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* On Track for Year 3




SAT Year 3 Meet| ng SChedule Typically the 2™ Friday of the month

September 21, 2018 December 14, 2018

March 8, 2019 June 14, 2019



NICHQ webinars

9/24 Family Partnership Community of Practice
9/25 Policy Community of Practice

9/26 Action Period Call — Spread Strategy
10/10 October Data Office Hours  vou i

to listen in



September 21, 2018 6
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unmute you or type in the chat box to share!



Year 2 Learning Session - July 2018
Arlington, VA

Hichlichtcl



Janice Gruendel, Ph.D, M.Ed

Center for Study in Social Policy - Senior Fellow, Institute for
Child Success - Fellow, Yale University Edward Zigler Center -
Harvard Center on the Developing Child Frontier for
Innovation

Bridgeport Baby Bundle

https://iei.ncsu.edu/iei2016/wp-content/uploads/2018/02/Working-
across-organizations-1-of-3.pdf

The Arc of Science — being mindful of the impact of early
trauma, impacts of poverty, societal injustice but the
Thisgraphic, adapted from

importance of resilience, joy, hope, health, happiness
Anderson et al. 2003: Marmoetal,

7999 and Wilkinson et al, 2003,
illustrates the impact of community
assets on a flourishing community..


https://iei.ncsu.edu/iei2016/wp-content/uploads/2018/02/Working-across-organizations-1-of-3.pdf
https://www.researchgate.net/figure/Social-Determinants-of-Health-in-Communities-Brennan-Ramirez-L-K-Baker-E-A_fig2_319076895?_sg=FZ4TZz6FyWiEGgx87FI24snpO7yCxa_gAS8JVTTFn1PWu6FuQlO6cbQ-ASY49rVzwRftE0lB7f9PrXw3wDJIGQ
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Roderick Bremby
DSS Commissioner, Connecticut

Who asks: Who is our system built for?

Re-boot of the human services system to
make the system work for the “user”

-//Inwprogram.orq/si fault/fil


https://lnwprogram.org/sites/default/files/HSVC_Guide.pdf

Platforms Framework Roadmap

Frank Oberklaid, OAM, MD, FRACP, DCH

Center for Community Child Health - the Royal Children’s Hospital Melbourne
Professor - the University of Melbourne Department of Paediatrics - Research
Leader the Murdoch Children’s Research Institute

Implemented the Australian EDI nationally — 3 waves of data about the health
and well being of 96% of Australian 5 year old children.

h //Wwww i

Home Visiting is part of the
mainstream health system in
Australia. Every birth family
receives home visits, if
determined “at risk” the family
receives 12 additional home
visits

hittps.//www.rch.org.au/uploadedFiles/Main/Content/ccch 10



https://www.aedc.gov.au/
https://www.rch.org.au/uploadedFiles/Main/Content/ccch/Platforms%20Framework%20Roadmap%202012.pdf
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1.5 million children aged
0-4 in Australia

1.2 million 0-4
In NYS ¢

300,00 less

N =



http://quickstats.censusdata.abs.gov.au/census_services/getproduct/census/2016/quickstat/036
https://datacenter.kidscount.org/data/tables/101-child-population-by-age-group#detailed/2/34/false/871/any/419
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Amanda Perez, MSW
Senior Advocacy Specialist, Zero to Three
I/T Policy in States — State Assessment Toolkit

Dina Lieser, MD

Senior Advisor, HRSA Maternal and Child Health
Bureau Division of Home Visiting and Early Childhood
Systems

New Federal Opportunities: A Webinar - Ascend - The
Aspen Institute

https://ascend.aspeninstitute.org/webinar-new-

federal- rtunities-to-advance-2gen-approach

Shannon Rudisill

Executive Director, The Early Childhood Funders
Collaborative

Can state leadership work to align funders in the state
who support early childhood initiatives, how can the
funders work together to become catalytic?

12


https://ascend.aspeninstitute.org/webinar-new-federal-opportunities-to-advance-2gen-approaches/
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State Team Takeaway

We need family voices and story telling

It may be useful to convene a statewide "Data

Day” to understand what early childhood data

Is collected in our communities and how it can
be useful on a larger scale
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DRIVER 4
Coordinated
Systems
DRIVER 1
i DRIVER 5
Family
Partnership Policy
DRIVER 3
Social DRI_VER I2
Determinants of 5 Ur}lversa |
Health evelopmenta

Promotion

5 YEAR AIM

Improve
developmental
skills of 3 year
old children by

25 %






Screening

Number of children 0-47 months who
received a developmental screeningin the
previous month

Measures efforts to screen more children and
meetaims

25% increase from first
measure

Age appropriate
development

Percentage of children screened in the previous
month who achieve 5 domain developmental
health

Measure progress toward the project aim of increasing
the children achieving developmental health

25% or higher increase
from first measure

Referral for Assessment or
Monitoring

Percentage of children in the previous month
who did not achieve age appropriate
developmental health in one or more of the five
domains who were referred for assessment or
developmental monitoring.

Measure how often children who are not achieving age
appropriate developmental health are referred for
assessment or monitoring

25% increase from first
measurement

Referral for Services

Percentage of children who were referred for
assessment or monitoring and subsequently
referred for services

Measure how often children are referred for services
following assessment and developmental monitoring

25% increase from first
measurement

INNOVATION MEASURES
Receipt of Services Followinga
Referral

Percentage of childrenreferred for services who
arereceivingservices related to the referral

Identify gaps inservices for children who are not
achievingageappropriatedevelopmental healthinall 5
domains to inform process or program improvements
and coordination of services

100% of childrenreferred
for services who met
eligibility requirements
arereceivingservices

INNOVATION MEASURES
Time Between Referral and
Receipt of Services

The number of days between referral and receipt
of services

Identify timeliness of services for children who are not
achievingageappropriatedevelopmental healthinall
five domains toinform process or program
improvements and coordination of services

100% of children referred
and deemed eligiblewill
receive services within 60
days from receipt of
referral
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Communities
consider relevant
measures for
their
communities

Communities co-
create with the
coordinating
center relevant
measures for
their
communities

Measurement Strategy Complete
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Place-Based Community Update: Nassau County

Liz Isakson, MD, FAAP

-Executive Director

-ECCS Place Based Community Lead
-contact: liz@docsfortots.org

Melissa Passarelli, MS

-Director of Programs

-ECCS Place Based Community Lead
-contact: melissa@docsfortots.org




Help Me Grow - Long Island Numbers to Know
(1/16/18-9/12/18)

« Total call volume: 225
— Steadily increased the number of intakes (full care coordination)

 Intensive care coordination: 7.6 hours average/case (most
frequent activity= follow-up with caregiver)

* Entry points:
— 38% of referrals came from health care providers
— 2-1-1 callers= 15%
— Other callers =31%
— HMG online screen=9%

— Other. community partner, WIC outreach, Nassau County birth
mailings



Help Me Grow - Long Island Numbers to Know
(1/16/18-9/12/18)

* TOp concerns:
— Communication (28%)
— Basic Need (24%)
— Child Care (13%)

 Connection rate:
— Connected: 47%
— Not connected: 23%
— Pending: 12%
— Unknown: 18%



Developmental Screening via HMG-LI
(1/16/18-9/12/18)

2 sites currently screening

4 sites trained and set to screen
2 sites scheduled for training
In-person screening event

Working on obtaining data from sites currently
screening



Outreach
(1/16/18- 9/12/18)

 Participated in 71 different outreach events (resource fairs, baby
showers, collaborative meetings, presentations, trainings, Visits)

« Audience breakdown:
— Carevigers/parents:. 25.5%
— Child Care Providers: 4.8%
— Child Health Providers: 16.6%
— Community partners: 53.2%
« Examples:
— Physician Outreach: In-services, pediatric resident experiences
— Community connections: focus on immigrant organizations
— Community Presentations: County Legislature, El Providers
— Direct Family Outreach: Screen for Success



Quality Improvement

* Internal
— Changed definition of “closed”

— Changed when a “closing the loop” letter would be
sent

— Changed process for triaging cases

— Changed how non-CAP time was scheduled/handled
(i.e. meetings, outreach, vacation, sick time, mailing
documents)

— Changed expectations for callers
— Hired a second full-time employee!

e External (systems)

— Met with patient navigators to improve referral
pathways from health centers

— Noticed trends in barriers and worked with partners to
address them. Examples include:
* CPSE cases-> ECDC
* Diapers -> Allied Foundation



Lessons Learned

It takes a LOT of time/attempts to connect the
highest need families

« QI at a systems-level (i.e. with partner organizations)
poses unique challenges

 Advocacy at the systems level is not enough to help
Individual families in the short term
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Place-Based Community Update: Western New York

Dennis Kuo, MD, MHS

-Associate Professor and Division Chief, General
Pediatrics, University at Buffalo

-Medical Director of Primary Care Services at
Women & Children‘s Hospital of Buffalo

-ECCS Place-Based Community Lead




WNY ECCS ColIN Update

* Learning Collaborative:

* To raise awareness about developmental monitoring, screening and follow-up
among pediatric clinicians, early child care providers and families.

* To test, implement, disseminate and plan to sustain strategies identified to
improve and promote monitoring, screening and follow-up for developmental
concerns.

* To show a 25% increase in a_%e-appropriate developmental skills among their
communities’ 3-year-old children by the year 2021.

* Participating Practice Sites:

Tonawanda Pediatrics

Main Pediatrics

Neighborhood Health Center

Towne Garden

Niagara St.

neEwNE



WNY ECCS ColIN Update cont.

* ColIN Update:
* Formalizing work group meetings and leaders
* Obtainingdatasharing agreements

e Streamliningdata collection mechanisms with each practice
* Continuous PDSA cycle discussions



Learning Collaborative Data



Learning Collaborative Data cont.



Learning Collaborative Data cont.






Work Groups

NICHQ Primary Drive 2: Universal Developmental Promotion

#1: Practice Engagement Work Group
OBJECTIVE: Improve use of developmental screening systems through primary care practice engagement

#2: Ghostbusters Workgroup: Clear Pathways and Family Support Systems
OBIJECTIVE: Identify, develop, and test clear referral pathways and protocols that can be used by practices forall families
with young children they serve.

#3: Data Workgroup: Data Capture and Reporting
OBJECTIVE: Ensure that timely and accurate developmental screening, referral, feedback, and reporting data is captured,

displayed, shared, and reported.

*The Work Groups will be meeting next Thursday, September 27t



Short Term Objectives

1. “Meet and Greet” with each participating practice site and
determine data collection mechanism
* Lea will be meeting with each of the 5 practice sites separately

2. Establish data sharing agreements

* Obtaininga datasharing agreement with Albany Promise will help us to
determine best practices for referral follow up

3. Set goals for each of the three workgroups

4. Implement new PDSA cycles on a continual basis with each practice
site



Family Leader Updates

Emily Mondschein and Ali Perfetti

* Scheduled monthly phone calls with Lea
* Helping to establish family advocates in each of the 5 Practices
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#1 PARTNER Tool

What: The PARTNER network Outcome: By using the tool, we

analysis tool designed to measure will be able to demonstrate how our

collaboration among ECCS ColIN has changed over time

organizations (i.e. how members and progress made in how

are connected, how resources are community members and

leveraged, exchanged and the organizations participate. The

levels of trust between them). outcome of the tool is tied to the
Driver 5 AIM.

Method: The tool includes an

online survey and a program that When: Completed once per year by

analyzes the data. SAT members between September

and December.



Your username

and password

will be emailed
to you

If you forget it
or lose it
just let us

know!
We'll help!
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PARTNER Tool



44
Start Your Survey

Your organization will be
pre-filled.

You may log off at anytime
and your responses will be
saved.

Just log back in to return
to where you left off by
clicking



S
Potential Challenges

« May take up to 25 minutes to complete
depending on the number of connections
you've identified as well as the speed of your
network connection.

« The strength of our data depends on our
response rate. This can be a challenge
especially when working with managers and
directors with competing priorities (we know
you're busy).



Highlights

* You can log in and log out!

* |t need not be completed in one
sitting.

* You have a month to complete it.

* You only have to do this one time
per year.
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Connections

0 NYS Governor’s Early Childhood Advisory Council (ECAC)

0 ECAC workgroup on developmental screening and maternal depression

O NYS Department of Health (DOH) Office of Health Insurance Program (OHIP)
First 1000 Days on Medicaid initiative workgroup

0 NYS Early Intervention Coordinating Council quarterly meetings
0 Co-chairing the NYS Parenting Education Partnership

0 NYS Home Visiting Coalition

O NYS Association for Infant Mental Health

0 NYS Infant Toddler Policy and Practices

O Project TEACH and maternal depression resources

0 NYS Infantand Early Childhood Mental Health TA initiative



Last Year at this Time:

v + PARTNER Tool

» Maturity Scale
v -« Solidified statewide messaging
v * Surveying families and providers

 Establishing outreach/awareness campaign with families and providers
(e.x. using the LTSAE materials or Talking is Teaching)

v+ Pyramid Model training with Long Island early care providers
 Establishing referral and follow-up processes in medical practices

v « Implemented Central Access Point for HMG-LI

s ° Presenting at local and statewide conferences

v ° Equity and Implicit bias training





http://events.r20.constantcontact.com/register/event?oeidk=a07efjhv4az78c780d1&llr=k8y5z6cab

e
Contact Us

Kristin Weller, Project Coordinator

kristin.weller@ccf.ny.qgov
518-474-0158

Ciearra Norwood, Project Assistant

ciearra.norwood@ccf.ny.qov
(518) 408-4107

Website:
www.ccf.ny.qov

Facebook:

www.facebook.com/nysccf

Twitter:

@nysccf


mailto:kristin.weller@ccf.ny.gov
mailto:ciearra.Norwood@ccf.ny.gov
http://www.ccf.ny.gov/
http://www.facebook.com/nysccf

