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EXECUTIVE SUMMARY
The Early Head Start Family and Child Experiences Survey, or Baby FACES, is the latest
contribution to an ongoing research effort that began with the inception of the Early Head Start
program. The Office of Planning, Research & Evaluation (OPRE) in the Administration for
Children and Families (ACF) of the U.S. Department of Health and Human Services contracted
with Mathematica and its partners to implement a study that builds on the body of Early Head Start
research and provides new information to guide program implementation and improvement. The
study comes at an important period in the Early Head Start program, beginning the year before a
major expansion that increased the size of the program by nearly 50,000 children in 2009–2010
(ACF 2010).
Baby FACES is a longitudinal descriptive study of Early Head Start that captures family- and
child-level information in addition to program-level characteristics. From a nationally representative
sample of 89 programs, we enrolled 976 parents of children who were in two age cohorts in spring
2009: 194 newborns, which includes pregnant women and children up to 8 weeks old, and 782 1year-olds, which includes children aged 10 to 15 months. We gathered detailed information from
program directors on program operations, services, management, and characteristics of staff and
enrolled families. In addition, we gathered targeted information on participant families from parent
interviews; Staff-Child Reports (SCRs) prepared by study children’s teachers or home visitors;
individual interviews with those staff members; and observations of study children’s classrooms and
home visits. When the children are 2 and 3 years old, we will conduct direct child assessments to
measure cognitive and language development and record their interactions with their parents. In
addition, in the future we will conduct exit interviews with families who drop out of the program
before their child turns 3 to learn why they leave and where they go, and with families who stay
through age 3 to learn about transitions out of Early Head Start and the post-Early Head Start
services these families receive.
Research questions for Baby FACES address four aims: (1) describing Early Head Start and
program services and staff, (2) describing the population served by the program, (3) relating program
services to child and family outcomes, and (4) assessing the properties of measures used in the study.
Because this is the first year of a multiyear effort, some questions will only be answered in later years
when additional data have been obtained. Questions specifically addressed by this report on the
spring 2009 findings include the following:
• What is Early Head Start? What are the program models employed, staff qualifications,
and other important program features and characteristics?
• What specific services are delivered to families and how are these services individualized
to meet the needs of each child and family?
• What are the characteristics of the families Early Head Start serves in terms of their
demographic, household, and family characteristics; their needs; and their risk factors?
• What are the characteristics of special populations and subgroups in the programs and
what services are provided to them? Examples of subgroups include children with
identified special needs, high-risk families, mothers with depression, dual language
learners (DLLs), and mothers pregnant at program enrollment.

xvii

Executive Summary

• What are the psychometric properties (including concurrent and predictive validity) of
our measures? What have we learned from fielding these instruments that can help
inform their use at a local program level?
We will address longitudinal questions about how children and families are faring over time and
what associations there might be between service use and quality and outcomes in later reports.
Table 1 provides an overview of the measures used in the study; findings on the properties of these
measures are presented in Volume II, Appendix C. We follow the table with a summary of key
findings from the spring 2009 research.
Table 1. Key Measures Used in This Report
Program Model and Implementation: Chapter 3
Program Approach: Program Level

Program approach at the program level is based on director
responses to questions regarding the types of services their
programs offer (center-based, home-based, or combination) and,
separately for each service option, the frequency of services
offered.

Program Approach: Family Level

Program approach at the family level is based on information
collected during interviews with parents. Parents were asked
whether they receive center-based services, home-based services,
family child care services, or another type of service.a Parents also
indicated the frequency of center attendance and home visits
received.

Program Implementation

Program implementation was collected via an adaptation of a
rating form developed for the Early Head Start Research and
Evaluation Project (EHSREP) implementation study. It was included
in the program director self-administered questionnaire (SAQ)
and asked directors to rate their programs’ implementation on
elements within each of the four cornerstones (community, staff,
family, and child development). Each element is tied to the Head
Start Program Performance Standards and rated on a scale of 1
(low) to 5 (enhanced) implementation. Scores of 4 indicate full
compliance with the performance standards.
Center, Home Visitor, and Staff Measures: Chapter 4

The Center for Epidemiologic Studies
Depression Scale—Short Form (CESDSF) (Radloff 1977; Ross et al. 1983)

The CESD-SF is the short form of the full-version CESD, which is a
self-administered screening tool used to identify symptoms of
depression or psychological distress.

Parent-Caregiver Relationship Scale
(PCRS) (Elicker et al. 1997)

The PCRS measures the perceived relationship between the
parent and the primary caregiver (that is, provider, teacher, or
home visitor) of infants and toddlers. Items capture important
dimensions of the parent-caregiver relationship, including trust
and confidence, communication, respect/acceptance, caring,
competence/knowledge, partnership/collaboration, and shared
values.

Staff Demographic Characteristics

The teacher and home visitor interviews included sections with
items that broadly covered parent participation in the program,
staff training and supervision, staff benefits and morale,
languages spoken (by the staff member and by families in the
classroom or caseload), racial/ethnic group membership, and
education.
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Table I (continued)
Quality Measures: Chapter 5
Infant/Toddler Environment Rating
Scale - Revised (ITERS-R) (Harms,
Cryer, and Clifford 2003)

Center-based observations included ITERS-R, a global rating scale
of classroom quality based on structural features of the
classroom. The ITERS-R measures the quality of center-based
child care for infants and toddlers up to 30 months. The full
ITERS-R consists of 39 items organized under 7 subscales.

Child-Adult Ratio

Center-based observations also included child-adult ratios and
group sizes.

Home Visit Rating Scale-Adapted
(HOVRS-A) (Roggman et al. 2009),
modified from HOVRS (Roggman,
Cook, Jump Norman, Christiansen,
Boyce, and Innocenti 2008)

Observations of home visits used the HOVRS-A, an adaptation of
the HOVRS (Roggman et al. 2008). The HOVRS-A consists of
seven items measuring the quality of home visitor strategies and
effectiveness at involving and engaging the family during home
visits.

Home Visit Characteristics and
Content (Boller et al. 2009)

During structured observations of home visits, field staff also
collected data on the topics covered, activities, and structure of
the home visit.
Child and Family Characteristics: Chapter 6

Financial Difficulties (SIPP 1996)

Parents were asked to report if they encountered any of five
different financial difficulties, including not being able to pay rent
and bills, having services disconnected, and being evicted.

Food Security (United States Food
Security/Hunger Survey Module)
(USDA 2008)

Parents were asked to report if they encountered any of five
different food security difficulties, including not being able to
afford balanced meals, relying on low-cost food, and being
worried that food would run out.

Maternal Demographic Risk Index
(ACF 2001)

The maternal demographic risk index captures the multiple
dimensions of risk of poor developmental outcomes a child may
face as a consequence of his or her mother’s socioeconomic
circumstances. The index comprises three risk groups (low,
moderate, and high). The index was constructed by summing the
number of the following risk factors that the mother faced: (1)
being a teenage mother, (2) having no high school credential, (3)
receiving public assistance, (4) not being employed or in school
or training, and (5) being a single mother.

Maternal and Family Characteristics

The parent interview also included sections that broadly covered
many different aspects of the family and home environment,
including family racial/ethnic membership, languages spoken in
the home, program services received, parent and child health,
family routines, income and housing, and income and needs.

Child Development and Parent Well-Being: Chapter 7
MacArthur-Bates Communicative
Development Inventories—Infant Short
Form (CDI) (Fenson et al. 2000)

The CDI is designed to assess children’s early receptive and
expressive language and communication skills through parent
report. Two measures were derived from this form: vocabulary
comprehension and vocabulary production.

Ages & Stages Questionnaires, Third
Edition (ASQ-3) (Squires, Twombly,
Bricker, and Potter 2009)

The ASQ-3 is a parent-report tool for screening children from 1
month through 5-1/2 years of age for developmental delays in
five key developmental areas: (1) communication, (2) gross
motor, (3) fine motor, (4) personal-social, and (5) problem
solving.
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The Brief Infant Toddler Social
Emotional Assessment (BITSEA)
(Briggs-Gowan and Carter 2006)
Table I (continued)

The BITSEA is the screener version of the longer ITSEA, which is
designed to detect delays in the acquisition of social-emotional
competencies as well as social-emotional and behavior problems
in children 12 to 36 months old.

The Center for Epidemiologic Studies
Depression Scale—Short Form (CESDSF) (Radloff 1977; Ross et al. 1983)

The CESD-SF is the short form of the full-version CESD, which is a
self-administered screening tool used to identify symptoms of
depression or psychological distress.

The Parenting Stress Index—Short
Form (PSI-SF) (Abidin 1995)

The PSI-SF measures the degree of stress in parent-child
relationships. We included two subscales in Baby FACES: (1) the
Parental Distress subscale measures the level of distress the
parent is feeling in his or her role as a parent; and (2) the ParentChild Dysfunctional Interaction subscale measures the parent’s
perception that the child does not meet expectations and that
interactions with the child do not reinforce the parent.

The Family Environment Scale, Family
Conflict Subscale (FES) (Moos 2002)

The FES was designed to measure the social and environmental
characteristics of families. The Family Conflict subscale measures
the extent to which the open expression of anger and aggression
and conflict-filled interactions are characteristic of the family.

The Parenting Alliance Measure
(PAM) (Abidin 1999)

The PAM measures the parent’s perspective on how cooperative,
communicative, and mutually respectful they are with their
partner in regard to caring for their children.

Social Support (developed for Baby
FACES)

Social support is measured by asking parents questions about
whether there is someone they can count on for physical and
emotional help.

Problems with People (developed for
Baby FACES)

Parents reported whether they are having problems with a range
of different people in their lives. We present the proportion of
parents who reported not having problems with any of these
people.

Community Participation (developed
for Baby FACES)

Parents are asked about their participation in a range of
community organizations. We present the proportion of parents
who reported that they participated in any of these organizations.

The Parental Modernity Scale
(PMS) (Schaefer 1985)

The PMS measures parents’ attitudes toward children and childrearing practices (traditional, authoritarian parental beliefs and
progressive, democratic beliefs).

Spanking (item from EHSREP)

Parents reported whether they used physical punishment in the
past week by spanking the child.

Note:

Each chapter presents additional information about the measures used in it. Volume II,
Appendix C describes the psychometric properties of each constructed variable.

Pregnant mothers and parents of newborns (Newborn Cohort) were not asked questions about program
services in the parent interview.
a
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Programs Provide Diverse Services to Address Family Needs
We begin by describing approaches programs take to offering core child development services
and then summarize other types of services programs provide to address family needs. Next, we
present families’ reports of services actually received and describe use of curricula and assessments,
individualization of services, and the use of data systems. Finally, we present findings on the extent
to which programs serve high-risk families, as indicated by the concentration in programs of families
with demographic and psychological risk factors.

Almost three-quarters of programs in the Baby FACES study offer more than one
service option. The performance standards specify five program service models or options that

programs may use to serve families: (1) center-based, in which child development services are provided
in a child care center for a full or partial day four or five days a week and families receive a minimum
of two home visits a year; (2) home-based, in which families receive weekly home visits and bimonthly
group socialization experiences; (3) combination, offering both center-based and home-based services;
(4) a locally designed option (which requires ACF approval); and (5) a family child care option. 1,2 In earlier
research we developed a new characterization of the program service delivery model to describe
programs that offer both home- and center-based services, termed multiple-approach programs. Families
that receive both home- and center-based services simultaneously are considered to be in a
combination option.
In the current study we found that programs offering multiple approaches are the most
common (71 percent). Nearly equal proportions of study programs are exclusively center-based (15
percent) or home-based (14 percent). These findings show increased incidence of multiple-approach
programs compared to the Survey of Early Head Start Programs (SEHSP), where multiple-approach
programs were also the majority, but at a lower rate (51 percent), followed by the center-based and
home-based approaches (23 percent and 17 percent, respectively [Vogel et al. 2006]). The
predominance of multiple-approach programs may reflect a response to the circumstances of
parents receiving welfare, who are required to work or be in school (and thus need child care); to
findings from the EHSREP that the broadest pattern of impacts at age 3 was in multiple-approach
programs; or to efforts to individualize services for families.
Programs offering multiple service options consider family needs and preferences, as well as the
availability of slots, when enrolling families into a specific option. Of the 60 multiple-approach
programs in the Baby FACES study, 52 (90 percent) offer center- and home-based services—that is,
some families are in one option and some in the other, with few families simultaneously receiving
both home- and center-based services (the combination option). Two programs (4 percent of the
multiple-approach group) offer home-based and combination services, and 8 programs (6 percent of
multiple-approach programs) offer three approaches—center-based, home-based, and combination
services. Programs enroll families in a specific option based on family-reported needs or preferences,
the availability of slots, and other considerations. Slightly more than half of families of 1-year-olds
(52 percent) in the Baby FACES sample are enrolled in home-based services, 44 percent are enrolled
in center-based services, and 4 percent are enrolled in combination services.
We omitted family child care-only programs because they are few in number and there would be too few children
to make comparisons across options.
1

Two locally designed programs met our eligibility criteria and are included in the sample. They meet our
definition of multiple-approach programs based on the services the directors reported they offer.
2
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Core child development services are provided at a frequency that meets performance
standards, on average, according to director reports. The performance standards specify how

frequently programs must provide core child development services to each child, including center
services and home visits. The center-based option must include center services four or five days per
week and at least 2 home visits annually. Requirements for the home-based option are a minimum
of one home visit per week (and at least 32 home visits per year) and two group socializations per
month. For the combination option, standards establish acceptable combinations of minimum
numbers of class sessions and home visits per year. Directors of home-based programs in the Baby
FACES study reported offering families weekly home visits, on average (100 percent indicated they
offer weekly visits). Center-based programs reported an average of 5 center sessions per week and
2.7 home visits per year. Finally, programs offer families in the combination option an average of 18
home visits per year and center services 3.3 days per week.

All or nearly all programs report offering services to support family self-sufficiency and
address child and adult health care needs. Programs make referrals to other providers for most

types of self-sufficiency, health, and mental health services. More than one-third of programs
maintain at least one formal partnership with a child care provider, and about 25 percent of children
in these programs, on average, are served through these partners.

Parent reports of service receipt indicate that parents of newborns received a range of
services from Early Head Start and community providers. Most mothers of newborns (80

percent) reported receiving services provided by Early Head Start during their pregnancies, with
pregnancy-related information being the service most frequently received. Most parents (up to twothirds) were involved in Early Head Start activities at least once in the past year. The levels of
involvement are more frequent for some activities than for others. In terms of child care
arrangements, care in a provider’s home is the most common type of child care other than Early
Head Start. Approximately one-quarter of children received more than one type of child care.
Children spent an average of 25 hours per week in nonparental care.

Use of curricula is widespread among programs. All programs offering center-based
services and nearly all offering home-based services reported that they use a curriculum to plan
services. 3 The Creative Curriculum is the most widely used for center-based services (87 percent of
programs). For the home-based option, large proportions of programs use Parents as Teachers (44
percent) and Partners for a Healthy Baby (41 percent).
Programs use a combination of methods to assess family needs and individualize
services. Programs identify and assess the concerns and needs of families through a mix of formal

and informal methods. Family self-report, parent surveys, staff meetings with parents, and ongoing
assessments during home visits are each used by 95 percent or more of programs. Use of
Individualized Family Partnership Agreements (IFPAs) is nearly universal among Early Head Start
programs in the Baby FACES study. Directors reported that IFPAs have been created for 97
percent of program families, on average. These agreements are updated approximately once every
two months, on average. Most programs also individualize services by trying to match most of their
families with staff based on cultural background and language.

3

Percentages include the curricula reported by multiple-approach programs in centers and in home visits.
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Programs serve a range of families, but almost all programs maintain a waiting list and
use a point system to prioritize family enrollment. The majority of programs appear to focus

recruitment efforts broadly rather than primarily serving specific types of families. Nearly all
programs (98 percent) enroll and provide services to pregnant women and a large majority of
programs—79 percent—serve DLLs. In keeping with program performance standards, programs
assign families priority for enrollment through a system that awards points for specific family
characteristics. Programs vary to some extent in the criteria they consider in these rating systems.
Nearly all programs (98 percent) take children with special needs into consideration, and a similarly
large proportion award priority to families with a teen mother (93 percent of programs) or to
families that receive public assistance (91 percent of programs).

Nearly all programs can access reports on program operations, but access to progress
reports on individual children is less common. The vast majority of programs (96 percent or

more) reported being able to access information such as reports on enrollment, family
characteristics, services provided, and child health. Fewer programs (72 percent) have access to
reports with data on the progress of individual children (although some programs reported that they
create reports on the progress of all children in a class).

Programs commonly have low to moderate concentrations of highest-risk families. Early
Head Start targets a population at elevated risk for poor outcomes, but even within this at-risk
population are families with higher numbers of risk factors. Program directors reported on the
relative proportion of highest-risk families in their total enrollment. Among demographic risk
factors we considered (single parent, teenage mother, no high school credential, family receiving
welfare, and unemployed parent), programs most commonly reported serving high or very high
concentrations of single-parent families. All study programs have at least a moderate concentration
of single-parent families, and nearly half (47 percent) have a high or very high concentration of these
families. A high concentration of families with any single psychological risk was unusual among
programs in the Baby FACES study. Within this category of risk factors, programs were most likely
to have families residing in an unsafe neighborhood; nearly one-fifth of programs reported high or
very high concentrations of these families.
Early Head Start Staff Is Well Qualified but Turnover Rates Are High
Using data from teachers, home visitors, and program directors, we focus on characteristics of
Early Head Start staff serving infants and toddlers in the Newborn and 1-year-old Cohorts. Whereas
program directors reported on the staffing of the program as a whole, we also have detailed
information on a subset of staff: those who are caring for Baby FACES study children.

Programs employ more teachers than home visitors and other staff members. On
average, programs employed 23 full-time frontline staff and 5 part-time staff. Among core staff,
programs mostly employ teachers (15), with a smaller number of home visitors (6) and
managers/supervisors (5).
Programs have high staff turnover rates and retention problems. Programs reported that
roughly equal proportions of teachers (17 percent) and home visitors (16 percent) had left the
program in the past year. Almost half of all programs (44 percent) reported losing at least one
director, manager, or coordinator in the past year, with personal reasons being the most common
cause of departure. Teachers’ seniority in surveyed programs ranges from 1 to 10 years, while home
visitors’ seniority ranged from 2 to 7 years and directors’ seniority ranges from 8 to 11 years.
Programs most commonly have unfilled positions for teachers (48 percent), managers/supervisors
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(29 percent), and home visitors (20 percent). Ninety percent of programs fill vacancies within three
months. Staff members most commonly leave for higher compensation or other benefits. About
one-quarter of programs have staff salaries and benefits below the average of the surrounding area.

Management staff are well educated. More than half of directors/assistant directors in

programs have a graduate or professional degree. About half of all managers/supervisors have a
bachelor’s degree, and a quarter have a graduate degree or higher. A larger percentage of home
visitors than teachers have a bachelor’s or associate’s degree. Program directors reported that many
staff members have increased their credentials since being hired, with teachers the most likely (43
percent) to do so. On average, fewer than nine frontline staff members are without an associate’s
degree and are working toward their degree.

Programs seek well-qualified staff, including those who are multilingual. Almost all
programs recruit staff with previous early childhood experience and among former Early Head Start
parents. Programs also seek and are successful in recruiting bilingual staff. Three-quarters have
bilingual staff members, whose proficiency they typically assess with an interview in the native
language (66 percent) and community feedback (73 percent).
Programs provide a number of training and professional development activities. About
21 to 25 hours of in-house training are provided to staff per year, more than the amount required by
the performance standards. More hours of training are provided for home visitors and teachers than
for management staff. Programs also provide a number of accommodations, such as payment of
registration fees and travel expenses, for staff to attend training outside the program.
English and Spanish are the most common languages spoken in classrooms and on
home visits. Thirty-nine percent of infants and toddlers have a home visitor who speaks a language
other than English. More families receiving home-based services have a home visitor who speaks
Spanish than do children receiving center-based services. (Home-based families are also more likely
to have a Hispanic home visitor than children receiving center-based services are to have a Hispanic
teacher.) Following English, Spanish and Arabic are the most frequently spoken languages in the
homes of children. English is the language spoken most often by adults in classrooms and for
communication during home visits. Teaching staff are more likely than teachers or assistant teachers
to use a language other than English in the classroom.

Most children have staff who use their home language to provide services. Among all
families, 95 percent have their home language used during home visits, and 96 percent have their
home language used in the classroom. Ninety percent of children from Spanish-speaking homes
who receive home-based services have a home visitor who speaks Spanish. Eighty-eight percent of
children from Spanish-speaking homes who receive center-based services have a teacher or other
adult in the classroom who speaks Spanish. Teachers and home visitors use a variety of strategies to
communicate with families who speak a language that they do not speak.
Most Baby FACES children have a teacher or home visitor with a college degree and
with experience working with infants and toddlers. Self-reports by teachers of children in the

Baby FACES study broadly match reports by program directors about the education level of
teachers in a program as a whole. Most center-based teachers have earned either a child
development associate credential or a state-awarded preschool certificate. Surveyed home visitors of
Baby FACES children typically have more experience working with young children than the
surveyed teachers.
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Children’s teachers and home visitors participate in a number of professional
development activities. Teachers of center-based children reported attending 48 hours of training

annually, while home visitors reported attending 70 hours of training annually. Most teachers and
home visitors of children in the study receive both one-on-one and group supervision.

Children’s teachers and home visitors report positive feelings about their jobs and few
mental health problems. Most children have teachers or home visitors who report that they are

very likely to stay in their job. Most teachers also report receiving a range of benefits. Although few
teachers or home visitors reported severe depression symptoms, about one-quarter of children did
have a teacher with an elevated number of depression symptoms.
Home Visits and Classrooms Score in the Mid-Range of Quality
This section describes both structural and process characteristics of children’s classrooms. We
observed home visits with the Home Visit Rating Scale-Adapted or HOVRS-A (Roggman et al.
2010). The HOVRS-A, originally developed for training Early Head Start home visitors, is based on
a theoretical perspective of an optimal model of home visits focusing more on parent-child
interaction and less on one-on-one interaction with either the parent or child singly. It has not been
used in Early Head Start programs on a large scale before. In addition to the HOVRS-A, we
recorded the content and characteristics of the home visit. For classroom observations, we used the
Infant/Toddler Environment Rating Scale-Revised (ITERS-R) (Harms, Cryer, and Clifford 2003).

Most children and families served by home visits receive visits that score in the midrange on the scale. One-year-olds and their parents 4,5 have home visits scoring in the moderate

range (mean = 3.4) on the total HOVRS-A score. Scores are highest in the areas of Child
Engagement (4.3) and Relationship with the Family (4.0), and lowest in Non-Intrusiveness (2.9) and
Facilitation of Parent-Child Interaction (3.0). Visit quality is modestly correlated with other home
visitor and program characteristics, such as the home visitor having a state-awarded credential and
high job satisfaction (with higher satisfaction associated with higher HOVRS-A scores) and the
program having unfilled positions (with more unfilled positions associated with lower HOVRS-A
scores).

Children and families receiving home visits participate in a variety of activities during
visits. About half the time during home visits is spent on child-focused activities, close to 20

percent of the time is focused on parents and family activities, and 14 percent of the time involves
parent-child activities. The most common activity during the visit is play (80 percent of visits),
followed by child/parent observation and assessment (65 percent). Relatively few visits (8 percent)
involved crisis intervention. Home visitors reported that the activities performed on visits were
highly aligned with those they had planned.

4 We conducted classroom and home visit observations only for children in the 1-year-old Cohort. Although many
children were in classrooms with peers younger than that age, mean classroom scores reflect those of children in the 1year-old Cohort, not the Newborn Cohort.
5 Because home visits, unlike center-based services, are aimed at children and family members, we reference
“children and their parents” or “children and their families” when describing the characteristics of visits and home
visitors.
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One-year-olds served in centers are in classrooms with observed group sizes and ratios
within the performance standards and professional recommendations. In center-based care,

ratios of children to adults are quite low, with average ratios more than 1.5 children below the
maximum the performance standards allow (2.4 versus 4). Group sizes are also smaller than the
maximum allowed (5.3 versus 8).

Relatively wide age ranges in classrooms are common . Many classrooms included a fairly
wide range of ages, with an average 15-month span between oldest and youngest child in the
classroom. To understand the proportion of classrooms in the sample that are mixed age, we looked
at the percentage of classrooms that included children outside of a 15-month age band (that is,
children either younger than 5 months or older than 20 months), and found that 65 percent of
classrooms have at least one child outside of this age bracket. Twenty-one percent of these mixedage classrooms included children younger than 5 months of age, and 52 percent included children
older than 20 months (17 classrooms had children outside both the younger and older ends of the
band).
Most 1-year-olds receiving center-based services are in classrooms that score in the
mid-range of quality. Children are in classrooms scoring in the minimal-to-adequate range (mean

= 3.8) on the ITERS-R, using the developer-provided definitions of those scores. This version of
the ITERS has not been used in a large-scale study of Early Head Start previously. Classrooms score
highest in the area of Social Interactions and lowest for Personal Care Routines. Classroom ratios
and staff turnover are positively correlated with ITERS scores.

Parents and staff have positive relationships with one another. Parents and staff endorse
positive statements about their relationships at roughly similar rates, with parents providing a mean
rating of 4.5 (on a 5-point scale) and staff giving a mean rating of 4.2. Relationship quality was not
correlated with observed quality of the home visits or the classrooms.
Early Head Start Families Are Characterized by Ethnic Diversity and
Financial Difficulty
Using information from parent interviews, we describe demographic and psychosocial
characteristics of children and parents in the study. First, we describe household size, composition,
and income. Next, we summarize key demographic characteristics of children and their parents and
then briefly describe languages spoken in households. Finally, we discuss families’ financial
difficulties, food security, and living situations and maternal demographic risk.

Households are characterized by moderate size, non-residential fathers, and low
income. Families in the study tend to be comprised of about four members; about half of children

in the study live without their biological fathers. Those children who live without their biological
father also rarely have a father figure in the home. The median annual income is $14,400 and
$17,500 for the Newborn and 1-year-old Cohorts, respectively. About one-third of fathers and onehalf of mothers responded that they were not currently employed; roughly 60 percent of mothers
and 55 percent of fathers have at least a high school degree.

Parents and children in Early Head Start are ethnically diverse. The sample is nearly
evenly divided among Hispanic and white families, with African Americans making up about onefifth of the sample. Children are more likely than their parents to be multiracial. Nearly one-fourth
of parents were born outside of the United States, but almost all children in the study were born
here.
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English and Spanish are the most common household languages. Almost one-third of
households report speaking a language other than or in addition to English. Seventeen percent of
households reported speaking exclusively or primarily Spanish, while others reported speaking
Spanish as well as English. Very few households spoke a language other than English or Spanish.
Families face financial difficulties and food insecurity. Large portions of families reported
having trouble paying bills and using a wide range of public assistance—particularly WIC and food
stamps. A substantial number of families also reported food insecurity concerns. Hispanic families
appear to have higher levels of financial difficulties and food insecurity than other ethnicities.
About half of mothers have medium or high levels of maternal demographic risk. All
Early Head Start families are at elevated risk, however some families may have an accumulation of
risk factors that put them at even greater risk. Therefore, we created a demographic risk index to
assess the level of maternal risk. About half of families have lower risk, but 28 and 18 percent are at
medium and highest risk, respectively. Hispanic and African American families appear to have
higher levels of maternal demographic risk than other ethnicities. In addition, a high proportion of
teen mothers also are at highest demographic risk.
Children Are Off to a Good Start in Most Developmental Domains and Most
Families Are Functioning Well
We provide a snapshot of child and family well-being using parent and staff reports of
children’s development. First, we describe health, access to health care, then cognitive, language, and
social-emotional development of infants enrolled in the Early Head Start program in spring 2009.
Next, we focus on the health, well-being, and functioning of families enrolled in Early Head Start.

One-year-olds enrolled in Early Head Start in spring 2009 are off to a good start in most
of the developmental domains assessed. Levels of premature birth (9 percent) and low birth

weight (7 percent) among Early Head Start children are comparable to national norms. A large
majority of parents (79 percent) reported that a majority of children have very good or excellent
health, and nearly all 1-year-olds have access to a health care provider. Ninety-eight percent of
children have visited the doctor for a checkup in the past six months, and 92 percent are reported as
having up-to-date immunizations. Almost all children also have health insurance, with most
receiving public coverage. About 3 percent of children have had a disability diagnosis, and threequarters of those families are receiving disability services.
In language development, children’s vocabulary comprehension is comparable to national
norms while vocabulary production is slightly behind normative levels; these findings are based on
reports from Early Head Start staff. Children’s vocabulary comprehension increases with age.
Children from English-speaking homes comprehend more English words than DLLs, and DLLs
understand more words in Spanish than in English. DLLs understand more total words, including
both English and Spanish words, than non-DLL children.
Although social-emotional development scores differed on parent and teacher reports and are
uncorrelated, children are at the national norms in social-emotional competence and problems
according to both sets of respondents. Parents tend to score children as doing better in the
competence domain, while teachers view children as doing better in the problems domain.
According to parent reports, Early Head Start children may face more developmental risks on
domains measured by ASQ-3 than children in normative samples. In particular, children were at risk
in the Fine Motor and Problem Solving domains (21 and 14 percent, respectively).
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Many families of children enrolled in Early H ead Start in spring 2009 are faring well.

More than half of Early Head Start parents are in good physical and mental health, and the majority
(93 percent) of families have health insurance coverage. Most families receive public health
insurance. However, some families experienced times when they needed health care but could not
obtain it. Rates of moderate to severe maternal depression are lower than found in the EHSREP (18
percent versus 32 percent, respectively). Overall, parents scored 5.4 on average, which indicates a
mild level of depressive symptoms. Parents reported moderate levels of parental distress and parentchild dysfunctional interaction, similar to or lower than levels found in the EHSREP at 14 months.
Rates of smoking (12 percent) and drinking (less than 2 percent) during pregnancy are much lower
than national norms for pregnant women. The rates of smoking, drinking, and drug use among
mothers at the time of the interview are much lower than the norms for female adults in national
studies. Study parents reported a low level of family conflict, and most cohabiting biological parents
maintain good parenting relationships with one another regarding parenting practices. Parents also
reported high levels of social support and low levels of conflict with other people.

Early Head Start parents reported favorable parenting behaviors. These behaviors include

maintaining regular family routines, such as set meal times (95 percent) and regular bed times (78
percent). Parents also reported following good child safety practices to prevent child injury. Parents
reported high levels of both traditional, authoritarian parental beliefs and progressive, democratic
beliefs, and some parents reported spanking (11 percent).
Developmental Outcomes and Family Functioning Differ Across Key
Subgroups
We examined child and family characteristics and functioning within key family subgroups
(race/ethnicity, maternal demographic risk, family psychological risk, and DLL status).
Understanding how the experiences of families are the same or different by family characteristics is
useful for programs to shape services that address the needs of all. Note that these characteristics are
interrelated, but if there are differences unique to key subgroups, looking at them individually will
help us to understand the needs specific to these groups.
We found some evidence that patterns of family strengths and needs vary across key subgroups.

Major differences by race/ethnicity. More than one-third of children in the study are
Hispanic, another one-third are white, and about one-fifth are African American. Hispanic parents
are least likely to report substance use problems, and along with African American parents, more
likely to report participating in Early Head Start activities. Hispanic children are more likely to be
uninsured than children in other groups and are also more likely to have somewhat poorer health.
Staff reported that Hispanic children understand and say fewer English words than other children
(although see findings for the DLL subgroup). According to parent reports, more Hispanic children
are at risk in their social-emotional development; according to staff reports, more African American
children are at risk in this area. Hispanic parents reported fewer depressive symptoms but more
parenting stress than parents of other children. Hispanic parents reported poorer health and less
access to health care than other parents.
African American children are at lower developmental risk than Hispanic and white children,
according to parent reports on the ASQ-3. African American mothers are more likely to report
receiving services from Early Head Start during pregnancy or from community agencies. African
American parents are more likely to use spanking as a discipline strategy.
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Major differences by maternal demographic risk. We assessed demographic risk with the
following characteristics: household receives public assistance , or is a single-parent household,
having a teenage mother, and having a mother who did not complete high school or who is
unemployed. Fifty-three percent of mothers have two or fewer risk factors (lower risk), 28 percent
have three (medium risk), and 18 percent of mothers have four or more risk factors (highest risk).
Mothers with the highest risk factors are most likely to be teenage mothers, single mothers, or
have less than a high school education. Children of highest-risk mothers were less likely to
participate in an early intervention program or to be helped by Early Head Start in getting disability
services. 6 Children’s general development (measured by the ASQ-3) does not differ by number of
maternal demographic risk factors; however, children in the highest-risk group were more likely to
reach cut points (at risk or in the monitoring zone) for Gross and Fine Motor, and Personal-Social
domains. Staff rated the children of highest-risk mothers as understanding fewer Spanish words than
their low-risk peers. 7 Parents in the highest-risk group reported that their children were more likely
to reach the cutoff score for social-emotional behavior problems, but staff ratings on this dimension
are not associated with maternal risk. Medium- and highest-risk parents are more likely to report
poor mental health. Parents with medium or highest risk are somewhat more likely to report
smoking during pregnancy, but lower-risk parents are more likely to report current drinking.

Major differences by family psychological risk. Family psychological risk is based on

moderate or severe depressive symptoms, high parenting stress, and current or past substance use
problems. Sixty percent of families had no risk factors (lower risk), 31 percent had one risk factor,
(medium risk) and 9 percent had two or more risk factors (highest risk). Households with one or
more psychological risk factors are characterized by single parents and low educational attainment.
Households with high psychological risk also have higher rates of food insecurity or financial
problems.
Children from families with more psychological risk factors are more likely to have poorer birth
outcomes or worse general health and are less likely to be insured. Children from families with more
psychological risk factors are more likely to be rated by their parents as at risk in general
development (ASQ-3 scores). Psychological risk factors are not associated with children’s English
CDI scores; however, they are associated with Spanish-speaking children’s Spanish CDI scores
reported by staff. Having more psychological risks is associated with poorer social-emotional
development, as rated by parents, but not by staff. Parents with more psychological risk factors
reported poorer health and are less likely to be insured. Parents with two or more risk factors are
more likely to report spanking their children. Parents with more psychological risks are more likely
to report receiving services from Early Head Start or community agencies.

Major differences by DLL status. We defined DLL status as children in homes in which
Spanish is spoken (either solely or in addition to English); one-third of 1-year-olds are DLLs. As
expected, DLL characteristics are similar to those of Hispanics. DLL children tend to have poorer
health than non-DLLs. Parents reported children’s ASQ-3 general development scores similarly
except for in the Gross Motor and Personal-Social domains, where DLLs perform more poorly.
6

This is based only on the 1-year-old Cohort and includes a small number of children.

7 This is relevant only for children exposed to Spanish who also had a staff member who could speak Spanish and
therefore complete the Spanish CDI.
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Early Head Start staff reported that DLL children understand and say fewer English words than
children from English-speaking homes, but, as with Hispanic children, DLLs know more words
overall across both English and Spanish than non-DLLs. DLL children are more likely to have
delays in social-emotional competence than children from English-speaking homes. Parents of
DLLs reported their own health as poorer than that of parents of children from English-speaking
homes. English-speaking parents are more likely to report a substance use problem than parents of
DLL children. Parents of DLLs are less likely to use spanking as a discipline strategy than are
English-speaking parents. DLL parents are more likely than English-speaking parents to report
participating in activities at Early Head Start.
Service Approach Varies Based on Family Needs
We examined the characteristics of families enrolled in different service options and whether
family needs predict the type of services families receive in programs that offer more than one
option. We also examined whether specific needs reported by parents are met with services targeted
toward those needs by programs.

Programs offering different service options serve families from different backgrounds .

Programs choosing to offer multiple service options tend to serve more Hispanic families, and DLL
or immigrant families. Those programs choosing to provide all home-based services tend to be
located in rural areas and to serve more white families and mothers who are not employed, in
school, or in training. Programs that offer multiple service options or home-based services
exclusively are more likely to serve families with elevated economic risk. Finally, those programs
choosing to provide all center-based services tend to serve more African American families, families
with low economic risk, and single or teenage mothers.
Programs that have multiple services available appear to select options to provide to families
based in part on family characteristics. Home-based and combination options seem to serve children
and families with higher levels of needs, such as children who have health or developmentally related
concerns and families with parental demographic and psychological risk factors. Findings are mixed
based on parental demographic factors, some of which are associated with home-based or
combination options and some with the center-based option. The home-based option is more likely
in rural areas; DLL families are more likely to be served with either home-based or combination
options. Conversely, within multiple-approach programs, unlike programs offering only the centerbased option, those in center-based options are more likely to be at high economic risk, without
health insurance, be single or teenage mothers, or be employed. Interestingly, staff in center-based
services rate children as having more social-emotional problems; this might reflect the greater
amount of time that staff spend with these children or the fact that staff see them in a group setting,
in which problem behaviors are more likely to be observed. Children in home-based services are
more likely to be rated by their parents as having social-emotional problems.
Early Head Start programs appear to direct services to families with particular demographic and
psychological risk factors. Financial or housing services are more likely to be offered to families with
higher economic risk or those that receive welfare. Mothers who are employed, in school, or in
training are more likely to receive help in finding good child care. Mothers who are employed, in
school, or in training are more likely to report receiving education or job training. DLL families are
more likely to be offered help learning English. Parents with moderate or severe depressive
symptoms are more likely to receive mental health services. In addition, parents with health needs
are more likely to receive health services. Child health and developmental needs are not associated
with the specific services families receive.
xxx

Executive Summary

Next Steps/Looking Ahead
Spring 2010 includes the first set of direct child assessments of 2-year-olds and videotaped
parent-child interactions, as well as a second data point for parent interviews, SCRs, observations of
home visits and classrooms, and teacher and home visitor interviews. We will have data on all 1year-olds as the Newborn Cohort will have reached that age, enabling us to combine data on this age
group across waves. We will also have collected program implementation information from program
directors in a new way, and we will have exit interview information from families who left the
program before their child turned 3 years old.
The topics we will address in the next report will include the following:
1. Exploring new ways to characterize program implementation objectively through
program director interviews
2. Looking for linkages between program implementation and quality of observed services
3. Looking at family needs over time and how those needs change
4. Looking at child outcomes (including direct child assessments for 2-year-olds) to
determine how children are faring
5. Characterizing parent-child relationships and exploring whether those relationships are
associated with child outcomes
6. Exploring the linkage between service quality and child and family outcomes. For
example, we shall attempt to see if some aspects of quality are more important than
others. We will explore whether there seem to be thresholds of quality that are needed
for associations with outcomes. Among the areas of study are whether classroom
interactions are more important than structural features and whether particular aspects
of home visits are more strongly associated with outcomes than others. We will also see
how these findings mesh with the literature and prior research.
We caution that our ability to explore all possible questions of interest in future reports is
limited by the size of the sample. However, we believe we can answer the questions posed above.
Further, to the extent that differences are associated with moderate-size changes in child and family
outcomes that are likely to be of practical and policy importance, we should be able to detect them.
As always, we remind the reader that the rich data provided by this descriptive study is just that:
descriptive. As such, we cannot untangle the direction of associations we find. However, the indepth information Baby FACES provides should be useful for many audiences, including program
staff, the federal government, and researchers.
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