SECTION A: Understanding of the Project

History of systems of care in the U.S.

For the past thirty years, children and adolescents with Serious Emotional Disturbances (SED)
 have been identified as one of the most underserved populations in the United States (c.f. Joint Commission; 1969; Knitzer, 1982; Stroul and Friedman 1986/1994; U.S. Surgeon General, 1999).  

Today, the needs of children and adolescents with SED remain a pressing public issue. The 2003 report of President George W. Bush’s New Freedom Commission on Mental Health 

Achieving the Promise: Transforming Mental Health Care in America underscores the premises of the systems of care.  The Commission strives to achieve “a transformed mental health system, in which American will seek mental health care when they need it – with the same confidence that they seek treatment for other health problems.” In delineating its goals for mental health practice, the Commission emphasized the role of consumer and family involvement (Goal 2) and the need for early mental health screening, assessment and referral (Goal 4) (New Freedom Commission, 2003)

The Commission’s report builds on the pivotal work of past Surgeon General David Satcher who, at the March 2000 White House Meeting on Children’s Mental Health, noted:    

"The burden of suffering experienced by children with mental health needs and their families has created a health crisis in this country. Growing numbers of children are suffering needlessly because their emotional, behavioral, and developmental needs are not being met....It is time that we as a Nation took seriously the task of preventing mental health problems and treating mental illnesses in youth."  (DHHS, 2001)
The report stated that anywhere from one in 10 to 1 in 5 children/adolescents have a mental illness diagnosis, yet less than 20% of these children receive treatment in any year. From a limited number of studies, mental health disorders in young children show similar prevalence rates to those found in older children. (DHHS, 2001) 

Such disparities between mental health needs and available services have long existed in the United States; the issue was a central focus of community-based mental health efforts during the 1970’s and early 1980’s. In 1969, the Joint Commission noted the inadequacies of the existing public treatment system for children and called for partnerships among parents, agencies, and institutions (Solnit et al 1997). Prior to the passage in 1975 of what later became the Individuals with Disabilities Education Act (known as IDEA; PL 108-446)), many children in need of mental health services went undetected and untreated, often due to lack of community resources.  In 1982, Jane Knitzer wrote a seminal book, entitled Unclaimed Children in which she documented the still unmet mental health needs of children and adolescents.  Knitzer’s treatise received widespread notice from policy experts, researchers, providers, and community/family members. It clearly articulated the need for cross-agency collaboration and framed children’s mental health needs as a family issue, redefining families’ primary role as partners in their children’s health-care rather than as sources of the mental health problems.  

Federal involvement in systems of care composed of comprehensive, community-based interagency mental health services, can be traced back to 1984 in an initiative to decrease the fragmentation of public services to children.   Originally funded through NIMH and transferred to CMHS when the agency was established in 1992, the Child and Adolescent Service System Program (CASSP) incorporated the core values originally articulated by Stroul and Friedman (1986/1994).  As implemented under this demonstration program, systems of care have been defined as being child-centered, family-focused, and community-based.  Essential principles for systems of care efforts include:  a strong role for the government mental health authority; cross–agency collaboration on behalf of children and their families; family involvement at all stages of system development; culturally competent/relevant systems; individualized services; strength based assessments of both the child and the family; and diverse number and type of services, in the least-restrictive setting.

The concept of culturally competent/relevant systems that began to emerge in the 1980’s has evolved and been recognized as essential in creating and maintaining effective mental health treatment systems (e.g. Cross et al 1989; Stroul and Friendman 1994; Hernandez et al 1998; Isaacs et al 1991; CMHS 2000; DHHS 2001). Policy-makers, providers and researchers are increasingly aware that culture plays a central role in mental health (Hewitt 1993; Hanley 1999; APA 2000; DHHS 2001), to the point that National Standards for Culturally and Linguistically Appropriate Services in Health Care have been developed (OMH, 2001).  As such, cultural competence cannot be an add-on feature (Wells 2000); broadly defined, it encompasses the “thoughts, communications, customs, believes, values and institutions of racial, ethnic, religious, or social groups.” (OMH 2001:4).  Cultural competence is the very basis on which effective mental health care systems are formed and its many dimensions are integrated throughout the system. Linguistically appropriate services (qualified bilingual/bicultural translators and printed materials) are but one aspect.  Community members must also be integrated as full participants as planners, providers, and recipients, from the system’s design through its maintenance and evaluation.  Other elements of cultural competence include, but are not limited to: recognizing cultural variation in family formations, locating services in ADA compliant sites reaching across generations by linking with adult education and local colleges, incorporating culturally appropriate structural features such as developing collaborative partnerships with community leaders and governance structures, and locating intervention sites in normative, non-stigmatizing neutral places. Furthermore, a key goal of systems of care is that they be designed from the start with the goal of being self-sustaining – and therefore are predicated upon strong family, community, and state-level support (Koyangi and Feres Merchant, 2000).

Needs  of Young Children in Connecticut 

The educational needs of young children in Connecticut have captured increased attention over the last 10 years, through School Readiness Initiatives and through private foundation support in 11 priority school and severe needs school districts for improved outcomes for children 0-8. In October 2004, Governor M. Jodi Rell announced her commitment that “every child shall enter school ready to learn” and appointed Dr. Janice Gruendel as Senior Advisor for Early Childhood to lead and coordinate statewide efforts to increased access to quality preschool.  Dr Gruendel has long been an advocate for the needs of young children and in 2001 led a task force to study the phenomenon of suspension and expulsion of children in preschool through grade 2. This group concluded that teachers were often unprepared for the behavioral challenges presented by young children . Behavioral health problems are frequently the primary impediment to group learning for young children. 
Those findings echoed the results of a1997 survey conducted through the Connecticut Head Start Collaboration Project to determine what types of resources and services were needed to serve young children with special needs in childcare and their families.  The Division of Child and Family Studies at the University of Connecticut Health Center in Farmington, Connecticut completed the survey of 1600 licensed childcare centers, 2000 licensed family childcare homes, and 500 families.  Two hundred sixty-six (266) licensed childcare centers responded representing 108 of the 169 towns in Connecticut.  Fifteen of those centers were in Southeastern Connecticut in eight towns. One of the most prominent findings from the surveys was that childcare providers felt the single most difficult challenge presented by children in their programs was aggressive or disruptive behavior with 80.2 percent of the programs in agreement.   When asked to rank options that would help, staff listed on-site consultation and technical assistance for behavior management issues.  Staff training on behavior management and on-demand telephone consultation for behavior management were listed second and third respectively.  Off-site therapy or services was seen as the least helpful type of resource.  Staff indicated a preference for on-site assistance in assessing a child’s behavior and designing an individualized behavior management program with a team that included the family and staff members.

The responses of the 126 licensed family childcare homes throughout the state mirrored those of the centers.  Again, the single most difficult challenge presented by children in family childcare homes was aggressive or disruptive behavior with 61.4 percent of the providers in agreement.  Staff training for behavior management was the most preferred resource followed by on-demand phone consultation.  Similar to child care centers, family home providers selected the use of on-site assistance in assessing a child’s behavior and designing a program most frequently. According to the Child Health and Development Center Institute report, Creating a Statewide System of Multi-Disciplinary Consultation for Early Care and Education in Connecticut (2005), skilled mental health consultation in early childhood centers effectively reduces the need for suspension. During the 2003-04 school year, Connecticut Early Care and Education Consultation program (ECCP) served almost 300 children who were at risk of expulsion from childcare. Ninety-seven percent of the children who received child-specific services were not expelled.

Connecticut Systems of Care

Through state funding and technical assistance provided by the Department of Children and Families and with the support of Community Mental Health Block Grant funding, the State of Connecticut has implemented community-based collaboratives according to system of care principles in twenty-six communities. In addition, a school-based system of care funded by CMHS is in its third year of operation in southwestern Connecticut. (Note: This application proposes a project separate and distinct from Connecticut’s current cooperative agreement with SAMHSA under CMHI (SM54502-03-1), which serves children in Bridgeport. As Connecticut has no system of county government, the state is submitting this application on behalf of its Southeastern region. No overlap exists between the target populations or the geographic areas of the proposed and current projects.)

One of the twenty-six Systems of Care in Connecticut, the Southeast Mental Health System of Care (SEMHSOC) has a 10-year history of working collaboratively to meet the needs of children and families in this region of the state. In November 2003, the SEMHSOC as part of its strategic planning process held a community conversation with 45 parents, youth, community and school programs attending.  Priority issues that ranked 4 and 5 out of 25 were early intervention and prevention and early intervention diagnostic teams.  Ranking second was the need for comprehensive education programs about mental health and education/workshops for parents.

In 2004 as part of its plan to infuse a health agenda into child care centers, the Eat Smart, Grow Healthy collaborative surveyed child care providers in the three largest populated towns in southeastern Connecticut: Groton, New London, and Norwich.  The collaborative’s initiative is to focus on nutrition as it impacts oral health, physical activity, and mental health.   Twenty to 25 percent of the 29 responses indicated that as many as 25 percent of the children in their classes have difficulties with behavior and getting along with others.

Focus groups with parents and providers were also held as part of the evaluation baseline for the Eat Smart Grow Healthy collaborative’s work.  The participants in both the parent and provider groups noted the lack of behavioral health screening for young children, and providers identified a shortage of behavioral health services.  Providers felt that education about behavioral health/developmental issues would help parents feel comfortable in seeking treatment for their children’s developmental or behavioral health problems.  They also requested training and materials to empower parents to navigate the healthcare system.

In March and April of 2005 the development team for this project asked parents, childcare providers, mental health service providers, and community stakeholders, “What would you have if you could have anything you want for the social/emotional wellness for young children?”   Groups responding included Norwich Children First Initiative, Riverfront Children’s Center staff and parents, System of Care Community Collaborative members, and home child care providers.   The 61 responses, 23 were from family members, fell into categories of access to information, early evaluation, peer playgroups, parent education and support, qualified personnel, and respite.  Parents particularly asked for “more informed professionals who will stop blaming the parents.”

Eighteen youth living at Waterford Country School, a residential treatment center and emergency shelter located in southeastern Connecticut, told us what they and their families needed when they were younger and shared their ideas about what is needed for social/emotional wellness for young children.  “Better relations with their families” was mentioned by every youth.  They described what it was like for them when they were young, wanting desperately for their families to be able to care for them emotionally and financially.  They repeatedly mentioned wanting their parents to know how to be good parents.  They described wanting books, blankets, clothes and a place to keep them, a dog, birthday parties, access to fun and community activities and believing that a mentor would give them access to such things.  They knew about Head Start and how important it is.  They also talked about “better doctors, better therapists and better social workers.”  Their responses were consistent with the caregiver/provider responses of needs for parent education and support, trained workforce, and family social activities.  

Description of children and service area

In preparation for this opportunity to further develop home and community-based service systems, the Department of Children and Families issued a request for concept papers in Fall 2004 to identify a community partner for this initiative. The Department specified the early childhood population as the target group because as a consolidated children’s agency, prevention and children’s mental health are in its purview. The Department is invested in expanding the knowledge base of early care and education providers and in developing programs that will mitigate the effects of early trauma. The SEMHSOC was selected as the community partner because of their current success in care coordination and family support, their commitment to serving young children and their families, and the strong parent involvement in their system of care and parent commitment to the development of this project. Also, Southeastern Connecticut is an underserved area in terms of child and adult mental health services.

The service area of southeastern Connecticut includes both rural communities and urban areas. Three towns in southeastern Connecticut that are the major population areas will be the targeted geographic areas: Groton, New London, and Norwich.  Within these three communities there are over seven thousand three hundred children ages birth to five years.  Applying the 10 percent guideline from the literature, approximately 730 children are expected to have social/emotional developmental concerns.

The demographic characteristics of the three cities are listed in the table below

	
	Groton
	New London
	Norwich

	Total Population
	39,907
	25,671
	36,117

	Children birth to 5 yrs
	8%
	7%
	6.6%

	White
	84%
	63.5%
	83%

	Black or African American
	7%
	18.6%
	6.8%

	Hispanic
	5%
	19.7%
	6.1%

	Asian
	3%
	2.1%
	2.1%


New London, Norwich, and Groton are very old cities, each dating back to the early 1600’s.  From that time until the 1960’s, New London especially was the center of social, education, and economic activity in southeastern Connecticut.  As the shipping, textiles, manufacturing, and fishing industries began to wane, the central role that the cities had held in the region for over 325 years changed.  The rural communities began to grow and take on a greater life of their own, independent of the cities.  The white population emigrated to the surrounding suburban communities.  As whites left the core cities, the urban populations began to grow in African-American and Hispanic families.  As a result, housing in New London, Norwich, and Groton, which had been created for low-income families, became more segregated.  Businesses also began to move out of the cities.  As more public service agencies have moved into both New London and Norwich, proximity of service has improved the city tax bases have decreased.

Groton is home to the Naval Submarine Base where families move in and out of the school system frequently and where families are disrupted by the deployment schedules of the military family member. This base was recently announced as targeted for closing, which will have a serious negative impact on the regional economy. Another major employer located in Groton, Electric Boat, is also very dependent on defense contracts and employment varies markedly in the area as contracts are won or lost. 

Pfizer Pharmaceutical and Global Research Center has campuses in both Groton and New London.  They provide childcare for their employees, settings that are in stark contrast to the child care facilities affordable by residents of Groton and New London.

Although the primary non-English language spoken in homes in the area is Spanish other languages are prevalent now reflecting the increase in families who have moved here for employment reasons.

Now two Native American Tribes have large casinos in New London County.  Their employment needs have necessitated bringing people from other countries and continents (Haiti and Asia for example).  The impact on housing, school systems, and community services has been dramatic.  Among school-aged children in New London, the minority population is nearly 81%.  In Norwich, the minority school-aged population is 37.3% and in Groton, it is 27%.  The state minority population is 30%.  Similarly striking is the increase in percent of students with non-English home language, particularly in New London.  Students with non-English home language jumped from 12.6% in 2001-2002 to 23.7% in 2002-2003, an increase of nearly 90% or 351 students in one school year.  This number compares starkly with only 12.2% of students across the state of Connecticut, which was a decrease of nearly 1% from the previous year. Because southeastern Connecticut does not have an Early Head Start program and because of the number of children and families living in poverty, young children not receiving the mental health services that they need.  

Under the requirements of the Federal Child Abuse Prevent and Treatment Act, an agreement has been signed this spring between the Departments of Mental Retardation and Children and Families to assure that all children under age three in substantiated abuse and neglect situation receive evaluations.  This will increase the referrals for Part C evaluations, which until now have required a specific developmental concern.   Children under six represent approximately, 28% of child abuse cases substantiated in Connecticut; according to the Department of Children and Families Needs Assessment released in November 2004. In June 2004, nearly 4100 children under six were substantiated as abused or neglected. 

Current Capacity 

The current capacity to serve children with serious emotional disturbance and their families is limited. In 2003-04 providers of Part C services in Norwich, Groton, and New London served 326 children birth to three and their families.  Approximately 75 of those children had significant social/emotional delays.  Service Coordination is available to these children and their families and developmental educators to help families facilitate development.  Social workers may be available to help families manage issues with their children.    

Head Start has one staff member who serves as a resource for staff around social/emotional issues.  Head Start is currently using the Positive Behavior Support process.

Only one Early Childhood Consultant is available to childcare programs in Southeastern Connecticut.  The focus of the program is on helping child care providers identify constraints within their classrooms that lead to challenging behaviors of children.  The Early Childhood Consultation project does not have the capacity to serve children in home childcare nor families in their homes. 

The Preschool Enhancement Program provides preschool for 90 children birth to five who are homeless and living in a shelter in Norwich.  This program is staffed by special education teachers and meets twice a week for three hours.  Because of limited funding the frequency of child and family contacts is limited.

Capacity to serve young children is limited because of (1) lack of services and (2) lack of knowledge about early childhood mental health. According to the President’s New Freedom Commission on Mental Health, “Early Childhood is a critical period for the onset of emotional and behavioral impairments.  In 1997, the latest data available, nearly 120,000 preschoolers under the age of six-or 1 out of 200-received mental health services.  Each year, young children are expelled from preschools and childcare facilities for severely disruptive behaviors and emotional disorders. (2003 New Freedom Commission)  This national trend mirrors the trends seen by families, and childcare providers in Southeastern Connecticut. Families and childcare providers reported the issues that they were most concerned about were disruptive behaviors, social/emotional issues, and lack of adequate mental health care for young children.  In recent surveys of Southeastern Connecticut community stakeholders, parents of young children with SED stated, “there should be more diagnostic help for evaluation, detecting as early as possible, and “doctors and schools should have more knowledge about social/emotional illnesses.”  

The themes of early evaluation and improved knowledge base permeated across stakeholders surveyed for preparation of this grant. While southeastern Connecticut has a variety of resources that serve young children, services remain poorly coordinated and fragmented.  The services are limited to relatively few groups of children because of limited qualified personnel.  In addition, these services are primarily educational and providers have repeatedly identified the need for behavioral health services and consultation to allow children to participate effectively in educational programming and in their homes with their families.   The statements from parents that cried for informed and knowledgeable professionals at every level so that  “they would stop blaming parents” is clearly the call this proposal is answering.

Goal:


Building Blocks for Bright Beginnings will transform mental health service delivery for our youngest children and their families and support a family driven, youth guided, culturally competent, community based system of care, committed to the promotion of social/emotional wellness and resiliency. 

Objectives:

1. To use the Incredible Years program to provide comprehensive mental health services for 100 seriously emotionally disturbed children ages birth to five and their families from Groton, Norwich, and New London.

2. To increase the qualified personnel available to families of young children by developing an early care and education workforce that is culturally competent, knowledgeable in early childhood development and mental health, family systems, and parenting skills. 

3. To expand the existing System of Care to increase capacity and expertise with young children.

4. To infuse the existing system of Early Childhood caregivers with understanding of science-based information on screening, assess, referral and early intervention of mental health needs for young children 0-5.

Note: This application proposes a project separate and distinct from Connecticut’s current cooperative agreement with SAMHSA under CMHI (SM54502-03-1), which serves children in Bridgeport. As Connecticut has no system of county government, the state is submitting this application on behalf of its Southeastern region. No overlap exists between the target populations or the geographic areas of the proposed and current projects.

SECTION B: Implementation Plan

Infrastructure Development

The SEMHSOC provides a solid foundation on which to build the Building Blocks for Bright Beginnings infrastructure. SEMHSOC is a family driven, community based and culturally competent system of care with more than a ten-year history.  In 2003 the Connecticut Health Foundation awarded SEMHSOC a three-year grant to improve the experiences of families entering the children’s mental health system by supporting systemic change.  This systemic change results from building an infrastructure for SEMHSOC, change in public policies and procedures in community agencies that lead to culturally competent, family driven and utilization of evidence-based practices and the development of strategies that improve the knowledge base, advocacy and participation of families and youth mental health services.  The work for this initiative resulted in continued work and the development of a committee infrastructure, including specific charges for each committee.)  This infrastructure is now fully operational and has been instrumental in designing the Building Blocks project.  

The infrastructure for Building Blocks will be developed in conjunction with the planning group for this application and the Core Leadership Group.  The planning group has proposed expanding the current SEMHSOC infrastructure.  Building Bocks will also connect to early childhood collaboratives that already exist in Southeastern Connecticut.  In keeping with SEMHSOC process, charges for each team or components of the Building Blocks program will be written.  Co-chairs will be established and members will be recruited for each team.

The composition of the Building Blocks Governance Body will be made up of key stakeholders involved in SEMHSOC and local early childhood initiatives.  Governance is defined by Pires as “Policy level decision making and oversight that has legitimacy, authority, and accountability.”  (2002, p. 30)  Members will include families of children 0-5 in the Building Blocks project, a principal investigator from DCF, the Families United for Children’s Mental Health’s Executive Director, an Eat Smart, Grow Healthy Steering Committee member, a fiduciary representative, a co-chair of SEMHSOC, an older youth who experienced the mental health system at a young age, and cultural brokers from Norwich, Groton and New London representing the various cultures in these towns.

The responsibilities of the governance body for Building Blocks will include but not be limited to: Clarifying roles, responsibilities, and the vision for the Building Blocks Project, developing charges for the Building Blocks Service Team and the Workforce Development Team, recruitment of key stakeholders to be part pf the governance body, the Service Delivery Team, and the Workforce Development Team, decision making regarding hiring of key staff for the project, development of a preliminary training plan and development of initial sustainability and social marketing efforts.

Families and youth will have equal voices on the governance body and be supported to take key leadership roles in all phases of the project.  Structures will be created to authentically involve parents and youth in the planning process for the Building Blocks Project.  Strategies will involve working closely with Families United for Children’s Mental Health, Head Start, and parent advisory groups to ensure scheduled and thoughtful parental participation.  Flexibility, in regards to meeting times, locations, childcare and financial barriers will be stressed in order to create meaningful involvement of parents and youth.  Additional orientation, support, and training will be provided to parents who need a better understanding of administrative, budgetary, and other issues that play a role in planning.  (Pires, 2002)  “This planning process structure will encompass mechanisms to build capacity among all stakeholders, recognizing that different stakeholders have different capacities for participation both with respect to information, knowledge and skills and with regard to practicalities such as availability of transportation and childcare, ability to leave work or school to attend meetings, ability to communicate in the English language when English is not one’s primary language, and the like”  (Pires, 2002).  

Procedures 

Systems Integration:  Building Blocks will not develop a new system but will integrate with all the existing systems in Connecticut previously mentioned.

Interagency Collaboration:  Building Blocks will be a project within SEMHSOC which currently has a strong interagency network with an authorized Letter of Agreement which all members must sign.  Building Blocks will utilize the same Letter of Agreement and report to the larger System of Care.

Services Integration:  Building Blocks will be integrated with existing services and work to complement available services, while expanding services and developing new services when appropriate.  

Wraparound Process:  Building Blocks Coordinators will be trained in wraparound service planning and the utilization of creative flexible funding.  Care review will include oversight by the clinical director as well as community clinical services.

Access: Building Blocks will work to be accessible to children age birth o five years and their families who live in Groton, New London and Norwich.  Services will be provided in the natural environment of the child and family and look to integrate with primary care providers such as pediatricians, early childhood education and community services in New London County.  

Financing:  State funding is used to support KidCare services in Southeast Connecticut and will serve as match federal dollars.  Connecticut Health Foundation currently funds the SEMHSOC infrastructure for 2005-2006 and additional funding from Connecticut Health Foundation will be pursued for subsequent year.  Locally, Eat Smart, Grow Healthy looks to create sustainable change in early education settings, and is supported fiscally by local and statewide private foundations.  Other Early Childhood Collaboratives such as School Readiness Councils and Discovery Initiatives will be connected to in order to create sustainable changes in the entire system.  As universal Preschool begins to take shape for Connecticut, it is expected that additional educational funding streams will be tapped into to sustain some of the Building Blocks activities.

Workforce Development

The need for qualified caregivers, home visitors, and clinicians who are trained in early childhood mental health is dramatic, not only locally but nationally.  The need is reflected in the focus groups and feedback from youth to parents to child care instructors described earlier in this proposal.  Those trained people who can meet the social/emotional needs of young children exist in only a few settings.  The need in southeastern Connecticut is consistent with that  reflected in a chapter prepared by Judith Meyers for Early Childhood Mental Health, edited by Kaufman, Knitzer and Perry (in press).  Meyers reviews the literature on the need at a national level for 1. a workforce dedicated to young children’s mental health development and 2. a competently trained workforce.   Meyers refers to an Early Childhood Mental Health Summit held in Chicago in 2000 that concluded,” Without an infrastructure to meet the training and workforce challenges, states will fall short of being able to provide comprehensive …services.”  This proposal describes an infrastructure that will begin to meet the needs of children and their families in southeastern Connecticut and be a model for the rest of the state to continue.  The proposal follows the work of the Florida Infant Mental Health Plan as described by Meyers and proposes to focus on three levels of workforce development: 

1. Parents and caregivers, those in a position to strengthen the social and emotional development of children by providing a supportive climate for emotional development.

2. Home visitors, child welfare staff, parent educators, early interventionists with Part C,  “those professionals who are not specialists in mental health but who are in a position to promote the social/emotional development and identify early warning signs for difficulties or delays” and

3. Clinicians (clinical social workers, child psychiatrists and psychologists, psychiatric nurses, and marriage and family therapists) who focus on children diagnosed with emotional health or mental health problems.

Key concepts of the importance of family relationships, stability, the impact of early development and the centrality of family caregivers in planning must be inculcated into these groups.

Additional key competencies required include all aspects of social, emotional, physical, intellectual and language development of young children including gender differences; the role and importance of relationships; identification of risk and protective factors; early warning signs of mental health problems; and knowledge of the primary systems that serve and support young children and their families, specific to the communities in which they live.

To begin the process of building a competent workforce in the area of early childhood mental health, this project during the planning year will bring a team of consultants (names and brief bios are attached) together with experience in child development, infant mental health, parent/child interaction, pediatric diagnosis and clinical work.  The team and two to three parents from Families United will meet three to four times during the year to develop a plan and curriculum for training the three levels of professionals.  The plan will focus on attitudes to embrace the values of cultural competence and family driven systems; knowledge of early childhood development, family systems and early childhood mental health; and skills of screening, assessing, referring and providing early mental health services.

The consultants who have agreed to work on the project are:
Darcy Lowell, MD-Pediatrician from Bridgeport Hospital.  Her focus is on early childhood mental health issues and has experience with federal grant initiatives.

Linda Mayes, MD-Yale University.  Dr. Mayes is involved with the Harris Project as well as working with mothers who have given birth to cocaine-addicted infants.

Judith Meyers, PhD-Child Health and Development Institute; collaborator on the CT KidCare Workforce Development Plan

Margaret Sheridan, PhD is at the Human Development Department at Connecticut College and coauthor of Using the Supportive Play Model.

Adriana Vasquez, MA is a clinician working for Centro da la Comunidad and has many years of experience working with children with serious emotional disturbance providing psychological evaluations and child and family assessments.  

Libby Zimmerman, Ph.D., LCSW-has been at the National Resource Center for Early Head Start for the past 4 ½ years, Boston University. She has also been a consultant in CT to the Early Head Start Programs

This broad workforce development plan is expected to be enhanced and expanded by the Connecticut Association for Infant Mental Health (CAIMH) and will lead to a Connecticut endorsement for competencies of qualified personnel in the field of early childhood mental health.  The CAIMH board recently met with Debra Weatherston, Executive Director of the Michigan AIMH to learn about the Michigan Endorsement.  Michigan has developed a set of competencies that lead to endorsement at four professional levels. The goal will be for Connecticut to build on the work of this proposed project that will lead to endorsements for professionals in Connecticut. 

Plan for replication
The infrastructure  development will support procedures for the clinical network, administrative team, training capacity, performance standards, and MIS. 

Because of the need for integration of the Workforce Development and Technical Assistance plans the position of Technical Assistance Coordinator will be combined with a Workforce Development Coordinator in 1 FTE. That position will be responsible for developing assessing the needs of Building Blocks, organizing and implementing training activities to address those needs and establishing an interagency team to assist with assessment, planning, and implementation of training and technical assistance activities. The interagency team will also assist with the identification of resources to address the training needs of each stakeholder group associated with the project, will be a major part of the Building Blocks project.  

The Service Delivery Team will be made up of representatives from the Clinical Network or services and will be responsible for identifying areas of quality improvement and service gaps as identified by the families involved in the Building Blocks Project.  The Service Delivery Team will e also work to develop Performance Standards that will be recommended to the Governance Council for approval.  The Service Delivery Team will work with the Management Information System to collect and record data so that trends in services and effectiveness of services can be utilized for program improvement and improved levels of care.

Building Blocks will expand on the relationships and referral networks developed through 

SEMHSOC. Those groups include the three public school systems, primary care systems, Department of Children and Families Area Office, which had responsibility for children in child welfare, mental health and juvenile justice systems.  Building Blocks will expand on this foundation as well as targeting outreach at area 

pediatricians, connect with early care and education settings such as school readiness, preschool 

programs, and child care settings.  Additional outreach will be done with the Juvenile Justice and 

Child Welfare systems to promote prevention and early intervention prior to getting heavily involved 

with these systems.

Social Marketing will be a major thrust of the Building Blocks project as stigma reduction is crucial to sustainable changes in any mental health system.  Building Blocks will develop a culturally and linguistically competent social marketing plan which will include providing information to the public regarding Building Blocks and its services, education about the needs of children with SED and their families and recommendations for good mental health practices for meeting those needs.  This social marketing campaign will be coordinated by a .5 FTE social marketing/communication manager who will also work to support Families United to implement outreach strategies with families of children with SED who are from racial and ethnic minority groups.  This will also be done in collaboration with the Welcome Center established by the New Comers Groups and Centro de la Comunidad.  The strategies for social marketing may include local public service announcements, both radio and TV, expansion of the SEMHSOC website to maintain up to date linkages and resources for families.   

The social marketing campaign will determine the information needs of the target audience and developing messages, materials and activities that are in compliance with Title VI of the Civil Rights Act, National Standards on Culturally and Linguistically Appropriate Service (CLAS) in Health Care and the standards identified in SAMHSA’s Cultural Competence Standards in Managed Health Care Services.  

It is expected that children will be served annually by the system of care and there will be at least 100 children served through care management, intensive home-based services, crisis interventions, day treatment, therapeutic foster care, and respite care.

Many Community Leaders and community individuals have participated in the development of this plan.  They have assisted with surveying key stakeholders, writing parts of this application, and participating in many planning and brainstorming meetings and electronic communications.  A list of these participants and their affiliations is below: 

	NAME
	AFFILIATION
	NAME
	AFFILIATION

	Andersson, Karen
	DCF
	Kaufman, Joy
	Yale Consultation Center

	Ayer, Margaret
	Community member
	Koplowitz, Joshua
	Youth Voice

	Calvert, Rick
	Child & Family Agency
	Lathrop, Nancy
	Thames Valley Head Start 

	Deveny, Janna
	L&M Hospital
	Martin, William
	Waterford Country School

	Fecteau, Linda
	East Lyme Youth Services, Assoc.
	McAvay, Kerri
	State Independent Living Council

	Gentes, Nancy
	Madonna Place
	McGrattan, Mary
	Parish Nurses

	Gerrish, Lisa
	Parent
	Melendez-Cooper, Alejandro
	Hispanic Alliance Centro de la Comunidad

	Grivois, Lorna
	Families United 
	Meltz, Morgan
	Families United 

	Hall, Jill
	Parent
	Works, Dawn
	Catholic Charities

	Holmberg, Margaret
	LEARN
	Salvatore, Dana-Marie
	LEARN/SEMHSOC

	Johnson, Lynn Skene
	CT Birth to 3 System -South Region
	Samos, Vivian
	United Community and Family Services

	Jordan, Judi
	DCF
	Westcott, Cara
	LEARN/SEMHSOC

	Kaatz, Christine
	DCF Area Office Director
	
	


Service Delivery

Children will be identified to participate in the Building Blocks program according to specific eligibility criteria. Services are available to infants and young children age 0-5 with serious emotional disturbance (SED) living in Groton, Norwich, and New London, CT that fit the following eligibility criteria:

· The child has an emotional, behavioral or mental disorder according to the Diagnostic and Statistical Manual IV (DSMIV) or its ICD-9-CM equivalents. For children three years of age or younger, the Diagnostic Classification of Mental Health and Developmental Disorder of Infancy and Early Childhood DC: 0-3 will be used for diagnosis.  For children four years of age and older, the DISC may be used as an alternative to DSM-IV.

· The child is unable to function in family, pre-school, childcare, school, or community or in a combination of settings.  Unable to function is defined by difficulties with age/developmental appropriate expectations as they pertain to home, childcare, early childhood education settings and the community or the level functioning is such that it requires multiagency intervention from various community services.  

· It is expected that the identified disability has been present for at least 1 year or on the basis of diagnosis, severity or multiagency intervention is expected to last more than 1 year.

Potential referral sources include Part C Birth to Three (75 per year), children who are homeless (36), Head Start (100), children in foster care (42), Emergency Mobile Psychiatric Services (20), pediatricians (50), early childhood programs (100), Help Me Grow, Connecticut’s child development Infoline (50) and Parish Nurses within local congregations (10).  Other sources include parents of children birth to five years living in Norwich, Groton, New London, childcare centers, home-based childcare,  Birth to Three, the School Readiness Programs in Norwich, Groton, New London, School Based Health Centers, community providers, churches, emergency services-both medical and psychiatric, the Early Childhood Consultation Project, Nurturing Family Networks, Lawrence & Memorial and Backus Hospitals,  and Navy Families Services.

Enrollment Procedures
 Parents of a child aged birth to five from Groton, Norwich and New London, will call the SEMHSOC referral line.  The parent will speak to the Intake Coordinator who will begin to collect information on strengths and challenges through a series of questions regarding behaviors, relationships and family stressors.  The Intake Coordinator will schedule a time for the Family Support Specialist (if the family does not identify a natural support or existing advocate for the family) and the Building Blocks Coordinator to meet with the family and child in their home.  Given that some children may not be diagnosed yet, a mental health professional will be engaged after the initial home visit to assess and diagnose using the DSM-IV, DISC or the DC: 0-3. After assessment and eligibility review, the child will be enrolled into Building Blocks.  If the child is not eligible the Intake Coordinator will do a follow-up contact with the family and offer the family resources and referrals to the appropriate system to assist child and family.  The family will also be offered enrollment in the Ages & Stages Social-Emotional Assessment program. Upon obtaining signed consent from the family, a community provider can make a referral to Building Blocks by filling out a referral form and sending it to the Intake Coordinator.  

Building Blocks for Bright Beginnings

Flowchart of Service Delivery


















Delivery of Clinical Interventions

Upon referral to the SEMHSOC Building Blocks Project an initial assessment visit will be scheduled with the family.  The family will be initially visited in their home (if that is their preference) and an initial assessment will be done by the potential Building Blocks Coordinator and the Family Support Specialist (if desired.)  The Intake Coordinator will explore with the family if they have an existing support, such as a pastor, relative, natural helper, friend, cultural broker or service coordinator that they would like to serve in the Family Support Specialist role.  The Intake Coordinator will consider the cultural and linguistic preferences of the family. This initial home visit will explain the process involved in the Building Blocks Project obtain necessary authorizations for information, explain and obtain agreement for the evaluation and be the first opportunity to begin a strengths discovery with the family.  Additional clinical assessment visits will be scheduled to include home, childcare and community settings to determine the needs of the child.  Clinical assessment will take into account gender and cultural differences in diagnosis of overt behaviors and the evaluation of presenting problems.  The DC:0-3, DISC, and DSM-IV will be used to determine diagnosis.  All assessments and treatment planning will be done at the community based level and in the natural environment of the child.  The mental health assessment will be based on the individual needs and behavior of the child, which must be understood within the context of:

· An age-appropriate developmental sequence

· Relationships between children and caregivers n their immediate environment 

· Factors in the broader environment that impact child-family relationships 

Adapted from Kaufman’s Early Childhood Mental Health Consultation

Incorporation of evidenced-based interventions

According to the President’s New Freedom Commission, “the delay is too long before research reaches practice.”   In order to achieve improvement in putting evidenced-based practice into the service delivery system, Building Blocks will utilize the Incredible Years, an evidence based practice that uses a parent coaching curriculum to improve the outcomes for children ages 2-7 who are experiencing challenges behavior and may be at risk for oppositional and conduct issues.  The Incredible Years is a National Registry of Effective Prevention Programs (NREPP) intervention program endorsed by the Center for Substance Abuse Prevention (CSAP).  “The Incredible Years parents, teachers, and children training series has two long range goals.  The first goal is to develop comprehensive treatment programs for young children with early onset conduct problems.  The second goal is the development of cost effective, community based, universal prevention programs that keep all families and teachers of young children from developing conduct disorders in the first place.  (www.incredibleyears.com, 2005) The Incredible Years has proven to have positive outcomes for preschoolers.  The program uses a structured model of teaching social skills.  This has been shown to increase social problem solving and conflict management skills and reduce problem behaviors at home and school (Webster and Stratton, 1997). 
The Building Blocks Project staff will be trained in the Incredible Years intervention and Building Blocks coordinators will deliver this intervention in the home, childcare, or school setting.  This intervention will also incorporate the use of social skills groups and parental coaching in order to achieve positive outcomes.  

Care Management Services

Building Blocks Care Coordination will create a partnership with families that builds on strengths, recognizes family culture and values and responds first to families self-identified needs. Families referred will be contacted by phone or in person if no phone is available to begin the assessment process.  Parents will be asked a series of questions regarding home, school (preschool or childcare) and community, which will assist them to identify their needs and desired outcomes.  Upon agreement by the family, the team will schedule a visit to the family in their home.  Scheduling will be based on the needs of the family (time of day, location and linguistic preference).  Families will be listened to, respected, and encouraged to ask questions at every point of the process.  Individualized needs of the child and family will dictate the path that the service delivery takes.  Once the family and care coordinator agree the assessment is complete, an individualized service plan (ISP) will be developed with the family.  By focusing on family strengths and caregiver preferences, an initial treatment plan with wraparound supports will be customized to incorporate the Incredible Years (IY) intervention.  At the end of this process, the family will be able to self-direct the care for their child and build upon the action plan annually with the key players involved with the child as the child grows and develops.  Materials and training will be provided in the families preferred language and be individualized for each child and family.

Supervision/Training:

Service providers will be trained in family driven, youth guided, cultural competent, community based, wraparound, individualized care, child development and infant and toddler mental health through a broad workforce development initiative.  Given the need to engage schools and primary care settings, training opportunities will be mobile and will be divided into manageable sizes that can be incorporated into Professional Development Days, staff meetings, and “Learning at Lunch” seminars.  Trainers will be aware of the time constraints on all service providers. Training stipends are built into the budget to facilitate participation across the spectrum of service providers.   Coordinators, respite workers, playgroup leaders, and childcare settings will be trained in wraparound service delivery.  Family members who have experienced the wraparound process will provide this training and supervision.  Coordinators will receive weekly individual and group supervision from a licensed clinician and be encouraged to provide peer support to each team member.  Connecticut has established a training curriculum for systems of care as well as a Uniform Client Record.  This foundation will be built upon to create a seamless system of care process for all children.  Specialty training in The Incredible Years and Early Childhood will be given to all Building Blocks Coordinators.

Individualized service plans

In keeping with the President’s New Freedom Commission the SEMHSOC Building Blocks Project will “set in motion a well-planned, coordinated array of services and treatments defined in a single care plan.  The individualized plan of care will include treatment, supports and other assistance to enable consumers to better integrate into their communities.” (New Freedom, 2003)  

Once the assessment is complete and eligibility has been determined, an individualized service plan (ISP) process begins with the family.  The ISP can contain an array of services that will incorporate the Incredible Years intervention.  If the family chooses, they may develop their ISP using the teaming model of Child the Specific Team (CST) or if they are more comfortable, the initial plan could be reviewed at a later CST or as part of the Behavior Support Team. If the family chooses to have a CST, the Coordinator and Family Support Specialist will ask the family who they would like to attend their team meeting.  Possible team members will be offered if a potential resource has been identified by family during the assessment phase. The CST will be scheduled at the time and place chosen by the family.  The Coordinator will secure a location in the community if the family does not want to have the meeting in their home.  The Coordinator will be responsible to invite the team members and follow up to ensure attendance.  The Family Support Specialist will meet with the family prior to the CST to coach and assist them to prepare for the meeting. The family will be encouraged to note concerns, questions and potential goals to bring to the CST.  If the family feels comfortable they will be encouraged to lead the meeting or the Care Coordinator  will facilitate if they prefer.  It will be made clear to all team members that regardless of who facilitates,  the family is in charge and makes the final decision on what services they choose to be part of their ISP.  Based on the feedback obtained from youth and families, it is expected that the ISP will incorporate both traditional and non-traditional supports as well as clinical and non-clinical services.  The plan will also cover basic needs, as to begin to address social-emotional wellness, physical needs such as food, shelter and safety must also be addressed.  For families with basic needs unmet, flexible funds can be used when other resources such as entitlements are not available when needed. Every effort will be made to help the family qualify for all Federal and State support programs. The plan may include respite, parent coaching and skill building, peer support, social skills groups, use of wrap around funding, crisis intervention, clinical treatment and the Incredible Years interventions.  “An individualized plan of care will give consumers and families of children with serious emotional disturbances, clinicians and other providers a valid opportunity to construct and maintain meaningful, productive, and establishing relationships.” (New Freedom, 2003)  

For school aged children the ISP will work in coordination with services available under parts B and H of the Individualized Disabilities Education Act (IDEA) and will be complement the Individualized Education Program (IEP) if the child has one.  The parent will be encouraged to share the IEP with the team and have a representative from their school system present. This will assist in assuring seamless service delivery as well as avoiding  duplicate services.  If families are involved with the services through Title IV-B, the ISP will work in coordination with these services, again at the request of the family as to not duplicate or provide services that are not consistent with the overall goals of the child and family.  

The individualized service plan will build upon the template established in the Connecticut Uniform Client Record.  Through the assessment process, the need for services of the family will be established. As part of the ISP development, areas of need to be targeted will be identified and noted on the ISP form.  Prior to the development of the need statement, the strengths of the child and their family will be noted in the record. This will be an on-going process but will begin at Intake and be accentuated by the Coordinator and the Family Support Specialist.  The ISP form will begin with a section noting the strengths of the family in order to keep these in the forefront while goals and objectives are being established.  These objectives will be developed in concert with the family (and with their written consent) through reviewing the assessment information, sharing of any data collected on the child’s behavior or from previous records (including ruling out medical causes for the behavior) at the Child Specific Team meeting, or at the families ISP development meeting.  The plan will incorporate non-mental health services and natural supports from the family’s community including faith based supports and cultural and linguistic appropriate services and supports.  The CST will also look to establish the lead agency responsible for care management services and this will be approved by the family and included in the ISP.  The ISP will be reviewed by the family and signed by all team members so that responsibilities are clear.  The family will be given a copy of the ISP and the Coordinator will give each team member a copy of their specific task. The Coordinator will offer to the family to reconvene the team to review progress on the objectives and make changes as necessary leading to the accomplishment of the child and family goals.

The family will have the option to reconvene a CST or make changes to the ISP at anytime.  Minimally the ISP will be reviewed on a quarterly basis.  The ISP will be reviewed by the Clinical Supervisor on a quarterly basis as well.  The Family Support Specialist will also contact, at least quarterly, the family to make sure that they are satisfied with the plan and that progress is being made. As new strengths are discovered and additional needs arise these will be noted on the ISP and incorporated into the plan.  

Each service provider has a pre-established agency grievance procedure that is available to the family and youth if they are not satisfied with services.  The Family Support Specialist will support the family through this process if the family wished to file a formal grievance with a particular service provider.  The family also will have the option to submit a “Quality Improvement Submission form” to the Quality Improvement Committee of SEMHSOC.  This committee has an existing process in place that allows for issues to be submitted, reviewed and then moved to the appropriate body for action.  Building Blocks will establish a Service Delivery Team that will be comprised of family members, administrators of service agencies, Building Blocks Coordinators, Family Support Specialists and Building Blocks Project Staff. This team will be charged with continuous improvement of the service delivery system as well as is a forum for brainstorming and problem solving.  

Family-Driven Care
SEMHSOC has always invited family members to the table, and both the numbers and the effectiveness of families working within the system have steadily increased over the years.  Currently, family members co-chair the Collaborative, and serve on most of its subcommittees.  Families were there when SEMHSOC first discussed building a system of care for young children, long before we were chosen by the state to apply for this funding opportunity.  They have helped shape Building Blocks for Bright Beginnings at every step in the planning process. Some family members have attended every planning meeting; others gave input at focus groups and family network meetings, and via e-mail; and some are writing sections of this application. 

SEMHSOC has also long supported families to take leadership roles in their own care.  Along with many other systems in this state and across the nation, however, the Collaborative has also struggled long and hard with fully understanding, supporting and putting into practice the principles of family-driven systems and services.  An infrastructure-building grant from the Connecticut Health Foundation has allowed us to intensify our efforts in this arena over the last few years, greatly aided by the growth of Families United of South East Connecticut (FUSE) and, more recently, by the work performed by CMHS and the Federation of Families to define the principles and characteristics of family-driven care.  These efforts will be greatly aided by our long-standing partnership with Families United for Children’s Mental Health, the sole Federation of Families organization in our state.  Families United was born in this community, starting life as a support group formed by local family members who had struggled for years on behalf of their own children, and were determined that no other parents need go along the same path.  They soon realized that, although family support is vitally important and continues to be one of their major missions, this approach alone does nothing to change the underlying causes of their struggles.  Their overarching problem was, and continues to be, systems that are not always responsive to their needs, desires, cultures, hopes and dreams.  Thus, Families United’s mission was expanded to include organizing, training and harnessing the power of family members to transform systems. 

Today, Families United is a statewide support and advocacy group run by and for families of children and youth with emotional, behavioral or mental health needs.  They are a non-profit organization with offices in Colchester and Bridgeport, and sponsor family networks in eight communities in Connecticut.  They offer a variety of support, education and advocacy programs to families, professionals, and the general community; provide technical assistance and consultation services to state agencies, policy-makers, systems of care, service providers, schools and community organizations across the state; and promote and facilitate family involvement at all levels of Connecticut’s children’s behavioral health system. 

Families United is one of the original partners in the CMHS funded PARK project in Bridgeport.  They hold a contract to provide a variety of services to both families and professionals, and are currently playing a leading role in forcing the system of care to acknowledge, understand and find ways to overcome the significant challenges this project is facing in their third year of funding.  Families United is also a founding member of FAVOR, a collaboration of culturally and ethnically diverse family groups aimed at coordinating and strengthening the developing family organizations, and synergistically building a strong and diverse family movement in Connecticut.

Our local chapter, Families United of South East Connecticut (FUSE), is facilitated by a full-time Coordinator, and offers a variety of services to families including: a toll-free warm line, available in English, Spanish and French-Creole; daytime and evening support groups, including one for Haitian families conducted in French-Creole; training programs and educational workshops; and a local website, mailing list and listserv.  FUSE began to receive funding this past year to “mobilize and support parents to participate in the development of a children’s mental health service system in the state, including systems of care”, and are developing a number of structures to support this goal.  For example, Family Leadership Action Gatherings (FLAGs) now bring families together to discuss and strategize around a variety of system issues, and were consulted throughout the Building Blocks planning process.  
Over the course of the funding period, the project will provide financial and a variety of in-kind resources to Families United to: 

· Employ project staff, including the Lead Family Contact (Family Liaison) and Youth Coordinator, reflective of the target population.  Specific job descriptions for these two positions can be found in Section G, but their overarching roles are to ensure that family and youth voices are integrated and supported throughout all system and individual care planning, implementation and evaluation activities.

· Provide technical assistance and consultation services around building family-driven and youth-guided systems and services.  This will include providing staff and supporting other families to serve on the governance body and other Building Blocks workgroups and committees.

· Participate in the design and iplementaion of workforce development activities, particularly those related to family engagement and empowerment

· Implement a variety of support and education services for local families with young children and youth.

· Enhance organizational capacity to better engage and serve diverse families with young children, and thus develop and sustain a stronger local family network.  This will include retaining the services of the FAVOR collaborative as well as cultural brokers to groups that reflect the rich diversity of South East Connecticut.  

Our partnership with FUSE, however, does not mean that Families United is handing off “the family piece.”  All organizations share the responsibility for engaging and supporting families and youth, and for moving systems and services further along the family-driven continuum.  SEMHSOC has already dedicated three meetings to discussing what meaningful family involvement looks like and how to support it.  Beginning in the first planning year, project partners will work to develop, implement, monitor and refine a shared vision, skills, incentives, resources and action plan aimed at the complex task of changing system dynamics to achieve family driven care.    

On the individual care level, our aim is that families will always be in the driving seat.  They will engage professionals as navigators, map readers and trip advisors, but will direct their own journey, choose their own destinations and the routes they will take to get there, and will travel at their own speeds.  Assisted by a Building Blocks Coordinator, a Family Support Specialist of their own choosing, and a self selected Child Specific Team (CST), enrolled families will define their own goals and what they need to meet those goals, and will direct the development, implementation and monitoring of individualized plans of care that reflect their strengths, cultures and dreams.  The family will be free to select or discard any service or support options, choose the times and locations of CST meetings, change CST membership at any time, and reconvene CST meetings as often as needed in response to changing needs or if plans do not work as well as expected.  

Our ability to achieve this vision is currently limited by a number of factors.  Despite significant progress in this arena, we still encounter pockets of resistance to family driven care amongst certain agencies and individuals.  More intractable barriers, however, arise from the silos of financing limited availability of community based services and the silo-like financing and administrative structures that continue to plague our children’s mental health system, and limit our ability to provide truly individualized, family-driven care.  

On a systems level, our goal is that family and youth voices will drive all aspects of system planning, implementation and evaluation.  One objective is for families and youth to make up a majority of all existing SEMHSOC committees, as well as the governance, planning, and advisory bodies that will plan, implement and evaluate this new initiative.  Merely increasing the numbers of families attending meetings, however, will not suffice; we also have to equip all our partners with the knowledge, skills and attitudes to support family leadership and strong family/professional partnerships.

Strong partnerships between professionals and family members require building relationships based on mutual respect, trust and honesty.  We must see ourselves as equals; as members of interdisciplinary, interdependent teams that bring different yet equally valuable areas of expertise to the table.  Building Blocks strategies to create such partnerships will involve enhancing the skills of all participants, as well as regularly analyzing and seeking to improve the processes that drive the system of care.  Specific objectives will include:

· Providing families with the supports, skills and knowledge they need to both direct their own care, and to take leadership roles in system planning, implementation and evaluation efforts.

· Developing resources, policies and structures that support professionals sharing power, decision making, and responsibility with families, and that promote family driven practices, including linguistic and cultural competence, at the service delivery level.

· Providing forums where families and professionals can speak openly and honestly about themselves, their strengths, challenges, limitations and fears

· Making meeting times, locations and formats more accessible, accommodating and useful for diverse family members

· Finding new ways for families who cannot attend system meetings to participate in policy work, e.g., via the web, surveys, conference calls, family network meetings, etc. 
· Developing feedback loops to monitor progress and identify barriers towards achieving family driven care

· Partnering with the wider community to embrace and include all our children with behavioral health challenges and their families

SEMHSOC currently supports family participation by providing stipends to families attending the monthly Collaborative meeting, and is finalizing written stipend protocols.  This initiative would greatly expand the limited funding we now have available for this purpose, allowing us to furnish stipends and/or develop formal contracts for families and youth participating in all Building Blocks activities.  Flexible funding for wraparound care will provide an additional resource for fiscal and other support for families whose children are eligible for services from the project.  FUSE will be compensated for its services as outlined in an earlier section. 

The sustainability and further development of FUSE, family participation, and the system of care are closely related.  Local families, backed by a strong family organization, will a play a vital role in sustaining this project beyond the funding period, as well as utilizing the learning, the changes in attitudes and system dynamics, and the successful outcomes Building Blocks achieves to improve services and systems across Connecticut.  In turn, fiscal resources obtained during and beyond the Federal funding period will play a vital role in the sustainability and continued growth of family participation and FUSE, as well as Families United Networks and the family movement statewide.

Youth Guided Care

Although we firmly believe that youth should be involved in their own individualized care plans, this is a system to be developed for children 0-8.   Because the children in this plan are so young, we are planning to work closely with their parents and will also develop alliances with teen parenting programs. Youth from those programs will be included in the planning and implementation of individualized interventions and will be included at the system development level as well.

Youth are already members of SEMHSOC.  They sit on various committees within and outside of the collaborative doing system work.  Youth will also become members of the 0-5 Governance Council that is to be developed within our SEMHSOC infrastructure.  This team will be the guide and decision makers for the 0-5 part of the collaborative.

The statewide family association, Families United for Children’s Mental Health, is deeply involved and vested in this collaborative.  The Southeast Coordinator for Families United is also the Co-Chair of the collaborative.   Families United  is currently in development of a Youth Leadership Group for Southeast CT.  This group will consist of youth, ages 15-20, with SED diagnoses.  The group is being developed to build youth capacity to both: a) be effective self-advocates, and b) ensure that their opinions, needs, hopes and perspectives guide services and systems.

The Youth Coordinator will be one of the earliest potions on board in the project. Families United will facilitate this hiring, as they will have hired a Youth Coordinator for a very similar position within their organization.  The position will start as a .15 FTE and increase to at least a .5 FTE if SAMHSA funds are made available. 

The Youth Coordinator will help to form an organized group among youth receiving services through a Youth Advisory Group (YAG), gathering youth, professionals, and family members who:

· are interested in youth empowerment and involvement

· know resources that can be used for youth 

· are vested in the mission and outcomes of the group 

· support the groups efforts

The YAG will work together to develop and then build a solid, empowering, and educational youth group for youth ages 15-20 in southeast CT.  YAG will meet monthly at first.  Eventually we would like to see the YAG run solely by youth.  From there, the Youth Leadership Group will be formed.  

While the Youth Groups are in the development stages, the Youth Coordinator will serve as their voice on the Governance council.  

Cultural Competency and SEMHSOC Structure

SEMHSOC is excited to integrate its already strong existing cultural and linguistic competency infrastructure into this SAMHSA proposal.  The SEMHSOC Cultural Competency Committee will demonstrate SEMHSOC’s commitment to bridging cultural barriers to mental and behavioral health services for Southeast Connecticut’s children by recognizing that disparity extends most notably in mental health care service delivery for children, and working with community partners to promote access to services by decreasing or eliminating barriers.  “Many of the current efforts in health and human services lack the values, policies, planning processes, and organizational structures that support culturally competent practices at both the institutional and community levels.”  (Dunne, Goode, and Sockalingam,, 2003). The SEMHSOC has been meeting monthly since 2001 in recognition that moving any agency or collaboration of systems requires ongoing commitment to a goal by all those vested in the community.  As understanding of cultural and linguistic competency evolves, so must internal policies, practices, and planning for these changes.  Culture is a dynamic, ever-evolving continuum and SEMHSOC understands the danger in becoming static in cultural competency efforts.

Cultural Competency Commitment to Change Policy

Past SEMHSOC practice indicates a collaborative willingness to examine cultural and linguistic competency.  Examples of SEMHSOC readiness to address disparities in community mental health services for children include several past and ongoing projects, including the Cultural Competency Self-Assessment Project being conducted currently by a Collaborative Cultural Competency Project Manager since September 2004.  SEMHSOC has assessed thirteen member agencies utilizing the testing instrument Cultural and Linguistic Competency Self Assessment Questionnaire by James L. Mason, and disseminating scored reports to these agencies.  Most exciting, this project includes facilitated strategic planning sessions with each individual agency to develop agency specific action plans, uniquely tailored by the correlated results of the Self-Assessment.  SEMHSOC Cultural Competency Committee members, along with a diverse cadre of community partners will be trained as Cultural Competency Facilitators in an extensive two-day workshop conducted by area, state and nationally recognized professionals on June 9 and 10, 2005.  SEMHSOC feels investing in agency cultural and linguistic competency is a substantial way to positively expect service delivery to our diverse population of children with mental health needs.  Sustainability is embedded by offering the Cultural and Linguistic Competency training at no cost to our greater collaborative community by offering “Train the Trainers.”  This impact should be increased as those individuals who have been trained utilize their skills as a kind of “cultural commodity” to additional individuals and agencies.

Evidenced Based and Culturally Responsive

Strategic planning will continue, by the Cultural Competency Committee by mentoring the partnerships, management and structure needed to maintain a climate conducive to continual growth.  SEMHSOC will continue to demonstrate a strong commitment to reducing service disparities by promoting policies and practices that are responsive to cultural and linguistic diversity.  In accordance with System of Care philosophies, SEMHSOC will engage families in a family driven model of care utilizing Incredible Years.  This model demonstrates excellent fidelity when used with diverse family populations.  SEMHSOC believes that only by understanding and respecting the unique cultures of the individual families we serve can there be a true demonstration of cultural and linguistic competency by providers.  All decisions for care are to be family driven and any program or services utilized completely voluntary, at the discretion of the family and delivered in language of choice.

Agreement to Comply and Guidelines for Planning

As stated in the Title VI Civil Rights Act, SEMHSOC agrees and abides by cultural and linguistically competency practices.  SEMHSOC supports and agrees to fulfill the guidelines for Culturally and Linguistically Appropriate Standards in Health Care (CLAS) and Cultural Compliance Standards (CMHS) by the Department of Heath and Human Services.  Planning for Cultural and Linguistic Compliance in Systems of Care for Youth with Social-Emotional and Behavioral Disorders, developed by the National Center for Cultural Competency at Georgetown continues to be a resource for SEMHSOC development of cultural and linguistic competence.

Disparity in Mental Healthcare Access

SEMHSOC recognizes that a clear disparity exists in that non-Caucasian children are disproportionately represented in the Juvenile Justice and Child Welfare systems.  It is SEMHSOC’s belief that barriers to accessing appropriate care result in children not having their mental and behavioral health needs met appropriately. Additionally, there are few qualified providers of mental health services for very young children or that are representative of our diverse community. SEMHSOC recognizes that changes in policy must occur to start diverting children out of bureaucratic systems and into culturally competent, community based, and family driven systems of care, even with the very youngest children.  “Policy is the most underdeveloped area of the cultural competency efforts within (Title V) programs serving children with special needs and their families.” ((Dunne, Goode, and Sockalingam,, 2003))  By utilizing indigenous cultural brokers and training culturally diverse trainers to educate agencies and providers about cultural and linguistic competency, SEMHSOC feels that valuing diversity is a collaborative priority and requires as policy that cultural and linguistic competency is an integral part of all family service planning. Again and again families have asked for access to culturally appropriate care where providers are well trained and responsive to family needs.  Building Blocks for Bright Beginnings will provide these very needed changes to an already fragmented system of care delivery for young children.

Cultural Responsiveness in Practice

“Family Culture” is something that is recognized and valued by SEMHSOC.  SEMHSOC recognizes that while some cultural and linguistic practices may be norms, problems may arise when generalizations are made without providers taking into account unique family structures and individual differences when delivering mental health care services.  Respect for culture, however the family expresses it, must be intrinsic to all service planning. The SEMHSOC Cultural Competency Committee continues to mentor representatives from diverse backgrounds in the collaborative experience.  Development of this proposal, for example, included representatives from diverse backgrounds and experiences.  The committee itself is extremely diverse and has remained actively involved in planning processes for this grant as well as many past and present projects.

Sustainability Plan for Building Blocks for Bright Beginnings 

With the number of State and local initiatives that support the programmatic and philosophical elements of this proposed initiative, this is an opportune time to further develop and enhance early childhood services in Connecticut.  

The Building Blocks project is committed to developing a plan to ensure that the gains made through the implementation of the project will be sustained beyond the grant cycle.  The Core Leadership Team will utilize the SAMHSA Sustainability Tool Kit to guide its strategic planning activities. Efforts will made to include representatives from all potential funding streams (state, local, private) in planning and to incorporate funding from as many appropriate resources as possible.

The following list identifies state and local initiatives that have been involved in the grant application process. With their varied funding streams and congruent objectives with the Building Blocks project, they hold particular promise for sustaining the work proposed in this project.

	Organization
	Funding Source

	Families United for Children’s Mental Health
	State, Private Foundation

	Connecticut Birth to Three*
	State, Federal, Medicaid reimbursable

	Head Start*
	Federal

	Early Childhood Consultation Project*
	Private Foundation

	Connecticut Early Childhood Partnership
	Private Foundation

	DCF Parent Education and Assessment Services*
	State

	Eat Smart/Grow Healthy
	Private Foundation

	Discovery Communities,
	Private Foundation

	School Readiness Communities
	State, Federal

	Nurturing Family Connections
	State, Federal, Private Foundation

	School Based Health Clinics*
	State, Federal, Medicaid reimbursable

	CT Association for Infant Mental Health
	Private Foundation

	Governor’s Early Childhood Cabinet (under consideration)
	State


* denotes direct service provider

At this time, direct service providers to children under 3 years old have informed us that the diagnostic codes for the behavioral health disorders of these children are not reimbursable. The Building Blocks project will work with these providers, policy makers and insurers to change this practice thus improve access and provide funding for expanded services.

The workforce development plan proposed in this project is designed to train existing staff within various child caring, social service and clinical agencies to better understand and address the social/emotional and behavioral needs of very young children.  The collaborative nature of the workforce development plan assumes that a wide variety of stakeholders will be trained and supported in their efforts to advance the early childhood/infant mental health movement in the southeastern region of the state and eventually across Connecticut.  

Whether working directly with young children and their families or serving as a systems change agent, Southeastern Connecticut will be able to tap into a wide variety of resources to both enhance the efficacy of the project, and to build support for continuation.  Most notably, we anticipate sustained impact through the enhanced skill building that will occur within the staff of the Head Start programs and the Birth to Three programs.  These well established programs are poised to benefit from enhanced training that will positively impact programming and service delivery for years to come.  Other child caring agencies will also undoubtedly experience the benefits of additional training around developmental issues and the implementation of appropriate behavioral interventions.  The project also has profound implications for state supported training within the DCF Training Academy (mandatory training for all child welfare workers), the KidCare Training Institute (training/technical assistance around children’s mental health issues) and for state funded/supported training for foster parents.  

On a systems level, we anticipate significant interest from various Foundations and State agencies around the outcome measures implied within this proposal.  We are interested in tracking progress of young children who are the recipients of community-based services that have been designed or modified to meet their unique developmental needs of this population and to demonstrate that simple, well informed interventions can have a huge impact on positive behavior in the classroom and within the family unit.  By expanding upon existing KidCare services (i.e., mobile crisis services, care coordination, home-based services) and enhancing provider skill in addressing the needs of our youngest clients, we hope to demonstrate the efficacy of specialized services and grow the system accordingly.

Other Federal, State, and local programs and reform initiatives that will be key collaborators in this project include:

Federal Grants currently administered wholly or in part by the Department of Children and Families, including the Child Abuse Prevention and Treatment Act, Providing Safe and Stable Families Act, the children’s portion of the Community Mental Health Block Grant, the Strengthening Communities-Youth Grant. Results of an application for a CSAT grant for Adolescent Treatment Effectiveness are pending. These programs all are coordinated through the Department’s Bureau of Behavioral Health Services, were the responsibility for the State portion of the Building Blocks program resides.

Connecticut’s Federation of Families local chapter, Families United, will be a major partner in this project.  They will provide significant staff to the project including the family and youth coordinators and social marketing coordinator) and be key in assuring that parents are involved in each phase of planning and carrying out the project.

The System of Care in New London County has an infrastructure in place that will be expanded to include decision-making by families of young children with social/emotional difficulties.  Existing early childhood initiatives in New London County, specifically in Groton, New London, and Norwich will join the System of Care Community Collaborative to assure that system transformation is consistent across all educational and health venues for young children and their families.  The Early Childhood Consultation Project, funded through DCF, State Department of Education and Connecticut Health Foundation, will expand from serving child care centers only to include family home child care programs and families themselves as sites for early childhood consultants 

Connecticut Association for Infant Mental Health established in 2002 is committed to increasing the capacity of people in Connecticut to assess and serve young children with social/emotional difficulties.  This project will work with CT-AIMH to promote work force development and awareness of the factors that promote good mental health for young children.

Head Start mental health staff has been an active part of planning for this proposed initiative.  Head Start staff will be included in the workforce development and service delivery pieces of this project.  This project, along with the current work of the Head Start staff, will grow the capacity of families to meet the mental health needs of their young children.  A highly desired outcome that speaks to sustainability is that parents become skilled in dealing with the complex social/emotional needs of their children and become advocates and teachers for other families. 

Part C of IDEA: Perhaps the most critical way to sustain the efforts of this project will be through the planned training for the staffs in the Birth to Three programs that serve New London County.  The Birth to Three system already is evaluating young children for eligibility in the Connecticut Part C program.  However, when and if social/emotional issues are identified the staff are at a loss of how to respond.  This project will provide that knowledge base as well as support the high level social/emotional needs of these children and their families.  Cultural competency is a high value in Birth to Three. This project will assist in developing a culturally competent work force.  

The vision and philosophy of this project is consistent with the vision and philosophy of other state and local initiatives around young children’s mental health (Eat Smart/Grow Healthy, Discovery, School Readiness).  We are at very important point in planning for young children’s community learning opportunities.  This project has the potential to assure that social/emotional development is built into any future early childhood programs and parent programs.  

The management/coordination of this system will become a key part of our existing strong System of Care for children’s mental health.  The plan to sustain the existing system will include the specific work with young children and their families.  We are continually seeking foundation support for sustaining the infrastructure and there is some effort to engage the state in assisting is this sustainability plan.  Our focus on young children will confirm the importance of supporting families early in their teaching of social skills.

If we are successful in both our social marketing, our parent and care giver coaching, and our workforce development, future early childhood programs will have the staff to integrate proven successful practices for ensuring healthy mental development in young children.  

SECTION C: Project Management and Staffing Plan

The Department of Children and Families, the State Agency responsible for the children’s mental health mandate is the official applicant for this Cooperative Agreement for the Comprehensive Community Mental Health Services for Children and Their Families Program. Connecticut established DCF as a consolidated children’s agency in 1974, and as such the Department serves as an umbrella organization for child welfare/protective services, juvenile justice, mental health, substance abuse and prevention.  The goals of all five mandates are reflected in the simple, but succinct mission statement: “Safety, Permanency, and Well Being”.

As a consolidated department, DCF is in a unique position to look at the global needs of children and families irrespective of the service system through which they enter.  While historically, most of the Department’s resources have been dedicated to child welfare, followed closely by juvenile justice, a significant movement has occurred over the past six years to address the mental health, substance abuse and prevention mandates as they are seen as vital to the health and well being of all children in Connecticut, and specifically to the welfare of children in the protective service and juvenile justice systems. 

Key Personnel

Principal Investigator:  (1.0 FTE) Karen Andersson, Ph.D.  who is the Director of Mental Health for DCF will assume the role of the Principal Investigator.  Dr. Andersson is a licensed psychologist in CT and spent 17 years providing clinical, supervisory and managerial services in a variety of children’s mental health settings prior to her arrival at DCF in 1998.  Dr. Andersson’s career has enabled her to work in community child guidance clinics, pediatric hospitals, and residential treatment centers. She was instrumental in establishing one of the systems of care in the Eastern region of the state and became committed to the system of care model while in Tampa, Florida where she was first exposed to the model through her contact with staff at the Florida Mental Health Institute. Her primary responsibilities are the successful implementation of Connecticut Community KidCare and as such, she will lend much expertise and commitment to ensuring the success of the proposed project. 

Project Director: (1 FTE) Margaret Holmberg, Ph.D., will serve as Interim Project Director during the initial planning process of the project. She will devote 50% of her time to this project for the first 2 months to assist with the hiring and orientation of a fulltime Project Director.  

Clinical Director: (.6 FTE) The Clinical Director will be a .5FTE licensed practitioner in the mental health field who will be primarily responsible for supervising the Building Blocks coordinators and providing clinical expertise and consultation to childcare staff.  It is anticipated that this position will be hired and begin duties prior to the arrival of the Building Blocks coordinators so that clinical practices, protocols and standards for care can be designed prior to the initiation of direct service.  The Clinical Director will be hired and supervised the by Project Director and the Principal Investigator

Lead Family Contact  (1 FTE) Dana Marie Salvatore is a parent of a child with serious emotional disturbance who resides in New London County.  This position will be supervised by the Project Director and Morgan Meltz, Parent and Executive Director of Families United for Children’s Mental Health, the Connecticut branch of the Federation of Families.  

Building Blocks Care Coordinators (4 FTE) The Care Coordinators partner with parents in the development of a service plan to benefit children with complex behavioral health care needs.   Care Coordinators use clinical and community systems knowledge to broker and advocate for services, and to coordinate and monitor the implementation of the service plan. All Care Coordinators are required to complete an extensive pre-service training that increases their skill-level related to data collection, assessment, strength-based care planning, family partnering and cultural competency The positions will be hired by LEARN.

Family Support Specialists (3 FTE) positions assist families to locate and enroll in services and assist families to evaluate service effectiveness.   All Family Support Specialists are required to complete an extensive pre-service training that increases their skill-level related to community and state resources programs, strength-based care planning, family partnering and cultural competency These positions will be hired through Families United.

Youth Coordinator: (.25 FTE) position reserved for a young adult from the New London community who will serve as consultant to the project around the needs and concerns of SED youth.  In addition, this individual will help inform the project around specific activities requested by the youth involved in the Building Blocks Project and develop a youth advisory committee.  This position will be hired through Families United.

Workforce Development/Technical Assistance Coordinator: (1.0 FTE) Individual with at least a bachelor’s degree plus 2+ years experience teaching/training. Other applicants with demonstrated abilities will be considered. Experience in the mental health/social services arena is essential. This position will be hired through LEARN

Social Marketing-Communications Manager: .5FTE public relations consultant with media experience to develop a social marketing campaign specific to the Building Blocks Project but also focuses on the mental health needs and services for all children within the New London County area.  This position will be expected to work closely with the community and with the DCF Director of Public Communications, Gary Kleeblatt. The existing resources within DCF such as the media center, website, and various monthly publications can serve to enhance the efforts made locally.  This position will be hired through Families United.

 State and Local Agency Liaison: initially, DCF’s KidCare Training Institute Coordinator, Timothy Marshall, MSW will assume the duties within this position.  Mr. Marshall is a licensed clinical social worker in Connecticut who has provided treatment services to children and families in a variety of settings.  He has served as clinical consultant to the DCF regional child welfare staff and spent three years working in the DCF Training Academy before being transferred to the Division of Mental Health to direct the operations of the KidCare Training Institute.  Mr. Marshall will work with the Building Blocks Governance Council.  This state/local collaboration will also ensure that the Project conforms to existing System of Care guidelines and principles as espoused in the KidCare Core Curriculum and Practice Standards. Mr. Marshall will also act as the point person from the Project to work with the national TA consultants. Initially Mr. Marshall will devote 50% of his time to this project.

Fiscal Administrative Officer: (.75 FTE) will assume the responsibility of fiscal and administrative oversight of all service contracts associated with this project. This position will be filled by DCF through a competitive process and will report to the State and Local Agency Liaison. 
Facilities/Equipment/Resources Available:

Project LEARN will lease office space for the key personnel attached to this project from the.  In addition to offices, staff will be provided with phones, computers, and access to other office equipment (FAX machine, copier,etc) and a large community conference room.  If office space is not handicapped accessible, provisions will be made to make it so.  

In addition, it is anticipated that much of the work associated with the project will be conducted in the schools and in local community organizations that participate in the Governance Council ensuring each and local access to services and providers.

LEARN-Fiduciary Agent

LEARN was selected as the fiduciary agent for the Building Blocks project by the Project Planning Team. A Request for Qualifications was posted for this role, but no applicants were received. The Planning Team requested that LEARN consider the role and requests for input from all members of SEMHSOC and other interested parties were distributed by email. Only positive feedback regarding LEARN assuming this role was received, and the offer to serve as fiduciary was made and accepted. LEARN is a Regional Educational Service Center located in on the East Lyme/Old Lyme boarder which is central to its catchment area of 25 towns from Guildford To Stonington.  New London, Groton, and Norwich are the key communities within this catchment area. LEARN began providing services to the region in 1967 under a federal Title III ESEA grant “to meet the educational tasks of today and prepare for the role of education in the 21st century.”  In 1972 LEARN was formally recognized as an Interdistrict Committee by state legislation (10158).  Later, additional state legislation (10-66) was enacted that authorized the establishment of six Regional Educational Service Centers (RESCs) in the state with the signing of a membership agreement and ratification of the constitution.  Long-range Educational Assistance for Regional Needs is the LEARN of the future.  In 1996, LEARN became the fiduciary for the SEMHSOC and has continued to the present in that capacity, employing the Collaborative Coordinator and the Care Coordinators for the region.

LEARN’s mission is to initiate, support, and provide a wide range of programs and services which enhance the quality and expand the opportunities for learning in the educational community.  Through its leadership and resources and by working with schools, students, families and other community agencies, LEARN promotes regional and statewide cooperation and provides a framework for districts to achieve their goals.  

LEARN’s philosophy is that the best work is the result of team work.  It is LEARN’s goal that the work culture of our organization reflects to our internal and external customers a willingness to help others, a sense of involvement, respect for all, a positive attitude, and a pride in our accomplishments. 

Current Range of LEARN’s Services. LEARN serves as the fiduciary for the local System of Care and employees the Care Coordinators and Family Liaison within the System of Care.  Since its beginning in the early 90s, the System of Care has grown to include more than 30 agencies and programs and families providing mental health services to children and their families.  In the past year the System of Care served 67 children.  The System of Care with LEARN as the fiduciary has completed two pilot projects with two families to develop wrap around services for their children who otherwise would be in residential treatment facilities.  Both children remain in their communities.  In August 2000 the United Way of SE CT recognized the work of the System of Care by awarding a Venture Grant to provide outreach and mentoring to children with emotional disorders.

A program with philosophy similar to KidCare is Connecticut’s Birth to Three program.  Birth to Three is also a family centered program that looks at the total family needs as well as the disabilities of the infant or toddler.  LEARN provides Birth to Three services to 180 families of eligible infants and toddlers with disabilities and has provided this service for 20 years.  There are efforts throughout the state to emphasize the mental health development of very young children.  The Connecticut Health Foundation awarded a grant to the System of Care (LEARN as the fiduciary) to provide care coordination to 18 children birth to five years.  

LEARN is involved in several cultural diversity efforts.  The Regional Multicultural Magnet School in New London includes students from 11 towns selected so that the school reflects diversity and promotes responsive learning in understanding others.  The school is coordinated by LEARN.  Through the State Department of Education inter-district grants have brought together 4,634 students from diverse backgrounds to participate in more than 17 activities.   The Inter-district Grants are targeted to increase academic achievement and promote cultural diversity.   A recent federal grant is enabling LEARN to establish four community technology centers at schools and libraries in the region. 

SECTION D: Evaluation Plan
The Program and Service System Evaluation Team from The Consultation Center of Yale University School of Medicine, led by Joy S. Kaufman, Ph.D., has agreed to conduct the evaluation of this system of care initiative.  Dr. Kaufman and her colleagues have been involved in evaluations of children’s mental health systems of care for more than a decade and served as the evaluators for Rhode Island’s Phase I (Project REACH) and Phase II (Project Hope) and Bridgeport, CT’s Phase IV grant (PARK Project) all which are part of CMHS’s Comprehensive Children’s Mental Health Services for Children and Their Families Program. 

Dr. Kaufman and her colleagues are currently conducting the evaluation for the Early Health and Learning Initiative, a multi-site initiative within Connecticut to develop an integrated system of care that is culturally competent, strengths-based and involves parents as partners to works towards integrating health (oral/physical/MH) into early care systems.  LEARN represents one of the communities that has received an Early Health and Learning Grant and Dr. Kaufman and her colleagues have already established the collaborations and achieved the buy-in that will be needed to implement the evaluation of this proposed CMHS system of care.  

Building Capacity for Evaluation
The approach that we will employ in this evaluation is similar to the one we use in all of our work.  We have found that a collaborative relationship between the project team and the evaluation team has facilitated an enhanced understanding and utilization of evaluation data to inform program and policy decisions.  The first step in this process is building the capacity for evaluation within the emerging system of care.

In our work we have found that the initial step in building capacity for evaluation is to build relationships with key stakeholders from across the system of care.  Key stakeholders include the project staff, providers from local agencies, parents/caregivers, youth, parent advocacy groups, local policy makers, state-level policy makers, educators, and concerned citizens.  To facilitate this process we will hold meetings with stakeholders.  The content of these meetings will be to assess the current capacity for evaluation and the goals for evaluation at the local level.  The goals of these meetings will include gathering this information and gaining buy-in for the evaluation process.  This process will be made somewhat easier in that the evaluation team is currently evaluating the Early Health and Learning Initiative and has been successful in building collaborative relationships with the provider community.

In addition, we will convene an Evaluation Committee that will include program staff, school staff, community providers, policy makers, parents/caregivers and youth.  The goal of this committee will be to review: the evaluation mechanisms that are currently in place; the information stakeholders would like included in the evaluation; the requirements from the national evaluation team; and, the requirements from the KidCare evaluation.  As we did with the PARK Project, we will review all of the information and with guidance from the Evaluation Committee, will work to weave together the requirements of the national and KidCare evaluations with those identified by the Building Blocks Evaluation Committee.   The evaluation team will also rely on the expertise of the Evaluation Committee to develop procedures that are inclusive of all members of the target population.  The end product will be one that represents the needs of the local community and those of the national and state communities in demonstrating the effectiveness of this program.  After completing the development of the evaluation instruments and processes, the evaluation team will hold community-wide forums for all interested parties to share the evaluation materials that were developed within the Evaluation Committee and to obtain feedback from the larger community to insure that the instruments developed address their questions.  The ultimate goal will be to establish forms that will be used system-wide to enable the institutionalization of the evaluation after the grant period ends.  

The evaluation team will also work closely with the project staff and the staff of the schools and local service providers to assess and enhance their MIS capacity.  This will include working with them to: modify their current data collection procedures to insure inclusion of the newly required data elements; modify their current MIS system to include the newly required data elements; and/or the development of ACCESS databases to serve as the MIS system for agencies that do not have a system in place.  In addition, the team will provide extensive training and technical assistance for agency staff to enable successful implementation of the changes.

All evaluation materials will be translated into Spanish, as this is the primary language spoken in the region after English.  In addition, translators will be available to work with families who speak other languages to insure full participation of the target community in the evaluation. 

Family/Caregiver Participation in the Evaluation Process
 In our view, the participation of parents and caregivers in the process of designing, implementing and understanding the data produced by a system of care evaluation is essential for the evaluation to produce valid results.  Families will be involved throughout the evaluation process.  Their input will be solicited from the beginning with regard to the data elements that they feel are important to include in the evaluation but also the process of the evaluation. In addition, we intend to employ family members as part of the evaluation team. In our work in Rhode Island and Bridgeport we found that some of the most effective data coordinators and evaluation interviewers were family members of youth involved in the system of care.  We plan to continue our commitment to the inclusion of and providing compensation for families involved in the evaluation.  

Logic Model Development
During the planning year, the evaluation team will work with key stakeholders from across the system of care to articulate the program theory and to document it in a logic model.  In our work with systems of care we have found that this process helps to clarify the goals of the initiative and facilitates the planning process.  In addition, we have found that it is vital to also develop logic models for the programs that comprise the service delivery system.  Ideally the individual programs will each map onto some of the objectives of the larger system of care and will be able to provide the outcomes articulated in the logic model for the entire system.  Finally, the development of the logic models will help to guide the evaluation plan after implementation including any program level evaluations that will occur.

Service System Evaluation
One of the desired outcomes for the system of care is to have a uniform service planning form that will document the strengths and needs for youth and families and the goals for their involvement in the system of care.  In our work in Rhode Island and Bridgeport we found the inclusion of the desired array of services, any barriers to obtaining these services, and the actual services received allowed us to feed back to the system the strengths of the system, service gaps and barriers.  The project teams in Rhode Island and Bridgeport have used this data to inform program and policy decisions such as the inclusion of monies for care coordination and increasing resources for transportation.  In addition, in Rhode Island the evaluation team was able to document that in the early years of system of care the percentage of services recommended that were received were 42 percent and that this increased to 84 percent in the final years of the project.  This outcome clearly showed the maturation of the system of care.

In the evaluation of the building Blocks system of care, as we did in Bridgeport and Rhode Island, we plan to collect this system level data via the service planning forms.  In addition, we plan to hold focus groups for all stakeholders every 18-months.  These focus groups will assess needs, barriers to service, service gaps, and assets of the community. A written report presenting underlying themes and data analysis will be prepared and presented to the key stakeholders from the system of care to assist with service system development and improvements.
Local Evaluation
The question for the local evaluation is whether the initiative improves outcomes for children and families receiving services within the system of care.  The KidCare evaluation provides for a natural comparison group for the Building Blocks System of Care initiative.  KidCare requires the completion of the Uniform Client Record, which includes two outcome measures, the Behavioral and Emotional Rating Scale (BERS) and the Ohio Youth Problem, Functioning and Satisfaction Scales (Ohio Scales).  These scales are administered at entry into the system of care and then yearly.  The local evaluation team has access to the KidCare data and the clinicians of all youth receiving KidCare services will complete these measures.  Since most, if not all of the youth involved in this system of care initiative will receive some KidCare funded services (and thus will have these measures completed), our plan is to look at the differences between youth involved in this intensified early care initiative with those young children (0-8 years of age) in other Connecticut communities not participating in this level of integration of services.   In addition, we will be able to access other data from the KidCare initiative such as out-of-home placements and look at the differential impact of the youth involved in the Building Blocks system of care.  

Outcome Evaluation
The evaluation team will work with the national evaluators to insure that the outcome evaluation for the Building Blocks system of care is consistent with the expectations of the national team.  As noted earlier, the evaluation team has been involved in Phases I, II and IV of the national evaluation for this CMHS initiative.  This prior experience has greatly informed our approach to our work.  

Below we provide detail, based on our experience with three other CMHS grant communities, regarding how we will implement the outcome evaluation of the Building Blocks system of care.  All of our evaluations are based on ensuring that the families who participate in any aspect of the evaluation are treated with complete respect and that the evaluations are informed by the local context within which they occur.

 We believe that evaluation needs to be imbedded in the system of care from the beginning and have found in our work that evaluation structures often help guide families through the system of care.  Our goal, in collaboration with our local Evaluation Committee which will be comprised of family members, system of care staff, and staff from local agencies, is to have the evaluation so deeply embedded in the system of care that one will continually inform the other. We also want to ensure inclusion of all families regardless of language and plan to translate all evaluation forms into Spanish and other languages as needed and always insist that all forms are read to participants so as to reduce the barrier of literacy.  

Evaluation interviewers employed by the Yale Consultation Center will complete the outcome interviews.  We plan to have a pool of 6-8 interviewers at any point in time during the project, more than half of whom will be family members of youth involved in the system of care.   The evaluation team will train and provide ongoing supervision to the interviewers.  The interviews will be structured to enable any family member, regardless of their literacy level, to participate.  All questions and forms will be read to the participants and interview cards will be used to help the family members through the process.  Upon completion of the interview, the family will receive a gift card to compensate them for their time and a self-addressed, stamped postcard coded by the interviewers initials, but containing no identifying information about the family, which will ask specific questions about the family’s experience during the interview and with the interviewer.  This will allow the evaluation team to have an additional layer of quality control and be assured that the interviewers were treating the families with respect.  For continuity, every effort was made to have the same interviewer assigned to a family for each interview.  

The evaluation team at the Yale Consultation Center will also manage the tracking system for the outcome evaluation.  Interviews will be assigned on a weekly basis and Evaluation Interviewers will be instructed in methods to track families who were no longer in services and thus harder to find, and any decision to “drop” a family from the outcome evaluation will made by the evaluation team at the Yale Consultation Center.  This careful management of the outcome evaluation produced an 84 percent retention rate at 24-month follow-up in our Phase I evaluation in Rhode Island. The careful planning of the evaluation was essential to its success in helping families feel comfortable with what has the potential to feel like an invasive and difficult process.   Since we are confident with the procedures we have used in our three previous CMHS system of care evaluations with regard to the full and respectful inclusion of families, we plan to continue to employ them in this evaluation.

Data Management
During years 2-6 of the project there will be a full-time Evaluation Assistant for this project who will be housed at LEARN along with the rest of the project team.  This is a position for which we will make every effort to fill with a bilingual family member.  This person will be responsible for sitting in on all service planning meetings to enable collection of demographic and descriptive information for each family and to complete the service planning form for the team.  In addition, this data coordinator will have responsibility for: conducting the Consent Interviews for each of the families enrolled in the project; coordination of the evaluation interviewers; assigning families to interview; checking for complete and accurate data; and, tracking families involved in the outcome evaluation. 

All data, demographic and descriptive, service tracking, and outcome interviews will be stored in the office of the Evaluation Assistant in locked file cabinets.  All data will be coded with a unique identifier that will be assigned upon entry into the evaluation and files will be stored by identifier and not participant name.  A separate master list of names, addresses, and telephone numbers, along with the designated code numbers will be maintained in a locked file, and only authorized evaluation staff will have access to this list.  All data entry and analyses will be completed with code numbers as well. 

Our experience in with our other system of care communities has indicated that maintaining a tracking database is essential in retaining families in the outcome evaluation. The Evaluation Assistant will have the responsibility to maintain the tracking database.  Each week the Evaluation Assistant will query the tracking system to determine which interviews due and assign them to members of the pool of Evaluation Interviewers based on the linguistic needs of the family. The Evaluation Interviewers will then have a two-week time frame in which to complete the interview.  If the family is not available at the phone number or address given, the Evaluation Assistant will have contact information provided by the family to help in locating them.  

Another key role for the evaluation is that of Data Manager.  The Data Manager for the project will have oversight of the data entry.  In addition, s/he will take responsibility for cleaning the data, analyzing it and supervising the transmission of the data via the ICN the national evaluation team.  Reports will be generated on a monthly, quarterly and semi-annual basis.  The data manager will have responsibility for analyzing the data and providing the output to the Evaluation Coordinator who, in collaboration with the Principal Investigator of the evaluation will generate reports for the system of care.

Collaboration with the National Evaluation Team
Since we have been involved in Phase I, II and IV of the CMHS evaluation, we have already established good working relationships with the national evaluation team at ORC MACRO.  We understand the importance of adhering closely to the requirements of the national evaluation and also rely on the national team to help us to modify the national requirements if they do not meet the local needs.  We are confident that this positive working relationship will continue.

Feeding Data Back into the System of Care
The evaluation team from The Consultation Center will work with the project leadership, community-based organizations, program participants and policy makers to develop data feedback mechanisms that meet the needs of stakeholders from across the service delivery system.  We envision that data feedback will come in the form of newsletters, presentations at meetings and community forums, reports developed for specific purposes (e.g., data report cards for individual agencies); and formal reports.  As with all aspects of the evaluation process, these data feedback tools will be continually assessed regarding their utility and revised to meet the needs of the stakeholders in the system of care. The data feedback mechanisms are intended to allow for a continual feedback process to the leadership.  The local evaluators will work on an ongoing basis with the project leadership to understand the data and to assist the project leadership in utilizing the data for continued program development.  It should be noted that the feedback mechanisms can and will be modified as the needs of the service system and project leadership evolve.  In addition, the evaluation team has every intent of providing data back to the consumers served by the project and the community at large.  The nature and format of this data feedback will be determined in collaboration with the project leadership.
Evaluation Resources
The Evaluation Assistant will be housed with the Project Team at LEARN.  Other members of the evaluation team will be housed at The Consultation Center at Yale University School of Medicine which is about a 40 minute drive from LEARN.  The evaluation team has full access to computers (lap and desk tops) and the computer facilities at Yale University.  The team utilizes ACCESS for data entry and tracking and runs analyses in SPSS 12 for Windows.

Institutional Review Board
The Human Investigations Committee (HIC) at the Yale University School of Medicine will provide oversight of this evaluation process with regard to the protection of evaluation participants.

Evaluation Team
The evaluation team for this initiative will be led by Joy S. Kaufman, Ph.D.  Dr. Kaufman will be joined by an Evaluation Coordinator, Data Manager, Evaluation Assistants and a pool of evaluation interviewers.  Job descriptions for all listed positions and biographical sketches for named personnel can be found in Section G.
Senior Evaluator Joy S. Kaufman, Ph.D. (.20FTE) has been involved in system of care evaluations for more than 10 years.  She had a leadership role in the evaluation Rhode Island’s Phase I grant and is the Principal Investigator of the RI Phase II grant. In addition, Dr. Kaufman is the Principal Investigator of the evaluation of the Bridgeport Safe Start Initiative.  Dr. Kaufman is an Assistant Professor of Psychology at Yale University School of Medicine and the Director of Program and Service System Evaluation at The Consultation Center. 
Evaluation Coordinator Stacey Friedman, Ph.D. (.50FTE).  Dr. Friedman currently serves as the Evaluation Consultant for the Early Health and Learning Initiative in Connecticut of which LEARN is one of the grantees.  She has established relationships with key stakeholders in the communities to be served by this grant.  In the planning year Dr. Friedman will work to enhance the capacity for evaluation at the local level through the facilitation of stakeholder meetings and working closely with project and local provider staff to develop the logic models.  In addition, she will take a leadership in the development of the data collection tools and procedures. Dr. Friedman’s percent effort during the planning year will be .50 FTE, which will increase to .75 FTE during implementation. 

Data Manager Scott Reynolds (.20FTE) During the planning year, the Data Manager will work with local providers to enhance their MIS capacity to meet the data needs of this project, including the creation of ACCESS databases for agencies without a MIS.  In addition, s/he will supervise data entry and cleaning and will run all of the analyses for the project.  

Evaluation Assistant II (1.0FTE).  The Evaluation Assistant will be responsible for attending all of the service planning meetings to enable collection of demographic and descriptive information for each family and to complete the service planning form for the team.  In addition, this data coordinator will have responsibility for: conducting the Consent Interviews for each of the families enrolled in the project; coordination of the evaluation interviewers; assigning families to interview; checking for complete and accurate data; and, tracking families involved in the outcome evaluation.  This person will begin work in Year 2 when families begin to enroll in the system of care

Research Assistant I (.40FTE). During the planning year, the research assistant will staff all meetings with stakeholders including focus groups to insure that accurate documentation of the process and outcomes of those meetings is gathered.  In addition, s/he will conduct literature searches and assist Dr’s. Kaufman and Friedman in the implementation of the evaluation. In years 2-6 the research assistant will also enter data.

Evaluation Interviewers.  The evaluation team will recruit a pool of interviewers that match the demographic and linguistic characteristics of the southeastern Connecticut communities.  Our plan is to recruit family members for these positions.  The evaluation interviewers will meet with families in their homes to administer the outcome evaluation protocol set out by the national evaluation team.  The FTE of this pool will vary from .50FTE to 1.0FTE over the course of the project.

Health Insurance Portability and Privacy Act (HIPPA)Compliance 

All aspects of the evaluation and service delivery of the Building Blocks project will comply with HIPPA requirements. Effective April 20, 2005, DCF amended its contract language to add the new security requirements for information transmission between business associates to the already existing protections of private health information. All subcontractors for the Building Blocks project will be required to sign contracts containing these standards and are considered business associates of DCF for the purposes of this project.
Implementation of services (wraparound)


Available as needed: Respite/Parent Skill Building and Coaching /Clinical Treatment/Family Support/Social Skills Groups, utilization of Incredible Years etc.





Individualized service planning





Enrollment in project


























Diagnosis if not already established





Not elligible





Observation at home, childcare, or school





Initial home visit with Coordinator/Family Support Specialist





Follow up contact to let family know they are not eligible.  Referrals, resources, and evaluation reviewed with the family in order to connect with appropriate system to assist the family.  Connect also to Ages & Stages Social/emotional Assessment Program.





Intake phone call:


SEMHSOC 860-434-4890x317





Provider on behalf of family



































































































































Family








�  Although operationalized in various ways, the CMHS definition of SED requires that a child have”a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria” specified in the DSM; and that “resulted in functional impairment…”  (as reported in Friedman et al 1996).
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