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Today’s Agenda

• Introductions

• Meeting Schedule

• News

• Community Updates

• Nassau County

• Western NY

• Next Steps
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SAT Year 2 Meeting Schedule

June 8, 2018

September 8, 2017 December 8, 2017

March 9, 2018

Always the 2nd Friday of the month
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1. ECCS brochure complete

2. NYAEYC 2018 Conference

3. Reporting annual and biannual indicator baselines 

4. Pyramid Model training 

a) Long Island early care providers and families

b) WNY providers

c) NYS Infant Toddler Specialists

5. NYSPEP Community Cafes

6. First 1000 Days on Medicaid Work Groups

7. ECAC Community Initiatives Work-team Statewide Spread



A New 
Brochure







NYAEYC 
2018

This Photo by Unknown Author is licensed under CC BY-NC

http://theguillotine3.deviantart.com/art/Hair-PNG-479359506
https://creativecommons.org/licenses/by-nc/3.0/


Questions?

3/9/2018

Please raise your hand to speak so we can 

unmute you or type in the chat box to share!  



Baseline 
Indicators



1. Children birth through 
age 3 who are achieving 
5 domain developmental 

health

0
March 2018

2a. Proportion of ECCS 
partners with a data 
sharing agreement

14%
March 2018

2b. Proportion of 
partners using data for 

ECCS reporting

11%
March 2018

2c. Proportion of 
partners using ECCS data 
to coordinate activities

0
March 2018

Annual Indicator Baseline (measured one time per year)

3. Family members 
reporting that each week 

they read, told stories, 
and/or sang songs with 

their child daily*

44%
March 2018

*2016 National Survey of Children’s Health



Biannual Indicator Baseline (measured twice per year)
1. Proportion of parents 

or other primary 
caregivers reporting 

improved social support

0
February 2018

2. Proportion of families 
successfully connected 
to services that address 

the SDOH

0
February 2018

3. The number of new or 
updated policies that 

support developmental 
health from ECCS work 

0
February 2018



Once the communities start collecting data over the next 6 months 

we’ll be able to display run charts of the monthly measures.  



Questions?

3/9/2018

Please raise your hand to speak so we can 

unmute you or type in the chat box to share!  
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ECCS Primary Drivers

5 YEAR AIM
Improve 

developmental 

skills of 3 year 

old children by 

25 %

DRIVER 1

Early 

Identification of 

Developmental 

Needs

DRIVER 2

Family 

Partnership
DRIVER 3

Social 

Determinants 

of Health

DRIVER 4

Systems Promote 

Developmental 

Health
DRIVER 5

Linked and 

Coordinated 

Systems

DRIVER 6 

Policy and 

Advocacy



Pyramid 
Model 

Training
(driver 2 and 4)



Statewide Support for the Pyramid Model



Pyramid 
Modules 

Presented 
to date

5,125 people trained

321 training events



ECCS Supported Pyramid Model Training

Positive Solutions                
for Families

with parents of young 
children and early care 

providers

Parents Interacting 
with Infants

with Early Care 
providers and family 

support providers

Parents Interacting 
with Infants with 

NYS Infant Toddler 
Specialists

Roosevelt and Westbury

Rochester

Western NY



Community 

Cafes
(driver 2 & 6)



ECCS Supporting NYSPEP

ECCS is supporting NYSPEP’s efforts to provide Community Café 

orientation training to selected communities.

The Community Cafes engage community and family voice so we 

can work together to impact discussions around policy change for 

families and children. 



Questions?

3/9/2018

Please raise your hand to speak so we can 

unmute you or type in the chat box to share!  



First 1000 
Days on 
Medicaid

(driver 6)



ECCS Supporting the work of The 

First 1000 Days on Medicaid

ECCS has been invited to participate in the First 1000 Days on Medicaid work groups

We will be working closely with workgroups focusing on:
Statewide Home Visiting
Data System Development for Cross Sector Referrals
Pilot and Evaluate Peer Family Navigators in Multiple Settings
Kindergarten Developmental Inventory



The ECCS Team had the opportunity to attend the NYS Department of Health Office of 
Health Insurance Programs VBP University and the VBP Bootcamp in February!

Awarded to

Ciearra Norwood

Kristin Weller

February 2, 2018



Statewide
Community
of Practice

(driver 5 & 6)

ECAC 
Collaboration

(driver 5 & 6)
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Statewide Spread and Sustainability

Jennifer Powell, Principal

Powell and Associates, L.L.C.

Health Care Design & Quality Improvement

Dana Friedman, Ed.D

NYS Early Childhood Advisory Council

Community Initiatives Work Team 
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Why:  We need a plan/platform for spreading the findings from the CoIIN throughout 
the project period to other place-based communities throughout NYS 

How: Bi-weekly calls with Jen Powell and Dana Friedman (ECAC Community 
Initiatives Work team) to develop strategy

Plan:  Develop (or modify an existing) community maturity scale to provide a 
quantitative analysis of community readiness to begin collective action work
Share the results with our SAT and the ECAC
Provide a mechanism to communicate community issues at the state level
Once we know where communities have landed, the Community Initiatives 
Work team can support them moving forward

Statewide Spread and Sustainability



Questions?

3/9/2018

Please raise your hand to speak so we can 

unmute you or type in the chat box to share!  
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ECCS Primary Drivers

5 YEAR AIM
Improve 

developmental 

skills of 3 year 

old children by 

25 %

DRIVER 1

Early 

Identification of 

Developmental 

Needs

DRIVER 2

Family 

Partnership
DRIVER 3

Social 

Determinants 

of Health

DRIVER 4

Systems Promote 

Developmental 

Health
DRIVER 5

Linked and 

Coordinated 

Systems

DRIVER 6 

Policy and 

Advocacy
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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
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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

Anna F. Hays, MD
-Clinical Assistant Professor, University at Buffalo
-ECCS Place-Based Community Lead
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Western New York ECCS

Dennis Kuo, MD, MHS
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Updates

• CoIIN – Design Meeting

• Learning Collaborative
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Design Meeting Objectives - January 11, 2018

1. Generate understanding of the human perspective 
and generate empathy for families to inform the 
design of key features of a community system 

2. Ensure a level understanding of the current 
environment and emerging innovations/trends

3. Identify problems, gaps and challenges to inform 
how we might build a  better system of care

4. Identify, refine and prioritize key features of a 
human centered ECCS system
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Prework and Meeting

• Prework – key informant interviews

• Meeting

– 24 family/provider members

– Reviewed journey – family and physician

– Design exercises and next steps
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Strawman Key Features 
1. Family pathways for every child at potential risk

2. Family pathways for child in EI services 

3. Feedback loop to referral providers, to service 
providers and families 

4. Easily accessible repository of education materials for 
families 

5. Family support systems in key age transitions

6. Family education on research- based best practices

7. Clinician/staff training on top five key diagnoses
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Key Features: Weighted  Voting
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Key features

• Referral feedback loop / data repository

• Community norms and values

• Pathways for every child 0-3 years

• Family during key transitions
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Learning collaborative

• Six practices

• Two webinars

– Introduction

– PDSA cycles

• Data collection starting now – just baseline 

data
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44

PDSA 

Worksheet
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Family	Partner	
Family Partner [fam-uh-lee pahrt-ner] noun.  A person who is part 

of a social unit consisting of adults or parents and their children, who 

shares or is associated with another in some action or endeavor; 

sharer; associate.  Increase family engagement.  Family partners are 

individuals who will gain opportunities for networking, building 

leadership skills, improving your child’s pediatric office, strengthening 

communication skills, and providing outreach to support other families.    

     *Incentives available 

The	family	partner	should	be	able	to:	

*	Attend	family	engagement	webinars	&	

meetings	

*	Participate	in	creating	quality	improvement	

PDSA	cycles	

*	Understand	confidentiality	through	disclosures	
and	patient	privacy	documents/clearances			

*	Value	the	importance	of	cultural	diversity	

*	Understand	the	early	intervention	process,	

preferably	by	having	experience	with	their	
own	child		

*	Have	access	to	the	necessary	accommodations	
and	support	to	participate	effectively	

	

	

	
In	2016,	the	U.S.	Health	
Resources	and	Services	
Administration,	Maternal	
and	Child	Health	Bureau	
(HRSA/MCHB)	launched	
an	effort	to	identify	ways	

to	improve	early	
childhood	systems,	

resources	and	
coordination	across	
sectors	and	aims	to	
improve	outcomes	in	
population-based	

children’s	developmental	
health	and	family	well-

being.	

What	this	
is	about...	

What	characteristics	are	we		
looking	for	in	a	family	partner?	

Orientation		
-	Meet	&	greet	with	practice	to	become	acquainted	with	staff	and	layout	of	office		

-	Be	aware	of	patient	record-keeping	–	electronic	or	paper	

-	Learn	what	the	PDSA	cycle	is	and	how	to	facilitate	it	
-	Become	familiar	with	developmental	screening	assessments	within	the	practice	

Half-hour	monthly	meeting	with	Improvement	Team	Family	Partners	

-	A	safe	place	to	ask	questions	

-	Receive	guidance	and	input		

-	Network with	other	parent	partners	to	locate	services	and	resources	for	families	who	

have	need	within	the	practice	

-	Share	ideas	on	how	we	can	follow	up	with	families	who	have	received	a	diagnosis	based	

on	a	particular	screening	

Half-hour	touch-base	weekly	meeting	with	Practice	Providers		
What	do	we	want	practices	to	share	with	the	parents	on	a	weekly	basis?	

-	Parent	partner	responsibilities	

-	Various	diagnosis	within	the	practice	population,	so	parents	are	

able	to	locate	resources	that	would	benefit	the	child	within	the	

community.	

-	Create	a	document	of	appointment	dates/times	of	

appointments	for	patients	with	[newly]	diagnosed	children	

-	Discuss	results	of	weekly	screenings	and	what	the	follow	through	
will	entail.		Refer	to	parent	perspective	on	how	this	process	will	

unfold	for	patient.	

Be	able	to	discuss	with	Practice	Providers	

-	How	to	use	people-first	language	

-	The	importance	of	recognizing	the	parent	as	the	true	expert	on	their	
child’s	health,	while	not	abandoning	their	oversight		

-	Create	an	atmosphere	that	allows	the	family	to	feel	comfortable	

during	their	well	visit		

-	Health,	nutrition,	vaccines,	or	any	other	topics	that	could	improve	the	
well-being	of	a	patient	that	parents	may	not	feel	comfortable	asking	

about	

-	The	importance	of	having	resources	readily	available	in	the	office	

pertaining	to	Early	Intervention,	Preschool	Transition	(CPSE),	and	local	
support	groups 

What	is	the	responsibility	of	our	family	partner?	
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Some lessons learned so far

• Family engagement and partnership – build 
from beginning

• Journey and pathways is about families and 
providers

• Practices understand the broad implications 
of this project

• Persistence and patience needed through a 
busy flu season



• Screen, support and refer children to services and engage parents

• Engage legally exempt providers

• Refer families to community support

48

EARLY CARE

PHYSICIANS

HOME 

VISITING

PARENT 

EDUCATORS

• Engage prenatal care providers

• Continue to collectively problem solve challenges around screening and referral

• Increase knowledge of and provide resources for children with delays or may be at 

risk for delays

• Provide families anticipatory guidance and celebration of milestones during well 

baby visits

• Connect home visitors to pediatricians, obstetricians and early care 

providers

• Increase community awareness of home visiting programs

• Continue to discuss ways to engage families and strengthen 

partnership with families

• Understand family identification of community assets

• Support families whose children don’t qualify for early intervention and 

children who are at risk for delays



• Ensure families are receiving evaluation and services when needed 

(work with pediatricians to ensure awareness of their local EI)

• Ensure connection with pediatricians (work closely with local EIOs 

to ensure referral and services)

• Act as a resource for families who don’t qualify for early intervention 
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EARLY 
INTERVENTION

SOCIAL 

SERVICES

MEDICAID

PARTNERS

• Integrate developmental monitoring and health promotion into social 

services

• Modify, support and leverage existing programs that might support 

resource coordination and sustained support for families

• First 1000 Days Initiative participation!

• Continue to inform Medicaid of challenges pediatricians are identifying at the 

community level around developmental screening and ability to access community 

level data

• Continue discussions around how value based payments are connected to our work

• Are there state or local initiatives that we should connect with?

• Are there partners we should engage?

• Are there funding opportunities that can further support developmental 

health promotion?
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Solving Our Challenges – Communities utilizing Help Me Grow

Developing a statewide 
message

ECCS brochure is completed both 
communities incorporating the work 

of HMG into their approaches. 

Operationalizing data 
collection & aligning HMG

Both communities are able to use 
their HMG data system to 

operationalize the ECCS data

Closing referral loop

Both ECCS communities using a 
HMG approach to begin tracking 

referrals and closing the referral loop



Engaging families 

Nassau has established a Family Advisory Group 
and will be training with early care providers 
around screening and communicating with 

families 

Western NY has family members on their 
improvement team and will be part of the practice 

transformation team

Different practices among 
healthcare centers and 

electronic medical records

PDSAs in 6 Western NY practices 
may uncover additional challenges 

among healthcare centers

Understanding community 
assets and service access

Western NY design meeting

Nassau County surveying families 
and early care providers

Solving Our Challenges – PDSAs, Surveys, Engaging Families



Ensuring integration of 
social determinants of 

health and health equity 
into the work

NYS does not have an 
integrated statewide 

ECDS

Challenges Yet to Tackle

Ensuring an approach that 
is replicable for 

communities in NYS



Questions?

3/9/2018

Please raise your hand to speak so we can 

unmute you or type in the chat box to share!  



Contact Us
Kristin Weller, Project Coordinator

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

Ciearra Norwood, Project Assistant

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

Website

www.ccf.ny.gov

@nysccf @nysccf

mailto:kristin.weller@ccf.ny.gov
mailto:ciearra.Norwood@ccf.ny.gov
http://www.ccf.ny.gov/
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Thank You for 

taking the time 

today to 

participate and 

support the work 

we’re doing!!


