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WORKING GROUP OVERVIEW

Overall Charter from Advisory Committee:

This Group was asked to make recommendations related to how families initially interact with systems and gain access to the services they need.  Discussions revolved around application, intake and assessment processes (including forms), information and referral mechanisms, how procurement and administration of services impact access, and service availability.
This Group included 18 individuals representing various constituencies such as service providers, parents, and former consumers.  However, the Group lacked representation from key stakeholders from the education (i.e. teachers), court (i.e. judges) and health (i.e. doctors/nurses) system as well as front line staff within state agencies (i.e. workers and supervisors).  The Group had four meetings, including a presentation from Accenture on the NYC HHS-Connect Program and the Delaware case study.  

PROBLEM STATEMENT AND ROOT CAUSES

The Commonwealth of Massachusetts’ Executive Office of Health and Human Services secretariat provides a diverse array of services for children, youth and families to address their needs.  Although the state allocates millions of dollars annually for case management, administration and supportive services; families, service providers and other individuals frequently describe a system that is fragmented, complex, and uncoordinated.  The system lacks the level of appropriate services (including supportive services), accountability and responsiveness that families require and deserve.  Many, but not all, of the access issues are captured within these themes:

Wrong Door—The public, including youth, families, service providers, ‘first responders’ (like teachers, police, and health care personnel) and state case managers, have significant difficulty finding the right door to access the most effective services for their needs.  This can be described as the “wrong door” phenomenon.   The “wrong door” phenomenon includes not knowing where to go and who to contact for information and assistance, and thus people get stuck or are bounced around.  The “wrong door” also refers to families entering the system through one agency, usually involuntarily, limiting their access to more supportive services due to the label placed on that family.

The lack of cultural and linguistic competency found in the system makes it difficult for some families to access the help they need.  Some find that the system is not responsive to a population with special needs.  Others, particularly in suburban and rural areas, have challenges in accessing services because of lack of transportation and technology.  

Simplistically, there is a desire for one door for all access; however, a more reasoned approach would permit multiple doors with an easily navigated entry to the right services at the right time, and an easily navigated ‘bridge’ to specialized expertise as needed.  Efforts should be made to streamline all doors so that Regardless of which of the multiple doors you enter, you are assured of being directed to appropriate services.  

I. Access (need) vs. Eligibility—A common concern is the structure of access (need) and eligibility.   Families who want access to information about supportive services are often required to become eligible.  Eligibility processes can often be a lengthy and cumbersome, and at times stringent eligibility requirements limit access to timely and helpful services that families need.  Eligibility barriers are often tied to funding.  Families in need are often prevented from accessing the services and support they need because of eligibility based on a funding stream.  Thus eligibility is the determinant rather than the need of the family.  Eligibility should not be a screen for access nor should the cost of service prohibit information sharing.  

Families are less likely to drive the system of care and actively participate in case planning in such a limited system.  

In addition, assessments are often constricted to what the agency has to offer rather than the comprehensive needs of the family. The system is failing to view individuals and families in a holistic manner.  Eligibility is related to access, but access to information should be based on a family’s needs within a system that is consumer centric, community focused and promotes public empowerment and accountability. 

II. State funded and community based—It is clear that community based services needed by families are not, and should not be, restricted to those that are only state funded.  While it is essential that all relevant state funded services provide information that is accessible to individuals and families, considerable effort should be made to build a system that is inclusive of community services.  In many communities the local food pantry, youth centers, civic groups, senior centers, faith communities, schools and other non-state funded programs and services provide considerable benefit to families.  Any database of resources developed in response to providing greater access must include comprehensive and updated information.

III. Fragmented and Uncoordinated—Individuals and families not only have difficulty finding the right entry, but once they are in the system, there is no clear path to the other right doors they may need.  Individuals and families often have multiple service needs that are not sufficiently addressed in a system of care that is divided into ‘silos’.   These needs are often defined contextually based on their first entry point in the system.   As an example, a family that has a child with a mental health need may access state services through one agency but the parent may have other issues that they need help with such as housing and domestic violence.  While the child is getting service through the agency, the adult parent is not receiving critical assistance they need in order to fully support their child.

Once defined as a ‘client’ of any particular state agency, it is challenging for the individual, family and their case worker to navigate service delivery within the vast health and human services secretariat.   Service planning and services are not often aligned and often do not include the voices of the individuals and families in a meaningful manner.  In addition, when entered through the “wrong door’”, often there is limited responsibility assigned to a staff person to help the family navigate to the right door and provide seamless care coordination.   It is far too difficult for most case workers in the system to coordinate the majority of their client’s needs in a holistic and seamless manner outside of their jurisdiction.   

IV. Failing up—Families often must continually tell their story and are often shuffled to the door that costs less or land in a place by default but not by design.  Access and the related assessment of services should not be solely determined by the cost of services.  Families are often forced to start with less intense (and less costly) services than their child needs, and must continuously fail with those services to prove that they need more.  Only by “failing up” do they get the right services.  Part of the problem is that service providers, as well as parents, are sometimes not cognizant of services that are available and if so, the path to intake.  The anguish of failure, lost time, and increasing frustration has an undeterminable negative effect on the child and parent.  

V. Prevention—Another daunting challenge is access to voluntary community services that may be helpful to a family but that remain relatively unknown and are often disconnected from their service planning.  Concurrently, those families that are seeking preventive services to mitigate or avoid negative outcomes find a state system without a universally defined mandate for preventative services.  While prevention may mean one thing for a family with a child with a developmental disability and another thing for a family with a child involved in delinquent behavior, the concept of prevention must be defined by each sector.  One area that requires further development is to increase the size, scope, and the range of family resource and access centers throughout the state, and to ensure that they are welcoming, family friendly, and responsive to the holistic needs of children, youth and families.

VI. Cultural and linguistic competency—Despite the diversity that exists within the Commonwealth, services are often not culturally and linguistically appropriate which creates difficulties in accessing services for many families.  As a result of this, people of color are not receiving the same breadth and quality of services as other populations, creating disproportionality of services within systems, as well as disparate outcomes.  Families face barriers such as application forms and on line systems not being linguistically appropriate and interactions with staff are culturally insensitive.   

It is imperative that the range of service providers become more diverse and their efforts to centralize (reduce) the number of providers at the cost of communities of color be avoided.  Special attention should closely monitor systems that “medicalize” children and families of color in order to access supportive services.   Furthermore, hiring practices of staff should reflect the diversity of the community including individuals whom have had previous experience with the system and LGBTQ groups.

GUIDING PRINCIPLES

· Systems of care have the responsibility of caring for all of its citizens.

· Prioritize primary and secondary prevention over crisis intervention.

· Focus on pro-active delivery of strength-based supportive services. Access should not require families to “fail up” to services

· Any door to access services must include unbiased information and referral; and must engage families with a guide to help navigate the service system (when possible, a family partner with lived experience).

· Child, youth and family voice is central in all aspects of service design, planning and evaluation.

· Evidence of success must be measured longitudinally from perspective of child, youth and family.

DESIRED OUTCOMES AND INDICATORS FOR SUCCESS

1. Whatever model is designed, it should promote positive outcomes and physical and mental well-being for children/youth/families.   People can access supportive services that are strength base, help promote healthy families and positive parenting so that they reach their full potential. They have a good experience interacting with the system and they are happy with services received.

2. The network of state agencies and providers should align with this philosophy.  Staff work in partnership with the family in problem solving and they are equipped to build quality relationships with them to ensure maximum effectiveness. 

3. System should be easy for people to get help.  People are getting information and the help they need in a timely manner (timely access to services and service delivery).  People also have more options for accessing services at times and places that are most convenient for them (i.e. office hours after 5pm, on weekends, offices in their communities).   Access to services that are welcoming, inclusive, culturally and linguistically appropriate, non-judgmental, and un-biased.  If they need more specific help, someone is there to assist them and provide a “warm hand off” to the appropriate agency.  There is seamless care coordination between agencies. 
4. Reduced number of times child/youth/family has to repeat their story/info to the various HHS agencies.  There is a common identifier for the child/youth/family so that a staff person knows if the person has had experience with other agencies.  Individuals have control over what is shared across agencies and how; there is an opt-in to the system with an informed consent process. 

5. Simplified forms and application processes that are more user-friendly and culturally and linguistically appropriate.  Suggestions to simplify “paper work” include having a form where data self-populates with info that’s already in the system and having a tool where people can get immediate help with filling out the application (i.e. online help button).

6. There is better data sharing (with safe guards) between agencies. The child/youth/family has input in what information gets shared (with opt-in/opt-out and informed consent).

7. Greater investment in services for children/youth/families at earlier stages (before crisis happens).

8. There will not be disproportionate outcomes and disparities among identity groups (over/under representation) that access services.

9. Children and parents are involved in decision making. There is more transparency in the decision making process.  Families have a greater understanding of how eligibility and service decisions are made and what the appeal rights and processes are.
10. Families are not isolated and are connected to the community which has helpful services and supports.  Families have access to a support network within their community once they get out of the system. 
RECOMMENDATIONS

Recommendation for a Definition of Access 

Access isn’t just about getting into the door; it’s getting the appropriate help once you get in the door.  This door can be an office, the Internet or the phone.  Appropriate help is help that is linguistically and culturally competent, inclusive, non-discriminatory/biased, and non-judgmental. 

Access also means need-based access to helpful and supportive services without being a “client”/”case”.  Access is based on need not eligibility.  Eligibility should not be a screen for access to state and community resources (public/private). Any family can access helpful information and resources as well as more specific services that may have eligibility requirements.  Families should be able to access services across developmental stages (birth to young adult).  Access is an improved approach to understanding all the needs of the child/youth/family where screening, assessment and assistance are holistic.  Screening and assessment is done for multiple factors, not just a singular focus.  

Recommendation for a Definition of Prevention

Define prevention as the promotion of positive outcomes and physical and mental well-being, with supportive services that are strength based, promote healthy families and positive parenting, in order to help the child/youth/family reach their full potential.  The child/youth/family gets help as early as possible before crisis and negative outcomes happen and/or intensive treatment is needed.  Prevention is maximizing effectiveness and efficiency with HHS and non-HHS services (i.e. community based services) and minimizes the intrusiveness of those services.  The right kind of service is given and allows for family voice and choice.  

Effective prevention means strengthening the community so it can better support children, youth, and families.  It requires building partnerships to strengthen communities so that it can provide more and better services and supports.  For example, an HHS agency should build better partnerships with the schools so that children and youth have a coordinated and holistic system of care.   Services need to be delivered in the context of the individual, family, community need.  

Adopt the Concept of No Wrong Door and Integrated Systems

· There should be multiple points of entry in person, online, on the phone, and within the community.   No matter where they enter, they can access comprehensive services and helpful information, including a ‘bridge’/ referrals to more specialized expertise and assistance if necessary. 

· Create an online and phone point of entry that includes a comprehensive database of up to date information about local, state, federal and community resources.  This point of entry has visual and audio capabilities for those with hearing/visual impairments.  There should be computer portals available in the community so that people can access this online point of entry. 

· Systems are integrated.  Each system is culturally and linguistically competent and has familiarity with resources from other systems so that they can provide more holistic help and support to the child/youth/family.   

· Services that meet the child/youth/family where they’re at.  There is greater convenience of accessing services on line, over the phone and/or in person because of longer office hours and multiple locations.

Key Services and Elements to Facilitate More Effective Access

· Establish parent-peer mentoring programs to help people navigate the multiple systems.  The use of a Parent Advocate/Navigator (an individual with personal experience in the system) is a beneficial way to help the family navigate the system as well as increase transparency.  Assuming that a central access point can be created, the family is walked through increasing levels of services.  First, non-HHS services are explored, including familial and community supports.  If HHS services are needed, the Parent Advocate/Navigator would be able to direct the family to the most appropriate system.  The use of a Parent Advocate would also help to change the public image of HHS services (since many families are reluctant to engage in services, their relationship with HHS can at times be adversarial).  By having someone develop a positive mentoring relationship with the family from the onset, it is more likely that there would be greater buy-in and could minimize the length of services or intensity of services needed.

· Do outreach and promotion of services in normative settings (e.g. schools and doctor’s offices).  Help these “first responders” (e.g. teachers, primary care doctors, etc…) to be more aware of available resources within HHS agencies and their local community so they can better connect people to appropriate services.  Training must be provided to these “first responders” and staff in other systems so they have familiarity with the range of resource options.  

· Assign responsibility/”ownership” to a staff person at the first encounter so that people don’t get dropped, bounced or fall through the cracks.  Have a staff person at the original agency be responsible for helping the child/youth/family navigate services so they can access the most comprehensive and integrated services.  If staff person can’t provide direct assistance, he/she can refer the family to someone that can (they can do a “warm hand off” to the appropriate agency).  

· Invest in more services that are supportive of families, such as transportation and child care. 

· Do a gap analysis and track why people can’t get access.  Provide opportunity for people to give feedback in person, online and over the phone on the barriers to access. 

· Track outcomes of services in terms of impact on well-being of the child/youth/family as well as the intensity of subsequent services to evaluate the cost of a child “failing up” compared to preventive services.

· Have greater availability of an appropriate level of flexible, non-contracted funding resources for families to receive comprehensive wrap around services and supports.

· Components of the Family Access Center and the Early Intervention program provide best practices for access.  Positive components include “one stop shopping” for multiple services, friendly staff, universal access of services, and interdisciplinary team approach to screening and assessment.

· Hire staff at all levels that are reflective of the community (by race, ethnicity, sexual/gender identity, language, previous experience in the system, etc…). 

· Track families who are denied or waitlisted for services to measure when and how they re-appear in the system.  Racial and ethnic data should also be captured. 

· Continually assess the families that are involuntarily involved in the state system for appropriateness of access to supportive services. 

Incorporate Evaluation and Monitoring of the System(s)

· Incorporate customer satisfaction in designing and evaluating access to services and service delivery.  Measure customer satisfaction from primary recipients and providers of services (child/youth/family, staff, courts, etc.).  Engage parents, youth, and staff to design and deliver surveys or other evaluation instruments.

· Involve child/youth/family in design and monitoring of system. Systemically involving parents and children (when age appropriate) in the decision making process – including feedback on what is being done behind the scenes.  Parents have to be seen as partners.  Children/youth must also be involved in most decision making conversations to provide their perspective on what’s in their best interest, and to also get the follow up on decisions the agency did on their behalf.

· Evaluate system(s) performance so that there can be continuous quality improvement.  Performance data should be analyzed and shared across agencies so that services can be improved.  Have someone responsible for this task to ensure accountability of improved services for children/youth/families.   Include customer satisfaction data in continuous quality improvement systems.

· Evaluation should include observable indicators that demonstrate inclusion of family choice and voice in the design, delivery and evaluation of services and infrastructure. 

· Staff must be trained on how to work in/with the new improved system(s).  There should be cross-training of agencies and providers within the community.   Training should be designed and delivered by people with lived experience (those whom have direct experience with the system).  
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1) Working Group Overview

	Overall Charter 

	This Group would be asked to make recommendations about improving access and continuity of care mental health issues.



	Problem Statement 

	Summary 

	Many members feel that the state is making progress in providing continuity and integration for families of children with BH needs, with Wraparound and a broad array of services in CBHI, including Family Partners, and with the plans for the joint DCF/DMH residential treatment reprocurement, including Family Partners. But there was agreement that we still have far to go: that there is still too much confusion about options and access, too much dependence on finding the right door. Youth and Families still get bounced from one door to another, and still end up feeling that they are not listened to. Service coordination with public school is a haphazard phenomenon. Substance abuse assessment and treatment often are split off from mental health assessment and treatment. At the state level we still do not use information about how youth and families cross our agency boundaries, and we still design, implement and evaluate services within agency silos. 



	Root Causes 

	A changing model of care that is family centered, youth guided, culturally informed and truly integrated is within our view but we need more investment in workforce development and training, programming and reimbursement that supports integration and continuity at the youth and family level, and at the level of system level processes and infrastructure.



	Working Group Charge

	Services 

	Services are effective, collaborative, accessible and coordinated.  Care is available over time, appropriate and timely.



	Systems 

	Our goal is to “enhance the integration of children’s behavioral health services among all systems that children touch, ensuring longitudinal care, continuity of care and appropriate care at the appropriate time.”

Systems promote the availability of appropriate and longitudinal services while also monitoring effectiveness and family endorsement.


	Key Indicators of Success 

	Families report that behavioral health services are accessible, effective, comprehensive and respectful.  

Families report that agencies and professionals are partners in recovery over time.

Families and youth report better understanding of available services and supports, and feeling assisted in knowing what they need and how to get it.

Families report they feel listened to by providers.

The state has a way to track youth across agencies and to evaluate the impact and cost of services for youth and families across agencies.

No youth or family falls through the cracks due to diffusion of responsibility.


	Guiding Principles 

	Family is the expert on their child; youth is expert on self

Peer supports (Family Partners and Youth Peer Supports) have a profound impact on youth / families ability to be empowered and use the system effectively. 

Build on what is working now.

Helpers need to demonstrate sense of "ownership" in that helper will stay engaged as long as needed for the family to be in the right place. The group did not reach consensus on whether the state should designate a single "behavioral health home" for each family (e.g. patient-centered medical home, BH provider or state agency) or whether the "home" should be a network of community based resources sharing a strong commitment to stick with families that come to the door.

Prevention is integral to helping youth and families succeed, as are supports for families of young children who have not yet been diagnosed and inducted into the formal BH system.

Providers / helpers make integration happen for families at the community level when they are given support to do so. Support includes investment in collaboration across agencies, in collaboration at the local level across all kinds of supports (not just the state agencies), and in training staff in a family-centered collaborative model of care.

Mental health and substance abuse services need to live in the same world.

CBHI shows lots of promise -- we should work to make this kind of support available across payers including state agencies and commercial healthcare plans. Public and private insurance systems should provide funding for similar behavioral health services, depending on clinical need.

Working group was not sure that reorganizing departments would move us toward our goals; but also not sure the idea should be rejected. Most members were wary of "moving the boxes around" as a solution, but open to new evidence. Any reorganization should be based on careful research of outcomes in other states and a clear consensus plan on methods, expected outcomes, and a way of evaluating outcomes. With or without complete consolidation of agencies, having consistent regional boundaries across agencies would help.

Maintain awareness of payment reform and PCMH initiatives that have the potential to improve care, or to set back the progress we have made. Since adults cost the medical system more than kids, we are concerned that new healthcare initiatives will organize around adult models that are not appropriate for children and families.

NOTE: in making recommendations, below, our working group emphasized just six major recommendations, all of which we consider to be HIGH priority. None can be safely neglected. Within these essential six areas, EHS may assign higher or lower levels of priority to specific options. Some options are already partly in place, while others require attention to principles rather than large investments of resources.




2) Recommendations for Improvement

	#
	Recommendation

Description 
	System or Services
	Breakout Group
	Anticipated Benefits / Outcomes
	Key Implementation 

Challenges / Risks
	Prior-ity (H/M/L)

	
	
	
	
	
	
	

	1
	Peer supports for parents (Family Partners) and for youth (Youth Peer Supports). 

Peer Supports should be available to youth and families as long as needed.
	FPs exist in MassHealth (CBHI) and DMH / DCF will build on this platform. 

Youth Peer Support is supported by DMH but needs to be system wide.

Key is to allow supports to follow family across agencies / payers.
	
	Powerful impact for youth / families to be better informed, more empowered, and to experience more continuity.

Very cost-effective way to produce dramatic impact.

Peer supports can also help to provide care that is more culturally informed.
	Risk of putting supports in silos instead of across agencies / sectors.

Need to support with training / certification. Stakeholders need to be trained, too, to understand the roles of these new helpers.

Peer supports need excellent training, supervision (by peer supports) and organizational support.
	High

(see NOTE, p. 3 above)

	2
	Data sharing at the youth / family level


	All agencies including non-EHS (esp schools).

Wraparound in ICC shows how this could work, but is limited to MassHealth.

Some members felt the system should build shared assessment tools and children and families (e.g. modified CANS) and should share one Master Treatment Plan with all providers and agencies.
	
	Better understanding of needs / priorities and better collaboration around implementation of care. Better continuity for care for kids, for example when returning to school from being hospitalized.
	Not to share is "default position" when agencies are uncertain.

Accenture work in NY shows data sharing takes lot of commitment and effort over time.

MA may be more averse to data sharing than other states.

Will require sustained effort and EHS leadership, along with investment in provider training.

Requires working across secretariats esp with DESE. EHS should use DESE Behavioral Health Taskforce Recommendations as roadmap for collaboration.
	High

	3
	Availability of resources to address family and youth needs of all kinds -- including basic needs -- is central to making the system of care effective.

There must be "no wrong door" for information, referral and support for families.

Education for families and communities concerning behavioral health problems and treatments is essential.
	All EHS agencies plus collaboration with provider community, schools, and other natural sources of information and support for families.

Examples include 211 lines, Family Resource Centers, Centers for Ageing and Disability, web-based resource directories, Autism Support Centers, Childcare R&Rs and other resource centers all be linked and mutually informed. 

Information should be available about all agency, CBHI and behavioral health services.

Don't limit this effort to directly state-funded centers, but include local nodes of all kinds in the information net.
	
	Low-cost way to build on infrastructure we have.

Sector-specific Resource &Referral services often do not address all the needs of a family; linking them together and cross training staff would increase ability to address all needs.
	We love our silos.

State tends to think only of state-funded services; efforts should go further to include the many channels and sources that families go to for information.

Need to go beyond EHS. Schools are especially important partners. Ask DESE to partner with EHS around DESE Behavioral Health Taskforce Recommendations recently released.
	High

	4
	System-level planning, implementation and evaluation across agencies, including rationalizing agency geographic areas
	All EHS agencies: joint visioning, planning, procurement, contract management, and evaluation of process and outcomes, including cost.
	
	Better ability to allocate resources to long-term priorities.

More efficient / effective procurement and contract management.

Ability to track child outcomes and costs across agencies longitudinally.

Capacity to evaluate service models and refine services to improve outcome and reduce costs.
	Integrated planning and implementation are useless if we do not also have integrated data across agencies, and the capacity to understand it. 

Accomplishing this may be the strongest argument for reorganization; in any case, it will require high-level leadership and investment in analytic resources.
	High

	5
	Support for workforce development. 

We are changing the model and we need everyone providing services to understand the collaborative, family driven, youth guided and culturally informed approach.
	Across EHS and broader system, including education, early ed.

Ensure that MH and SA training are not siloed. Common training elements should be used throughout including understanding impact of SA on families; also need common training on trauma-informed care. 

We also need to build diversity in all levels of the workforce to help address disparities.
	
	This is essential to make all the recommendations above happen. People working with youth and families need good training and coaching to be effective. Failing to do this wastes service money because we pay for services that are not as effective as they should be.
	Training and certification for new roles in peer support is currently emerging.

Lack of funding for training. (But newly announced CMS initiatives may offer some options and need to be vigorously investigated.)

Difficult to get out of training silos. This will require high level EHS leadership. 

Again, schools are key partners. Need for an ongoing dialog with DEEC, DESE about common goals and how to collaborate to reach them. Use ESE Behavioral Health Task Force recommendations as guidance.
	high

	6
	Vigilant attention to promises and risks of payment reform.
	EHS / MassHealth, keeping larger service vision in mind.  


	
	Reforms should build and support integrated collaborative care connecting services and systems and should reinforce and sustain progress we are already making.

Creation of patient centered pediatric medical home is promising and can aligned with other EHS efforts to build community-based services that provide a long-term "home" for individual care.
	We are concerned that payment reform may undo gains made by inappropriately applying adult healthcare models, by inappropriately shifting family support to a medical model, and by losing awareness of  family-driven, youth guided care in favor of professionally driven care.
	High
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3) Working Group Overview

	Overall Charter 

	This group was asked to make recommendations related to improving access and collaboration across the human services and education systems. 




	Problem Statement 

	Summary Statements

	1)  There is no coordinated and comprehensive plan for children, youth, and their families that incorporate education and human services because there is not yet a cohesive shared vision for owning children’s futures. 

2)  IEP’s and Human Service treatment plans are not coordinated because mandates, regulations and governance of Education and Human Services are a product of 20th century policies that were developed in isolation from one another and have not evolved to reflect the “whole child”.

3)  There is no standard process for approving and funding of residential placement in residential schools across system because there is no overarching focus on the “whole child”



	Root Causes 

	1)  Different systems/mandates/focus

     Different laws/statutory authority 

     Variability – 400 school districts vs. HHS regional offices

     Different responsibilities

     No cohesive/shared vision

     No one to own the vision for children’s future

2)  Different goals/language

     Diff mandates/regulations

     Societal reforms

     Different values

3)  Agency centric view of child and needs

     No imperative to cooperate/collaborate and reason not to cooperate/

     collaborate

     No overarching focus on “whole child”



	

	

	Action Steps

	1) Representative stakeholders develop a shared cohesive vision that requires responsive leadership to design and implement that would require a review of laws, policies, practices and precedent. Communication systems including data should be reviewed and streamlined.

2)

· Review HHS and Education regulations, policies, and mandates for contradictions, redundancies, gaps, and areas of needed clarity. 

· Crosswalk regulations, policies, and mandates from HHS against Education and update for 21st century skills, college and career success mandates included in MA Education Reform 2010. 

· Look at HHS policies – are there policies that support involvement of HHS personnel in IEP team meetings. 

· If not should policy be developed? 

· Identify and promulgate common language between HHS and Education. 

· Research various organizational structures/models of Education and HHS working together from throughout the country. 

· Explore a possible “county” model of Education & HHS reorganization – with a priority on contiguous geography.

· Examine MA DESE’s District School Assistance Center (DSAC) structure as an organizational structure for possible sharing of expertise, resources, and staff to begin the relationship building and coordination work between HHS and Education that will need to take place at the school district and school level.

· Establish HHS & Education Liaison “position” at DSAC-type center to support coordination and collaboration.

· Between HHS and school district or region.

· Between HHS and school.

· Among parent/guardian, HHS and school. 

· Parent/guardian would give permission for HHS personnel to attend IEP meeting. 

· HHS would build a culture of IEP meeting attendance as a priority. 

· Research and analyze pilots or models that support coordination of IEPs & Treatment Plans.

· While the team acknowledges the inherent value of IEPs and Treatment Plan coordination, the team also recognized they were unable to describe what the coordination would look like. Therefore, more research of where coordination such as this is taking place is warranted. 

· For each of the above, do an in-depth cost and feasibility analysis. 

3)

· Creating an incentive to look at approved process of residential placements in residential schools across systems?

· Create a single point for approval and funding stream

· Inventory of models, pilots, initiatives both at the secretary level→ community level that integrate “whole child”




	Working Group Charge

	Services 

	· How do we ensure that the education and human services systems develop a coordinated and comprehensive plan for children, youth, and their families?

· How do we coordinate IEPs and Human Services Treatment plans?

· How do we develop a standard process for approving and funding out of school residential placements across systems?



	Systems 

	· Is it possible to align the area structure and Local Educational Authorities? Find ways to share data




	Key Indicators of Success 

	


	Guiding Principles 

	

	


Interagency Coordination Working Group

	Working Group Roles
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	Timothy Callahan, Emily Sherwood

	State Support
	Ron Benham (DPH) 

Julia Meehan (DMH) 
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	Timothy Callahan, Emily Sherwood

	Scribe
	
	Recorder
	Ron Benham


4) Working Group Overview

	Overall Charter 

	This Working Group has been asked to make recommendations about systems and services coordination including: data sharing, case management, shared funding streams, opportunities to standardize language and regions across agencies, continuity of care, etc.


	Problem Statement 

	Summary 

	The Interagency Coordination Working Group recognizes the Commonwealth’s historical commitment to strengthening child and family wellness in Massachusetts.  However, families and youth who need information or help in various life domains can have a difficult time obtaining assistance.  And, when they do access a service, it may address one need, but not another, resulting in their having to go somewhere else for support.  Involvement with more than one service system can be very confusing, as each system has its own descriptions of services, service philosophy, treatment approach and staff training requirements.  Often this is the result of categorical funding and mandates, which produces a patchwork of different services, supports and benefits, including dissimilar eligibility criteria and processes. 

State agencies have specific areas of concern and responsibility. The need for agencies to meet their individual mandates can make it difficult for agency staff to take a more holistic view of the child and family. This runs counter to what the child welfare, health, juvenile justice, mental health, and public health fields have learned over the past decades: effective interventions start with a comprehensive understanding of the whole family, across life domains (health, nutrition, housing, work, schooling, safety, mental health, juvenile justice, etc.) 

The Interagency Coordination Work Group views this current request for recommendations as an opportunity to consider the next steps toward the development of a more effective system of care for children, youth and families.  While continuing to advocate preserving and expanding available resources for the needs of children, youth, parents, and other family members, the Working Group believes that the primary opportunity at this time is to maximize both family members’ access to services and the effectiveness of these services through greater integration of care planning and delivery, across services and systems. 



	Root Causes 

	1) Categorical federal and state funding and accountability structures.  The state agencies were each established to address particular needs, as expressed in federal and state statutes and regulations. Each agency is responsible for using its appropriated budget to fulfill its federal and state mandates. 

2) Insufficient resources. The level of resources available to state agencies may not be sufficient to fulfill core mandates, much less to address needs and people not covered by their mandates. Budget cuts have reduced access to services for many children, youth and families.

3) Assessment processes that vary in emphasis and scope across state agencies rather than a universal, cross-agency template for a comprehensive assessment.  A common assessment template would facilitate the development of care or service plans that are easier to integrate across systems and services. 

4) Training that focuses on how to deliver a particular intervention or activity, rather than how to facilitate collaborative and integrative practice. 

5) Lack of a statewide, comprehensive source of information, preliminary screening and referral to help children, youth and families in need. 

6) Lack of a statewide, comprehensive mechanism for child- and family-specific care coordination across agencies, Secretariats and other life domains.

7) Lack of common language and approach across agencies that is less depersonalizing and labeling and more normative, affirmative and respectful.

8) Lack of a statewide work force development plan.

9) Lack of a cross-agency and cross-secretariat IT system that allows for better coordination and data sharing, subject to federal and state privacy laws and regulations.


	Working Group Charge

	Services 

	· How do we provide holistic family friendly and strength-based services to children and their families (e.g., single case manager, coordinated case manager, integration of service providers/shared funding streams)?

· How do we link with community services?

· How do we improve continuity of care?

	Systems 

	· How do we encourage integration (e.g., reorganization? Re-aligning of funding streams?)?

· Some states have line of communication between discrete agencies.  What are they doing and how can we do it better?

· How do we share data (what data/with whom/when/why? With or without consent)?


	Key Indicators of Success 

	The Interagency Coordination Working Group believes that clear, measurable and agreed upon outcomes should be established by a workgroup made up of all stakeholders to include but not limited to: Consumers, State Agency Staff and Providers. 


	Guiding Principles 

	· All people, at different times in life, need federal, state and local public services and supports. The focus of this Working Group - state services for children, youth and families - is  not only for the relatively small number of very vulnerable children and families, but for any child, youth or family with needs for information, services or supports. 

· All people have needs across life domains such as school/work, health, housing, social/leisure, legal issues, culture, transportation and finances. People are not fragmented in their needs…these are the domains of life.  The service system should reflect the wholeness of the child, youth or family’s life rather than the fragmentation of service delivery structures. 

· Of particular relevance to the Interagency Coordination Working Group is recognition that the needs of children, youth and families not only cross agencies, they cross secretariats including human services, education, economic development and housing and public safety. Needs also cross levels of government and include municipal services provided by local police, fire, human services and recreational departments. 

· The service delivery system should be based on System of Care values: services should be strength-based, family-driven, youth-guided, culturally sensitive, include need-driven individualized assessments and services in the least restrictive setting, promote healthy development, reduce health disparities, draw on evidence-informed and promising practices and incorporate continuous accountability and quality improvement mechanisms.  The system should be informed by public feedback and should respect the privacy and confidentiality rights and expectations as well as the safety needs of the families involved.

· The service delivery system should be regularly informed by public and stakeholder feedback from youth, families and adults who use public services and supports, provider organizations delivering state services and advocacy organizations. 

· Strong leadership and sound management are critical. Service integration is about people and processes more than about program policies.  The most important factor is the capacity of local officials and their staffs to take on the challenges of reform, to nurture and sustain efforts over a significant period of time, and to move beyond the narrow focus of individual programs, with the goal of improving the lives of the people they serve. 



2)  Recommendations for Improvement

	Summary of Recommendations 

Establish “horizontal” cross-agency infrastructure at the levels of governance, management and service delivery, rather than consolidating state agencies:

· Adopt a common vision, service philosophy and language.

· Create the means for agencies to discuss the work they do with common populations: “build from the consumer up, not from the state down.”

· Establish a process for vetting the cross-agency and cross-secretariat financial and service delivery impact of agency regulations that would eliminate, reduce or restrict eligibility for a service.
· Define common geographical boundaries at the area or site level. 

· Establish community resource centers to offer information, assistance and initial screening for services. 
· Institute Integrated Care Coordination – an essential function requiring further design work.

Promising ideas requiring further exploration, particularly regarding privacy and confidentiality for children, youth and families:

· Develop cross-agency and cross-secretariat inter-operability of IT systems.

· Consider single identifier for children, youth and families receiving services.

· Move toward co-location of State Human Services offices.

The Interagency Working Group strongly recommends continuation of an Advisory Body to support the further development of this complex system development effort.



	#
	Recommendation

Description 
	System or Services
	Breakout Group
	Anticipated Benefits / Outcomes
	Key Implementation 

Challenges / Risks
	Priority (H/M/L)

	
	
	
	
	
	
	

	1


	Don’t consolidate agencies, but establish “horizontal” cross-agency infrastructure to support collaborative planning and service delivery operations focused on improved client outcomes. 


	System


	System
	Combining agencies into one organizational entity, does not, in and of itself, eliminate the problem of fragmented services due to categorical funding, federal mandates and accountability.  Significant additional work is required on all organizational levels: governance, management, supervision and service delivery.   

Given the very significant cuts to the infrastructure, as well as the services, of the child - and family-serving state agencies since 2008, the Working Group concluded that any potential benefit of consolidated management of these agencies was far outweighed by the instability and turmoil that would inevitably result from such reorganization.

The Working Group recommends that the Commonwealth build on the work of the child-and family- serving agencies to develop a System of Care. 
	
	

	2
	Cross-agency infrastructure needs to exist at all organizational levels: governance, management and frontline service delivery.

What follows are recommendations for infrastructure at each of these levels, and suggested first steps for cross-agency integration.
	System


	System


	
	
	

	
	Governance Level
	
	
	
	
	

	2a
	Across secretariats

Establish venues for discussing work the secretariats are doing with populations they serve in common.

Start with one population. Based on the experience of that project, revise the structure and process for this work. 

Process should include representatives of the population of concern.
	System


	System


	Supports the shift to focusing on populations rather than programs.
This task is complex.  Start small and learn.
Family and youth voice will help the system shift to a population focus.
	Processes must add value and not create impediments to agency work. 
	

	2b
	Improve the process for analyzing the cross-agency and cross-Secretariat impact of proposed regulatory changes.  See Appendix A for proposed improvements.
	System


	System


	Avoid unintended consequences of an agency’s action.

Anticipate service or other impacts.
	Processes must add value and not create impediments to agency work.
	

	2c
	Within EOHHS

Create a committee for shared governance across a set of state agencies.  

Begin by focusing on a cross-agency effort to improve services and supports to one particular population. 

Based on the experience of that project, revise the structure and process for this work. 

Process should include representatives of the population of concern.
	System


	System


	Begins a shift to focusing on populations rather than programs.
This task is complex.  Start small and learn.
Family and youth voice will help the system shift to a population focus.
	Processes must add value and not create impediments to agency work.
	

	2e
	Explore mechanisms for joint state funding of services, and opportunities for flexible use of federal funding. 


	System


	System


	Joint state funding could promote continuity of services.

More flexibility from federal funding sources could promote integrated, individualized services.
	Requires staff resources.
	

	2f
	Establish, and/or consolidate, standing committees or other mechanisms for obtaining stakeholder feedback on a regular basis, particularly from service consumers of various ages, and service providers. 


	System
	System
	Building services “from the consumer up, not from the state down” requires consumer involvement in design and implementation work.

As state staff directly deliver fewer and fewer services, the Commonwealth should access the expertise of provider agencies in service design. 
	Requires staff resources.
	

	2g
	Management

Create inter-agency structures on various management levels to implement the service improvement goals developed through the governance processes.

These management structures should include youth and families. 
	System
	System
	Successful service integration requires work on all levels of the organizational structure.
	Requires staff resources.
	

	2h
	Hire, train, support and evaluate state managers on service integration principles to assure that they are energized and enthusiastic supporters of the concept.
	System
	System
	Collaboration and efforts to integrate services for children, youth and families have to be as important to the agencies’ leadership as other elements of their core missions.
	
	

	
	Frontline Service Delivery
	
	
	
	
	

	2i
	Establish a comprehensive “211” service, backed up by a well-maintained database of public (local, state, federal, tribal) and private resources.  This would become a resource not only to families and youth but to state agency and provider staff.  
	System
	System
	A single source of accurate information about services and supports would greatly improve access to services.
	
	

	2j
	Establish Community Resource Centers as walk-in centers for information and referral for families and youth.  Staff should be welcoming and help the youth or family along to the next step.  If they can’t identify the right service for the youth or family, they will do a “warm handoff” to the next person who might be able to help. Staff of the Resource Centers should be able to help families and youth apply for MassHealth, Commonwealth Care, or other insurances and would be able to explain health insurance benefits and help families and youth access them.

Youth and families should be included in the design process.
	Services
	Services
	Friendly, knowledgeable staff, with access to a comprehensive database of resources would greatly improve access to services.
	Centers should not be identified with any particular state agency, but be obviously meant for everyone.  The Commonwealth should consider partnerships with established community-based organizations which have broad, inclusive missions in their communities. 
	

	2k
	Convene cross-agency planning groups on an area/service site level, including municipal governments and local stakeholders, for identification of resources (could be fed into the comprehensive database of services and supports), needs assessment, resource development and collaboration and coordination.

Groups should include youth and families and providers.
	System
	System
	Service delivery and service integration occurs on the level of the child and family.  Systems need to be reviewed and continually improved, on the community level.
	Requires staff resources.
	

	3
	Institute Integrated Care Coordination. 

· Should offer a continuum of service intensity.

· Integrated Care Coordination would cover the span of initial engagement, assessment, service planning and delivery and any transitions upon completion of care.

· Service would begin with a screening. Screening might lead to a more specialized assessment.

· Consistent with privacy laws and regulations, and principles of family choice, staff would have access to information indicating whether the child, youth or family was receiving any public services, and if so, who the care coordinator or other staff member was.
· Staff would use standardized documentation, including intake and assessment tools. 
· Further design work is required, with the input of youth, families, provider and state staff.
	Services
	Services
	This is the essential mechanism for integration, on the level of service delivery to individual children, youth and families.
	The model requires careful development with the involvement of stakeholders.
	

	4
	Integrated Care Coordination is only effective in the context of a service delivery system committed to collaboration and shared responsibility and accountability.  Cross-agency groups of managers need to develop interagency protocols for information sharing and case coordination, consistent with relevant laws regarding confidentiality and privacy.
	Services
	Services
	This is the second most essential element for effective service integration.
	Will require thoughtful work with stakeholders over time.
	

	5
	Continue the CYF Advisory Committee

The Work Group recommends that the EOHHS Children, Youth and Families Advisory Committee be extended and reconstituted as necessary to serve as an ongoing advisory committee to EOHHS and the Governor.  

Most of the Working Group’s recommendations are for complex tasks that could have wide-ranging impacts on children, youth, families and the service delivery system.  There is also a set of “promising ideas requiring further development” which consist of ideas that the workgroup has discussed and supports but which deserve further thought.  The Advisory Committee is composed of members who represent the wide range of expertise and perspectives needed for this task. An ongoing committee could support the development efforts of the administration by bringing stakeholder perspectives to the many issues raised by these and other recommendations. 

The extended advisory committee could also consider the input of the stakeholder forums which will take place this month.
	System and Services
	Working Group
	Efficient method of obtaining stakeholder input.


	
	


Appendix A: Regulatory Impact Analysis

Problem Statement:

A primary barrier to interagency coordination in the provision of services for children, youth and families is that often executive branch agencies that serve these populations promulgate regulations or otherwise change polices in ways that have unintended impacts on other child-serving agencies.  This is particularly true when one agency, facing budgetary challenges, proposes to eliminate, reduce or restrict eligibility for services it has been providing.   Since eliminating or reducing essential services for some or all families does not make the needs go away, left unaddressed a family’s needs often grow into crises and these families then show up at the agencies of last resort, one of which is DCF. 

DCF, by statue, must respond when a child is at risk. They are not however required to provide help to families or youth when a request is made for services voluntarily. The recent decision, due to budget constraints, to do away with voluntary services is a concrete example of  how one agency’s efforts to achieve savings can result in another agency’s having to spend as much and often more.  The price children pay is much higher.  Children experience greater danger and potential trauma as their family’s problems develop into crises, particularly when this results in their being removed from their parents. 

Recommendation:

Require an agency proposing to promulgate a regulation that would eliminate, reduce or restrict eligibility for a service to:

1.
Prepare an analysis of the impact of the proposed regulatory change on the responsibilities and budgets of other agencies. 

2.
Publish this analysis, along with publication of the proposed regulatory change as provided by GL c. 30A.

3.
Publish a revised analysis, responsive to public input, along with publication of the final regulation as provided by GL c.30A.

Possible means for implementation include working with the legislature to amend GL c30A, as the administration did so successfully with the Economic Development Act (Chapter 240 of the Acts of 2010), or revising Executive Order 485.
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