SC ECCS Implementation Plan Narrative


[image: image1.wmf] 


[image: image2.jpg]od CoMprehg,,
L,

U Early Care [S)
Q/ and 3
Education

Medical Homes/ = Social-Emotional
Health Care ECCS \ Development/

/ Mental Health
l Integration

Critical Components

; Family
f Early Childhood
\o A oo/ Leadership

N o Development

Parenting
Education

Family Support
Services

Governance
Financing

Communications




[image: image3.jpg]


[image: image4.wmf] 






      

Vision:

The vision of SC ECCS is for all children and families to have access to integrated, high quality infant/early childhood services and supports necessary for optimal child development.


Mission Statement:

SC will create a lasting partnership of families, communities, and service providers to develop extensive, high quality health, family, child and early education services to support the readiness of all young children for success in school and life.


      

Guiding Principles:

· South Carolina cares for all young children and wants the best life possible for them.

· All children have the ability to learn and be healthy regardless of race or income.

· Health and development can and should be optimized for all children.

· Children need support for growth and development before preschool.

· Parents can help improve their children’s school readiness and health outcomes if given access to services and support.

· It is important to build services that are responsive to the strengths and needs of families.

· Maintaining a spirit of collaborative planning is critical to our success.
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Creating a Comprehensive and Integrated System for Early Childhood  

SC ECCS has been engaged in its planning for three years. The strategies for long-term development are ambitious, multi-faceted, and expensive. State government in South Carolina shares the plight of other states regarding drastic budget cutbacks in the current economic climate. To get started with possibly no funding, SC ECCS has selected four major strategies of transcendent importance across all five ECCS critical systems components: medical homes, early care and education, parenting, family support, and social-emotional services.   The four implementation strategies are essential to a comprehensive, integrated early childhood system. Together they will constitute the foundation and framing for building the complete structure of our early childhood comprehensive system of integrated, high quality services. The four strategies are: 

(1) a Quality Enhancement process a Consortium for Comprehensive Early Childhood Professional Development

(2) an Early Childhood Resources/Care Coordination System, and

(3) a Finance and Systems Coordination

Together these strategies provide assurance that ECCS in South Carolina will not be a collection of add-on programs but rather:  a system that is comprehensive, integrated across all its components, and achieving positive outcomes in early childhood development and school readiness. 

Children in South Carolina suffer from numerous impediments to healthy development. Alarming numbers of babies are conceived through unplanned (50%) and unwanted (12%) pregnancies. During pregnancy many women do not receive adequate prenatal care and also experience high stress (23%), low social support (15%), and abuse from their partners (6-8%). Forty three percent of births are to single mothers, 24% to mothers with low educational attainment, and 13% to teens.  Over one baby in ten is born prematurely and with low birth weight. 

Many young children grow up in poor or near-poor families. For their first 5 years before kindergarten, poor children spend the majority (63%) of their waking hours in the care of their mothers, as compared with 54% for children over 185% of poverty. The remainder of their waking hours is with their fathers or relatives, or in some form of child care. For poor children, only 15.5% of their waking hours before kindergarten are in formal child care, Head Start, or pre-school; and it is only 22.5% for children above 185% of poverty. Participation in child care is very low during the first two years of life but increases steadily until the majority of children are participating by ages 3 and 4 years. The quality of this care varies greatly.  Unfortunately much of this care does not promote significant development of language, pre-literacy, social skills, appropriate behavior, curiosity, and foundational work habits of planning, persistence, and accomplishment. 

The weaknesses of care are pervasive in not only formal care but also family, friends, and neighbor care, and even maternal care. A major challenge and a primary focus of the proposed ECCS strategies for increasing child development and readiness, is improving the quality of care, whether by mother and family or by formal child care providers. 

Children suffering from disabilities and chronic health conditions are at significant readiness risk. These children with special health care needs (CSHCNs) require both medical and other health care services and appropriate support from caregivers. Many children (40%) have one or more disabilities and/or chronic conditions such as asthma (10%), emotional and behavioral problems (10%), and developmental delays or physical impairment (3%). Overall, parents report that 2.6% of their young children have one or more severe conditions, and 13.6% have either moderate or severe conditions. South Carolina’s early intervention system, BabyNet, for children with developmental delays now serves only 3% of children ages birth to three. Defined by the Office of Special Education Programs (OSEP) as having a narrow eligibility threshold, BabyNet is being forced by budget cuts to make major changes that may narrow its service population to 2%.  Earlier identification of disabilities/developmental delays and expansion of services to meet the needs for these children is an important challenge. Building capacity for true medical homes for every child, especially CSHCNs, is a top ECCS strategy.

ECCS will promote and support the assurance of high quality services that address the developmental risks of young children by upgrading, expanding, and integrating the medical homes, parenting/family support, early care and education (ECE), and social-emotional services in South Carolina. Starting with the four priority strategies, ECCS will strengthen the effectiveness of existing services with greatest emphasis on the needs of children at highest developmental and readiness risk.  

ECCS Planning began soon after the school equity-funding ruling in December 2005 from Judge Thomas Cooper that states students “are denied the opportunity to receive a minimally adequate education because of the lack of effective and adequately funded early childhood intervention programs.”  Both sides appealed to the Supreme Court in June 2008 although no ruling has resulted as yet.  The Cooper ruling remains as a beacon of hope to obtain adequate funding for many of the ideas expressed in this ECCS implementation plan and for early childhood advocates.

Along South Carolina’s ECCS planning path, multiple stakeholders have participated in work groups focused around the five critical system components.  An early decision of the ECCS Executive Planning Committee was to combine the Parenting Education and Family Support planning groups.  An existing Medical Home group embraced the ECCS planning perspective, anxious for partnering with other child and family serving agencies.  The establishment of the Social-Emotional and Mental Health work group generated the most new energy around early childhood systems work, having no other similar venue to bring these stakeholders together for planning. The ECCS Early Care and Education workgroup was strongly influenced by recent outcomes of the SC Task Force on Cost of Quality Care and Education’s long-term collaborative planning effort.  The voluntary child care rating system that resulted from this planning had not been implemented as a reality,  and readiness to invest time and effort into a new planning effort was viewed skeptically.

The MCH Bureau, sponsor of ECCS, is part of the SC Department of Health and Environmental Control (DHEC).  Within MCH, the ECCS coordinator works in the Division of Women and Children’s Services (WCS).   ECCS planning and implementation leadership is shared among WCS staff that focus on social-emotional development and medical homes.  Other Divisions within DHEC partnering in ECCS planning and implementation are the Division of Special Health Care Needs (which includes Part C), and the Division’s of Perinatal Systems, Oral Health, and Obesity Prevention.  

A primary leadership partner for ECCS planning and implementation is the SC Kids Count Director and Director of Planning and Development at the SC Office of Research and Statistics. Other critical partners in ECCS planning groups include SC First Steps (school readiness agency), Department of Education (early childhood and IDEA Part B), Family Connections (parents of children with special health care needs), Parents Anonymous, SC Department of Developmental Disabilities and Special Needs, SC AAP, Greenville Hospital’s Developmental Behavioral Pediatrics, University of South Carolina Departments of Neuropsychiatry and Behavioral Science, College of Social Work, and Early Childhood Education, and United Way.  

Active partners in all phases of planning and who served on the ECCS Executive Planning Team include Department of Social Services (Child Care Administrator), Head Start (Collaboration Director), Department of Mental Health (Director, Office of Children and Family Services), and Children’s Trust Fund, (CB CAP, Strengthening Families).  These participants each attended the March 2008 Federal Partnership meeting.

The SC ECCS planning phase also included a series of 4 stakeholder meetings in different areas of the state.  In each area, stakeholders included parents and representatives from a variety of child and family serving agencies and programs.  The stakeholder meetings allowed the Executive Planning Team to share and receive comment on the priority strategies proposed in this implementation plan.  There were an average of 30 participants in each meeting and the evaluations of the meetings received positive feedback and revealed an interest and desire for more information and involvement.

Ten SC ECCS Cross-Cutting System Issues Addressed

Early in the SC planning process the ECCS ECE work group developed a list of ten cross-cutting issues to be included in building a comprehensive system and these are defined in the section below.  These cross-cutting issues developed by SC to establish systemic vs. programmatic thinking, align closely with the work of the Early Childhood Systems Federal Partners Workgroup definition of the key elements in comprehensive systems building.
	Federal ECCS Key Elements
	SC Cross-Cutting Issues

	Governance
	Governance

Systems Management and Coordination

	Finance
	Finance

	Provider/Practitioner Support and Communication
	Professional Development

	Family Leadership Development
	

	Standards, Monitoring and Accountability
	Assessment

Targeting High Risk Children

Children with Special Health Care Needs

Quality Improvement

Quality Programs/Curriculum

Data and Evaluation


1) Targeting High Risk Children: Because the highest risk children and families need the best-organized, most effective services, ECCS must define and serve those at higher risk as the system priority.  This is also important because many low risk families are more adept at recognizing their needs and seeking and utilizing services available, whereas highest risk families too often do not.  High risk for preschool children in South Carolina can be defined in a variety of different ways such as demographics and geographic location or by risk factors that are determinants of poor child development and school readiness. 

In order to serve the higher risk families and children, the ECCS partners must actively work to  find, screen, and then assess those more likely to have the highest needs.  Each of these steps requires collaborative planning and execution.  Finding the children and families likely to be most at risk can be done primarily when an ECCS partner has routine contact with them.  Thus, doctors and nurses, child care teachers, therapists, pre-school educators, laypersons such as friends, neighbors, church members, and, most of all, parents and other family members must learn the signs of potentially serious risks.  This requires informing many thousands of professionals and tens of thousands of laypersons about the signs and symptoms of disabilities, chronic health conditions, emotional problems, language, literacy, and other child readiness problems.  They must also be trained to identify adult problems such as depression, domestic violence, substance abuse, and severe economic deprivation.  Once children and parents with the suspect signs and symptoms are found, they must be screened in a formal, reliable way to determine which of them are more likely to be at high risk for specific problems. Those indicated at higher risks for serious problems must then be assessed for a conclusive decision regarding services requirements.  Well-trained persons, typically professionals, must perform both screening and assessment.  Each readiness problem has its own specific risk features, screening procedures, and assessment instruments.  In order for these many identification, screening, and assessment procedures to be performed for the myriad of child and family risks, all ECCS partners must be fully involved.  SCECCS will implement strategies to select screening and assessment instruments and procedures, to provide training to workers for screening and assessment; and  educate laypersons regarding signs and symptoms of various types of risks. 

2) Assessment:  The role of assessment in selecting and serving the children at greatest risk has already been outlined above.  Assessment involves more than selection of highest needs families.  Assessment must determine specific needs of individual children and parents as the basis for diagnostic-prescriptive services. For example, assessment of children with social-emotional problems investigates the severity and features of externalizing and internalizing conditions.  Even though the National Survey of Children’s Health found that 3-4% of children ages 3-5 have moderate or severe emotional and/or behavioral problems, few children are being served for social-emotional problems under IDEA, especially in Part C.    

Assessment of family functioning problems typically occurs on a problem-specific basis rather than through a comprehensive system such as Parts B & C of IDEA (See details for Part C in the Parenting Education and Family Support Section).   Families troubled by domestic violence, substance abuse, and mental illness are identified and treated for their adult problems. Only abuse and neglect interventions are child-focused. Consequently, the many children in families struggling with alcoholism, drug abuse, depression, and violence do not receive adequate attention, neither assessment of their problems nor services prescribed to meet their needs.   Children suffering as a result of adult functioning require assessment of their emotional and behavioral problems but often do not have these needs assessed.  Assessment of social and emotional problems of children suffering as a result of adult functioning disorders has been discussed above.   Professionals, primarily psychologists, psychiatrists, social workers and licensed counselors in private practice or working for the Department of Mental Health (DMH), Department of Alcohol and other Drug Abuse Services (DAODAS), hospitals, or non-profits, carry out the assessment of adults.

3) Children with Special Health Care Needs: Just as identification and screening by a wide array of ECCS workers and stakeholders are now performed sporadically and too often ineffectually, similarly assessment by specialists is too infrequent and of undefined effectiveness. Through the proposed Early Childhood Professional Development Consortium and the Resources Coordination system, ECCS must develop a comprehensive system of broadly available and more effective assessment for high risk children and families. 

CSHCNs constitute roughly four of ten children ages 0-5 (27% mild, 11% moderate, and 2.6% severe) and a large percentage (at least 25%) of Cooper kids requiring priority attention as a constitutional remedy through the planned ECCS strategies. Children with severe or moderate disabilities and chronic conditions require coordinated attention from each of the sub-systems of ECCS: medical homes, ECE, parenting and family support, and social-emotional services. Coordination and integration of services to meet the needs of CSHCNs will be achieved through the four ECCS implementation strategies: resources coordination, comprehensive professional development, quality enhancement and finances/systems coordination. The details of these EC systems integration approaches are presented later in this plan, starting in the Parenting/Family section. To guide the development and implementation of these four strategies with a strong focus on CSHCNs, ECCS will create a Special Needs Leadership Committee. The ECCS Special Needs Leadership Committee will assume responsibility for challenging current provider systems to expand the scope and improve the effectiveness of their efforts in serving CSHCNs, particularly the highest risk children identified in the Cooper ruling.  By bringing the medical homes, ECE, parenting/family, and social-emotional sub-systems into formal partnership with the Parts B&C system, South Carolina should be able to move far beyond the status quo of services to CSHCNs. 

4) Professional Development:  An effective system of services is no better than the capability of its workers.  University education, both undergraduate and graduate, is important and should be an integral partner in ECCS.  University and community college courses are often deficient as professional training, especially when professors are not engaged as active partners in the service systems for which their graduates will work.  Therefore, ECCS must engage appropriate departments of universities and technical colleges as active partners.  This is a major challenge.  The relevant departments are many, including:  nursing, medicine, psychology, social work, and education.  Involving individual professors is important, but having formal commitment from deans, provosts, and presidents will be necessary in order for substantial and permanent effort to be invested.

Professional development of active workers is routinely recommended but challenging to implement.  An integrated ECCS system is dependent upon workers who understand problems, causes, and solutions outside of their core disciplinary responsibilities.  For ECCS workers to be strong partners, they must be cross-trained extensively and intensively.  Many current workers are not highly trained in their own field of work and certainly not as system partners.  A comprehensive system for early childhood services needs a work force trained to navigate the scope of services that support young children and families in need.

ECCS proposes to begin cross-system training efforts starting with the training system for licensed child care workers, working through the Center for Child Care Career Development (CCCCD).  This will be an initial step toward development of a Consortium for Comprehensive Early Childhood Professional Development (CCECPD) to provide training in core ECCS topics to all workers and to laypersons committed to early childhood development and readiness. 
5) Quality Programs/Curriculum:  Each type of service must have its formally adopted programming and curricula guidelines.  Various disciplines and program fields use different names for this:  curriculum, guidelines, protocols, program standards, program model, etc.  The defining characteristic is the formal statement of desired components, quality features, and expected practices/procedures that distinguish strong from weak programming.  Since the 1970s, Head Start has maintained program performance standards as a central part of its service delivery.  Head Start Program Performance Standards define quality services for organizations that administer Head Start as grantee; serve as a training guide for staff and parents on the key elements of quality; articulate a vision of service delivery to young children and families; and provide the regulatory structure for the monitoring and enforcement of quality services in Head Start.  Parenting education programs use the chosen program models, guidelines and/or curricula materials, such as Born to Learn for Parents As Teachers (PAT).  A comprehensive system requires fidelity to the model selected and must follow guidelines and programming curricula applicable to each problem or procedure.  

In a diagnostic-prescriptive system, programming must match the diagnosed problem(s). Thus, many models are not comprehensive enough to address the problems/needs encountered by the program workers following the curriculum guidelines.  Even when the scope of the curriculum covers many advantageous topics, the depth and specificity of the guidance is usually insufficient.  For this reason, multiple curricula supplemented with additional guidelines for individual topics not addressed in the primary curricula must be provided.  Furthermore, workers must have good training and supervisory feedback to learn how to implement the curricula effectively.  In order for ECCS to implement comprehensive curricula/programming models effectively, an enormous amount of collaborative planning, training, and interactive implementation is essential. Current practice falls far short of this ideal, thus many years of focused collaboration will be necessary to accomplish needed changes. The ECCS implementation strategy for comprehensive program and curricula guidelines will develop training modules in collaboration with the CCCCD and eventually through a CCECPD.  

6) Quality Improvement: Establishing a definition of quality is the first step in developing standards.  The quality standards embodied in program models and curricula are an appropriate starting point.  Many program models and curricula prescribe their own quality assessment procedures to determine fidelity to the model/curriculum.  Unfortunately, most program models do not provide sufficiently detailed assessment guidelines and standards to enable the program assessors to arrive at clearly interpretable conclusions. When the assessment standards or questions are too broad, the assessors must rely on their own values, priorities, and interpretations.  The trade-offs among comprehensiveness of assessment scope, interpretability of evidence regarding specific practices, and clarity of guidance to program workers are many and troublesome.  Moreover, program managers and workers may dislike being held accountable to too many standards, especially those not of their own choosing and conviction.  External evaluation may be faithful to programming/curricula standards, but findings do not change worker convictions and behavior.  Self-evaluation is often not objective or sufficiently faithful to the standards but can engage the workers in self-reflection, resulting in altered perspective and changed behavior.  Quality improvement efforts work best when they integrate explicit program models/curricula/standards, self-assessment, external evaluation, technical assistance, and professional development addressing assessment/evaluation findings.  They are more successful when they incorporate adult learning styles. Unfortunately most early childhood system components are deficient in all of the essential efforts necessary for quality improvement.  The SC ECCS implementation plan must enhance these efforts substantially. This will be done by defining the program standards and program assessment criteria as essential parts of program models/curricula selected or developed for shared programming, professional development, and quality assessment. Organizationally, this should be undertaken as part of the development of a CCECPD.

Some of the current quality improvement efforts include:

· ECE: ECERS/ITERS, High/Scope Program Quality Assessment, Head Start Program Standards, ABC program mentoring

· Parent/Family Support: PAT Self-Assessment, PCHP: KEEP, Healthy Families: HF National Credentialing Standards.               

· Medical Homes: quality improvement activities using NCQA standards

· Social-Emotional: a consortium of state agencies, including DMH, DHEC, DSS, and DHHS is currently working on a system to pool resources to enable more social workers and counselors obtain a higher level of licensure.
7) Systems Management & Coordination:  The management of early childhood system components in South Carolina could be improved substantially, both within individual programs and across the programs.  In part, the problem is that early childhood is not seen as a common field of endeavor in which all programs must work closely together, nor is there any formal ECCS governance or leadership to coordinate and guide the individual programs.  The array of organizations at the state and local levels include the following:

	DOMAIN
	State
	State
	State

	
	Public
	Private
	Local

	Health & Insurance
	DHHS and DHEC
	SCMA, AAP Chapter, non-profits, B/C, HMOs

Managed Care entities
	DHEC public health regions and medical practices

	ECE: Child Care

Schools

Head Start
	SDE,  FS

DSS/ABC

Head Start Collab Office
	SCCCA

SCAEYC

SCECA
	ABC regional staff; First Steps county partnerships,

84 school districts

	Parenting & Family
	SDE & FS

DSS, DMH, DDSN, ECE, DHEC
	United Ways, non-profits, pediatric medical homes
	46 DSS county offices, 

46 Cty Partnerships,

DMH Regions, Disability Boards, 46 County Job Service offices

	Social-Emotional
	DMH, DAODAS, DHEC, DSS
	Federation of Families, NASW, NAMI, Mental Health America of SC, Jason Foundation
	Mental Health Centers

DHEC public health regions, private practices, child advocacy centers, Federally Qualified Health Centers, hospitals


Key:  AAP- American Academy of Pediatrics; DAODAs- Department of Alcohol and Other Abuse Services; DDSN- Dept of Disabilities and Special Needs;  DHHS-Department of Health and Human Services;  DJJ-Department of Juvenile Justice;  DHEC- Department of Health and Environmental Control;  DSS-Department of Social Services;  DMH- Dept. of Mental Health;  FS-First Steps;  NASW-National Association of Social Workers, NAMI- National Alliance on Mental Illness; ACMA-South Carolina Medical Association; SDE- State Dept of Ed; SCCCA – South Carolina Child Care Association; SCAEYC-South Carolina Association for the Education of the Young Child; SCECA-South Carolina Early Childhood Association

The multiplicity of public and private organizations at the state and local levels makes coordination or integration of planning, programming, and service delivery very difficult, especially when there is no common authority or coordinating structure.  The largest and most influential organizations are DHHS with Medicaid; DSS with the ABC child care program, Food Stamps, TANF, and Child Protective Services; the State Department of Education with 4K pre-school, the Part B IDEA pre-school services for disabled children, and the Family Literacy program; and First Steps with funding for all types of EC services managed through 46 county partnerships.  Other important state government organizations with some EC family resources are the Departments of Health & Environmental Control, Mental Health, Disabilities and Special Needs, and Employment Security.  Private organizations have limited resources and must be creative to gain attention from the larger state agencies with the bulk of the money and staff.

This situation has dictated an ECCS strategy of engaging the leadership of the major agencies controlling most of the resources, since county-level organizations are dependent on funding from these key state agencies.  There is no history of local funds from property, sales, or income taxes for health and human services programs.  Only the 84 local school districts generate a substantial portion of their own resources, but less so than the average state in the US (SC = 45 % local, 45 % state, and 10 % federal funds for public schools).

Indicators of management capacity for ECCS participation are: the length of tenure as directors of key management positions over the most significant ECCS programs, the years of experience in applicable fields, and the strength of educational preparation for the work supervised.  Many managers and higher supervisors lack training or experience with a variety of critical ECCS systems performance features.
It is crutial for SC ECCS to develop one or more strategies for engagement, training, and technical assistance for these critical managers.  Several strategies deserve consideration.  One would be an Early Childhood Leadership Team (ECLT) comprised of the key managers.  It could serve as learning collaborative, a group problem-solving vehicle, and an action team to organize program initiatives of mutual interest.  The ECLT could also function as an ECCS Management Team to address critical cross-cutting systems needs such as professional development, data, evaluation, and finances.  The initial system priorities for the team will be planning and then supporting a consortium for comprehensive early childhood professional development and a resource coordination system.

8) Governance:  Currently there is not a system of early childhood governance in South Carolina.  At this time, SC does not have a state-sanctioned systems orchestration.  The proposed ECLT could provide a model, which creates awareness of the need for a governance entity

Governors in many states have created State Advisory Councils on Early Childhood Education and Care as directed in the 2007 Head Start reauthorization.  Governor Sanford’s Education Advisor has convened a committee to discuss the best placement for this council. Either a future governor or the Legislature may choose to establish the governance entity.  Until that happens, SC ECCS will undertake fundamental work through voluntary collaboration in the proposed EC Leadership Team as our ECCS implementation strategy for governance.

9) Financing:  South Carolina mirrors the difficulties of EC financing nationwide:  too little, too categorical, and too far removed from process and outcomes accountability.  These limitations can be rephrased positively as ECCS goals for adequacy, integration, and results-accountability.  Across the EC systems, funding adequacy is least acceptable for family support, parenting education, and social-emotional services, followed by child care,  pre-school, and healthcare.  Despite recent funding shortfalls, healthcare remains the strongest component of the system due largely to the commitment of federal and state dollars through Medicaid.  Even when programs are large enough to be significant, gaps exist in program quality and in participation of needy children and families.  One of the largest parenting programs, Parents As Teachers (PAT), serves only 10-15% of at-risk families, ABC child care vouchers are received by only 20% of eligibles and cost per child is less than half of minimum standards.  Head Start serves 40% of potential eligibles; 4K preschool receives state funds for 10-15% of the need and serves only 40% of the FTE enrolment required of poor children needing service.  The parenting education, family support, and social-emotional services reach a tiny share of needy families

Integration of funding is rare.  Most dollars are categorical and spent narrowly on targeted needs within each program. The Children’s Trust of SC has recently initiated a Funders Collaborative that includes leaders in SC’s key child and family serving agencies and private foundations that have a targeted mission to fund in state.    

10) Data and Evaluation:  Data collection, analysis, and evaluation fall far short of the ideal desired for SC ECCS.  Individual data systems typically are under-designed and often not managed effectively.  Fortunately, the recent emphasis on EC issues has led to commendable efforts increasing the data elements collected and doing so more consistently and accurately.  Two pacesetters have been the SDE’s Family Literacy Online Information System (FLOIS) and the First Steps web-based data system.  Both collect individually identifiable data with confidentiality assured. Similarly, DSS childcare licensure and the ABC program are developing a substantially expanded data system that will provide critical information on childcare providers.  SDE is developing its own education data warehouse with unique student identifiers, including the youngest children.  All of these client information systems already can be integrated through the SC Data Warehouse managed by the State Office of Research and Statistics.  ORS recently has taken data files for a one year cohort of births and has linked early childhood risk descriptors to school outcomes, including test scores, retention, and special education placement.  This analysis has defined the high risk characteristics that must be targeted from pregnancy through pre-school and into elementary school.  Some high risk characteristics are birth weight under 2000 grams, child abuse, foster care, low maternal education, severe/persistent poverty, and disabilities.  The ORS analysis has shown a small, positive benefit in kindergarten from pre-school 4K that does not persist through 3rd grade, except for disabled children.  This is an example of the sophisticated evaluation possible from rich data systems linked across programs and from other data sources such as the birth certificate.  Evaluation efforts of some programs are poorly funded and unrevealing.  A welcome exception is the First Steps triennial accountability evaluation mandated by law.  The 2003 evaluation by Child Trends and the 2006 evaluation by High/Scope Educational Foundation revealed important information about program design and outcomes.  Similarly, the Education Oversight Committee has carried out evaluations of the 4K program and its recent expansion.  Another positive effort has been a longitudinal outcomes assessment by SDE statisticians of 1995/96 4K pre-school participants tracked into elementary and middle school where a positive test score advantage has been found for the 4K participants versus a comparison group.
Results accountability is often attempted but with mixed results.  Other than entitlement programs for health and child care, most federally funded programs require accountability evaluation.  Similarly state EC educators must assess results for parenting education and 4K pre-school.  Determining results depends on obtaining substantial data for program features and for clients.  The difficulty of creating such a data system has proven to be a challenge for some programs.  Even when minimally adequate data is available, program managers typically may not be trained to do evaluation.  Most program evaluation is simple descriptive analysis of program features, client characteristics, and whatever outcomes can be determined.  Evaluations that investigate program quality and client targeting, participation, and outcomes are not available for EC programs in South Carolina.  Even the expensive triennial evaluations of First Steps have been unable to combine assessment of both program and client outcomes.  The 2003 evaluation by Child Trends, though constrained by poor data availability, provided a thoughtful description of program features, as compared with an excellent but rather synoptic summary of research findings on best practices.  The 2006 evaluation by High/Scope was very databased. It used regression analysis to investigate participant risk characteristics and a few outcomes; however, little program quality analysis was done.  Even these two high quality investigations by well-qualified evaluators fell far short of the results-accountability desired by decision-makers.  Insufficient data on program features and clients has been the major problem.  

SC ECCS will adopt as an implementation strategy the creation of an ECCS Data and Evaluation Workgroup reporting to the planned EC Leadership Team.  The ECCS-D&E Workgroup will seek to review and support upgrades of individual program data systems, linkages across systems, and collaborative analysis of the data.  Initial priority will be given to expanding content and improving accuracy of individual program data systems, analyzing high risk characteristics for targeting during pregnancy and through ages 0-4, and outcomes analysis for program participants.

Moving from Planning to Implementation

During the final year of planning, ECCS has already been a catalyst in new implementation projects.  These projects include:  a grant award from the Administration for Children & Families for Supporting Evidence Based Home Visitation Programs to Prevent Child Maltreatment, the Council of State Government grant award to influence obesity prevention policies effecting the early childhood years, and the Commonwealth grant award to participate in Technical Assistance for the Help Me Grow replication project.  Each of these grants will propel the work of SC’s ECCS Implementation Plan.  

	
	South Carolina Early Childhood Comprehensive Systems 
	 IMPLEMENTATION PLAN OVERVIEW
	Focus:  High risk children with: disabilities and special needs; social-emotional / behavioral problems, and speech/language and literacy problems
	

	Critical 

Content 

Areas
	I.  Child/Family Identification, Assessment & Resources Coordination 
	II.  Comprehensive Personnel Development
	III.  Quality Enhancement
	IV.  Finance and Systems Coordination

	Early Care and Education
	· Identification of high risk children and referral to providers and Resource Coordinators

· Identification for Inclusion
	· Professional Development System (PDS) through CCCCD

· TA Network

· ECE core knowledge competencies

· PDS for ECCS cross-system issues
	· Quality Based Incentives in ABC

· Technical Assistance (TA) Network

· Early Learning and Infant Toddler standards

· Programming and Curricula

· Child Care Health and Early Childhood Mental Health Consultant Models
	· CCCCD/PDS

· Early Learning Council

· ABC & Data Bridge

· TA Network

· Child Care Coordinating Council

	Parenting Education and 

Family Support
	· Build Resource/Service Coordination (RC) System (Help Me Grow)
	· Expansion of CCCCD to provide parenting and family training

· CCCCD extends registry and documentation of training to parenting/family workers
	· Quality assessment and TA for parenting and family programs

· Training to assure needed competencies

· Parent decision making and leadership
	· Resources Coordination System

· PDS through expansion of CCCCD

	Social Emotional Development and Mental Health
	· Promote training in SE early mental health screening/ assessment

· Promote training on screening for parental SE/MH needs

· Masters-prepared early mental health counselors in every SCDMH region.
	· Train partners on SE development

· Establish a registry of professionals with 0-5 S/E and early childhood MH expertise

· Establish 3 tier system of SE/MH competencies for certification

· Link to higher ed for graduate level PD
	· Identify and promote evidence-based practices

· Cross systems training on SE Development and early mental health issues


	· Link to other data systems

· Link SE/MH services to medical homes and early childhood providers

· Collaboration for systems evaluation (client sensitive data sharing)

	Medical Homes and Health Care
	· Promote using standardized screening procedures recommended by AAP 

· Screen for parent SE/MH needs

· Promote reimbursement for MD resources coordination by medical homes

· Participate in RC system working with DHEC and SCAAP
	· Training through statewide medical forums such as CATCH, SCAAP, and PRIDE

· Participate in cross-systems training and the early childhood professional development system
	· Plan, Do, Study, Act process for implementing changes and improving pediatric primary care

· Promote NCQA standards for Medical Home


	· Work with SCAAP, DHEC, and managed care systems to allocate funding for care coordination services and linkages to other ECCS




ECCS Key Element:  Parenting Education and Family Support 

The planning group for Parenting Education and Family Support focused on critical systems changes that would be affordable and compelling to decision-makers.  The group determined activities for the four overarching priority implementation strategies:  I.  Quality Enhancement II. Professional Development, III.  Early Childhood Resources Coordination System, and IV.  Finance and Systems Coordination.  

These activities are targeted toward the15% of children at greatest risk from birth through 4K pre-school who are those predicted to score Below Basic 1 (the lowest scores) on the state achievement test in elementary school.  This 15% target also defines the children for whom 4K pre-school alone will not be “an opportunity for a minimally adequate education” which Judge Thomas Cooper ruled as a constitutional mandate in December 2005.  Targeting these highest-risk “Cooper Kids” is the only viable strategy for attracting legislative support for children 0-3 before they enter 4K pre-school currently being piloted as the sole early childhood constitutional answer to this ruling.  

These highest risk children can be viewed through three service subsystems:  1) Special Needs (Part C/ BabyNet plus Part B school-based special education), 2) Family Literacy (Even Start and parenting programs such as Parents As Teachers and Parent Child Home), and 3) Family Functioning Support (a fragmented non-system of Mental Health, Social Services, Alcohol and Drug agencies serving families with problems including depression, domestic violence, substance abuse, and severe economic deprivation).  Too often these services are inadequate in targeting and coverage of the at-risk, in program efficacy, in professionalization, and in integration with other needed services.

The overarching implementation strategies selected for the ECCS plan will address these deficiencies.  The Early Childhood Professional Development System proposes to expand upon the Center for Child Care Career Development to create a wrap-around ECCS entity, the Consortium for Comprehensive Early Childhood Professional Development, by adding extensive training to address parenting, family, health, and social/emotional needs. The Quality Enhancement process will work through the Special Needs, Parent Education/Family Literacy, and Family Functioning systems to define effective practices, monitor program quality, and guide efforts toward greater services quality and effectiveness.  The Early Childhood Resources Coordination System would upgrade high-needs identification and care coordination and integrate the three sub-systems that now exist.  

The strategies and their parenting education and family support activities are squarely aimed to help the 15% of children at greatest risk of entering 4K pre-school unready to succeed in reaching K-5 academic standards.  The strategies will offer decision-makers critical yet affordable ways to serve the highest risk children with professionalized services as a major component of the constitutional remedy required by the Cooper ruling, if it is upheld by the SC Supreme Court.

Current Status:  Parenting Education and Family Support  

The three service sub-systems proposed for incorporation into a Early Childhood Resources Coordination System need substantial upgrading and integration.  Important service delivery improvements include: child and family needs assessment, targeting for child and family recruitment, scope and content of services provided, intensity and duration of participation, care coordination procedures, integration with other services, professionalization of the workforce,  and evaluation of effectiveness. These sub-systems vary in development from the well-established BabyNet as Part C of IDEA to the non-system of unaffiliated family support services addressing family functioning problems.  The Parenting Education/Family Literacy System is less structured than BabyNet because it is fragmented across funding sources and overly decentralized through 84 school districts and dozens of other service providers.  The proposed strategy recommends coordinating these systems through one coordinated Early Childhood Resources Coordination System. 

The Special Needs System is comprised of BabyNet and school district preschool special education services (IDEA Parts C and B). BabyNet served 5,035 children with developmental delays and diagnosed disabilities in 2008.  BabyNet serves roughly 2.5-3.0% of children under age 3, while the school districts Part B served 1,745 children or 3.1% of 3 year olds.  Limited in funding, BabyNet has targeted the most disabled children with established risk or significant developmental delay.  
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Infants and toddlers eligible for South Carolina’s Part C system must meet the criteria of Established Risk/Qualifying Condition or Developmental Delay.  BabyNet has an approved list of over 125 medical conditions diagnosed through various assessments/medical tests that are known to be associated with delays in one or more developmental domains.  Without a qualifying diagnosis, children are assessed for BabyNet eligibility using the Assessment, Evaluation, and Programming System (AEPS) Volumes 1 and 2, a curriculum based assessment from Bricker, Cripe, and Slentz.  A child is eligible for Part C if results of the AEPS reveal functioning at or below the cut-off in one or more developmental domains.  Children may also be made eligible for Part C through the process of “informed clinical opinion” which combines assessment scores, parent concerns, child observations, and medical history/physician concerns.  

In Jo Shakleford’s 2004 categorization of states according to use of informed clinical opinion and biological or environmental risk factors for Part C eligibility determination, South Carolina fell into the “narrow eligibility” category.   Thus, those with less severe or unverifiable disabling conditions do not receive IDEA services. Many of the children typically referred to as “at risk” would fall into Shakleford’s biological or environmental risk factors.  It is these children falling outside of Part C who would be targeted for service under the ECCS strategy for serving children at high risk for school failure.  These are the children implicitly identified in South Carolina’s school equity funding lawsuit by Judge Thomas Cooper who ruled in 12/05 that children in SC “…are denied the opportunity to receive a minimally adequate education because of the lack of effective and adequately funded early childhood intervention programs…”. Further, the ruling finds that the SC General Assembly has a constitutional obligation to create a system that will enable children at risk to begin school with an education that makes them more equal with their non-at-risk peers.

A minority of Part C eligible children enters the system with diagnosed disabilities while most have communication problems, which are more difficult to identify and assess early and conclusively.   All ECCS partners must improve child-find efforts through identification, screening, referral, and/or assessment.  Based on the 5.7% of preschool and 10.0% of kindergarten students served as disabled, it would seem that our Special Needs System should seek to serve 4-5% of children ages 0-3.  Also, improvements in services integration and effectiveness are needed.  Program workers across the early childhood system could do a much better job identifying and serving children with special needs if they were properly trained and formally engaged within an integrated childhood system service system.                                                                                                                                                                                                                                      

The Parenting Education/Family Literacy sub-system is also not currently integrated.  Each of the 84 school districts receives state funds to offer a Family Literacy program, which must be intensive, comprehensive, and integrated.  The State Department of Education expects these programs to adopt the federal Even Start model, integrating their 4 key services including:  adult education and parenting training for adults, early education (typically center-based) services for children, and parent-child interaction. These programs have very limited resources and they struggle to balance serving increased numbers of needy children and parents with greater intensity and comprehensiveness of service.  Following Even Start eligibility guidelines (families in poverty and not having completed high school) is effective in targeting moderate-to-high risk families (among the 15-20% both poor and undereducated).  However it does not necessarily find and serve the children at greatest risk most likely to score BB1 in elementary school.  In 2006/07 the Family Literacy program served 789 children, roughly 0.3% of all children ages 0-4.

Other parenting education programs offer family literacy services in the school districts’ service area.  Although 25 First Steps (FS) county partnerships contract $6 million to school districts supporting parenting and family literacy programs serving almost 3,000 families, 23 FS FS partnerships themselves operate parenting and family literacy programs serving over 600 families at a cost of $2 million.  In addition there are Early Head Start, non-profit, and other programs scattered across the state.  These school district, First Steps, Head Start, and non-profit programs interact in a complex mixture of competition and collaboration.  In South Carolina, there are 90 Parents As Teachers (PAT) programs.  One county with 2,200 low income children under age 4 has 6 separate PAT programs serving a total of 227 children, 10% of the targeted low income children. Each program served roughly 40 children.  Consolidation through merger of so many providers and professionalization of their workers is essential for effective parenting education and family literacy.

A Family Functioning Support Services sub-system does not currently exist in a fashion that could be described as a system.  Several statewide service systems and a myriad of independent, local-based providers address the needs of families with serious functioning problems likely to hinder the development of their children.  Services to these families typically focus on adult rather than child needs.  Most do not address child development to any significant extent.  The major statewide systems are the Departments of Mental Health, Alcohol and Other Drug Abuse Services, Disabilities and Special Needs, and Social Services.  Others include Vocational Rehabilitation, Employment Security, Corrections, Probation and Parole. Also, the Foster Care Review Boards service children from dysfunctional families.  In addition there are many independent non-profit organizations such as Women’s Shelters or Family Service Centers serving family functioning problems. This wide array of services cannot be merged or even closely integrated.  ECCS proposes that a regional Resources Coordinators structure could support the Family Functioning sub-system for the needs of families with children at highest developmental risk.

The coordination and integration practices of Special Needs, Family Literacy/Parenting Education, and Family Functioning services currently are weak with little common cross program understanding.  Because there is no super-system or even a formal expectation to integrate their services, the providers tend to collaborate “as needed” in highly varying ways.  The primary method of inter-provider collaboration is referrals for additional services.  Other forms of collaboration are less common.  These include help in recruiting families, shared professional development, and integrated service to each family (with the Even Start model as one positive exception).  In part, the lack of integration across providers reflects the under funded, low intensity nature of the services.  Also it reflects the parochialism of specialized service providers who see their mission narrowly as delivering a good service rather than enabling clients to overcome their most important problems to reach important personal goals.  These deficiencies tend to be worse where the programs do not operate under a holistic service model prescribed by the funding source or by a national accrediting body that emphasizes integrated services. 

Many of the federally funded programs emphasize comprehensive, integrated service:  i.e., IDEA for special needs children and Even Start for family and child literacy.  Some national accrediting bodies promote comprehensive, integrated service:  Healthy Families America to an exemplary degree, Parent-Child Home not at all, and PAT in a limited fashion.  Only the IDEA-governed Special Needs System is strong on integration, using a service coordination model with an Individualized Family Service Plan (IFSP).  Family Literacy programs are weak in collaboration for needs outside the core program services. Their care coordination and collaboration with health, economic and social services providers are usually limited in scope and intensity.  Family Functioning services typically do not collaborate well for child needs and often only for a limited scope of adult needs beyond the specialized problem-focus of the provider.  Direct treatment providers for mental health or substance abuse tend to be less collaborative than economic services or domestic violence programs which must work with other providers to meet the needs of their clients.  

Strategy for an Early Childhood Resource Coordination (ECRC) System:  In order to assure integration of services for the three sub-systems, ECCS proposes that a regionally organized system of Early Childhood Resource Coordination be created statewide to serve the highest risk children and families.  The purpose of an ECRC is to enhance child development and school readiness.  Its priority is to seek, screen, select, and serve the 15% of children ages 0-3 who are at greatest risk of subsequently scoring Below Basic1 in elementary school.   Screening and assistance will be organized to address the disabilities, health, language, literacy, social and emotional needs of the children and the literacy and family functioning problems of their parents.  

By targeting service to the highest risk 15% of children, the ECRC strategy will define the missions and focus of the three sub-systems.  Because BabyNet serves only 2,5-3% of children under age 3 and the Part B school providers serve only 3% of three year-olds, expansion of service to additional high-risk special needs children is planned, perhaps reaching 4-5% of children under age 4.  The children to be added include those with: social-emotional problems evidenced by behavior disorders; speech and language impairment; and other delays that either do not meet current eligibility guidelines or have not yet been identified for service.   An ECRC system would be especially important for the Family Literacy and Family Functioning services whose adult-orientation insufficiently addresses child development and readiness.

A statewide governance and supervisory authority must be designed to direct an ECRC system.  Regional staff could facilitate and monitor overall resources coordination performed by the three sub-systems to guide and assure targeting and effective support for the development and readiness of the 15% highest risk children. The major challenge will be to enlist active assistance of all ECCS systems, especially medical homes, child care, and service providers addressing family functioning problems. 

In September of 2008, SC was awarded one of the first 2-year technical assistance grants for states to replicate a Help Me Grow system.  Help Me Grow (HMG), the exemplary program model for early detection of developmental issues and service coordination developed in Connecticut, is being planned for implementation to start in Greenville, SC.  This collaboration model enlists all appropriate community providers to identify and coordinate services for at-risk children who are not already served by BabyNet and public school special education.  ECCS leaders are on the core leadership team for this replication effort.  Implementing Help Me Grows proven model in Greenville will be a concrete step toward the vision of a statewide ECRC system.

As mentioned earlier, the Parent Education and Family Literacy sub-system now exists as a loosely coordinated system through school-based Family Literacy providers in all 84 districts, providers through county FS partnerships, Early Head Start, and local non-profits.  Many of these providers are small, without specialized capacity, and serving only a few dozen families.  In order to create an organized system for family literacy and parenting education, SC ECCS proposes consolidation and integration of these providers into regional and large county organizations.  

Parenting Education and Family Literacy programs interact primarily with adult family members; however, their adult emphasis omits effective attention to adult functioning problems.   By reducing the number of providers by at least half, the remaining programs could increase their professional capacity by creating a more specialized workforce.  Such specialization will improve targeting, outreach recruitment, and intensive training of workers for the specific child and family needs served.  

With 10% of elementary students scoring Below Basic1 in English Language Arts (ELA), the Parent Education and Family Literacy and 4K preschool programs must be integrated with K-5 literacy efforts.  By creating a statewide system of regional and county Parenting Education and Family Literacy providers, the proposed strategy will facilitate effective attention to the language and literacy needs of children reaching school unready for success in the critical ELA skills that provide the foundation for all academic disciplines.  Consolidation and integration of small, independent programs into an integrated system will be controversial.  Legislative support will be forthcoming only if elected officials understand that the critical needs of the children addressed in Judge Cooper’s ruling cannot be met by a fragmented array of small scale, unspecialized providers.

The loosely coordinated Family Functioning Support sub-system services typically often do not focus on child development issues.  Each year 2% of children under age 6 are determined by DSS to have been abused or neglected. As a result,  the Department of Social Services (DSS) intervenes with the families and children to protect the safety and healthy development of these children. However, services to meet their needs are often insufficient to overcome the harm caused by maltreatment. Both children reported as victims of maltreatment and many others harmed by unreported family dysfunction need an array of services to support their healthy development. The Early Childhood Resources Coordination Strategy proposes to integrate family functioning supports through the efforts of Family Functioning/Resources Coordination workers.  These workers will engage and integrate the mental health, social services, substance abuse, domestic violence, employment, and other services, including a consistent emphasis on child development.  

While communicating child development as a top state priority, Family Functioning Coordinators could pursue system design and integration, staff training, effective care management across providers, and monitoring of child and adult outcomes.  Procedures for obtaining referrals, assessing needs, developing service plans, and evaluating progress will strengthen and integrate services, focus on high risk children, and restructure services based on child and family progress.  Through redefinition of program missions toward greater child focus, through development of referral, screening, and family service plans, through staff training, and through monitoring of family and child progress, the Family Functioning/Resources Coordinators will bring vital family functioning support services into the ECCS network. 

The constitutional priority accorded to the highest risk children and the systems management by the Early Childhood Resources Coordination System should produce acceptable results without reorganizing or consolidating existing services.  Thus, the challenge will be to obtain funding for the Family Functioning/Resources Coordinators staff without having to overcome opposition to consolidation, as anticipated for the Family Literacy/Parenting System.  Statutory direction by the Legislature will be necessary to define the expanded child-focused mission of previously adult-serving programs.

Current status of Professional Development in ECE:  No system can work well if its leaders and workers are not adequately trained to do their jobs.  The scope of child and adult needs targeted by ECCS is extensive and complex.  The ECCS workforce must have training and supervision appropriate and sufficient to meet these priority needs.  No ECCS system currently enjoys workforce training adequate to the challenge of the ECCS vision.  Only health care workers are hired mainly from professional training programs that match their jobs.  Even these workers are not well-trained for many ECCS child, family, and system needs.  The Child Care system is least prepared.  Even many school-based preschool teachers have not been trained in early childhood sufficiently to handle the ECCS mission.  Family Literacy/Parent Education workers typically have not received university or in-service training on family issues.  The majority of these workers have degrees in child development, early childhood, and elementary education or in totally unrelated disciplines.  Few hold degrees in or have experienced significant in-service training for addressing adult problems.  As a result they respond poorly to family functioning problems, if they even are able to recognize these problems.  Family literacy, parenting, and family functioning workers are not well-trained regarding serious child problems, including language, speech, literacy, social-emotional, and behavioral problems or disabilities.  Moreover their supervisors are lacking the same essential knowledge and skills, so are unable to coach their staff and organize appropriate training.

The current training services for these workers are both limited and inadequate in content and structure.  PAT requires only 6 days of pre-service orientation training on its curriculum and programming.  Family Literacy lacks funds for professional development but needs to train adult educators, parent educators, childcare staff, and their supervisors.  First Steps PAT and other parenting providers receive little or no training.  Training supporting the diverse and program-specific family functioning providers has not been surveyed but certainly is grossly inadequate to cover the broad array of critical ECCS issues.

Professional Development Strategy:  Because of these serious shortcomings in training, and as echoed in other key component sections of this report, the SC ECCS Parent Education /Family workgroup will explore the feasibility of building upon the existing professional development system serving child care workers.  In the early 1990s the state’s CCDF agency, known as the ABC Child Care Program, now administered by the Department of Social Services, created the Center for Child Care Career Development (CCCCD).  The CCCCD administers: the South Carolina child care training system for regulated child care workers, the SC Early Care and Education Technical Assistance System, the T.E.A.C.H. scholarship program for caregivers and directors, and the SC credentialing system for early childhood education.  Through the child care training system, trainers must at a minimum be registered or can choose to become certified trainers by meeting higher trainer criteria. CCCCD maintains the registration and certification for all trainers in the state child care system and records the training received by childcare workers.  The content of this training through CCCCD is defined by the child care licensing regulations but includes many cross-cutting ECCS topics such as child growth and development, health and safety, discipline and behavioral issues.  This system is successful because it is aligned with child care regulatory requirements and supported by the ABC Program Standards as well. These topics are essential for parenting and family workers too.  

Given this existing array of training topics of common interest, SCECCS proposes to explore the costs associated with the expansion of the CCCCD system to include training required for family support, parenting education, health, social-emotional, and other service providers.  Each of the ECCS systems will be expected to plan and organize their own training offerings.  With increased funding, the CCCCD could expand to include such additional training offerings.  The CCCCD now administers training according to established child care criteria.  Each of the ECCS systems would have to be responsible for defining required training that is differentiated to meet the unique needs of each service provider and delivered in an accessible manner.  Offering training topics of common interest to workers across ECCS systems will enhance accessibility.  Many early childhood courses for credit are currently offered through the SC Technical and Comprehensive Education Colleges (TEC).  This assures higher standards of content and instruction.  These courses are sequenced to permit accumulation of credits toward an AA degree and articulate to a BA at selected universities in the state.

Specialized credentials such as an Infant-Toddler Credential, School-Age Credential, Early Childhood Credential, and Director Credential are awarded by CCCCD as recognition for completion of certain coursework or clusters of courses offered through TEC.  TEC also supports process quality standards for syllabi, grading, and hiring of professors.  Non-degree training is offered for CCCCD-approved credit toward annual continuing education hours required for child care licensing requirements.  An infrastructure for approval of instructors and their syllabi has been established within the CCCCD through its certified trainer process.  The Parenting/Family System and other quasi- or non-professional ECCS workers acutely need this structure and its standards.  Because there are so many early childhood workers not seeking degree advancement, offering professional education on priority topics should be planned for each ECCS system.  Modes used for this training should include distance learning, via ETV or webinars, and face-to-face at sites requiring short travel distances.

The Quality Enhancement Strategy: Improving quality and effectiveness of parenting education and family literacy support programs is a huge undertaking. As discussed regarding the Resources Coordination System, there are four major sub-systems: Special Needs, Family Literacy, Family Functioning, and Resources Coordination. In order to enable Cooper Kids and other young children to develop successfully and reach school ready to achieve state academic standards, the quality and effectiveness of the current sub-systems must be improved and their services both expanded and integrated. The critical organizations that must be engaged in quality enhancement include: 

     Special Needs

· Part C: DHEC/Babynet, DDSN, SCSDB

· Part B: SDE and 84 school districts

     Family Literacy

· SDE and 84 school districts

· First Steps and 46 county partnerships     

     Family Functioning

· Mental Health: DMH and private providers

· Domestic violence and abuse/neglect: DSS and non-profits

· Substance abuse: DAODAS, DMH, and private providers

     Resources Coordination

· Resources Coordination system

· Special Needs, Family Literacy, and Family Functioning sub-systems

The process of quality enhancement will be multi-faceted. Each sub-system already has its existing quality improvement methods, though often less developed and less effective than should be acceptable. The Quality Enhancement process will be the responsibility of the three sub-systems, with support from the Resources Coordination system. Primary responsibility will reside with BabyNet for Part C, SDE for Part B, SDE for Family Literacy, First Steps for parenting education, and the Resources Coordination system for family functioning (with primary operational responsibility in the key organizations: DMH, DSS, and DAODAS). 

The elements of the quality enhancement process will involve common functions. These include: approved program models, best practices, program quality standards, self-assessment, monitoring, and outcomes evaluation. Currently some of these quality enhancement processes are already in place. Program models include: PAT and PCHP for parenting education; the Even Start framework, Motheread, Reach Out and Read, and others for Family Literacy; Healthy Families (Prevent Child Abuse) for abuse and neglect; and the Nurse Family Partnership for the full array of parent and child problems.  These program models and other national organizations produce and promote quality standards and self-assessment manuals. Each of these sub-systems (Special Needs, Family Literacy, and Family Functioning) use research-validated evidence on proven-effective practices, though the validity of the proof varies widely across studies and “authoritative” sources.  Most of these programs engage in some form of monitoring but are seriously limited in resources to monitor either on-site or through substantial interaction with individual programs. Typically, monitoring involves review of reports and data submitted by the programs. Feedback to individual programs is limited in frequency, scope, breadth, and usefulness. These limitations are reinforced by the weakness or absence of process and outcome evaluation, especially regarding individual programs. Overall, the various components (program models, quality standards, proven-effective practices, self-assessment, monitoring, and evaluation) necessary for quality enhancement definitely need to engage in their own quality improvement. This is a significant priority for the ECCS Parenting/Family strategies. Thus, the Quality Enhancement, Professional Development, and Resources Coordination strategies should be implemented as an integrated package of efforts engaging the significant organizations already working hard to help young children through parenting and family support provided to their parents. 

Finance and Systems Coordination:   There is no current governance mechanism for parenting education and family support. Nor is there even an overall system of parenting and family services but rather a collection of largely separate non-collaborating individual programs. To provide for coordination and integration of these disparate, fragmented services, SCECCS proposes several system-linking strategies through the Resources Coordination Offices. Funding must be increased significantly and targeted to the high risk families and children under the Judge Cooper remedy in order to improve dramatically the development and school readiness of “Cooper Kids”. To guide Resources Coordination and targeted, effective services delivery, data management and evaluation must be enhanced substantially.

Systems Coordination and Management will be performed by the Early Childhood Resources Coordination System through the Special Needs, Family Literacy, and Family Functioning Systems.  Regional Offices must be developed under the supervision of a state-level Resources Coordination System and for the Special Needs, Family Literacy, and Family Functioning sub-systems.  Each of these systems will concentrate on systems coordination and case management rather than direct service provision.  Regional offices will hire and place Resources Coordinators in each county to assure identification, assessment, services planning, case management, and outcomes evaluation for the high risk children.

Governance of the overall Resources Coordination System has not been determined.  Because Resources Coordination is complicated and requires considerable expertise, the Parenting/Family workgroup has expressed its preference for a board of professionals with expertise covering the range of priority issues addressed by ECCS for parenting and family needs in the 3 sub-systems.  All current governance options present expertise and other complications that must be considered during ECCS implementation.  The next steps involve defining the essential performance features and qualifications of the governance entity.  Agreement has been reached regarding the need for a statewide system of Resources Coordinators and Family Functioning as the guarantor of ECCS principles of comprehensiveness, integration, and professionalism focused on early childhood development.  Governance must be designed to assure implementation of these principles.

Funding for serving priority high risk families and children is currently very inadequate both overall and per person served.  Parenting education programs serve only 2-3% of families with young children, only 10-15% of those at risk, and under 20% of the number of high risk children targeted as Cooper Kids.  Funding per child or family is typically half or less of what is needed for appropriate quality and intensity.  Too many home visiting programs provide only monthly visits through staff paid $25,000-$30,000 a year, thus failing to attract and retain professionals who stay long enough to acquire the training and expertise necessary for effectiveness. Early Childhood Resources/Service Coordinators should handle a caseload of no more than 20 families or children. The details of program cost will be determined through the proposed Early Childhood Resources Coordination pilot project.

Data Collection and Evaluation are currently attempted but generally in an imperfect fashion.  Client-specific data has been lacking for most of the parenting programs but is now being gathered diligently by the state Family Literacy and First Steps programs.  Family Functioning service data is fragmented across numerous provider data systems.  Integration of data across systems is inadequate except for the Data Warehouse and Client Management Systems of the Office of Research and Statistics.  Redesign and development of individual provider systems that feed data into the state Client Management System and the State Data Warehouse are essential obligations of the proposed Resources Coordination System.  Such integrated data system capacity is critical to evaluation of effectiveness based on child and family outcomes compared with services provided.  Current evaluation practices are varied, sporadic, unsystematic, and typically rather ineffective for guiding program improvement or determining child and family outcomes.  Programs funded by First Steps or Even Start already must respond to statutory requirements for evaluation of quality and outcomes.  Family Functioning programs are not evaluated in ways that reveal quality or outcomes pertinent to high risk children.  State-funded Family Literacy programs are doing a good job with data reporting but have no evaluation process to interpret quality and outcomes.  

The Early Childhood Resources /Care Coordination System must undertake quality and outcomes evaluation as a primary responsibility.  Such data and evaluation capacity is essential to assure services effectively targeted and delivered to the highest risk children and their families through commonality of effort across diverse programs.  Only through such data and evaluation can the system be managed to achieve the necessary improvement in parenting, family functioning, and child development.

ECCS Key Component- Early Care and Education

The ECCS Early Childhood Committee (ECE) worked diligently for three years to finalize the strategies and action steps for the first years of ECCS plan implementation.  The long-term changes desired are more extensive and ambitious than the proposed ECCS implementation plan.   Constrained by disastrous budgetary problems and the impossibility of launching multiple initiatives simultaneously, the ECE strategies emphasize the practical themes for overall system change:  (I) quality enhancement support for ECE programs; (II) comprehensive personnel development;  (III)  child and family risk/needs identification, assessment, and resource linkage;  and (IV) finance and systems coordination.  ECE priorities will initially focus on program quality enhancement through voluntary quality rating and technical assistance. 

The ECE strategies can be addressed in the short term without major alteration in governance and finance.  Long-term efforts to implement these approaches fully especially expansion of high quality child care through family vouchers, will depend on obtaining support through the Quality Enhancement Funding strategy.

I.  PROGRAM QUALITY ENHANCEMENT (QE)      

ECE QE:  Child Care 

In South Carolina, the lead agency for child care is the Department of Social Services, which administers the state’s licensing standards, the Child Care and Development Fund (CCDF), the Head Start Collaboration office, and related child care resources.  Like other states, SC has various types of child care providers.  Many are family child care homes (keeping up to 6 children), informal family, friend and neighbor care, and others such as afterschool programs which are exempt from licensing requirements.  Consequently, there are varying levels of quality provided in our small state, especially in the impoverished rural and inner city areas.

South Carolina receives $ 70 million for the Child Care Block Grant and $ 83 million for Head Start.   First Steps and SDE share financial and programmatic responsibility for 4K programs. First Steps has a relatively small budget of  $ 7.7 million state and private dollars allocated to ECE child care services, $ 2.66 million for 4K, and 0.18 million for 0-3 services.  SDE and school districts spend $63.5 million on 4K programs and $30.3 in Pre-school Handicapped Instructional Services.  During 2002 and 2003, the Task Force on Early Care and Education developed a plan for family vouchers to assure good quality care to all children in South Carolina at a cost not exceeding 10% of family income. Today the challenging economic climate and lower than expected state revenues make substantial increases in state dollars unlikely.  

Licensing regulations mandating basic health and safety requirements were last updated in 2005 as a substantive improvement on the 1993 version of regulations.  However, with many providers meeting only minimum licensing requirements and others exempt from them or not subject to regular inspections, gains in achieving better quality have rested primarily on the shoulders of the state’s ABC Child Care Program.

The ABC program is funded through the Child Care and Development Fund (CCDF).  It was created in 1992 as a three-tiered reimbursement program, offering child care vouchers to financially eligible parents.   Voucher compensation is based upon the level of quality provided within the center or home.  The ABC program was restructured in October 2007 to improve upon the standards and add two new quality bonus levels.  Participation in the ABC program is voluntary through the levels described below:

Level A - meeting the highest standards of care provided in the state (AA Bonus)
Level B - meeting standards above licensing requirements  (BB Bonus)
Level C - meeting basic health and safety requirements (licensed or legally exempt from licensing requirements).

Prior to the ECCS grant application, early care and education providers in SC were building systems to support quality early care and education.  The SC Department of Health and Human Services was the lead agency in these early systems building efforts. In 2003 the ABC program was moved to the Department of Social Services.  

In 2002, South Carolina was selected as one of 3 states chosen to participate in a national initiative to design and finance state quality early care and education systems.  Early childhood national expert Dr. Sharon Lynn Kagan and economist Dr. Richard Brandon directed this initiative.  The SC Task Force on Quality Early Care and Education was created to develop long range plans for the system. Their work involved an 18-month planning collaborative among 32 members representing public and private sectors.   

The Task Force developed a 10-15 year plan for achieving standards defining high quality recommended by a panel of national experts.  The process required that the full task force review national recommendations, deciding to accept or reject each one.  If the task force rejected a recommendation, an alternative was proposed.  SC’s selected recommendations were analyzed through a computerized economic model to determine the actual costs of the recommendations over time.  After examining simulated costs, the recommendations were adjusted to better fit the reality of state resources.  From this 2002 effort, the Task Force recommended the following strategies:

· passage by the legislature of strengthened child care regulations 

· stronger state agency quality improvement standards to advance local ECE programs 

· expanded 4K to include all high risk children (50% of all 4-year-olds) 

· implementation of a quality rating system for ECE programs 

· greater technical assistance and financial incentives for programs to make specified quality improvements. 

· financial assistance to parents so no family would pay more than 10% of their income for ECE.

Although the full financial and quality rating/enhancement plan was determined to be too costly to implement, the work done by the task force resulted in a greater understanding of early care and education within the state.  A broad consensus was achieved regarding the supports and modifications needed to improve classroom environments and prepare children for school.  Steps toward these recommendations began and continue through ECCS planning. 

In 2006 a second group, the South Carolina Early Childhood Quality Standards Task Force, was charged by legislative proviso to focus on developing quality standards for programs serving children ages 0-4.  The final report released in November of 2007 recommends building on the existing ABC program both by improving the systemic supports needed to assist providers in achieving quality and focusing initially on teacher qualifications and Environmental Rating Scale scores.  The report states, “Supports and infrastructure, many already intact, can quickly be aligned to support provider quality advancement in these critical, research-based areas.”   

Substantial support and guidance to improve quality standards have resulted from the work of the two task forces, local First Steps quality initiatives, and improved Head Start performance standards. A central strategy of ECCS ECE partners is to consolidate recommendations from the two task forces and to promote their consideration by policymakers and elected officials.

Previous grants awarded to DHEC funded efforts to improve child care quality, affordability, and accessibility.  The resulting activities of these grants paved a path across agency boundaries to plan and promote complementary activities toward a common goal for child care.  Although there were no ongoing funds to maintain the Child Care Health Consultation grant, SC ECCS acknowledges the critical need for health and social emotional consultants to improve early childhood outcomes and will work within the training and technical assistance systems to advance specialized knowledge in these areas. These child care focused grant opportunities built the platform for leadership where ECCS could begin systems implementation planning.  
ECE QE: - Funding,  Affordable Care: 

Parents in SC often pay a large percentage of their income to purchase the best care they can afford. ABC Child Care Vouchers are provided to low-income working parents, but, due to funding constraints, the state is able to offer vouchers to only 20% of the families economically eligible for services.  It is essential to pursue additional funding to support parents and promote quality care.

In October 2007, the DSS ABC program was able to take creative measures to boost quality without additional funding.  These measures included redistribution of existing funds to recognize higher quality assessment scores by increasing weekly provider payments and per-child bonuses.  Additionally, a bonus award opportunity was implemented within levels A (AA Bonus) and B (BB Bonus) that gives grants to providers having higher quality assessment scores.  ECE-ECCS partners recognize that current funding is inadequate for moving the majority of SC’s providers into the reimbursement tiers that reflect the standards of high quality care.  

Several ECCS ECE strategies have been discussed that would promote lower costs, which ultimately must be supported by financial assistance to parents enabling them to afford high quality care.  Recognizing the highly stressed financial status of the states at this time, maintaining current improvement initiatives will be the challenge for the near future.  These efforts include: the bonus program; mini grants; data bridge; and coordination of the TA network. 

Future aspirations include:

· A grants program to support quality improvements and provide incentives for providers to participate in the ABC Child Care Program at the level they choose.  

· A low-interest loan program that providers could access for capital improvements 

· A pilot project with Welvista to cover employee medical prescriptions 

· A pilot project to provide the WAGES program supporting provider wage increases

· Partnerships to provide both Child Care Health and Early Childhood Mental Health consultants

ECE QE:  Technical Assistance:
Key to making real changes in quality at the ground level is the availability of effective technical assistance (TA) to providers.  First Steps is the primary agency providing funding and staff for technical assistance in the counties.  Quality, effective TA initiatives require a collaborative approach to advance the skills of TA providers and ultimately of the care providers themselves.  Funding is inadequate to support TA providers in the numbers and intensity needed.  The ECCS ECE partners have determined that addressing the needs of child care needs for TA is a priority issue, particularly as it folds into the overall ECCS strategy addressing professional development.  

ECE QE: Assessment: 

South Carolina has chosen to invest in the use of the Environmental Rating Scales (ERS) to assess ECE settings. Both DSS and First Steps regularly use Environmental Rating Scales with child care and private 4K providers.  The ERS are classroom measurement tools, which have been developed through substantial research to be valid and reliable.   DSS ABC staff use the ERS to assess attainment of quality standards for Level A status.  First Steps TA staff use the ERS to guide the course of technical assistance in a center or classroom and for use internally by the center for self-assessment. 
Currently ERS are used in the ABC program to assess standards met at ABC Level A, the highest level, in conjunction with ABC wrap-around program standards.  Internally developed ABC Standards are used to evaluate providers at Level B.   Since 1993 the ABC standards have been the foundation for improving awareness of, and compliance with, higher quality care.  Depending on the level assessed, the standards include measuring aspects of the overall program such as regulatory requirements, supervision of children, staff qualifications and development, health and safety, nutrition and food service, staff-parent interaction/involvement, administration, staff-child ratio, staff-child interaction, activities, and physical environment.  
Child care facilities are encouraged to meet the higher ABC standards voluntarily.  First Steps promotes the use of the ABC quality improvement system (and compliance with licensing requirements) in their 4K and child care provider quality enhancement programs.  In addition to their own cutting edge performance standards, Head Start participates in the ABC program and must meet state licensing standards.

The ECE-ECCS partners have confidence in the assessment tools used by DSS and First Steps and support Level A and Level B standards as a measurable definition of quality that can be used by providers for their improvement. ABC staff monitor providers through regular unannounced review visits.

ECE QE: Programming/Curricula

The ECE Quality Programming/Curricula Strategy seeks to engage ECE stakeholders to plan and select quality programming and curricula elements.  This activity will be supported through the proposed Quality Improvement and Professional Development strategies. 

Child care programs are not required to use specified curricula.  Licensing regulations mandate only that classroom activities be developmentally appropriate.  As previously discussed, the ABC Child Care program has detailed standards for Levels A and B that must be met. Likewise, First Steps and other partners have program standards required in order to access funding.
As the designated child care agency, DSS was mandated to ensure that early learning guidelines be developed in accordance with the President's Good Start, Grow Smart (GSGS) initiative.  GSGS is envisioned as a Federal-State partnership that creates linkages between CCDF, including funds set-aside for quality, and State public and private efforts to promote early learning.

DSS convened a group of all ECCS ECE partners and other stakeholders to develop voluntary guidelines on language, literacy, pre-reading, and early math concepts for 3, 4, and 5 year olds.  A key strategy throughout the development of South Carolina’s Readiness Guidelines for 3, 4, & 5 Year-Old Children was aligning GSGS guidelines with others already adopted by the State Department of Education, Head Start, First Steps and ABC.  Alignment includes recommended curricula.  More recently, DSS has developed a workgroup of experts to review a draft of Early Learning Guidelines for children birth to three, which will complete the continuum of guidelines from birth to five.   Despite challenges ahead in training the child care workforce regarding the guidelines, the ECCS partners believe that such child-focused training will produce significant improvements needed in the classroom environment.

II:   COMPREHENSIVE PERSONNEL DEVELOPMENT
ECE QE:  Professional Development

The ECCS ECE Professional Development Strategy is to strengthen components of the existing Professional Development System (PDS).  The PDS strategy emphasizes building a strong technical assistance network and defining core knowledge and competencies for all ECE providers.  ECCS ECE partners see the potential for the Center for Child Care Career Development to be a system-linking and alignment consortium for comprehensive early childhood professional development systems. The PDS will give special attention to further development of the SC TA Network to refine core knowledge and competencies for all ECE TA providers.  
The Center for Child Care Career Development (CCCCD) administers the child care credentialing and professional development system for South Carolina and provides an infrastructure that includes seven components:  Credentialing, Personnel Registry, Trainer Registry and Certification, Career Development, Scholarships, Web Site Administration, and Technical Assistance Certification. The CCCCD has been the lead agency for the child care Professional Development System in South Carolina since 1992.  CCDF funds provided by the South Carolina Department of Social Services are the primary revenue source for the Center.  

Review of the state’s ECE Professional Development System in 2004 led to the formation of a SC Professional Development System Committee to assess areas for improvement using the National Child Care Information Center’s guidance “Elements of a Professional Development System for Early Care and Education: A Simplified Framework”.   This 2004 review yielded two strategies to develop:   

· a systems approach to technical assistance being offered in the state; 

· early care and education core knowledge and competencies for use across all early care and education programs, from basic licensing requirements to meeting 4-year-old kindergarten standards as expectations for director/teacher/caregivers and facilities.

Because a Professional Development System is critical to quality improvement, ECCS partners will collaborate to incorporate existing professional development efforts from each ECCS early childhood sector to form a more unified system.  ECCS partners will collaborate to maximize utilization of current resources dedicated to training and professional development, and when possible, leverage these resources to bring new funds into the PD system. The existing infrastructure of CCCCD is recognized as the foundation to build upon as cross-system partners plan and identify funding to expand their scope of service.  ECCS partners will initially collaborate to improve training for  child care providers by developing curricula, training activities, and certified trainers for the following priority topics: 1) Identification, referral and inclusion for children with special needs; 2) Social-Emotional Development and Mental Health; 3) Strengthening Families; and 4) Language and Literacy.  

ECCS QE:  Technical Assistance Network

The CCCCD recently broadened its scope to provide credentialing and registry for the evolving SC Technical Assistance Network.  The TA Network is proposed as the collaborative process for all technical assistance providers to be certified and their consultation to be registered.  This strategy will assure a “single point of entry” for reviewing and certifying competency standards for child care technical assistance providers, while taking advantage of the infrastructure in place for child care professional development. The current network has approximately 120 certified TA providers.  To enhance the TA network, child care professional development plans are being reviewed to assure that TA is inclusive of under-addressed specialty areas including special needs, strengthening families, and health and mental health care consultation.

III:  HIGH RISK IDENTIFICATION & RESOURCES COORDINATION STRATEGIES

ECCS High Risk: Child Assessment

Although assessment is a term used in ECCS regarding structured determination of the skills, abilities, behavior and knowledge of individual children, childcare programs seldom engage in formal child assessment.  Since 1979, public schools have assessed the school readiness of individual children in the early years of school.  For almost two decades the Cognitive Skills Assessment Battery was administered as an objective test at the beginning of the 1st grade.  Beginning in 2000, the South Carolina Readiness Assessment was administered in kindergarten and 1st grade through yearlong teacher observations and rating of personal/social, math and English Language Arts skills and readiness. Child care programs do not routinely provide this type of child assessment. Instead they rely on program quality assessment with its research-validated relationship to positive child development and readiness progress. School readiness assessment by child care providers is planned as an ECE strategy only for identification and referral of children with special health and disability needs, including those with social-emotional, behavioral, speech and language disorders. 

ECCS High Risk:   Targeting Children With Special Health Care Needs

ECCS has recognized identification, referral, and care coordination as a central part of ECCS systems building.  South Carolina’s recently awarded 2 year technical assistance grant from Connecticut’s Help Me Grow team provides a systems structure to push early identification and referral beyond IDEA Part C parameters, bridging the gap between IDEA infant-toddler services and those provided by school districts when a child turns age three.  Though Help Me Grow system planning will begin in Greenville County, the intent is to build service systems for replication across the state.   

Child care programs encounter the majority of children before they reach school. Therefore, ECE providers can play a critical role in the early identification of high-risk children and must be trained to do so.  Identifying children at high risk, including special health care needs, is a complex task for child care centers. Once identified, these children and their families must be connected to services that enable them to benefit fully from attending child care or pre-school programs.  ECCS partners will utilize the Help Me Grow technical assistance opportunity to develop a systematic approach for early identification and referral of high-risk children and their families.  

South Carolina is categorized as a state with “narrow” Part C (BabyNet) eligibility that excludes at risk children.  The Help Me Grow system is designed to weave piecemeal state early identification activities together to create a blanket of support for children on a continuum of need.  System service alignment in Help Me Grow creates opportunities to serve families and children across a spectrum of care from documented diagnosis or delay to those with environmental or biological risks.  Training ECE workers to identify and refer high-risk children will not be effective unless there are service providers available to respond to the referrals. Within early care and education, South Carolina ECCS will focus on strategies that weave early care settings into the fabric of early detection and referral to family support services such as parenting home visitation designed for children and families at risk.   

Attention to the Care/Resources Coordination process following identification is essential in order for referrals to be handled effectively.  ECCS partners must design and construct many critical components in order for non-professional workers in childcare to play their identification and referral roles well. ECCS partners must also build capacity for response to referrals through in-depth assessment of needs, resources coordination linkage, and services sufficiently available and effective to meet the needs identified by the ECE workers. 

The training strategy also can prepare ECE workers for a much more difficult challenge: serving high-risk children in their child care programs. The knowledge and skills needed for effective service will require much more extensive training and technical assistance than for identification and referral. Currently, DSS contracts with the University of South Carolina’s School of Medicine/Center for Disability Resources for the provision of training and technical assistance to child care providers currently serving, or interested in serving, children with different needs.  This ABC Special Needs Program,  provides training and technical assistance statewide.  The program also helps parents evaluate and locate good quality special needs care and has recently expanded services by hiring contractual consultants located in areas around the state. Providing condition-specific training and technical assistance as needed when and where a child is identified places a high demand on limited staff.  ECCS partners will be seeking more portable and inexpensive training methods that can be used on-site by childcare workers.  

A workgroup was formed in 2008 to respond to the National Professional Development Center on Inclusion call for applications from states wishing to better prepare personnel to work effectively in inclusive preschool settings.  Though the grant was not awarded to South Carolina, the process of preparing the grant brought together key agencies, organizations, institutions of higher learning, and families to work toward a system of high quality, cross-agency professional development for early childhood personnel to support inclusion.  

IV:  GOVERNANCE AND MANAGEMENT COORDINATION STRATEGIES

Systems Management and Coordination

Currently several ECCS partners work directly with ECE providers, the largest and most visible being the DSS, the Department of Education, and SC First Steps.  The DSS Division of Child Care Services houses Child Care Licensing, the ABC Child Care Program (vouchers and quality improvement system), and the Head Start Collaboration Office.  Also at DSS is the Child and Adult Care Food Program (CACFP) administering the USDA Child Care Food Program Guidelines with which all regulated child care providers must comply.  The Department of Education oversees the public school 4K programs throughout the state.  First Steps funds a variety of programs, including vouchers, quality improvement activities, and 4K programs located in private child care centers.  

Since SC is a small state, these systems have a history of working together.  However, a new level of collaboration is required to make the most of scarce resources.  The ECCS implementation plan will provide the forum for agencies to share common goals, blend funding, and establish a unified vision for service provision coordinated across child and family-serving agencies.  One key strategy will be the development of a resource coordinator system to link families, from any entry point, to services they need within their community.  

Other management strategies include expanding the capacity of the Center for Child Care Career Development to certify technical assistance providers and to provide professional development opportunities for the entire ECE workforce.  The Center is funded by DSS and located at First Steps.  The Department of Education is working with ECE partners to expand the scope of CCCCD services to include public school 4k programs.

Governance

There is no central governance structure for the coordination of ECE activities in South Carolina.  Because most of the supports available to child care programs are funded with federal child care dollars, many of the programs and initiatives begin at DSS.  The agency serves as the single point of contact for all federal child care programs.  The Department of Education and First Steps share responsibility for 4K programs, while First Steps is charged with filling gaps in services to families, including child care, at the local level. 

These agencies and the other ECCS partners have historically served together on the Child Care Coordinating Council staffed by DSS.  Also, Education, DHEC, Head Start, and Mental Health are members of the First Steps Board of Trustees.  Governor Sanford’s appointment of an Early Learning Council will further enhance the state’s ability to focus and share resources, as will the ECCS Executive Committee. 

Data and Evaluation

DSS is developing a unified child care data system.  A web-based licensing data system and a customer-friendly website have been completed.  Additionally, a new ABC Quality database has been launched that contains Quality Standards documentation. Both Licensing and ABC Quality Standards data systems allow staff to use notebook PCs for real time data entry.  First Steps staff will have access to existing data for the childcare centers they serve to populate their current database.  The eventual goal will be for them to have direct access to appropriate screens via the DSS system.  All of the data changes are leading to a single database offering both family and provider friendly resources. 

Through a three-year grant from the US Department of Health and Human Services/ACF, DSS is working with the SC Budget and Control Board’s Office of Research and Statistics (ORS) on web-based child care cube technology called the Data Bridge project.   The Data Bridge project will utilize the ORS Integrated Data Warehouse to link person-level human services data from over 40 public and private partners.  As a neutral entity with neither regulatory nor program functions, ORS houses and links the data across multiple service providers.  SC policy makers initiated the creation of the Integrated Data Warehouse, recognizing the need for The Office began its work initially with a limited number of agencies and private providers.  It was the vision of the ORS and those agencies that helped to propel the more expanded version that exists today.  Agencies recognized the need forforfoprogram evaluation and outcomes encompassing information from other agencies’ both public and private data systems . that could not be met with They also recognized that information that they needed to provide better services and to coordinate were in these “legacy” systems. .  
Once created, this data bridge will allow DSS to link key child care data into two “analytical cubes”, one focused on child care providers and the other on individual children using child care vouchers.  An “information bridge” will be built between the two cubes.  Cube technology allows partners to understand the risk characteristics of families and children using child care and receiving child care vouchers.  It will also allow researchers and policymakers to assess the impact of child care policies and to improve services to children and families. Eventually, the partners will seek SDE approval to link child care, 4K, and school readiness information together.

All ECCS partners already contributing to the Integrated Data Warehouse will have access to the information generated.   Thus, integrating data systems will be a central strategy in the overall ECCS plan.  Most importantly, this data will be used to inform program policies, evaluate ECE program supports, and conduct overall child outcome studies.

ECE ECCS Summary

There has been much public debate about early care and education in South Carolina, as well as a great deal of work defining quality and building the supports that underpin a strong system promoting quality.  However, there is much work to do, especially for integration with the other critical areas of ECCS: medical homes and insurance access, parenting and family support, and social/emotional development and mental health.  Linking providers and the families they serve to all of these services will be a major ECE priority for building the framework of the overall ECCS plan. 
With a challenging economic climate and severe state budget cuts due to lower than expected state revenues, substantial increases in state dollars are unlikely for the near future.  Maintaining current efforts is the hope for the near future.   ECCS partners recognize that development of plans identifying associated costs can increase policymaker’s ability to prioritize programs that can be funded in the short term. It is imperative that the ECCS partners work in concert to develop the public will and commitment to increase dollars available to the state to improve our ECE system and support parents. Laying this foundation will become a central strategy in the overall ECE plan.

ECCS Key Element: Medical Homes and Health Care

South Carolina’s strategies for medical homes build on the state’s existing medical home efforts and center around the ECCS infrastructure-oriented key elements:  I. Child/Family Identification, Assessment, & Resources Coordination;  II.  Comprehensive Personnel Development;  III. Quality Enhancement, and IV.  Finance and Systems Coordination.   Activities and action steps for these core system elements focus on strengthening true medical homes within pediatric primary care practices and creating new access points within child-serving agencies to screen and refer children into a medical home when they do not have one. 

From the 2003 National Survey of Children’s Health, South Carolina data reveals the following: 

· 96% of children ages 0-5 are insured;

· 44.5% of families in SC report that their child (ages 0-17) receives care within a practice that provides the components of a medical home; 

· 34% of children’s parents have one or more concerns about their learning, development, or behavior;

· 49% of parents are highly concerned about their child’s learning, development or behavior 12% were not given information to address their specific concerns;

·  61% of parents report the doctor or nurse did not ask them during the past year if they have concerns about child’s learning, development, or behavior (67% African American (AA), 57% White (W));

· 69% feel their personal doctor or nurse (PDN) always spends enough time with the child (56% AA, 76% W) ;        

· 84% feel PDN always explains things in understandable way.  (81% AA, 85% W)

Disparities are evident regarding families’ perception of care received in a medical home. African American families, regardless of type of insurance, and all Medicaid families were significantly more likely to feel uninvolved in their care.

Pediatric medical homes interact with almost all children at the beginning of life where they are seen for sick and well care.  The purpose and frequency of these visits makes the medical home ideal for routine developmental screening and connection to services for those children who at risk for poor development.  Doing so requires specialized training and professional development for the doctors, nurses, social workers and care coordinators within the medical home. It also requires training professionals in other child-serving agencies about partnering with medical homes as a portal for children and families into a broad array of supportive services.  

To support and enhance early child development and health through family-centered care, it is prudent to build upon the existing organization of medical homes in South Carolina.  Medical homes in South Carolina are primarily private, independently operating businesses that subscribe to similar goals in the provision of optimal child health and development.  However, medical homes are heterogeneous in their composition, availability to those most in need, quality of services rendered, and ability to link to other community-based systems of care.  Medical practice office routines make it difficult for them to initiate and maintain partnerships with other ECCS provider systems.  Most medical homes do not routinely interact with other early childhood services providers to create and analyze ongoing collaborative planning for systems improvements.

South Carolina’s medical home initiative originated with DHEC’s opportunity to provide Medicaid reimbursed family support services.  These services have decreased significantly due to recent restrictions; however, the medical home initiative continues to emulate the tenets of family-centered care.
Another step forward for SC’s medical home initiative came from a state implementation grant for Integrated Community Systems for Children and Youth with Special Health Care Needs.  This grant’s final funding has been extended until April 2009.  After that time it is anticipated that continuing medical home enhancement activities will be partially funded through an ECCS implementation grant.

To improve access to and quality of medical homes, South Carolina has developed a partnership between the Department of Health and Environmental Control (DHEC) and the South Carolina Chapter of the American Academy of Pediatrics (SCAAP). This partnership focuses on growing the quality and scope of medical homes through strategies both internal and external to pediatric practices.  

A complement of the work done on medical homes, DHEC’s Oral Health Division established an early childhood workgroup in response to the early childhood priority in the State Oral Health Plan.  The workgroup began efforts in February 2007.  Their activities and data collection include work with Head Start, child care providers, parents, and medical homes.   The Division of Oral Health established a synergy for collaborative change across key systems areas prior to SC becoming an ECCS grantee.  Their joint planning and implementation activities have served as a model for furthering ECCS efforts to work across early childhood systems.  
Organization of SC Medical Home Project:  Internal Efforts to Improve Medical Homes

South Carolina’s medical home initiative is planned and supervised through the state chapter of the American Academy of Pediatrics (AAP) and the Maternal and Child Health Bureau of the Department of Health and Environmental Control (DHEC).  

South Carolina has approximately 600 pediatricians.  A relatively small number of pediatric practices serve the vast majority of children with Medicaid insurance, For the last three years, annual January CATCH (Community Access to Child Health) meetings have targeted these high volume pediatric practices to participate.  Over the past three years, an average of 24 pediatric medical homes have participated in the annual CATCH meeting where they have had the opportunity to network with their corresponding public health regional staff.  Medicaid and managed care staff also participated in CATCH meetings.  A combination of funding supports these meetings including the SC AAP, DHEC, and more recently, managed care entities.  

CATCH meetings provide a venue for presenting medical home effective practices and quality improvement processes, using regional team discussion groups to explore opportunities for partnership, and to provide a showcase for SC practice success strategies in their quality improvement efforts. The January 2009 meeting featured a presentation on the newly awarded technical assistance grant from the Commonwealth Fund to replicate a Help Me Grow-like system in South Carolina by the project director, Dr. Desmond Kelly with Greenville Children’s Hospital.  

Plans for future CATCH meetings include working with the American Board of Pediatrics (ABP) and the NCQA (National Collaborative for Quality Assurance) on medical home quality initiatives.  The quality initiatives are intended to a) provide qualifications for medical homes to potentially become eligible for enhanced reimbursement based on NCQA recognition; and b) provide quality review standards that meet ABP maintenance of certification for the pediatricians within these medical homes.

Strategies internal to medical homes emphasize increased application of effective practice features.  Medical home strategies must reach outside of the practitioner’s office to other child-and-family-serving agencies, so the medical home initiative will provide and promote activities that encompass key agencies.  Support for these efforts will occur at agency and organizational levels, building resources that link and provide services within medical homes.
The following is a description of the activities planned to effect systems change for medical homes.  The activities will be described using the 10 cross-cutting infrastructure-oriented elements in comprehensive system building developed by South Carolina’s planning team, and discussed separately as activities internal and external to the medical home.  Internal strategies address efforts to improve the delivery of services within the medical home itself.  External strategies address activities to improve the collaboration of medical homes with other key components in early childhood systems such as child care and parenting programs.

I. Internal:   Child/Family Identification; Assessment & Resources Coordination 

1. CSHCN:   Enhancement of the pediatric medical home is necessary in large part because of the increasing number of children with chronic conditions in need of comprehensive medical care.  Adequate chronic care management should not only provide better health outcomes for children but should save long-term health care costs as well.  Often CSHCN do not receive all of the services they need for optimal health and development, or are served in a manner that is ineffective and duplicative. For these reasons, mechanisms for care coordination must be organized within medical homes to link children and their families with external services.  Improved comprehensive screening by pediatric medical homes will enhance early recognition of special health care needs for all children.  

2. At Risk Target Groups: SC’s medical home initiative efforts will focus on improving the performance of medical homes in screening and diagnosing the needs of children and their families most-at-risk for poor developmental outcomes.  There will be an emphasis on provision of effective screening and assuring quality service for children with poor oral health, obesity, social/ emotional issues, and environmental health risks.

DHEC has implemented a care coordination process with the Midlands Medical Home Network in Columbia that includes a care coordinator as well as a parent liaison located in the practice.  

3.   Assessment:  Tools that elicit parents' concerns will be shared with SC medical home practitioners.  These tools will include anticipatory guidance, problem-focused counseling, and identification of psychosocial risk factors.  Dr. Francis Rushton, with Beaufort Pediatrics, District IV representative on the Board of Directors of the AAP, and a leader in the annual SC CATCH meetings, participated in the work reported in the November/December 2005 issue of Ambulatory Pediatrics, Assisting Primary Care Practices in Using Office Systems to Promote Early Childhood Development, headed by Peter A. Margolis, M.D., Ph.D.  The intervention was designed to help pediatric practices increase their use of standardized tools for screening and anticipatory guidance, implement systems to promote preventive and developmental care, and streamline referrals to community agencies.  This effort resulted in SC’s CATCH quality improvement work.  Specifically, efforts to enhance developmental screening and referral will be continued and will partner with the Help Me Grow technical assistance initiative to examine new practice outreach efforts that can serve as a model for other areas of the state.

II.  Internal: Comprehensive Personnel Development 
4.  Professional Development:  A goal for 2010 is to expand the CATCH meeting format to twice a year and add a learning collaborative process. The priority target audience for these meetings will be the high volume pediatric practices. CATCH planners will use existing physician training venues to promote participation in the CATCH process.  Meetings included to promote CATCH  include the annual meetings of: the South Carolina AAP, the Greenville Hospital Development-Behavioral Pediatric Division, the SC chapter of the AAFP, and the South Carolina Medical Association. 

III. Internal:  Quality Enhancement

5.   Quality Programming/ Curricula: Programming content issues for medical homes were identified through consultation with representatives of the pediatric and family medicine, communities, Family Connection of South Carolina, and DHEC/MCH.   Based on their recommendations, training curriculum focuses on four issues: family-centered care, screening for families at risk, care coordination, and linkage to other community-based services.  This curriculum will be designed by the reestablished Medical Home Team to increase the number of pediatric medical homes meeting NCQA (National Committee for Quality Assurance) standards of care by January 2011.  

6.  Quality Improvement:  Medical Home professional development techniques in SC will focus on developing the skill sets for individual medical homes to use quality improvement techniques, primarily PDSA (Plan, Do, Study, Act) processes. This technique provides focused study on specific practice behavior to implement needed modifications for improvement. SC’s medical home initiative will use a modified PDSA cycle format and will include opportunities for participating medical homes to share their experiences within the learning collaborative.   Quality improvement processes use adult learning techniques, promote the utilization of a team approach to care, and ensure that the information learned is applied to the care of children within medical homes.  

IV.  Internal:  Finance and Systems Coordination

7.  Systems Coordination and Management: Practice team management techniques will be used to improve internal medial home functioning.  Pediatric office teams will be encouraged to include at least one primary care provider, nurse, and front office staff member.  Any staff providing care coordination should also be included in the team.  The team-based approach for medical homes will focus on the provision of comprehensive care and be inclusive of building partnerships with external child and family service providers.  

8. Governance   The governance and funding of this medical home initiative is the joint responsibility of the Maternal and Child Health Bureau at DHEC (which includes ECCS), the South Carolina Chapter of the American Academy of Pediatrics, and representatives from individual pediatric medical homes and medical universities. While individual practice offices have unique internal governance structures, this collaborative approach has been embraced in SC to guide and coordinate large-scale medical home change initiatives. This approach affords large or small pediatric practices the benefit of a learning collaborative where best practice, techniques for change, practical experiences, and joint problem solving provide enrichment that a single practice could not achieve alone.   
9. Finance: Funding for pediatric practices to perform as true medical homes will continue to be a priority; therefore, ECCS will promote financial support of medical homes with DHHS and the collaboration of managed care partners. ECCS will promote the Patient Centered Primary Care Collaborative that works to ensure an adequately funded network of medical homes for all patients. Funding for the South Carolina medical home project has come from a variety of sources.

10. Data and Evaluation:  The Medical Home leadership team will select existing data elements to assess care improvement in medical home practices involved in learning collaboratives.  Data examples for tracking may include:  percent of children on Medicaid with identified pediatric medical homes ;   percent of children 13 months-36 months who have received at least one EPSDT visit ;   percent/number of developmental and psychosocial screens for children under 6 billed to Medicaid;  percent of children on Medicaid receiving preventive oral health services (varnish) ages 3 and under ; pediatric medical homes achieving enhanced NCQA status;  percent/number of children on WIC  between ages 2 and 5  with weight greater than 85th percentile 

I.  External:   Child/Family Identification; Assessment & Resources Coordination
1. CSHCN: Training will continue to emphasize the system of care emphasized in the Part B and C systems. Children with identified special health care needs, whether environmental, developmental or health-related, will be linked to the resource/care coordination system as it becomes available.  The coordinators that operate outside the medical home will serve as a conduit for necessary early childhood system services from and to the medical home. 

2. At Risk Target Groups: The medical home initiative includes efforts to optimize health and development by enlisting other early childhood services to routinely identify and link families, especially those at risk, to a medical home. At-risk population groups frequently lack access to a medical home or utilize their medical home services sub-optimally. The absence of an identified medical home is in itself an indicator of poor functional outcomes.  Resource/Care Coordinators will help the most-at-risk children to access needed services of medical homes and other ECCS providers.  Representatives from the Help Me Grow Replication Project, the Medical Home leadership team, and the ECCS Executive Committee will work to blend initiatives promoting a statewide system of resource/care coordination for all children at high risk for poor development.

3. Assessment/ Screening:  In order for children to be screened or assessed by medical professionals, they must be identified and referred to a medical home.  The medical home project will encourage and provide training for early care and education and parenting home visitation staff promoting routine enrollment in Medicaid, and a medical home for every child served in their programs.  Training will include recommendations for processes to refer children to medical homes and to encourage families to participate in routine well childcare.
II.  External: Comprehensive Personnel Development
4. Professional Development: The MCH-pediatric partnership will develop medical home training modules and presenters for ECCS early childhood partners. An initial goal is to have the modules certified and promoted through the Center for Child Care Career Development.  ECCS will promote utilization of this training by all ECCS partners.  

III. External:  Quality Enhancement
5. Quality Programming/ Curricula: Pediatric medical homes depend on non-physician

professional staff to ensure comprehensive services and to improve the quality of care given. These often require external efforts to assure care coordination, social services support, pharmaceutical management; and disease prevention services. These services are included as part of the traditional capitated payment to medical homes for care management. Pediatric medical homes must receive this external support, provided either directly through Medicaid payers or in conjunction with support from public health partners.
6. Quality Improvement:  Assessment of activities for medical home external support will be the lead responsibility of DHEC.  Family Connection will lead an annual assessment of insurance issues, with the assistance and input from the Commissioner’s Pediatric Advisory Committee and Maternal and Child Health at DHEC.  The upcoming MCH Block Grant needs assessment will be an additional opportunity to get feedback from our partners. A learning collaborative will be planned by the Medical Home Team.  Suggested areas of interest have included asthma and developmental screening.  The team will make the final decision on the area of interest.
  IV.  External:  Finance and Systems Coordination
7. Systems Coordination and Management: Medical homes must develop mutually supportive relationships with external early childhood service providers in their community. These include child care providers, pre-schools, parenting education programs, and a variety of family support services. One of the first opportunities to establish a system of resource/care coordination will be via the Help Me Grow Replication Project, beginning in the Greenville area.  The training provided through the proposed Center for Early Childhood Career Development system will be a critical vehicle for systems coordination and integration.  

8. Governance :  Medical homes are encouraged to adopt the principles and practices approved by the ACP, AAFP, AOA and the AAP.  Further, since 2006, the Patient Centered Primary Care Collaborative (PCPCC) has been a major developer and advocate for patient-centered medical homes. The National Committee for Quality Assurance (NCQA) offers standards for Patient–Centered Medical Homes measurement and recognition.  Additionally the AAP describes the elements of the Medical Home and provided a reaffirmation of their original 1992 policy statement in August 2008.  Without any formal system of governance, these external supports provide a language and structure for pediatric care change efforts in the state.  The ECCS Executive Committee and the Medical Home leadership team will work to gain cross-agency commitment for strategies integration of early childhood services support to medical homes.    

9. Funding: ECCS efforts are on-going to ensure that adequate funding will be available to support access to medical homes. Working with advocacy groups and early childhood stakeholders, ECCS will present recommendations for policy makers and legislators to ensure that all children have access to quality care in and through a medical home. Discussions in the legislature on the proposed state cigarette tax increase include Medicaid expansion and could be a source for support to medical homes.  Other possible funding sources for care coordination and other support services include monies from the economic stimulus package and designation of a portion of managed care capitated payments.  Participation of medical homes in the NCQA and PCPCC quality improvement processes will potentially enhance the possibility to obtain sufficient case management capitated payments to provide these services. ECCS plans to seek more vigorous collaborative planning with SC DHHS to explore medical home training for external partners and planning a coordinated Resources/Care Coordination system.

10.  Data Collection and Evaluation:  ECCS will need to develop a process to collect data on medical home external relationships.  A committee dedicated to designing the data collection for the Help Me Grow Replication Project specific to medical homes and children at-risk could serve as a statewide model.  ECCS will work with the CCECCD to capture training for child care center staff on the importance of Medical Homes for all children. and with DSS to determine how to measure child care/medical home support.  This data should include the number of persons trained, service facilitation transactions, and other specifics on the scope and effectiveness of external support to medical homes. Also, Medicaid data can be reviewed to monitor referral services received by children of individual medical homes.
Medical Home and Insurance Summary
No system for early childhood comprehensive services can be complete without inclusion of the pediatric medical home as an integral part. Medical Homes should serve all children in the state as the site of vaccine administration, preventive care, provision of sick care, and as the most commonly accessed system for advice and guidance on nutrition, safety, behavior, and development. The health and development issues and problems of many young children cannot be addressed effectively without high quality service from true medical homes.

ECCS Critical Element - Social-Emotional Development and Mental Health

Many young children arrive at the doors of the schools with distinct disadvantages that impede their opportunities for learning.  Through no fault of their own, they experience frustrations that place them at risk for school failure.  The behaviors exhibited in school are often the results of problems they bring with them as they enter school for the first time.  Some children may have already experienced 5 years of life within a vulnerable family affected by depression, substance abuse, domestic violence, inadequate health care, poverty, other difficult family situations, lack of English language skills, violence in the neighborhood, inconsistent parenting and physical abuse and neglect.    Crises and emergencies, life transitions and the toxic stresses of daily living create additional psychosocial problems that impede successful learning and place children at risk for not maturing into responsible adults.  Healthy social-emotional development provides protection and support for children as they begin their school years.  Early intervention is critical because social and emotional problems, left untreated, have consequences as long lasting and severe as serious physical illnesses or injuries. 

One in five Americans experiences a mental disorder in any given year yet one-half do not seek treatment.  In the US, mental illness is the 2nd leading cause of disability and premature mortality.  Mental disorders collectively account for more than 15% of the overall burden of disease from all causes and slightly more than the burden associated with all forms of cancer. Mental health is fundamental to overall health and productivity, yet it is too easy to dismiss its value until problems appear.  David Satcher, in his Surgeon General’s Report  of 1999, asks Americans to put an end to that.  He makes a plea to be upfront and honest in our approach to prevention and intervention for the development of mental health.  He supports the idea that mind and body are inseparable, and that mental health and mental illness are opposite points on a continuum.  He goes on to admit that more is known through research about mental illness than about mental health.  Satcher says, “We know more today about how to treat mental illness effectively and appropriately than we know with certainty about how to prevent mental illness and promote mental health.”  

However, emerging research from the prevention end of the continuum brings hope.  Research showing the profound impact of early caregiving experiences on a child’s early and later social, emotional, behavioral and cognitive development has grown rapidly and has generated enormous interest in the development of interventions that strengthen parent-infant relationships.  We know that being raised by a caregiver suffering from depression can have a lifelong impact a child’s mental health for a lifetime.  Researchers at McGill University have recently reported their findings that childhood trauma can alter the way genes in the brain work, making affected children less prepared to deal with and to react to stress.  This potentially puts an individual at increased risk for suicide later in life. A recent study at the University of Missouri found that students who were not ready for 1st grade and struggled academically with core subjects, including reading and math, later displayed negative self-perceptions and symptoms of depression in 6 & 7th grades respectively.  Currently three biotech companies are lined up to market genetic screening for psychiatric disorders, and others are predicted to follow soon.   

Universal techniques such as Positive Behavioral Intervention and Support (PBIS) are successfully changing the entire environment of schools and classrooms by teaching expectations for behavior, resulting in huge reductions of behavioral referrals.  Low-cost curriculums are emerging to help early childhood teachers teach cognitive organization skills such as resisting habits and temptations, mentally holding and using information and adjusting to change.  Kindergarten teachers rank these self-discipline and attention controls as more critical for school readiness than content knowledge.  Teachers receive little instruction in how to improve cognitive organization and have preschoolers removed from classes for poor self-control at alarming rates.  Poor cognitive organization, if not addressed, is associated with such problems as ADHD, teacher burnout, student dropout, drug abuse and crime. Young lower-income children have disproportionately poor cognitive controls, and often fall progressively farther behind in school each year.  Most classroom interventions for these at-risk children have targeted the consequences of poor cognitive organization rather than early prevention aimed at prevention, so again, there is reason to be optimistic. 

The Social Emotional/Mental Health Workgroup Process

During the planning cycle, the social-emotional and mental health (SE/MH) critical component group organized around the goal of designing an early intervention system to address healthy psychosocial development and mental health for young children and their families.  This work group is composed of a partnership of individuals with strong backgrounds and interest in the area of promoting healthy early childhood social-emotional development and early mental health treatment.  It includes representatives of state and local mental health agencies, USC School of Medicine, DMH, Federation of Families, Healthy Start, School Districts, Family Resource Centers, professional associations, public health, community children’s centers, SC Foster Parent Association, United Way, and First Steps.  Input has been provided from direct service, administration, policy, and advocacy perspectives.  The group dynamics have created a culture of continuous learning and information sharing that is now poised for implementation.  

The development of a working definition of infant/early childhood mental health was central to all the work that followed. The work of Onunaku, 2005 and Zeanah, 2006, was considered in development of the work group’s definition. The SE/MH work group defines early childhood mental health as “the capacity of the child from birth to age five to experience, regulate and express emotions, form close and secure interpersonal relationships, explore the environment and learn.  Infant mental health refers to the quality of the caregiving relationship and to how these issues affect development in the first three years of life.” Early childhood mental health is synonymous with healthy social and emotional development.  

 As the working definition was developed, a conceptual framework for action became clearly evident.   This conceptual framework utilizes a continuum of early childhood mental health services and follows a public health model.   The workgroup has adopted a service continuum around the three broad levels of action: 

1) Universal/prevention approaches such as developmental screening and assessment, parenting education, counseling about typical as well as problematic behaviors and in some instances, case management and referral;

2) Focused services for at-risk children and families such as risk-specific assessment, intervention, education and referral;

3) Tertiary intervention services to include diagnostic assessment and treatment for parent and child together.  A system of care for healthy social-emotional development and treatment of mental health issues must be provided within the context of the family (family-centered care), childcare providers, schools, and other systems in frequent contact with the child.  

For very young children, all the domains of development – physical, cognitive and social-emotional- are intricately linked.  Therefore, the programs, which serve young children and their families, should be comprehensive and reflect the interrelated disciplines that impact their development and their lives. The social-emotional/mental health work group has consistently recognized t successful implementation of this plan is dependent upon close integrated with the work of the other critical component groups.  In terms of integration with other systems, mental health services for children are extremely fragmented.  Few parenting programs, medical homes, family support providers, and early care and education systems are aware of the range of services offered.  When considering the other critical component areas, social-emotional/mental health services are best integrated with family support services and medical homes.  However, access to the child and family can frequently be accomplished in early childcare and education, and childcare personnel are a critical part of training plans since a child’s self-perceptions can be set in early childcare and education.  When professionals in the field, despite extensive knowledge of state systems, have difficulty in finding and untangling these services, the frustration of families as they attempt to navigate these complex and fragmented systems can only be imagined.

The SE/MH ECCS strategies, like each of the other key components, build upon the practical themes for overall system change:  (I) quality enhancement support for ECE programs; (II) comprehensive personnel development;  (III)  child and family risk/needs identification, assessment, and resource linkage;  and (IV) finance and systems coordination.  By design, many of the strategies and activities are critically intertwined with other key ECCS component areas, which can be seen in the chart on page eleven.  Additionally, work on these SE/MH activities will include inter-component work on education, quality improvement, screening, assessment and referral to interventions and treatment support.  

The following issues were identified by the SE/MH workgroup as critical in the determination of creating an improved social emotional early childhood services system for South Carolina:

· The need to increase awareness and training on the importance of the social-emotional developmental needs in early childhood with a message that is clear, simple, and powerful  so that laypeople understand;

· The lack of readily available early mental health and social-emotional development training, consultation, technical assistance, and support to early childhood providers and professionals, all infant/toddler programs, and other early childhood environments/settings/agencies;

· A gap in expertise and training to identify social emotional problems in a variety of child and family serving settings through common use of screening and assessment tools (ASQ-SE, Devereux Early Childhood Assessment);

· The recognition of the importance of including measures of social-emotional development on School Readiness/Kindergarten Health Assessments;

· The importance of ensuring that SE services follow BabyNet eligible children into Part C and/or schools;

· The need for evidence-based practice or promising practices standards of care for mental health services/programs for prevention, targeted intervention and treatment services for young children;

· The disparity between the need for local community mental health services and the expertise and staff available;  

· The limited availability of domestic violence and substance abuse treatment and intervention services in communities;

· The often overlooked parental precursor for early childhood problems such as prenatal and maternal depression and the need for increased screening;

· Inflexible funding in providing continuum of interventions for social-emotional development and diagnosed mental health disorders; fiscal policies that fail to reflect emerging knowledge in the field or provide the flexibility for quality improvement favoring a medical model that does not recognize the psychosocial nature of mental health prevention and intervention;

· A need for statewide awareness of “help” lines accessed by  2-1-1 in limited areas of the state; and increase/strengthened  avenues where families can access information and resources;
· A general need to increase existing recruitment, training, and competencies of mental health professionals;

· Evidence for required special considerations in planning for populations of children with unique mental health needs such as parental military deployment, incarceration or involvement with the child welfare system;

The ECCS Goal and Objectives

The issues considered resulted in one overarching goal:  Healthy social-emotional development and mental health treatment and support for children 0-5 and their families and caregivers will be promoted and delivered through a system that addresses a continuum of services and supports from prevention to treatment. Following are the objectives developed by the group to achieve this goal.

The first of two objectives selected for focused attention is to provide education for the public (e.g. families, faith communities, school personnel), policy makers, and providers about the social/emotional needs of children 0- 5 including the concept of Infant Mental Health as defined, prevalence of emotional and behavioral difficulties, importance of early identification, screening, and care, and resources for assistance.   

Three strategies were identified for accomplishing the education goal, targeted training, system development for screening and early identification of children in need and ultimately, linkage to systems of referral:

1. Target and provide low cost training for medical personnel (e.g. physicians, nurses, social workers), early care and education providers (e.g. Child care, Head Start), child serving agencies (eg.  DMH, DSS, DOE), faith-based communities, Public Safety personnel (e.g. first responders).  

2. Develop a system of psychosocial screening and other strategies for early identification of children and families with emotional and behavioral challenges.  

3. Link early childhood service providers to systems of referral when social-emotional concerns are identified in parent/child/peer relationships or parent mental illness/behavioral health issues are suspected.  As providers become more adept at recognition and assessment of problems in development or behavior, it is critical the intervention protocol/system is identified and accessible

Through the activities, families will be included as full partners in service planning, decision-making and delivery.  The unique focus of early mental health interventions is most often the caregiver-child relationship rather than the traditional approach of focusing specifically on the child or caregiver.  This relationship approach to assessment and treatment is relatively new, and therefore the development of evidenced based approaches is still developing but a number of promising approaches have shown significant improvements in social-emotional development and/or parent-child relationships.   

The second objective determined for priority systems work involves professional development.  The objective created for professional development reads as follows:  Development of a cadre of trained/skilled behavioral health professionals that are culturally and linguistically competent and are accessible within local communities.

Three strategies were identified to accomplish the objective for building professional development and capacity:

1. Develop a registry of behavioral health care practitioners with expertise in the area of early social emotional development/early childhood mental health.  

2. Establish a tiered system of competencies for healthy social/emotional development/early childhood (infant) mental health services.  The tiers would include two levels of training.  

3. Secure recurring funding for a minimum of one expert early childhood Masters-level clinician in each area of the state corresponding to Department of Mental Health catchment areas, but not necessarily employed by DMH.  The clinician could be an independent entity or a consortium of agencies. Toward this end, the work group will identify funding sources.

Family members will also be integral in this objective. The SE/MH work group will develop a protocol to share patient sensitive information in order to initiate services as early as possible.  The administration of selected psychosocial screening tools will be piloted within selected target sites such as pediatric primary care offices, child care centers like the FS Centers of Excellence, as a part of establishing or maintaining linkage with medical homes.  These pilots will include mental health screenings when immunizations are received and maternal screenings for depression, mood disorders and substance abuse at these times, which strengthen the connection to medical homes.  Early childhood social emotional child find activities will be linked to the activities to accomplish this objective.

Our growing awareness of young (0-5) children’s social-emotional and mental health needs necessitates the expansion of appropriate service delivery systems in order to meet the needs of this population.  While intake histories of school age and adolescent mental health patients have long shown psychological risk and symptoms evident at or before preschool, we now realize that these patients need to be identified and treated at a young age in order to address early child-parent relationship dysfunction and prevent mental and behavioral disorders.  Literature documenting the prevalence of preschool behavior problems as well as the damaging effects of early maltreatment, trauma, and maternal depression call for practitioners with expertise in child development and relationship based therapies in order to support attachment, development and family functioning.  

The competencies will be accomplished by a workgroup to identify core knowledge needs necessary for practitioners working in the area of Infant/Toddler Development and Mental Health.  Current course offerings in the subject area will be identified and a training programs based upon these competencies will be developed and implemented.  A system will be developed to target dissemination of the competencies across agencies throughout the ECCS network.  Plans to a) connect to and adapt a SCDMH grant-funded system previously developed for use with professionals working with co-occurring adolescents as well as b) connect with the behavioral health curriculum being developed within the USC Department of Neuropsychiatry and Behavioral Health and 3) connect via the SC Foster Parent training system.  These and other systems will be used to promote cross training and coordination of all SE/MH training efforts in the state.   Development of a master’s credential will require location of a university or college as well as grant or other funding to support student development.  An important training module that will be developed is one that includes awareness, screening, treatment, and support for parents dealing with their own mental illness (i.e. mothers dealing with depression prenatal or postpartum.

In all work planned and implemented by the social-emotional /mental health work group, it will be ensured that all plans for voluntary early childhood services are coordinated and consistent with federal and state law, including but not limited to plans for South Carolina prekindergarten programs, federal Head Start/Early Head Start programs, early childhood special education services, early intervention services and public health services.

Great things are done by a series of small things brought together. �                                                                                 Vincent Van Gogh
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