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EXECUTIVE SUMMARY

The Livingston County Children’s Network (LCCN) is comprised of entities committed to implementing an inter-connected systems, public health approach to fostering social, emotional, behavioral, academic and physical health for all children ages zero to eighteen. We envision that families all across Livingston County will utilize and value a comprehensive continuum of services to promote children’s social and emotional development which will, in turn, effectively reduce at-risk behaviors and strengthen relationships.

In 2011, the LCCN reported that 424 children had received therapy at our community mental health center, Institute for Human Resources (IHR), in a twelve-month period. According to our local needs assessment, community members perceived the system of care to be inadequate to meet the already identified mental health needs of the community. What’s more, based on statistical projections in line with national data, we predicted that at least 1,000 of our estimated 9,500 children were in need of treatment for diagnosable conditions. 

The community realized that the long-term success of our children relied on a preventive approach to decrease the frequency and intensity of mental health needs. We developed a plan to pool resources across agencies to deliver four tiers, or levels, of support to match the level of need. Tier I supports, which are intended for all children and adolescents, are designed to promote our children’s development. Universal screening aims to identify children whose developmental trajectory is askew and get them back on track preventing the emergence of mental health disorders. Over time, these efforts will decrease the demand for Tier III treatments for children with disorders and Tier IV intensive family supports. 	Comment by K.Shelvin: or levels, commensurate with the identified need. 

The team determined that successful implementation of the four-tiered public health model would depend on increasing the capacity, accessibility, and coordination of the system of care. In addition, due to the heavy preponderance of rick factors in children’s lives, it required a concerted effort to promote protective factors such as school engagement and adult-child relationships to reduce risk behaviors and mental health problems. The local evaluation plan was intended to answer the following questions in an iterative fashion such that the data collected informed community stakeholders at each stage of implementation.	Comment by K.Shelvin: In addition, due to the preponderance of risk factors in children’s lives, we specifically promoted protective factors such as school engagement and adult-child relationship building to reduce risk behaviors and mental health problems. 
· Are we doing what we proposed to do?  
· Are we on-target to accomplish our goals & objectives?
· Are there other important things we didn’t plan for initially that must be taken into account in order to achieve our short-term outcomes?
The comprehensive narrative which follows is being updated annually; it describes the data collection process for each of the community goals, challenges encountered both in data collection and in implementation, changes in important metrics identified by community stakeholders, and a discussion of the findings in an ever-changing socio-political context. Specific metrics comprise a “community scorecard” that is being presented at our annual community summit and widely disseminated. In addition to analyses of local process and outcomes, the program evaluation team has conducted some formal studies that are contributing to the literature on children’s mental health service delivery in rural settings and will be valuable in on-going efforts to secure support for the maintenance of the system of care. Research originally centered around the use of the Positive Action curriculum in schools; a large amount of archival data has accumulated which has allowed us to understand our youth and the relationship between various risk behaviors of concern in the community (e.g., self-injury/suicidal thoughts, body image/eating disorders, and substance use), beliefs about/acts of aggression, psychological/adaptive functioning, school climate, reading/math scores, and school attendance. The cross-site cohort data collection has also afforded the opportunity to track specific variables in over 100 at-risk children. Currently, the program evaluation team is studying teachers’ readiness to implement Positive Action and the improvements in juvenile justice outcomes over the last few years. 	Comment by K.Shelvin: I think I’d divide this section a bit more- 2 or more sentences. 

In summary, the Livingston County Children’s Network is well on its way to fulfilling its articulated vision. This progress is in large part due to steadfast commitment to our collective goals. The capacity of the system of care has been expanded by matching children, adolescents, and their families with the intensity of supports needed. Coordination of the system has been greatly enhanced by individuals who serve as liaisons in each of the major sectors (education, mental health, medical, juvenile justice). The types of services, the number of providers, and the diversity of settings in which services are delivered have all increased. For example, 94% of elementary school children have access to social-emotional skill-building lessons. This last year, 11,556 screenings were conducted and as many as 70-80% of those with positive screens were able to receive early intervention intended to get them back on track. More parents of 0-5 year olds and 6-18 year olds have accessed parenting consultation and dyadic treatment with increases of 183% and 57% respectively. The number of children and adolescents treated for mental health conditions within our community mental health center has increased almost three-fold. Finally, our overall positive screen rate has decreased from 16% to 9% suggesting that, across the board, our combined efforts are having a positive global effect. In summary, every piece of data suggests the system of care and the children within the system of care are improving.

PROJECT OVERVIEW

Livingston County is the fourth largest county in Illinois, spanning 1,034 square miles of geography. The population is ~40,000 with slightly over 50% of the population living in rural areas. Pontiac, the county seat, is home to the only hospital, mental health center, and health department. Many of the outlying villages are more than 35 miles from Pontiac. According to the US Census Bureau (2008), the citizens are 93% White, 5% Black, & 2% Other, and ~9-10,000 of these individuals fall within the 0-18 age range. The median household income in 2008 was $47,442 (compared to the state median of $54,131), and only 13% of residents reported a bachelor’s degree or higher in comparison to 26% in the state. The percentage of high school graduates is also below that of the state average. While only 21% of the population under 21 was enrolled in Medicaid compared to 29% in the state, the ratio of enrollees to physician vendors is 134:1 in comparison to the ratio for the state of 82:1 (IPLAN Data System, 2002). Fourteen percent of babies are born to mothers under the age of 20 and 55% are born to single mothers. An average of 13 reports of child abuse and neglect per 1,000 children are made each year in comparison to 8 per thousand in the state (Illinois Kids Count—Voice for IL Children) with approximately 1.3 cases per 1,000 indicated for sexual abuse compared to .8 in the state (DCFS Annual Reports). The hospitalization rate for alcohol-dependence (IPLAN Data System) and reports of domestic violence are also higher than expected (Illinois State Police, Annual Uniform Crime Reports). These statistics paint a picture of the landscape within which children of Livingston County grow and develop. 

During the initial needs assessment, stakeholders identified a number of metrics that were particularly of concern and important to the community. We predicted that successfully implementing the four-tiered public health model to address children’s mental health would ultimately bring about measurable gains. We articulated four goals with subsequent objectives and strategies to be implemented across inter-connected systems. The program evaluation team was charged with monitoring whether all providers were making the changes as agreed and whether or not these changes were bringing about the desired effect. The data was intended to be used to inform course adjustments over the life of the grant. The universal implementation of the evidence-based social-emotional learning curriculum, Positive Action, in all the county’s schools was viewed as incredibly ambitious and likely very important to the overall success of the model. The program evaluation team devised a formal quasi-experimental study design to evaluate the added benefit of the curriculum over all the other components of the model. The longitudinal design and the wealth of data collected has provided the opportunity to explore several variables in our rural population as well. 	Comment by K.Shelvin: What about – that were of particular concern and importance to the community

In Year 3, the program evaluation team was able to compile a large document describing the community’s progress toward the attainment of its four goals and objectives; an updated version is attached. It also assisted in updating a “community scorecard” that is being used in a variety of venues to engage various constituent groups in the overall vision of the LCCN. There were also several changes in the program evaluation. First, there was a shift from collecting self-, teacher-, and parent-report data in schools where considerable “data collection fatigue” had been observed. Rather than focusing exclusively on the outcomes of Positive Action, the team focused its attention on understanding the process and barriers to implementing the curriculum. On several occasions, community stakeholders were puzzling over a question and asked the program evaluation team to see if they could find answers within the data set. For example, the presiding judge has become increasingly concerned about truancy. The program evaluation team was able to provide information about children in the county who have poor attendance and improved efforts by the local truancy board to address this problem. The program evaluation team has begun studying outcomes of the new diversion and treatment strategies being implemented in the juvenile court system. Finally, in year four, the team has been discussing data gathering mechanisms that can be maintained by local stakeholders once the grant funding for local evaluation concludes.

EVALUATION METHODOLOGY, FINDINGS, INTERPRETATION AND DISCUSSION*

*Please see attached Local Evaluation Report for a more thorough description of each of the measurements summarized briefly here.

Goal 1. Increase capacity of system of care

Objectives:
· Increase workforce to meet needs 
· Increase skills of current personnel 
· Fill identified service gaps 
· Identify funding sources

Methodology:
· NTI Annual Gap Analysis (# of providers vs. need for providers)	Comment by K.Shelvin: 	Comment by K.Shelvin: I would spell out “number” in this spot and others below it
· Wait time for psychiatry
· Service Activity Log
· Percentage of children screened during doctor visit
· Follow-up services provided to court-involved youth
· Frequency Counts: # of children served by IHR, psychiatrist, Resource Link Care Coordinator, Developmental Interventionist, Family Resource Developer, Family Support Specialist and Comprehensive Inter-disciplinary Assessment team; average # of Positive Action lessons; # of families receiving dyadic/family systems treatment; # of professionals receiving training

Similar to other rural communities, recruitment and retention of highly-skilled providers is an on-going challenge. The entities have found engaging with institutions of higher education to provide pre-service learning opportunities to be a highly effective strategy that has allowed for on-going infusion of new knowledge and much low-cost service provision. Providing opportunities for part-time employment and flexible schedules has also allowed partners to retain employees who are looking for work-life balance. For example, the community has retained several professional child psychologists who are competent to provide comprehensive inter-disciplinary assessments, a previously-identified service gap. Continuing professional development is sometimes a challenge. Innovative methods of accessing training such as group staffing of complicated cases and an on-line book group have been used to incorporate training into clinicians’ days and limit the impact on revenue. In rural communities, all employees need to be generalists first; yet, some providers have received additional training to address specific identified gaps such as dyadic treatments for young children and evidence-based strategies to resolve trauma. Members of the Executive Council have developed a sustainability plan which focuses on each entity’s plans to maintain human resources necessary to maintain the system of care.

Goal 2. Increase accessibility of services 

Objectives: 
· Identify barriers to utilization 
· Decrease stigma barrier 
· Decrease financial barrier 
· Decrease transportation barrier
· Increase awareness of services & how to access them

Methodology:
· Frequency Count:  # of families assisted with securing Medicaid/Health Insurance; special education students on Medicaid, clients served in community settings
· List of barriers reported by parents during case management
· Cohort parents’ self-reports of stigma, personality & parenting

The community has successfully increased access to services. In schools, 94% of elementary children are in classrooms with a teacher trained in Positive Action and equipped with the evidence-based curriculum. Implementation continues to vary; however, 66% of teachers report being in the Action or Maintenance stage in their readiness to adopt their new role as instructors of social-emotional learning. Students receive an average of 25 lessons per year which is considered by the publisher to be the bronze level of fidelity. 

The community mental health center, Institute for Human Resources, served nearly three times as many children and adolescents in 2015 than in 2011 (1266 vs. 464). More parents of 0-5 year olds and 6-18 year olds have accessed parent consultation and support with increases of 183% and 57% respectively. Since our DHS office closed, the Livingston County Health Department has helped more families access Medicaid and other health insurance. The number of special education students on Medicaid has increased from 470 in 2011 to 651 in 2015. Increased access to services is due in part to the community’s efforts to place providers in natural settings such as home, church, doctors’ office, library, park, and school to overcome stigma, finances, and transportation. For example, there are part-time clinicians in six primary care practices. Therapists employed by schools, mental health center, courts, and primary care now have tablets to assist clients in accessing on-line resources. 

Goal 3. Increase coordination of services 

Objectives:
· Promote linkages to the medical home 
· Increase likelihood of successful transition from one setting/provider to another 
· Increase collaboration between providers serving same clients
· Utilize data to evaluate process & outcomes 

Methodology:
· Percentage of pre-school students with medical homes in-county, in practices with implementing provider, out-of-county.
· Frequency Counts:  # of families connected to medical home, physicians utilizing tele-consultation, patients in emergency room without medical home, crisis calls/SASS screens/psychiatric hospitalizations, emergency room visits, graduation rates, juvenile police reports

As seen above, families all across the community are accessing services at greater rates than ever before owing in part to the “care coordinator” individuals in each of the sectors (education, medical, mental health, and juvenile justice). The Comprehensive Inter-disciplinary Assessment team has staffed a total of 40 of our highest need families, planning and providing cohesive and seamless treatment.

We have been monitoring the percentage of preschool children with an identified medical home; the percentage has bounced between 1-6% with no clear patterns in the data. We are also monitoring the number of children and adolescents in the Emergency Department without an identified physician; these percentages are very similar suggesting that the population utilizing this setting for medical care may not be substantially more likely to lack a medical home. Each year, the Resource Link coordinator has provided assistance to families needing a medical provider and that number has remained consistent and low (i.e., 6-9). The number of visits to the Emergency Room has fluctuated between 2200-2500 over the last three years; however, there was a substantial drop this year to 1571 visits.  

Goal 4. Decrease rates of risk behaviors and frequency & severity of mental disorders 

Objectives
· Promote child & adolescent social- emotional skill development 
· Nurture protective factors (e.g., adult-child relationships & school engagement) 
· Identify and support at-risk children & adolescents

Methodology
· Youth self-report of risky behaviors, beliefs/acts of aggression, psychological functioning, perceptions of school climate
· Parent & teacher ratings of children’s psychological functioning
· School archival attendance and discipline data
· Frequency counts:  # of children screened, # and percent positive, Tier II & III services in schools 

There were 11,556 screenings conducted in 2015 on our 9500 0-18 year olds. It is expected that very young children be screened more than once per year, and we suspect some youth may be screened in more than one setting (e.g., primary care and schools); thus, it is difficult to accurately state the number of youth screened; estimates range as high as 97%.  The percentage of positive screens continued to drop from 17% in 2012 to 9% in 2015. In parallel, juvenile police reports have dropped by 35% over the same time period. These outcomes suggest that the prevention and early intervention efforts are having a positive impact. Ninety-four percent of children in PK-8th grade are in classrooms with a teacher trained in Positive Action and equipped with the curriculum. Of children who screen positive, 70-80% receives group or individual services in schools. High school graduation rates are on a steady climb from 82.8% in 2012 to 88.2% in 2015.

RECOMMENDATIONS AND/OR LESSONS LEARNED 

1. The sustainability grant awardedd to the Livingston County Commission on Children and Youth (LCCCY) made tangible the transition of leadership for the LCCN implementation from ISU to the LCCCY.  In 2016, the two boards will more formally craft the organizational relationship between the LCCN and the LCCCY.  Dr. Kristal Shelvin, the LCCN project manager and liaison for the education sector, is assuming an expanded role and coordinating all components of the system of care previously completed the project director, Dr. Brenda Huber at ISU. The position requires that Dr. Shelvin “wear two hats.”  While she continues to serve as the liaison and over-see all components of implementation within the education sector, she also serves the larger umbrella organization of the LCCN. In 2016, the special education cooperative will explore educational liaison duties that could be delegated to other leaders within the organization.  In turn, the Executive Council will further articulate her job description for this component, and explore ways in which to institutionalize support and commitment to this role in the system of care. 
2. Efforts by providers across the county to support the four-tiered public health model for high school students have not been coordinated to date. It is not uncommon for IHR, ADV/SAS, SASS, Snowball/Snowflake, Probation, ACHIEVE Center, Project Oz, Obesity/Wellness Program, and LCSSU to provide services in a given high school. Also, school administrators opt in for some services and not others. As a result, there continue to be some gaps and duplications in services rather than the seamless system we envisioned, and there are not always efficient and effective mechanisms to communicate. At the end of 2016, we would like to develop and disseminate to administrators a document that captures the inter-connected “package” of services to effectively and efficiently address the four-tiers of need in the high schools.
3. We continue to strongly encourage and support the use of Tier I interventions in schools. Although teacher readiness to implement Positive Action in elementary settings continues to vary from teacher to teacher, readiness was stable from 2014 to 2015.  Readiness to implement screening and Tier I in high schools moved forward in some schools, stayed the same in others, and regressed in one.  In 2015-2016, administrators have been challenged to examine their discipline systems in response to SB100; the special education cooperative will be providing consultation to buildings wishing to strengthen their Tier I, screening, and Tier II programming. 
4. The system of care for children and families in the zero-to-five age range was perceived to be a strength for the community during the initial needs assessment; nevertheless, several new components were added over the last few years to support social-emotional development, attachment, and overall mental health within the four-tiered model. First, the system of care has increased access to service; the developmental interventionist within OSF Rehab provided nearly three times the number of units of intervention in 2015 over baseline. Both the developmental interventionist and a therapist from the community mental health center received training in an evidence-based dyadic treatment.  In 2015, we implemented a Tier I strategy to support parent-child attachment for 3-5 year olds; all preschool teachers in the county and providers across sectors serving this age group participated in the first year of a multi-year project to integrate Circle of Security principles into the classroom and home. We anticipate that universal use of this model and language over time and across all settings serving parents and young children will have a strong positive impact on the long-term trajectory of social and emotional development.
5. The juvenile courts have been more involved in our community initiative than originally projected. The Family Support Specialist has been serving and tracking outcomes for court-involved youth. The cases and the anecdotal reports have suggested that the relevant factors are many, varied, and often associated with poverty. For example, nearly 20% of youth in the legal system in 2012 were eventually ordered into DCFS guardianship. The program evaluation team has begun a formal study of the archival records of youth to inform service delivery, diversion strategies, and other efforts to reduce recidivism. In 2015, preliminary analysis of the data from 40 files examined the role of parental incarceration and mental health difficulties on recidivism.  The community summit in 2016 will highlight the role of this sector and the findings from additional analysis of the data.
6. In 2014, we decided not to train additional providers in Triple P, but we continued to be committed to connecting parents in the community to parenting resources. At the tail end of 2014, we conducted a mini-grant to put tablets in the hands of individuals who are likely to be asked to connect parents with assistance. In 2015, put resources on our website and conducted community outreach activities to make parents aware of those resources.  IHR has therapists in all rural OSF primary care practices where they have increased access to support parents.  In addition, we have expanded the role of the Family Resource Developer to full-time with a parallel increase in the number of families served.  In 2016, we will explore non-stigmatizing ways to increase access to her expertise by a broader cross-section of parents.
7. [bookmark: _GoBack]In 2015, we examined stigma around mental health in our high school students. Without longitudinal data, wWe are unable to determine any change in stigma.  Moreover, we are unable to compare the degree of stigma present in say whether stigma is decreasing or even if more or less stigma exists in Livingston County schools compared tothan in other communities.  However,we do know that  Livingston County students who perceive that general public stigma exists reported poorer psychological functioning themselves and a diminished sense of safety on self-report measures. Students who reported knowing an individual with a diagnosed condition reported poorer psychological functioning themselves if they perceived that the target person experienced stigma. When we examined the role of school climate, we found that students who reported more social support reported somewhat less stigma by association. These data suggest that continued Tier I efforts to foster relationships within schools and promote acceptance of people with social and emotional difficulties are important to improve psychological functioning for the entire student body.
8. Livingston County has had more than its share of traumatic losses.  When Immediately following a crisis occurs, there is a coordinated crisis response; however, many adults and youth experience difficulty coping several months afterwards, which makes them vulnerable to the long-term impact of subsequent adversity.  In 2016, we will explore implementing a Tier I campaign to provide tips for daily living that will facilitate coping and healing from adverse events.
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