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Preface

The Helping Families Raise Healthy Children initiative was the fourth phase of the Allegheny
County Maternal and Child Health Care Collaborative’s efforts to implement changes in the
local system of maternal and child health care. The initiative targeted three components of
service delivery:

1. screening and identification of at-risk families through three pathways within and
between the Part C early intervention system and the maternal and child health care
system

2. referrals for those identified as being at risk

3. engagement in relationship-based services in both the Part C early intervention and
behavioral health systems.

The RAND Corporation conducted the evaluation of the Helping Families Raise Healthy
Children initiative in collaboration with two other organizing partners, Community Care
Behavioral Health and The Alliance for Infants and Toddlers. Community Care Behavioral
Health is a nonprofit behavioral health managed care organization founded by the University
of Pittsburgh Medical Center that manages the delivery of behavioral health services in the
Northeastern part of the United States. Its mission is to improve the health and well-being
of the community through the delivery of effective, cost-eflicient, and accessible behavioral
health services, and its network comprises more than 1,600 service providers and 1.5 million
members. The Alliance for Infants and Toddlers, Inc., was established in 1988 by a federal
grant to assist families of infants with low birth weights. In 1992, The Alliance became the
early intervention service coordination agency for families with concerns about their child’s
development, handling children from birth to the age of three years. The Alliance conducts
developmental assessments and provides a broad array of services and support to children with
identified delays.

The evaluation plan encompassed a mixed-methods approach to evaluate the initiative,
using three types of measures that employ both quantitative and qualitative data. Process mea-
sures helped determine the extent to which the initiative components were being implemented
according to plan. System impact measures at the provider and family level offered perspec-
tives on implementation and system changes. Individual outcome measures were assessed at
the caregiver level and indicated whether the implementation components were associated with
decreases in depressive symptoms and parenting stress and with improvements in caregiver
and child health. This document provides the results of the evaluation and will be of interest
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to policymakers, community leaders, health care providers, and others interested in improve-
ments in the maternal and child health care system.

We would like to thank the members of our Family Advisory Council, who provided
valuable insights and feedback for the planning and implementation of the initiative. We
would also like to thank the many organizations and individuals who contributed to this
project, including Achieva, the Allegheny County Department of Human Services (Office of
Behavioral Health, Maternal and Child Health Program), Allegheny Family Network, The
Birth Circle, The Children’s Home of Pittsburgh, Children’s Hospital Primary Care Practices,
Early Head Start/Council of Three Rivers American Indian Center, Early Intervention Spe-
cialists, the Early Learning Institute, Every Child, Family Resources, Family Centers of the
Allegheny Intermediate Unit, Family Foundations Early Head Start, Family Services of West-
ern PA, Gateway Health Plan, Healthy Start, Holy Family Institute, Integrated Care, KidsPlus
Pediatrics, Matilda Theiss Child Development Center, McKeesport Perinatal Depression Col-
laborative, Mercy Behavioral Health, Milestone Centers, Mon Yough Community Services,
National Fatherhood Initiative, Pediatric Therapy Professionals, Primary Health Care Centers,
Inc. (Alma Illery), Re:solve Crisis Network, Sojourner House, Sto Rox Family Health Center,
Turtle Creek Valley MH/MR, Unison Health Plan, UPMC Family Medicine, UPMC for You,
Wesley Spectrum Services, and Western Pennsylvania School for the Deaf.

'The Helping Families Raise Healthy Children initiative and this work were supported by
the Robert Wood Johnson Foundation Local Funding Partnership grant program, the High-
mark Foundation as the nominating funder, and other local funding partners: UPMC Health
Plan, The Pittsburgh Foundation, The Fine Foundation, FISA Foundation, and the Jewish
Healthcare Foundation, with additional support from the Allegheny County Department of
Human Services, Office of Behavioral Health, and the Pennsylvania Department of Public
Welfare. The research was conducted within RAND Health, a division of the RAND Cor-
poration. The RAND Health Quality Assurance process employs peer reviewers, including
at least one reviewer who is external to the RAND Corporation. This study benefited from
the rigorous technical reviews of Brad Stein and Robert Gallen, which served to improve the
quality of this report. A profile of RAND Health, abstracts of its publications, and ordering
information can be found at www.rand.org/health.
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Summary

The Helping Families Raise Healthy Children Initiative

Depression affects millions of Americans each year and is much more likely to affect women.
Among low-income and other underserved populations (e.g., minority women), the estimated
prevalence rates for maternal depression ranges from 25 to 35 percent (Lanzi et al., 1999;
Miranda and Green, 1999; Onunaku, 2005; Siefert et al., 2000). This is markedly higher than
depression rates of the general population, which are around 12 percent for women (Narrow,
1998). Untreated maternal depression has potentially serious consequences for a woman’s over-
all well-being, her functioning as a mother, the family’s functioning, and her child’s develop-
ment (Onunaku, 2005; Field, 2000). Further, parental depression and the risk of childhood
developmental problems often co-occur. Children of depressed parents experience more social
and emotional problems than children whose mothers are not depressed, and these children
may also experience delays or impairments in cognitive and linguistic development and social
interactions. In addition, children of parents with chronic depression are more likely to develop
long-term behavioral problems and are at greater risk of behavioral and emotional problems
later in life, including depression, anxiety, and conduct disorders. In turn, a child’s develop-
mental delays can heighten parental stress, ultimately increasing the risk for parental depres-
sion and perpetuating a cycle that affects both parent and child.

Despite the close connection between parental depression and childhood developmental
risks, the systems that treat these problems rarely intersect. Part C of the Federal Individuals
with Disabilities Education Act (IDEA) provides for a federal grant program that assists states
in operating comprehensive early intervention programs for children ages 0—3 with disabilities.
Thus, the early intervention system for children at risk of developmental problems is likely to
miss opportunities to screen parents for risk of depression—while, conversely, the maternal
health care and behavioral health systems treating caregivers with depression are unlikely to
identify child development issues that may be increasing family stress and contributing to care-
giver depression.

To address this disconnect, a group of partners in the Pittsburgh area involved with the
behavioral health, early intervention, and maternal and child health care systems undertook
an effort to improve care for families facing the dual challenges of caregiver depression and
early childhood developmental delays. This initiative—called Helping Families Raise Healthy
Children—began in 2009 under the auspices of the Allegheny County Maternal and Child
Health Care Collaborative, a broad-based community coalition that has been operating in
Pennsylvania since 2002. The initiative’s overarching goal was to build a sustainable cross-
system infrastructure that improves local capacity to identify and engage families with care-

xiii
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givers experiencing or at risk for depression and children at risk for developmental delays using
relationship-based approaches.
To accomplish this goal, the initiative had three specific objectives:

* improve identification of families with primary caregivers at risk for or experiencing
depression and infants/toddlers at risk for or experiencing developmental delays

* enhance access to support and services for these families through cross-system referrals
for assessment or services in the Medicaid maternal and child health, behavioral health,
and early intervention systems

e offer and support engagement in relationship-based services in the early intervention and
behavioral health systems that address the needs of both caregivers and young children in
the context of the parent-child relationship.

Key Stakeholder Groups

To achieve the initiative’s three aims, the Collaborative convened seven stakeholder groups to
work together. These groups and their roles and responsibilities relate to the aims of the initia-
tive as follows:

* Families at dual risk for depression and early childhood developmental delays were the
target population of the initiative and provided advice during the planning and imple-
mentation phases on the initiative implementation protocols, strategies, and materials
through a Family Advisory Council.

e Community Care Behavioral Health Organization (Community Care), which is the
Medicaid behavioral health managed care organization (MCO), provided care manage-
ment and ensured access to available resources and services for identified families in an
effort to increase the likelihood that they would effectively engage in behavioral health
treatment. Community Care provided the organizational and project leadership and
facilitated the involvement of the behavioral health network of providers.

e The Alliance for Infants and Toddlers (The Alliance), which is the central intake and
service coordination unit for families of children (birth to three years of age), screened
and identified families at high risk for depression and took steps to link them to available
supports, services, and treatments. The Alliance also educated and supported all service
coordinators in a relationship-based approach to service coordination.

* Early intervention service provider organizations (birth to three years of age) provided in-
home, relationship-based services for the child’s developmental delays.

* Behavioral health provider organizations offered a range of well-established treatments
meeting the needs and preferences of referred families with very young children. Com-
munity Care developed a network of behavioral health providers able to offer home-based
mental health treatment services for families receiving Medicaid.

* Maternal and child health care providers and organizations in the community identified
families at high risk for depression and referred them to The Alliance for screening and
developmental assessment.

e State and local purchasers and policymakers supported practice and policy changes aimed
at enhancing the ability of systems partners to carry out their agreed-upon roles.
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Other organizations in the community also offered supports (such as funding, data col-
lection and analysis, and access to requisite resources and services outside the maternal and
child health care system) to contribute to successful and sustainable systems change.

This report presents the results of the process, individual outcomes, and system impact
measures; offers lessons drawn from a comprehensive evaluation of the program’s impact; and
concludes with recommendations for practice and policy change designed to expand and sus-
tain the initiative’s achievements.

Evaluation Approach

To evaluate the initiative’s success in accomplishing its goals, a team from RAND used a
mixed-methods approach drawing on both quantitative and qualitative data using three types
of measures: process, individual outcome, and system impact (Figure S.1).

Process measures helped determine the extent to which the initiative components were
being implemented according to plan, thus providing vital information for potential real-
time course corrections. Individual outcome measures indicated whether the implementation
components (i.e., screening and identification, referral, and engagement in relationship-based
services and treatment) were associated with decreases in depressive symptoms and parent-
ing stress at the caregiver level and with improvements in caregiver and child health. System
impact measures at the provider and system levels provided information on the factors affect-

Figure S.1
Process, System Impact, and Outcome Measures

[ Process Measures ]
4 N N\
Screening and Identification Cross-System Referral Engagement in Services
¢ Number of caregivers e Number of caregivers e Number of caregivers
screened referred engaged
e Screening rate e Referral rate e Engagement rate
e Number of positive e Number and type of e Number and type of
screens referrals Community Care claims
e Positive screening rate e Outcome of the
e Distribution of caregivers referral process
screened by type N <
- J
( Individual Outcome Measures } ( System Impact Measures }
4 N N\
e Changes in depressive symptoms e Factors affecting the implementation
e Changes in parental stress (screening and identification, cross-system

e Changes in caregiver health and safety referral, and engagement in services) and
(general health status, sleep, diet, exercise, system-change processes
preventive health care, emergency room ¢ Changes in knowledge, attitudes, beliefs, and
visits, safety) behaviors related to caregiver depression,
e Changes in child health (emergency room screening, cross-system referrals, and
visits, preventive health care, immunizations) relationship-based services
G J & J

RAND RR122-5.1
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ing implementation and improvements in provider knowledge, attitudes, beliefs, and behaviors

regarding caregiver depression, infant-caregiver attachment, and relationship-based care.

Evaluation Results

Implementation Process Results

The initiative’s implementation strategy was designed to achieve sustainable improvements in

processes and outcomes by seeking to

e foster understanding of and response to families’ needs and preferences
* establish a cross-system collaborative network

* improve providers’ capacity to deliver relationship-based care

* establish cross-system practices and policies for these efforts.

To support these aims, the initiative implemented processes for screening and identifying

at-risk families, providing referrals, and supporting engagement in services (Figure S.2).

Screening and Identification
Screening and identification occurred through three pathways:

1. adepression screening process for caregivers involved with early intervention services at

The Alliance

2. self-identification by families at The Alliance who did not complete the depression

screen or SCI‘CCDCd negative

3. community partners who recognized families as experiencing or being at risk of depres-

sion and referred them to The Alliance.

Figure S.2
Key Components of the Initiative

Screening and identification

4,185 caregivers oDakiamilies
screened 152 families referred from
315 caregivers self-identified community
screened positive partners

695 families identified for referrals

Referrals made for 429 of the 695 families
identified for referral (62 percent)

305 of the 429 referred families
engaged in any services (71 percent)

RAND RR122-5.2
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During the 28-month data collection period, service coordinators at The Alliance com-
pleted 4,185 depression screens. The overall screening rate for families new to The Alliance
was 63 percent, which compares favorably with rates found in descriptive, intervention, and
quality improvement studies. Among those screened, 315 caregivers screened positive and were
thus identified for the referral component of the initiative. A total of 152 families who did not
complete a screening for depression or screened negative self-identified a need for assistance
with caregiver depression, and a total of 228 families were identified by community partners as
being at risk of caregiver depression and referred to The Alliance for family-centered care, even
though their children had not been identified as at risk for developmental delay.

Referral

A total of 695 families were identified for referrals from the three pathways combined: 45 per-
cent from the depression screening at The Alliance, 22 percent from self-identification, and
33 percent via referral from a community partner. Of these 695 families, 429 were referred
for services and supports, representing a referral rate of 62 percent. Survey estimates of refer-
ral rates following a positive depression screen typically average around 52 percent, although
these vary widely according to setting and available follow-up. The initiative’s relatively high
rate of referral suggests that its cross-system orientation and collaboration, training on referral
processes, and additional program supports were effective in helping to ensure that appropriate
referrals were made.

Engagement in Services

Of the 429 caregivers referred, 305 engaged in services, for an overall engagement rate of
71 percent. Caregivers were counted as having engaged in services if the family received at least
one session of one of the services for which they were referred. For each referred family, The
Alliance was able to confirm with the provider whether the family had received any services,
but was unable to determine the number of sessions received. This limitation in data collec-
tion necessitated a relatively liberal definition of engagement, but it is consistent with how other
studies define the term (see Table D.3 in Appendix D). This engagement rate was relatively
similar across the three different screening and identification pathways: 67 percent for those
screened at The Alliance, 75 percent for those self-identified, and 73 percent for those referred
by a community-based partner.

Based on comparisons to rates among comparable populations, the engagement rate for
the Healthy Families initiative was high. Studies of depressed low-income women reported an
average baseline engagement rate of approximately 37 percent. One contributing factor to the
success of Healthy Families may be the relative ease with which caregivers could obtain ser-
vices; other factors could include the “warm transfer,” in which service coordinators or mental
health specialists directly connected caregivers seeking treatment with behavioral health pro-
viders; the relationship-based approach that helped caregivers understand the benefits of ser-
vices for themselves and for their child; and having the referral and connection to services
come from a trusted service coordinator.

Figure S.3 summarizes the results of the evaluation of the implementation process.



xviii  Transforming Systems for Parental Depression and Early Childhood Developmental Delays

Figure S.3
Summary of Implementation Process Results (Reference point/initiative)

Reference Point? Results
Screening
Screening rate for maternal 63%
depression/families new to 53% (n = 4,185 of 6,642 caregivers)
The Alliance - ! 9
Referral
Referral rate for mothers
experiencing or at risk for 52% 62%
depression/families identified (n =429 of 695 caregivers)
for referrals
Engagement in Treatment
Engagement rate for mothers
referred for treatment/families 37% 71%
referred for relationship-based (n = 305 of 429 caregivers)

services

@The reference points represent rates found in the literature for similar at-risk populations (e.g., screening:
Armstrong and Small, 2007; Garcia, LaCaze, and Ratanasen, 2011; LaRocco-Cockburn et al., 2003; referral:
Chaudron et al., 2004; Sheeder, Kabir, and Stafford, 2009; Yonkers et al., 2009; and engagement:

Miranda et al., 2003; Smith et al., 2009).

RAND RR122-5.3

System Impacts and Factors Affecting Implementation

To assess the initiative’s overall impact, we gathered information about changes to the involved
Part C early intervention and behavioral health systems as a result of the new processes for three
areas: screening and identification of at-risk families, referrals, and engagement in relationship-
based services. The system impact measures included changes in knowledge, attitudes, beliefs,
and behaviors related to caregiver depression, screening, referrals, and relationship-based ser-
vices, as well as perspectives from providers and caregivers on the implementation process. We
explore the results in the following sections.

Screening and Identification

Appropriate Tools and Protocols for Depression Screening. The consistent screening rate
throughout implementation indicates that service coordinators understood and followed the
protocol and caregivers accepted the depression screening as a normal part of their interaction
with early intervention. This result suggests that with validated tools and well-defined pro-
cesses, screening for parental depression can be integrated into routine care in the Part C early
intervention system.

Training and Ongoing Support for Those Conducting the Screening. Service coor-
dinators and their supervisors reported that being equipped with knowledge, tools, resources,
and confidence in their ability to support caregivers is critical to successfully integrating a
depression screening protocol into existing processes.

Efforts to Involve the Maternal and Child Health Care System. To engage the mater-
nal and child health care system in making referrals to early intervention based on the caregiv-
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er’s depression risk, the initiative conducted extensive outreach activities to related community
agencies. The results suggest that community-based child and maternal health organizations
can take advantage of the system’s increased capacity for screening, referral, and treatment ser-
vices for caregiver depression without overburdening it.

Cross-System Networking and Referrals

Cross-System Networks and Communication Channels. The current systems have
evolved in a manner that fosters specialization and fragmentation in treatment and inter-
ventions. To improve communication among these systems (thereby cultivating referral and
engagement of caregivers in services), the initiative facilitated cross-system trainings and net-
working meetings that addressed the rationale and importance of referrals and the potential
impact on families. Collaborative relationships at every level within and across systems were
developed and strengthened through networking meetings, which helped administrators and
providers understand each system’s role and how to support each other in providing services
for at-risk families through cooperative and collaborative efforts. Overall, the efforts to develop
cross-system networks and communication channels increased service capacity, communica-
tion, and coordination within and between the Part C early intervention and behavioral health
systems.

Integration of Referral Processes into Routine Practice. The referral process was
developed in conjunction with service coordinators and supervisors. The results suggest that
defined protocols and concrete guidance about options enable providers to make knowledge-
able and personal referrals that match needs and contribute to a high rate of referral acceptance
by families.

“Warm Transfer” Process for Referrals. The referral protocol emphasized directly con-
necting caregivers to behavioral health services during the early intervention home visit. This
“warm transfer” strategy capitalized on the developing relationship and trust between the
service coordinator and the caregiver. This type of referral and direct transfer from a trusted
provider to other services and supports increased engagement in treatment services.

Coordination and Supports for Referrals. Early intervention programs have histori-
cally focused primarily on the child’s developmental delays or disabilities in terms of cognition,
communication, movement, vision, and hearing. Although social/emotional development has
always been an eligible domain for evaluation and treatment in early intervention, needs in this
area were generally perceived as the purview of the mental health system. To increase commu-
nication and coordination of services across systems, the initiative funded two full-time mental
health specialists at The Alliance. These specialists bridged the gap between the behavioral
health system and early intervention, which had not previously addressed caregiver depression.
Most caregivers found the referral process to be quick and easy and felt that the service coor-
dinator provided the support and encouragement needed to accept and follow through with
the referral. However, caregivers also noted a need for improved communication and follow-up
after the initial referral. Together, the efforts of the mental health specialists streamlined the
referral process and contributed to high referral acceptance rates.

Engagement in Services for At-Risk Families

Capacity-Building Around Relationship-Based Practices. Overall, more than 300 early
intervention and behavioral health practitioners working in partner agencies were trained on
relationship-based practices. These providers showed increased knowledge about effectively
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engaging caregivers, infant-caregiver attachment, and relationship-based care. While the rela-
tionship-based care approach helped providers in both systems focus on the parent-child rela-
tionship, some caregivers noted that providers were not always equipped to meet needs or
address issues. Within early intervention, service coordinators were supported with reflective
supervision: Supervisors worked closely with service coordinators both to process the experi-
ence of working with the family and to develop strategies for the family to move forward.
The results suggest that expanded capacity for relationship-based practice in early intervention
and behavioral health through training and ongoing support, along with a two-generational
approach (i.e., parent and child), can increase engagement in services and treatment across
both systems for families experiencing parental depression.

Peer Support and Learning Opportunities. Service providers also benefited from a
mechanism referred to as the learning collaborative, which was established to improve their
relationship-based approaches through educational support and peer mentoring. Both a group
and a process, the learning collaborative allowed providers from the Part C early intervention
and behavioral health systems to share experiences and receive regular professional peer con-
tact and support, which helped strengthen individual providers skill development, knowledge,
and comfort level with relationship-based care and allowed for continued interaction and rela-
tionship-building with providers from other systems.

Addressing Barriers to Treatment. The initiative also addressed some of the barriers to
engagement in behavioral health treatment. The factors of cultural context and stigma were
considered during development of the processes for offering depression screening within early
intervention and making referrals for behavioral health services and treatment. Cultural frame-
work can affect how individuals communicate about life stressors, their openness to discussing
issues, and their willingness to access resources and services. The screening process training
for service coordinators, which incorporated discussion and role playing, demonstrated how to
affirm the caregiver’s feelings, validate their distress, and offer support. The cross-system train-
ing sessions and learning collaborative activities emphasized the need to be sensitive to cultural
beliefs and concerns when working with families to make referrals and support engagement in
services and treatment.

Providing in-home behavioral health services to families in need helped address some of
the typical barriers to engaging in treatment, such as lack of transportation, difficulty obtain-
ing child care, the stigma associated with going to a clinic for mental health treatment, and the
barrier of depression itself, which can make it difficult to attend traditional outpatient treat-
ment. Community Care and the behavioral health network of providers collaborated to plan
an expansion of services that would increase access to and engagement in behavioral health
services for this target population. Overall, access to home-based behavioral health services
can increase engagement rates and eliminate a significant barrier to accessing behavioral health
services.

Individual Outcomes

The assessment of individual outcomes was designed to track caregivers at risk for or experi-
encing depression and assess their outcomes over time. Outcomes for families involved in the
initiative were measured using depression screening measures collected at baseline and at six
and 12 months afterward. When a caregiver screened positive for depression, an assessment of
parental stress, caregiver health and safety, and child health was administered.
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Nearly one-third of caregivers (30 percent) who screened at baseline with the two-
question Patient Health Questionnaire (PHQ-2) depression screen also received a six-month
follow-up screen. Following the screening protocol, all caregivers who completed the nine-
question PHQ-9 at baseline were sought for rescreenings at six and 12 months. Among the
904 caregivers who completed a baseline screen, 16 percent completed a six-month follow-up
depression screen (n=149). Overall, few caregivers completed 12-month follow-ups (see Table
S.1). There are several possible reasons for the low rates of follow-up in depression screening.
Families are discharged from the Part C early intervention system when the child reaches the
age of 3 or when the child’s functioning has improved to the point where they no longer have
a developmental delay. Those discharged were no longer in contact with The Alliance and thus
could not be tracked for the follow-up depression screens. Service coordinators also reported
that some families declined the follow-up screen because it was stressful to complete during
visits with the service coordinator or when there were other service providers in the home.

Nineteen percent of those who took the initial PHQ-2 scored positive. These caregivers
were then given the longer PHQ-9 screen. Overall, 9 percent of the caregivers screened posi-
tive for depression on the PHQ-9. Studies examining positive screens in low-income mothers
report an average rate of 18 percent, with estimates varying across screening tools. Therefore,
the initiative population’s risk of depression was relatively low by comparison.

Our outcome analysis for those with both baseline and six-month follow-up screens
revealed a significant reduction in depressive symptoms both for caregivers who engaged in
relationship-based services within the early intervention or behavioral health systems and for
those who did not (see Figure S.4). This overall downward trend may reflect a gradual process
of adjusting to the stressful situation of identifying a developmental delay for the caregiver’s
child. The black line in Figure S.4 shows the cut score (10) used to determine depression risk.
Both groups were above the cut score at baseline but were, on average, below the cut score at
six months.

Assessment of Parental Stress
Those caregivers screening at high risk for depression were asked to complete an assessment
that included a parental stress measure as well as caregiver and child health items. A total of
401 caregivers actually completed the assessment, including 290 of the 395 who had screened
positive for depression. Results showed that 60 percent of the 290 caregivers who screened
positive registered very high levels of parental stress. With respect to different subscales,
79 percent of the sample reached clinical levels of distress on the parental subscale, 37 percent
did so on the parent-child dysfunctional interaction subscale, and 45 percent did so on the dif-
ficule child subscale.

Our analysis showed that caregivers who completed the assessment at both baseline and
follow-up experienced decreased levels of stress. Parental stress scores decreased significantly

Table S.1
Completed Baseline and Follow-Up Depression Screens

Number Completed Number (%) Completed at Number (%) Completed at

Measure at Baseline Six-Month Follow-Up 12-Month Follow-Up
PHQ-2 4,185 1252 (30%) 653 (16%)
PHQ-9 (follow-up screen) 904 149 (16%) 88 (10%)

PHQ-9 (positive) 395 94 (24%) 55 (14%)
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Figure S.4
Change in PHQ-9 Scores from Baseline to Follow-Up by Engagement
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from baseline to six months and from six months to 12 months both overall and for caregivers
who engaged in relationship-based services within the early intervention or behavioral health
systems.

Overall, the results of the outcomes analysis suggest that caregivers involved in the initia-
tive experienced better outcomes at six months, regardless of whether they engaged in relation-
ship-based services.

Recommendations

The RAND team built its recommendations off of the Helping Families Raise Healthy Children
initiative results that have implications for policy and practice in three areas. The recommen-
dations are meant to provide a framework for moving the relevant systems toward a more inte-
grated and coordinated approach to the dual risks of caregiver depression and early childhood
developmental delays. Specifically, we offer recommendations to

* improve screening and identification of caregiver depression (Table S.2)
* enhance cross-system referral and coordination (Table S.3)
* increase engagement in services and treatment (Table S.4).

These recommendations are targeted toward decisionmakers and practitioners at the
state, county, and provider levels, depending on the jurisdiction. For each area of policy and
practice, we present recommendations for the following general groups of stakeholders, with
the relevant Pennsylvania entity named in parentheses:
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Table S.2

Recommendations to Improve Screening and Identification of Caregiver Depression
Stakeholder Recommendation

State legislature Mandate universal screening for depression in the Part C early
(Pennsylvania General Assembly) intervention system.

Add parental mental health challenges as a qualifying factor for early
intervention at-risk tracking services statewide.

State and/or county early intervention  Support referral of infants and toddlers in families with a

agencies (Pennsylvania Department primary caregiver at risk for depression to early intervention for

of Public Welfare, Office of Child developmental screening.

Development and Early Learning; county Add depression as tracking category for early intervention services.

early intervention coordination units) Develop protocols for depression screening using a validated screening
tool.
Provide initial and ongoing training and support on depression
screening to service coordinators implementing the screening
protocol.
Establish performance monitors to assess progress and develop
strategies for improving screening rates.

State and/or county behavioral health  Support referral of infants and toddlers in families with a primary
agencies caregiver experiencing or at risk for depression to early intervention
(Pennsylvania Department of Public for developmental screening.

Welfare, Office of Mental Health and

Substance Abuse Services; county

behavioral health administrators)

Behavioral health provider agencies Refer infants and toddlers in families with a primary caregiver
experiencing or at risk for depression to early intervention for
developmental screening.

Provide initial and ongoing training and support on caregiver
depression, its effect on child development, and the need for
developmental screening and assessment for the child.

Providers within the maternal and child Provide depression screening using a validated tool.
health care system Refer infants and toddlers in families with a primary caregiver at risk
for depression to early intervention for developmental screening.

* state legislature (Pennsylvania General Assembly)

* state and/or county early intervention agencies (Pennsylvania Department of Public Wel-
fare, Ofhice of Child Development and Early Learning; county early intervention coor-
dination units)

* carly intervention provider agencies

* state and/or county behavioral health agencies (Pennsylvania Department of Public Wel-
fare, Office of Mental Health and Substance Abuse Services; county behavioral health
administrators)

* behavioral health managed care organizations

* behavioral health provider agencies

e providers within the maternal and child health care system.

Concluding Observation

'The Helping Families Raise Healthy Children initiative represents a significant step forward in
addressing the problem of caregiver depression and childhood developmental risks among fam-
ilies in Allegheny County. Those involved with the initiative will continue efforts to improve
care systems within the county and to serve as a catalyst for other communities across the
Commonwealth of Pennsylvania.
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Table S.3

Recommendations to Enhance Cross-System Referral and Coordination

Stakeholder

Recommendation

State and/or county early intervention
agencies (Pennsylvania Department

of Public Welfare, Office of Child
Development and Early Learning; county
early intervention coordination units)

Early intervention provider agencies

State and/or county behavioral health
agencies

(Pennsylvania Department of Public
Welfare, Office of Mental Health and
Substance Abuse Services; county
behavioral health administrators)

Behavioral health provider agencies

Behavioral health managed care
organizations

Promote cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and
child health care systems.

Develop cross-system referral protocols for families identified as
needing behavioral health services and other supports.
Facilitate cross-system collaboration and communication among
providers in the early intervention, behavioral health, and
maternal and child health care systems.

Provide initial training and ongoing support to service coordina-
tors on cross-system referral protocols. Establish performance
monitors to assess progress and develop strategies for improving
the cross-system referral process.

Facilitate networking and communication with providers in the
behavioral health and maternal and child health care systems.

Promote cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and
child health care systems.

Develop cross-system referral protocols for families identified as
needing behavioral health services and other supports.
Facilitate cross-system collaboration and communication among
providers in the early intervention, behavioral health, and
maternal and child health care systems.

Facilitate networking and communication with providers in the
early intervention and maternal and child health care systems.

Support cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and
child health care systems.

Table S.4

Recommendations to Increase Engagement in Services and Treatment

Stakeholder

Recommendation

State and/or county early intervention
agency (Pennsylvania Department

of Public Welfare, Office of Child
Development and Early Learning; county
early intervention coordination units)

Early intervention provider agencies

State and/or county behavioral health
agencies

(Pennsylvania Department of Public
Welfare, Office of Mental Health and
Substance Abuse Services; county
behavioral health administrators

Behavioral health provider agencies

Behavioral health managed care
organizations

With behavioral health, implement a training curriculum for
providers from both systems on the interconnectedness of care-
giver depression and early childhood developmental delays,
the science of early childhood brain development, the impact
of toxic stress, relationship-based care practices, and reflective
supervision.

Provide ongoing support and reflective supervision for providers
on relationship-based approaches to working with families.

With early intervention, implement a training curriculum for
providers from both systems on the interconnectedness of care-
giver depression and early childhood developmental delays, the
science of early childhood brain development, the impact of
toxic stress, and relationship-based care practices.

Support expansion of in-home behavioral health services for
families with caregivers at risk for or experiencing depression
and infants/toddlers at risk for developmental delays.

Expand capacity to provide in-home behavioral health services.
Provide initial and ongoing training and education for providers
on relationship-based approaches to working with families.

Allow access to in-home behavioral health services for fami-
lies with caregivers at risk for or experiencing depression and
infants/toddlers at risk for developmental delays.




Abbreviations

The Alliance

The Collaborative
Community Care
FAC

IDEA

IESP

MCO

PHQ-2

PHQ-9

PSI-SF

UPMC

WIC

The Alliance for Infants and Toddlers

Allegheny County Maternal and Child Health Care Collaborative
Community Care Behavioral Health Organization
Family Advisory Council

Individuals with Disabilities Education Act
Individualized Family Service Plan

Managed care organization

Patient Health Questionnaire (two questions)
Patient Health Questionnaire (nine questions)
Parenting Stress Index—Short Form

University of Pittsburgh Medical Center

Women, Infants, and Children
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Alliance for Infants and

Toddlers (The Alliance)

Atrisk tracking services

Behavioral health system
(Allegheny County)

Community Care
Behavioral Health
(Community Care)

Cross-system referral

Early intervention
providers

The Allegheny County Department of Human Services
contracts with The Alliance to act on its behalf as the single
intake, service coordination, and service authorization entity
for infants and toddlers (from birth to age three) who may
have developmental delays. Their services and responsibilities
are specified under Part C of IDEA and PA Early Intervention
legislation.

PA Early Intervention legislation provides for infants and
toddlers in five specific at-risk categories to be “tracked”

until they turn three if they are not currently eligible for an
Individualized Family Service Plan. Tracking or monitoring
consists of periodic home visits and phone calls to monitor child
development and discuss it with the parents. If at any time their
screening indicates there are concerns, a full evaluation will be
arranged.

Publicly funded mental health and substance abuse services
(behavioral health) are delivered by a large number of agencies
under contract with the Allegheny County Department of
Human Services and Community Care. Behavioral health
services are funded by Medicaid and state/county funds.

In Pennsylvania, counties contract with managed care
organizations to manage Medicaid mental health and substance
abuse services. Allegheny County contracts with Community
Care, a nonprofit behavioral health managed care organization
headquartered in Pittsburgh.

Referrals for assessment or services across the maternal child
health system, the behavioral health system, and the early
intervention system.

Consultants and agencies/organizations qualified and willing to
accept referrals from The Alliance to provide early intervention

services as defined in a child’s Individualized Family Service
Plan.

XXVii



xxviii  Transforming Systems for Parental Depression and Early Childhood Developmental Delays

Early intervention system Pennsylvania designates counties to provide outreach, screening,

(Allegheny County)

Individualized Family
Service Plan (IFSP)

In-home mobile therapy

Maternal child health
system (Allegheny
County)

Mental health specialist

Part C

Reflective supervision

services coordination, and early intervention services for
infants and toddlers in accordance with federal and state

laws and regulations. This includes the Individuals with
Disabilities Education Act (IDEA) Part C and PA Act 212-
1990. The Allegheny County Department of Human Services
manages the system and contracts with The Alliance and early
intervention providers.

A document developed after a child is determined eligible for
early intervention services. Developed by an early intervention
service coordinator, early intervention service provider, and the
family in a combined effort to meet the developmental needs of
children from birth to age three with developmental delay(s).

Behavioral health services provided by contracted Medicaid
behavioral health providers in the consumer’s home.

A wide range of providers in Allegheny County addressing the
health and quality of life of mothers and their infants/children.
This includes the maternity programs of the Medicaid physical
health managed care organizations, pediatricians, the Allegheny
County Health Department and numerous maternal and

child health care agencies. Services are funded by the Title V
Mother and Child Health Coalition, Healthy Start, Medicaid,
human services funding, and state funds from the Pennsylvania
Departments of Public Welfare and Health.

Professionals with advanced degrees and training in promoting
infant-caregiver relationships in order to provide optimal social-
emotional development. These grant-funded employees at The
Alliance provided ongoing support and consultation to service
coordinators on the screening and referral processes, provided a
direct contact and outreach to behavioral health providers, and
assisted in the design and implementation of most aspects of the
initiative.

Part C is the section of the Federal Individuals with Disabilities
Education Act (IDEA) that provides for a federal grant program
to states that assists states in operating a comprehensive
statewide program for early intervention services for children
from birth to age three with disabilities. The program was
created to enhance the development of infants and toddlers

and the capacity of families to meet their child’s needs. The
Program for Infants and Toddlers with Disabilities (Part C)
contains many requirements states have to meet, including the
minimum components of their system.

Supervision that encourages mutual sharing, reflecting, and
planning between the supervisor and the service provider.



Relationship-based care

Relationship-based
service coordination

Service coordinator

Team-delivered, in-home
behavioral health services
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Therapies/services that help parents interpret and respond to
their infants’ cues, express their own emotions, and prevent or
repair damage to the parent-child relationship. This approach
is grounded in attachment models with emphasis on parallel
processes such that what happens in one set of relationships
will be mirrored in other relationships (i.e., the provider’s way
of being with and relating to the caregiver will eventually be
replicated in the way the caregiver relates to the child).

A way for service coordinators within early intervention to
engage with families and recognize the relationship as a driving
force for change within the family unit. This approach focuses
on supporting the relationship of caregiver and child to enhance
delivery and long-term outcomes of early intervention services.

Alliance employees who work with families of children

with developmental delays to set goals, monitor the child’s
development and progress, monitor services the child is
receiving, provide parent support and education, and assist in
the transition to appropriate services at age three.

A comprehensive set of services provided by a team composed
of a mental health professional and a mental health worker that
includes referrals and linkages to other services as needed for
Medicaid-eligible families; also known in Allegheny County as
Family Focused Solution Based services.






CHAPTER ONE
Introduction

Starting in August 2009, a group of partners in the Pittsburgh area involved with the behav-
ioral health and Part C early intervention systems undertook an effort to improve care for fam-
ilies at risk for the dual challenges of caregiver depression and early childhood developmental
delays. This effort—called Helping Families Raise Healthy Children—was conducted under the
auspices of the Allegheny County Maternal and Child Health Care Collaborative, a broad-
based community coalition that has been operating since January 2002. This report describes
the initiative, including the impetus behind it and its planning and implementation processes,
and presents the results and lessons learned from a comprehensive evaluation of the program’s
implementation. It concludes with recommendations for practice and policy change designed
to expand and sustain the initiative’s achievements.

Background on the Allegheny County Maternal and Child Health Care
Collaborative

Allegheny County, which includes the city of Pittsburgh, is a community rich in health care
resources. Nevertheless, the region has its shortcomings: high rates of women receiving no pre-
natal care in the first trimester (112 per 1,000 pregnancies); high rates of infants born at low
birth weight (80 births per 1,000); high infant mortality rates (7.6 per 1,000 live births); par-
ticularly among African-American infants (15.1 per 1,000 live births); and mothers and young
children with poor health outcomes in a number of key areas (Commonwealth of Pennsylva-
nia, 2012). Nationally, the infant mortality rate was 6.15 in 2010 (National Center for Health
Statistics, 2012). Faced with this continuing evidence of poor health outcomes and racial dis-
parities, as well as the documented negative lifelong consequences and high costs associated
with low birth weight and lack of prenatal care (Institute of Medicine, 2007), stakeholders
in Allegheny County recognized the deficiencies and need for change in the local system of
maternal and child health care.

In recognition of the important role that community coalitions can play in the health
system reform process (Institute of Medicine, 2001; Adams, Greiner, and Corrigan, 2004;
Gostin, Boufford, and Martinez, 2004), The Heinz Endowments, a large Pittsburgh founda-
tion, commissioned the RAND—University of Pittsburgh Health Institute in January 2002 to
organize the Allegheny County Maternal and Child Health Care Collaborative. In partnership
with the Allegheny County Department of Health and the Allegheny County Department of
Human Services, a project team led by RAND brought together all key systems partners in
a collaborative effort to build a model system of care for mothers and young children in the
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region. Drawing on the basic tenets of systems change put forth by the Institute of Medicine
(2001, 2006) and adapted in related evidence-based efforts to improve systems performance
(Wagner, 1998; Wagner et al., 2001), the Collaborative began an effort to transform systems
for mothers and young children in Allegheny County.

The Collaborative’s Prior Work

Phase I: Planning Process, 2002-2004

In the two years following establishment of the Collaborative, all systems partners—includ-
ing consumers and families, physical health practices and providers, health plans, and local
and state purchasers and policymakers—engaged in a systematic planning process designed to
transform the Collaborative’s vision of an ideal maternal and child health care system into a
focused strategy and action plan. Attention was paid to both the practices and policies of sys-
tems change, leading to a plan with several key goals:

* Develop an established medical or social service home for each family in the community.

* Promote a family-centered, culturally competent approach to care in which providers
address the needs, and draw on the strengths, of the entire family being served.

* Provide integrated/holistic services, with service providers working closely together,
addressing all aspects of a family’s health and social needs that affect the child at risk for
developmental delays.

* Develop a high-quality maternal and child health care workforce, well trained in the
principles of family-centered care, cultural competence, and integrated/holistic care.

* Inform families about available programs and resources, educate them about health
behaviors, and empower them to demand high-quality maternal and child health care.

* Promote effective leadership at the state and county levels with clear lines of authority and
accountability for performance.

The Collaborative identified four priority areas for improvement: prenatal care, family
behavioral health, nutrition, and chronic illness and special health care needs. The Collabora-
tive also identified two domains of best practice, family engagement and care coordination/
service integration, to be adapted and implemented in the community.

Our research explored the barriers to adoption of these best practices in relation to the
targeted areas for improvement, and ways to overcome them. The results of these efforts are
documented in a previous RAND monograph titled /mproving Maternal and Child Health
Care: A Blueprint for Community Action in the Pittsburgh Region (Pincus et al., 2005).

Phase II: Pilot Testing, 2004-2006

Using the blueprint as a guide, the Collaborative designed a one-year pilot study to test
whether several small-scale versions of its proposed evidence-based practice approach to sys-
tems improvement would be realistic and workable in local community settings. In addition,
the Collaborative determined the specific types of policy and health systems changes that
would be required to enhance and sustain these efforts. The pilot, carried out between October
2004 and September 2005, involved three community-based improvement teams focused on
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three of the Collaborative’s priority areas for improvement: prenatal care, maternal depression,
and childhood obesity.

The results of these efforts are documented in a 2006 RAND report produced by the
Collaborative entitled Building a Model Maternal and Child Health Care System in the Pitts-
burgh Region: A Community-Based Quality Improvement Initiative (Allegheny County Mater-
nal and Child Health Care Collaborative, 2006). Results varied across measures and teams,
but the gap between local physical and behavioral health care systems emerged as a sentinel
issue underlying many of the ongoing maternal and child health care challenges. This finding
highlighted the need for continued efforts to coordinate and integrate care, particularly in the
context of high-priority areas that crosscut both systems, such as maternal depression.

Phase lll: Maternal Depression Initiative, 2007-2010

Based on the results of the pilot study, the third phase of the Collaborative’s work focused on
maternal depression. The Allegheny County Maternal Depression Initiative aimed to improve
the capacity of the local physical health and behavioral health systems for identifying women
at high risk for maternal depression, enhancing their access to available resources and services,
and engaging them in behavioral health treatment as needed. With support and leadership
from the University of Pittsburgh Medical Center (UPMC) Health Plan and the Allegheny
County Department of Human Services, Office of Behavioral Health, the initiative worked
with physical health providers to screen pregnant and postpartum women for risk of depres-
sion, refer women who screened positive to physical health care managers from their managed
care organization, and support their engagement in behavioral health treatment.

The results of these efforts are documented in a 2010 RAND report entitled Building
Bridges: Lessons from a Pittsburgh Partnership to Strengthen Systems of Care for Maternal Depres-
sion (Keyser et al., 2010). While difficult to disentangle specific cause-and-effect relationships
among the initiative strategies and the outcomes that were achieved, the results indicate that
the Collaborative was successful in improving key organizational and clinical processes related
to screening, referral, and engagement in treatment for pregnant and postpartum women, par-
ticularly as compared with rates of maternal depression screening, referral, and engagement
in treatment found in the literature. In other areas, the Collaborative confronted challenges.
For example, it was difficult to ensure consistent and timely communication among those
with shared responsibility for high-risk women. Further, there was a considerable lag between
a woman’s identification and referral and her ultimate engagement in behavioral health treat-
ment, representing a target for continued quality improvement over time. The findings from
this initiative highlighted the need for continued efforts to improve coordination and collabo-
ration of care for women at high risk for depression, particularly around screening, referral, and
engagement in behavioral health treatment.

The Broad Context for the Collaborative’s Focus on Depression

Each year, more than 2,500 infants and toddlers in Allegheny County are referred for Part C
early intervention services due to concerns about communication, cognitive, social/emotional,
or developmental issues that can harm their future learning, behavior, and health (Pennsylva-
nia State Interagency Coordinating Council, 2010-2011). Up to 60 percent of these very young
children are estimated to have mothers at increased risk for depression due to adverse life circum-
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stances, including poverty, lack of social supports, and stress linked to hardship (Administration
for Children and Families, 2006; Kahn et al., 1999; Siefert et al., 2000). Research shows that
healthy early childhood development is directly linked to the quality of the parent-child relation-
ship (Davies, Winter, and Cicchetti, 2006; Sroufe et al., 2005), and that maternal depression
poses a serious risk to this relationship and, in turn, healthy child development (Cummings et
al., 2008; Elgar et al., 2007; Goodman and Gotlib, 1999; Lim, Wood, and Miller, 2008). Con-
versely, a child’s developmental delays can increase maternal stress, heightening risk for depres-
sion (Davis et al., 2003; Singer et al., 1999; Singer, 2006). Screening, referral, and engagement
in services and treatment for maternal depression early in a child’s development may offset this
negative cycle and improve outcomes for both children and their caregivers. Yet, as the 2009
Institute of Medicine’s Consensus Report emphasized, “the delivery of adequate screening and
successful detection and treatment of a depressive illness and prevention of its effects on parent-
ing and the health of children is a formidable challenge to modern health care systems” (National
Research Council and Institute of Medicine, 2009).

Prevalence and Symptoms of Maternal Depression

Depression affects more than 18 million Americans each year, and is much more likely to
affect women. Researchers estimate that, in any given year, depressive illnesses affect 12 per-
cent of women and nearly 7 percent of men (Narrow, 1998). For most individuals, depres-
sion is characterized by cycles of relapse and remittance over a lifetime. On average, adults
who have one episode of major depression will have at least five episodes across their lifetime
(Pepper and Maack, 2009). About 20 percent of those who recover from an episode (remission
of symptoms for at least eight weeks) will have a recurrence within one year; the rate of recur-
rence increases with subsequent episodes (Pepper and Maack, 2009). Common symptoms of
depression include prolonged periods of depressed or irritable mood, fatigue, loss of interest in
activities, changes in sleep or appetite, feelings of guilt or worthlessness, or thoughts of harm-
ing oneself or someone else.

Women in their reproductive period (ages 15 to 45) are twice as likely to suffer from
depression as men in the same age group (Kessler et al., 1994; Gaynes et al., 2005). Prevalence
of depression ranges from 8.5 to 11 percent during pregnancy and from 6.5 to 12.9 percent
during the first year postpartum (Gaynes et al., 2005). Recent studies investigating the stabil-
ity and change of depressive symptoms in low-income mothers found that most mothers dem-
onstrate stable levels of depression (both low symptoms and clinical levels of symptoms) during
the first couple of years after childbirth, suggesting the importance of screening at-risk women
early during pregnancy and offering services to connect women to needed treatment (Beeghly
et al., 2002; Beeghly et al., 2003; Mora et al., 2009; Ramos-Marcuse et al., 2010).

Prevalence and Risk Factors of Maternal Depression for Low-Income Populations

Among low-income and other underserved populations (e.g., minority women), the estimated
prevalence rates for maternal depression are much higher, typically ranging from 25 to 35 per-
cent (Lanzi et al., 1999; Miranda and Green, 1999; Onunaku, 2005; Siefert et al., 2000), which
is markedly higher than depression rates of the general population, as previously discussed.
Findings from the Early Childhood Longitudinal Study found that maternal depression dis-
proportionately affects children in low-income families. Specifically, 25 percent of mothers with
family incomes less than or equal to 100 percent of the poverty level were moderately or severely
depressed (Center on the Developing Child at Harvard University, 2009). This is in contrast to
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19 percent and 11 percent of mothers whose family income was between 100 and 200 percent of
the poverty level or more than 200 percent above it, respectively. According to analysis of data
from the Pregnancy Risk Assessment Monitoring System 3 for 2004-2005, the average preva-
lence of self-reported postpartum depressive symptoms among women who received Medicaid
benefits for their delivery was 21 percent (Centers for Disease Control and Prevention, 2008).

These high rates of prevalence among low-income women are often linked to life cir-
cumstances, which encompass many of the main risk factors for maternal depression.
These risk factors include, but are not limited to, individual or family history of depression
(Robertson et al., 2004), history of alcohol dependence or other substance use (Ross and
Dennis, 2009), extreme social stressors and poor marital relationships (Ramchandani and
Psychogiou, 2009), lack of social support or absence of a community network (Ingram and Taylor,
2007; Robertson et al., 2004), childhood trauma and past or current experiences of intimate-
partner violence (Knitzer, Theberge, and Johnson, 2008), and unplanned or unwanted preg-
nancy (O’Hara and Swain, 1996).

Prevention and Intervention Effects for Women At Risk for Depression

Generally, early prevention and intervention efforts for depression are effective at reducing risk
for depression among mothers (Barlow and Coren, 2004; Cooper et al., 2003; Miller et al.,
2008; Murray et al., 2003; Sockol, Epperson, and Barber, 2011; Van der Waerden, Hoefna-
gels, and Hosman, 2011), as well as for low-income or other high-risk mothers (Beeber et al.,
2004; Dennis et al., 2009; Laperriere et al., 2005; Lara et al., 2003; Lipman and Boyle, 2005;
Peden, 2005; Wiggins et al., 2005). Although types of interventions vary (e.g., nurse-delivered
in-home psychotherapy, group cognitive-behavioral therapy, community-based social support
and education groups), evaluations of interventions for low-income women at risk for depres-
sion consistently find treatment effects up to one year post-intervention. However, such effects
are rarely maintained beyond this first year (e.g., Peden, 2005; Wiggins et al., 2005). These
findings suggest that the cumulative effect of stressors in the home environment may prove dif-
ficult to overcome and can interfere with sustaining practices learned while receiving treatment
(Van der Waerden, Hoefnagels, and Hosman, 2011).

Link Between Maternal Depression and Early Childhood Development

Untreated maternal depression has potentially serious consequences for a woman’s overall well-
being, her functioning as a mother, the family’s functioning, and her child’s development
(Onunaku, 2005; Field, 2000). It poses a serious risk for healthy child development by com-
promising the quality of the parent-child relationship during critical years of development
(Cummings et al., 2008; Elgar et al., 2007; Goodman and Gotlib, 1999; Lim, Wood, and
Miller, 2008; Lovejoy et al., 2000). Healthy brain development during early childhood requires
a “serve and return” pattern of interactions between caregivers and their infants (Center on
the Developing Child at Harvard University, 2009; Tronick, 2007). These interactions help
develop key connections in the child’s brain that aids in the healthy formation of the stress
response systems, language formation, and other cognitive skills. However, depression may
interfere with a caregiver’s ability to engage in these interactions (Center on the Developing
Child at Harvard University, 2009; Tronick, 2007). Specifically, depressed caregivers often
display one of two problematic patterns of parenting—(1) hostile and/or intrusive, or (2) dis-
engaged or withdrawn—that disrupt the “serve and return” interaction essential for healthy
brain development (Center on the Developing Child at Harvard University, 2009). Depressed
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mothers also generally show less attentiveness and responsiveness to their children’s needs and
are less likely to use preventive services (Diego, Field, and Hernandez-Reif, 2005). Moreover, a
child’s developmental delays can increase maternal stress, ultimately increasing risk for depres-
sion and perpetuating a cycle that affects both mother and child (Davis et al., 2003; Singer,
20006; Singer et al., 1999).

Exposure to maternal depression and the associated “toxic stress” has grave consequences
for healthy child development. Perinatal depression, in particular, affects children prenatally
and after birth (Bonari et al., 2004). Depressed women are more likely to give birth prema-
turely, and their infants are at greater risk of being small for gestational age (U.S. Department
of Health and Human Services, Office of Women’s Health, 2009). After birth, a mother’s abil-
ity to bond with her child might also be compromised by depression, placing infants at risk for
delayed social and emotional development (Diego, Field, and Hernandez-Reif, 2005; Paulson,
Dauber, and Leiferman, 2006; Murray and Cooper, 1997). Children of depressed mothers
experience more social and emotional problems than children whose mothers are not depressed
(Moore, Cohn, and Campbell, 2001; Whitaker, Orzol, and Kahn, 2006). Delays or impair-
ments in cognitive and linguistic development and social interactions also emerge (Grace,
Evindar, and Stewart, 2003; Downey and Coyne, 1990). Children of mothers with continued
depression are more likely to develop long-term behavioral problems and are at greater risk of
developing psychopathology, including affective (mainly depression), anxiety, and conduct dis-
orders, later in life (Beck, 1999; Weissman et al., 2006).

As such, the dual challenges of maternal depression and child developmental delay pose
unique threats to both the mother and child. Children with developmental delays may require
greater levels of responsiveness and engagement from mothers to meet the daily challenges
associated with physical health problems, cognitive delays, and behavioral problems. Depres-
sion may hinder a mother’s ability to provide these additional supports to her children. Addi-
tionally, the stress of managing the added needs of a child with a developmental delay, as
well as concern about long-term outcomes, may exacerbate or prolong depression in mothers.
Early childhood developmental delays combined with ongoing exposure to maternal depres-
sion can result in negative long-term outcomes, such as poor physical health, poor academic
performance, depression and other psychological disorders, delinquent behavior, and conduct
problems (Goodman and Gotlib, 1999). Intensive intervention efforts that focused specifically
on mother-child interactions have shown improved developmental outcomes among children
of depressed mothers (Cicchetti, Rogosch, and Toth, 2000), as well as improved interactions
between mother and child (Clark, Tluczek, and Wenzel, 2003; Cicchetti, Rogosch, and Toth,
2000). Initiating screening, referral for treatment, and engagement in treatment for maternal
depression early in a child’s life may offset this negative cycle and improve outcomes for both
mothers and their children (Cicchetti, Rogosch, and Toth, 2000; Clark, Tluczek, and Wenzel,
2003). Moreover, using a two-generation approach (i.e., parent and child) with mothers at risk
for or experiencing depression may help them cope with the parenting challenges of having a
child with developmental delays, while offering enhanced support for the child.

System Challenges to Addressing Maternal Depression

Although the dual challenges of maternal depression and children’s developmental delays
often co-occur (Sohr-Preston and Scaramella, 20006), the relevant care systems in the United
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States typically identify and treat them separately. These systems have evolved in a manner
that fosters specialization and fragmentation in treatment and interventions. Lillas and Turn-
bull point out that “often families end up enlisting the help of a variety of practitioners in
a serial fashion, presenting their child’s same problems yet hearing interpretations through
a different professional lens inadvertently culminating in a confusing, distressing and dis-
heartening scenario” (2009, p. 7). This fragmentation can result in families having mul-
tiple comprehensive treatment plans, unrelated interventions, repeating their story countless
times to different providers, and interacting with a variety of therapists in a variety of set-
tings. Early intervention services traditionally focus on addressing the specific developmen-
tal delays experienced by children and may not consider the emotional impact on parents or
the adult’s need for support and services. Conversely, behavioral health providers, physical
health providers, and community agencies that serve adults with depression often do not
consider the impact of parental depression on young children in the family or focus on the
adult’s role as a parent. Furthermore, settings focused on children (e.g., pediatric offices or
early intervention programs) tend to lack established systematic practices for identifying
maternal depression; this, along with the lack of coordinated referral between pediatric and
adult systems, impedes the ability of providers to connect depressed mothers with appropri-
ate services. As a result, many mothers do not receive the supports and services they need to
manage both their depression and their children’s developmental needs, which may place the
health and well-being of the entire family at risk.

Maternal Depression Screening

Although systematic screening is now widely recognized as a necessary prerequisite for the
early identification of maternal depression, few pediatric primary care physicians report using a
validated tool at specified intervals to screen for maternal depression (Heneghan, Morton, and
DeLeone, 2007; Olson et al., 2002; LaRocco-Cockburn et al., 2003; Seehusen et al., 2005).
Overall, maternal depression screening rates average around 38 percent (e.g., Armstrong and
Small, 2007; Garcia, LaCaze, and Ratanasen, 2011; LaRocco-Cockburn et al., 2003; Seehusen
et al., 2005; Segre et al., 2011). However, estimates vary widely depending on health care set-
ting, with rates of 8 percent for pediatricians (Heneghan, Morton, and DeLeone, 2007; Olson
et al., 2002), 24 percent for obstetricians (La-Rocco-Cockburn et al., 2003), and 31 percent
for family medicine physicians (Sechusen et al., 2005). Recent results from chart reviews of
Health Choice members conducted by Pennsylvania’s Ofhice of Medical Assistance Programs
indicate rates of prenatal depression screening ranged from 51 percent in 2008 to 65 percent
in 2009, and postpartum depression screening ranged from 34 percent in 2008 to 51 percent
in 2009 (OMAP, 2008-2009). However, because the rates do not distinguish physicians who
use validated screening tools from those who rely on non-standardized screening methods,
percentages are likely inflated.

When providers use a validated tool to screen for maternal depression, estimates of posi-
tive screens range from 6 to 57 percent, with an average rate of 30 percent for low-income
populations (e.g., Beeber et al., 2010; Bethell, Peck, and Schor, 2001; Birndorf et al., 2001;
Carter et al., 2005; Goodman and Tyer-Viola, 2010; Marcus et al., 2003; Miller, Shade, and
Vasireddy, 2009; Olson et al., 2005; Shim et al., 2011; Smith et al., 2004). However, rates vary
depending on the setting (primary care vs. early intervention), the patient population (low-
income, predominantly minority patients) and screening tools (e.g., the nine-question Patient

Health Questionnaire [PHQ-9], Beck Depression Inventory, Center for Epidemiologic Studies
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Depression Scale). OMAP (2008, 2009) reports of positive screens during prenatal or post-
partum depression screening echoed peer-reviewed reports and ranged from 17 to 30 percent.

Despite recent recommendations to screen for maternal depression in primary care set-
tings, more than 75 percent of pediatric primary care physicians still rely on behavior, appear-
ance, and complaints to recognize depression (Heneghan, Morton, and DeLeone, 2007; Olson
et al., 2002). Additionally, when providers do screen for depression, they often use their own
questions about mood or mental health to recognize depression rather than validated screening
tools (LaRocco-Cockburn et al., 2003). Such practices raise concerns given findings indicating
poor accuracy among pediatric providers in recognizing depression without the use of a vali-
dated screening tool (Heneghan et al., 2000). For instance, when screening in the health care
setting is based on clinical observation alone, 50 percent of women suffering from depression
are missed (Wilen and Mounts, 20006). These barriers, along with other provider-level barriers
(e.g., lack of training in identifying signs of depression in diverse populations), ultimately result
in poor identification of women who are depressed.

Actions Taken Following Positive Screens

Depression screening alone has yet to be linked directly to improvement in depression (Gaynes
et al., 2005). To be effective, screening must be followed by a formal diagnostic assessment, a
method to guide referral or treatment decisions, and quality monitoring to track and remedy
unexpected developments (Miller, Shade, and Vasireddy, 2009). Survey estimates of referral
rates following a positive depression screen at well-child visits average approximately 50 percent
(e.g., Chaudron et al., 2004; Sheeder, Kabir, and Stafford, 2009; Yonkers et al., 2009), rang-
ing from 20 percent to upward of 73 percent (Goodman and Tyer-Viola, 2010; OMAP, 2008).
However, rates vary considerably by setting and available follow-up services (e.g., Chaudron et
al., 2004; Goodman and Tyer-Viola, 2010; Olson et al., 2005; Olson et al., 2006). Reports of
referrals in primary care health settings tend to represent the lower range of referral rates (e.g.,
Goodman and Tyer-Viola, 2010; Olson et al., 2005), whereas referrals from early intervention
settings have been higher, at around 50 percent (Chaudron et al., 2004). For providers, the lack
of a triage process to refer and treat individuals who screen positive for depression is a major
barrier to connecting caregivers with services in the mental health system (Boyd et al., 2011;
Children’s Defense Fund of Minnesota, 2011). Further, a lack of established communication
channels between the adult behavioral health care system and the pediatric health care system
makes coordination across systems difficult (Abrams, Dornig, and Curran, 2009; Boyd et al.,
2011; Children’s Defense Fund of Minnesota, 2011).

Engagement in Behavioral Health Treatment

Treatments for maternal depression reach only a small subset of depressed women. This is
especially true for racial and ethnic minorities, who have less access to mental health services
and are less likely to receive high-quality mental health care (Agency for Healthcare Research
and Quality, 2004; Skaer et al., 2000; Wang, Berglund, and Kessler, 2000; Young et al., 2001;
Vesga-Lépez et al., 2008). Based on the few studies or interventions of screening and referral
systems that report engagement rates for low-income women, the average engagement rate was
approximately 37 percent (Miranda et al., 2003; Sit et al., 2009; Smith et al., 2009; Wiggins
et al., 2005). Estimates of engagement in at least one session following referral for services
ranged from approximately 16 percent up to 94 percent (Miranda et al., 2003; Sit et al., 2009;
Wiggins et al., 2005), with rates varying considerably by types of follow-up services.
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In addition to challenges to access, caregivers’ negative beliefs about mental illness and
treatment, as well as personal constraints (e.g., childcare, transportation), prove to be major
barriers to treatment (Abrams, Dornig, and Curran, 2009; Sit and Wisner, 2009), and may
be particularly salient for low-income minority women. Among those who do engage in treat-
ment, discontinuities in care during pregnancy and postpartum can complicate the recovery
process (Bennett et al., 2010). These discontinuities might be exacerbated by a lack of coordi-
nation between care providers (American Congress of Obstetricians and Gynecologists, 2006),
as well as the fact that many health care providers are uncomfortable treating depression with-
out input from mental health care providers (LaRocco-Cockburn et al., 2003; Hill et al., 2001;
Dietrich et al., 2003).

Sustaining engagement in treatment long enough to observe positive change in outcomes
is another challenge, as is defining what constitutes an “adequate dose” of treatment for mater-
nal depression. In their recent review of the availability of treatment for maternal depression,
Witt and colleagues (2009) defined adequate dose as receipt of at least eight 30-minute out-
patient or office-based psychotherapy visits or at least four antidepressant prescriptions. Other
studies have shown that the percentage of patients who report improvements in their symp-
toms of depression doubles between zero and three doses (Howard et al., 1986). When looking
at studies on engagement for low-income women who received multiple sessions of treatment
(i.e., engagement in more than one session), rates of engagement were low, ranging from 6
percent of mothers from publically funded obstetric clinics who received services from a com-
munity mental health care clinicians to 17 percent of mothers screened initially at Women,
Infants and Children (WIC) programs who received services from community mental health
care clinicians (Smith et al., 2009; Miranda et al., 2003). These low rates of engagement in
multiple sessions may suggest that caregivers find it difficult to attend multiple sessions while
juggling multiple stressors and demands at home. For these reasons, a formal system that pro-
vides routine depression screening with a validated tool, appropriate referrals when needed, and
support to address the barriers to treatment is needed.

The Need for a Cross-System Response to Maternal Depression in Allegheny
County

At the outset of the initiative, the local systems in Allegheny County were set up to serve chil-
dren at risk for developmental delays and parents at risk for or experiencing depression as if
the conditions and target populations were independent of each other (Figure 1.1). Each year
approximately 2,500 children in Allegheny County are referred to the Part C early interven-
tion system, with most of them either identified as having or determined to be at risk for devel-
opmental delays (Pennsylvania State Interagency Coordinating Council, 2010-2011). At the
same time, an estimated 6,000 infants are born to women enrolled in Medicaid in Allegheny
County each year, of which approximately 1,800 have a primary caregiver with depression.
Given the documented interconnectedness of parental depression and early childhood devel-
opmental delays, as well as the prevalence of these outcomes in the community, it was expected
that significant numbers of the caregivers at risk for or experiencing depression would have
children either experiencing or at risk for developmental delays, and that many of the chil-
dren referred for developmental delays would have parents experiencing or at increased risk for
depression.
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Figure 1.1
Existing Public Systems for Early Childhood Developmental Delays and Caregiver
Depression
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The federal Individuals with Disabilities Education Improvement Act (IDEA) of 2004
Program for Infants and Toddlers with Disabilities (Part C) provides a federal grant program
that assists states in operating comprehensive programs for early intervention services for
children up to three years of age with disabilities. The program was created to enhance the
development of infants and toddlers and the capacity of families to meet their child’s needs.
Part C contains many requirements states have to meet, including specifying the minimum
components of their system. Part C supports many opportunities for local collaboration in
caring for very young children, and Pennsylvania’s relatively progressive requirements for early
intervention (25 percent delay or clinical opinion) have enabled interventions for a significant
73 percent of children who are assessed for developmental delays. Beyond that, the develop-
ment of infants/toddlers not currently eligible for intervention services can be monitored over
time if certain risk factors are present. However, the Part C legislation does not provide for
parental depression screening within the early intervention system, nor does it recognize paren-
tal depression as an eligible risk factor for tracking services for early childhood development.
Moreover, there were no established practices for cross-referrals of parents and children from
early intervention to either Medicaid mental health services or non-public mental health ser-
vices within the maternal and child health care system. As a result, hundreds of opportunities
to identify at-risk parents and infants/toddlers and engage them in appropriate care across the
different systems were being missed.
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The Helping Families Raise Healthy Children Initiative

Aims and Focus of the Initiative

Helping Families Raise Healthy Children represents the Collaborative’s next step in achieving
its vision of a model maternal and child health care system. The initiative focuses on identify-
ing at-risk families, integrating and coordinating services across systems, and building system
capacity while embodying the Collaborative’s strategic vision for system improvement and
occupying the domains of best practice outlined in the Phase 1 planning process. Further,
consistent with the Institute of Medicine’s recommendations, Helping Families Raise Healthy
Children is a two-generation (i.e., parents and their children), cross-systems quality improve-
ment initiative that employs a relationship-based approach to service delivery. For early inter-
vention and behavioral health providers, relationship-based services help parents interpret and
respond to their infants’ cues, express their own emotions, and prevent or repair damage to
the parent-child relationship. For service coordinators at The Alliance, relationship-based ser-
vice coordination engages families and supports the relationship of caregiver and child to
enhance delivery and long-term outcomes of early intervention services. Overall, the initiative
was designed to ensure that both caregivers and infants are well served by integrating the local
Part C early intervention system for infants and toddlers with the infrastructure that supports
adult behavioral health care. This approach addresses early childhood development and mater-
nal depression in the context of the parent-child relationship. Helping Families Raise Healthy
Children has three main objectives:

* improve identification of families with primary caregivers at risk for or experiencing
depression and infants/toddlers at risk for or experiencing developmental delays

* enhance access to support and services for these families through referrals for assessment
or services in the Medicaid maternal and child health, behavioral health, and early inter-
vention systems

* offer and support engagement in relationship-based services that address the needs of
both caregivers and young children in the context of the parent-child relationship.

The initiative’s implementation strategy was designed to achieve sustainable improve-
ments in processes (e.g., screening, referral, and engagement) and outcomes (e.g., caregiver
depression) by providing better understanding and response to families’ needs and prefer-
ences; establishing a cross-system collaborative network; improving providers’ capacity to
deliver relationship-based care; and establishing cross-system practices for these efforts. To
this end, three components of service delivery were targeted for improvement at the systems
level:

1. screening and identification of at-risk families through three pathways within and
between the Part C early intervention system and the maternal and child health care
system

2. referrals for those identified as being at risk

3. engagement in relationship-based services in both the Part C early intervention and
behavioral health systems.
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Roles and Responsibilities of Key Stakeholder Groups

To achieve the initiative’s three aims, the Collaborative convened seven stakeholder groups to
work together. These groups and their roles and responsibilities in relation to the aims of the
initiative are as follows:

 Families at dual risk for depression and early childhood developmental delays were the
target population of the initiative. During the planning and implementation phases, this
group provided advice on the initiative implementation protocols, strategies, and materi-
als through a Family Advisory Council (FAC).

e Community Care Behavioral Health Organization (Community Care), the Medicaid
behavioral health managed care organization (MCO), provided care management and
ensures access to available resources and services for identified families, to increase the
likelihood that they would effectively engage in behavioral health treatment as needed
and appropriate. Community Care provided the organizational and project leadership
and facilitated the involvement of the behavioral health network of providers.

e The Alliance for Infants and Toddlers (The Alliance) is the central intake and service
coordination unit for families of children (birth to three years of age). It screened and
identified families at high risk for depression and took steps to link them to available sup-
ports, services, and treatments as needed and appropriate. The Alliance also educated and
supported all service coordinators in a relationship-based approach to service coordina-
tion.

* Early intervention service provider organizations (birth to three years of age) provided in-
home, relationship-based services for children with developmental delays.

* Behavioral health provider organizations offered a range of well-established treatments
that meet the needs and preferences of the referred families with very young children.
Community Care developed a network of behavioral health providers able to offer home-
based mental health treatment services for families receiving Medicaid.

* Maternal and child health care providers and organizations in the community identified
families at high risk for depression and referred them to The Alliance for screening and
developmental assessment.

e State and local purchasers and policymakers supported practice and policy changes to
enhance the ability of systems partners to carry out their agreed-upon roles.

Other organizations in the community offered support (e.g., funding, data collection and
analysis, access to requisite resources and services outside the maternal and child health care
system) to ensure successful and sustainable systems change.

Figure 1.2 provides a high-level overview of the relationships among these groups with
respect to identifying families at risk for caregiver depression (aim 1), enhancing their access
to available resources and services (aim 2), and supporting their engagement in relationship-
based services in the Part C early intervention and behavioral systems as needed and appro-
priate (aim 3).

Through the active engagement and commitment of these key stakeholders, this commu-
nity-based collaborative aimed to create a new cadre of service professionals who can bridge
the gap between the adult mental health and Part C early intervention systems. The goal was
to build a sustainable cross-systems infrastructure that improved local capacity to identify and
engage families with caregivers at risk for or experiencing depression and children at risk for
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Figure 1.2.
Key Stakeholder Groups for the Helping Families Raise Healthy Children Initiative
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developmental delays, and to change practice and policy so that more parents are empowered
to provide their children with opportunities to reach their fullest potential and, in so doing,
enhance their own prospects for improved health and well-being,.

Strategies for Implementation

Together with the Collaborative, the three organizing partners for the initiative (Community
Care, The Alliance, and RAND) developed protocols and procedures for implementing the
initiative’s components of screening and identification, referral, and engagement in relation-
ship-based services. The project team also designed and implemented a comprehensive set of
strategies to support the partners in fulfilling their roles and responsibilities. These strategies
included cross-system provider education and training, a learning collaborative group and
process for providers in both the Part C early intervention system and the behavioral health
system, community outreach, and an FAC. Details on the initiative implementation protocol
and strategies are provided in Chapter Two.
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Initiative Timeline
The Helping Families Raise Healthy Children initiative began on August 1, 2009, and ofhcially
ended data collection on May 31, 2012. The initiative’s work was conducted in four phases:

Start-up phase (August 2009—January 2010). Protocols and procedures for screening and
referrals were developed. Service coordinators and supervisors at The Alliance were trained
on the depression screening and referral protocols. Community Care worked with behavioral
health providers to develop capacity for home-based mobile mental health treatment services
and expanded existing relationship-based services for the initiative’s target population.

Phase 1 implementation (February 2010—January 2011). Screening and referral compo-
nents were implemented. Workshops were held for early intervention and behavioral health
providers on relationship-based services and approaches. For the evaluation, RAND collected
process data on the screening, referral, and engagement in treatment components; system
impact data on the cross-systems trainings; and individual outcome data from caregivers com-
pleting the screening and assessment process. RAND also conducted interim data analyses to
inform ongoing implementation.

Phase 2 implementation (February 2011-May 2012). Implementation of the screen-
ing and referral components continued, as did additional workshops on relationship-based
approaches. This phase incorporated the relationship-based approaches within the Part C early
intervention and behavioral health systems for those identified as at risk for or experiencing
depression. RAND continued to collect process, system impact, and individual outcome data
and to provide interim analyses to inform ongoing quality improvement.

Reporting and dissemination (June 2012—June 2013). RAND analyzed the results of the
data collection, and the results were used to develop recommendations for sustaining prac-
tice and policy improvements. The results were also disseminated to community stakeholders
via this report, national and local conferences, and a planned public policy forum. The proj-
ect team also worked on integrating the implementation components to sustainable practices
across the involved systems and developed an implementation toolkit for other communities
interested in depression screening, referral, and treatment across systems (Schultz et al., 2012).

Organization of This Report

This report presents the data gathered for the initiative’s multifaceted evaluation. Chapter Two
describes the methods for achieving the three aims of the Helping Families Raise Healthy Chil-
dren initiative. Chapter Three assesses implementation of the screening, referral, and engage-
ment-in-services components of the initiative and presents the results of the caregiver screening
and assessment process. Chapter Four summarizes the key lessons learned from the initiative.
Chapter Five offers recommendations for practice and policy change that will expand and sus-
tain the achievements that were made.



CHAPTER TWO

Methods

This chapter provides details on how the initiative was designed, implemented, and evaluated.
We begin by describing the initiative’s framework for system change, including the conceptual
model, initiative partners, and project organization. Next, we describe the implementation
protocols and processes for each component and the strategies undertaken to support imple-
mentation. Finally, we present the details of the evaluation plan that guided the initiative’s
progress and informed the development of the lessons learned and resulting recommendations.

The Initiative’s Framework for System Change

‘The Helping Families Raise Healthy Children initiative was designed as a cross-systems quality
improvement initiative to change the way local systems work with families facing the related and
often co-occurring challenges of parental depression and early childhood developmental delays.
The initiative aimed to build new pathways to existing services and expand service options for
dual-risk families in a family-centered system that integrated behavioral health screening and care
for the caregiver with Part C early intervention services (Figure 2.1). This framework provides
opportunities for: (1) screening and improved identification of at-risk families in the Part C early
intervention system and maternal and child health care system; (2) enhanced referrals for those
identified as being at risk; and (3) access to and support for engagement in relationship-based
services in the Part C early intervention and behavioral health systems.

Initiative Partners and Organization

The initiative represents a collaborative effort of more than 35 community partners led by a
project team comprising representatives from the initiative’s organizing partners (Table 2.1).
The three organizing partners (Community Care, The Alliance for Infants and Toddlers, and
RAND) and the FAC worked together to implement all aspects of the initiative. Community
Care provided the Helping Families Raise Healthy Children project director (funded through
the grant) to oversee all aspects of the project, including:

* organizing the development of the depression screening and referral protocols

* planning all initiative trainings

* convening a learning collaborative for providers in the early intervention and behavioral
health systems

* conducting outreach with initiative partners

* facilitating project team work groups on data collection, policy/outreach, and integration

15
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Figure 2.1
Framework for System Change
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* disseminating initiative results and activities at local, state, and national conferences
* preparing grant and funder reports.
88

Two grant-funded mental health specialists worked at The Alliance to support service
coordinators and early intervention providers in their work with screening, referrals, and rela-
tionship-based services and treatment. The mental health specialists also managed the cases for
families with children whose primary caregivers were identified as experiencing or being at risk
for depression but otherwise did not qualify for standard at-risk tracking services or treatment
within the Part C early intervention system. The mental health specialists and Alliance clinical
director led workshops on relationship-based care for early intervention and behavioral health
providers. The grant also provided support for a data manager who was responsible for enter-
ing, monitoring, and processing the data collected at The Alliance regarding screening, refer-
rals, and engagement in services. In addition to supporting the development of the screening
protocol, referral processes, and cross-system training effort, RAND designed and conducted
the evaluation described later in this chapter.
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Table 2.1
Initiative Partners

Organizing Partners

Community Care Behavioral Health (grantee)
The Alliance for Infants and Toddlers

RAND Corporation

Family Advisory Council (FAC)

Funders

The Robert Wood Johnson Foundation Local Funding Partnership

The Highmark Foundation (nominating funder)

UPMC Health Plan

The Pittsburgh Foundation

The Fine Foundation

FISA Foundation

Jewish Healthcare Foundation

Pennsylvania Department of Public Welfare, Office of Mental Health and Substance Abuse Services

Community Partners

Part C Early Intervention System

The Alliance for Infants and Toddlers

Early Intervention Network of Service Providers — Achieva, The Early Learning Institute, Integrated Care, Early
Intervention Specialists, Pediatric Therapy Professionals, Therapeutic Early Intervention Services

Maternal and Child Health Care System

Allegheny County, Department of Human Services

Community Care Behavioral Health

Behavioral Health Network of Providers — Allegheny County Department of Human Services Office of Behavioral
Health, Allegheny Family Network, Every Child, Family Resources, Family Services of Western PA, Holy Family
Institute, Matilda Theiss Child Development Center, Mercy Behavioral Health, Mon Yough Community Services,
Re:solve Crisis Network, Sojourner House, Turtle Creek Valley MH/MR

Physical Health Medicaid Managed Care Organizations

Physical Health Providers — Children’s Hospital Primary Care Center, KidsPlus Pediatrics, Magee Women'’s Hospital
of UPMC, Primary Care Health Services Inc., Sto Rox Family Health Center, UPMC Family Medicine

Maternal and Child Health Community Organizations

The Birth Circle

Healthy Start

The Children’s Home of Pittsburgh

Perinatal Depression Collaborative

Early Head Start: COTRAIC and Family Foundations

Maternal and Child Health Programs of the Allegheny County Health Department
Family Support Centers

National Fatherhood Initiative

The FAC included eight to ten caregivers experienced with depression or early interven-
tion. The role of the FAC was to ensure the appropriateness and relevance of the training
materials and informational materials on depression, inform the development of the screen-
ing protocol and referral process, provide feedback on evaluation-related data collection (e.g.,
the discussion guide for the family interviews), and incorporate a family perspective at cross-
system training sessions.

The initiative was supported by a grant from the Robert Wood Johnson Foundation Local
Funding Partnerships, and a consortium of local funders, including the Highmark Foundation,
UPMC Health Plan, The Pittsburgh Foundation, The Fine Foundation, FISA Foundation, and
the Jewish Healthcare Foundation. This project was viewed as a quality improvement initia-
tive in the Medicaid/HealthChoices program in Allegheny County. With the leadership of the
Allegheny County Department of Human Services and Community Care, the project obtained
additional funds from the Pennsylvania Department of Public Welfare/Office of Mental Health
and Substance Abuse Services. Community partners included agencies from the eatly interven-
tion, behavioral health, physical health care, and community social service systems.
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Implementation Protocols and Procedures

The project’s implementation involved screening and identifying at-risk families, providing
referrals, and supporting engagement in relationship-based services and treatment in the
Part C early intervention and behavioral health systems (Figure 2.2). The project’s start-up
phase (August 2009—January 2010) included development of cross-system practices and proto-
cols for each of these components. These protocols and processes, described below, outline the
roles and responsibilities of all participating partners. Throughout implementation, the project
team provided technical assistance, infrastructure support, and data collection and communi-
cation tools to facilitate interactions within and across systems.

Screening and Identification of At-Risk Families
The first implementation component was to screen and identify atrisk families through three
pathways: the screening process, self-identifiers, and community partner referrals.

Families Identified Through the Screening Process

The first pathway involved depression screening for families in Allegheny County who had
an infant or toddler with a developmental concern. The screening protocol involved a two-
step depression screening process for all new and existing Alliance families. For new families
coming into The Alliance for early intervention services, the service coordinators completed
the screening process whenever possible during the initial home visit for enrollment in early
intervention services. For families already enrolled in early intervention services at the start of
the project, the service coordinators conducted screening during their next scheduled visit or
evaluation of the family after project implementation. The service coordinator explained to
caregivers that, in addition to early intervention services, The Alliance was completing a rou-
tine screening process with all of its families that involved questions about how caregivers had
been feeling over the past several weeks. The service coordinator then asked the respondents

Figure 2.2
Implementation Components

Screening and identification

Screened at Self-identified Referred from
risk on two-step during an community
depression interaction partner for
screening with service depression
process coordinator risk

Referrals

Engagement in relationship-based services
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to initial the screening packet if they were willing to have their de-identified information held
by RAND. To the extent possible, the service coordinator ensured that the caregiver had some
privacy to complete the screening process, which was available in either English or Spanish.

The initial screen consisted of the PHQ-2, a depression screen that is widely used in com-
munity health settings (Kroenke, Spitzer, and Williams, 2003). If the caregiver responded pos-
itively to either initial screening question, then the nine-question PHQ-9 screen was admin-
istered to further assess depressive symptoms (Kroenke, Spitzer, and Williams, 2003). The
PHQ-9 is a tool for assisting primary care clinicians in assessing depression that provides a ten-
tative diagnosis and a severity score that aids in selecting and monitoring treatment (MacAr-
thur Initiative on Depression & Primary Care, 2012). Caregivers who scored ten or higher out
of 27 on the PHQ-9 were considered to be positive for depression, and the service coordinator
explained the result to the caregiver, providing reassurance that there was support available
through referrals and access to relationship-based services.

Once a caregiver screened positive for depression, the service coordinator attempted to
complete a baseline assessment to evaluate family functioning and provide information about
the health of the caregiver and the child. The baseline assessment was designed to help identify
the kinds of stressors affecting the caregiver and family and the areas with the greatest need
for assistance. The baseline assessment was intended to be completed at the same visit as the
screening process or at a later visit, depending on the circumstances. The baseline assessment
primarily consisted of the Parenting Stress Index Short Form (PSI-SF), a 36-question survey
that is widely used in the field to assess stress in the parent-child relationship (Reitman, Cur-
rier, and Stickle, 2002). It also included a series of questions related to the caregiver’s health
and safety and the child’s health.

To monitor changes over time, attempts were made to rescreen all families at six, 12,
18, and 24 months after the baseline screening. Families who screened positive at a follow-up
screening received referrals and access to relationship-based services as we will describe later.

Self-Identified Families

The second pathway in the screening and identification component of the initiative involved
families who self-identified a need for assistance with caregiver depression during an interac-
tion with their service coordinator at The Alliance. This pathway was not anticipated when the
screening protocol described above was initially developed. During implementation, service
coordinators noted that some families who did not complete a screen for depression or screened
negative self-identified a need for support when the depression screening was offered.

Families Referred by Community Partners

The third pathway involved community-based providers in the maternal and child health care
system identifying families with a caregiver at risk for or experiencing depression through
screening programs and other efforts. Community-based providers were able to refer these
families to The Alliance for developmental assessment and screening for the child, and depres-
sion screening and referrals for the caregiver.

Relationship-Based Service Coordination and Referrals

The second component of the initiative was to provide relationship-based service coordination
within early intervention and referrals to families who had been identified as at risk for paren-
tal depression. The relationship-based service coordination was conceived as a way of engag-
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ing with families that recognizes the relationship as the driving factor for most change within
the family unit. This approach focuses on supporting the relationship of caregiver and child
to enhance delivery and long-term outcomes of early intervention services. While the original
plan was to train only interested service coordinators in relationship-based service coordina-
tion, ultimately all service coordinators were trained and supported in this approach.

For the referral protocol, when a caregiver screened positive for depression, the Alliance
service coordinator explained that all children in the household under the age of three were eli-
gible to have their development monitored, even if they did not qualify for the early interven-
tion services outlined in The Alliance’s Individualized Family Service Plan (IESP) or existing
atrisk tracking services. If the family’s only risk factor was depression (or another behavioral
health concern), then one of the project-funded mental health specialists at The Alliance fol-
lowed the family, offering more intensive at-risk tracking services. For children who received
atrisk tracking services only, the service coordinator followed the family, engaging support
from the mental health specialists as needed. For children receiving the early intervention ser-
vices specified in their IFSPs, the service coordinator also followed the family supported by the
mental health specialists as needed.

The referral options included early intervention relationship-based services (e.g., speech
therapy, physical therapy), relationship-based behavioral health services (e.g., team-delivered
in-home behavioral health services, in-home mobile therapy), other behavioral health services
(e.g., outpatient behavioral health therapy), crisis services, and community-based services (e.g.,
Early Head Start, parenting classes). Caregivers referred for behavioral health services who
were evaluated and diagnosed with depression may have received pharmacologic therapy in
addition to other services. To determine which referrals might be appropriate, the service coor-
dinator discussed with the caregiver any prior experiences with depression or other behavioral
health issues and any treatment received, reviewed assessment responses to discuss the types of
stressors the caregiver faces, and assessed whether the family had a support system. Based on
this discussion, the service coordinator suggested referral and service options and determined
whether the caregiver wanted a referral. If the caregiver declined, the service coordinator pro-
vided options for family support, including at-risk tracking by the project’s mental health
specialist and checked in with the caregiver periodically. If the caregiver accepted a referral,
the service coordinator discussed some of the common barriers to accessing behavioral health
services and informed the project’s mental health specialists about the referral request. For
these families, the mental health specialists worked to connect the caregiver and family to the
appropriate services and supports. On an ongoing basis, the mental health specialists coor-
dinated services and supports with the service coordinators and with early intervention and
community-based providers.

Engagement in Relationship-Based Services

The third component was to provide well-established relationship-based services and therapeu-
tic services within the Part C early intervention and behavioral health systems for caregivers
who wished to address their behavioral health issues as well as parenting and the parent-child
relationship. The project team selected three dyadic therapies that help parents interpret and
respond to their infants’ cues, express their own emotions, and prevent or repair damage to the
parent-child relationship. These relationship-based interventions met the needs of the target
population and, at the same time, aligned with the interests of local service providers in both
systems. The project team conducted in-depth training sessions on each relationship-based
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model, allowing providers to select a model to use. Training was provided for the following
therapy models:

* Promoting First Relationships emphasizes the importance of attachment between
infants/toddlers and their parents/caregivers with a focus on the potentially negative
impacts of poverty, family stress, special needs, and behavioral problems on the parent-
child relationship (Kelly et al., 2003). The program can be delivered in home or group-
based settings and follows a curriculum that uses handouts and videos to strengthen the
parent-child relationship.

* Partners in Parenting Education aims to promote healthy infant-parent relationships
with a focus on developing and maintaining secure attachments between children and
caregivers (Dolezol and Butterfield, 1994). The program can be delivered as a home-based
intervention, and the curriculum is divided into three parts: Listen, Listen, Listen (e.g.,
communication skills); Love Is Layers of Sharing (e.g., emotional connections and trust);
and Playing Is Learning (e.g., stabilization and socialization). At each session, the provider
goes through four phases with the family: Presentation of Concepts; Demonstration;
Supervised Parent-Child Interaction; and Evaluation.

* Nurturing Parenting (Devall, 2004) was originally developed to prevent and/or treat child
abuse and neglect. The program addresses several components of the parent-child relation-
ship, including child development, emotional connections, discipline, communication, and
coping with stress. The provider and caregiver work together for the first hour of each visit,
and the last halfhour is spent with the parent practicing new skills with coaching when
needed. The program can be delivered as a home-based or group-based intervention.

Strategies to Support Initiative Implementation

Throughout implementation, the project team employed a variety of strategies to support the
implementation of the initiative components. The strategies were designed to obtain feed-
back from collaborative partners about the initiative and to continuously improve implemen-
tation and the process, individual, and system impact outcomes of the initiative, including
conducting cross-system training and education sessions, supporting the screening and referral
processes, convening a learning collaborative composed of early intervention and behavioral
health providers, conducting outreach to community agencies and partners, and soliciting
feedback from initiative partners on the implementation protocols and processes. Each of these
areas is described in the following sections.

Conducting Cross-System Provider Training

During the start-up and implementation phases, the project team organized a series of train-
ing and education sessions designed to enhance the capacity of local early intervention, behav-
joral health, and maternal and child health care providers to offer integrated and coordinated
service to families with caregivers at risk for or experiencing depression and children at risk
for or experiencing developmental delays. Each training session addressed one or more topics
related to achieving the initiative’s objectives (e.g., caregiver screening/assessment, referrals,
and engagement in relationship-based services) and the importance of conducting these activi-
ties in a manner that honors and respects family values and priorities and builds trusting rela-
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tionships with families. The training sessions on relationship-based care used case discussions
and examples from culturally diverse families to help explore how families differ in various cul-
tures. Whenever possible, a member of the FAC participated in the training to provide perspec-
tive on the training content. To maximize participation for early intervention and behavioral
health providers, continuing education credits and partial reimbursement were made available
to offset the clinicians’ loss of time. Furthermore, a subset of trainings was videotaped and
made available for individual viewing online.
Each type of education session is described below:

* Trainings on the screening protocol and the referral process. During the start-up
phase, the project team developed detailed training materials and conducted training
sessions on the use of the initiative’s screening tools and referral processes. This training
material was provided to service coordinators and supervisors at The Alliance who were
expected to play critical start-up roles in depression screening and referral to services and
supports. The materials for these trainings were carefully vetted with members of the FAC
to ensure their appropriateness and relevance for the target population. Additional train-
ing sessions, which were in-depth refreshers on depression, screening procedures, referral
processes, and documentation, were provided to service coordinators in Phase 2.

* Trainings on relationship-based care. The project team developed and conducted sev-
eral training sessions that provided information on relationship-based care and models
to early intervention and behavioral health providers. The initial training provided an
overview of infant mental health and relationship-based care. The subsequent trainings
provided more detailed training on the three relationship-based models well-established
in the field (Nurturing Parenting, Promoting First Relationships, and Partners in Parent-
ing Education) that were selected for the initiative.

The results of the evaluation for each training session are provided in Appendix A.

Supporting the Screening and Referral Processes

In addition to the training sessions described above, the project team worked to equip Alliance
service coordinators and supervisors with the knowledge, tools, resources, and confidence to
conduct depression screening and make referrals. The screening protocol included scripts for
introducing the screen to caregivers, a list of frequently asked questions, and tips for respond-
ing to crisis situations. The project team also developed a resource guide with a complete list
of referral options within the community, including eligibility criteria, target populations,
and referral processes. This guide was updated periodically and distributed to Alliance service
coordinators.

The project-funded mental health specialists played a number of roles. They provided
ongoing support and consultation to service coordinators on both the screening and refer-
ral processes. They were also available to consult on specific families, accompany the service
coordinators on home visits, and provide support when responding to a crisis situation. For the
depression screening, the mental health specialists worked with service coordinators to identify
challenges (e.g., interviewing skills, comfort level discussing depression) and develop solutions.
They also helped service coordinators expand their knowledge of available resources for fami-
lies in other systems, particularly the behavioral health system for adults, and provided ongo-
ing support related to difficult conversations with families about referrals. Finally, the mental
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health specialists served as the link between the early intervention service coordinators and
the behavioral health providers, providing ongoing support and follow-up assistance to service
coordinators and behavioral health providers as needed.

Convening a Learning Collaborative for Providers

To support the integration of relationship-based care into practice, the project team combined
providers in the Part C early intervention and behavioral health systems into a group referred to
as the “learning collaborative.” In the health care arena, the Institute for Healthcare Improve-
ment’s Learning Collaborative Model and associated Model for Improvement involve small mul-
tidisciplinary implementation teams from multiple organizations setting aims, choosing simple
metrics to determine if a change is helping achieve those aims, and then making an appropriate
change (Institute for Healthcare Improvement, 2003). While our approach is consistent with
the model’s focus on bringing together individuals from across organizations to provide sup-
port and share information about overcoming implementation barriers, we did not use metrics
to measure change from our group’s activities. Our “learning collaborative” was designed to
enable providers from the Part C early intervention and behavioral health systems to improve
relationship-based practices, share their experiences implementing relationship-based care, and
learn from the experiences of others utilizing these practices. Ten meetings or training sessions
were held during Phase 2. The early meetings focused on allowing providers who had recently
been trained in relationship-based care to discuss their experiences with integrating the rela-
tionship-based models into their work with families. Topics included successes and challenges
with using the relationship-based techniques, issues related to depression screening, and issues
related to coordination across agencies. Learning collaborative participants expressed a desire
for continued meetings to reinforce the use of the practices and to continue dialogue and
networking across the two systems. Subsequent meetings served dual purposes: Some were
devoted to sharing successes and challenges while others were more topic-driven, with pre-
sentations on culturally competent engagement skills, infant mental health and attachment,
trauma-informed care, and reflective supervision.

Developing Community Partnerships

The project team conducted extensive outreach to existing and new partners in the community
who would be identifying and referring families to early intervention based on the caregiver’s
depression risk. These education and outreach meetings were geared toward partner agency
staff members who might be referring families, and provided information and resource mate-
rials about depression, its impact on child development, the importance of behavioral health
services and treatment, and the referral process. With support from the project team, the
community-based agencies could better explain to families why the parent’s mental health is
important for child development and what early intervention and behavioral health services
have to offer. The project team also developed a standard referral form with clear instructions
to help facilitate these referrals.

Assessing Progress to Inform Ongoing Implementation

The project team collaborated on a number of activities to engage community partners in the
initiative and to solicit their feedback on the initiative protocols and processes, including all-
partner meetings, a partner survey, focus groups, and interviews. Two all-partner meetings
were conducted during implementation; these were attended by individuals involved in the
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initiative as implementers, funders, or interested policymakers. Partners were able to reflect
on the interim results and early lessons learned from implementation and hear from caregivers
and providers about their experiences with various components of the initiative. After the first
all-partners meeting, the project team conducted a survey soliciting input about the imple-
mentation components, general communication, and collaboration among the partners. The
project team reviewed suggestions, organized by topic area, and either noted them as “already
addressed” or developed a plan to address the issue, if feasible.

Evaluation Plan

The evaluation plan encompassed a mixed-methods approach, using both quantitative and
qualitative data. Three types of measures were used to evaluate the effectiveness of this initia-
tive (Figure 2.3). Process measures helped determine the extent to which the initiative com-
ponents were being implemented according to plan, thereby providing useful information for
potential course corrections during program implementation. System impact measures at the
provider and family level offered perspectives on the implementation and system change pro-
cess, as well as information on changes in provider knowledge, attitudes, beliefs, and behav-
iors about caregiver depression. Individual outcome measures were assessed at the caregiver
level and indicated whether the implementation components (i.e., screening and identification,
referrals, and engagement in relationship-based services and treatment) were associated with
decreases in depressive symptoms and parenting stress and improvement in caregiver and child
health.

During the start-up phase, RAND developed the data collection procedures and proto-
cols described in the next section. Throughout implementation, these procedures and protocols
were refined to improve the data collection efforts. We describe the measurement instruments
and techniques used to assess process, system impact, and individual outcome measures as well
as the data collection procedures and protocols.

Data Collection for Process, Individual Outcome, and System Impact Measures

Process Measures

The process measures span the three components of the initiative: screening and identification,
referral, and engagement in services (Figure 2.3). The process measures used to evaluate the
screening goals included the number of completed screens, positive screens and assessments,
and screening and assessment rates. To evaluate the referral goals, we assessed the number of
caregivers referred to services, the referral rate, the number and type of referrals, and the out-
come of the referral process. To evaluate the engagement-in-treatment goals, the process mea-
sures included the number of referred caregivers engaged in behavioral health treatment as well
as the type of treatment, the engagement rate, the number of referred caregivers engaged in
relationship-based interventions, and the type of relationship-based interventions.

Individual Outcome Measures

Quantitative data on the outcome measures were collected at the individual level and included
the depression screening measures collected on all families at baseline and three follow-up
time points (six, 12, and 18 months after baseline). When a caregiver screened positive on the
depression screening measure, the assessment information—including measures of parental
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Figure 2.3
Process, Individual Outcome, and System Impact Measures
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stress, caregiver health, and child health—were administered at the same time points. The
individual-level outcome measures are described in more detail later. The screening and assess-
ment packet is provided in Appendix B.1. Chapter Three lists the results for the baseline and
follow-up screenings and assessments conducted from February 2010 through May 2012.

Depression

To assess risk for depression, we used the PHQ-2 as an initial screener and the PHQ-9 for those
who screened positive on the PHQ-2 (Kroenke, Spitzer, and Williams, 2003; Kroenke and
Spitzer, 2002). Both instruments were self-administered. The PHQ-2 was modified from its orig-
inal form so that responses were dichotomous (yes/no) rather than asking how often the symp-
toms occurred. Responding “yes” to either item on the PHQ-2 was considered a positive initial
screen, and was followed by a more in-depth assessment with the nine-item instrument. The
PHQ-9 includes the two PHQ-2 questions and seven additional questions. The stem question
is, “Over the last 2 weeks, how often have you been bothered by any of the following problems?”
The two items in both screens are “little interest or pleasure in doing things,” and “feeling down,
depressed, or hopeless.” The two items were asked again in the PHQ-9 with the PHQ-9 response
options of “not at all,” “several days,” “more than half the days,” and “nearly every day,” scored as
0, 1, 2, and 3, respectively. Other questions focus on sleep, appetite, concentration, and suicidal
feelings. The PHQ-9 has a maximum score of 27; a cutoff score of ten was used to identify those
caregivers at high risk for depression, with a score of ten to 14 indicating a provisional diagnosis
of minor depression. According to the scoring guidelines, a score of 15-19 indicates a provisional
diagnosis of moderately severe major depression and a score of 20 or more indicates a provisional
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diagnosis of severe major depression (MacArthur Initiative on Depression and Primary Care,
2012). The PHQ-2 and PHQ-9 have shown strong sensitivity and specificity for detecting depres-
sion in both general and in low-income populations (Arroll et al., 2010; Cutler et al., 2007), and
have comparable performance to lengthier depression screens commonly used in primary care
settings (Flynn et al., 2011; Kroenke et al., 2010).

Parental Stress

We used the PSI-SF to examine parental stress (Reitman, Currier, and Stickle, 2002). This is a
36-item measure derived from the longer Parenting Stress Index (PSI) that has demonstrated
good sensitivity to change in prevention and intervention programs aimed at low-income
women with depression or other psychosocial problems (Browne and Talmi, 2005; Cowen,
1998). The PSI-SF has three subscales: parental distress, parent-child dysfunctional interaction,
and difficult child characteristics. Each subscale contains 12 items. Caregivers rated their level
of agreement—>5 (strongly agree) to 1 (strongly disagree)—with statements about themselves or
feelings about/interactions with their child (e.g., “I often have the feeling that I cannot handle
things very well,” and “My child rarely does things for me that make me feel good”). In prior
research, the subscales have shown good internal consistency, with Cronbach’s alphas of .87 for
the parental distress scale, .80 for the parent-child dysfunctional interaction scale, .85 for the
difficult child scale, and 91 for the total stress scale (Abidin, 1995). We computed a score for
each subscale as well as a total score, with higher scores indicating more stress for each dimen-
sion. We also identified those in our sample whose scores fell within the “clinical” range for
each subscale and for total stress (Reitman, Currier, and Stickle, 2002).

Caregiver Health and Safety

To assess caregiver health, we incorporated select questions about general health status, sleep,
diet, exercise, preventive health care, and emergency room visits from the Behavioral Risk
Factor Surveillance System, the National Health and Nutrition Examination Survey, and the
National Health Interview Survey (NHIS) (see Table 2.2). To assess caregiver safety, we also
included a question about whether the caregiver was in an unsafe relationship. This question is
used by the medical advocates for the local women’s shelter use to screen for intimate partner
violence in local emergency rooms.

Child Health

To assess child health, we incorporated questions drawn from the NHIS about emergency
room visits (“During the past six months, how many times has your child gone to a hospital
emergency room about his/her health? This includes emergency room visits that resulted in a
hospital admission”), preventive health care (“Does the child have a physician that he/she sees
regularly?”), and immunizations (“Based on the American Academy of Pediatric Standards, are
the child’s immunizations up to date?”).

System Impact Measures

We assessed system impact at the provider (early intervention and behavioral health) and care-
giver levels with qualitative data collected through focus groups, training surveys, and tele-
phone interviews.
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Table 2.2
Caregiver Health and Safety Items
Item Response Options
Would you say that in general your health is...? e Excellent
e Very good
e Good
* Fair
e Poor

During the past 30 days, for about how many days have you # of Days
felt you did not get enough rest or sleep?

In general, how healthy is your overall diet? Would you say...? e Excellent
e Very good
e Good

e Fair

e Poor
During the past month, did you participate in any physical * Yes

activities or exercises such as running, calisthenics, golf, e No
gardening, or walking for exercise?

What kind of place do you USUALLY go when you need e Doesn’'t get preventive care anywhere
routine or preventive care, such as a physical examination or e Clinic or health center
check-up? e Doctor’s office or HMO

e Hospital emergency room

e Hospital outpatient department

e Some other place

e Doesn’t go to one place most often
During the past six months, how many times have you gone # of times

to a hospital emergency room about your own health (This
includes emergency room visits that resulted in a hospital
admission)?

Are you currently in a relationship that is not safe? * Yes

Early Intervention and Behavioral Health Providers

To obtain feedback from key stakeholders on implementation and the system-change process,
RAND met with three groups of early intervention and behavioral health providers and two
groups of service coordinators to hear their views and suggestions on implementation of the
initiative and to enable ongoing quality improvement. With the early intervention and behav-
ioral health providers, RAND developed a discussion guide focused on the referral process, the
initiative trainings on relationship-based care, using relationship-based approaches in working
with families, the learning collaborative, and communication and coordination with provid-
ers in other systems (Appendix B.2). The service coordinator group’s protocol was designed to
elicit feedback on the ease or difficulty of administering the depression screen, the ideal timing
of the depression screen, the overall approach to integrating the screening protocol into routine
practice in the Part C early intervention system, and the referral process (Appendix B.3).

For early intervention and behavioral health providers, we also conducted a training eval-
uation with measures designed to obtain information on changes in knowledge, attitudes,
beliefs, and behaviors (i.e., screening, referral, and treatment) related to caregiver depression
and relationship-based care. Data collection for the training evaluation included pre- and post-
training surveys at each initiative training session. The early sessions focused on training Alli-
ance service coordinators and supervisors on the screening/assessment process and the referral
process. These trainings had 109 participants; 101 of them completed the training survey. Fol-
lowing the overview training, separate training sessions were conducted for each of the three
relationship-based intervention models. These had 414 participants, with 292 completing the
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training survey. For all training sessions, surveys were administered before the session began
and immediately following its completion. Participant information, such as area of expertise,
was collected in the pre-training materials. Several measures were administered in both the
pre- and post-training surveys, including measures of knowledge, confidence in implementing
skills or techniques relevant to the training, comfort in performing tasks relevant to the train-
ing, and, in some cases, attitudes toward evidence-based practices.

Many of the system impact measures included on the training surveys were developed spe-
cifically for this initiative and tailored to the content. The items on the pre- and post-training sur-
veys were relevant to the training and designed to measure participants” knowledge, confidence
in implementing skills or techniques, and comfort in performing tasks. Many of the surveys also
included a measure of attitudes toward evidence-based practices. The Evidence-Based Practice
Attitudes Scale (Aarons, 2004) is a previously developed instrument that was employed in multi-
ple training sessions of the initiative to assess attitudes toward using evidence-based therapies and
interventions. This scale includes items that address four subscales: requirements (... How likely
would you be to adopt [the technique] if it was required by your supervisor?”), appeal (“...How
likely would you be to adopt [the technique] if it was intuitively appealing?”), openness (“I am
willing to try new types of therapy/interventions even if I have to follow a treatment manual”),
and divergence (“I would not use manualized therapy/interventions”). Items are rated on a scale
of 1 (not at all) to 5 (to a very great extent). Appendix A provides details of training participa-
tion and the results of the training evaluation activities. Overall, the training sessions were well
received and effective at increasing knowledge of the effects of maternal depression on the early
development of the brain, infant-caregiver attachment, and relationship-based care.

Caregivers

In an effort to obtain feedback from those served by The Alliance, RAND conducted 15 tele-
phone interviews with caregivers who had a range of experiences related to the initiative com-
ponents of screening, referral, and treatment. For these family interviews, RAND project team
members developed the interview discussion guide in consultation with the other members of
the project team and the FAC, and conducted practice interviews with FAC members. Based
on their feedback, the RAND project team members modified the family interview discussion
guide. Most changes involved streamlining the interview process to lessen the burden of time on
caregivers, and to enhance caregiver comfort in speaking about their experiences with screening,
referral and treatment engagement. The final discussion guide focused on the initiative’s screen-
ing and identification, referral, and engagement-in-services components (Appendix B.4).

Data Collection Activities

All data collection activities were approved by the RAND Human Subjects Protection Com-
mittee. Community Care and The Alliance shared de-identified data with RAND for the pur-
poses of the evaluation.

Quantitative Data

Data related to screening were recorded on a Screening/Assessment Tracking Form completed
for each family by the service coordinator (Appendix B.5). All materials were provided in
Spanish for Spanish-speaking caregivers. When necessary, translators accompanied the service
coordinator on the home visit to conduct the screening and assessment in the native language.
Once the screening/assessment packet had been completed, the service coordinator submit-
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ted the packet to the data manager at The Alliance, who then recorded the information on a
Screening Assessment Tracking From and entered the data in the project database. The data
manager also updated the form and database with subsequent screening or assessment activity.
The project’s mental health specialists initiated meetings with Alliance supervisors to provide
feedback on screening rates for individual service coordinators. This strategy helped to identify
service coordinators with lower screening rates so that further support could be provided to
ensure that the service coordinators understood the screening protocol and were comfortable
administering it.

For caregivers who screened positive, Alliance service coordinators completed assessments
of parenting stress, caregiver health and safety, and child health. Because of time constraints,
these assessments were often not completed during the same visit. In an effort to improve the
assessment completion rate, the project’s mental health specialists began attending monthly
staff meetings at The Alliance to discuss the importance of completing the assessment portion
of the process. At these meetings, the service coordinators were reminded that the assessment
provides information about a family’s needs and can help drive decisionmaking about referrals.

For the follow-up assessments, the data manager initially distributed new screening pack-
ets to the service coordinator approximately one month prior to the follow-up due date. This
was intended to serve as a reminder for the service coordinator to complete the screen on
the next family visit. However, this process did not work well because the packets were not
directly placed in the family’s file and the service coordinator did not always have the packet
when visiting the family. The process was revised so that the data manager generated the new
screening packet when entering the initial screening information. If the caregiver scored posi-
tive or requested services on a previous screen, the data manager would attach a note to the
new packet reminding the service coordinator to administer the entire assessment packet at
follow-up, regardless of the follow-up screening score. The data manager would then give the
packet to the service coordinator, who placed it in the family’s file to take on the next visit. In
an attempt to improve the follow-up screening and assessment rate, the initiative provided $5
grocery store gift cards to service coordinators for each completed follow-up assessment during
the last year of data collection..

For families with a caregiver who screened positive or who requested a referral, data were
collected on a Referral Tracking Form (Appendix B.6). The service coordinators and mental
health specialists completed and updated these forms as necessary with information on the
referral outcome. This information on engagement in services was obtained through contacts
with the early intervention and behavioral health providers to whom the families were referred.
Periodically, the data manager asked the service coordinators and mental health specialists to
provide updates on known service receipt.

For referred caregivers on Medical Assistance, data were tracked on claims paid by Com-
munity Care for behavioral health treatment rendered by behavioral health providers in its net-
work. These data were used to measure whether caregivers who had been referred for services
initiated behavioral health treatment, the diagnosis recorded at the onset of services, the timing
of their engagement in services in relation to being screened, the number of times they received
behavioral health services, and the types of behavioral health services received.

Qualitative Data
The qualitative data collection for the system impact measures included focus groups, family
interviews, and training surveys.
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* Focus Groups: Data were collected from three groups of early intervention and behavioral
health providers during April 2011 and two groups of service coordinators during July
and August 2011. Each group had six to 12 participants.

* Family Interviews: During January and February 2012, RAND researchers spoke with
15 individual caregivers about their experiences and asked them to discuss what aspects of
the process worked well for them, as well as areas needing improvement. Although experi-
ences varied across families, particularly depending on how they were identified for refer-
rals, most caregivers were willing to speak openly about their experiences. The perspec-
tives shared during the family interviews helped inform the results and lessons learned.

* Training Surveys: At each initiative training session, surveys were administered before the
session began and immediately following its completion to assess changes in knowledge,
attitudes, beliefs, and behaviors (i.e., screening, referral, and engagement in treatment)
related to relationship-based care. Overall, the training surveys targeted the 109 partici-
pants in the screening and referral process training sessions and the 414 participants in
the relationship-based intervention model training sessions (Appendix A).

Data Analysis

The analytic plan examined the process, system impact, and individual outcome mea-
sures for the entire data collection period (February 2010 through May 2012), as well as by
phase. This approach enabled the project team to use the results and lessons learned from
Phase 1 implementation (February 2010—January 2011) to inform the Phase 2 implementation
(February 2011-May 2012).

Quantitative Data

The quantitative analyses (descriptive frequencies, means, standard deviations) and bivariate
statistics (chi-square, t-tests, analysis of variance) describe the outcomes of the individual out-
come measures. The significance tests were conducted to examine differences when the sample
size was at least 20 per group. Since this evaluation was designed to inform implementation
processes for the initiative and usual care within early intervention was enhanced through the
initiative, a comparison group of families who did not receive any services was not feasible.
The analysis of individual outcomes examined indicators at baseline and evaluated changes in
outcomes over time for those caregivers served by the initiative.

Qualitative Data

The qualitative data analysis of the results of the focus groups, training surveys, and tele-
phone interview findings informed the development of the factors affecting implementation.
After completing the qualitative data collection, we synthesized information for the results
section of this report. In identifying the factors that facilitated or hindered implementation,
we reviewed the relevant findings from the focus group and telephone interview summaries, as
well as the training survey results. For example, in examining the referral processes, we care-
fully reviewed the summary notes of the provider focus groups and caregiver interviews. This
analysis revealed the factors that facilitated the referral process, the challenges in the referral
process, and the strategies used to address the challenges.



CHAPTER THREE
Results

This chapter focuses on our evaluation of the implementation process, system impact, and
individual-level outcome measures for the Helping Families Raise Healthy Children initiative
(Figure 3.1). Data collection was conducted over a 28-month period from February 2010
through May 2012. We begin by presenting the results of our assessment of implementation,
organized by the process measures for the three components of the initiative (i.e., screening
and identification, referral, and engagement in services) with a focus on the screening, referral,
and engagement rates (Section A). Next, we summarize the results of our system impact mea-
sures, which assessed factors affecting implementation of each of the three initiative compo-
nents and provided perspectives on the successes and challenges in the system change process
(Section B). Finally, we describe the results of the individual-level outcome measures at baseline
and follow-up, including depression, parental stress, and caregiver and child health and safety

Figure 3.1
Summary Screening, Referral, and Engagement Rates from Maternal Depression
Literature
Reference Point?
Screening 53%
Screening rate for maternal depression n = 14 studies
Referral 52%

Referral rate for mothers at risk for

Lo . n = 8 studies
or experiencing depression

v

Engagement in Treatment 37%

Engagement rate for mothers
referred for treatment

n =5 studies

2The reference points represent rates found in the literature for similar at-risk
populations (e.g., screening: Armstrong and Small, 2007; Garcia, LaCaze, and
Ratanasen, 2011; LaRocco-Cockburn et al., 2003; referral: Chaudron et al., 2004;
Sheeder, Kabir, and Stafford, 2009; Yonkers et al., 2009; and engagement:
Miranda et al., 2003; Smith et al., 2009).

RAND RR122-3.1
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(Section C). The linkage between the process and individual-level outcome measures is shown

in the figure in Appendix C.

Section A. Assessment of the Implementation Process: Screening and
Identification, Referral, and Engagement in Services

To support its aims, the initiative implemented processes for screening and identification of
atrisk families, referrals, and engagement in relationship-based services in the Part C early
intervention and behavioral health systems.

In order to determine markers for improvement in these processes, we summarized ref-
erence points from descriptive, intervention, and quality improvement studies reporting rates
of depression screening, referral, and engagement for at-risk populations. To ensure reference
rates were meaningful for the initiative, we included studies that focused on low-income (and
often minority) mothers, rather than including studies that focused on general populations of
mothers or women. We established reference points by calculating the mean rates of screen-
ing, referral, and engagement in treatment across studies. Figure 3.2 presents a summary of
the reference points used to mark improvement in depression screening, referrals for behav-
ioral health services, and engagement in services. Details of the reference studies are include
in Appendix D.

Depression Screening Rates. Survey estimates of maternal depression screening indicate
an average screening rate of 53 percent (e.g., Armstrong and Small, 2007; Garcia, LaCaze, and
Ratanasen, 2011; LaRocco-Cockburn et al., 2003; Sechusen et al., 2005; Segre et al., 2011),

Figure 3.2
Key Components of the Initiative

Screening and identification

4,185 caregivers 228 families
screened 152 families referred from
315 caregivers self-identified community
screened positive partner

695 families identified for referrals

Referrals made for 429 of the 695 families
identified for referral (62 percent)

305 of the 429 referred families
engaged in any services (71 percent)

288 of the 695 referred families were on
medical assistance (41 percent)

210 of the 288 families on medical assistance
had Community Care claims (73 percent)

RAND RR122-3.2
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with estimates as low as 8 percent in community pediatric primary care (Olson et al., 2002),
and as high as 67 percent by obstetricians in academic medical settings (Gordon, et al., 2000).
Recent reports from Pennsylvania’s Office of Medical Assistance Programs indicate that rates
of prenatal ranged from 51 percent in 2008 to 65 percent in 2009 (OMAP 2008; OMAP,
2009), and postpartum depression screening rates ranged from 34 percent in 2008 to 51 per-
cent in 2009. However, these rates do not distinguish physicians using validated screening
tools from those who rely on non-standardized screening methods, and they represent both
perinatal and postnatal depression. While this literature may provide the most useful refer-
ences in the absence of literature about caregivers of children requiring early intervention ser-
vices, these studies reference a potentially distinct population (e.g., the cause of depression may
differ, or presence of child developmental delays may differ).

Referral rates. Survey estimates of referral rates following a positive depression screen
typically average 52 percent (e.g., Chaudron et al., 2004; Sheeder, Kabir, and Stafford, 2009;
Yonkers et al., 2009). In most studies, “referral” was not explicitly defined but typically reflected
the participant/patient receiving a recommendation for a specific provider or service. Rates
vary considerably by setting and by available follow-up services. Reports of referrals in publicly
funded obstetrics or primary care health clinics tend to represent the lower range of referral
rates (e.g., Olson et al., 2005; Yonkers et al., 2009), whereas referrals from pediatric clinics in
large, academic settings have been higher, around 50 percent (Chaudron et al., 2004). Such
differences may also reflect differences in collaborative communication with mental health
services or preexisting systems in place to facilitate referrals.

Engagement in treatment rates. Studies of low-income women reported an average
baseline engagement rate (participation in at least one session) of approximately 37 percent for
depressed women (e.g., Miranda et al., 2003; Sit et al., 2009; Smith et al., 2009; Wiggins et al.,
2005); engagement in multiple sessions (i.e., more than one session) is typically lower, ranging
from 6 to 17 percent (Smith et al., 2009; Miranda et al., 2003). Generally, the literature shows
that engagement rates vary with types of services offered; e.g., 94 percent for home visits and
16 percent for onsite community mental health care (Wiggins et al., 2005; Sit et al., 2009).
Moreover, the definition of engagement varies broadly, as do the terms used (e.g., engaged,
enrolled, participated).

In this section, we describe the results of implementation of the three initiative compo-
nents (Figure 3.3) and compare the screening, referral, and engagement-in-services rates with
the reference points derived from our review of the literature (Figure 3.4; also see Appendix D
for details about comparison studies).

Screening and Identification Results

As described in the previous chapter, the initiative’s screening and identification component
offered multiple pathways for identifying at-risk families and providing them with referrals.
While it was expected that most families would be identified through a positive score on the
depression screen, a majority of families came through the other two channels. Details for each
pathway are described below.

Families Identified Through the Screening Process

The first pathway was families screened and identified through the newly established depres-
sion screening process at The Alliance. Following the initiative protocol, service coordinators
at The Alliance attempted to screen caregivers from all new families referred to them for child-
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level early intervention developmental screening and assessment. During the 28-month data
collection period, service coordinators completed screenings with 4,185 families.

The overall screening rate for new families to The Alliance was 63 percent. The screen-
ing rate was calculated by dividing the total number of completed screens for families new to
The Alliance (n=3,647) by the total number of initial home visits with new families (n=5,789)
during the period. Project benchmarks were to screen 70 percent of families by the end of
the first year of data collection (February 2010—January 2011) and 90 percent of families by
the end of the project (February 2011-May 2012). Throughout the data collection period, a
number of strategies were implemented in an attempt to improve the overall screening rate,
including systematically tracking initial home visits and following up with service coordina-
tors and supervisors during regular staff meetings. Nonetheless, high caseloads among service
coordinators and heavy workloads during the initial home visits contributed to screening rates
that were lower than expected.

While falling below the target, the screening rate of 63 percent generally exceeds average
screening rates found in other descriptive, intervention, and quality improvement studies (see
Appendix D, Table D.1). The initiative’s efforts to select an appropriate validated screening
tool, integrate the screening protocol with existing procedures, train service coordinators on
the screening tool and protocol, and provide ongoing support to the service coordinators all
contributed to an overall screening rate higher than the average of these reference points.

After an initial rise in depression screens at the beginning of the project as service coordi-
nators screened both new and existing families, the number of screens largely stabilized at an
average of 149 screens per month for the full data collection period (Figure 3.3).

Completed screens were conducted with both new and existing families with some varia-
tion in case type (Figure 3.4). Among new families, the vast majority of screens (83 percent)
were for families with IFSPs, indicating that the child had one or more developmental delays.

Figure 3.3
Completed Screens by Month (n=4,185)
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Figure 3.4
Completed Screens by Case Type (n=4,185)
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Thirteen percent of screened families were in The Alliance’s tracking group for children at risk
for developmental delays. The remaining 4 percent of new families were those who had been
recognized by community-based partners as at risk for or experiencing depression and referred
to The Alliance for atrisk tracking services based on the caregiver’s depression risk. For exist-
ing families (those already involved with The Alliance when implementation began), the com-
pleted screens occurred more frequently among IFSP families, with whom Alliance service
coordinators typically had more contact.

The initial screens were completed by Alliance service coordinators on different types of
home visits with the families (Figure 3.5). While 86 percent of the screens were completed at
the initial home visit following the initiative protocol, 5 percent were conducted at a follow-
up visit and 9 percent at some other visit. This variation reflects the flexibility of the screening
protocol that allowed service coordinators to complete the depression screen when it fit best
with the caregiver’s needs and plans for the visit.

As shown in Table 3.1, the vast majority of caregivers screened were female (97 percent)
and the birth parent of the child (99 percent). Approximately two-thirds of the children of
screened caregivers were male, with ages distributed evenly across the age categories served
by The Alliance. Two-thirds of the children were white (66 percent), and about a fifth were
African-American (22 percent).

Of the 4,185 caregivers screened, 315 were identified for the referral component through
this screening process (Figure 3.2).

Self-Identified Families

The second pathway in the screening and identification component of the initiative involved
families who self-identified a need for assistance with caregiver depression during an interac-
tion with their service coordinator. These families declined to complete a depression screen or
screened negative for depression but self-identified a need for support during a visit with their
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Figure 3.5
Screenings by Visit Type (n=4,185)
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Three-month contact
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service coordinator. While this pathway was not anticipated when developing the screening
and referral protocols, the processes were modified to enable service coordinators to refer care-
givers to behavioral health and other services. The service coordinators found that discussing
how the caregiver feels, looking at their emotional status through the lens of infant/toddler
development, and offering a depression screen could create an opening for offering support.
This dialogue allows caregivers to self-identify a need for services. A total of 152 families were
identified for referrals via this pathway.

Families Recognized by Community Partners

The third pathway included families with a caregiver at risk for or experiencing depression who
were identified through screening programs and other efforts by community-based providers
in the maternal and child health care system. These families were referred to The Alliance for
relationship-based service coordination and referrals even though their children had not been
identified as experiencing a developmental delay. Once referred, The Alliance conducted a
developmental screening and evaluation to determine eligibility for early intervention services
and for the relationship-based service coordination and referrals offered through the initiative.
A referral form with clear instructions that could be faxed to The Alliance was created to help
facilitate this process.

To engage the maternal and child health care system in making referrals to early inter-
vention based on the caregiver’s depression risk, the initiative conducted outreach activities
with providers, practices, and agencies within the maternal and child health care system to
describe the initiative, establish relationships with agencies and organizations, and explain the
referral process. These meetings, held for staff members at the community-based agencies who
might be referring families, provided information and resource materials about depression, its
impact on child development, the importance of behavioral health services and treatment, and
the referral process. The education and outreach efforts focused on physical health providers,
including pediatric, obstetrics and gynecology, and family medicine practices likely to come
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Table 3.1
Caregiver and Child Information

Caregiver Information Percentage (n=4,185)

Caregiver gender

Female 97
Male 3
Caregiver relationship to child

Birth parent 99

Adoptive parent 1

Grandparent 1

Other <1

Child information

Child gender Percentage (n=4,179)
Female 37
Male 63

Child age Percentage (n=4,179)
Less than 1 42
1 30
2 28

Child race/ethnicity Percentage (n=3,529)
White (non-Hispanic) 66
African American (non-Hispanic) 22
Hispanic
Asian
Other or biracial 8

NOTE: Percentages do not total 100 due to rounding.

into contact with parents of infants and toddlers, nurse home-visiting programs, early child-
hood programs such as Healthy Start, and other community-based agencies and organizations.

A total of 228 new families were referred to The Alliance through this pathway. The high-
est percentage of these referrals (46 percent) came from physical health providers, including
pediatric, obstetrics and gynecology, and family medicine practices (Table 3.2). The Health
Department’s Nurse Family Partnership program also identified and referred families to

The Alliance (19 percent), as did the Birth Circle doula program (11 percent), Healthy Start

Table 3.2

Referral Source for Families Identified by Community-Based Providers

Referral Source Percentage of Families (n=228)
Physical health provider 46

Health Department 19

The Birth Circle 1

Healthy Start 8

Behavioral health provider 3

Family Support Center 1

Other 13
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(8 percent), and other community-based providers. Eighteen percent of these families needed
an IFSP to address the child’s developmental delays. These represent children with develop-
mental delays who may not otherwise have been identified for early intervention services.

Referral Results

Families Identified for Referrals

From the three screening and identification pathways described above, a total of 695 families
were identified for the referral process as a result of the caregiver’s mental health. Families were
distributed across all pathways (Table 3.3), including depression screening at The Alliance
(45 percent), self-identification (22 percent), and referrals from community partners
(33 percent).

The 695 caregivers who were identified for referrals had a variety of needs or issues based
on their current situation and history (Figure 3.6). These data likely underestimate the per-
centage of caregivers experiencing these needs because of an inability to distinguish caregiv-
ers who indicated they did not have the identified need or issue from caregivers who did not
provide information about their needs. Of all these caregivers, one-quarter indicated that they
were pregnant or had an infant less than six months of age. Nearly one-fifth of caregivers
(19 percent) had a transportation-related need, and approximately one-fifth (17 percent)
indicated that they had a previously diagnosed mental health disorder. Eight percent of the
caregivers identified a history of domestic violence, 7 percent had some current or past drug
involvement, and 5 percent had a history of alcohol use or abuse. One-quarter of caregivers
(25 percent) identified other needs or issues, including caregiver depression, physical health
problems, and problems with housing, among others.

These caregivers also had current or prior needs for behavioral health services. More than
one-half of caregivers (53 percent) identified for family-centered care and service coordination
indicated that they wanted a referral for behavioral health services (Figure 3.7). Just under one-
quarter (22 percent) had received behavioral health services previously. Ten percent indicated
that they were receiving behavioral health services at the time of the referral(s).

There were some differences in family demographic characteristics by pathway for the
families identified for referrals (Table 3.4). The characteristics were similar for the “screened
positive” and “self-identified” pathways. This is not unexpected, because the families identified
through these two pathways were both already involved with early intervention and reflected
the early intervention population. For those referred by community partners, there was an even
distribution across boys and girls, whereas for the other pathways there were significantly more
boys than girls. The children referred by community partners were also significantly younger,
with a higher percentage of children under one year of age; and there was a much higher per-
centage of African-Americans here than in the other pathways.

Table 3.3

Pathway for Families Referred for Services

Pathway Percentage of Families (n=695)
Screening at The Alliance 45
Self-identified 22

Referral from community partner 33
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Figure 3.6
Caregiver Needs/Issues (n=695)
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Figure 3.7
Caregiver Behavioral Health Services (n=695)
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Table 3.4
Family Demographic Characteristics by Referral Pathway

Referred by

Screened Positive  Self-ldentified Community Partner
(by percentage, (by percentage, (by percentage, Significance Level
Demographic n=315) n=152) n=228) (chi-square test)
Caregiver gender NA*
Male 2 4 1
Female 98 96 99
Child gender p<.05
Male 63 59 51
Female 37 1 49
Child age p<.01
Under 1 36 45 81
1-2 years 32 33 12
2-3 years 32 23 7
Child race p<.01
African American 34 35 55
White 49 47 22
Other 17 20 23
Received medical assistance n.s.
Yes 74 79 80
No 26 21 20

NOTE: Percentages do not total 100 across pathways due to rounding.

* NA = not applicable. Chi-square comparison test not run because of cell sizes of less than 5.
n.s. = nonsignificant

Referral Rate

For all caregivers identified through one of the pathways, the service coordinator and caregiver
discussed any prior experiences with depression or other behavioral health issues, any treat-
ment or services received, the types of stressors the caregiver faced, and whether the family had
a support system. Based on this discussion, the service coordinator then suggested referral and
service options based on the guide developed by the project team and the relationships they
had developed with providers during training and networking opportunities. If the caregiver
declined a referral, the service coordinator provided options for family support, including at-
risk tracking by the grant-funded mental health specialist, and checked in with the caregiver
periodically. If the caregiver accepted, the service coordinator discussed some of the common
barriers to accessing services, completed a referral form, and informed the project’s mental
health specialists. The mental health specialists then worked toward connecting the caregiver
and family to the appropriate services and supports.

Referrals were made for 429 of the 695 families identified, a rate of 62 percent. The refer-
ral rate was calculated by dividing the number of families referred by the number of positive
screens or caregivers who requested services. For some of the 266 families who did not receive a
referral, service coordinators provided information on the reason why a referral was not made.
Nearly one-fifth (19 percent) of these families were discharged, or The Alliance lost contact
with them before any referrals were made. Another 18 percent declined services before the
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referral was made. Referrals were not made for 26 percent because the caregiver indicated they
were already receiving services. For the remaining 37 percent of those not referred, the service
coordinator did not provide information about the reason.

Referral rates varied somewhat according to the pathway through which caregivers were
identified as needing referrals (Figure 3.8). Among families identified through the screening
process at The Alliance (n=315), 59 percent received a referral. For caregiver-initiated requests
(n=152), 88 percent received a referral indicating that a small percentage of those who had
identified a need for support did not receive a referral. Some of these families may have been
discharged from The Alliance before a referral was made. Among caregivers identified by com-
munity partners (n=228), 48 percent received a referral. The higher referral rates among fami-
lies already receiving services at The Alliance likely reflect the already established interaction
between caregivers and service coordinators. The families referred by community-based part-
ners were new to The Alliance and the relationships had not yet developed to the point where
caregivers were accepting of referrals or the families were difficult to reach so referrals could
not be made.

Overall, referral rates for the initiative were comparable to or exceeded an average of
52 percent seen for comparable target populations for studies in the maternal depression lit-
erature (e.g., Chaudron et al., 2004; Sheeder, Kabir, and Stafford, 2009; Yonkers et al., 2009).
(See Appendix D, Table D.2.) For the Helping Families Raise Healthy Children initiative, efforts
such as cross-system meetings, collaborative development of referral processes, training and
support for early intervention service coordinators, and a learning collaborative that brought
together early intervention and behavioral health providers helped improve communication
and coordination to ensure that appropriate referrals were made.

Figure 3.8
Referral Rate by Pathway
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Referral Types

Families were referred to a variety of services using the initiative’s referral protocol
(Figure 3.9). Nearly one-half of the 429 referred families (43 percent) were referred to one of
the early intervention providers trained by the initiative in relationship-based care. Families
were also referred to the behavioral health providers who had been trained in relationship-
based approaches: 30 percent received a referral to team-delivered, in-home behavioral health
services, and 25 percent for in-home mobile therapy. Together, 87 percent were referred to one
of the three in-home service options (i.e., early intervention relationship-based services, team-
delivered in-home behavioral health services, or in-home mobile therapy). Sixteen percent were
referred for community-based services such as Early Head Start, parenting classes, and Family
Support Centers.

Engagement-in-Services Results
Engagement Among All Caregivers
Engagement Rate
According to information gathered by Alliance service coordinators or mental health special-
ists from providers on referral outcomes, a total of 305 of the 429 caregivers who were referred
engaged in services. This total included caregivers who received Medical Assistance and were
eligible for services through Community Care (58 percent), or had private insurance (12 per-
cent). The remaining caregivers who engaged in services did not have insurance or did not
provide insurance information.

Opverall, the engagement rate for caregivers who received at least one referral was 71 per-
cent. Caregivers were counted as having engaged in services if the family had received at least
one session of one of the services for which they received a referral. The engagement rate was

Figure 3.9
Referral Types (n=429)
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calculated by dividing the number of families who attended one or more such sessions by the
total number of referrals. The relatively liberal definition of engagement was necessary because
of limitations in the ability to collect data on referral outcomes. The Alliance attempted to
confirm whether each referred family had received any services, but was unable to determine
the number of sessions received. While a limitation, this definition of engagement is compa-
rable to how other descriptive, intervention, and quality improvement studies report processes
following referrals (e.g., initiation of services or treatment, completion of first visit). (See Table
D.3 in Appendix D.)

Engagement rates were consistent across the pathways through which caregivers were
identified (Figure 3.10). Among families identified through the screening process at The Alli-
ance (n=1806), 67 percent of caregivers engaged in one or more services to which they were
referred. For self-identified caregivers (n=134), 75 percent engaged in services, and among care-
givers identified by community partners (n=109), 73 percent engaged in services.

At the end of the first year of implementation, the project-funded mental health special-
ists began to systematically track engagement and follow-up with both families and providers
to ensure that referred families engaged in services. Among those families who did not engage
in services, common explanations for lack of engagement or lack of information about engage-
ment included (1) the family had been discharged because the child was over the age of three
or because The Alliance no longer had valid contact information for the family, (2) the family
declined to participate in services or did not follow through with scheduled appointments, and
(3) the referral agency could not reach the family.

Compared to an average engagement rate of 37 percent across studies with comparable
populations (see Appendix D, Table D.3), the 71 percent engagement rate for the initiative was
quite high. One factor contributing to this success may be the relative ease with which caregiv-

Figure 3.10
Engagement Rate by Pathway
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ers could engage in services (e.g., in-home mobile therapy). Other factors include the “warm
transfer” process, in which service coordinators or the mental health specialists directly con-
nected caregivers to behavioral health providers, the relationship-based approach that helped
caregivers understand that engaging in services for themselves would also help their child, and
having the referral and connection to services coming from their service coordinator who had
become a trusted resource to the family.

Engagement Types

The engagement rate varied by referral type (Figure 3.11). Most of the families referred for
relationship-based services through the Part C early intervention system engaged in those ser-
vices, 93 percent. Families referred to relationship-based services through the behavioral health
system had engagement rates of 71 percent for team-delivered, in-home behavioral health ser-
vices and 52 percent for in-home mobile therapy. Engagement rates were somewhat lower for
referrals to crisis intervention (33 percent), community-based services (26 percent), and out-
patient therapy (17 percent). The lower engagement rates for these referrals may partially be a
result of the difficulty in obtaining follow-up information about these referrals. The Alliance
was not as closely connected to the providers of those services and thus unable to readily deter-
mine engagement.

Engagement Among Caregivers with Medical Assistance

For referred caregivers on Medical Assistance, Community Care tracked data on claims for ser-
vices provided by behavioral health providers in its network from March 2010 through August
2012. These data provide another perspective on engagement for a subset of the population served
by the initiative and described in the preceding section. A total of 288 of the 695 caregivers
who were identified for referrals were receiving Medical Assistance and were eligible to receive
behavioral health services through Community Care. Of these caregivers, 210 (73 percent) had

Figure 3.11
Referrals and Engagement Rate by Type of Service
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claims for services within the Community Care system. These caregivers were identified as at-risk
for depression through one of the three pathways into the referral component of the initiative
(Table 3.5). Forty-four percent of the caregivers with Community Care claims were identified
through The Alliance depression screening process. Twenty-two percent of these caregivers self-
identified a need for behavioral health or other services and supports after screening negative or
declining the depression screen. The remaining 34 percent of the caregivers with Community
Care claims were referred to The Alliance from community-based partners.

The caregivers on Medical Assistance with Community Care claims had their primary
and secondary diagnoses documented in the Community Care system (Table 3.6). All Com-
munity Care clients who receive mental health services receive an evaluation from a provider.
If the evaluation results in diagnosis, then the individual can receive treatment services. The
providers are required to submit the diagnosis information to Community Care for documen-
tation in its database, which includes comorbidities (i.e., multiple Axis I diagnoses). Sixty-one
percent of caregivers had been diagnosed specifically with major depressive disorder or dys-
thymic disorder, and 9 percent with bipolar disorder. Caregivers also had diagnoses of anxiety
disorder (22 percent), substance abuse disorder (17 percent), adjustment disorder (12 percent),
and psychotic disorder (1 percent). Seven percent of caregivers had other diagnoses. Overall,
78 percent of caregivers had a diagnosis involving depression, through either a mood disorder
or a component of another disorder (e.g., adjustment disorder with depressed mood.)

Of the 210 caregivers for whom claims data were available, more than one-half (n=110,
52 percent) had initiated behavioral health services before the recorded referral date suggesting
that the initiative’s screening and referral process did not play a role in these caregivers con-
necting with Community Care’s behavioral health services. There were also 17 caregivers who
had claims for services more than six months after the referral date. In the following analyses,
we excluded both of these groups to focus on the 83 caregivers who initiated mental health ser-
vices within six months of the recorded referral date because these are the caregivers who may
have connected with behavioral health services because of the screening and referral process.

Table 3.5

Pathway for Caregivers with Community Care Claims

Pathway Percentage of Caregivers (n=210)
Screening at The Alliance 44

Self-identified 22

Referral from community partner 34

Table 3.6

Diagnosis for Caregivers with Community Care Claims

Diagnosis Percentage of Caregivers (n=210)
Major depressive disorders 61

Bipolar disorder 9

Anxiety disorder 22

Substance abuse disorder 17

Adjustment disorder 12

Psychotic disorder 1

Other disorder 7
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For this group, the median time from depression screening to first mental health service was
1.4 months. It is important to note that the first paid claim date does not represent the first
date of contact or service by the behavioral health provider.

The 83 caregivers with Medical Assistance who initiated services through Community
Care within six months of being screened accessed a wide range of mental health and drug
and alcohol services from their screening date through August 2012 (Table 3.7). More than
one-half of the caregivers with Community Care claims had claims for outpatient behavioral
health services (51 percent; median number of sessions=2.0) or team-delivered, in-home behav-
ioral health services (53 percent; median number of sessions=31.5). These caregivers also had
claims for medication services (27 percent; mean=5.0 sessions) which may have included phar-
macologic therapy to treat depression, mobile outpatient services (39 percent; mean=5.5 ses-
sions) and mobile crisis services (7 percent; mean=1.5 sessions). Some caregivers also had claims
for inpatient mental health services (6 percent; mean=1.0 session) and service coordination
(6 percent; mean=19.0 sessions) which assists adults with mental illness to develop a compre-
hensive recovery plan and coordinate the provision of services.

Drug and alcohol services were somewhat less common among these caregivers, with
12 percent receiving outpatient services from a drug and alcohol service provider, 4 percent
receiving intensive drug and alcohol services, and 6 percent receiving methadone-related
services.

Summary of the Process Measure Results

Following the initiative’s screening protocol, primary caregivers of all children who received
services in the Part C early intervention system were asked if they wanted to complete a
depression screen. In total, 4,185 caregivers were screened for depression between February
2010 and May 2012. The overall screening rate of 63 percent of families new to The Alliance
compares favorably to the depression screening rate of 53 percent for similar atrisk groups

Table 3.7
Types of Community Care Claims

Percentage of

Number of Caregivers Median Number of

Claim Type Caregivers (n=83) Range of Sessions  Sessions/ Claims
Behavioral health services

Outpatient services 42 51 1-95 2.0
Team-delivered in-home 44 53 1-85 31.5
behavioral health services

Medication services 22 27 1-85 5.0
Mobile outpatient services 32 39 1-128 5.5
Mobile crisis services 6 7 1-5 1.5
Inpatient services 5 6 1-3 1.0
Service coordination 5 6 8-163 19.0
Drug and alcohol services

Outpatient services 10 12 1-12 1.5
Intensive services 3 4 1-4 1.0
Methadone services 5 6 2-352 81.0
Other Services 5 6 1-2 1.0

NOTE: Number of caregivers across claim type is greater than 83 due to caregivers having multiple claim types.
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(Figure 3.1; see Appendix D for full details about comparison studies). Initiative benchmarks
were to screen 70 percent of caregivers during Phase 1 and 90 percent during Phase 2.

The initiative’s referral component was designed to provide referrals for families identi-
fied as at risk for depression through the early intervention screening process, families who
self-identified a need for support, and families who were referred to early intervention by com-
munity partners. A total of 695 families were identified for referrals through these pathways.
Referrals were made for 62 percent of these families (Figure 3.12). This referral rate exceeds the
average 52 percent referral rate typically among those screening positive for depression.

The initiative’s engagement-in-services component focused on ensuring that caregivers
who were referred for relationship-based early intervention services, behavioral health services,
or other community supports received them. Overall, the engagement rate for all caregivers
who received at least one referral was 71 percent, which is considerably higher than the average
37 percent engagement rate found in other studies of similar populations (Figure 3.2). Caregiv-
ers were counted as having engaged in services if the family received at least one session of one
of the services for which they received a referral.

Section B. System Impact Results

To assess system impact for the second part of the evaluation, we gathered information about
changes to the involved systems as a result of the implementation processes for screening and
identification of at-risk families, referrals, and engagement in relationship-based services in the

Figure 3.12
Summary of Process Measure Results
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Part C early intervention and behavioral health systems. The data collection involved focus
groups with early intervention and behavioral health providers, telephone interviews with care-
givers, and pre- and post-training surveys with initiative training participants. The system
impact measures included changes in knowledge, attitudes, beliefs, and behaviors related to
caregiver depression, screening, referrals, and relationship-based services, as well as perspec-
tives from providers and caregivers on the implementation process. We synthesized the results
of the system impact data collection into a series of observations on the system-level factors
affecting implementation. We discuss these in detail later in this section.

Screening and Identification

Appropriate Tools and Protocols for Depression Screening. As described earlier, the depres-
sion screening tool selected for this initiative is widely used in community-based settings, easy
to administer and score, and well-validated for the target population. While the screening pro-
tocol clearly articulated who should be screened, when screening should occur, and how results
should be communicated, service coordinators felt that its flexibility allowed them to make
adjustments depending on the particular situation or family. Nonetheless, there were chal-
lenges to completing the depression screening during early intervention home visits because of
limited time or the presence of other service providers. While most caregivers felt comfortable
talking about issues and stressors, some felt that service coordinators needed to spend more
time building rapport and showing interest, rather than appearing to simply move through
a checklist of items during the visit. Nonetheless, the consistent screening rate throughout
implementation indicates that service coordinators understood and followed the protocol and
caregivers accepted the depression screening as a normal part of their interaction with early
intervention. This suggests that with validated tools and well-defined processes, screening for
parental depression can be integrated into routine care in the Part C early intervention system.

Training and Ongoing Support for Those Conducting the Screening. The initiative
undertook a range of activities to provide training and support to those conducting the screen-
ing. Some service coordinators had reservations about whether they had the skills or confidence
to introduce the depression screen or engage the caregiver in a discussion about the results. To
address these concerns, the training materials and sessions included specific language on intro-
ducing the screen and discussing the results, and provided the opportunity for participants to
role-play different situations. In response to another concern, the local crisis services provider
conducted small group meetings with service coordinators to familiarize them with services
and how to access them. These training sessions helped service coordinators develop commu-
nication skills and comfort with the screening process, which eased concerns about how to
effectively engage with parents on difficult topics.

Service coordinators also reported that the ongoing support from the project-funded
mental health specialists provided needed consultation on the screening process, discussion of
the results, and information on the local resources available to support families. Service coor-
dinators found that as relationships developed, caregivers disclosed histories of violence and
trauma. Early intervention supervisors provided further reassurance and support for providers
through reflective supervision, an approach that encourages mutual sharing, reflecting, and
planning as a way to increase engagement between the supervisor and service coordinator, help
the provider process the experience of working with families, and partner on ways to move for-
ward. These experiences indicate that equipping service coordinators and their supervisors with
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knowledge, tools, resources, and confidence in their ability to support caregivers is important
for successful integration of depression screening protocols into existing processes.

Efforts to Involve the Maternal and Child Health Care System. To engage the mater-
nal and child health care system in making referrals to early intervention based on the caregiv-
er’s depression risk, the initiative conducted outreach activities with that system to describe the
initiative, establish relationships with agencies and organizations, and explain the referral pro-
cess. These recruitment efforts were designed to inform providers that the Part C early inter-
vention system was a new access point for behavioral health services for families experiencing
or at risk for depression or other behavioral health issues and to describe the referral process.
The results suggest that community-based child and maternal health organizations can take
advantage of the system’s increased capacity for screening, referral, and treatment services for
caregiver depression without the volume of additional referrals exceeding the early intervention
system’s capacity to serve families.

Cross-System Networking and Referrals

Cross-System Networks and Communication Channels. Our current systems have evolved
in a manner that fosters specialization and fragmentation in treatment and interventions. This
fragmentation can result in families enlisting the help of a variety of practitioners in a serial
fashion, presenting their child’s same problems yet hearing interpretations through different
professional lenses, inadvertently culminating in a confusing, distressing, and disheartening
scenario (Lillas and Turnbull, 2009). To improve communication between systems along with
referral and engagement of caregivers in services, the initiative facilitated cross-system training
and networking meetings that brought together a broad group of system leaders, administra-
tive leadership, and direct care staff to lay the groundwork for building relationships among the
early intervention, behavioral health, and maternal and child health care systems. According to
participants, these activities provided service providers from different systems with opportuni-
ties for face-to-face introductions and interactions where they could discuss better outcomes
for the parent and young child. The development of a shared vision of system transformation
among system leaders was seen as an important first step toward effective cross-system col-
laboration and integration. Some of these relationships had developed during the prior phase
of the Collaborative’s work to engage and educate the maternal and child health care system
on addressing maternal depression. This initiative provided new availability of the Part C early
intervention system as an access point for services and treatment for caregivers experiencing or
at risk for depression.

The relationships at every level within and across systems that developed and strength-
ened through cross-system networking meetings were also viewed as helping administrators
and providers understand the role of each system and how to support each other in providing
services for at-risk families. Overall, the efforts to develop cross-system networks and com-
munication channels increased service capacity, communication, and coordination within and
between the Part C early intervention and behavioral health systems.

Integration of Referral Processes into Routine Practice. Service coordinators and
supervisors found that collaborative development of a simple and clear referral process helped
address the challenges in making changes to existing processes—such as resistance to new pro-
cedures, perceptions about potential increases in burden, and workload—and concerns about
follow-through on referrals. In addition to the referral process, the project team developed a
resource and referral guide to support the service coordinators in making referrals. While ser-
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vice coordinators were knowledgeable about resources that addressed early childhood devel-
opmental delays, they were often less familiar with behavioral health services for caregivers
experiencing depression and with other community supports that may help both the parent
and the young child. According to service coordinators, the defined referral protocols and con-
crete guidance about the referral options enabled knowledgeable and personalized referrals that
matched needs and contributed to a high rate of referral acceptance by families.

“Warm Transfer” Process for Referrals. For those referrals to behavioral health ser-
vices, the referral protocol emphasized directly connecting caregivers to these services during
the early intervention home visit. This “warm transfer” strategy capitalized on the developing
relationship and trust between the service coordinator and the caregiver. When the service
coordinator was either able to call the provider agency with the caregiver during a visit or tell
the caregiver that a specific person from the provider agency would be calling to follow up,
this more direct hand-off enhanced the caregivers’ comfort level with the referral process and
the agency to which they were being referred. This type of referral and direct transfer from
a trusted provider (i.e., an early intervention service coordinator who comes to the home) to
other services and supports can increase engagement in treatment services (i.e., behavioral
health providers).

Coordination and Supports for Referrals. Historically, early intervention programs
focused primarily on the child’s developmental delays or disabilities in terms of cognition,
communication, movement, vision, and hearing. Although social/emotional development has
always been an eligible domain for evaluation and treatment in early intervention, needs in this
area were generally perceived as the purview of the mental health system. To increase commu-
nication and coordination of services across systems, the initiative funded two full-time mental
health specialists at The Alliance. These specialists were seen as bridging the gap between
early intervention, which had not previously addressed caregiver depression, and the behavioral
health system. The mental health specialists provided ongoing support to strengthen relation-
ships between providers in the Part C early intervention and behavioral health systems. Service
coordinators who identified a caregiver in need of support were able to utilize a mental health
specialist to identify an appropriate service or provider. The mental health specialists were also
available to make providers aware of the new referrals and to give families the name of the
provider who would be contacting them. The mental health specialists also offered service pro-
viders ongoing support and mentoring on the screening and referral processes. Most caregivers
found the referral process to be quick and easy and felt that the service coordinator provided
the support and encouragement needed to accept and follow through with the referral. How-
ever, caregivers also noted a need for improved communication and follow-up after the initial
referral. Overall, providers felt that the efforts of the mental health specialists streamlined the
referral process and contributed to high referral acceptance rates.

Engagement in Services for At-Risk Families

Capacity-Building Around Relationship-Based Practices. The initiative’s third component
focused on providing behavioral health services to caregivers that addressed behavioral health
issues as well as parenting approaches and parent-child relationships, and early intervention
services that considered the parent-child relationship and its impact on child development. The
differing orientations in the two systems—with early intervention providers focused on the
child and behavioral health providers focused on the adult—meant that providers needed to
expand how they viewed their roles and responsibilities in working with families. The relation-
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ship-based models of dyadic therapies selected for the initiative—models that help parents to
interpret and respond to their infants’ cues, express their own emotions, and prevent or repair
damage to the parent-child relationship—met the needs of the target population and aligned
with the interests of the providers to work with the parent in the context of the parent-child
relationship.

Behavioral health and early intervention providers were offered initial overview training
on infant mental health and relationship-based care. They were then given the opportunity
to pursue training in one of the three relationship-based models. These trainees shared posi-
tive impressions of the training and the value of the relationship-based approach throughout
both systems, which led several agencies to request that their entire staff receive training in the
models. Overall, more than 300 early intervention and behavioral health practitioners work-
ing in partner agencies were trained on relationship-based practices. These providers showed
increased knowledge about effectively engaging caregivers, infant-caregiver attachment, and
relationship-based care. While the relationship-based care approach helped providers in both
systems focus on the parent-child relationship in their work with the family, some caregiv-
ers noted that the providers were not always equipped to meet needs or address issues. These
results suggest that expanded capacity for relationship-based practice in early intervention and
behavioral health, along with the two-generational approach recommended in the Institute of
Medicine report, can increase engagement in services and treatment across both systems.

Peer Support and Learning Opportunities. The learning collaborative participants
from the Part C early intervention and behavioral health systems found the group sessions on
relationship-based practices valuable because they offered a forum for peer support, feedback,
and discussion of implementing relationship-based techniques. Through this regular profes-
sional peer contact and support, the learning collaborative strengthened individual providers’
skill development, knowledge, and comfort level with relationship-based care and allowed for
continued interaction and relationship-building with providers from other systems.

Addressing Barriers to Treatment. The initiative also addressed some of the barriers to
engagement in behavioral health treatment. Cultural context and stigma were factors consid-
ered when developing the processes for offering depression screening within early intervention
and making cross-system referrals for behavioral health services and treatment. Each individ-
ual’s cultural framework can affect communication about life stressors and openness to talk-
ing about issues and accessing resources and services. The screening process training sessions
incorporated discussion and role playing about how to affirm caregivers’ feelings, validate their
distress, and offer support. The cross-system training sessions and learning collaborative activi-
ties emphasized the need to be sensitive to cultural beliefs and concerns when making referrals
and supporting engagement in services and treatment.

Providing in-home behavioral health services to families in need helped address some of
the typical barriers to engaging in treatment, such as lack of transportation, difficulty obtain-
ing child care, the stigma associated with going to a clinic for mental health treatment, and the
barrier of depression itself, which can make it difhcult to attend traditional outpatient treat-
ment. Community Care and the behavioral health network of providers collaborated to plan
an expansion of services that would increase access to and engagement in behavioral health
services for this target population. While in-home services require substantially more resources
than clinic-based services, Community Care has committed to sustaining in-home service
options moving forward. Overall, access to home-based behavioral health services can increase
engagement rates and eliminate a significant barrier to accessing behavioral health services.
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Tracking Implementation Progress and Costs

As part of the evaluation of the initiative, the project team established process measures for
tracking improvements over time in depression screening, referrals, and engagement in services
and treatment. This process involved The Alliance, behavioral health providers, and Commu-
nity Care. The Alliance maintained a database that was shared with RAND at regular intervals
for analysis and reporting. The interim results and lessons learned were discussed at periodic
all-partners and funders meetings and among specific stakeholder groups. The information
from these discussions was used to revise the initiative protocols.

Performance Monitoring. As with any complex initiative, it is important to incorporate
ongoing assessment and monitoring of implementation in a systematic way to assess implemen-
tation progress. The regular schedule for examining the process measures (including screen-
ing, referral, and engagement in treatment or services) allowed the project team to step back
and review progress on the implementation process. By continuously monitoring the imple-
mentation of the primary service delivery components, the project team identified deficien-
cies and worked together to develop strategies to address them. For example, screening rates
did not meet expectations throughout implementation. This prompted discussions with those
conducting the screening about barriers to completing the depression screening, the need for
refresher training sessions, and allowing flexibility in the screening protocol.

Ongoing Quality Improvement. The project team undertook a number of activities to
support ongoing quality improvement within and across systems throughout implementation.
For example, after noticing that the follow-up screening rates were quite low, the data manager
at The Alliance began to produce reports listing follow-up screens that were due that month
and whether the families in question had been discharged from early intervention services.
The supervisors and service coordinators found this information very useful in planning their
visits. Since data collection for the evaluation ended, The Alliance has continued to monitor
screening, referral, and engagement rates. In another effort to enable ongoing quality improve-
ment, RAND team members led focus groups with early intervention and behavioral health
providers to hear their views and suggestions on implementation of the initiative. A common
issue that all providers raised in focus groups was the challenge of ongoing communication
between behavioral health providers, early intervention providers, and The Alliance service
coordinators. Alliance service coordinators also raised issues on the screening protocol and pro-
vided suggestions for further training and reinforcement for service coordinators. The project
team used the findings from all of the focus groups to develop strategies to address the col-
laboration, communication, and process issues raised by those implementing the key initiative
components.

Costs of Implementation. The early intervention system does incur some costs that
should be considered when implementing procedures to support parental depression screen-
ing, referral, and engagement in services for families with parental depression and early child-
hood developmental delays. These include the cost of the depression screening tool, additional
time to administer and score the screen, and the hours for training service coordinators on the
screening process. Many tools for screening depression are available at no cost. Administration
and scoring of the screening take only a short amount of time when incorporated into a regu-
larly scheduled visit, and are incorporated into the family assessment component of the early
intervention visit. When a parent screens positive for depression risk, service coordinators can
expect to spend, on average, an extra half-hour during the visit discussing the results with the
family and exploring referral options. The additional time spent linking the family to supports
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is a billable service coordination activity. The cost of training service coordinators to adminis-
ter and score the screening tool depended on the number of staff involved and the amount of
training hours conducted.

There are also early intervention system costs associated with including caregiver depres-
sion screening as a qualifying risk factor for at-risk tracking services in early intervention. The
indirect costs include the time needed to train community partners in the maternal and child
health care system on the referral process to early intervention. The billable costs within early
intervention include those associated with the time initially required to meet with a family new
to early intervention and the time associated with providing at-risk tracking services over time.

Finally, there are costs associated with cross-system networking and training activities
related to conducting screening, making referrals, and providing relationship-based care. The
total training costs reflect the number and type of training sessions needed to implement the
different components of the initiative, including trainings on the screening and referral pro-
cesses, orientation sessions for early intervention and behavioral health providers, cross-system
networking meetings, relationship-based care workshops, and learning collaborative meetings.
Overall, the initiative’s implementation of parental depression screening in the Part C early
intervention system resulted in few direct and indirect costs to The Alliance.

Family Involvement in Implementation Planning and Monitoring. The initiative’s
FAC provided valuable feedback throughout the planning and implementation phases to
ensure the appropriateness and relevance of the initiative training materials and the informa-
tional materials on depression (e.g., an information booklet with self-help tips for caregivers),
inform the development of the screening protocol and referral process, provide feedback for
evaluation-related data collection (e.g., the discussion guide for the family interviews), and
include a family perspective at cross-system training sessions.

In an effort to obtain feedback and suggestions from those served by The Alliance, RAND
also conducted telephone interviews with caregivers who had a range of experiences related to
the initiative. The interviews provided an opportunity to learn about the experiences of indi-
vidual caregivers with the screening protocol, referral processes, and relationship-based services
that helped in identifying strengths of the initiative and opportunities to improve implementa-
tion. Generally, caregivers identified service coordinators at The Alliance as a source of encour-
agement to follow through with referral and services, and they reported improved perceptions
of mental health services after engaging in treatment. However, caregivers also discussed the
need for improved communication with service coordinators after initial screening and refer-
rals were in place, and for more help connecting to services beyond those coordinated by The
Alliance. RAND team members communicated these findings back to the other project team
members to inform improvements in the screening and referral processes.

Summary of Factors Driving System Change
The results of the system-change evaluation showed that the care system changed mainly
because of three factors:

* screening and identification of families happening within early intervention
e families could access behavioral health services from the early intervention system
* carly intervention and behavioral health providers were trained and supported in relation-

ship-based care.
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Section C. Individual-Level Outcome Results

The third part of the evaluation, focusing on screening and assessment, was designed to pro-
vide service coordinators with clinically useful information about depression risk and to track
caregivers over time for the evaluation. In this section, we first describe the results of the base-
line and follow-up depression screenings conducted. We then examine the results of the base-
line and follow-up assessments that included measures of parental stress, caregiver health and

safety, and child health.

Depression Screening

Baseline Depression Screening Results

Following the initiative protocol, Alliance service coordinators administered the PHQ-2 to all
caregivers (n=4,185) at baseline. Those caregivers who answered “yes” to either initial screen-
ing question then completed the PHQ-9 (Figure 3.13). A total of 753 caregivers with a posi-
tive PHQ-2 completed the PHQ-9, representing 19 percent of the 4,185 caregivers screened
(Figure 3.14). As shown in Figure 3.13, some caregivers completed the PHQ-9 (n=151) even
though they had not responded positively to either initial screening question. In total, 904
caregivers completed the PHQ-9 at baseline.

Of the 904 caregivers with a completed PHQ-9, 44 percent screened positive (n=395)
with a score of 10 or higher (representing 9 percent of the total screened). Following the ini-
tiative protocol, those who screened positive were identified for the referral component of the
initiative. Studies examining positive screens in low-income mothers (e.g., Beeber et al., 2010;

Figure 3.13
Completed Baseline Screens
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Figure 3.14
Baseline Screening Results (n=4,185)
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Chaudron et al., 2004; Dubowitz et al., 2007; Miller, Shade, and Vasireddy, 2009; Ramos-
Marcuse et al., 2010) report an average rate of 18 percent with positive screens with estimates
varying across screening tools (e.g., PHQ-9, Beck Depression Inventory, Center for Epidemio-
logic Studies Depression Scale). Based on the literature, we expected a higher rate of positive
screens than the 9 percent observed.

Among all 904 caregivers who completed the PHQ-9 at baseline, the average score (pos-
sible range 0 to 27) was 9.18 (Table 3.8). The average score among the 395 caregivers who
screened positive at baseline was 15.01. According to the scoring guidelines, a score of 1014
indicates a provisional diagnosis of minor depression while a score of 15-19 indicates a pro-
visional diagnosis of moderately severe major depression (MacArthur Initiative for Depres-
sion and Primary Care, undated). Among the 395 who screened positive, caregivers who were
referred for services (n=258) exhibited higher baseline scores than those who did not receive a
referral (n=137) with means of 15.35 and 14.306, respectively. Greater referral among those with
higher scores could indicate recognition of greater need by service coordinators or caregivers
themselves; both played a role in determining whether a referral was ultimately made.

The analyses also explored baseline scores by whether the family had engaged in one of
the relationship-based services in the Part C early intervention or behavioral health systems
(Table 3.8). All families, regardless of whether they engaged in relationship-based services/
treatment, received relationship-based service coordination from The Alliance. Among care-
givers who screened positive at baseline and were referred for services (n=258), baseline scores
on the PHQ-9 were similar for those who engaged in relationship-based services/treatment
within early intervention and/or behavioral health (n=180) and those who did not (n=78).

As noted above, not all 904 caregivers screened with the PHQ-9 at baseline received a
follow-up screen. Those who did had higher scores at baseline (n=149) than those who were not
screened at follow-up (n=755). This likely reflects the emphasis that the initiative placed on the
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Table 3.8

Baseline PHQ-9 Scores

Group n Baseline Score
Caregivers completing a baseline PHQ-9 screen 904 9.18
Caregivers who screened positive 395 15.01
Caregivers who screened positive and were referred for services 258 15.352
Caregivers who screened positive and were not referred for services 137 14.362
Caregivers who screened positive, were referred for services and engaged in 180 15.60
relationship-based services/treatmentb

Caregivers who screened positive, were referred for services but did not engage 78 14.78
in relationship-based services/treatment®

Caregivers who completed baseline and six-month follow-up screen 149 11.39¢
Caregivers who completed baseline, but not six-month follow-up screen 755 8.743

NOTE: Scores on the PHQ-9 range from 0 to 27.
@ T-test indicates statistically significant difference, t (393)=2.42, p<.05.

b The total here is greater than 258 because some caregivers were referred for services even if they did not
screen positive on the PHQ-9.

¢ T-test indicates statistically significant difference, t (902)=-4.89, p<.01.

importance of following up with caregivers who screened positive for depression. Among those
caregivers who did not complete follow-up depression screens (n=755), 33 percent had been
discharged from The Alliance prior to the date that their six-month follow-up screening was
due. Taking into account those discharged before that date increases the follow-up completion
rate from 16 percent to 23 percent.

The caregiver demographics were similar for those caregivers who screened at high risk for
depression when compared to all caregivers who were screened (Table 3.9).

Among families in which the caregiver screened positive, the children represented similar
distributions of boys and girls as well as similar age distributions (Table 3.10). However, Afri-
can Americans represent a disproportionately large percentage of the caregivers who screened
positive (39 percent) compared with all screened caregivers (22 percent).

Table 3.9
Caregiver Information

Percentage of All Screens (n=4,185) Percentage of Positive Screens (n=395)
Gender
Female 97 98
Male 3 2
Relationship to child
Birth parent 99 99
Adoptive parent 1 <1
Grandparent 1 <1
Other <1 <1

NOTE: Positive screens were defined as PHQ-9 scores>10.
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Child Information
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Characteristic

All Screens

Positive Screens

Gender Percentage (n=4,179) Percentage (n=391)
Female 37 38
Male 63 62
Age Percentage (n=4,179) Percentage (n=393)
Less than 1 42 44
1 30 29
2 28 27
Race/ethnicity Percentage (n=3,529) Percentage (n=355)
White (non-Hispanic) 66 45
African American (non-Hispanic) 22 39
Hispanic 2
Asian
Other or biracial 8 13

NOTE: Percentages do not total 100 due to rounding.

Follow-Up Depression Screening

Following the initiative protocol, Alliance service coordinators attempted to complete depres-
sion screens at baseline and at six and 12 months with rescreening conducted regardless of
screening status at baseline (Table 3.11). Nearly one-third (30 percent) of the 4,185 caregiv-
ers screened at baseline also received a six-month follow-up screen with the PHQ-2. Overall,
16 percent of the 904 caregivers with baseline PHQ-9 scores completed a follow-up PHQ-9
at six months (Figure 3.15). Among the 395 caregivers who screened positive with the PHQ-9
at baseline, about one-quarter (24 percent) completed six-month follow-up depression screens.
Overall, few caregivers completed 12-month follow-ups.

There are a number of explanations for the low completion rates for the follow-up depression
screens. Families are discharged from the Part C early intervention system when the child reaches
the age of three or when the child’s functioning has improved to the point where they no longer
have a developmental delay. For those discharged, The Alliance no longer had contact with the
families and it was not possible to complete the follow-up screening and assessment. For some
families, once connected to behavioral health services, they no longer remained involved with the
atrisk tracking services offered through the Part C early intervention system, and, in turn, did
not receive the follow-up screens. Service coordinators also reported that some families declined
the follow-up screen because it was stressful to complete during a busy IFSP quarterly meeting or
six-month review or when there were other service providers in the home.

Table 3.11
Completed Baseline and Follow-Up Depression Screens

Number Completed at Number (Percentage) Completed Number (Percentage) Completed

Measure Baseline at Six-Month Follow-Up at 12-Month Follow-Up
PHQ-2 4,185 1,252 (30%) 653 (16%)
PHQ-9 904 149 (50%) 88 (10%)

PHQ-9 (positive) 395 94 (24%) 55 (14%)
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Figure 3.15
Completed Follow-Up Screens
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Average PHQ-9 scores declined over time (Table 3.12). Overall, among caregivers who
completed the PHQ-9 at both baseline and six months and were referred for services (n=131),
scores declined by four points on the 27-point scale between baseline and the follow-up
screens, with statistically significant decreases in scores from baseline to six months, baseline to
12 months, and six months to 12 months. The pattern of decreasing depressive symptoms over
time held for caregivers who engaged in relationship-based services/treatment within early
intervention and/or behavioral health (n=90). Among caregivers who did not engage in rela-
tionship-based services (n=41), there were statistically significant decreases in scores from base-
line to six months and baseline to 12 months but not from six months to 12 months. However,
the lack of difference from six to 12 months may reflect reduced statistical power. The differ-
ence in the change from baseline to six months for the two groups is discussed in more detail
later. According to the scoring guidelines, a decrease of two to four points from baseline after
at least three sessions of psychological counseling over four to six weeks is considered “prob-
ably inadequate” (MacArthur Initiative on Depression and Primary Care, undated). A decrease
of five points from baseline is considered adequate. It is important to note that the treatment
responses referenced in the PHQ-9 scoring guidelines are based on three sessions of psycholog-
ical counseling. The caregivers in our analyses were counted as having engaged if they received
one or more session of one of the early intervention, behavioral health, or community-based
services to which they were referred.

We also conducted repeated analysis of variance measures to test for change in PHQ-9
scores across time for caregivers who received referrals and engaged in any service, as well as
caregivers who received referrals but did not engage in services. For caregivers who received
referrals and engaged in any service, PHQ-9 scores decreased across time (omnibus F test,
p<.01), with change in symptoms occurring between baseline and the six-month screening
(p<.01). PHQ-9 scores did not change significantly between the six-month screening and
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Table 3.12
Changes in PHQ-9 Scores Over Time

Caregivers Who
Completed PHQ-9 at Baseline Six-Month 12-Month  Significance Level
Comparison Both Time Points Score Score Score (t-test)

Caregivers who completed PHQ-9 at both times and were referred for services

Baseline to six-month 131 12.37 8.37 — p<.01
Baseline to 12-month 79 12.81 — 8.70 p<.01
Six-month to 12-month 59 — 9.75 8.24 p<.05

Caregivers who completed PHQ-9 at both times, were referred for services, and who engaged in relationship-
based services/treatment

Baseline to six-month 90 12.60 9.09 — p<.01
Baseline to 12-month 54 13.26 — 9.31 p<.01
Six-month to 12-month 39 — 10.69 8.74 p<.05

Caregivers who completed PHQ-9 at both times, were referred for services, and who did not engage in
relationship-based services/treatment

Baseline to six-month 41 11.85 6.80 — p<.01
Baseline to 12-month 25 11.84 — 7.36 p<.01
Six-month to 12-month 20 — 7.90 7.25 n.s.

NOTE: Scores on the PHQ-9 range from 0 to 27, significance levels indicate differences examined with a paired
t-test. n.s.= non-significant.

12-month screening, suggesting that symptoms began to level off over time. There were too
few caregivers who received referrals but did not engage in services to perform hypothesis
testing.

As noted above, among caregivers who completed the PHQ-9 at baseline and six months,
caregivers who engaged in relationship-based treatment/services (n=90) and those who did
not (n=41) showed significant declines in depressive symptoms over time (Figure 3.16). This
overall downward trend in depressive symptoms for both groups may reflect a general pro-
cess of adjustment to the stressful situation of identifying a developmental delay for the care-
giver’s child, reduced parenting stress as children mature (especially for parents of very young
infants), or regression to the mean. The black line shows the cut score of ten used to determine
depression risk. Both groups were above the cut score at baseline but the average score for both
groups decreased to below the cut score at six months. We also conducted a multiple regression
analysis examining the impact of an initial PHQ-9 score, engagement status, and the inter-
action of these two characteristics on the PHQ-9 score at six months (see Figure 3.16). This
analysis indicated that the decline in depression scores was more pronounced for those who
did not engage in services than those who did. Initial PHQ-9 score and engagement status
were not significant predictors of PHQ-9 score at six months when the interaction was entered
into the equation (standardized beta for interaction=.80, p<.05, standardized beta for initial
PHQ-9=—05, p>.05 standardized beta for engagement status=—44, p>.05; overall
R-squared=.27). Because participant engagement in services was not randomly assigned, it may
be the case that those who engage in services recognize that their needs are likely to be per-
vasive over the longer term. Thus, differences that appear to be due to engagement in services
may be due to self-selection of participants into the engaged and not-engaged groups.
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Figure 3.16
Change in PHQ-9 Scores from Baseline to Follow-Up by Engagement
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Parenting Stress

The assessment was designed to help identify the kinds of stressors affecting the caregiver and
family and the areas with the greatest need for assistance. Those caregivers screening at high
risk for depression were asked to complete the PSI-SF, an assessment that contained a measure
of parental stress, in addition to some caregiver health and safety items and child health items.

Baseline Parenting Stress

At baseline, these assessments were completed with a total of 401 caregivers, including 290 of
the 395 caregivers who screened positive on the PHQ-9 and 111 who screened negative or did
not complete the PHQ-9 (Figure 3.17).

Overall, 60 percent of the 290 caregivers who screened positive on the PHQ-9 and com-
pleted an assessment had total stress levels that fell in the clinical range, representing very high
levels of stress (Figure 3.18). For the different subscales, 79 percent of the sample reached clini-
cal levels on the parental distress subscale, 37 percent reached clinical levels on the parent-child
dysfunctional interaction subscale, and 45 percent reached clinical levels on the difficult child
subscale.

Among the 401 caregivers who completed the PSI-SF at baseline (possible range 36 to
180), the average score was 88.46 (Table 3.13). There were not any differences at baseline in the
levels of parenting stress depending on whether a referral had been made or the family engaged
in relationship-based services/treatment. There were statistically significant differences depend-
ing on whether a follow-up assessment was completed, with those receiving a follow-up assess-
ment (n=81) having higher PSI-SF scores at baseline compared to those who did not (n=320).

Follow-Up Parenting Stress
Among the 401 caregivers who completed baseline assessments, 82 caregivers (20 percent)
completed six-month follow-up assessments (Figure 3.19).
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Completed Baseline Assessments
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Figure 3.18
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Table 3.13
Baseline PSI-SF Scores

Group n Baseline Score
Caregivers completing a baseline PSI-SF 401 88.46
Caregivers completing a baseline PSI-SF who were identified as 366 89.99
needing a referral

Caregivers completing a baseline PSI-SF who were referred for 271 90.51
services

Caregivers completing a baseline PSI-SF who were not referred for 95 88.48
services

Caregivers who completed baseline PSI-SF, were referred for 199 91.30
services, and engaged in relationship-based services/treatment

Caregivers who completed a baseline PSI-SF, were referred for 72 88.26
services, but did not engage in relationship-based services/

treatment

Caregivers who completed baseline and six-month follow-up PSI-SF 81 83.722
Caregivers who completed baseline, but not six-month follow-up 320 89.521
PSI-SF

NOTE: Possible scores on the PSI-SF range from 36 to 180.
@ T-test indicates statistically significant difference, t (399)=2.15, p<.05.

Opverall, average PSI-SF scores decreased among caregivers who completed both baseline
and follow-up assessments (Table 3.14). Scores declined significantly from baseline to six months
and baseline to 12 months both overall and for caregivers who engaged in relationship-based ser-
vices/treatment in early intervention and/or behavioral health. There were too few caregivers who
did not engage in relationship-based services/treatment to perform hypothesis testing.

Health and Safety

Caregivers who screen at high risk for depression also answered a series of questions about their
health and safety and their children’s health. Forty-one percent of these caregivers rated their
overall health status as “fair” or “poor” (Figure 3.20). In comparison, a 2008 study of Penn-

Figure 3.19
Completed Follow-Up Assessments
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Table 3.14
Change in PSI-SF Scores Over Time

Caregivers Who
Completed PSI-SF at Six-Month 12-Month Significance Level
Comparison Both Time Points  Baseline Score Score Score (t-test)

Caregivers who completed PSI-SF at both times

Baseline to six-month 82 83.52 77.33 p<.01
Baseline to 12-month 55 89.25 82.53 p<.01
Six-month to 12-month 48 78.44 77.92 n.s.
Caregivers who completed PSI-SF at both times who engaged in relationship-based services/treatment
Baseline to six-month 62 85.53 78.10 p<.01
Baseline to 12-month 39 92.31 85.97 p<.05
Six-month to 12-month 34 78.53 80.26 n.s.

NOTE: n.s.=non-significant.

sylvania adults found that 16 percent considered themselves to be in “fair” or “poor” health
(Bureau of Health Statistics and Research, 2009).

On the assessment, caregivers who screened at high risk for depression were also asked
about the number of days in the last month in which they had inadequate rest or sleep (Figure
3.21). The vast majority of these caregivers (91 percent) indicated that they did not get ade-
quate sleep more than seven days in the past month, including 83 percent who had inadequate
sleep for 15 or more days. In comparison, a recent study with a similar population that used a
threshold for “inadequate” sleep of 14 or more days in the past month found that 36 percent
of unmarried mothers, 34 percent of married mothers, and 39 percent of women with three or
more children reported insufficient sleep (Chapman et al., 2012).

Figure 3.20
Caregiver Overall Health (n=302)
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Figure 3.21
Caregiver Number of Days Without Adequate Sleep in the Last 30 Days (n=290)
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Caregivers who screened at high risk for depression reported poor diets compared with
the overall U.S. adult population. Only 8 percent of these caregivers reported a “very good”
or “excellent” diet (Figure 3.22). This compares to 33 percent of Americans reporting a “very
good” or “excellent” diet in 2006 (U.S. Department of Agriculture, 2009).

Figure 3.22
Caregiver Overall Diet (n=303)
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Nearly half of those who screened at high risk for depression (46 percent) had not engaged
in physical activity during the past month. This compares with 26 percent of Pennsylvania
adults who indicated that they had not engaged in any leisure time physical activity in the past
month (Bureau of Health Statistics and Research, 2009).

The vast majority of caregivers who screened positive had access to routine or preventive
health care (Figure 3.23). More than half (53 percent) went to a doctor’s office or accessed care
through their health maintenance organization while 24 percent went to a clinic or health
center for routine health care. Overall, 23 percent of the caregivers did not have a usual place of
health care. This is comparable to national statistics that show 17 percent of U.S. adults do not
have a usual place of health care. Nationally, of those with a usual place of care, three-quarters
received care at a doctor’s office or health maintenance organization, 21 percent went to a clinic
or health center, and 3 percent used a hospital emergency room or outpatient department for
routine or preventive health care (Pleis, Ward, and Lucas, 2010).

Among families with a caregiver who screened positive for depression, about one-half
of caregivers (53 percent) and children (47 percent) had one or more emergency room visits
during the prior six months (Figure 3.24). In comparison, nationally in 2007, 20 percent of
adults aged 18 and over had one or more emergency room visits (National Center for Health
Statistics, 2009). For children under the age of four, 73 percent had no visits, 18 percent had
one visit, and 9 percent had two or more visits in 2009 (Bloom, Cohen, and Freeman, 2009).

In terms of routine and preventive health care for children of caregivers who screened
positive for depression, 94 percent had a regular physician and 95 percent had up-to-date
immunizations. Nationally, in 2008, 4 percent of U.S. children did not have a usual source
of care. The estimated vaccination rate for children 19-36 months old is 90 percent or higher
(Bloom, Cohen, and Freeman, 2009).

Figure 3.23
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Figure 3.24
Emergency Room Visits (n=290 for caregiver, n=279 for child)
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The assessment also asked about the caregiver’s safety. Less than 3 percent of the caregiv-
ers who screened at high risk for depression reported being in an unsafe relationship, although
10 percent of the caregivers who screened at high risk for depression reported a history of
domestic violence.

The service coordinators also attempted to administer the health and safety portion of
the assessment at six and 12 months. An analysis of responses at both time points indicates
that caregivers perceived their physical health, diet, sleep, and access to routine health care had
improved between the baseline and follow-up assessment (Table 3.15). The changes over time
were not analyzed by engagement in services because of the small number of caregivers in the
group who did not engage in service but completed a follow-up assessment.

Overall, those caregivers who completed these items at baseline and six months showed
improvement in some of the self-reported caregiver health measures, including physical health,
diet, sleep, and access to routine health care, although the sample sizes were quite small.

Summary of the Individual Outcome Measure Results

The screening and assessment component of the initiative was designed to identify caregivers
with depressive symptoms and to assess their parenting stress and health situation. The base-
line screening results show that 9 percent of caregivers screened positive for depression with the
two-step screening protocol. Those caregivers screening at high risk for depression were admin-
istered an assessment with a measure of parental stress as well as health and safety items. Over-
all, 60 percent of the caregivers with positive screens who completed an assessment had total
parental stress in the “clinical” range, representing very high levels of stress. These caregivers
also reported inadequate sleep as well as worse perceived health, poorer diet, and less physical
activity than comparison populations.
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Table 3.15
Changes in Health Outcomes Over Time

Health Outcome Baseline Score  Follow-Up Score Significance Level

Physical health (n=88) 3.14 2.91 p<.05
1 (excellent) to 5 (poor) scale

Diet (n=87) 3.71 3.43 p<.01
1 (excellent) to 5 (poor)

Sleep (n=80) 21.75 16.31 p<.01
Number of days without adequate sleep in the
past month

Physical activity (n=88) 51 57 n.s.
Percentage who engaged in physical activity in
the past month

Emergency room visits—caregiver (n=82) 1.45 0.89 n.s.
Number of visits in past 6 months

Emergency room visits—child (n=81) 0.91 0.88 n.s.
Number of visits in past 6 months

Access to routine health care—caregiver (n=86) 77 87 p<.05
Percentage who indicated that they had a
regular provider

Access to routine health care—child (n=80) 97 95 n.s.
Percentage who indicated that the child had a
regular provider

Vaccinations (n=82) 96 94 n.s.
Percentage who reported child is up to date on
immunizations

NOTE: n.s.=non-significant.

Tracking caregivers over time proved somewhat challenging. Only 24 percent of those
who screened at high risk for depression at baseline completed a follow-up screen, although
some of these families had been discharged from The Alliance prior to the follow-up screening
due date. Among caregivers who completed the baseline parenting stress measure, 20 percent
had a follow-up assessment. In general, among caregivers for whom both baseline and six-
month follow-up data were available, depressive symptoms decreased over time. This decrease
was found among caregivers who completed the PHQ-9 at both times. The decline in depres-
sive symptoms over time may reflect a general process of adjustment to the stressful situation
of identifying a developmental delay for the caregiver’s child.

Caregivers who ultimately engaged in relationship-based services/treatment showed
higher levels of depressive symptoms at baseline than those who did not, suggesting that those
with greater need may be more likely to take advantage of the services being offered through
the initiative. Both those who engaged and those who did not engage showed improvement
in their depressive symptoms over time. In contrast, there were not any differences at baseline
in the levels of parenting stress depending on whether a referral had been made or the family
engaged in services. While only caregivers who engaged in relationship-based services/treat-
ment showed an improvement in parenting stress over time, the small sample size for those that
did not engage limits the ability to detect a difference. Caregivers also showed improvement
in self-reported health measures, including physical health, diet, sleep, and access to routine
health care.

Despite the overall low retention rate for screening at six months, it appears that depres-
sive symptoms decreased over time for those caregivers screened at both time points. How-
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ever, both those who engaged in relationship-based services/treatment within early interven-
tion and/or behavioral health and those who did not showed improvement in their depressive
symptoms. These findings suggest that caregivers involved in the initiative experienced better
outcomes at six months regardless of whether they engaged in relationship-based services other
than the relationship-based service coordination within early intervention.

Summary of the Results of the Overall Initiative

Historically, early intervention programs focused primarily on the child’s developmental delays
or disabilities in terms of cognition, communication, movement, vision, and hearing. Although
social/emotional development has always been an eligible domain for evaluation and treatment
in early intervention, needs in this area were generally perceived as the purview of the mental
health system. Knowledge from the field of infant mental health is transforming assessment,
intervention, and collaboration; as a result, families may experience a more integrated service
model where fewer calls need to be made, fewer applications need to be completed, and evalua-
tions and assessments may be shared rather than repeated. With Helping Families Raise Healthy
Children, the Part C early intervention system screened and identified, provided referrals, and
supported engagement in services for families with caregivers at risk for or experiencing depres-
sion and children experiencing or at risk for developmental delays. The evaluation assessed the
implementation by examining process measures for the three initiative components; the fac-
tors that affected implementation; the system-change process; and individual-level outcome
measures of depressive symptoms, parental stress, health, and safety. While it is not possible
to disentangle the relationships between the implementation strategies and the process, system
impact, and individual-level outcomes achieved (see limitations section in Chapter Four), the
initiative successfully implemented key components and improved key processes across systems.



CHAPTER FOUR

Discussion

The Helping Families Raise Healthy Children initiative aimed at addressing the related chal-
lenges of parental depression and early childhood developmental delays. Our evaluation of the
initiative focused on assessing the implementation process, examining changes in individual
outcomes, and identifying certain key elements that influenced implementation and contrib-
uted to systems change. In this chapter, we describe the key lessons learned from the initiative.
We also provide a brief review of the current policy context to inform the development of prac-
tice and policy recommendations to sustain this work. We conclude this chapter with some
observations about the limitations of our work.

Lessons Learned

The lessons presented here reflect the results of the initiative evaluation and the quality improve-
ment and monitoring activities. They should provide guidance for other communities seeking
to implement depression screening within the Part C early intervention system, strengthen
cross-system collaborations, implement relationship-based care in the early intervention and
behavioral health systems, and support engagement in services and treatment. For other com-
munities interested in these processes, an implementation toolkit provides guidance, informa-
tion, and resources (Schultz et al., 2012).

Screening and Identification

* Screening for caregiver depression using validated tools can be integrated into rou-
tine care in the Part C early intervention system. Successful implementation of depres-
sion screening during an early intervention home visit requires balancing limited time,
competing demands, and the possible presence of other service providers or family mem-
bers.

* Screening for depression and referral for services is acceptable to caregivers. System-
atic depression screening in early intervention can help to identify caregivers experiencing
depression, normalize the screening process for caregivers, and streamline the process of
connecting caregivers to behavioral health treatment or other care needs.

* There are multiple pathways into referral and treatment for caregiver depression.
Discussing how the caregiver feels during the screening process opens a dialogue and
offers an opportunity for caregivers who decline the screen or screen negative to self-
identify a need for services and support. Further, the Part C early intervention system’s
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increased capacity for screening, referral, and treatment services provides a place for com-
munity-based child and maternal health organizations to refer families identified as being
at risk for caregiver depression and embodies the Part C enabling legislation and models
of service.

* Expanding the scope of early intervention increases opportunities for identifying
early childhood developmental delays. The addition of caregiver depression as a quali-
fying risk factor for early intervention atrisk tracking services has value as a means to
identify and link children to needed services.

Referrals

* Referrals are possible when accompanied by the necessary structures and supports.
Established relationships between providers across systems, well-defined referral proto-
cols, and open communication channels are important components to a successful refer-
ral network. Integration of the referral procedures into existing procedures promotes sus-
tainability of system changes.

* Cross-system networking opportunities are important for fostering a sense of con-
nection and understanding. Training sessions and networking meetings with providers
working in different systems help to establish and maintain relationships across systems
and educate providers about the procedures and approaches employed in different sys-
tems. A learning collaborative model provides regular opportunities for providers across
systems to establish and strengthen valuable relationships.

* Strong relationships and trust between providers and caregivers are key to success-
ful referrals. The strength of the relationship with the provider can improve caregiver
acceptance of, and follow-through on, referrals following the initial screening. Referrals
and warm transfers from a trusted provider to other services and supports can increase
access to, and engagement in, services and treatment.

Engagement in Services for At-Risk Families

* The barriers to accessing behavioral health services are not insurmountable. Home-
based behavioral health services can increase accessibility by alleviating issues such as
transportation, child care, and the ability to initiate and follow through with outpatient
treatment because of depressive symptoms.

* Coordination among the providers working with a family is critical to maintaining
engagement. The providers working with a family need to communicate and coordinate
services to ensure that the family’s needs are met and that the situations do not become
overwhelming for the family.

* Expanded capacity for relationship-based practice can increase engagement in
treatment services. Providers will take advantage of opportunities to learn about rela-
tionship-based care and how to effectively engage families. Providers should focus on the
parent-child relationship and the link with child development to help encourage parents
in disclosing depression and/or parenting stress, and to provide motivation for engaging
in services or treatment.
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Education, Training, and Support

* Implementation of depression screening in a new system requires intensive educa-
tion, training, and support. Those conducting the screening need initial education on
depression and its effect on child development; initial training and ongoing support with
the screening process; access to consultation and supervision; and education about local
resources available to families, including crisis services, domestic violence resources, and
behavioral health and community social service supports.

* Cross-system trainings and supports are essential for introducing new training con-
cepts across systems. Cross-system training sessions offer opportunities to initiate inter-
action between early intervention and behavioral health providers and allow for providers
to learn how referral procedures and approaches will be employed in different systems.
Individual interactions at training sessions foster a sense of connection and understand-
ing across systems that can facilitate referrals.

Current Policy Context

Created to enhance the development of infants and toddlers and the capacity of families to
meet their children’s needs, the federal Part C legislation guides early intervention services
and provides a framework for an initiative such as Helping Families Raise Healthy Children.
Although Part C specifies numerous minimum components required for early intervention
services, states have discretion in setting the criteria for child eligibility. For example, Penn-
sylvania’s requirements for early intervention (25 percent delay or clinical opinion) enable a
significant portion of children who are at risk for developmental delays to receive treatment
compared to other states where the child must have a delay of at least 50 percent in one or more
areas. Beyond that, the development of infants/toddlers not currently eligible for intervention
services can be monitored through atrisk tracking services if certain risk factors are present.
These at-risk tracking services regularly monitor the child for the emergence of any develop-
mental delays and link families to services as soon as a need is identified. In Pennsylvania, the
following risk factors are currently included:

e Child’s birth weight under 1,500 grams.

* Child cared for in a neonatal intensive care unit.

 Child born to a chemically dependent mother and referred by a physician, health care
provider, or parent.

* Child is seriously abused or neglected, as substantiated and referred by the county chil-
dren and youth agency.

* Child has confirmed dangerous levels of lead poisoning as set by the Department of
Health.

Nationally, the early intervention legislation does not provide support for parental depres-
sion screening within the early intervention system. However, regulations released in 2011
encourage states to increase opportunities for children under three years of age who are at risk
for developmental delays. Further, some states have recognized parental depression as an eli-
gible risk factor for tracking early childhood development. While Pennsylvania does not cur-
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rently recognize parental depression as a qualifying risk factor, its Child Find mandate speci-
fies that in order to identify all at-risk children, counties should coordinate with other systems
and efforts (e.g., preschool programs, maternal and child health programs, Head Start, county
behavioral health programs).

Limitations

Community-based quality improvement initiatives are designed to solve a unique problem in
a specific location or to understand what changes are required in order to solve it. By defini-
tion, the evaluation of such initiatives does not adhere to the gold standard of research because
they are not conducted in carefully controlled laboratories, do not randomly assign partici-
pants to treatment or control groups, focus on a specific target population, and have goals that
are specific to the unique problems of a particular setting. Because this is not a randomized
control trial, we are not able to draw conclusions that any changes observed are the result of
the initiative. Nonetheless, with these caveats in mind, the lessons derived from this evalua-
tion of a community-based quality improvement initiative provide important information on
external validity, implementation, and sustainability that can be used to inform solutions for
similar problems in different contexts and advance broader efforts to improve overall systems
performance. In designing the Helping Families Raise Healthy Children initiative, the project
team carefully documented the implementation process and designed quality monitoring and
evaluation activities with a clear set of methods and approaches that can be easily adapted and
applied to other communities in Pennsylvania that undertake similar systems-change efforts,
and to disseminate detailed findings regarding what was done, what was modified during
implementation, what worked, and why—with the ultimate goal of informing policy and prac-
tice change at the state level.

There are several limitations to the design of the initiative that should be considered. First,
there were a number of limitations associated with the evaluation’s data-collection activities for
the process measures. For example, we used the perinatal and postpartum depression literature
to establish reference points for the initiative because empirical evidence regarding caregiver
depression and its effects on child development is sparse in the early intervention field. While
these reference points provided context for the initiative and established reference points for
our quality improvement efforts, the populations differ (e.g., the cause of depression may differ,
development is influenced during the prenatal and postpartum period). However, because
the focus of the initiative was on system improvements rather than determining the cause of
depression or child developmental delays, these limitations do not alter the interpretations of
our findings. Relatedly, the definition of referral and engagement in the referent studies varied.
For example, while most studies did not explicitly define referral, that term typically referred
to the participant receiving a recommendation for a specific provider or service. Further, due
to the nature of family tracking and intake into the Part C early intervention system, it was
challenging to establish a reliable denominator for calculating the overall screening rate. Data
collection limitations also necessitated a liberal definition of engagement in services. For each
referred family, The Alliance attempted to confirm whether the family had received the ser-
vice but was unable to determine the number of sessions received. As a result, engagement was
defined as having received at least one session.
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Second, for the system impact measures, the training evaluation was relatively narrow
in scope and primarily measured change in knowledge and participant satisfaction with the
training. Data on the impact of the training on provider practice behaviors would have yielded
more definitive information on the effectiveness of the initiative training. Finally, we did not
measure whether and how providers used the relationship-based models in their work with
families. As a result, we cannot assess how the practice or quality of their delivery changed.

Third, for the individual outcome measures, the initiative was limited in its ability to
determine whether screening, referral, and engagement in services were directly associated
with improved individual-level outcomes. As part of the initiative, all caregivers (i.c., caregiv-
ers in the Part C early intervention system or referred from community care providers) were
eligible for depression screening, and all who screened positive or who self-identified a need for
support were eligible for referrals and engagement in relationship-based services. By design,
the initiative lacked a true comparison group of caregivers who were not offered screening or
the opportunity to be referred for services or supports. Because depression scores decreased
for all caregivers (those who engaged in both relationship-based services and service coordina-
tion and those who engaged only in relationship-based service coordination), it is unclear how
much the implementation of systematic depression and referral processes affect risk for depres-
sion over time. However, a design that would allow for such comparisons was contrary to the
Collaborative’s primary interest of improving the processes related to screening, referral, and
engagement in services for all caregivers experiencing or at risk for depression. This component
of the evaluation was also constrained by challenges in collecting follow-up data on caregivers
screened at baseline. The completion rates for follow-up assessments were quite low for reasons
that included caregiver refusal, the family’s discharge from early intervention services or at-risk
tracking, and inability to contact the family.






CHAPTER FIVE

Conclusions, Recommendations, and Next Steps

Moving forward, the challenge for the Helping Families Raise Health Children initiative will be
to continue its successful components while addressing the remaining challenges. In this con-
cluding chapter, we first describe the sustainability plans for the initiative, then provide policy
and practice recommendations for different stakeholder groups to capitalize on its successful
system-change efforts.

Sustainability of the Initiative’s Components

Since its inception, the Allegheny County Maternal and Child Health Care Collaborative has
been driven by a shared vision of transforming systems to improve the lives of families with
young children in the community. For the Helping Families Raise Healthy Children initiative,
the leadership and guidance of local and state policymakers has enabled the Collaborative to
drive system change both locally and across the state. Providers and practices from the Part C
early intervention and behavioral health systems have effectively collaborated to improve pro-
cesses and procedures, build system capacity, and find solutions to the challenges inherent in
changing how systems work and work together.

Based on the successful implementation of Helping Families Raise Healthy Children, the
Collaborative partners plan to sustain the screening, referral, and engagement-in-service com-
ponents beyond the initiative through practice and policy changes. The Allegheny County
Office of Behavioral Health and the Regional Office of Child Development and Early Learn-
ing are supportive of recognizing primary caregiver depression as an eligible risk factor for early
intervention at-risk tracking services. Allegheny County plans to add “caregiver depression” as
an eligible risk factor for atrisk tracking services to its Annual Early Intervention plan, thus
ensuring the sustainability of this important component of the initiative.

The integration of screening, referral, and services into existing structures supports the
sustainability of these new processes and protocols. The Alliance will continue using the screen-
ing protocol developed for the initiative to offer depression screening to all families receiving
early intervention services. The Alliance will also continue to accept referrals from community-
based agencies in the maternal and child health care system for developmental assessment and
services with the addition of caregiver depression as an eligible risk factor. For those families
identified as needing support and services, service coordinators are being trained to provide
relationship-based service coordination and referrals. The cross-system networks and com-
munication channels established through the initiative provide a foundation for continued
collaboration and coordination to ensure that families are connected to needed services. For
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the services component, the initiative’s ability to expand capacity for mobile mental health
services and relationship-based practice in both systems increased access to, and engagement
in, treatment for families experiencing parental depression and early childhood developmental
delays. Both systems are committed to continuing the training and education efforts around
relationship-based practice. The relationship-based and mobile services and treatment within
behavioral health are sustainable through Medicaid reimbursement.

Overall, the integration of new protocols into existing service structures and the establish-
ment of cross-systems relationships strengthened the sustainability of all initiative components.
Based on our on-the-ground experience implementing Helping Families Raise Healthy Chil-
dren, the project team produced “A Toolkit for Implementing Parental Depression Screening,
Referral, and Treatment Across Systems” (Schultz et al., 2012). The toolkit provides step-by-
step recommendations for developing a cross-systems approach to address parental depression,
including screening for depression in early intervention, developing networking and referral
processes, and providing relationship-based care within the early intervention and behavioral
health systems. Using the resources and materials in the toolkit, several Pennsylvania coun-
ties have begun the process of planning and implementing depression screening and referrals,
as well as a relationship-based approach to services within the Part C early intervention and
behavioral health systems.

Recommendations

The Helping Families Raise Healthy Children initiative was designed as a cross-systems effort
to improve quality and change the way local systems serve families experiencing the related
and often co-occurring challenges of parental depression and early childhood developmental
delays. The initiative’s success in screening and identifying caregiver depression, developing
networking and referral processes, and providing relationship-based care within the Part C
early intervention and behavioral health systems demonstrates the viability of a systems-change
approach. The results of the initiative suggest policy and practice recommendations in three
areas:

1. improving screening and identification of caregiver depression (Table 5.1)
2. enhancing cross-system referral and coordination (Table 5.2)
3. increasing engagement in services and treatment (Table 5.3).

These recommendations are meant to provide a framework for moving the relevant sys-
tems toward a more integrated and coordinated approach to caregiver depression and early
childhood developmental delays. They are targeted toward decisionmakers and practitioners
at the state, county, and provider levels, depending on the jurisdiction. For each area of policy
and practice, we present recommendations for the following stakeholder groups with the rel-
evant Pennsylvania stakeholder group named in parentheses:

* State Legislature (Pennsylvania General Assembly)

* State and/or county early intervention agencies (Pennsylvania Department of Public Wel-
fare, Office of Child Development and Early Learning; county early intervention coor-
dination units)
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Recommendations to Improve Screening and Identification of Caregiver Depression

Stakeholder

Recommendation

State legislature
(Pennsylvania General Assembly)

State and/or county early intervention
agencies (Pennsylvania Department

of Public Welfare, Office of Child
Development and Early Learning; county
early intervention coordination units)

State and/or county behavioral health
agencies

(Pennsylvania Department of Public
Welfare, Office of Mental Health and
Substance Abuse Services; county
behavioral health administrators

Behavioral health provider agencies

Providers within the maternal and child
health care system

Mandate universal screening for depression in the Part C early
intervention system.

Add parental mental health challenges as a qualifying factor for
early intervention at-risk tracking services statewide.

Support referral of infants and toddlers in families with a pri-
mary caregiver at risk for depression to early intervention for
developmental screening.

Add depression as tracking category for early intervention
services.

Develop protocols for depression screening using a validated
screening tool.

Provide initial and ongoing training and support on depression
screening to service coordinators implementing the screening
protocol.

Establish performance monitors to assess progress and develop
strategies for improving screening rates.

Support referral of infants and toddlers in families with a pri-
mary caregiver experiencing or at risk for depression to early
intervention for developmental screening.

Refer infants and toddlers in families with a primary caregiver
experiencing or at risk for depression to early intervention for
developmental screening.

Provide initial and ongoing training and support on caregiver
depression, its effect on child development, and the need for
developmental screening and assessment for the child.

Provide depression screening using a validated tool.

Refer infants and toddlers in families with a primary caregiver
at risk for depression to early intervention for developmental
screening.

° Early intervention provider agencies
* State and/or county behavioral health agencies (Pennsylvania Department of Public Wel-
fare, Office of Mental Health and Substance Abuse Services; county behavioral health

administrators)

* Behavioral health provider agencies
* Physical health managed care organizations
* Providers within the maternal and child health care system.

Next Steps

The Helping Families Raise Healthy Children initiative represents the fourth phase of the
Allegheny County Maternal and Child Health Care Collaborative’s efforts to change and inte-
grate systems for parents and children in the community. While the planned integration and
sustainability of the screening and identification, referral, and engagement-in-services compo-
nents are notable, the work is not completed. The Collaborative is committed to continuing
its efforts to transform systems within Allegheny County and to serving as a catalyst for other
communities across the Commonwealth of Pennsylvania.
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Table 5.2

Recommendations to Enhance Cross-System Referral and Coordination

Stakeholder

Recommendation

State and/or county early intervention
agencies (Pennsylvania Department
of Public Welfare, Office of

Child Development and Early
Learning; county early intervention
coordination units)

Early intervention provider agencies

State and/or county behavioral health
agencies

(Pennsylvania Department of Public
Welfare, Office of Mental Health and
Substance Abuse Services; county
behavioral health administrators)

Behavioral health provider agencies

Behavioral health managed care
organizations

Promote cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and child
health care systems.

Develop cross-system referral protocols for families identified as
needing behavioral health services and other supports.

Facilitate cross-system collaboration and communication among
providers in the early intervention, behavioral health, and mater-
nal and child health care systems.

Provide initial training and ongoing support to service coordina-
tors on cross-system referral protocols. Establish performance
monitors to assess progress and develop strategies for improving
the cross-system referral process.

Facilitate networking and communication with providers in the
behavioral health and maternal and child health care systems.

Promote cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and child
health care systems.

Develop cross-system referral protocols for families identified as
needing behavioral health services and other supports.

Facilitate cross-system collaboration and communication among
providers in the early intervention, behavioral health, and mater-
nal and child health care systems.

Facilitate networking and communication with providers in the
early intervention and maternal and child health care systems.

Support cross-system collaboration and communication among
the early intervention, behavioral health, and maternal and child
health care systems.

Table 5.3

Recommendations to Increase Engagement in Services and Treatment

Stakeholder

Recommendation

State and/or county early intervention
agency (Pennsylvania Department
of Public Welfare, Office of Child

Development and Early Learning; county

early intervention coordination units)
Early intervention provider agencies

State and/or county behavioral health
agencies

(Pennsylvania Department of Public
Welfare, Office of Mental Health and
Substance Abuse Services; county
behavioral health administrators

Behavioral health provider agencies

Behavioral health managed care
organizations

e With behavioral health, implement a training curriculum for

providers from both systems on the interconnectedness of care-
giver depression and early childhood developmental delays,
the science of early childhood brain development, the impact
of toxic stress, relationship-based care practices, and reflective
supervision.

e Provide ongoing support and reflective supervision for provid-

ers on relationship-based approaches to working with families.

e With early intervention, implement a training curriculum for

providers from both systems on the interconnectedness of care-
giver depression and early childhood developmental delays, the
science of early childhood brain development, the impact of
toxic stress, and relationship-based care practices.

e Support expansion of in-home behavioral health services for

families with caregivers at risk for or experiencing depression
and infants/toddlers at risk for developmental delays.

Expand capacity to provide in-home behavioral health services.

e Provide initial and ongoing training and education for providers

on relationship-based approaches to working with families.

e Allow access to in-home behavioral health services for fami-

lies with caregivers at risk for or experiencing depression and
infants/toddlers at risk for developmental delays.




APPENDIX A
Training Assessments

At the system level, the Helping Families Raise Healthy Children initiative’s cross-system train-
ing efforts were designed to integrate and coordinate efforts to serve families with caregivers
at risk for or experiencing depression and children at risk for developmental delays. Training
was available to local maternal and child health care, early intervention, and behavioral health
providers, and each session addressed one or more topics related to achieving the initiative’s
objectives (e.g., caregiver screening/assessment, referrals, relationship-based interventions)
along with the importance of conducting these activities in a manner that honors and respects
family values and priorities, and builds trusting relationships with families.

Training Session Overview

The early initiative trainings focused on training Alliance service coordinators and supervisors
on the screening/assessment process and the referral process. Table A.1 below details the train-
ing topics, number and type of participants, and the survey response rates for each training
topic. Survey response rates were 100 percent for the screening/assessment process training and
84 percent for the referral process training. Additionally, follow-up training on the screening/
assessment/referral process was provided to 60 service coordinators over two sessions.

More than 200 participants—made up of service coordinators and supervisors from The
Alliance, behavioral health providers, and early intervention providers—attended the over-
view on relationship-based interventions. The lower survey response rate of 51 percent for the
overview training survey may be related to the fact that this session was conducted as a single,
large, training session that lasted much of the workday. In contrast, the topic-specific training
sessions conducted for each of the three relationship-based intervention models that followed
(Nurturing Parent, Promoting First Relationships, and Partners in Parenting Education) were
shorter and utilized smaller groups.

After the initial training sessions for each of the three relationship-based interventions,
additional training was provided in response to demand from individual service providers
and groups. The project team provided five additional sessions on the Promoting First Rela-
tionships model of relationship-based care for 120 early intervention providers and Alliance
service coordinators. The early intervention providers were interested in and enthusiastic
about this particular intervention model because of its flexible approach, which offers a
philosophy for relationship-based care, rather than a structured curriculum. Response rates
for surveys on the three relationship-based interventions ranged from more than 90 percent
for the trainings in Promoting First Relationships and Partners in Parenting Education, to

79



80 Transforming Systems for Parental Depression and Early Childhood Developmental Delays

Table A.1
Initiative Trainings
Survey
Number of Response Rate

Training Dates Topic Trainees Participants  (percentage)
November 17 and 19, Screening/Assessment Alliance service 58 100
2009 Tools coordinators and

supervisors
February 16, 19, and 23, Referral Processes Alliance service 51 84
2010. coordinators and

supervisors
April 12, 2010 Overview of Relationship- Alliance service 211 51

Based Interventions coordinators and
supervisors, behavioral
health providers, early
intervention providers

June 17 and 18, 2010 Nurturing Parenting Behavioral health 19 37
providers, early
intervention providers

July 12 and 13, 2010, Promoting First Behavioral health 157 97

September 27, 2010, June Relationships providers, early

7,10, and 24, 2011 intervention providers

September 14, 2010 Partners in Parenting Behavioral health 27 93
Education providers, early

intervention providers

around 37 percent for the Nurturing Parent training. The lower response rate for the Nur-
turing Parenting training was attributed to logistical challenges to administering the survey
at this particular training.

An important determinant of the success of this initiative was the adequacy of train-
ing to support the primary objectives of (1) improving the screening and identification of
caregivers at risk for or experiencing depression; (2) enhancing access to support and services
for these families by establishing a referral process; and (3) better serving these families by
offering integrated, relationship-based treatment options that address the needs of both care-
givers and young children in the context of the parent-child relationship. Data collection for
the impact measures focused on pre- and post-training surveys at each initiative training
session to assess knowledge, attitudes, beliefs, and behaviors (i.e., screening, referral, and
engagement in treatment) related to relationship-based care. For all trainings, surveys were
administered before the training session began and immediately following its completion. To
evaluate training efforts, we examined differences in pre- and post-training surveys, which
measured participants’ knowledge, confidence in implementing skills or techniques relevant
to the training, comfort in performing tasks relevant to the training—and, in some cases,
attitudes toward evidence-based practices—all of which were expected to change because
of the training. Participant information, such as area of expertise, was collected in the pre-
training survey. These evaluations establish the impact of the training sessions, describe the
characteristics of the individuals who attended the trainings, and identify areas for future
improvement.

Detailed below are the training evaluation results for screening and assessment training,
referral training, the overview training on infant mental health and relationship-based inter-
ventions, and each of the three relationship-based interventions. Participant characteristics and
descriptive information about survey responses are provided in each section. When warranted,
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paired t-tests were conducted to test for pre-and post-training differences. We limited these
comparisons to trainings with a minimum of ten participants, as statistical power is limited to
detect differences in small groups.

Training Evaluation Results

Training on Screening and Assessment

The goal of the screening and assessment training was to increase knowledge about depres-
sion among caregivers, to improve confidence for assessing depression and making appropri-
ate referrals, and to enhance service coordinators’™ ability to make referrals. Alliance service
coordinators and supervisors attended sessions that utilized both a traditional classroom lec-
ture format and interactive activities designed to increase comfort with screening and referral
processes and promote interactions between training participants. The training also addressed
culture and depression (i.e., perception of depression, stigma, treatment services) to facilitate
discussion on the issue. Fifty-eight staff participated in the training evaluation. Both the pre-
and post-training surveys covered information about caregiver depression and child develop-
ment, and working with dual-risk families (Figure A.1).

Training participants represented a range of professional degrees and specialties. More
than two-thirds reported a bachelor’s degree, and slightly less than a third reported a master’s
degree. The most common areas of study among those with bachelor’s and master’s degrees
were child development and psychology; but a wide variety of additional relevant areas were
also represented (e.g., family studies, education, etc.). The remaining participants reported
specialty degrees (e.g., a master’s in social work or a nursing degree). More than 95 percent
of participants reported previous experience with infants and toddlers, and nearly 70 percent
reported prior work with preschool children.

As a result of the training on screening and assessment, Alliance staff demonstrated a sta-
tistically significant gain in perceived knowledge about the link between caregiver depression
and childhood development (¢t [56]=5.10, p<.01). Furthermore, a four-item quiz administered
before and after the training also suggested improvements in knowledge of the prevalence of
depression and developmental delays (Table A.2).

Training participants also demonstrated significant improvement in most of their beliefs
about screening and assessment (Table A.3).

A ten-item scale was administered before and after the screening and assessment training
to measure participants’ comfort in addressing depression and behavioral health problems and

Table A.2
Knowledge of Depression and Developmental Delays

Percent Correct

Item (Correct Answer in Parentheses) Pre Post
Estimated number of children with a depressed caregiver in the United States (15 million) 43 88
Estimated number of children with a depressed caregiver in Allegheny County (about 14,000) 45 86
The Alliance receives more that 3,000 referrals for children at risk for developmental delays 97 95
(True)

Risk for depression for mothers of premature babies (twice the rate of mothers of full-term 57 84

babies)
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Figure A.1
Screening and Assessment Training: Pre- and Post-Test Items

ID #

Helping Families Raise Healthy Children Training Assessment

As part of the Helping Families Raise Healthy Children initiative, the Alliance for Infants and Toddlers is
inviting you to participate in an evaluation of the training you are attending today. We would like to learn
more about the impact of this training session on staff knowledge, attitudes, and practices. The goal of
this part of the evaluation is to identify useful aspects of training as well as training gaps for future
initiative efforts.

If you choose to participate in the training evaluation, you will complete a short questionnaire prior to
today’s training and immediately after the training. These questionnaires will ask about your knowledge,
attitudes, and behaviors related to working with families affected by both parental depression and early
childhood developmental delays (hereafter referred to as “dual-risk families”). You will also be asked to
provide your email address so that The Alliance can contact you within two months after this training to
complete a third web-based questionnaire. This third questionnaire will include some questions about if
and how you have incorporated lessons from the training into your daily practices related to helping dual-
risk families.

Your participation is completely voluntary and you have the option to withdraw at any time. All
questionnaire answers will be kept confidential. Questionnaires will only have a number on them, and
contact lists linking your name with the identification numbers will be kept in a separate, secure file. We
will destroy these contact lists after the project is completed. Only project staff will have access to this
data. We will only share aggregate findings from these questionnaires in reports on the Helping Families
Raise Healthy Children initiative and in communications with our partners, including the RAND
Corporation and Community Care Behavioral Health Organization.

If you have any questions about this project, you may contact Patricia Schake at Community Care at
schakepl@ccbh.com.

If you choose to participate, please sign below and complete the contact sheet for follow-up on the next
page.

Print Name Date

Signature

MCHC4 Training Pre-Post Survey
SC Training November 17-19, 2009
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ID #

Helping Families Raise Healthy Children Training Evaluation
Contact Form for 2 Month Follow-Up with Trainees

Name:

Organization:

Address:

Email Address:

Preferred Phone Number:

Alternative Phone Number:

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

Helping Families Raise Healthy Children Service Coordination Screening, Referral, and
Assessment Training (Pre-Training)

Before we begin this training session, please take 10 minutes to complete this short pre-survey.
Thank you.

A. Background Information

I. What is your professional specialty? (Circle One)
a. Early Intervention Service Coordinator ...............oeovveveiniiiiiennnnnn.. 1
b. Social Worker ... ... 2
c. Clinical Social WOTKer........oooiuiuiiiiiii e 3
d. Marriage and Family Therapist............cocoooiiiiiiiiiiiiie, 4
€. School PSychOlO@iSt. . .. ..uuuieiiei i 5
f.  Clinical PSychologist..........ooviiriiiii i e 6
. PSYChIatrist. .. ...eiei i 7
T D53 8
i.  Other (specify: ) PR 9

2. What is your professional degree or certification? (Circle All That Apply)
a. BA/BS in (specify ) IR 1
b. MA/MS in (specify ) TR 2
C. M S W 3
Ao L S W 4
€. MS PSYChOLOY ... ettt 5
f. Ph.D., PSYChology.....ooiiiiii e 6
2. MECC / MET ..., 7
h. RN O BON 8
i.  Other (specify: ) P 9

3. Do you have experience with the following types of therapy? (Circle All That Apply)

a. Individual therapy for children .........c.coocevieiiiieiienieieee e 1
b.  Group therapy for children ...........ocoiiiiiiiiiiieeeen 2
c. Individual therapy for parents............ccoocveveiierieeienieiee e 3
d.  Group therapy fOr PArCNtS ........ccceeriieciieriieiiierie et eree et sreeere e e eese e 4
e.  Family-centered iNtervVeNtioNs ..........ccerueerieriieniesienieeieie ettt eee s eeens 5
f.  Other (specify: ) 6

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

4. With which age groups have you worked with? (Circle All That Apply)
a.  Infants and tOAdIETS ........cccooiriririninee e 1
b, Prescho0]l @ge.....oouieiiiiiiiiieee s 2
c.  Elementary school-aged ..........ccocueiuieiiiiieiiiiee e 3
d.  Middle SChOOl-aged ........coveeeiieiieeiieieeee et 4
€. High School-aged.........cooiiiiiiieieeee e 5
f AQUIE e 6
. ELACTLY oo e 7
B. Information about Caregiver Depression and Child Development
5. How much do you feel you already know about the link between caregiver depression

and childhood development?

A great deal........ccoocveiieiiiiie e 1
SOIME ...t 2
ATIIE o 3
Nothing at all .......ccceeviieiiiiiieiereece e 4
6. All of the options below are symptoms of depression; which pair represents the two that

primarily characterize depression?

Guilt and fAtIGUE ......ooiiiieieiee e e 1
Loss of appetite and SAANESS .........ccceeererireririnenieneeeeee e 2
Sleep problems and 10ss of @PPELIte .......ccceeviriiriiiiiiieierieeeee e 3
Sadness and lack of interest/pleasure in most activities .........c.cceccereeereeevereennen. 4
Suicidal thoughts and sleep problems ...........cccceoeeieiieiiniiniiiececeeee, 5

7. Which of the following statements is true? Compared to women, men are . . .

twice as likely to exhibit symptoms of depression ............ccceeveevevvereencveenneennnen. 1
more likely to report guilt as a symptom of depression ..........c.ccooceevevieriennene. 2
more likely to report irritability as a symptom of depression ...........ccceceeueeee. 3

8. At this point (prior to Service Coordination training), to what degree do you consider
yourself able to address the behavioral health needs of the caregivers of the children you
serve? (Circle one)

A Great dal.......ocueiiieieiee e et eeaens 1
SOMEWNAL .....oouviiiiiii ittt ee e et et e e eav e e eeaveeeeabeeeeareeeenneean 2
F N 1 (RO 3
INOE AL AL .ottt et e e e etb e e etr e e e eareeeeaaeean 4

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

9. Caregiver depression poses a big enough risk to healthy childhood development that
children with a caregiver(s) at risk for depression should be eligible for evaluation by The
Alliance.

SEIONGLY AGICC ... ittt ettt ettt et et st te st e sseeneeseeeneas 1
F N 4 (<RSPPI 2
NCULTAL ..ttt ettt nae e 3
DISAGICE ..eeivieiieeieeeee ettt rte ettt et e et e et e e te e s e e taesnae e taeenbeesaeenbeesaennsean 4
SErONGLY DISAZIEE ....evveeieiiieiieie ettt ettt ettt st sae e seeeneas 5

10.  There is good coordination between the adult behavioral health and the early intervention
systems of care.

SIONELY AGIEC...eeevietietietieteeieeteete ettt nes 1
ALBTEE ittt ettt 2
NEULTAL 1.ttt ettt eb e sb et sre e 3
DISAGICE ..eeevieiieeieeeee ettt ettt e et e et e et e s b e e e e erae e taeenbeetaeenbeesaeennees 4
SErONGLY DISAZIEE ....eevvevieiiieiieie ettt sttt ettt see st e e st e sseeeeeeeeneas 5

11.  One of my responsibilities as a Service Coordinator is to screen the caregiver(s) of the
children I serve for depression and other behavioral health issues.

SEIONZLY AGICC....uviiieeieiiieiieiieie ettt te ettt et e et e teesbeeteesesseessessseseessesseennas 1
ALBICE ettt ettt et ettt sttt st e bt e et e e beeeatean 2
INGULTAL ...ttt ettt et et e e sbe st ess e s e enbesseesseeseensesseansensnans 3
DISAGICE ...ttt ettt ettt et b et ettt ae e 4
SrONELY DISAZIEE ....cveevieiriiriirtirieitestest ettt ettt 5

12.  If I identify a caregiver at risk for depression, I can refer that caregiver to appropriate
behavioral health services.

SEIONGLY AGLCC....eiiveeiieeieeteeie ettt ettt ae et e s aeeseaeenbeesseeesseenns 1
AALICE ettt ettt e b e et e bttt b e st e bt e st e e beeeaaean 2
INEULTAL ...ttt ettt st ens 3
DIESAGICE ...ttt ettt ettt ettt ettt e eaes 4
SErONGLY DISAZIEE ...veevveiieeiieiieieeiieieetesie et e steeete st etesteessesreesesssessesssessesssessensnas 5

13. I am well-aware of the services that the Re:solve Crisis Network can offer to families.

SHONELY AGIEC...eeiviitieiietietieieeteee ettt 1
F N 4 (<SSP PSS 2
INCULTAL ...ttt et e b et este e e st e s e sseenseeneenns 3
DISAGICE ...eeivieiieeieeete ettt ettt ettt e st e et e s be e e e s b e e taeenbeesaeenseenaennseas 4
SErONGLY DISAZIEE ....eevveeieiiieiieie ettt ettt ettt e ettt st eneeeeeseeeneas 5

MCHC4 Training Pre-Post Survey
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Figure A.1—Continued

ID #

14. The four key steps in a service coordinator’s response to a dual-risk family are:

Listen, problem solve, affirm strengths, and review options............cccceceevirreennnnne. 1
Listen, document, file notes, and follOW-UpP .........ccoeeeiviieriieriiieiecie e 2
Problem solve, give advice, review options, and file notes............ccccceeceevrreenennne. 3

C. Working with Dual-Risk Families

15.  Imagine that today you will see a 2 year old together with his mother, and that the mother

is severely depressed. In the session that you will have today, please circle how you
would rate your ability/comfort with interacting with this family: very comfortable,
somewhat comfortable, a little comfortable, or not comfortable at all.

87

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

a. Use an evidence-based tool to measure 4 3 2 1
symptoms of depression

b. Talk with the caregiver about their 4 3 2 1
symptoms of depression

c. Talk with the caregiver about the 4 3 2 1
potential impact of depression on child
development

d. Ask the caregiver about suicidal 4 3 2 1
ideation

e. Ask the caregiver about relationship 4 3 2 1
safety/domestic violence (assuming the
caregiver’s partner is not present)

f. Do further assessment of the 4 3 2 1
caregiver’s stress

g. Do further assessment of the 4 3 2 1
caregiver’s physical health

h. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

i. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

j- Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment

k. Call the Re:solve crisis network, if 4 3 2 1
needed, to learn of additional options for
this family

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

16. How confident are you that you can ask caregivers of the children you serve about
depression?

Not at all CONFIAENT .......ooiiiiiiiiii e 1
A TIttle CONTIARNE.....coviiiiiiie ettt 2
Somewhat CONTFIAENt .........ccviieiiiiiiiiicce e 3
Very CONFIAENE .......ooiiiiiiiciieie ettt 4
Completely coNfIdent ........cecvieiiieeiieiece e 5

17.  How confident are you that you can screen caregivers of the children you serve for
depression using an evidence-based tool?

Not at all confident

............................................................................................. 1
A Tittle CONTIAENT.....ocviiieiicieie ettt s seeeaens 2
Somewhat CONTIACNL .......c.covuiieiieiieciieee e 3
Very CONFIAENE .......cccuiiieiieiieieciee ettt 4
Completely CONTIAENT ........eeeiieiieciieeece e 5

18.  How confident are you that you can refer the caregivers of the children you serve to adult

behavioral health providers?

Not at all CONFIAENT ........oooiuviiiiii e 1
A Tittle CONTIACIIE .....eiviiiiiiciiecie ettt 2
Somewhat CONTIAENT .........ccviiiiiiiiiei e 3
VEry CONTIACNL ..ot 4
Completely COnfIdent ..........ooeiriiiiiiiiieieeee e 5

19.  How confident are you that you can refer the families you serve to behavioral health
providers for family-centered interventions?

Not at all CONTIAENT .......oeiiieiiiiciie e 1
A TIttle CONTIARNE.....ociiiiiiiii ittt e et 2
Somewhat CONTIAENT .........ccviieiiiiiiiei et 3
Very CONFIACNL .......ooiuiiiiieiieeieece ettt ee e e taesre et e enseeseeennees 4
Completely CONfIdent ..........coeeriiiiiiiiiieeeee e e 5

20.  How confident are you that you can talk to a case manager from Community Care to
identity behavioral health providers for the families that you serve?

Not at all CONTIAENT .......oeiieiiiiciie et 1
A Tittle CONTIARNE.....ccviiiiiiii it e e 2
Somewhat CONTIAENT ........cccuviiiiiiiieiee e 3
Very CONFIACNL .......oeeiiiiieiie ettt st e et esseeseeeaseeseessnees 4
Completely CONfIdent ..........cceeriiriiiiiieeeeeee e 5

MCHC4 Training Pre-Post Survey
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Figure A.1—Continued

ID #

PRE-TRAINING:

STOP HERE

PLEASE CLOSE THE SURVEY
PACKET NOW.

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

Helping Families Raise Healthy Children Service Coordination Training (Post-Training)

Now that you have completed the training session, please take 10 minutes to complete this
short post-survey. Thank you.

A. Training

1. After this training, how much do you feel you now know about the link between
caregiver depression and childhood development?

A GIEAL AEAL....eniieiiiee e et

Some.......

A little

Nothing at all
2. What aspects of the training (e.g., content, how training delivered) did you like?
3. What aspects of the training (e.g., content, how training delivered) would you change?
4. What did you learn in this training that you will use in your work?

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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what and why not?

Training Assessments

ID #

Are there things presented in this training that you would not use in your work? If so,

B. Helping Families Raise Healthy Children Next Steps

6. Now that you have completed this training, how confident are you that you can ask caregivers

of the children you serve about depression?

Not at all confident

............................................................................................. 1
A Tittle CONTIAENL....eoeiiieieciiee e 2
Somewhat confident ..........cccoeviririnininieeccceeee e 3
Very CONFIAENE .......ooiiiieiiciieie ettt 4
Completely CONfIdEnt ........c.oceeiieieriiiiesiicieee et 5

7. Now that you have completed this training, how confident are you that you can screen
caregivers of the children you serve for depression using an evidence-based tool?
Not at all CONTIAENT .....oveeiiiiiiiiiiee e 1
A Tittle CONTFIACNL.....c.eiiieiiciieiecee e 2
Somewhat CONFIAENT .......ccouiiuiiiiiiieiie e 3

Very CONFIAENE .......ooiiiieieeiieie ettt ettt 4
Completely CONfIAENT ........eeviieeiieciieieee et 5
8.

Not at all confident

Now that you have completed this training, how confident are you that you can refer the
caregivers of the children you serve to adult behavioral health providers?

............................................................................................. 1
A Tittle CONFIACNE......oveiiieiiiiiricieiccc et 2
Somewhat CONFIAENT .......coouiiuiiiiiiiiiiie e 3
VEry CONTIACNLE ..ot 4
Completely COnfident ..........coeeriiriiiiiiiniieee e 5

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

ID #

9. Now that you have completed this training, how confident are you that you can refer the
families you serve to behavioral health providers for family-centered interventions?

Not at all CONFIAENT .......ooiiiiiiiiii e 1
A TIttle CONTIARNE.....coviiiiiiie ettt 2
Somewhat CONTFIAENt .........ccviieiiiiiiiiicce e 3
Very CONFIAENE .......ooiiiiiiiciieie ettt 4
Completely coNfIdent ........cecvieiiieeiieiece e 5

10.  Now that you have completed this training, how confident are you that you can talk to a
case manager from Community Care to identity behavioral health providers for the
families that you serve?

Not at all CONFIAENIE .....c.eeuieeieiiiiiiiiiie et 1

A Tittle CONTIARNL....couiiiieiiiiiee e e 2

Somewhat CONFIAENT ........ccuiiieiieiieieeiee e 3

VEry CONTIACNL ....ccuviiiiiiiieiiecit ettt et e et eebe et eenseessaeessees 4

Completely CONfIAEnt ........c.oceeiiieiiiieieseeeeee e e 5
C. Information about Caregiver Depression and Child Development

11.  All of the options below are symptoms of depression; which pair represents the two that
primarily characterize depression?

Guilt and fAtIZUE ......eoeviiriiriiiiieeeeee e 1
Loss of appetite and SAdNEss ..........coceeririeiiiiinieieeee e 2
Sleep problems and 10ss 0f @PPELItE .......ccceevvieieriieierieie e 3
Sadness and lack of interest/pleasure in most activities .........c.cceccereeerereeniennee. 4
Suicidal thoughts and sleep problems ...........cccoeceeeeiieiinienieiee e, 5

12.  Which of the following statements is true? Compared to women, men are . . .

twice as likely to exhibit symptoms of depression ...........cccceceeeeviereneenennenne 1
more likely to report guilt as a symptom of depression ...........cccceceeeveveeeennenn 2
more likely to report irritability as a symptom of depression ............c.cceceeeee. 3

13. At this point, to what degree do you consider yourself able to address the behavioral
health needs of the caregivers of the children you serve? (Circle one)

A Great dal.......cceoiiieieiee e et enaens 1
SOMEWNAL ....eeoiviiiiiii ittt et e e e et e e eav e e ebeeeeabeeeeaeeeenaeean 2
F N 1 (RO 3
INOE AL AL .ot ettt e e e e e ta e e e etb e e etreeeeareeeeraeean 4

MCHC4 Training Pre-Post Survey
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Training Assessments

ID #

14. Caregiver depression poses a big enough risk to healthy childhood development that
children with a caregiver(s) at risk for depression should be eligible for evaluation by The

Alliance.

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

15.  There is good coordination between the adult behavioral health and the early intervention

systems of care.

Disagree
Strongly Disagree

16.  One of my responsibilities as a Service Coordinator is to screen the caregiver(s) of the
children I serve for depression and other behavioral health issues.

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

17.  IfIidentify a caregiver at risk for depression, I can refer that caregiver to appropriate

behavioral health services.

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

18. I am well-aware of the services that the Re:solve Crisis Network can offer to families.

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

MCHC4 Training Pre-Post Survey
SC SAR Training February 16-19, 2009
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Figure A.1—Continued

19.  The four key steps in a service coordinator’s response to a dual-risk family are:

Listen, problem solve, affirm strengths, and review options
Listen, document, file notes, and follow-up
Problem solve, give advice, review options, and file notes

20.

ID #

Imagine that today you will see a 2 year old together with his mother, and that the mother

is severely depressed. In the session that you will have today, please circle how you would rate
your ability/comfort with interacting with this family: very comfortable, somewhat comfortable,

a little comfortable, or not comfortable at all.

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

1. Use an evidence-based tool to measure 4 3 2 1
symptoms of depression

m. Talk with the caregiver about their 4 3 2 1
symptoms of depression

n. Talk with the caregiver about the 4 3 2 1
potential impact of depression on child
development

0. Ask the caregiver about suicidal 4 3 2 1
ideation

p.- Ask the caregiver about relationship 4 3 2 1
safety/domestic violence (assuming the
caregiver’s partner is not present)

q- Do further assessment of the 4 3 2 1
caregiver’s stress

r. Do further assessment of the 4 3 2 1
caregiver’s physical health

s. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

t. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

u. Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment

v. Call the Re:solve crisis network, if 4 3 2 1
needed, to learn of additional options for
this family

MCHC4 Training Pre-Post Survey
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Table A.3
Beliefs About Screening and Assessment

Significance
Belief Pre Post Level
At this point, to what degree do you consider yourself able to address the 3.30 3.91 <.01
behavioral health needs of the caregivers of the children you serve?
Caregiver depression poses a big enough risk to healthy childhood 418 4.30 n.s.
development that children with a caregiver( or caregivers) at risk for
depression should be eligible for evaluation by The Alliance.
There is good coordination between the adult behavioral health and the 2.42 3.1 <.01
early intervention systems of care.
One of my responsibilities as a service coordinator is to screen the 3.29 4.05 <.01
caregiver(s) of the children | serve for depression and other behavioral
health issues.
If I identify a caregiver as being at risk for depression, | can refer that 3.61 3.95 <.01

caregiver to appropriate behavioral health services.

NOTE: 1=strongly disagree, 5=strongly agree; except for the first item, which ranged from 1=not at all to
4=a great deal; n.s.=non-significant.

assisting caregivers in obtaining appropriate treatment (Figure A.1). Analysis of this scale indi-
cated increased comfort in performing these activities after the training session was completed
(t [56]=-5.31, p<.01).

Additional items assessed whether the training was effective in improving participants’
confidence in their abilities to ask caregivers about depression, screen caregivers with an evi-
dence-based tool, refer caregivers to behavioral health providers, and refer families to pro-
viders for relationship-based interventions. Paired t-tests on these items indicated significant
improvements in trainees’ confidence in each of these domains (p’s<.01). Trainees did not
report significant changes in their ability to discuss potential behavioral health providers with
case managers from Community Care; however, the pre-training mean (m=3.26) suggested
that most participants were somewhat to very confident that they could engage with case man-
agers before the training,

Training on Referrals

The goal of the referral training was to increase participants’ ability to make referrals. Forty-
three staff members from The Alliance (service coordinators and supervisors) participated in
the evaluation of this training.

Both the pre- and post-training surveys for the referral trainings covered information
about caregiver depression and child development, and about working with dual-risk families
(Figure A.2).

Participants in the training represented a range of education and professional back-
grounds. Nearly three quarters of training participants reported a bachelor’s degree. The major-
ity of the remaining participants reported a master’s degree; others reported a specialty degree
(e.g., a master’s in social work) or did not report their professional education. Almost 90 per-
cent of training participants reported previous experience with infants and toddlers, and nearly
75 percent reported prior work with preschool children.

On average, participants reported that they knew “some” about the link between care-
giver depression and childhood development. This did not change from the pre-training
assessment to the post-training assessment. A two-item quiz administered before and after
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Figure A.2
Referral Training: Pre- and Post-Test Items

ID #

Helping Families Raise Healthy Children Training Assessment

As part of the Helping Families Raise Healthy Children initiative, the Alliance for Infants and Toddlers is
inviting you to participate in an evaluation of the training you are attending today. We would like to learn
more about the impact of this training session on staff knowledge, attitudes, and practices. The goal of
this part of the evaluation is to identify useful aspects of training as well as training gaps for future
initiative efforts.

If you choose to participate in the training evaluation, you will complete a short questionnaire prior to
today’s training and immediately after the training. These questionnaires will ask about your knowledge,
attitudes, and behaviors related to working with families affected by both parental depression and early
childhood developmental delays (hereafter referred to as “dual-risk families”). You will also be asked to
provide your email address so that The Alliance can contact you within two months after this training to
complete a third web-based questionnaire. This third questionnaire will include some questions about if
and how you have incorporated lessons from the training into your daily practices related to helping dual-
risk families.

Your participation is completely voluntary and you have the option to withdraw at any time. All
questionnaire answers will be kept confidential. Questionnaires will only have a number on them, and
contact lists linking your name with the identification numbers will be kept in a separate, secure file. We
will destroy these contact lists after the project is completed. Only project staff will have access to this
data. We will only share aggregate findings from these questionnaires in reports on the Helping Families
Raise Healthy Children initiative and in communications with our partners, including the RAND
Corporation and Community Care Behavioral Health Organization.

If you have any questions about this project, you may contact Patricia Schake at Community Care at
schakepl@ccbh.com.

If you choose to participate, please sign below and complete the contact sheet for follow-up on the next
page.

Print Name Date

Signature

MCHC4 Training Pre-Post Survey
SC Training November 17-19, 2009
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ID #

Helping Families Raise Healthy Children Training Evaluation
Contact Form for 2 Month Follow-Up with Trainees

Name:

Organization:

Address:

Email Address:

Preferred Phone Number:

Alternative Phone Number:

MCHC4 Training Pre-Post Survey
SC Training November 17-19, 2009
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Figure A.2—Continued

ID #

Helping Families Raise Healthy Children Service Coordination Training (Pre-Training)

Before we begin this training session, please take 10 minutes to complete this short pre-survey.
Thank you.

A. Background Information
1. What is your professional specialty? (Circle One)
a. Early Intervention Service Coordinator ..............ccooviiiiiiiiiiinnn.. 1
b, S0CIal WOTKET ....vtiiiii e 2
c. Clinical Social Worker..... ... 3
d. Marriage and Family Therapist.............ccooeiiiiiiiiiiiiiiiiieeans 4
€. School PSychologist. ..........oouiuiiiiiii 5
f.  Clinical PSychologist...........couvuiuiiiiii i 6
€. PSYChIALIIST. ..ottt 7
T N 30V 8
i. Other (specify: ) IR 9
2. What is your professional degree or certification? (Circle All That Apply)
a. BA/BS in (specify ) RO 1
b. MA/MS in (specify ) RO 2
C M S W 3
Ao L O S W 4
€. MS PSYChOlOZY. .. .ot 5
f. Ph.D., PSYChOIOZY......eeii i 6
8. MECC /I MFET . i, 7
he RN Or BSN .o 8
i.  Other (specify: ) IR 9

3. Do you have experience with the following types of therapy? (Circle All That Apply)

a.  Individual therapy for children ............coocoioeiiiiiiiiie e 1
b.  Group therapy for children ..........ccocoeviiieiiiieicee e 2
c.  Individual therapy fOr parents..........ccoceeverieneniieneeienee e 3
d. Group therapy fOr PATENLS ........cccererererierierieieeeee e 4
e.  Family-centered interVentions ...........ccverveecueeriieiieerieeieesee e esieeeneeseeeseneenns 5
f.  Other (specify: ) [P 6

MCHC4 Training Pre-Post Survey
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Figure A.2—Continued

ID #

4. With which age groups have you worked with? (Circle All That Apply)
a.  Infants and tOddIETS ..........ceoiriirirerinieieeeeeee e 1
b, Preschoo]l @ge.....ooeoiiiiieiiiee s 2
c.  Elementary school-aged ..........ccoceiiiiiiiiieiiiiee e 3
d.  Middle SChOOl-aged .......cccveeeiieiieeiieiieee et 4
€. High school-aged.........cooiiiiiiieieee e 5
£ AdUIE e 6
. ELACTLY oo e 7
B. Information about Caregiver Depression and Child Development
5. How much do you feel you already know about the link between caregiver depression

and childhood development?

A great deal.........ccooeviieiiininiiiee e 1
SOME ..ottt 2
ATIIE oo 3
Nothing at all .......cccoevieieiiiiiee e 4
6. Each year, the estimated number of children living with a caregiver with depression in

the United States is:

T IMEIIION .t 1
SINIION vttt e 2
15 MILHOM. ¢ttt 3
30 MIIION. .ttt e 4
60 TIIIION ..ottt 5

7. Each year, the estimated number of children living with a caregiver with depression in
Allegheny County is:
ADOUL 1000 ...ttt sttt ettt eae et 1
ADOUL 14,000 ..ottt sttt 2
ADOUL 20,000 ....eeniinieiiieiinieieieteeee ettt 3
ADOUL 50,000 ...ttt ettt 4

8. True or False: Each year, The Alliance for Infants and Toddlers receives more than

3,000 referrals for children at risk for developmental delays

MCHC4 Training Pre-Post Survey
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Figure A.2—Continued

ID #

9. Which of the following statements is true? Compared to mothers of full-term babies,
mothers of premature babies are . . .

twice as likely to exhibit symptoms of depression ........c..ccoceeeevereerenienennnn 1
four times as likely to exhibit symptoms of depression ...........ccccceceevveeenerencnne. 2
no more likely to exhibit symptoms of depression ...........cccceeevvevveecieeneeeveenen. 3

10. At this point (prior to Service Coordination training), to what degree do you consider
yourself able to address the behavioral health needs of the caregivers of the children you
serve? (Circle one)

A GIeat dal.......coivviiiiiiiieieree e 1
SOMEWNAL .....eoiviiiiiiie ettt e e e e e et e e etreeeeareeeeanee s 2
F N L (RO P SRR 3
INOE AL AL ..o ettt e e e e et etr e e e s 4

11. Caregiver depression poses a big enough risk to healthy childhood development that
children with a caregiver(s) at risk for depression should be eligible for evaluation by The

Alliance.

SHONELY ABTEE....cueeueeeteiieiieiieitetteeeteete ettt ettt ettt ees 1
ALGIEE ..ottt et ettt ettt e sateebees 2
INGULTAL ..ttt ettt ettt eae 3
DISAZIER ...ttt ettt sttt sttt 4
StrONELY DISAGIEE ....eeuveeeieiieieiieie ettt ettt see et e seenaesreeeesseeneas 5

12. There is good coordination between the adult behavioral health and the early intervention
systems of care.

SHIONELY AGICC...cuviiiiiiieiietietecte ettt ettt eb et e b e ete e beesbesbeessesseessesseessesseennas 1
ALGICE ..ottt ettt ettt ettt et st 2
INCULTAL ...ttt ettt eneene e 3
DISAZIER ...ttt sttt et sttt et et 4
StrONGLY DISAGIEE ...vvevvieeieiieieieeie ettt e et ete ettt e sseeeaesseessesseessesseensesseennas 5

13.  One of my responsibilities as a Service Coordinator is to screen the caregiver(s) of the
children I serve for depression and other behavioral health issues.

SHIONELY AGIEC...cuviiiiiiieiieeiieieie ettt ettt ettt e et e sbe b e sbeessesbeesbesseessesseennas 1
AALGICE ..ottt ettt ettt at e e beeeateenaees 2
NCULTAL ...ttt sttt 3
DISAGIER ...ttt ettt sttt a ettt ne et 4
SrONGLY DISAZIEE ....eeuveurenieiieiietieiieiteieet ettt es 5
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Figure A.2—Continued

ID #

14.  Iflidentify a caregiver at risk for depression, I can refer that caregiver to appropriate
behavioral health services.
SEIONELY AGIEEC ...ttt sttt s 1
YN 4 (<SPS 2
INEULLAL ...ttt et b e sttt be et esaeeneens 3
DISAGIEE ...ttt ettt sttt e a ettt ettt e nte e 4
Strongly DISAZIEE .....ccvieeieeiiieiie ittt ettt et e e e eeseesaeeesseennee e 5
C. Working with Dual-Risk Families
15. Imagine that today you will see a 2 year old together with his mother, and that the mother

is severely depressed. In the session that you will have today, please circle how you
would rate your ability/comfort with interacting with this family: very comfortable,
somewhat comfortable, a little comfortable, or not comfortable at all.

101

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

a. Use an evidence-based tool to measure 4 3 2 1
symptoms of depression

b. Talk with the caregiver about their 4 3 2 1
symptoms of depression

c. Talk with the caregiver about the 4 3 2 1
potential impact of depression on child
development

d. Ask the caregiver about suicidal 4 3 2 1
ideation

e. Ask the caregiver about relationship 4 3 2 1
safety/domestic violence (assuming the
caregiver’s partner is not present)

f. Do further assessment of the 4 3 2 1
caregiver’s stress

g. Do further assessment of the 4 3 2 1
caregiver’s physical health

h. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

i. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

j-  Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment
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Figure A.2—Continued

ID #
16. How confident are you that you can ask caregivers of the children you serve about

depression?

Not at all CONFIAENE .....c..eeeeiieiieieciee e 1
A Tittle CONFIAENL....coeiieiiiiiiiiiiee e 2
Somewhat CONIAENT .......cc.eiiuiiiiiiiiee e 3
VEry CONTIAENE .......covieiieiiiieiicieie ettt ettt et beesaeseees 4
Completely COnfident ..........oooiieiiiiiiiiiee e 5

17. How confident are you that you can screen caregivers of the children you serve for
depression using an evidence-based tool?

Not at all confident

A Tittle CONFIAENL .....cviiiuiieiiiciiiceccee ettt e 2
Somewhat CONTIACNL .........cocviiiieiiieieece e eebe e 3
Very CONTIAENE .......eoiiiieiiiieie ettt 4
Completely CONFIAENT .......ccveiviiieiieieiicieecee e 5

18.  How confident are you that you can refer the caregivers of the children you serve to adult
behavioral health providers?

Not at all CONFIAENT .......eiiiiiiiiiiiicie e e e e 1
A Tittle CONTIARNE.....ocviiiiiii et 2
Somewhat CONTIAENT ........ccviiiiiiiiiiie e 3
Very CONFIACNL ......veiiieieiieiieciie ettt ettt et seae bt eenbeeneessseenseenes 4
Completely CONfIAEnt ..........ocieieiiiiieieiee e e 5

19.  How confident are you that you can refer the families you serve to behavioral health
providers for family-centered interventions?

Not at all CONFIAENT ........ooiviiieiiieee et 1
A TIttle CONTIARNE.....ccuviiiiiiiicie e e e e e 2
Somewhat CONTIAENt .........cc.oooiiiiiiiii e e 3
Very CONTIACNL .....eviiiiiieieieiee et 4
Completely confident .........ccueveviiiiiiiieiiieeece e 5

20.  How confident are you that you can talk to a case manager from Community Care to
identity behavioral health providers for the families that you serve?

Not at all CONFIAENT .......oooiiiiiiiiiicie e et 1
A TIttle CONTIARNE.....oceviiiiiiieeeie et e 2
Somewhat CONTIAENt .........cc.eiiiiiiiiiiiiicie e e 3
Very CONTIAENT ....c..coiiiiiiiiieie et 4
Completely cONfIAENT ........eoueieieieieiieii s 5
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Figure A.2—Continued

ID #

PRE-TRAINING:

STOP HERE

PLEASE CLOSE THE SURVEY
PACKET NOW.
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Figure A.2—Continued

ID #

Helping Families Raise Healthy Children Service Coordination Training (Post-Training)

Now that you have completed the training session, please take 10 minutes to complete this
short post-survey. Thank you.

A. Training

l. After this training, how much do you feel you now know about the link between
caregiver depression and childhood development?

A Great deal......c.ooiiiiieii et
Some......ccocerennennene
Alittle.ooeeneenennne.
Nothing at all

2. What aspects of the training (e.g., content, how training delivered) did you like?

3. What aspects of the training (e.g., content, how training delivered) would you change?

4. What did you learn in this training that you will use in your work?

MCHC4 Training Pre-Post Survey
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Figure A.2—Continued

ID #

5. Are there things presented in this training that you would not use in your work? If so,

what and why not?

B. Helping Families Raise Healthy Children Next Steps

6. Now that you have completed this training, how confident are you that you can ask caregivers
of the children you serve about depression?

Not at all CONTIAENT ......oooeeriieeie e 1
A T CONTIACIE....o.uviiiiii et eare e e earee e 2
Somewhat CONTIAENt .........ccoeoiiuiiiiiiiice e 3
VEry CONTIACNL .....veiuiiiiiiitirieeee et 4

Completely confident

7. Now that you have completed this training, how confident are you that you can screen
caregivers of the children you serve for depression using an evidence-based tool?

Not at all CONTIACNL ......ccveiiuiiiiiciecceeceee e 1
A Tl CONTIACIE....cuviiieiii it eve e e eavee e 2
Somewhat CONTIAENT .........coeiiiieiieiiiece e 3
VEry CONTIACNL .....veiuiiiiiiiitiieeee et 4
Completely confident .........ccoeueriiieiiiieeee e 5

8. Now that you have completed this training, how confident are you that you can refer the

caregivers of the children you serve to adult behavioral health providers?

Not at all CONTIACNL ......ccveiiuiiiiicieccceeee e 1
A T CONTIACIIE....cvveiieeiii ittt et e ere e e earee e 2
Somewhat CONTIAENT .........coeiiiiiiiiiiiece e 3
Very CONFIACNT ......oocueiiiiiiieiie ettt s seeseneenneas 4
Completely confident .........cceeeeriiieiiiieeee e 5
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Figure A.2—Continued

ID #

9. Now that you have completed this training, how confident are you that you can refer the
families you serve to behavioral health providers for family-centered interventions?

Not at all CONFIAENT ......veiieiiiiiiiicccie et et 1
A Tittle CONTIACNT .....ooiiiiiiiiiecee et e 2
Somewhat CONFIAENT .........cccviiiiiiiiciii e e 3
Very CONTIAENT .....ouiieiiiiiieie ettt 4
Completely CONfIdent ...........ccoovvieiiriieiiiieie e 5

10.  Now that you have completed this training, how confident are you that you can talk to a
case manager from Community Care to identity behavioral health providers for the
families that you serve?

Not at all CONFIAENL ........eoieiieiiiieiee e 1

A Tittle CONFIAENT . ....oviiiiiiiiicii e e 2

Somewhat CONFIAENt ..........covuiiiiiiiiiieee e 3

Very CONTIAENT .....ccviiiiiiiiiiiicieect ettt ettt et taebe b sbeseaesne e 4

Completely COnfident ..........coceiuieieiiiiiiiee e 5
C. Information about Caregiver Depression and Child Development

11. Each year, the estimated number of children living with a caregiver with depression in
the United States is:

T IMEIEOM . ettt bbbt 1
S IMION ettt 2
15 MITON. .ttt 3
30 MM ...ttt 4
00 TILIION. ...ttt bbb 5
12. Each year, the estimated number of children living with a caregiver with depression in

Allegheny County is:

ADOUL T000 ...ttt n et a e s eenen 1
ADOUL 14,000 ...ttt e e et e e 2
ADOUL 20,000 ...ttt eenen 3
ADOUE 50,000 ...coviiiinieiiieiinieinietrteteiet ettt 4

13.  True or False: Each year, The Alliance for Infants and Toddlers receives more than
3,000 referrals for children at risk for developmental delays

MCHC4 Training Pre-Post Survey
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Figure A.2—Continued

14.

15.

16.

17.

18.

ID #

Which of the following statements is true? Compared to mothers of full-term babies,
mothers of premature babies are . . .

twice as likely to exhibit symptoms of depression ........c...cocceveeeenerieencnienenne 1
four times as likely to exhibit symptoms of depression .............ccecveeerereennnne. 2
no more likely to exhibit symptoms of depression ............ccceeeeveveereeneeeereennnnn. 3

At this point, to what degree do you consider yourself able to address the behavioral
health needs of the caregivers of the children you serve? (Circle one)

A @reat deal......o..ooiiieieee e 1
SOMEWRAL .....vviiiiiiie ettt ettt eeereeetaeeereeeaeeeneenns 2
A TIEELE oottt ettt et ettt e ae et e ereeereean 3
NOL AL AL ..ottt ettt et 4

Caregiver depression poses a big enough risk to healthy childhood development that
children with a caregiver(s) at risk for depression should be eligible for evaluation by The
Alliance.

N80 87ed A AN 4 (T TP 1
N 4 (T USRS 2
INEULTAL ...ttt ettt ettt ettt e e st et e ese e beeneesaeeneeseeaneeanean 3
DISAGICE ...evievveeiienieeiieie ettt et ettt ettt et e esae st esbesseassesseesseeseassesssensenssensesssensensns 4
StroNglY DISAGIEE ....eeveeuiieeieiieiiete ettt ettt ettt eee 5

There is good coordination between the adult behavioral health and the early intervention
systems of care.

N80T 87d A AN 4 (T TSRS 1
g 4 (T U SUUPRUUS 2
INGULTAL ...ttt et e e et e e s et e beeseeteeneesseenneneeens 3
DISAGICEC ...eevieeiieeeiieeieeete ettt et et e et esta e e beesteeeebeessaeesseessaesnseesaesnseesaeenseenseens 4
StroNgly DISAGIEE .....eveeeieeieiieiieie ettt ettt ettt et sttt e e e ees 5

One of my responsibilities as a Service Coordinator is to screen the caregiver(s) of the
children I serve for depression and other behavioral health issues.

SHONZLY AGTEE. ...c.vivieeeitetetete ettt sttt nee 1
ALGIER . et 2
INGULTAL .ttt ettt ettt sttt st st naennens 3
DIESAZIER ...ttt sttt sttt sttt 4
StroNgLY DISAGIEE .....eveeuieeiieiieiieie ettt ettt eeae et neesseenseeneenseens 5
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Figure A.2—Continued

ID #

19.  If I identify a caregiver at risk for depression, I can refer that caregiver to appropriate

behavioral health services.

DISAGICE ...ttt ettt ettt et ettt et et e e sae et e e bt e teeneebeebeenbeeneeneens
StroNGLY DISAZICE .....eeveeieiieiieeieeiieeie ettt e sre e e seeebeeseaesreestaesseensaesnseenns

20. Imagine that today you will see a 2 year old together with his mother, and that the mother
is severely depressed. In the session that you will have today, please circle how you
would rate your ability/comfort with interacting with this family: very comfortable,
somewhat comfortable, a little comfortable, or not comfortable at all.

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

k. Use an evidence-based tool to measure 4 3 2 1
symptoms of depression

1. Talk with the caregiver about their 4 3 2 1
symptoms of depression

m. Talk with the caregiver about the 4 3 2 1
potential impact of depression on child
development

n. Ask the caregiver about suicidal 4 3 2 1
ideation

0. Ask the caregiver about relationship 4 3 2 1
safety/domestic violence (assuming the
caregiver’s partner is not present)

p.- Do further assessment of the 4 3 2 1
caregiver’s stress

q- Do further assessment of the 4 3 2 1
caregiver’s physical health

r. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

s. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

t. Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment
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the training suggests changes in knowledge about depression, but not in the expected direc-
tion (Table A.4). For the first item, it may be that a more thorough understanding of depres-
sion resulted in the respondents questioning what qualified as the “primary” symptoms.
More broadly, since this training was focused on providing Alliance service coordinators
with details on the referral process, it may not have been the best setting for imparting more
general information about depression.

Alliance staff also demonstrated significant changes in all but one of their beliefs about
screening and assessment (Table A.5). For these items, an increase in score represented improve-
ment on the measure.

A ten-item scale was administered before and after the training to assess participants’
comfort in assessing depression and behavioral health problems and assisting caregivers in
obtaining appropriate treatment (Figure A.2). Analysis of this scale indicated increased com-
fort in performing these activities after the training session was completed (paired t-test, t[39]=
—6.10, p<.01). The specific items relevant to referrals were especially important to this train-
ing, which focused on the referral process (Table A.6). Paired t-tests on these items indicated
significant improvements in trainees’ confidence in each of these domains (p’s<.01). For each
of these items, the training participants reported increased comfort with the referral process;
an increase in score represented improvement on the measure.

Additional items assessed whether the training was effective in improving participants’
confidence about asking caregivers about depression, screening caregivers with an evidence-

Table A.4
Knowledge About Depression

Percent Correct

Item Pre Post
Primary symptoms of depression (sadness and lack of interest/pleasure in most 81 65
activities)

Difference in symptoms between men and women (men more likely to report 63 53

irritability as a symptom of depression)

Table A.5
Beliefs About Screening and Assessment

Significance
Belief Pre Post Level
At this point, to what degree do you consider yourself able to address the 3.44 4.02 <.01
behavioral health needs of the caregivers of the children you serve?
Caregiver depression poses a big enough risk to healthy childhood 3.92 3.87 n.s.
development that children with a caregiver(s) at risk for depression should be
eligible for evaluation by The Alliance.
There is good coordination between the adult behavioral health and the 2.61 3.32 <.01
early intervention systems of care.
One of my responsibilities as a Service Coordinator is to screen the caregiver(s) 3.20 3.66 <.01
of the children | serve for depression and other behavioral health issues.
If I identify a caregiver at risk for depression, | can refer that caregiver to 3.30 3.97 <.01
appropriate behavioral health services.
I am well-aware of the services that the Re:solve Crisis Network can offer to 2.85 4.25 <.01

families.

NOTE. 1=strongly disagree; 5=strongly agree; except for the first item, which ranged from 1=not at all to
4=a great deal. n.s.=not statistically significant.
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Table A.6
Comfort Level with Referral Process
Significance

Item Pre Post Level
Make recommendations about behavioral health services for the caregiver 2.48 2.95 <.01
Make referrals to appropriate behavioral health services for the caregiver 2.59 3.13 <.01
Address caregiver concerns about engaging in behavioral health treatment  2.53 3.00 <.01

Call the Re:solve crisis network, if needed, to learn of additional options 2.74 3.33 <.01

for this family

NOTE: 1=not at all comfortable, 4=very comfortable.

based tool, referring caregivers to behavioral health providers, referring families to providers
for relationship-based interventions, and asking Community Care care-managers to identify
behavioral health providers for families. Paired t-tests indicated significant improvements in
trainees’ confidence in each of these domains (p’s<.01).

Training on Infant Mental Health and Relationship-Based Treatment

The goal of this community-based training was to provide participants with an overview of
infant mental health and relationship-based treatment. Responses to an evaluation survey were
obtained from 108 participants. Both the pre- and post-training surveys for this training cov-
ered information about infant mental health and attachment and working with dual-risk fami-
lies (Figure A.3).

Individuals participating in the training represented a range of educational and profes-
sional backgrounds. Participants included early intervention service coordinators, social work-
ers, nurses, psychologists, and therapists, among others. Just over a third of training partic-
ipants reported a bachelor’s degree, just under a third reported a master’s degree, and the
remaining participants reported specialty degrees/certifications (e.g., those with a master’s in
social work, licensed clinical social workers, registered nurses or those with a bachelor’s degree
in nursing) or identified their training as “other.” Almost 90 percent of training participants
reported previous experience with infants and toddlers and more than 80 percent of them
reported prior work with preschool children.

Perceived knowledge about infant mental health, infant-caregiver attachment, and the
neurobiological basis of infant-caregiver attachment all improved from pre-training to post-
training (p’s<.01). The results of a two-item quiz administered before and after the training are
provided in Table A.7.

Service coordinators also demonstrated significant changes in their beliefs about infant
mental health and attachment (Table A.8). For these items, an increase in score represented
improvement on the measure.

Table A.7
Knowledge of Infant Mental Health and Infant-Caregiver Attachment

Percent Correct

Item (Correct Answer Is in Parentheses) Pre Post
Brain development is most rapid (during the first three years of life) 51 85
The estimated prevalence of depression among caregivers of children with developmental 34 58

delays is (40 percent)
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Figure A.3
Infant Mental Health Training: Pre- and Post-Test Items

ID #

Helping Families Raise Healthy Children Training Assessment

As part of the Helping Families Raise Healthy Children initiative, the Alliance for Infants and Toddlers is
inviting you to participate in an evaluation of the training you are attending today. We would like to learn
more about the impact of this training session on staff knowledge, attitudes, and practices. The goal of
this part of the evaluation is to identify useful aspects of training as well as training gaps for future
initiative efforts.

If you choose to participate in the training evaluation, you will complete a short questionnaire prior to
today’s training and immediately after the training. These questionnaires will ask about your knowledge,
attitudes, and behaviors related to infant mental health and to working with families affected by both
parental depression and early childhood developmental delays (hereafter referred to as “dual-risk
families”). You will also be asked to provide your email address so that The Alliance can contact you
within two months after this training to complete a third web-based questionnaire. This third
questionnaire will include some questions about if and how you have incorporated lessons from the
training into your daily practices related to helping dual-risk families.

Your participation is completely voluntary and you have the option to withdraw at any time. All
questionnaire answers will be kept confidential. Questionnaires will only have a number on them, and
contact lists linking your name with the identification numbers will be kept in a separate, secure file. We
will destroy these contact lists after the project is completed. Only project staff will have access to this
data. We will only share aggregate findings from these questionnaires in reports on the Helping Families
Raise Healthy Children initiative and in communications with our partners, including the RAND
Corporation and Community Care Behavioral Health Organization.

If you have any questions about this project, you may contact Patricia Schake at Community Care at
schakepl@ccbh.com.

If you choose to participate, please sign below and complete the contact sheet for follow-up on the next
page.

Print Name Date

Signature

MCHC4 Training Pre-Post Survey
IMH Training April 12, 2010
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Figure A.3—Continued

ID #

Helping Families Raise Healthy Children Training Evaluation
Contact Form for 2 month Follow-Up with Trainees

Name:

Organization:

Address:

Email Address:

Preferred Phone Number:

Alternative Phone Number:

MCHC4 Training Pre-Post Survey
IMH Training April 12,2010
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ID #

Helping Families Raise Healthy Children Infant Mental Health Training (Pre-Training)

Before we begin this training session, please take 10 minutes to complete this short pre-survey.
Thank you.

A.

3. Do you have experience with the following types of therapy?

Background Information

FER MO A TR

What is your professional specialty? (Circle One)
Early Intervention Service Coordinator ................cooiiiiiiiiiiiinin... 1
Social WOTKET ......oiiiii 2
Clinical Social Worker..........oooiiiiii 3
Marriage and Family Therapist..........c..cocooiiiiiiiiiiiiniiiiiiiien 4
School PSychologist. ........ovuiuiii i 5
Clinical Psychologist. ..........couiuiiiiiiii i 6
PSYChIAIISt. .\ttt e 7
INULSINE . ettt et e e e et ettt et e et eaanes 8
Other (specify: ) FETRR 9

What is your professional degree or certification?

N

BA/BS in (specify

MA/MS in (specify

MS Psychology.......cooveiiiiiiiiiiiiiiiiiiien
Ph.D., Psychology.........cocoiviiiiiiiiiiiiiiinn,
MFCC/MFT. ..o
RNOrBSN. .

Other (specify:

(Circle All That Apply)

a.  Individual therapy for children ............ccooiiiiiiiiiiii e,

b.  Group therapy for children .............ccoovireiiiieiinieeee e 2
c. Individual therapy for parents..........c.ccooeevierieiiniininee e 3
d.  Group therapy fOr PAreNLS ........cccerveruerierierieieieieee et 4
e. Family-centered interventions ...........cceecveevieerieeiiienie e eree e esteeere e eeee s 5
f.  Other (specify: ) I 6
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Figure A.3—Continued

ID #

4. With which age groups have you worked with? (Circle All That Apply)
a.  Infants and tOddIETS ..........ceoiriririeriiieieeeeeee e 1
B, PresChoo]l @ge.....oouiiiiiiiiiiieee e 2
c.  Elementary school-aged ..........ccocueiuieiiiiiiiiiiee e 3
d.  Middle SChOOl-aged ........coveeeiieiieciieieeee et 4
€. High school-aged.........ccooiiiiiiiieie e 5
f AQUIE e 6
. ELAOTLY oo e 7

B. Information about Infant Mental Health and Attachment

5. How much do you feel you already know about infant mental health?
A great deal........coceviiieniniiinie 1
SOME ..ottt 2
ATIIE oo 3
Nothing at all .......ccooeeieiieiiieeeeeeee 4
6. How much do you feel you already know about infant-caregiver attachment?
A great deal.........oocoevieiiiiiiiiee e 1
SOIME ... 2
ATIE e 3
Nothing atall..........oooooiiiiiiiiii 4
7. How much do you feel you already know about the neurobiological basis of infant-

caregiver attachment?

A great deal.........ccooeveieiiiniiiiiee e 1
SOME ..ottt 2
ATIIE oo 3
Nothing atall............c.ooooiiiiii, 4
8. Which of the following statements is true? Brain development is most rapid . . .
During the fist year of life .........oocoiiiiiiiie e 1
During the first six months of [ife .........cccoceviriiiininiieee 2
During the first three years of life .......c.ccooceiiiiiiiiiiiii 3

MCHC4 Training Pre-Post Survey
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ID #

9. The estimated prevalence of depression among caregivers of children with developmental

delaysis. ..

10.  Stress response and self-regulation are key components of infant mental health.

SEEONGLY AGIEC ... ettt ettt et eaean 1
o 4 (T SRR 2
INEULTAL ...ttt 3
DHSAGIEE ...ttt sttt ettt ettt b e b b e 4
StrONGLY DISAZIEE ..ottt ettt ettt st 5

11. Securely attached infant-caregiver dyads are characterized by more adaptive stress

responses and better self-regulation.

SEIONGLY AGICC.... ettt ettt ettt ettt et saeebeeeeeeeeneas 1
N4 LT USSP 2
INGULTAL ...ttt et ettt et ettt e s bt e e s bt eneesaeenbeeaeens 3
DIESAGICE ...evvevvieiieiieiiett ettt ettt et et e b e eteesbe s et e s e esaesseesbenseessaseesbeseassanseessenseanns 4
StroNGLY DISAZIEE ....eveeeieiiitieie ettt ettt st eaeas 5

12. Several of the symptoms of adult depression can look like suboptimal caregiver

attachment behaviors.

SEIONGLY AGICC ... eeieeeieiieieee ettt ettt ettt e sttt e saeeseeeeeeeeneas 1
F N 4 (<SSP 2
INGULTAL ...ttt ettt ettt et et et e s bt eseesbeenbesneenneeneens 3
DISAGICE ...eeevieiieeieeite ettt et ettt e et e e e e st e e teesebeenbaessaeentaesnbeenseeenteensaennaeas 4
SErONGLY DISAZIEE ....eveeeieiieteeie ettt ettt ettt ettt e eeeneas 5

MCHC4 Training Pre-Post Survey
IMH Training April 12, 2010
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Figure A.3—Continued

C. Working with Dual-Risk Families

ID #

13.  Imagine that today you will see a 2 year old together with his mother, and that the mother
is severely depressed. In the session that you will have today, please circle how you
would rate your ability/comfort with interacting with this family: very comfortable,
somewhat comfortable, a little comfortable, or not comfortable at all.

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

a. Talk with the caregiver about their 4 3 2 1
history of abuse or trauma

b. Talk with the caregiver about their 4 3 2 1
symptoms of depression

c. Engage in joint problem solving with 4 3 2 1
the caregiver

d. As the caregiver a series of “joining” 4 3 2 1
questions (e.g., about the child’s birth,
about their current worries or concerns)

e. Conduct a joint observation of the 4 3 2 1
child’s behavior with the caregiver

f. Do further assessment of the 4 3 2 1
caregiver’s stress

g. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

h. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

i.  Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment

14. How confident are you that you can provide early intervention services using a

relationships-based practice model?

Not at all CONTIAENT ........oiiieiiieiiie e
A Tittle CONTIACNIE .. ..eoviiiiiiiiiecie ettt et
Somewhat CONTIAENT .........ccviiiiiiiieiei e
VEry CONFIAENE .......ccviieiiiieiieiicieie ettt sr e se s e s ens
Completely CONfIdEnt ........c.ooeeiiiiiiiiiiee e

MCHC4 Training Pre-Post Survey
IMH Training April 12, 2010
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Figure A.3—Continued

ID #

PRE-TRAINING:

STOP HERE

PLEASE CLOSE THE SURVEY
PACKET NOW.

MCHC4 Training Pre-Post Survey
IMH Training April 12,2010
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Figure A.3—Continued

ID #

Helping Families Raise Healthy Children Service Coordination Training (Post-Training)

Now that you have completed the training session, please take 10 minutes to complete this
short post-survey. Thank you.

A. Training

What aspects of the training (e.g., content, how training delivered) did you like?

What aspects of the training (e.g., content, how training delivered) would you change?

What did you learn in this training that you will use in your work?

Are there things presented in this training that you would not use in your work? If so,
what and why not?

MCHC4 Training Pre-Post Survey
IMH Training April 12,2010
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Figure A.3—Continued

*®

10.

ID #

Helping Families Raise Healthy Children Next Steps

How much do you feel you now know about infant mental health?

A greatdeal.......ccoooeeiiiiiiii e 1
SOME ..o 2
A TIHIE v 3
Nothing at all .......ccoeeiveiieeiieieeeece e 4

How much do you feel you now know about infant-caregiver attachment?

A great deal.......oooocveeiieienieieee e 1
SOME ..o 2
ATHIC o 3
Nothingatall............cooooii 4

How much do you feel you now know about the neurobiological basis of infant-caregiver
attachment?

A great deal........cooceeviiieiiiieeeee 1
SOME ..o 2
A TIE v 3
Nothing atall..............cooiviiiiiiiiniin, 4

Which of the following statements is true? Brain development is most rapid . . .

During the fist year of life ........cccccooieiiiieiieee e 1
During the first six months of life ........ccccoociiiniiiii 2
During the first three years of life .........ccooceiiieiiiiiiiieeeeee 3

The estimated prevalence of depression among caregivers of children with developmental
delays is. ..

590 e 1
25%0 i 2
B0%0 v 3
00%0 e 4

Stress response and self-regulation are key components of infant mental health.

SEIONGLY AGLCC....eeceiieiiieiieteeie ettt ettt st e s aeesaeeesbeenseensseenns 1
g 4 U< USRS 2
INGULTAL ...ttt st st ettt et saeens 3
DY o (<SPS 4
SErONGLY DISAZIEE ...vevvevieiieeiieeieciieteeteete et ereeaesre et e steesbeeseessesseessesssessesssessessnas 5

MCHC4 Training Pre-Post Survey
IMH Training April 12, 2010

119



120 Transforming Systems for Parental Depression and Early Childhood Developmental Delays

Figure A.3—Continued

ID #

11. Securely attached infant-caregiver dyads are characterized by more adaptive stress
responses and better self-regulation.

SEIONGLY AT ... ettt ettt sttt 1
DN 4 U< TSP 2
INCULTAL ..ttt ettt b et st ebe et eaeen 3
DT o (SRS 4
Strongly DISAGIEE .....c.veevieiieeiieiie ettt sae et sae e e esseesseeesseenes 5

12. Several of the symptoms of adult depression can look like suboptimal caregiver
attachment behaviors.
AQIEe e,

Disagree..................
Strongly Disagree

MCHC4 Training Pre-Post Survey
IMH Training April 12, 2010
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C. Working with Dual-Risk Families

Training Assessments

ID #

13.  Imagine that today you will see a 2 year old together with his mother, and that the mother
is severely depressed. In the session that you will have today, please circle how you
would rate your ability/comfort with interacting with this family: very comfortable,
somewhat comfortable, a little comfortable, or not comfortable at all.

121

Statement Circle one
Very Somewhat A little Not
I would feel comfortable to... comfortable | comfortable | comfortable | comfortable
at all

j.  Talk with the caregiver about their 4 3 2 1
history of abuse or trauma

k. Talk with the caregiver about their 4 3 2 1
symptoms of depression

1. Engage in joint problem solving with 4 3 2 1
the caregiver

m. As the caregiver a series of “joining” 4 3 2 1
questions (e.g., about the child’s birth,
about their current worries or concerns)

n. Conduct a joint observation of the 4 3 2 1
child’s behavior with the caregiver

o. Do further assessment of the 4 3 2 1
caregiver’s stress

p. Make recommendations about 4 3 2 1
behavioral health services for the
caregiver

q. Make referrals to appropriate 4 3 2 1
behavioral health services for the
caregiver

r. Address caregiver concerns about 4 3 2 1
engaging in behavioral health treatment

14. Now that you have completed this training, how confident are you that you can provide early
intervention services using a relationships-based practice model?

Not at all confident .............cccooeevvienneen. ol
A little confident..........ccooovvveeeieiienneenns 2
Somewhat confident .23
Very CONTIACNT .....ccueieiiiiieii et e e eenas 4

MCHCH4 Training Pre-Post Survey
IMH Training April 12, 2010
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Table A.8
Beliefs About Infant Mental Health and Attachment

Significance
Belief Pre  Post Level
Stress response and self-regulation are key components of infant mental health. 433 475 <.01
Securely attached infant-caregiver dyads are characterized by more adaptive 434 470 <.01
stress responses and better self-regulation.
Several of the symptoms of adult depression can look like suboptimal caregiver 4.06 4.56 <.01

attachment behaviors.

NOTE: 1=strongly disagree; 5=strongly agree.

A nine-item scale was administered before and after the training to assess participants’
comfort in interacting with the family around issues surrounding depression, assessing
stress and depression, and making referrals (See Table A.9). Analysis of this scale indicated
improvement in participants’ comfort in dealing with these issues (paired ttest, t[101]=—8.25,
p<.01). Especially important to this training were the items about connecting with the family
(Table A.9). For each of these items, the training participants reported increased comfort with
the referral process.

The training was also effective in improving participants’ confidence about provid-
ing early intervention services using a relationships-based practice model (paired t-test,

{[89]=-5.55, p<.01).

Training on Specific Relationship-Based Interventions

After attending the initial overview training on infant mental health and relationship-based
treatment, early intervention and behavioral service providers received in-depth training in one
of three models of well-established techniques employing relationship-based strategies: Nur-
turing Parenting, Promoting First Relationships, and Partners in Parenting Education. Ses-
sions employed both a traditional classroom lecture format and interactive activities designed
to increase comfort in using relationship-based techniques and promote interactions between
training participants. Each relationship-based workshop used case discussions and examples
from culturally diverse families, which facilitated discussion of culture’s impact on the family.
Both the pre- and post-training surveys included four items on family-centered practice,
including two general questions asked at each of the specific trainings and two questions spe-
cific to the relationship-based intervention (Table A.10). The pre-training survey also included
the Evidence-Based Practice Attitudes Scale (Aarons, 2004), which was administered to assess
provider attitudes toward new practices and approaches to working with families.

Table A.9
Comfort Level Interacting with Families About Depression

Significance
Item Pre Post Level
Engage in joint problem-solving with the caregiver 3.17 3.62 <.01
Ask the caregiver a series of “joining” questions (e.g., about the child’s birth, 3.39 3.71 <.01
about their current worries or concerns)
Conduct a joint observation of the child’s behavior with the caregiver 3.33 3.60 <.01

NOTE: 1=not at all comfortable, 4=very comfortable.
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Relationship-Based Intervention Training: Pre- and Post-Test Items
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Item

Response Options

Family-centered treatment—general questions
How much do you feel you already know about the [NAME] model?

How much do you feel you already know about infant-caregiver
attachment?

Family-centered treatment—specific questions

Nurturing Parenting:
The most critical aspect of nurturing is empathy.

Nurturing Parenting: Parents cannot nurture their children if they do
not nurture themselves.

Promoting First Relationships:
Which of the following is NOT part of the concept of a “secure base”?

Promoting First Relationships: The four Promoting First Relationships
Consultation Strategies are join with caregivers; engage in reflective
observation; give verbal feedback, and:

Partners in Parenting Education: It is important for caregivers to be
able to correctly define emotion in infant faces.

Partners in Parenting Education: Helping caregivers feel more
confident starts with helping caregivers understand their infants’ cues.

A great deal
Some

A little
Nothing at all

Strongly agree
Agree

Neutral

Disagree
Strongly disagree

A caregiver who is consistently
sensitive and responsive

A caregiver who supports the
need for exploration

A caregiver who maintains con-
sistent physical contact with her/
his child

A caregiver who maintains con-
sistent love, attention, and
protection

Ask reflective questions
Provide positive guidance
Assist with describing
consequences

Advise in setting schedules

Strongly agree
Agree

Neutral

Disagree
Strongly disagree

Strongly agree
Agree

Neutral

Disagree
Strongly disagree
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Table A.10—Continued

Item Response Options

Evidence-Based Practice Attitude Scale

Please circle the response below each item that indicates the extent to which
you agree with the statement.

I like to use new types of therapy/interventions to help my clients.

I am willing to try new types of therapy/interventions even if | have to
follow a treatment manual.

I know better than academic researchers how to care for my clients. e Notatall
I am willing to use new and different types of therapy/interventions : % : S;rl:ggzr?c?g;tent
developed by researchers.
e To a great extent
Research-based treatments/interventions are not clinically useful. e To avery great extent.
Clinical experience is more important than using manualized therapy/
interventions.
I would not use manualized therapy/interventions.
I would try a new therapy/intervention even if it were very different from
what | am used to doing.
If you received training in a therapy or intervention that was new to you, how
likely would you be to adopt it if:
It was intuitively appealing?
It “made sense” to you?
. o e Notatall
It was required by your supervisor? e To aslight extent
It was required by your agency? e To a moderate extent
It was required by the state? : Toa great extent

To a very great extent
It was being used by colleagues who were happy with it?

You felt you had enough training to use it correctly?

Nurturing Parenting Training

The goal of the training was to provide an introduction to the principles of the Nurturing
Parenting model, and to assist providers in incorporating these principles into the services
they provide. The Nurturing Parenting program was originally developed to prevent and/or
treat child abuse and neglect. The program addresses several components of the parent-child
relationship, including child development, emotional connections, discipline, communication,
and coping with stress. Nineteen individuals participated in the training; seven completed
training evaluation surveys.

Individuals participating in the training represented a range of educational and profes-
sional backgrounds. Approximately one-half of the participants identified their specialty as
social work or clinical social work, the remainder identifying their specialty as “other.” The
majority of participants indicated some specialty training beyond a bachelor’s degree, including
master’s degree, master’s of social work, or licensure in social work. All participants reported
experience in administering individual therapy for children, and nearly all reported experience
with individual therapy for parents and relationship-based interventions. Most participants
reported experience working with infants and preschool children.

On the pre-training survey, participants were asked to complete the Evidence-Based
Practice Attitudes Scale (Aarons, 2004), described above. Participants indicated that they
would incorporate new therapies in moderate to great extents if the new therapy were required
(m=3.14) or appealing (m=3.92). Participants also expressed moderate to great openness to new
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therapies (m=3.82), and only slight resistance to the use of manualized/research-based inter-
ventions (m=2.18).

Perceived knowledge about nurturing parenting and infant-caregiver attachment appeared
to increase (Table A.11) as indicated by an increase in score on the measure. However, we did
not conduct statistical tests because of the small sample size.

Training participants also appeared to change their knowledge of the model in the
expected direction (Table A.12). For these items, an increase in score represents improvement
on the measure. However, we did not conduct statistical tests because of the small sample size.

After the training, participants reported on average that they were “very confident”
that they could deliver treatment consistent with the Nurturing Parenting model. They also
reported agreement to strong agreement that the workshop was worthwhile, that they gained
valuable knowledge about providing treatment to these at-risk families, and that they learned
things they didn’t know about treating depressed caregivers and helping families with children
affected by developmental delays.

Promoting First Relationships Training

The goal of the training was to provide participants with information about the Promoting First
Relationships model, and to assist them with using these principles in their interactions with
families. Promoting First Relationships emphasizes the importance of attachment between
infants/toddlers and their parents/caregivers with a focus on the potentially negative impacts of
poverty, family stress, special needs, and behavioral problems on the parent-child relationship.
A total of 152 participants completed training assessment surveys.

Individuals participating in the training represented a range of educational and profes-
sional backgrounds. About a quarter of participants reported that their professional degree was
a bachelor’s degree, more than half reported a master’s degree, and other participants reported
specialty training (e.g., master’s of social work, registered nurses, or doctorate degrees) or iden-
tified their degree/certification as “other.” Approximately 7 percent of attendees were early
intervention service coordinators, and an additional 11 percent were social workers or clinical
social workers. Approximately 3 percent were nurses. Due to increased attendance by particu-
lar specialties, we included additional categories in the survey for the three training sessions
in 2011. Of the 89 participants who completed those sessions, approximately 30 percent were

Table A.11
Knowledge of Nurturing Parenting and Attachment

Item Pre Post
Knowledge about the Nurturing Parenting model 3.29 4.29
Knowledge about infant-caregiver attachment 4.00 4.29

NOTE: 1=nothing at all, 4=a great deal.

Table A.12
Knowledge of Nurturing Parenting Model

Belief Pre Post
The most critical aspect of nurturing is empathy 4.00 4.57
Parents cannot nurture their children if they do not nurture themselves 4.71 5.00

NOTE: 1=strongly disagree, 5=strongly agree.
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speech/language pathologists, 24 percent occupational therapists, 17 percent developmental-
ists, 10 percent physical therapists, and 6 percent behavioral health therapists. The remaining
attendees identified their specialty as “other.”

With respect to clinical experience, more than 75 percent of the participants reported
experience in administering individual therapy for children and just under half reported expe-
rience with group therapy for children. For parent-focused therapy, approximately one quar-
ter of the participants reported experience with individual therapy for parents and 11 percent
reported experience with group therapy for parents. More than half of the participants had
experience administering relationship-based interventions. Overall, more than 85 percent of
participants reported experience working with infants or toddlers, and more than 75 percent
reported previous experience working with preschool children.

On the Evidence-Based Practice Attitudes Scale administered before training began, par-
ticipants indicated that they would incorporate new therapies to a moderate to great extent if
the new therapy were required (m=3.73, SD=.99) or appealing (m=3.78, SD=.78). Participants
also expressed moderate to great openness to new therapies (m=3.55, SD=.58), and only slight
resistance to the use of manualized/research-based interventions (m=2.26, SD=.78).

Perceived knowledge about the Promoting First Relationships model and infant-caregiver
attachment showed significant improvement from pre- to post-training (Table A.13). For these
items, an increase in score represents improvement on the measure.

Training participants also completed a brief two-item quiz on the Promoting First Rela-
tionships model before and after the training. Based on chi-square difference tests, participants
demonstrated significant improvement in the percentage correct for the questions pertaining
to a “secure base” (}*[1]=8.19, p<.01) and Promoting First Relationships Consultation Strate-
gies ((*[1]=5.75, p<.05). Of the participants who completed the quiz before and after training,
approximately 25 percent of participants improved performance on the quiz. In contrast, fewer
than 7 percent declined in performance on one or more items (Table A.14).

Table A.13
Knowledge of Promoting First Relationships and Attachment

Significance
Item Pre Post Level
Knowledge about the Promoting First Relationships model 3.05 4.49 <.001
Knowledge about infant-caregiver attachment 3.98 4.54 <.001
NOTE: 1=nothing at all, 4=a great deal.
Table A.14
Knowledge of Promoting First Relationships Model

Significance
Item (Correct Answer Is in Parentheses) Pre Post Level
Which of the following is NOT part of the concept of a “secure base?” (A 66% 85% <.01
caregiver who maintains consistent physical contact with her/his child)
The four Promoting First Relationships Consultation Strategies are: join with 40% 70% <.05

caregivers; engage in reflective observation; give verbal feedback, and (ask
reflective questions)

NOTE: Chi-square tests were conducted to test significant difference between pre- and post-training
performance.
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After the training, participants reported on average that they were “very confident” that
they could deliver treatment consistent with the Promoting First Relationships model. They
also reported that the workshop was worthwhile, that they gained valuable knowledge about
providing treatment to atrisk families, and that they learned things they didn’t know about
treating depressed caregivers and helping families with children affected by developmental
delays.

Partners in Parenting Education

The goal of the training was to introduce participants to the concepts of Partners in Parent-
ing Education, and to assist them in integrating these principles into their work with families.
Partners in Parenting Education aims to promote healthy infant-parent relationships with a
focus on developing and maintaining secure attachments between children and caregivers. A
total of 25 training participants completed evaluation surveys.

Individuals participating in the training represented a wide range of professional edu-
cation and specialty. Approximately 20 percent of attendees were social workers or clinical
social workers, and nearly 10 percent were early intervention service coordinators. The remain-
ing participants represented a broad diversity of occupations, including psychologist, speech
therapist, physical therapist, and manager. Around 33 percent of participants reported a bach-
elor’s degree, approximately 40 percent reported a master’s degree, and the remaining par-
ticipants reported specialty training (e.g., a master’s of social work) or identified their degree/
certification as “other.” Approximately three quarters of the participants reported experience
in administering individual therapy for children, and approximately half reported experience
with individual therapy for parents. Nearly 70 percent indicated that they had previous expe-
rience administering relationship-based interventions. Furthermore, more than 90 percent of
participants reported experience working with infants and preschool children.

As with the other relationship-based intervention trainings, participants were asked to
complete the Evidence-Based Practice Attitudes Scale (Aarons, 2004) before training began
to assess attitudes toward using evidence-based therapies and interventions. Participants indi-
cated that they would incorporate new therapies to a moderate to great extent if the new ther-
apy were required (m=3.60) or appealing (m=4.12). Participants also expressed moderate to
great openness to new therapies (m=3.81), and only slight resistance to the use of manualized/
research-based interventions (m=2.13).

Perceived knowledge about the Partners in Parenting Education model and infant-
caregiver attachment showed improvement from pre- to post-training (Table A.15). For these
items, an increase in score represents improvement on the measure.

Training participants did not demonstrate substantial changes in their knowledge of the
Partners in Parenting Education, but this is likely due to their strong endorsement of the Part-
ners in Parenting Education principles prior to the training (Table A.16).

Table A.15
Knowledge of Partners in Parenting Education and Attachment

Significance
Item Pre Post Level
Knowledge about the Partners in Parenting Education model 2.92 4.37 <.01
Knowledge about infant-caregiver attachment 4.20 4.56 <.05

NOTE: 1=nothing at all, 4=a great deal.
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Table A.16

Knowledge of Partners in Parenting Education Model

Belief Pre Post Significance Level
It is important for caregivers to be able to correctly define emotion in 4.36 4.84 n.s.

infant faces.

Helping caregivers feel more confident starts with helping caregivers 4.48 4.80 n.s.
understand their infant’s cues.

NOTE: 1=strongly disagree, 5=strongly agree; n.s.=non-significant.

After the training, participants reported on average that they were “very confident” that
they could deliver treatment consistent with the Partners in Parenting Education model. They
also reported that the workshop was a worthwhile event, that they gained valuable knowledge
about providing treatment to at risk families, and that they learned things they didn’t know
about treating depressed caregivers and helping families with children affected by developmen-
tal delays.

Training Evaluation Summary

More than 300 early intervention and behavioral health providers participated in trainings on
the initiative, the referral processes, infant mental health, relationship-based care, and specific
relationship-based intervention models. Overall, training participants demonstrated signifi-
cant improvement in knowledge about the screening and referral processes, the critical effects
of maternal depression on the early development of the brain, infant-caregiver attachment, and
relationship-based care.



APPENDIX B
Data Collection Tools

In this appendix, we offer reproductions of our data collection tools. Figures B.1-B.7 include
the screening and assessment packet; behavioral health provider and early intervention focus
group protocols; service coordinator focus group protocol; family interview discussion guide;
screening/assessment tracking form; and referral tracking form.
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Figure B.1
Screening and Assessment Packet

R )
I\ Raise
‘(Y Healthy

Children

Caregiver Name El Number Project ID

Baseline 6 month 12 month 18 month 24 month

Caregiver Screening/Assessment Packet

Please note that:

e Participation is voluntary — you do not have to complete this packet.

e All information you provide will be kept confidential.

e Screening will help the Alliance understand your family’s needs. Some of the screening
questions may ask about sensitive or emotional issues. You are still eligible to receive
services if you decline to be screened.

e The information you provide may be used in a project that the Alliance is doing to learn how
to improve the services they provide. RAND Corporation, a non-profit research organization
here in Pittsburgh, will be analyzing the data that the Alliance collects. The data sent to
RAND will be marked with an identification number only. Your name or your child’s name
will not be shared with RAND.

¢ You may decline to have your information be a part of this project. You can fill out the
screening packet to help the Alliance understand your family’s needs, but can require that it
not be a part of the data that is shared with RAND.

e Screening is provided at no cost to families.

¢ All information is confidential. The information you provide may be used to inform
ongoing quality improvement efforts at the Alliance.

e You will have the opportunity to describe your child and discuss any concerns you may
have.

Please tell us your preference below:

I will fill out the screening packet, and you may share de-identified information from this
packet with RAND.

I will fill out the screening packet, but you may not share de-identified information from this
packet with RAND.

This packet contains copyrighted material and can only be used for the project data collection. Use of this packet for
any other purpose requires obtaining permission from and arranging payment to each individual copyright holder.

PHQ-9. Copyright ©1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD is a trademark of
Pfizer Inc.

PSI-SF. Adapted and reproduced by special permission of the Publisher, Psychological Assessment Resources, Inc.,
16204 North Florida Avenue, Lutz, FL 33549, from the Parenting Stress Index Short Form by Richard R. Abidin,
Ed.D., Copyright 1990, 1995 by PAR, Inc. Further reproduction is prohibited without permission from PAR, Inc.



Data Collection Tools
Figure B.1—Continued
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Service Coordinator: Screening Date:

Over the past two weeks, have you been bothered by any of the following problems?

Little interest or pleasure in doing things. YES NO

Feeling down, depressed, or hopeless. YES NO
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Figure B.1—Continued

e o
X Raise
(7Y Healthy

Children

Service Coordinator:

Screening Date:

Based on what you just told me, | want to ask about some things that might have been
bothering you recently. Your answers will help me figure out how best to support you

and your family.

Over the last weeks, how often have you been bothered by any of the following problems?

Not at all Several More than Nearly
days half the every day
days

1. Little interest or pleasure in doing
things 0 1 2 3
2. Feeling down, depressed, or 0 y 2 3
hopeless
3. Trouble falling asleep or staying

h 0 1 2 3
asleep, or sleeping too much
4. Feeling tired or having little energy 1
5. Poor appetite or overeating 1
6. Feeling bad about yourself or that
you are a failure or have let yourself or 0 1 2 3
your family down
7. Trouble concentrating on things,
such as reading the newspaper or 0 1 2 3
watching television
8. Moving or speaking so slowly that
other people could have noticed. Or
the opposite — being so fidgety or 0 1 2 3
restless that you have been moving
around a lot more than usual
9. Thoughts that you would be better 0 y > 3
off dead, or of hurting yourself

Add
columns

Total point score:
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Figure B.1—Continued

Service Coordinator: Screening Date:

We would also like to ask you a few questions about your physical health.

1. Would you say that in general your health is...?

Excellent
Very Good
Good

Fair

Poor

AR WN -

2. During the past 30 days, for about how many days have you felt you did not get enough rest or
sleep?

3. In general, how healthy is your overall diet? Would you say...?

Excellent
Very Good
Good

Fair

Poor

AR WN -

4. During the past month, did you participate in any physical activities or exercises such as
running, calisthenics, golf, gardening, or walking for exercise?

Yes 1
No
5. What kind of place do you USUALLY go to when you need routine or preventive care, such as

a physical examination or check-up?

Doesn't get preventive care anywhere
Clinic or health center

Doctor's office or HMO

Hospital emergency room

Hospital outpatient department

Some other place

Doesn't go to one place most often

NOoO O WN -
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Figure B.1—Continued

10.

1.

During the past 6 months, how many times have you gone to a hospital emergency room
about your own health (This includes emergency room visits that resulted in a hospital
admission.)?

Are you currently in a relationship that is not safe?

Yes 1
No 2

[IF 7=YES] Would you like to speak to someone about this for available resources?

Yes 1
No 2

During the past 6 months, how many times has your child gone to a hospital emergency room
about (his/her) health (This includes emergency room visits that resulted in a hospital
admission.)?

O Check if for NICU or other chronic health issue
Does the child have a physician that he/she sees regularly?

Yes 1
No 2

Based on the American Academy of Pediatric Standards, are the child’s immunizations up-to-
date?

—_

Yes
No 2



Figure B.1—Continued

Service Coordinator:

Data Collection Tools

Screening Date:

135

Earlier you said that some things were bothering you. We have some more questions about
how you are feeling. Read the statements below.

Mark SA if you strongly agree with the statement
Mark A if you agree with the statement

Mark NS if you are not sure

Mark D if you disagree with the statement

Mark SD if you strongly disagree with the statement

1. | often have the feeling that | cannot handle things very well.

| find myself giving up more of my life to meet my children’s needs
than | ever expected.

| feel trapped by my responsibilities as a parent.

4. Since having this child, | have been unable to do new and

different things.

. Since having a child, | feel that | am almost never able to do

things that | like to do.

6. | am unhappy with the last purchase of clothing | made for myself.

7. There are quite a few things that bother me about my life.

8. Having a child has caused more problems than | expected in my

9.

10.
11.
12.
13.
14.

15.
16.

17.
18.
19.
20.
21.

relationship with my spouse (male/female friend).
| feel alone and without friends.

When | go to a party, | usually expect not to enjoy myself.

| am not as interested in people as | used to be.

| don’t enjoy things as | used to.

My child rarely does things for me that make me feel good.

Most times | feel that my child does not like me and does not
want to be close to me.

My child smiles at me much less than | expected.

When | do things for my child, | get the feeling that my efforts are
not appreciated very much.

When playing, my child doesn’t often giggle or laugh.

My child doesn’t seem to learn as quickly as most children.
My child doesn’t seem to smile as much as most children.
My child is not able to do as much as | expected.

It takes a long time and it is very hard for my child to get used to
new things.

SA
(5)

O O

OO0 OO OO0

o O

O O O OO

O O

OO0 OO OO0

O O

O O O OO

NS
@)

O O

O O OO OO0

O O

O O O OO

O O

O O OO O O

O O

O O O OO

SD
(1)

O O

OO0 OO OO0

o O

O O O OO
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Figure B.1—Continued

For the next statement, choose your response from the choices “1” to “5” below.

22. | feel that | am:
1. not very good at being a parent
a person who has some trouble being a parent
an average parent
a better than average parent

o rpOD

a very good parent

23. | expected to have closer and warmer feelings for my child than |
do and this bothers me.

24. Sometimes my child does things that bother me just to be mean.
25. My child seems to cry or fuss more often than most children.

26. My child generally wakes up in a bad mood.

27. | feel that my child is very moody and easily upset.

28. My child does a few things which bother me a great deal.

29. My child reacts very strongly when something happens that my
child doesn't like.

30. My child gets upset easily over the smallest thing.

31. My child’s sleeping or eating schedule was much harder to
establish than expected.

For the next statement, choose your response from the choices “1” to “5” below.

32.1 have found that getting my child to do something or stop doing
something is:

much harder than | expected

somewhat harder than | expected

about as hard as | expected

somewhat easier than | expected

much easier than | expected

a b~

1

1

2

OE >

O O OO OO0

O O

3

()

O O OO OO0

O

For the next statement, choose your response from the choices “10+” to “1-3.”

33. Think carefully and count the number of things which your child
does that bother you. For example: dawdles, refuses to listen,
overactive, cries, interrupts, fights, whines, etc.

34. There are some things my child does that really bother me a lot.
35. My child turned out to be more of a problem than | had expected.
36. My child makes more demands on me than most children.

10+ 89
SA A NS
G @4 @
O O O
O o o
O O O

4

ON ©

O O OO OO0

O O

6-7

So

O O O

(1)

O O OO OO0

O

4-5

1-3



Figure B.2
Behavioral Health Provider Focus Group Protocol

IL.

III

Iv.

Data Collection Tools

Helping Families Raise Healthy Children
Stakeholder Discussion Outline
Behavioral Health Providers

Referrals to Behavioral Health Resulting from HFRHC

Referral method

In general, how is the referral process going?

Appropriateness of referrals

Caregiver follow-through on appointments

How does caregiver follow-through compare to clients who are referred from
other sources?

Mobile Therapy

Initial reactions to providing mobile therapy for families referred from
HFRHC

How are things going now that the process has been in place for a while?
Differences in caregiver uptake

Successes related to providing mobile therapy

Challenges related to providing mobile therapy

Recommendations to other agencies/providers considering mobile therapy

Training on Family Centered Interventions

Quality of training

Quantity of training

Usefulness of training for ongoing work

Would you recommend the training for other providers
What continuing training would be helpful?

Use of Family Centered Interventions

Are you using any of the family-centered techniques?

Implementation of techniques learned (i.e. how has it changed your approach
to working with families?)

Successes related to using the approach with families

Challenges related to using the approach with families

Recommendations for other BH providers regarding use of approach in their
work with families
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Figure B.2—Continued

VL

Communication/Collaboration

= Changes in quantity or quality of communications with the Alliance and/or
Early Intervention providers

* Changes in amount/type of collaboration among various providers since the
initiative has been in place

=  Successes related to communicating/collaborating with the Alliance and/or
Early Intervention providers

= Challenges related to communication/collaboration among various providers

= Recommendations to enhance communication/collaboration among various
providers

Learning Collaborative

= Level of participation in Learning Collaborative activities

= Usefulness of Learning Collaborative for ongoing work

= Recommendations for improving the Learning Collaborative

*  Would you recommend the Learning Collaborative for other providers



Data Collection Tools

Figure B.3
Early Intervention Focus Group Protocol

Helping Families Raise Healthy Children
Stakeholder Discussion Outline
Early Intervention Providers

I. Referrals to EI involving Caregiver Depression

= Process for referrals that also involve caregiver depression

= In general, how is the process going?

= Appropriateness of referrals involving caregiver depression

= Caregiver follow-through on appointments

=  How does caregiver follow-through compare to clients who are not affected by
depression?

II. Providing Services Related to Caregiver Depression

III.

Iv.

= Initial reactions to providing services related to caregiver depression

* How are things going now that the process has been in place for a while?

= Differences in how families receive services

= Successes related to providing these services

= Challenges related to providing these services

= Recommendations to other agencies/providers considering providing these
services within the early intervention system

Training on Family Centered Interventions

*  Quality of training

* Quantity of training

= Usefulness of training for ongoing work

*  Would you recommend the training for other providers
=  What continuing training would be helpful?

Use of Family Centered Interventions

= Are you using any of the family-centered techniques?

= Implementation of techniques learned (i.e. how has it changed your approach to
working with families?)

= Successes related to using the approach with families

= Challenges related to using the approach with families

= Recommendations for other EI providers regarding use of approach in their work
with families
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Figure B.3—Continued

V. Ongoing Communication/Collaboration

= Changes in quantity or quality of communications with the Alliance and/or
Behavioral Health providers

= Changes in amount/type of collaboration among various providers since the
initiative has been in place

= Successes related to communicating/collaborating with the Alliance and/or
Behavioral Health providers

= Challenges related to communication/collaboration with the Alliance and/or
Behavioral Health providers

= Recommendations to enhance communication/collaboration among various
providers

VI.  Learning Collaborative

= Level of participation in Learning Collaborative activities

= Usefulness of Learning Collaborative for ongoing work

= Recommendations for improving the Learning Collaborative

=  Would you recommend the Learning Collaborative for other providers



Figure B.4

Data Collection Tools

Service Coordinator Focus Group Protocol

Helping Families Raise Healthy Children
Stakeholder Discussion Outline
Alliance Service Coordinators

I. Screening

Initial reaction to new screening protocol for caregivers

Successes related to screening

Challenges related to screening

Recommendations for systematic screening by Service Coordinators
Additional training/support needed for screening

II. Assessments

Use of information from assessments (PSI, caregiver and child health)
Challenges related to completing assessments

Recommendations for completing assessments

Additional training/support needed for assessments

II1. Referrals

IV.

Use of Alliance Mental Health Specialists as a resource?

Do you feel equipped to respond to positive screens or caregiver request for
referrals now?

Additional training/support/resources needed for referral process

Family reactions to referrals for caregiver depression

Family feedback on complete/incomplete referrals for caregiver depression
Recommendations to enhance referral process and uptake of services

Ongoing Communication/Collaboration

Changes in quantity or quality of communications with Early Intervention,
Behavioral Health and other community providers

Changes in amount/type of collaboration among various providers since the
initiative has been in place

Successes related to communicating/collaborating with Early Intervention,
Behavioral Health and other community providers

Challenges related to communication/collaboration with Early Intervention,
Behavioral Health and other community providers

Recommendations to enhance communication/collaboration among various
providers

. Relationship-Based Interventions

Participation in training on relationship-based interventions

Usefulness of training for ongoing work

Implementation of techniques learned (i.e. how has it changed your approach to
working with families?)

Successes related to using the approach with families

Challenges related to using the approach with families

Additional support/training needed to use the approach
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Figure B.5

Service Coordinator Focus Group Protocol

Helping Families Raise Healthy Children

Discussion Outline for Family/Caregiver Interviews

In the past year, we’ve been working with the Alliance on an ongoing project to help
identify stress and depression among parents and caregivers of children at risk for
developmental delays. We’re currently talking to families to learn more about their
experiences with this process and really appreciate your willingness to talk to us about
your personal experience. We want to know both about the things that went well and the
things that we could make better. We think of this conversation as a partnership to help
us improve this process for families. I will have some more specific questions for you
throughout our conversation, but I thought it would be great if you could first tell me a
little bit about your experience. Did you talk to your Service Coordinator from the
Alliance, [insert name] about parental stress or depression? What happened after that?

I. Screening

II.

How did you feel about talking to your service coordinator about parental stress
or depression?

=  Were you comfortable answering his/her questions?

= Did you have any concerens about the process?

Is there anything you would have changed about the process?

Is there anything we could have done to make the conversation with your service
coordinator a little easier?

Has your service coordinator checked in with you about how you’re feeling since
your first conversation about this? How often would you like your service
coordinator to ask you about parental stress and depression?

Have you ever been asked about parental stress or depression in another setting,
for example, by your child’s pediatrician or your OB?

Do you have anything else you’d like to say about the process of talking to your
service coordinator about parental stress or depression?

Referrals

Did your Alliance Service Coordinator offer any help or connect you to any
resources or services to assist with parental stress or depression (e.g., in-home
counseling, referral to a family support center)? [interviewer will have a list of
resources and definitions for reference if needed]

Were you able to follow up to receive any help based on those recommendations?
Was it hard or easy to get connected with the help you needed (e.g. scheduling an
appointment)? Probe for further information about response.

Do you have any suggestions for improving the process of connecting families to
services for parental stress and depression?

Do you have anything else you’d like to say about the process of getting
connected to help for parental stress or depression?
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Figure B.5—Continued

III. Services

[Interviewer will be prepared with a description of these services/resources and
definitions in case the family member is uncertain about what they are receiving. Due to
privacy issues, it’s unlikely that we’ll be able to identify services the family is receiving in
advance.]

=  What kinds of help have you received (e.g., counseling, relationship-based
therapist)?

* How long did you receive the services?

= Are you still receiving services? If not, why did you stop receiving services?

= What did you like about the services you received? What didn’t you like?

= Did the services focus on your relationship with your child(ren)?

* What was your relationship with your child(ren) like before you started receiving
services? What was it like afterward? Did your relationship change at all?

* Did you feel like the services were helpful?

= How could we make services for parental stress and depression better?

= Only for those receiving mental health services: Has your experience changed the
way you think about mental health services?

= Do you have anything else you’d like to say about the services you received for
parental stress or depression?

In general, if you had the opportunity to speak with another parent or caregiver, what
would you tell them about your experience?

Would you recommend that other agencies ask parents and caregivers about parental
stress or depression? [If yes, ask them to identify which agencies or types of services.]

If a family member reveals an ongoing problem during the interview, ask if it’s ok to
discuss with their service coordinator.
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Figure B.6
Screening/Assessment Tracking Form

Healthy

(A )
I Raise
/iy

Children PrOjeCt ID:

Screening/Assessment
Tracking Form

Family Information

Child Name:

Child Birth Date:

Child Sex: Ethnicity:

Caregiver Name:

Relationship to Child: Caregiver Sex:

Referral Information

Referral Source (AFIT):

Depression Only (Project):

Date of Referral:

Alliance Information

Service Coordinator:

*kkk

O New Alliance Family
o IFSP
o Tracking
o Tracking with depression as only risk factor

O Existing Alliance Family
o IFSP
o Tracking
o Tracking with depression as only risk factor

Screening Information

Screen Date:

Screen Result:
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Figure B.6—Continued

Screening Tracking Information

Date Event Completed Positive Score

(Initial home visit, (Yes, No, (Yes, No)
3-, 6-, 9-month Refused)
contact, other)

Baseline Screen
(PHQ-2)

Baseline Screen
(PHQ-9)

6-Month Screen
(PHQ-2)

6-Month Screen
(PHQ-9)
12-Month Screen
(PHQ-2)
12-Month Screen
(PHQ-9)
18-Month Screen
(PHQ-2)
18-Month Screen
(PHQ-9)
24-Month Screen
(PHQ-2)

24-Month Screen
(PHQ-9)

Comments/reason screens were not offered or declined:
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Figure B.6—Continued

Assessment Tracking Information

Date Event Completed PSI-SF

(Initial home visit, (Yes, No, Score
3-, 6-, 9-month Refused)
contact, other)

Baseline Assessment

6-Month Follow-Up
Assessment

12-Month Follow-Up
Assessment

18-Month Follow-Up
Assessment

24-Month Follow-Up
Assessment

Comments/reason assessments were not offered or declined:
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Figure B.7
Referral Tracking Form
N Referral Tracking Form
Raise
' 71Y' ), Healthy .
& Children Proiect ID:

Caregiver Information

Caregiver Name:

Caregiver Birth Date:

Caregiver Contact Information:

Does this caregiver have Medical Assistance?

Yes O MA ID #:
No O

Does this caregiver have private insurance?

Yes O Specify:
No O
Comment:

Child Information

Child Name:

Child Birth Date:
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Figure B.7—Continued

U )
X\ Raise
'(/Y)) Healthy

Children

Caregiver Needs

To help tailor services, determine if the caregiver has any of the following (check all
that apply):

Alcohol use/abuse or past history

Drug use/abuse or past history

Transportation needs

Domestic violence

Diagnosed mental health disorder (e.g. bipolar disorder)
Currently pregnant or has had a baby within 6 months
Other needs

Specify:

Oooooooao

Is the caregiver currently receiving behavioral health services?

Yes O From whom:
No O

If yes, would caregiver like a re-referral to this agency/individual?

Yes O
No a Why not:

Has the caregiver ever received behavioral health services?

Yes O From whom:
No O

If yes, would caregiver like a re-referral to this agency/individual?

Yes O
No a Why not:

Currently, would the caregiver like a referral to behavioral health services or other
supports?

Yes O
No a Why not:
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APPENDIX C
Outcome Measure Linkages

Figure C.1 details the linkages between the process and individual-level outcome measures.

Figure C.1
Process and Individual Outcome Measures

Process measures
Screening and identification

4,185 caregivers 228 families
screened 152 families referred from
315 caregivers self-identified community
screened positive partner

695 families identified for referrals

Referrals made for 429 of the 695 families
identified for referral (62 percent)

Individual outcome measures
4,185 completed baseline PHQ-2

305 of the 429 referred families
engaged in any services (71 percent)

395 positive PHQ-9 screens
401 completed baseline PSI-SF

290 with positive PHQ-9
111 with negative or no PHQ-9

4

904 completed baseline PHQ-9

753 with positive PHQ-2
151 with negative PHQ-2

-

82 completed follow-up PSI-SF

149 completed follow-up PHQ-9

RAND RR122-C.1
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APPENDIX D
Reference Studies

Tables D.1-D.3 detail the reference studies used for the screening, referral, and engagement in
treatment rate comparisons.
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