procedures that are avail-

able at the service and reviewed regularly
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Executive summary

AUSTRALIAN CHILDREN ARE MISSING OUT
ON EARLY EDUCATION

Participation in high quality early childhood education (ECE)
benefits child health and development. Though beneficial for all
children, the positive effects of ECE participation are especially
important for children

from disadvantaged / vulnerable backgrounds.

Every year, about 18.5% of children from Australia’s lowest
socioeconomic quintile enter school developmentally vulnerable
on two or more domains fo the Australian Early Development
Census, almost three times the rate for children in the highest
socioeconomic quintile (6.5%). In recent years the gap between the
poorest and wealthiest communities has increased.

Although Australian government policy supports universal access

to ECE programs for 15 hours per week in the year before starting
school, many children are still missing out. Those missing out are

disproportionately from disadvantaged backgrounds.

We want to understand how families experience

the factors that act as participation barriers and facilitators We also
want to hear about potential solutions or strategies to increase
participation so all children can benefit from ECE.

The following summary includes findings from 63 surveys
completed by service providers and 45 parents, 18 in-depth
interviews with service providers and 21 parent interviews, reviews
of the literature and 4 focused interviews with
communities/service providers who demonstrated improved
attendance.

SOLUTIONS TO INCREASING ATTENDANCE

Fesl

A8

O@O
7

Staff skill, including training and
capacity building with a focus on
family-centred and/or relationship-
based practice, together with
investment in maintaining a skilled
workforce are critical to overcoming
barriers to ECE.

Cultural inclusivity, including
cultural awareness and cultural
safety are required to support
Indigenous and culturally and
linguistically diverse families

Facilitators to ECE attendance

* Information about the benefits of ECE for
families

* Knowing educators are professionally trained

* Ensuring that families feel educators
understand their child(ren)

* Good communication about what is involved
in the centre’s services

155
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Service partnerships and
interagency collaboration should be
leveraged to support families, build
stronger community connections,
increase trust in the community
service sector and improve efficiency
in use of public resources (e.g.
cooperation/cross promotion of
MCH & ECEC services)

Services and government need to do
better in terms of collecting, using,
and responding to ECE data. A more
systematic approach is needed to
build evidence and share it widely

Barriers to ECE attendance

Direct and indirect costs of participation

Parents not being aware of the benefits

Families not knowing how to access
services

Views about maternal roles and child

readiness to attend
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The SOCiaI ECOIOgicaI MOdEI Methodology to frame reported barriers &

facilitators to ECE participation; attendance & dose

A FRAMEWORK FOR UNDERSTANDING SOCIAL SYSTEMS WITHIN THE FOUR NESTED LEVELS FOR UNDERSTANDING ECE PARTICIPATION
CONTEXT OF ECE

The Social Ecological Model (SEM) is a theory-based framework for
understanding the multifaceted and interactive effects of personal and Policy and enabling environment
environmental factors that determine behaviours, and for identifying (funding, policies, laws)
behavioural and organisational leverage points and intermediaries for
health promotion within organisations.

Figure adapted from the Centers for Disease Control and Prevention (Centers for Disease Control and Prevention (CDC)). “E" D[]s 4



Findings from qualitative interviews

Strategies to improve attendance at early childhood education

Qualitative interviews were selectively undertaken with four organisations (four different initiatives) who reported some success in improving ECE participation: 1) promoting 3-year-old kinder for
ATSI families, 2) co-location of a culturally and linguistically diverse (CALD) supported playgroup with a kinder, 3) Linking and supporting refugee and asylum seeker families to ECEC, and 4) ECEC
provider support for families experiencing disadvantage. The following strategies were common themes across initiatives and rated as having ‘Potential’ to increase ECE participation, particularly for

children experiencing vulnerability.

PRACTICE ELEMENTS

What is delivered:

All practice elements were identified at the
program/service level of the Social-Ecological Model

Staff skills
Family-centred, strengths-based, and relationship
building approaches influence attendance

Service procedures

Recruitment and enrolment strategies; coordinated,
complementary services and early years’ service
partnerships; in-home support

Aboriginal inclusivity

Community consultation and intergenerational
involvement; Aboriginal workforce; flexible and
inclusive programs and services

Cultural inclusivity
Cultural awareness and cultural safety for CALD
communities

IMPLEMENTATION ELEMENTS

How it is delivered:

Implementation elements were categorised at the

program/service level and policy and enabling environment level

of the Social-Ecological Model.

Staff training and capacity building
Investment in workforce training

Service partnerships
Formal and informal partnerships

Accessibility

Fee subsidy or flexible brokerage funding and transport assistance

Government support
Funding models and policy agreements

Aboriginal community involvement

Consultation with Koorie Engagement Support Officers (KESO),
Koorie Preschool Support Assistants (KPSA) and Aboriginal and
Torres Strait Islander (ATSI) staff)

Cultural awareness and localised training
Formal and informal opportunities to strengthen inclusivity;
strengths-based, and trauma-informed approaches

Infrastructure
Shared infrastructure; fit for purpose data systems

For specific examples and a more detailed analysis of the findings contact RSTO Research Lead: carly.molloy@mcri.edu.au

SUSTAINABILITY ELEMENTS

What maintains ongoing d