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A STRIKE FOR INDEPENDENCE:

How a Missouri School District
Genperated Two Million Dollars
to Improve the Lives of Children

I.  INTRODUCTION

As the naton tums its focus to improving educational outcomes for children, school districts
have become increasingly aware of the relaionship between a child’s educational achievements
and their health, social and emodonal development. Just as it is often impossible to discretely
isolate an individual child’s educational, social and health aeeds, many school districts are now
accepting the view that access 10 health and social service resources is integrally related to
educational succsss. The challenge these communites face is how to finance and structure the
provision of services in ways that compiement the educauonal program and link schools and

students, their families and communites with appropriate services.

This is a partcularly difficult task in ames of fiscal austerity. Most school districts continually
struggle to raise enough revenue o support teacher salaries, building maintenance and
educational programs; they have had few resources left for expanding health and social service
supports. Similarly, local health and social service agencies all face budget constraints which
force them to find new ways to do more with fewer resources. Fortunately, in some
communities, the social reality of escalating problems and the fiscal reality of shrinking
resources have been the combined impetus for creative and collaborative solutions which expand

beyord traditional boundaries of health, education and social services.

Independence, Missouri is one such community which was chosen by the State of Missourl as
a pilot area and has pioneered in the creative use of Medicaid financing to expand innovative
school-based initiatives for children and their families. Medicaid is the federal-state health care
financing program for low income families and children. It is usually thought of and used as
a mechanism to pay for specific medical services for disadvantaged children and families without
access to private health insurance. However, Medicaid has the potential to be much more than

that. As one of the last remaining federal entitlement programs, OVer the past several years states
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. ~ have begun to look to Medicaid as a financing source for a broader array of services for children
and families. As part of that trend, the federal gové'mmeni and the states have conceptually
redefined Medicaid in a much broader way and have expanded it beyond the traditional
structures of a medical care provider reimbursement system. This has required a willingness
to accept a wider and more holistic view of health care to incorporate not only treatment for
" medical conditions and diseases but a focus on preventon, screening, health education and
mental health. |

Incorporating this broader yiew of the potential of Medicaid, Independence, Missouri provides
a model case study of how to use Medicaid so it benefits the children and families within the
- community. Over the past three years, the Independence Sehool Dismict has generated more
than $2 million from creatve use of Medicaid financing, primaniy through the Medicaid’s Early
Peri'odic, Scresning, Diagnosis and Treatment (EPSDT) and administrative case management
(ACM) provisions. Independence has used hese funds to advance the development of
community-based, integrated services for families and chiidren. The work has been hard; and
no one—especially those in Independence—would say the work is finished. But the story shows
what can be accomplished with swong local leadership, a sound state-local partnership, an ability
to forge a productive collaboration betwesn the traditionally separate worlds of health, education
and social services, and a willingness to take reasonable risks for the benefit of families and
children.

Prior to its recent success, the Independence, Missouri School District had a long history of
supporting programs to prepare children for learning and enable them 10 succeed in school.
However, the School District had not been able to address children’s health needs adequately,
particularly those of poorer children. In the early 1980s, the School District attempted 10 fill
some of the gaps by offering services under the Medicaid EPSDT Program. But the District
discontinued the effort, partly due to lack of cooperation from the State’s Medicaid program,
and partly because the effort was too costly and there were 100 few services under the State

Medicaid program in which the School District could at that tme participate.
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Two changes made it possible for the Independence School District to embark on this inidadve

with the Missouri Medicaid program in 1991:

. The first was a changed federal mandate for the preventve child health services
under the Medicaid program. Data in the late 1980s demonstrated that less than
one-third of all eligible children nationally were receiving preventve care and
treatment under the Medicaid program. Since 1967, the Tite XIX of the Social
Security Act, which established the Medicaid program, had required states t0
operate EPSDT programs to provide preventive health services to all Medicaid-

“eligible children under the age 21. The Omnibus Budger Reconciliation Act of
1989 sought to increase the effectiveness of this program and improve the heaith
of poor children by requiring states to increase the percentage of eligible children
accessing the EPSDT program from 30 percent to 30 perceat by FY 1995.} To
do this, states were required to take a more active role in improving access ot
children to preventive health services and in assuring that once screened, children
were provided with the full range of health and mental health treatments nesded

1o address diagnosed problems.

o The second was a change in the Missouri State Medicaid program. A new
director of the Missouri Department of Social Services was appoimed.: With
this appointment, the Department moved to work cooperatively with school
systems 10 achieve the federal mandate for health care access for low-income
children through EPSDT services. The Department concluded that the federal
mandate could not be artained without working with and through schools—the
most natural channel for reaching children.

Seizing these opportuniges, the Independence School District and the State of Missour1 have
made considerable progress in a relatively short period of time. This case study of their
experiences is intended to stimulate other states and local governments and communities to work
together toward similarly productive partnerships. Building on the knowledge gained in
Independence, it is hoped that other communities can move forward with collaborative ventures
to improve not only educational outcomes but the health, emotional and social development of

their children.
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. UNDE.RLYING PRINCIPLES

The Independence experience is not simply a story of pioneering ways to generate new revenue.
It shows how communites can combine a commitment to change with program and revenue
strategies to lmprove services for families and children. Four important principles undergird

this effort which other communites should consider in their own work.

A. Principle One: Begin with a Programmatic Vision and Agenda

The primary goal of the Independence effort was 0ot simply to raise more revenue for the
School Dismict; the main objecdve was generaling new funds to support a comprenensive
programmatc agenda. Experience in Independence and other places has shown that creative
financing arrangements need to be driven by a programmatic agenda and not the other way
around. As local officials moved to develop new DPrograms in Independence, they worked to
assure that the new efforts were not independent, isolated opportunities driven solely by available
funds. Inseead, the endre inidatve reflected a commutment by the School Dismict to the
comprehensive delivery of services to help children come t0 school ready to learn. In addiuon,
the District recognized its responsibility to work with parents and other family members,
supporting their role as educatars of their children and helping them overcome barriers to their

effectiveness.

B. Principle Two: Reinvest Vonies Gained into Improved and Expanded Services

A centerpiece of the Independence plan was the use of federal Medicaid funding to refinance
costs of existng services and administratve activity. The logic of refinancing is simple:
maximize available federal entitlement funds to pay for those services now financed exclusively
with state and local funds that can legally and legitimately be financed with federal dollars; this
then frees up state and local funds for new uses. The most important step in any refinancing
effort is insuring that the federal dollars are not simply used to supplant state and local revenue.
The trick is to use the previously committed state and local funds to support service

improvements and expansions.
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What [ndependence did with the hmds says a lot about the commitment of the School District
and the community to families and cmldren Independeqce reinvested its freed funds to support
more preventive and comprehensive community services, including services for families and
children who were not previously eligible for services under the federal enttlement program.
Resources for human service programs are scarce and new monies are rarely available to support
the development of a more integrated, more family and more community-based service delivery
system that intervenes early and effectvely on behalf of children. Independence made a

conscious attempt to use expanded Medicaid financing as leverage to support these goals.

C. Principle Three: Build and Sdstain State-Local Partnershibs

One of the greatest obstacles to the development of community-based service systems that
involve the schools and health and social service providers is the jurisdictional problems that
arise between state health, education and social servics agencies and among federzl, state and
local governments. Local school districts cannot direcly access federal Medicaid funds and
many other federal fund sources without the close cooperation of designated state agencies.
State agencies can choose to make this a grudging effort or a real partmership. In Missouri, it
was a real parmership. Real support for school refinancing strategies require state agencies to
change their perspective. They must be willing to look beyond their own agency’s needs and the
delivery systems that they routinely use. They must recognize the legitimate role that other state
and local agencies can play in providing services, and they must work proactively to help
agencies understand the legislative and professional languzge and requirements of programs like

Medicaid and work cooperatively to adapt those requirements to new environments.

This is exactly what the Missouri Medicaid program did. Perhaps the most impressive element
of the Independence experience is the unique partnership between the State Medicaid program
and the School District. As a Missouri Medicaid staff person said, “The right people, with the
right motives, came together for the benefit of the school children and their families.”® They
established a trusting relationship, moving beyond the suspicion and disrespect that sometimes
exists in state-local relationships. Staff at both the state and local level committed themselves

to achieving the goal of implementing the Medicaid Early Periodic Scresning Diagnosis and
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Treatment (EPSDT) Program and Medicaid Administrative Case Management (ACM) in the
‘schools. They worked together to establish goals, programs, procedures, and funding.
Together, they established an interagency agreement which desxgnated the. Independence School
District as a Medicaid provider—in effect, an agent of the State Medicaid program.

D. Principle Four: Adapt Medicaid To a School Environment

Schools are not traditional providers of medical services and traditonal Medicaid procedures,
designed for phvsxcmns hospitals and health clinics, are often not well suited to school
environments. While it is not possible to ‘short-cut or eliminate basic Medicaid recuuemeﬁts it
is possible to make Medicaid more "school friendly.” The Missouri Medicaid program staft
knew it would not be a simple task to adapt Medicaid requirements and accountability procedures
to the school seting, and the Independence School District knew that it would not be easy to
meet the federal and state Medicaid regulations and paperwork requirements. But both were
committed to making it work. In addition to the State-local partership, the federal staif of the
Region VI Health Care Financing Administration (HCFA) office were also part of the team that
made this work.* They served as a technical assistance resource (o help the Missouri Medicaid
program and the Independence School District determine how best to meet federal requirements

in a school environment.

A number of critical design tasks had to be completed. Among the most important and most

difficult were procedures for:

° Record-keeping and billing for both EPSDT and ACM. School staff were
enrolled and approved as Medicaid providers.

° Time studies of involved school staff for purposes of implementing ACM, were
designed and implemented.

° Collaborative relationships with the local medical community.

° Safeguarding confidentiality.
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Much of this work requxred new patterns of working and thinking for both state and school staff.
None of i it was easy. But they were successful because the two partners—the State program and
the School District—were determined to make it work. As a school official said, "Dealing with
Medicaid has been very predictable: lots of paperwork, lots of tme, but manageable, and heiptul

to our children.”

What happened in Independence, Missouri can be done, and is being done, in other states and
other school districts across the country. The following sectons provide additional information
“on the details of the Independence plan from the perspective of the people who did the work.
It is intended to shed light on how other communities can increase resources for families zm'd.
children by creating Medicaid EPSDT partnerships with the schools. It is hoped that the report
will enéourage such work in communides which, like Independence, are committed to reinvest

their new found resources to improve outcomes for families and children.

OI. THE INDEPENDENCE SCHOOL DISTRICT AS A MEDICAID PROVIDER OF
SERVICE

Independence, Missouri, located in Jackson County, is an eastern suburb of the metropolitan
Kansas City area. The City’s total population of 115,000 is largely blue collar, with some
affluence and some poverty. The Independence School District services about three-quarters of
the City’s population and includes over 11,000 studeats, K-12. The 1993-1994 School District
budget is approximately $55 million, with a per pupil expenditure of $3,601 (19590-1991),
compared with $5,245 nationally.® The District has two high schools, an alternative high
school, two junior high schools, 13 elementary schools, and three centers for early child
development, Head Start, and children with special educational and emotional needs. (See
Appendix A for a profile of the Independence School District).

The School District’s work on Medicaid financing was part of a much larger and longer term
effort. For 15 years prior to the initiation of EPSDT in the schools, the District had worked to

change community attitudes toward the schools and schools’ role in the community. The District
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recognized that their mandate to educate children required that they work within the larger

community to address social problems which hamper children’s learning.’

With this philosophy, the District initiated a series of programs directed at school readiness and

promotion of capacity to learn, including:

> 21st Century Schools which is an integrated cluster of comprehensive child care programs
designed by Dr. Edward Zigler, Director of Yale University’s Bush Center on Child
Development and Social Policy. It serves children from birth to twelve years of age,
strives to provide for the social, emotional, physical, and intellectual growth of. each
‘child, and consists of six programs: (1) The Before- and After-School Child Care-
Program (1500 families are served); (2) The Preschool/All-Day Child Care Program (500
children are earolled); (3) The Support Nerwork for Femily Child Care Providers; (4) The
Parenss as Teachers Program (1500 pardcipant families benerit from parent consultations,
home visits, group mestings, and other services); (5) The Direcrion Service Cenzer
(providing information and referral to the District’s families free of charge); and (6) The
Medical Screening and Referral Program (for children from birth through five years of
age, prior to school).

> Other early childhood and preschool intervention programs such as: (1) Head Searr (304
children are enrolled, 10% of whom are disabled; 40 children are in the full day, full
year program); (2) The Head Start Transition Project (a grant from the U.S. Department
of Health and Human Services, providing supportive services to Head Start children in
making a successful transition to regular school); (3) Project Reach (early childhood
special education for preschool children with disabilities); (4) The Nwririon Education
Program (teaching preschool and primary grade children and their parents about
nutrition); and (5) Even Starr (a targeted, year-round program to teach literacy skills to
parents, as well as to provide other support services).

For a fuller description of this family of programs, ses Appendix B.
As the District initiated these programs, it worked to assure they were not independent, isolated
activities. Taken together, the programs reflect four characteristcs in children’s services

emerging across the country:

> A commitment to cross-systems non-categorical delivery. To insure that, the School
District has established an Integrated Services Leadership Team, consisting of District
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administrative staff, program directors, and. program staff. This team meets regularly to
coordinate and integrate services to the fullest extent possible, remove categorical
barriers and prevent duplication.

> The service approach is family-cenrered. Parents and care takers are involved and
empowered; and programs provide supportive as well as rehabilitative services.

> The programs are communiry-based. They are accessible because they are located in a
visible community institution, the neighborhood schools. They work in partnership with
other community services and agencies.

- »  They are prevenzon oriented. Particularly with the preschool populaton, the emphasis
is on early identification and referral for appropriate services.

However impressive this array of programs, the District concluded it was not enough. They
had a vision of the role of schools that included expanded health and social services, and they
decided that EPSDT was the way to achieve this vision. So it was into this family of programs
that the District inidated and integrated EPSDT/Medicaid.

The purpose of EPSDT is to insure a comprehensive, preventive health care program for
Medicaid-eligible children who are under the age of 21. It seeks to link the child and family to
an ongoing health care delivery system. Each element of the program’s name combine to make

the EPSDT program unique:

> Early: assessing a child’s health early in life so that potential diseases and disabilities can
be prevented or detected in their preliminary stages, when they are most effectively
treated.

> Periodic: assessing a child’s health at regular recommended intervals in the child’s life

to assure continued healthy development.

> Screening: the use of tests and procedures to determine if children being examined have
conditions warranting closer medical or dental attention.

> Diagnosis: determination of the nature and cause of conditions identified by screenings.

> Trearment: the provision of services needed to control, correct, or lessen health
proble:ms.8
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| ~ Inlate 1991, the Independence School District received formal certificaton as a Medicaid ACM

provider from the State, the first school district in the State to receive this swatus. The District
then began to implement three new sets of services to meet the primary and preventive health
care needs of the District’s children: Outreach and Screening; Treatment; and Administratve

Case Management.

> Ourreach and screening. The District began an intensive ourreach etfort to inform thetr
school population about the importance of prevenuve healih care and identfy children
and their families eligible to participate in the Medicaid EPSDT program. This involved
working with building principals, teachers, secretanies and. therapists (who have firsthand
knowledge of the children and families in need); contacting individual students and
families; sending letters to the families of all enroiled children, including all families
whose children qualify for and partcipate in the school lunch program; speaking at
mestings of parents and community groups; accessing approprate State Medicaid records
to idendfy Medicaid-eligible children residing within the District boundaries and cross
referencing this list with the District’s elementary school earollment, special education
enrollment, and participants in the Parents-As-Teachers, Head Start, Project Reach, and
Even Start programs. Where families and children were potentially eligible for
Medicaid, the District worked with the Department of Social Services to support the
Medicaid eligibility determination process.

Screening was initiated in 1992 and provided the following for each screened child: a
comprehensive health and developmental history (including both a physical and mental
health assessment); a comprehensive unclothed physical examination; appropriate
immunizations according to age and health history; laboratory tests (including blood lead
level); and health education. Screenings were also set up to meet the child’s
developmental periodicity schedule.

> Trearmen: services. Also beginning in 1992, the District began providing services to
correct or ameliorate physical and emotional conditions identified in the screening
process. These services were provided by school staff to the extent this was possible
with the School District’s existing resources. And children were referred to appropriate
providers when the school could not directly provide or pay for services. Services that
were provided included: speech, occupational, and physical therapies; psychological
services; school health services; social work services; and transitdon services.

> Administrative case management (ACM). The screening and treatment services described
above are not unlike Medicaid supported health services in other school districts around
the country. More than 30 states are reported to be in some stage of allowing Medicaid
claims for specific school screening and treatment services. But the Independence School
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District did something few others have done. ‘In cooperation with the State Department
of Social Services, they made use of the administrative provisions of the Medicaid.
program to claim funding for acdvities which support the EPSDT program. As discussed
below, this became the most important revenue generating component of the District’s
use of Medicaid. The District made use of what is referred to as "EPSDT administrative
case management" or ACM to help children and their families receive appropriate
services on.a timely basis. ACM services included: assisting families in identifying and
choosing providers; scheduling appointments and providing transportation; follow-up to
assure that the service was provided and assistance in arranging subsequent treatment if
nesded. In many cases, such activities were alreadv being performed by school personnel
under other waditional school accounting classifications. Use of ACM claiming allowed
the school to receive reimbursement for these actvites when they served to support the
EPSDT program. This, in turm, generated significant new. revenue which the school could

“and did reinvest into improved services and supports.

Once the Independence Scheol District became a Medicaid provider, these three sets of services
(Outreach and Screening, Treatment, and Administrative Case Management) as provided Dy the
schools of the District, became reimbursable under the Medicaid program. For the 1991-1992
school year, the District received about $50,000 in Medicaid reimbursement for direct services
and for ACM. In 1992-1993, the District received about $20,000 quarterly for direct services,
and about 200,000 quarterly for ACM, for a total of about $880,000. The District anticipates
receiving a total of about $1.3 million in the 1993-1994 school year.

As the Independence School District began to generate Medicaid funds, they made a commitment
to reinvest the revenue into the school system to add needed services and staff.’ The federal

funds realized in 1992-1993 were used for the following purposes:

> Six part-time school nurse positions were converted to full-time status, and six additional
full-time school nurses were added. (The District now has 22 nurses who act as the
Medicaid coordinators and administrative case managers in each of the District’s school
buildings.)

> Two new speech therapists and an additional school counselor were hired.

> Four audiometers were purchased for hearing screening.
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> The District hired a full-ime Director of Health Services, and a full-ume secretary to
assist with the clznms and other paperwork. 10

> The District established a reserve account as security to cover any repayments that rmom
be required by a future Medicaid audit, and to draw on for emerging program needs. '

Plans for the 1993-1994 funds include completing the establishment of a full contingent of school
counselors for the District (so that every school building will have a resident counselor), and
hiring social workers for the scheols to provide home-school liaison and interventon and

counseling for children and families in crsis.

IV. STEPS IN PROGRAM DEVELOPMENT: MAKING MEDICAID WORK IN THE
SCHOOLS

The accomplishments to date reflect work that began four years ago. In 1990, District staff
began meeting with Missouri Medicaid program staff to figure out how to begin providing
E>SDT services in and through the schools. Dr. Robert Henley, formerly the Superintendent,
assigned Dr. James Caccamo, then the Assistant to the Superintendent for Special Programs, to
implement the program. Approximately one-third of his ime was dedicated to this effort. The
School District received a small grant to hire a half-time administrative support person to assist

Dr. Caccamo. The following are the program’s developmental stages:

A. Goal Setting and Planning Services

The first stage involved setting goals and identifying services for the District’s EPSDT program.
In other words, the District needed to establish its health care agenda, and develop a plan for
how it would meet federal requirements under EPSDT. The process used by the Missour
Department of Social Services to develop a health care agenda is contained in Appendix C. In
reviewing its already existing services, and in working with the State Medicaid program and
other appropriate community leaders, parents, and human service agencies, the District

established as its overall goal to set up a program which provides a network to support the
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delivery of primary and preventive health care for the children of the District. Toward that end,
it established three specific goals and sets of services: ' |

> Goal #1: To provide, in or through the school system, early and periodic screening of
Medicaid-eligible school age children residing in the District who are not receiving this
service and, to provide the same for preschool children. The decision was also made to
provide screening of all District enrolled children, whether they are Medicaid-eligible or
not.

Screening services include:

L A comprehensive health and developmental history (which includes a physical and
mental health assessment).

o A comprehensive unclothed pnysical exam.

e Appropriate immunizations according to age and health history.
° Laboratory tests (including blood lead level).
. Health education (including anticipatory guidance).'*
> Goal #2: To provide services to correct or ameliorate physical and mental condidons

discovered by the screening process, to the extent that this is possible within the
resources of the School District and the realized Medicaid funding, and to refer to
appropriate providers when the school cannot or should not deliver the service.
Services: If the screening results in a diagnosis of a problem, the diagnosis must lead to
the development of a plan for treatment. Services that may be provided include, but are
not limited to, the following:

o Counseling.

o Speech, occupational, and physical therapies.

® Psychological services.

o School health services.

] Social work services.

° Transition services.
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Goal #3: To provide administrasive case managemen: for the Medicaid-eligible children
of the District, since the Board of Educadon is an authorized Medicaid agent through a
formal interagency agreement with the State.

Administrative activiries: The purpose of EPSDT administrarive case management is to
assist children and their families in navigating the often confusing system of health and
related services in their communitdes. Since EPSDT screening, diagnosis, and treatment
activities are frequently not conducted at one time or in one place, case management is
critical to ensure that a child receives appropriate services on a timely basis. Among
other acdvites, case managers:

e  Assist families in identdfying and choosing providers.

o Use the school as a resource in scheduling appointments and in providing
transportaton. :

° Facilitate contact berween the EPSDT program and the family to verify what
activides have taken place, to maintain records, and to assure a tmely flow of
information.

o Conduct follow-up to assure children receive needed diagnosis and eatment.

° Help families maintain contact with providers.

o Provide ongoing service coordination to answer questions and reduce fear and
confusion.?

Other administrative case management services include:

. Outreach to Medicaid-eligible children and their families to access EPSDT

services.
° Assisting with Medicaid eligibility determinaton.
L Coordination of health screening, examinations, assessments, and gvaluations.
o Immunization scheduling.
° Case planning, coordination and follow-up.
L Coordinating prenatal services.

o Coordinating nutrition services.



Page 15

° .‘ Health educaton and health guidance.

. Interagency coordination.

In additon to decximg what was included in the agenda, certain allowable activities under
EPSDT were eliminated. It was decided that the School District would not venture into a fourth
possible area of EPSDT services: provision of primary care and other medical services in
school-based clinics.!* There were a number of local reasons for this decision. The costs of
Crunning such clinics are significant, and so are the human resource costs of meeting the
applicable federal and state standards. -Also, the Independence District area was already well
supplied with authorized Medicaid providers. Finally, the polidcs of operating a health clinic

in the schools can be daunting,' particularly around birth control and aborton issues.

B. Implementation Planning

Once the District identified system goals and the services to be provided, a number of activiues
remained before it could begin the screening program, direct services, and administrative case
management. In all the planning and implementation efforts, the District and the State Medicaid
program have and continue to work closely to adapt Medicaid requirements to the school settng.
Medicaid staff were perceived as a resource, not a hindrance, in developing workable plans in

the least burdensome fashion. Their activides included the following:

1. Neootiating an Interagencv Agreement

Before any services could be started, it was necessary for the School District to negotiate a
formal interagency agresment with the State Medicaid program. This agreement spelled out the
goals and services to be provided, as well as the responsibilities of each agency (see Appendix

D, Missouri’s Model Interagency Agreement).
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. 2. _ Qutreach, Child Find, and Eligib_iliw Determination Acavities

One critical role schools can play in Medicaid/EPSDT is outreach to inform their school
population about the importance of preventve health care and to encourage eligible childrea and
families to participate in the EPSDT program. Schools are key links because they are in regular
contact with students and parents. Schools invoived in outreach efforts may be reimbursed for

these activities by Medicaid as part of administrative case management.

As part of the inital planning, owreach acniviries were Lruuat..d by the Indepe'xde'lc.“* School
District earlv on. This included networking with building princi ipals, therapists, teachers, and -
secretaries, all of whom have relationships with the school’s families and know who is in need;
contacting individual students and families through school staff; sending letters to students and
their families, including ail families whose children qualify for and participate in the school

lunch program; and speaking at meetings of parents and community Zroups.

The District also initiated Child Find, a systematic program to identfy Medicaid-eligible children
currently residing within the School District boundaries. Since the District became an authorized
Medicaid agent through an interagency agreement, it could access appropriate State Medicaid
records, provided that confidentiality was protected. To identify the number of Medicaid-
eligible children who reside within the District boundaries, a computer list of all eligible children
in zip codes covering the School District was run. This provided a listing of children, not all
of whom were in the District’s schools. This list was cross referenced with the District’s
elementary enrollment, special education enrollment, and participants in the Parents-As-
Teachers, Head Start, Project Reach, and Even Start.

The District then worked with the Missouri Department of Family Services (DFS) to facilitate
Medicaid eligibility determinarion for eligible children and families. Meetings were and are held
periodically with the building principals and the directors of the District’s parent education, early
childhood, and child care programs to review Medicaid eligibility guidelines, and they were
encouraged to refer any family who might be eligible for Medicaid services to the School

District’s Health Services (see Appendix E, Missouri’s Medicaid Eligibility Requirements).
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These persons are also asked to meet with each of their staff members about Medicaid eligibiliry
requirements and instruct them to refer any child they believe may qualify. Similar meexirigs
are held with all school counselors. Finally, the County’s DFS stationed an eligibility worker
in the School District two half-days per month to take applicadons.

Through outreach, Child Find, and facilitation of Medicaid eligibility, it was determined that 42
percent of the children enrolled in the District’s schools were Medicaid eligible. It is important
to note that these outreach and eligibility-related efforts are not a one time acdvity and contnue
today. They must be part of the ongoing outreach work of the District and its schools, since

Medicaid enrollment changes constanuy.

3. Enrolline Providers and Establishing Medital Parterships

In order to provide the screening and some of the treatment services that would be discovered
through screening, the School District staff had to enroll providers and establish medical

partnerships.

To qualify for the provision of direct service to Medicaid-eligible children, school staff had to
be approved as Medicaid providers. School-employed providers included school nurses, speech
therapists, physical therapists, occupational therapists, school counselors, social workers, and
psychologists. A potential provider must hold a valid State certificate, registration, or license
and must enter into a participation agreement with the Missouri Department of Social Services
(DOSS). Appendix F contains Missouri’s Provider Enrollment Information. The Sck}ool Distnict
completed the provider enrollment during the first quarter of the 1991-1992 school year. The
process is precise and time-consuming, but was expedited by the DSS Provider Enrollment Unit.
Providers received training about allowable activities and about how to complete treatment/
billing forms (see Appendix G, Missouri’s Provider Activities and Forms). All enrolled
providers receive a monthly newsletter, Medicaid Informarion, which is jointly developed by the
State Department of Elementary and Secondary Education and the State Division of Medical
Services. This newsletter keeps providers current on developments in EPSDT/Medicaid

programs in Missouri public schools.
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-To bill Medicaid for screening and treatment services, the Medicaid-enrolled children must be
referred by a physician. Developing a system for obtaining physician referral is essential. - Two
kinds of relationships were established: | |

> The School District made an arrangement with Truman Medical Center East so that
children not currently linked to primary care providers are assigned pediatricians through
the Center. ' :

> One-fourth of the Medicaid enrolled children attending public school in the District were

enrolled Jackson Counry’s Managed Care programs. These were primarily AFDC

recipients. Families participating in the program.must receive their primary care from

their selected health care provider. To serve these children, the District needed a referral

from the provider. Missouri Medicaid provided the District with the list of these

providers. This required establishing relationships with four managed health care plans
~ and thirty-one physician sponsors. ' :

It has been the District’s experience that pediatricians and other physicians serving Medicaid
clients are eager to cooperate with the school in expanding services. As primary care

physicians, they know first hand the health care needs of low income children and their families.

C. Operating the Screening Program
1. Equipment and Medical Personnel

The District needed to purchase medical equipment necessary for conducting screenings. A
grant was obtained from the Victor E. Speas Foundaton (the District established a 501(c)(3)
Foundation and thus is able to receive tax deductible gifts and grants). Outside medical
personnel were needed to conduct the screenings during the program’s first year and the Jackson
County Health Department agreed to provide the staffing. A public health nurse, a pediatrician
from Truman Medical Center East, and a parent educator staffed the screenings held in the
1991-1992 school year.
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"9 The Screening Procedure and Follow-up

In accordance with EPSDT guidelines, on the screening days, the following are administered:
an unclothed physical examination, a comprehensive health and developmental history (including
assessment of both physical and mental health development), appropriate. immunizations, vision
screening, hearing screening, and dental screening. Screenings are conducted by the School
District for Medicaid-eligible children. A full screening is reimbursed at $90. Children who
are not Medicaid-eligible are only screened on a case-by-case basis at no cost 10 the family, if
‘a nurse, teacher or other school staff person identifies a potential problem. The following-post-

screening procedures were astablished with the help of the State Medicaid staff:

> If the screening does not demonstrate any problems, the screening information is filed,
and the child is placed on a list for screening at the next periodicity interval.

> If, as a result of the screening, an avaluation in one of the areas served by School
District providers is recommended, the scresning team refers to the appropriate therapist.
No prior approval is required for this evaluation. These evaluadons could include
referral to speech, occupational, physical, or psychological therapy or the special
education evaluation process.

> If, as a result of the screening, a full diagnosis in a medical area is recommended, the
screening team provides administrative case management to get the family to the
appropriate medical provider for the diagnosis and treatment. The team requests that the
parents sign a release of information form so that the screening team can discuss the case
with the health care provider.

3. Number of Screenings

In the 1991-1992 academic year, two screening sessions were held, one in January and one in
April. Twenty-two (22) children were screened, and five referred for further service. The no-
show rate at the first screening was Over 50 percent. With greater outreach efforts, the no-show
rate is now under 10 percent. In the 1993-1994 school year, the District is scresning about 22

children a month.
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4. Screening Records and Billing

The screening team records the results of the screening, and any required evaluations and
treatment, in the child’s file. It completes zi billing form which iS sent to the District’s
administrative office the same day. The District bills Medicaid monthly for screening services.
The District encountered minimal resistance from school and screening staff about recording
time and bﬂlmg The reason is that the schools previously had been doing this for charges for

~ child care and for insurance reimbursement for special education services.

D.  Treatment and Referrals

1. Direct Treatment

If, as a result of the diagnosis, treatment is recommended, and the treatment is to be given by
a School District provider, he or she must develop a plan of care which is incorporated into a
child’s individualized educational plan (IEP)."> The plan of care includes the current level of
performance, annual goals, short term objectives, and a method of evaluating when the child has
attained the treatment objectives. The plan of care becomes the authorizaton for services and
no prior approval is necessary from the State Medicaid program to begin treatment. However,
the IEP must be signed by a physician, nurse, or nurse practitioner, and maintained for audit
purposes, and parents must provide written permission before treatment is initiated. The IEP

and Medicaid treatment plan must be reviewed annually.
2. Referrals

If a referral is to be made to a provider who is not an employee of the School District, then the
District provides administrative case management to insure that the child gets the services and
any follow-up that is needed. The School District now has a Health Services Director, who
ensures that the referral is made immediately and that administrative case management is

coordinated.
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3. Record-Keeping

In the provision of treatment services, it is critical that appropriate records be kept so that the
program can withstand an audit. Most of the regulations set by the federal and state
governments regarding EPSDT/Medicaid were designed for primary health care settings, not for
schools. Therefore, the District and the State Medicaid program worked together to develop a
school oriented record-keeping protocol. The goal was to meet the regulations without .imposing

an excassive record-keeping requirement on the District’s providers.

The District’s various therapists are responsible for the record-keeping, which includes (a) the
IEP (with the plan of care addendum, detailing the diagnosis and treatment plan); and (b) a
treatment log which briefly states the date and nature of each session (see Appendix G). The
treatment log is submitted to the District’s Office of Special Programs every two weeks, from
which bills to Medicaid are generated. These two forms, plus records of the evaluations, meet

the Medicaid documentation requirements.

4. Billing

The District bills Medicaid for reimbursement for screening and treatment services through the
Accelerated Submission and Processing Medicaid Claims program (ASAP). Claims are recorded
on computer diskette and mailed every two weeks to GTE Data Services, the claims agent for
Medicaid. District personnel needed training to learn this program. The billing process includes
remittance advice from Medicaid, updating claim status, and instructions for the provider when

there has been an error in the bill.

E. Administrative Case Management

1. Services

The last component of the program to be implemented was administrative case management

(ACM). ACM includes the following activities: Medicaid eligibility determination; outreach to
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*. Medicaid-eligible children and families to access EPSDT; coordination of screening,

examinations, assessments, and evaluatons; immunization Schedulixig; case planning,"
coordination, and follow-up; coordinating prenatal care services; coordinaton of nutrition
services and information; heaith education and health guidance; and interagency coordination.

Building nurses serve as the primary case manager for the children in their school.

2. Staff

The District identified 182 employees who perform administrative case management services.
They include counselors, physical education teachers, school administrators, administrative staff,
staffing coordinators, special education and related service providers, nurses, Direcdon Service
Center case managers, Parents-As-Teachers parent educators, 2l$t Century Program child care
providers, home-school coordinators, early childhood special'education teachers, and the special
education administration and the Crisis Intervention Teams at the secondary schools. All had
to participate in training in the administrative case management methodology (see Appendix H,
Missouri’s ACM Methodology Development Outline).

3. Time Studv

Working with the State Medicaid program staff, the District set up a program to conduct a time
study one day each month with each of the 132 employess. The day of the month is randomly
selected. Staff record their activities, in fifteen minute intervals, under the following categories:
general administration and overhead; non-health related activites; screening, care, treatment,
and counseling (services provided in the last category are not reimbursable as ACM; these are
billed as screening or direct treatment). These log sheets are processed to provide an average
percentage of time spent by each category of employes engaged in each activity. (See Appendix
I, Missouri’s Time Study and Log Shest).
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4. - Billing

The formula for billing Medicaid for ACM is the percéntage of qualifying empl-oyee activities
(salaries and benefits) based on the time study multiplied by the percent of eligible Medicaid
students in the School District. The School District is reimbursed for approximateiy 50 percent
of this amount since federal law has established Medicaid reimbursement for admunistrative
activities at 50 percent of allowable expenditures. Nurses involved in ACM, because they are
‘skilled medical professionals, are federally reimbursed at 75 percent of eligible claims. Using

this formula, the District’s administrative office bills Medicaid quarterly.'®

5. Record-Keeping and Referrals

ACM files are kept for each child. The goal is to coordinate all the services the child needs.
Detailed records of telephone conversations, contact with the Department of Family Services and
Medicaid, interactions with parents, and observatons of children are among the notations in
ACM files. Referrals are made daily to the Distict’s Health Services Director by
administrators, teachers, program directors, and therapists for such issues as a child needing
glasses, suspected child abuse or neglect, or parents who need help in making a doctor’s

appointment.

F. Where Are They Now, and What’s Next?

The School Board and District staff continue their commitment of ensuring that the children of
the District are provided EPSDT services and administrative case management. The original
goals have not changed and the program continues to expand annually. The following

programmatic goals have been set for 1993-1994:

With 1993-1994 revenues, the School District will:

° Complete the staffing of a full contingent of school counselors so that every
school building will have a resident counselor and will hire social workers for the
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“schools to provide home-school liaison and intervention and counseling for
children and families in crisis. R ' - '

Continue with monthly screenings so that all children’s preventive health needs
can be met according to the EPSDT periodicity schedule; increase the number of
students and preschoolers screened monthly; and study the feasibility of making
screenings available on a daily basis. An issue that must be resolved is whether
screenings should be rotted among schools in the District to reduce
transportation problems, or be housed in a permanent site to minimize confusion
and maximize services (for example, offering tests that are not portable).

Begin a program of immunizations for preschool children in the District. The
goal is to approximately double the number of preschool children immunized and
achieve 100 percent immunization by 1996.

Develop a better system for follow-up care so that children can be monitored and
rechecked when an illness has been discovered (for example, an inner ear
infection discovered at a well clinic examinaton).

Involve building principals and other staff more acdvely in ACM.

Provide more services through cooperative interagency agreements with state and
county public agencies. For example, the School District will work with Jackson
County’s Department of Mental Health so that social workers can be placed in
schools to provide counseling services on site to high risk children and their
families rather than referring the children out.

Develop better means of outreach so that children currently not receiving
preventive and primary health care services can get them (for example, working
with parochial schools in the District).

Tie into the Medicaid database to facilitate determination of whether a child is
enrolled in Medicaid.

Develop outcome measures to assess the efficacy of the program (the State
Medicaid program plans to require this),'® including objective data
measurements of the program’s impact on children and families.

Develop a better computerized billing system for screening, direct services, and
ACM.
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V.  THE IMPACT OF THE EPSDT/MEDICAID PROGRAM |

Although the program has only been 'fully opémtional for a short ime, it is important to step
back and look at the early impacts of the EPSDT/Medicaid program on the School District, the

community, the State, and the children and families served.

A. Fiscal Impacts

In three years of operation, Independence will have realized a total of over $2.2 million for new
services for children and their families, growing from about $50,000 in 1991-1992 to S1.3
million in 1993-1994. Table 1, below, provides daw on the new funding generated Dy the

EPSDT Medicaid Program. Graph 1, on page 26, demonstrates the dramatic growth In revenue

over the past three years.

Table 1

Revenue Generated by Independence, Missouri
EPSDT/Medicaid Program (1991-1993)

Screening/ Administrative
Year Treatment Case Management Total
(ACM)
1991-1992 $ 10,000 $ 40,000 $ 50,000
1992-1993 $ 80,000 $ 800,000 $ 880,000
1993-1994 $100,000 $1,200,000 $1,300,000
TOTAL: $2,180,000

These funds have been used to hire staff, particularly nurses and therapists, to implement
expanded services. Nurses were the first hired because of the lack of health services in the

schools; this was clearly the hiring priority of the building principals and other school staff.
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Nurses not only could provide the new health services under the EPSDT agreement, but could
also attend to the daily health problems of the children and provide overall health education in
the schools. Importantly, the building nurses serve as the primary case managers for the
children in their schools, maximizing additional federal reimbursements. Future staff additions
will concentrate on other human service needs such as school counseling and crisis intervention

for families.

A percentage of the total revenue has been kept in reserve for emerging program needs and as
insurance in case of a federal audit. In the same three years, the School District’s overall annual
budget remained steady, growing slightly each year, while new services were able to be

implemented without additional state or local dollars.

B.  Children and Staff

The school children and their families clearly are receiving needed health and social services,
many for the first ime. Both school-age and preschool children are being screened who were
not previously; immunizations are being administered, and needed new treatments, both physical
and social, are now being delivered. At the same time, the District staff know they must

continue to increase the number of screenings and improve their case management.

The District has not yet begun to collect data that will objectively prove the program’s client
outcomes, such as an increase in the number of children receiving primary care, improved
attendance rates, decreased drop out rates, reduction in the number of sick days, improved
achievement, reduced family disruptions, and so forth. Clearly this is a need they intend to
remedy, particularly as the State Medicaid program begins to require specification of annual
outcomes and measurement of those outcomes. Limited data is available but it is not sufficient
to prove a cause-effect relationship. For example, in one of the District’s schools with a high
percentage of Medicaid-eligible children, Benton Elementary, attendance rates have gone from
92 percent in 1991-1992 to 96.3 percent in 1992-1993, but in the absence of any control group,

it is impossible to statistically relate the improvement to the new Medicaid services.
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More compelling is the anecdotal information coming from principals, teachers, and other school
staff. They report regularly on new services being provided to children for the first ime, with
~ a quick response time resulting from case management. Children are getting hearing and vision
services they never had before, vulnerable children are getting regular medical treatment, and
preschool siblings of the children are getting needed services which previously would have
waited until they began school. School staff morale is higher. Stj_i"f have always seen the health
and social problems of the children and their families; however, now school personnet fee! they

have a real way to help through the EPSDT/Medicaid program. '®

C. The Community

In some communities in the nation, strong opposition has emerged to schools which have taken
on expanded health and social service roles. In Independence, Missouri, however, no such
opposition developed. In part, this is due to the proactive role the District has taken for over
15 years. The community evidently believes that it is essendal to give children the support
needed to maximize their capacity. One demonstration of this community atutude was the vote
on a proposed school bond in the District in 1992. It passed overwhelmingly, the first to be
approved since the 1950s and provides $21 million for renovations to all schools and computers
for schools. The School District believes, based on anecdotal data, that approximately 97
percent of the parents whose children participate in the School District’s 215t Century Schools
programs voted, and 95 percent of them voted for the bond. In addition, a tax levy increase of

$.13 was also passed.

D. Local and State Agencies and Other School Districts

Because the Independence program is viewed as so successful, other local public agencies are
more interested than before in working with the schools. The School District has now initiated
interagency agreements with the Department of Family Services (DFS) and the Department of
Mental Health (DMH) and worked out procedures for referral and follow up. DFS assigns
workers to schools each month to facilitate Medicaid enrollment. DMH is considering assigning

social workers to some schools to provide mental health services.?
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The working relationship between the District and the State Medicaid program remains excellent.
Importantly, the State Medicaid program is now working aggressively with other school districts
in Missouri to initiate similar EPSDT/Medicaid initiatives. An added benefit has been that over
- 100 school districts from across the country have now either asked for technical information or

visited Independence to learn about this inigatve.
E. The State

| Distﬁct'sr.aff, in hindsight, believe that one core ingredient was missing when they began whica,
had it been in place, would have gready facilitated their efforts.=} At the dme they began,
there was no official directive from state policy makers about the validiry and importance of
EPSDT/Mediciid’ progﬁms in school. This is now in placs through the passage of House Bill
No. 564 in 1993 which was endorsed and supported by the governor and the speaker of the
Missouri House. These policy makers became convinced of the program’s value because of the
positive Independence experience. The legislation contains numerous provisions directed at
Missouri schools to provide various health care functions, and especially encourages school
participation in the EPSDT program and the provision of primary and preventive health care
services. It requires that the “most accessible care” be provided to eligible children—that is,
services are to be provided where the most children are normally during school hours or where
children are most likely to participate with the least obstacles.™ Further, the legislation directs

the State to seek a waiver from the federal government to expand program eligibility.

Vl. THE LESSONS LEARNED

School districts across the nation can learn a great deal from the Independence experience in
implementing the EPSDT/Medicaid program. It is one model of how state and local
governments can work together to effectively expand limited resources. In addition, beyond the
specific programmatic elements of this partnership, the Independence example is a case study

in breaking down bureaucratic and professional barriers on behalf of children and families.
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There are several critical lessons from the factors that the Missourl participants attribute to their

sSuccess.

A. Getting Started and Maintaining Momentum

In interviews, key staff talked about what they considered to be core "ingredients” that needed
to be in place to make it possible to launch a successtul EPSDT/Medicaid program. They
believe that school districts who want to initiate such a program should work to make sure at
the start that certain ingredients are in place. The key factors reinforce the underlying pn’nciples

presented at the beginning of this paper.

First, the advice of both the School District personne! and the State Medicaid program starf is
consistent and blunt that there are schools and school districts that should not inituate an
EPSDT/Medicaid program. School districts should not consider the EPSDT/Medicaid program
if their philosophy is that it is the sole responsibility of parents to attend to the health care nesds
of children. The operative philosophy must be that schools can and should enter an empowering
parmership with the children’s families to promote student health and encourage access to
primary and preventive health care. For these kinds of initiatives to work, the community must
believe that it is appropriate and essential for school personnel to interact regularly with health
care providers and parents in the community for the purpose of coordinating student health

,
care.”

Similarly, school staff must share this philosophy. EPSDT services must not be viewed as "add-
ons” but as essential supports to educating children successfully. Independence District staff

believe there was minimal resistance from school staff in starting the EPSDT program because

the already existing 21st Century Schools program fostered this philosophy.

Those states, school districts, and schools who do not have a clear and firm commitment to
reinvest reimbursed Medicaid funds back into the schools in order to increase staff to deliver
needed health and social services and for continuing systems reform should not participate.

EPSDT should not be used solely as a revenue generating scheme for schools. It is not
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sufficient to start a program in order to relieve the School District’s budget. If the commitment
to reinvestment is not present, the p_rogrﬁm will not be successful. The schools and their
personnel, and the community must see the tangible benefits of the parmership. If this occurs,
EPSDT/Medicaid can be used as a strategy for the larger goal of strengthening community-based
services for children and families through the schools.

Second, the State nezds to be wiling to work with the local school district in a partnership and
the Schcot Dtsmct needs to want it 10 won( In Independence, the leadership of individuals
‘made this p0551b1e ‘The essental ingredient that made the Missouri experience successful was
the partnership between the District and the State \«Iedxc:ud program. Independence staff believe
that their work would have been easier if state policy had clearly supported such programs from
the start. Biil 564 now provides this. The support of the Governor and State legislators can be
instrumental in getting things started. The most concrete result of such a partnership is that it

enables state and local staff to work together to adapt Medicaid to the school setang.

B. Staces of Development and Implementation

From interviews and program materials, the following are the suggested stages of development

and implementation of a school-based EPSDT/Medicaid program:

1. Create the Critical Mass

Begin with the essential ingredients, discussed throughout this paper to create the critical mass
needed to develop the program. The most important of these, in almost everyone’s estimation,
is tha: state and local officials must have a vision and be enthusiastic about the initiative.
Without this broad commitment as the first stage, a school district will not be able to sustain the

energy required, nor will the program survive the tenure of those who initiate it.
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2. Establish the School’s Health Care Agenda

Once these ingredients are in place, the next stage is to establish the District’s health care
agenda.** This should be a collaboradve process involving the school board, school staff,

community leadership, families, and state, county, and local agencies.

3. Develop an Interagencv Agreement and an Implementation Plan

Oncé the District’s hea.lth. care agenda has been defined, it is time to develop an interagency
agreement between the School District and the State Medicaid program. A model interagency
agreement is contained in Appendix D on pages 21-27. This agreement will define the services
the School District intends to implement. Then develop a plan of implementation, using

technical assistance from the State’s Medicaid program and education departments.

4, Training

Training is the next critical stage. All school personnel, from the building principals to building
maintenance staff need to be involved to varying degrees. Training needs to begin with the
vision, philosophy, and the place of the program in the larger systems reform of community-
based, integrated services, and then proceed to the technical requirements and changes in the
District’s and schools’ way of operating. Critical training issues include Medicaid eligibility,
provider enrollment, provider activities, the time study, and using the various forms (see
Appendices E through I).

5. Proeram Implementation

Program implementarion should proceed from the relatively simple to the more complex.
Independence began with screening, then in-school treatments and referrals to providers in the
community, and finally, to administrative case management. Each of these program components

will require new administrative challenges (for example, billing).
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- 6. Ongoing Program Development.

After the program has been implemented, focus on improving and nourishing ir, including
reinvestng the new revenues back into the program. The emphasis needs to be on measurable .
outcomes, more productive parmerships with other agencies, outreach, increased screenings and
services, and effective case management that achieves regular pn'm:iry health and mental health
care for the children and their families. Program evaluarion should be a formal and ongoing

component of the inidative.
CONCLUSION

The successful collaboration berween the Independence, Missourt School District and Missouri
Medicaid is an example of a parnership where everyone benefits. The Missouri Medicaid
program is helped to mest its mandate to provide health prevention, screening and treatment
services to Medicaid-eligible children. The Independence School District is provided the
resources to infuse their schools with the support services that children nesd in order to be
productive leamners. Children and families in Independence have gained improved access to

health care resources and assistance in managing their health and human service problems.

All too often, the day to day demands of operating a school, a local health program or a public
human service agency foster barriers against these kinds of successful partnerships. What the
Independence example shows is that the results are worth the effort. The combination of a
shared vision, a commitment to improving services and a willingness to reduce bureaucratic
barriers has paid off for the children and families of Independence. This is perhaps the most
important lesson to be learned from this case study.
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: Appendix A: , _
A Profile of the Independence School District, 1993-1994 *

Assessed Valuation . . . v v vt it e e e e e e $476,804,938.00
Tax Rate Teachers Fund . . . . . o o i i it e e e $2.08
Incidental Fund . . .« v v vt it e e e $1.10

Dbt SEIVICE .« v v o e e e e e e e e e e $ .18

TOtAl & o s e e e e e e e $3.36

BUAZEL . o o v o et e e e $53,347,205.00
Approximate District Populaion . . ... ..o 75,000
~Areaof District . . . ... ... e e .. 31 square miles
Student Enrollment K-12 .« . o oot et e e e e 11,182
Average StudenuTeacher RAUO . . ..o v i vt 25/1
Number of Certified Staff . . . . o o oo e 633
Total Staff . . . . ... .. e 1,250

~ Average Teacher Salary . ... ... ... $34,075.00
Per Pupil Expenditure (1990-1991) . .. .. ..ot $3,601.00
Missouri ClassifiCAON . v v v v v v v v v e e e e e e AAA
Total Accreditation K-12 . . . . o o ot i i e North Central

Number of Buildings: two high schools, two junior high schools, 13 elementary buildings, the
Noland Child Development Center, the Hanthom School, and the Oldham Education Center.

School Organization: Preschool, -6, 7-8, 9-12.

Member Metropolitan Community College District.

*Taken from: Independence School District: Providing Qualiry Education Since 1866.
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Appendix B: :

The Independence "Family" of Educational Support Programs *

(This description does not include the EPSDT/Medicaid Program.)

21st Century Schools is an integrated cluster of comprehensive child care programs
designed by Dr. Edward Zigler, Director of Yale University’s Bush Center in Child
Development and Social Policy. It serves children from birth to twelve years of age and
strives to provide for the social, emotional, physical, and intellectual growth of each
child, and consists of six programs:

Before-and-After-School Child Care is provided in each of the 13 elementary
schools, and 25% of the enrolled elementary school children parucipate. 1500
families are served in the program. The program features enrichment acuvities,
snacks, and supervised care. Minimal fees are charged.

The Preschool/All-Day Child Care Program is designed to provide
comprehensive, high quality, affordable, and accessible child care to the
Independence Missourl community. The program features school readiness and
enrichment activides, meals and snacks, and supervised care. Minimal fees are
charged. It is offered in eight of the elementary schools and the Noland School
Child Development Center for 3-5 year olds. 300 children are served. It is
offered year-round, and has a budget of $1.8 million and 170 employess.
Evening service is also provided, free for emergencies, and S1/hour for non-
emergencies. Scholarships are available from the County’s Department of Famuily
Services. The program also utilizes other programs of the School District,
including information and referral, screening, and integrated services for
developmentally delayed preschool children.

The program is constantly expanding. A replication manual has been developed
to assist interested schools in starting the program. The School District absorbs
the infrastructure costs for the program, such as audits, coordination, and so
forth. The major obstacle in program expansion are the start up costs for
facilities and equipment; this is partially solved by securing grants and mortgages.

Support Network for Family Child Care Providers offers training and education
for community child care providers. It was initiated because of the School
District’s commitment to the importance of quality child care and because trained
providers assist in school readiness. It also provides access to children receiving
day care in the community for preventive and early intervention services prior to
school. Monthly training sessions are held, with regular attendance by 65-100
providers.
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.. Parents As Teachers is a national non-targeted program operating in 42 states and

the District of Columbia to provide parent education so that parents can help their
infants and toddlers develop to the maximum extent possible. It was started by
the District in 1981. Currently, 1500 families participate. The program provides
the following services for parents of children birth to three: parent consultation
through home visits, group meeungs, and periodic screenings. - Services for

- parents of children three to five include: group meetings, screening, newsletters,
play groups, Parent Resource Centers, and a Children’s Library. It is offered
free of charge to all families in the Independence School District.

e The Direction Service Center (DSC) is a not-for-profit corporation providing

informasion and referral to all families in the Independence School District to
assist them in securing appropriate services for young children and their family
members.

. The Medical Screening and Referral Program provides screening and referral for
Medicaid eligible children birth through five, prior to school.

Other programs include:

Head Start has been operated by the School District as a delegate agency for the Kansas
City Model City Corporadon since 1979. 304 children are enrolled in 1993-1994, 10%
of whom are disabled. Approximately 40 children are in the full day, full year program
(a program requirement is that their parents are employed or attending school full ime).
The remaining children participate in a four day, four hour, eight month program. In
addition to the regular Head Start program which includes process oriented education,
family needs assessment, social services, health and mental health services, and nutriton,
the program uses the High/Scope cognitively oriented curriculum, and teaches parenting
classes, English as a second language, and high school equivalency classes to the parents
of the Head Start children.

The Head Start Transition Project is a program of the School District funded by a grant
from the U.S. Department of Health and Human Services. The project provides
supportive services to the Head Start children and their families in making a successful
transition from Head Start to regular public school. Program staff are working with 50
children in 1993-1994 in five of the 13 schools.

Project Reach is the School District’s early childhood special education program for
preschool children with disabilities. Over 100 children with mild to profound disabilities
are served in a continuum of education and service delivery options.

The Nutrition Education Program is the District’s project to teach preschool and primary
grade children and their parents about nutrition.
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o Even Start is a targeted, year-round program to teach literacy skills to parents living in
Chapter I school attendance areas who have a child between birth and seven and who
have not completed high school. The program provides adult basic education classes
toward the GED. While the parents are in class, the children are in a learning
environment. Then the parents and child are brought together for literacy training and
interaction. It also provides a number of family support services, such as home visits,
family activities, access to the Parent Resource Center, parent support, and a breakfast
and lunch program. The project has been made possible by a four year grant from the
U. S. Department of Education, and this year is- serving about 45 preschoolers and their
families.

*This summary of programs has been constructed from Caccamo (1992), Independence School
District (1993-1994), program brochures, and on-site interviews conducted December 15-16,
1993 with key personnel.



- Appendix C: :
The Missouri Process for Developing a Health Agenda*

L. F.stnblishing the District’s Health Care Agenda

School districts and schools interested in participating in the Medicaid administrative case
management program should contact either of the following state agencies before pursuing any
actvities associated with the program.

Missouri Department of Elementary and Secondary Education
Division of Special Education

Section of Special Education Administrative. Semces

P.O. Box 480

Jefferson City, MO 63102

(314) 751-7953

Deputy Director

Missouri Department of Social Services
Division of Medical Services

P.O. Box 6500

Jefferson City, MO 65102-6500

Although some many not fully realize it, all schools currently play a role in their communities
as health care providers. Doing so many have been a direct result of board action where the
superintendent has directed the incorporation of certain duties into staif functions. Some
activities are required by state statute, i.e., determining immunization status, performing certain
activities associated with programs for students with disabilities, etc. Other examples of
performing this role may have taken shape as a result of concern by various staff members who
expanded their roles based upon their professional training and/or empathy for students and their
families, e.g., nurses talking with family practitioners, counselors interacting with family service
workers, and so forth.

The scope and depth of a unified health care role of a school district should not be a patchwork
of activities with little purpose, organization or predictability. Rather, school districts should
determine with other appropriate community leaders, parents, human service agencies and
others, the needs which exist in their communities to provide a network which supports the
delivery of primary and preventive health care for all children. Having determined such needs,
the school district may define the scope and depth of efforts which will be directed at the need,

*Missouri Department of Social Services, Medicaid EPSDT Administrative Case Management:
Procedures for Missouri Schools, Jefferson City, MO: Division of Medical Services, August
1993, pp. 5-8.
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~based upon the district’s resources t0 respond, recognizing that its primary duty is that of
providing a quality education to all students. However, can a quality education be provided to
a student who comes to school irregularly, or who is often sick when in attendance, is not
properly nourished, etc.? Schools have a deep interest in the health care which students need
and recetve.

The purpose of the Medicaid administrative case management program is to encourage the
development of a framework of activities which will result in each Medicaid beneficiary having
a "health care home" (an entity person or organization) which assumes the responsibility for
knowing the child’s heaith status, what his/her health care needs are, and to delivery the services
" needed or assist in accessing them from a qualified provider. The program does not place the
agent in the role of being the sole provider of the services needed; rather, the agent is the
manager of the student’s needs in that he/she oversees that primary and preventive services are
scheduled and provided, as appropriate. In many cases, this is not unlike what some school
districts already do for students without ever having considered the actual role being performed.

Schools and school districts interested in participating in the Medicaid EPSDT administrative
case management program must begin with policy and executive leaders (e.g., the Board of
Education and top administrative staff) identifying the scope and depth of the health care role
which is desirable and possible for the district to play, considering its resources and
commitment, and the needs of its community of students. It is not advisable for a school district
to pursue the program without first having defined its goals and objectives in this area, as well
as its resources, both internal and community-wide. (While not all schools in a district must
participate, the district must sign related agresments on behalf of the school or schools which
do participate.)

Schools and school districts considering participating in the program are encouraged to ascertain
their current commitment to assisting students with their health care needs by evaluating their
current commitment using the following continuum. This evaluation should be done by not only
district insiders, but include members of the community who work with children and are
concerned with their health care needs:

1. Our district is very active in all areas of student health promotion and
encouraging accessing primary and preventive health care, when needed. We
regularly interact with health care providers in the community for the purpose of
coordinating student health care.

2. Our district is somewhat active in these areas but views parents as having the
primary role. We interact with community health care providers on an "as
needed" basis for individual students.

3. Our district considers parents to be the primary health care managers. We
contact them or other health care providers on an emergency basis only.
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4. -Qur district provides for student emergencies and has no interactions with: other
community heaith care providers. '

This brief process will help elucidate the intention of the school or district to address the heaith
care needs of students. The next steps are to consider what activities and resources are currently
"directed to the effort; considering these will provide a perspectve of how extensive an effort
may be needed to reach the intended goal identified above. The following structure should be
- worked through by the same team involved with the prior task.

My District Promotes Student Health Care Through the Following Means:

The Following Staff Positdons Are Involved In Promoting The Health Care Program Of
This District:

Having first answered the broader question of "What is the school’s or district’s agenda?", the
identification of the actual activities and resources directed to achieve the desired role will
uncover any discrepancies which may exist between intentions and actons.

Schools should assess the program of health care services they provide, and compare them with
the allowable and billable services available to Medicaid beneficiaries through the EPSDT
administrative case management program. The following is a list of the services which may be
provided for reimbursement to Medicaid beneficiaries by EPSDT case managers.

Medicaid Eligibility

Qutreach to Children and Families to Access EPSDT

Coordination of Screening, Examinations, Assessments and Evaluations
Immunizations

Case Planning and Coordination

Prenatal Care Services

Nutrition Services

Health Education

Interagency Coordination
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‘More explanation of each of these categories of activity is provided in Appendix A. These are
the types of activities which a school or district must provide. in order to participate in the
Medicaid administrative case management program. If a school or district selects to partcipate,
it must agree to provide management of the primary and preventive service needs of students
in these areas.

It should be clear that in order to effectively implement the Medicaid EPSDT administrative case
management program in a school or district at least two primary supports must exist (a) the
board of education must endorse and actively promote the effort, and (b) the executive
administration must provide the leadership and administrative support required. With these
supports in place, the district’s agenda and the purposes of the Medicaid EPSDT administrative
case management program will be compatible. '
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Appendix D:
Missouri’s Model Interagency Agreement*

Sample Interagency Agreement
(August, 1993 version)

_ COOPERATIVE AGREEMENT BETWEEN
THE DEPARTMENT OF SOCIAL SERVICES, Division of Medical Services
and
THE School District ~

EPSDT ADMINISTRATIVE CASE ;\LmAGmm\rr through the
HEALTHY CHILDREN AND YOUTH PROGRAM (EPSDT)

STATEMENT OF PURPOSE

The Missouri Department of Social Services (DSS) through its Division of Medical Services
(DMS) and the School District~, in order t0 provide the most efficient, effective
administration of Title XIX, Early Periodic Screening, Diagnosis and Treatment (EPSDT)
aka is the state as Healthy Children and Youth, hereby agres to the conditions included in the
Cooperative Agreement. The provision of EPSDT/HCY Administrative Case Management
by the School District~ has been determined to be an effective method of assuring the
availability, accessibility and coordination of required health care resources to Medicaid
eligible children residing within the boundaries of the School District ~.

The Department of Social Services, Division of Medical Services recognizes the unique
relationship that the School District~ has with the EPSDT/HCY eligible clients and their
families. It further recognizes the expertise of the School District~ in identifying and
assessing the health care needs of EPSDT eligible clients and in planning, coordinating and
monitoring the delivery of preventive and treatment services to mest their needs. DSS, in
order to take advantage of this expertise and relationship, enters into this cooperative
agreement with the School District~ for EPSDT Administrative Case Management.

The Department of Social Services, Division of Medical Services recognizes the School
District ~ as the most suitable agent to administer case planning and coordination through
EPSDT Administrative Case Management for its EPSDT eligible clients and their families.

*Missouri Department of Social Services, Medicaid EPSDT Administrative Case Management:
Procedures for Missouri Schools. Jefferson City, MO: Division of Medical Services, August
1993, pp. 21-27.
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The Departmém of Social Services and the School District~ enter into this Cooperative
Agreement with full recognition of all other existing agreements which the Department may

" have developed for services to Title XIX eligible clients living within the School District~"s

boundaries and which are currently included in the Title XIX State Plan.

I
MUTUAL OBJECTIVES

Assure that all Title XIX eligible clients under the age of 21 and their families are
informed of the EPSDT/HCY benefit and how to access it

Assure that assistance is provided to children and their families in determining their
eligibility for participation in Missouri’s Medicaid plan.

Assure early and appropriate intervention and scresning so that diagnosis and
treatment occur in a tmely manner.

Establish a medical care home as defined in Section 9 of the General Chapters of the
Medicaid Provider Manual, for those Medicaid eligible children recsiving
EPSDT/HCY service coordination actvites.

Assure that services are of sufficient amount, duration and scope to correct or
ameliorate the condition for which they were determined to be medically necessary.

Assure that services are provided by appropriate Medicaid enrolled providers for the

correction or amelioration of conditions identified through a full, partial, or inter-
periodic EPSDT/HCY screen.

All terms of this Agreement and procedures are to adhere to OMB Circular A87.

I
RESPECTIVE RESPONSIBILITIES

DSS agrees to:

1.

Reimburse the School District ~ the Title XIX federal share of actual and reasonable
costs for EPSDT administration provided by staff based upon a time-accounting
system which is in accordance with the provisions of OMB Circular A87 and 45 CFR
parts 74 and 95; expense and equipment costs necessary to collect data, disseminate
information and carry out the staff functions outlined in this agreement. The rate of
reimbursement for eligible administrative costs will be 50%. The rate of
reimbursement for eligible costs qualifying under regulations applicable to Skilled
Professional Medical Personnel and their supporting staff (compensation, travel and
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training), will be reimbursed at 75% when the criteria of 42 CFR 432.50 are met.
Changes in federal regulations arfecting the matching percentage and/or costs eligible
for enhanced or administrative match, which become effective subsequent to the
execution of this agreement will be applied as provided in the regulatons.

Provide the School District ~ access to the informatdon necessary to properly provide
the EPSDT Admunistrative Case Management.

Develop and conduct periodic quality assurance and utilizatdon reviews in cooperation
with the School District~. '

Provide initial and ongoing training and technical assistance to staff of the School
District~ regarding the responsibilities assumed within the terms of this agreement.

Meet and consult on a regular basis, at least quarterly, with the School District~ on
issues related to this agreement. ' '

The School District ~ agress to:

1.

Provide EPSDT Administrative Case Management as an instrument for the
Department of Social Services, Division of Medical Services, to assure the
availability, accessibility and coordination of required health care resources to
Medicaid eligible children and their families residing within the district’s boundaries.
The School District~ recognizes that claims for EPSDT Administrative Case
Management for Managed Care enrollees are limited to outreach functions and
activities which include, but are not limited to those identified in Item A:

A. Outreach Activities:

1. identify potential Medicaid eligible children and assist in their eligibility
determination;

ii. inform foster care providers of all Title IV-E eligible children residing
within the school district’s boundaries of the HCY/EPSDT program;

iii.  inform Medicaid eligible pregnant women about the available of
HCY/EPSDT services for children under the age of 21 (including
children who are eligible newborms);

iv. inform the groups cited above of available necessary transportation;
provide scheduling assistance; and develop transportation resources as
appropriate.
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C__oordinarion of HCY/EPSDT Screens and Evaluation:

Assistance will be provided to eligible children and their families in
establishing a medical care home as defined in Section 9 of the General
Chapter of the Missouri State Medicaid Program. Coordination activities
include, but are not limited to:

i making referrals for and scheduling the following EPSDT/HCY screens
in accordance with the periodicity schedule set out in Section 9 of the
General Secton of the State Medicaid Provider Manual:

a) comprehensive health and developmental, including mental
health; ' .
b) vision;
c) hearing;
d) dental;
1. making referrals for and scheduling any evaluatons that may be

required as the result of a condition identified during the child’s screen.
Immunizations:
Assistance will be given to eligible children to assure the appropriate
immunizations are provided as indicated in Section 9 of the General Section of
the State Provider Manual.

Case Planning and Coordination:

This activity includes assistance to the client and the family in developing and
carrying out a case or service plan. Activities include, but are not limited to:

i. identifying and arranging for medically necessary services to correct or
ameliorate conditions identified in the child’s Individualized Education
Program (IEP) or Individual Family Service Plan (IFSP);

ii. identifying and arranging for medically necessary services required as
the result of any regular, interperiodic, or partial EPSDT/HCY screen;

iii.  after determining the frequency and duration of these services, secure
the prior authorization through the Division of Medical Services;
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iv.  developing and'coordinating the meetings of any interdisciplinary teams . -
that may be able to assist in development and periddic review of the
case plan;

V. coordinating the closure of the case, referral to any needed services and

realignment of the case plan.
E. Prenatal Care Services:

This activiry includes the provision of outreach coordination and prevention
services to Medicaid eligible pregnant residents of the school district or at-risk
adolescents. -

F. Nutrition Services:

This activity includes planning, education, or coordination activities around a
Medicaid eligible child's nutritional needs.

G. Health Education:

This activity includes the coordination of health education and anticipatory
guidance services. Examples include, but are not limited to, child care
development, safety, accident and disease prevention and healthy lifestyles and
practices.

H. Interagency Coordination:

This activity includes collaboration efforts to improve the cost effectiveness of
the service delivery system, to improve the availability of services, to focus
services on specific population groups or to define the scope of each agency’s
program in relation to the other.

L Transportation:
This activity includes the provision of transportation and scheduling assistance
for diagnostic and treatment services required as a result of a regular, partial

or interperiodic HCY/EPSDT screen.

Account for the activities of staff providing EPSDT Administrative Case Management
in accordance with the provision of OMB Circular A 87 and 45 CFR parts 74 and 95.

Provide as requested by the Division of Medical Services, the information necessary
to request federal funds available under the state Medicaid match rates.
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10.

1.

Return to the DSS any federal funds which are deferred and/or ultimately disallowed
arising from the administrative claims submitted by DSS on behalf of the School
District—~.

Maintain the confidentality of client records and eligibility information received from
DSS and use that information only in the administrative, technical assistance and
coordination.

Cerdfy to DSS the provisions of the non-federal share for HCY Administrative Case
Management via compledon of DMS "Cerufication of General Revenue” form.

Accept responsibility for disallowances and incur the penalties of same resulting from
the actdvides associated with this agresment.

Mest and consult with the Division of Medical Services on issues arising out of this
agreement.

Conduct all activities recognizing the authority of the state Medicaid agency in the
administration of state Medicaid Plan on issues, policies, rules and regulations on
program matters.

Maintain all necessary information to support the claims and provide HCFA any
necessary data in the event of an audit.

Assure the Department of Social Services that there is an approved cost allocation
plan in place.

Recognize the preference of the Department of Social Services for the submission of
claims on a quarterly basis.

I
PROGRAM DESCRIPTION

EPSDT Administrative Case Management activities provide for the efficient operation of the
state Medicaid plan. These activities aid the potential EPSDT eligible recipient to gain
eligibility, access screening services, follow-up on referrals to additional medical providers,
establish a health care home for the child, develop and coordinate a service plan, follow
through on the case plan and assist the family in becoming able to meet its child's needs in
such a way that they are able to function at an optimal level with minimal intervention.

EPSDT Administrative Case Management is committed to the least restrictive method of
treatment for children and will maintain this as a priority.
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Iv
PROGRAM EVALUATION PLAN

A task force consisting of a designated representative from each agency shall meet at least
quarterly for the purpose of program development, review, evaluation, discussion of
problems and to develop recommendation to improve programs for better and expanded
services. These activities shall include consideration for: :

L. The evaluation of policies, dudes and responsibilities of each agency.

2. Arrangements for periodic review of the agresments and for joint planning changes in
the agreements.

A%
TERMS OF THIS AGREEMENT

The period of this Cooperative Agresment shall be from Start Date ~, through End Date ~.
This agreement may be canceled at any time upon agreement by both parties or by either
party after giving thirty (30) days prior notice in writung to the other party provided,
however, that reimbursement shall be made for the period when the contract is in full force
and effect.

Gary J. Stangler, Director Date
Department of Social Services

Donna Checkett, Director Date
Division of Medical Services

Superintendent’s Name ~ Date
School district ~
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Appendix E: o .
Missouri’s Medicaid Eligibility Requirements*

0. STUDENT ELIGIBILITY FOR SERVICES
A. Eligibility and Identification of Students

Individuals are determined to be eligible to participate in the Healthy Children and Youth
(HCY) program based upon the income of the households in which they reside and medical
- need. The Department of Social Services (DOSS), Division of Family Services (DES), 1s
responsible for determining the income eligibility of persons for Medicaid services. '

The following are criteria used to determine income eligibility.

-If the child is under the age of six(6), the household gross income is less than 133 percent
of the federal poverty standard, and the household meets state-imposed income criteria, the
child is Medicaid eligible.

_If the child was born before October 1, 1983, the household mests the Aid to Families with
Dependent Children (AFDC) gross income standard, and the household meets state-imposed
income criteria, the child is Medicaid eligible.

Figure 3, Decision Tree to Determine Eligibility for Medicaid, depicts the process used by
the DFS in determining financial eligibility. These criteria provide for the possibility of
certain children in a household being eligible for services while others are not. Parents may
not be aware of the opportunities available to their children through the Medicaid program.
School districts are advised to consider developing an awareness program to alert parents to
Medicaid eligibility criteria and to encourage them to apply for services for their children.

B. Accessing Student Eligibility Information

The Department of Social Services maintains a computer file containing the names of all
Missourians who were at any time in the past two years eligible for Medicaid services.
School districts desiring to participate in the HCY program may submit diskettes with
appropriate student information to the office of Medicaid Management Information Systems,
Division of Medical Services, P.O. Box 6300, Jefferson City, MO 65102-6500. Instructions

*Missouri Department of Elementary and Secondary Education, Missourt Public School Medicaid
Implementation Guidebook, Version 1.0, Jefferson City, MO, Division of Special Education,
October 1992, pp.23-27.
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for submitting the diskette follow Figure 3. The information submitted on diskette will be
“matched against the State Medicaid file. Appropriate student informaton includes social
security number. The use of the social security number ensures an accurate match of
eligibility information.

Other ways to verify Medicaid eligibility of students include (a) requesting to see the
Medicaid card of students, (b) contacting County Family Services office, (¢) using the
telephone system called VERIFY, or (d) submitting information using the Medicaid
Eligibility Information Request form (MO 886-0856), which is included after Instruction to
Prepare File of Students. Persons having a provider number and the social security numbers
of students may call 219-482-8799 to verify the eligibility of studeats. Since eligibiliry
changes, it may be necessary to verify eligibility several umes durng a school year.

The Department of Elementary and Secondary Education and the Division of Medical
Services (DMS) have developed an additional automated means to assist districts in updating
student eligibility information. This may be done using the DESE claims software which
will generate a computer file of students. This file can be submitted to DMS for a match
against the State’s Medicaid file to obtin the eligibility information about students. The
DMS will return the file to the distict. The district can then use it with the DESE claims
software to generate a report of the differences in the eligibility informadon on the district’s
current file and that of the file which was returned from DMS. Districis must be aware that
some students on the returned file may or may not be eligible at the actual ime of filing a
claim. '
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_ Appendix F:
Missouri’s Provider Enrollment Information*

L PROVIDER ENROLLMENT
A. Provider Enrollment Procedures

" Before reimbursement may be claimed for services provided by a therapist to Medicaid-
eligible students, the therapist must be approved by the Department of Social Services
(DOSS), Division of Medical Services (DMS), Provider Earollment Unit. To obtain
approval, a potendal provider must hold a valid certficate, registration, or license within the
state of practice and must enter into a participation agreement with DOSS, the State’s
Medicaid Agency. A physical therapist must be licensed by the State of Missouri and an
occupational therapist is required to have a Certificate of Registration issued by the State of
Missouri. For spesch therapists to provide Medicaid-approved services in any setting other
than a public school, they must be licensed as a speech pathologist by the State of Missourl.
However, DMS has exempted public school speech therapists from this requirement. Speech
therapists employed by public school districts are required to have a Speech and Language
Specialist certificate issued by the Department of Elementary and Secondary Education
(DESE). Provider enrollment forms can be obtained from the Provider Enrollment Unit,
Division of Medical Services, Department of Social Services, P.O. Box 6300, Jefferson City,
MO 65102.

Upon receipt of the completed forms, DOSS will review the applicaton material and conduct
an investigation of the applicant’s professional background. Approval is dependent upon
DOSS’s acceptance of the provider’s application.

Therapists serving more than one school district need a separate Medicaid provider number
for each district. This requires the completion and submission of enrollment forms for each
provider number needed. When enrolling, therapists must indicate the district (referred to as
the "pay to") for which they work and to which Medicaid reimbursements are to be made.

A provider’s number is related to the "pay to " school district. Once approved, a provider
has the responsibility to keep the Provider Enrollment Unit apprised of any change in status,
including a change of employment which would affect the payment of claims.

All providers receive direct mailings from DMS. Among the first documents to be received -
by a provider is the Provider Manual. Section 2 of the Provider Manual refers to provider

*Missouri Department of Elementary and Secondary Education, Missouri Public School Medicaid
Implementation Guidebook, Version 1.0, Jefferson City, MO: Division of Special Education,
October 1992, pp. 5-9.
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conditions of eligibility and should be closely reviewed. It contains information relating to
the State's right to terminate a relatonship with a provider and to fraud and abuse.

Included in this section of the guidebook are copies of the provider enrollment forms along
with instrucdons for completing the forms. There is a different set of enrollment forms for
each type of provider. Persons may contact the Provider Enrollment Unit at 314-751-3571 to
request enrollment forms. : '

When approving providers, the DMS assigns each an eight-digit number which must be
included on all correspondence betwesn the school or therapist and DMS and GTE, the fiscal
intermediary. Mailing labels with the provider number printed on them are sent to the
provider for use in mailing materials to DMS and GTE.

GTE, a company which serves as the fiscal agent for the Medicud program, will send the
provider a packet of various billing forms. With the excepdon of the claim forms, all other
forms may be disregarded by school districts. Districts which plan to file claims via
computer should discard claim forms received from GTE.

It is important that district administrators encourage therapists who are earolled as providers
to communicate with them whenever they receive correspondence from DMS or GTE and not
to correspond with DMS or GTE without consulting with district administrators. Doing so
may prevent confusion among DMS, GTE, therapists, and district administrators.

B. Provider Enrollment Forms and Instructions to Complete
The provider enrollment packet consists of several forms which are to be completed by a
provider seeking approval to provide Medicaid services. When completing the forms, the

following should be noted.

-Forms are specific to provider type. Check upper left hand comner to ensure use of correct
form.

-Read the entire packet carefully prior to completing forms.

-All forms are to be original. Copies are not acceptable.

-Name and signature of the provider must be exactly as it appears on their ceruficate or
license. If a name change has occurred and the license or certificate does not reflect the

change, a copy of the legal document changing the name (marriage license, divorce decree,
et.) should accompany the application.
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-The telephone number and address of the school district should be used when phone number
and address are requested. ' : o

-All questions must be answered.

The first form in the packet is the Missouri Medicaid Provider Questionnaire (MO 886-
2802). The purpose of this form is to obtain informaton about the applying therapist, to
determine the district to which the Medicaid reimbursement check will be made payable, and - -
the address to which it should be sent. Instructons for completing requested information
have been inserted on the form which follows this narrative.

The second form to be completed is the Tite XIX Participation Agreement for Physical

" Therapy (or speech therapy or occupational therapy) Services (MO 836-2802). This form is
printed on the backside of the Missouri Medicaid Provider Questionnaire form. By signing
this form, the provider agress to adhere to the rules and reguladons which govern thetr
participation in the Medicaid program. Specific instructions for completon are fiiled in the
appropriate spaces on the form which follows the Missouri Medicaid Provider Questionnaire.

The third page in the enrollment packet (which follows the Title XIX Participation
Agreement for Physical Therapy) is not a form but an agresment statement. Each provider
completing the enrollment packet should read the Tite XIX Non-Discrimination Agreement
(MO 886-2802) carefully.

Note: If the district uses the ASAP billing system processing Medicaid claims, a provider
will be required to sign an assurance form which contains some of the same compliance
requirements found in the provider enrollment packet. It is suggested that this form be
completed and signed at the time of enrollment.

The form which follows the Title XIX Non-Discrimination Agreement is the Medicaid-
Provider Enrollment Application - State of Missouri. This form asks specific information
regarding the provider and can only be completed by the provider. However, the business
telephone and address requested on this form should be that of the school district.

The Remittance Advice on Tape and Turn-Around Claims form follows the Medicaid-
Provider Enrollment Application form and refers to the receipt of follow-up claims reports.
The Remittance Advice is a report which shows the payment ot denial of claims filed. It1is
not necessary to complete the Remittance Advice section of the form since a paper copy of
the report is sent to the district. The Tum-Around Claims form is a report which
accompanies the Remittance Advice and shows what was entered on the original claim form
and any errors. Some corrections can be made on the Turn-Around Claims form without
resubmitting the claim.
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The last form is the le Rights Transmittal form (MO 886-0965) which prov1des the
Department of Social Services with a means of ensuring compliance by an agency with
various laws and regulations on accessibility and discrimination. Instructions for completion
are inserted on the form which follows the Remittance Advice on Tape and Tumn Around
Claims form. The Civil Rights Transmittal form is also included in this section of the
manual and follows the Remittance Advice on Tape and Tum Around Claim Form.

School districts will receive a follow-up form to the Civil Rights Transmittal form. This
form is titled Self Evaluation for Compliance with Sectdon 504 Regulations, The Amerncans
with Disabilides Act of 1990, Title VI, and the Civil Rights Act of 1964 and a copy of it is
in the Appendix. The purpose of the form is to assist in determining a school’s status of
compliance with the above named regulations and laws. Upon completion, it is to be
returned to the Department of Social Services, Division of Legal Services, Office of Civil
Rights, P.O. Box 1527, Jefferson City, MO 65102-1527.
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Appendix G: ,
Missouri’s Provider Activities and Forms*

0. THERAPIST ACTIVITIES

Upon enrolling as Medicaid providers, therapists must agree to adhere to rules, regulations,
documentation requirements, etc., set forth by Division of Medical Services (DMS). Also, if
a district elects to file claims by computer media, its therapists are required to sign and have
notarized a form entitled "Missouri Medicaid Provider Agreement with the Department of
“Social Services for Participation in Accelerated Submission and Processing of Medicaid
Claims—ASAP". This agreement sets out certain responsibilities and activities of the
therapist. However, some of the responsibilities and activities may not pertain to the
therapist. The school district may have designated other staff members to conduct certain
functions, e.g., file claims, maintain necessary Medicaid records, etc. If a therapist is not
responsible for the performance of all activities in the ASAP agreement, 2 school district
may need to enter into an agreement directly with the therapist assuring him/her of the
district’s responsibility for various activities. A sample agresment is included in Section [ of
this document. Therapists must sign the ASAP agreement before claims can be submitted
and processed. The DMS Provider Enrollment Unit will notify the provider in writing when
the ASAP agreement is approved.

The following critical activities may remain the responsibility of the therapist and should be
validated by district administrators periodically:

-The maintenance of a logging form of services provided to Medicaid-eligible students. It is
recommended there be one form per student. The logging form will be the document from
which claims for reimbursement will be made. Therefore, all information must be complete
and accurate. Information on the form should include, but not necessarily be limited to:

month of services,

school,

provider name,

provider Medicaid number,
student name,

student Medicaid number,
date,

begin time,

procedure code,

~orge th O A0 O

*Missouri Department of Elementary and Secondary Education, Missouri Public School
Medicaid Implementation Guidebook, Version 1.0, Jefferson City, MO, Division of Special
Education, October 1992, pp. 33-34.
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j. end ume,

k. number of units, o o

L. description of activides and exercise performed and equipment used, and,
m. a signature line for the therapist.

The logging form should be maintained in an easily accessible file. A sample logging form
- is included. ' '

-The recording of periodic progress notes on each Medicaid-eligible student receiving
Medicaid services. The progress notes should be maintained in an easily accessible file.

- -The acquisition of the doctor’s referral-or prescripdon which is renewed annually. The
prescriptions and referrals should be maintained in'an easily accessible file. '

‘The Appendices contain the portion of the State regulation which pertains to documentaton.
All records which document the provision of Medicaid services and the billing for those
services must be maintained for a period of five years.
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. Appendix H:
Missouri’s ACM Methodology Development Outline*

 Appendix B -
Sample Administrative Case Management Methodology

(Agency Name)
EPSDT Administration Time Study and Cost Allocation/Claims Procedures

Introduction

Definitions

L Agency Description

II. Time Study Procedure
A. Cost Pool Group
B. Frequency and Intensity of Time Study Samples
C. Staff Training on Time Study Procedures
D. Data Accumulation and Maintenance

III. Determination of Allowable Cost
A. Direct Cost Pool Expenses
B. Indirect.Costs

IV. Claims Process

A. Reimbursement Claim

*Missouri Department of Social Services, Medicaid EPSDT Administrative Case Management:
Procedures for Missouri Schools, Jefferson City, MO, Division of Medical Services, August
1993, p. 28.
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B. Appeal and Resolution Process for Disallowances
C. Certfication of Non-Federal Match

Attachments

A. Child Health Services Administration Time Study
B. Child Health Services Administration Time Study Logsheet
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- Appendix I: _
Missouri’s Time Study and Log Sheet™

Attachment A |
Child Health Services Administration Time Study

CODE A:  General Administration and Overhead

Examples: lunch, breaks, any form of leave, faculty or staff meetings, external relations,
smff/teacher_supervision, reviewing district rules/procedures

CODE B: Non—HeaJLh Related Acuvides
Use of educational and service acdvities which are. not health related.

Examples: classroom instruction, lesson plans including supplies, correcting papers, course
scheduling, field trips, educatonal testng, discipline actvities, playground/lunchroom
supervision, child care, report cards/conferences, school safety) fire drills, etc.)

CODE C: Medicaid Eligibility
Use this when helping a child and family to establish Medicaid eligibility.

Examples: collecting information for the Medicaid application, helping the parent complete
the necessary forms for the Medicaid application, updating any forms when the child’s
circumstances change

CODE D: Qutreach to Children and Families to Access EPSDT

Use this code when performing specific activities to inform eligible children under the age of
21 and their parents about EPSDT benefits and how to access it. Information includes a
combination of oral and written methods which describe the range of services available
through EPSDT, their cost (if any) location, how to obtain them, and the benefits of
preventive health care.

*Missouri Department of Social Services, Medicaid EPSDT Administracive Case Management:
Procedures for Missouri Schools, Jefferson City, MO, Division of Medical Services, August
1993, pp. 36-42.
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. Examples of actvitdes which are considered as part.of EPSDT outreach are:
informing all Medicaid eligible families in the school district about the EPSDT program;

informing foster care providers of foster children residing within school district boundaries
about the EPSDT program,

informing Medicaid eligible pregnam students about the availability of EPSDT services for
children under the age of 21 (including children who are eligible as newbomns);

developing and presenting materials to explain EPSDT and health services which are
- available to Medicaid eligible children in the districts;

interpreting materials about EPSDT to persons who are illiterate, blind, deaf, or who cannot
understand the English language with children within the school district boundaries;
informing eligible clients and their families of the availability of necessary transportation and
providing scheduling assistance;

completing the paperwork necessary to perform the above activities;

traveling related to the above activities.

CODE E: Coordination of Screening, Examinations, Assessments and Evaluations

Use this code when making referrals for and coordinating the delivery of child health
screening, examinations, and evaluations including all the required EPSDT screens and
evaluations.

Examples of activities which are considered to be part of this function include:

informing the parent or guardian of immunizations that are required to be completed for
school age children in accordance with state law;

making referrals for and/or scheduling the complete EPSDT screen, interperiodic screens and
appropriate immunizations;

ensuring that the screens and immunizations are provided in accordance with the Periodicity
Schedule;

arranging for the child’s transportation to these screens, immunizations, examinations or
evaluations as necessary,
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arranging for any diagnostic or treatment services which may be required as the result of a
condidon identfied during the child’s screen or initial health examination;

gathering any informaton that may be required in advance of these evaluations (medical,
social, health history, and records);

assisting parents with the completion of any paperwork that may be required by the child’s.
health care provider.

CODE F: Immunizations

.Examples:

notifying parents of immunization requirements;

scheduling' immunizatons;

arranging for transportation of the child to the EPSDT provider;
recruiting providers to do immunizations;

completing any paper work that is necessary to the immunization;
traveling related to the above activities.

CODE G: Case Planning and Coordination

Use this when planning, coordinating, and monitoring health-related case plans that are
developed for children with health related needs, including those with IEP’s.

Examples include:

scheduling and coordinating the meetings of an interdisciplinary team to develop or review
the case plan.

identifying the kind, frequency, and duration of medically necessary speech therapy,
occupational therapy, physical therapy, and/or psychological services to be provided for
conditions identified in the client’s Individual Educational Plan (IEP) or (Individual Family
Service Plan (IFSP);

identifying, arranging, or scheduling any medically necessary services required as the result
of any regular, interperiodic, or partial EPSDT screens;
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arranging for a child’s transportation to any medically necessary services;

providing follow-up contact to ensure that the child received the service identified in the
treatment plan (IEP, IFSP, or plan developed by the student support team) and to determine
whether further treatment is required;

contacting providers to determine if the eligible child needs to continue services;

coordinating the completion of the case plan, the close of the case, and the referral of the
client to other related services which may be required to provide continuity of care;

updating and disseminating the paperwork necessary to document the case plan;

traveling associated with the above actvities, including transporting the client to medically
necessary services or treatment. :

CODE H: Prenatal Care Services
Examples:
arranging for prenatal, post-partum and newborn care;

coordinating health education for new mothers around infant health and development,
accident and disease prevention,;

coordinating prepregnancy risk prevention activities;
arranging for transportation of the recipient and her infant to medically necessary services;

assisting the recipient in the completion of paperwork that will assure access to services for
herself and her infant;

traveling related to the above activities.

CODE I: Nutrition Services

Examples:

arranging for and coordinating nutrition education services;
arranging for and coordinating dietary counseling and special diets;

coordinating information and arranging for access to food assistance programs;
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traveling related to the above acdvities;

assisang recxpu:nts in s.ompleung any paperwork that may be required in order to access
nutrition services.

CODE J: Health Education

This code should be used wheneve' a staff member arranges for, coordinates, or prov1des
follow-up around health education or anticipatory guidance acuvities.

Examples of activities which are part of health educaton include:

assisting parents to understand what to expect in terms of the child’s age appropriate
development;

- arranging and scheduling the delivery of accident and disease prevention services to children;

scheduling the activities which educate children and thexr families about the benefits of
healthy lifestyles and practices;

scheduling and coordinating of activides which educate children and their families about good
nutrition, safety and sound health and mental health practices;

disseminating health education materials to children and their families, including the
dissemination of materials to families who are illiterate, deaf, or unable to speak the English
language;

traveling associated with the above activities, including transporting the child to medically
necessary services or treatment.

CODE K: Interagency Coordination

Use this when working with other agencies to improve services, expand services and their
utilization to specific target populations, to gather information about their functions, to
improve early identification of health problems. Include paperwork that may be required to
accomplish these activities and related travel.

Examples of activities which are included in interagency coordination include:

coordinating health, mental health and insurance abuse services for students through agencies
providing services for children and families within the school district’s boundaries;
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assisting parents to access to develop methods for r.he early identification of children and
adolescents needing health services;

following up on plans and arranging appointments for heaith services.provided for a child
served by more than one agency;

identifying for parents and students information about the services of agencies providing child
health and mental health;

developing evaluation strategies for assessing the effectiveness of health outreach, educaton
and follow along activity;

completing the paperwork necessary to perform Lhesé acavities;

traveling associated with these activities.

CODE L: Screening, Care, Treatment, and Counseling

Use this when providing direct care, service, or treatment to a child to correct a condidon.

Examples: primary health care, speech, occupational or physical therapy, screening like
vision, hearing, EPSDT screening, immunizing, or counseling.
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END NOTES

States are required to provide screening and any medically necessary follow-up or
treatment service that is reimbursable under Medicaid, whether or not the service is
included in its Medicaid plan. The EPSDT amendments in OBRA-89 “were intended
to increase preventive care for all low-income children, and the expansion of treatment
services was meant as a boon for chronically ill, developmentally disabied, and
emotionally disturbed children, many of whom were not covered for special services such
as mental health or physical therapy because of modest state Medicaid plans”
(Koppelman, 1993: 5).

The Medicaid program was established under Title XIX of the Social Security Act in the
1965 Amendments. Tite XIX provides federal matching funds for states that choose to
pay for health related care for low-income persons and families, primarily those low
income persons who are, or are eligible to be, recipients of public assistance programs
(AFDC or SSI) and certain other defined “medically-needy” groups. Eligibility for
Medicaid was broadened in the Omnibus Budget Reconciliation Acts (OBRA) of 1986,
1987, and 1988 (Center for the Study of Social Policy, 1988: 7,9).

Mr. Gary Stangler was appointed director in 1989. The Missouri State Medicaid
program is located in the Missouri Department of Social Services, Division of Medical
Services.

Interview with Marva Lubker, Deputy Director for Medical Services (Missouri State
Medicaid program), Missouri Department of Social Services, December 15, 1993.

The U.S. Department of Health and Human Services’ Region VII Office of Health Care
Financing Administration (HCFA) worked closely with Missouri’s Medicaid program to
make the service work within the confines of federal regulations.

J.M. Caccamo, .M. The Independence experience: Health care management through
Missouri Medicaid Healthy Children and Youth Program. (Unpublished paper.
Independence, MO: School District, October, 1992), p. 13.

National Center for Educational Statistics, K-12, per pupil expenditures, 1950-1991.

This statement of philosophy is taken from Caccamo (1992: 1). This document contains
a fuller statement of schools’ roles:

"The Board believes that education should assist each student to achieve to the
limits of their capacities and that each student realize their worth as an individual.
The student’s education should lead them toward becoming a productive member



Page 73

10.

11.

12.

13.

of our society and help them live an effective and satisfying personal and social
-life. . : . .

There are many societal barriers impinging on the Board of Education realizing
its goal for the children of Independence. Poverty, lack of adequate health care,
growing violence in our society, rising unemployment, drug/alcohol abuse, and
the need for high quality child care are only some examples of the societal
barriers affecting school outcomes. .

Many years ago, the Board of Education decided to begin to assist children in
Independence to realize their potentdal by removing the effects from these societal
barriers:. If we can help young children and their families overcome the effects

of societal barriers, then the student who comes to the school house door at age .

five will perform better. We believe that we are making a significant difference
for our children and their families by insuring that all children will start school
ready to learn. :

The School District has recognized that we cannot serve the breadth and depth of
the needs of our children and families if we provide only our "franchised”
services of public education for children kindergarten through grade twelve. Our
children’s needs are much greater! For this reason, the School District has been
working to meet the needs of our children and their families through an integrated
system of programs and services”.

U.S. Department of Health and Human Services, Health Care Financing Administration,
Medicaid Bureau. EPSDT: A guide for educational programs. (Washington, DC:
September, 1992), p. 9.

The State Medicaid program is now requiring new school districts which are beginning
EPSDT/Medicaid programs to make a similar commitment, codified in the interagency
agreement between the State and the School District.

The Assistant to the Superintendent for Special Programs devotes one-third time to the
EPSDT/Medicaid program. These 2.33 FTE positions constitute the District’s
administrative staff for the program.

District staff made a commitment to the Board of Education that implementing these new
services would not require the District to provide any additional tax-based local funds.
Board and staff believed that establishment of this reserve fund would serve as
protection.

U.S. Department of Health and Human Services, 1992: 12.

U.S. Department of Health and Human Services, 1992: 17-18.
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17.

18.

19.

20.
21.

22.

23.

24.

For a discussion of school clinics/health centers, see: S. Garfield, The answer is at
school: Bringing health care to our students (Washington, DC: Making the Grade,
School-Based Adolescent Health Care Program, 1993); MATHTECH. Healthy caring:
A process evaluation of the Robert Wood Johnson Foundartion’s school-based adolescent
health care program (Princeton, NJ: 1993); T. Ooms and T. Owen. Promoring
adolescent health and well-being through school-linked, mulri-service, family-jriendly
programs (Wasington, DC: The Family Impact Seminar, 1991); State Health Notes.
School-based health cenzers: Taking services to the students (October 4, 1993).

If a child is not in Special.education and does not have an IEP, a separate treatment plan
is written on a computerized form identical to the IEP form. This plan becomes the
authorization for treatment and is annually updated.

Technically, the Medicaid ACM invoice to the State certifies that the School District has
“expended state and local general funds in an amount sufficient to provide the non-federal
share of expenditures being claimed for federal financial paracipaton (FFP)."

Currently, 52 percent of pre-school children are immunized.

Telephone interview with Marva Lubker, Deputy Director, Division of Medical Services,
Missouri Department of Social Services, January 25, 1994. This requirement is now
built into the revised Missouri interagency agreement (effective January 1, 1994):
"Within 90 days of the signing of the agreement, a school district must develop and
submit for approval an internal process for measuring the progress of the school In
assisting district students...”

Telephone interview with Dr. Robert Watkins, the District’s Superintendent of Schools,
January 22, 1994.

Ibid.
In person interviews with Drs. Henley and Caccamo, December 15-16, 1993.

Missouri House of Representatives. House Bill No. 564 87th General Assembly
(Jefferson City, MO: 1993).

Missouri Department of Social Services. EPSDT/HYC services in schools (Jefferson
City, MO: Division of Medical Services, July, 1993), pp. 5-8.

The process for establishing a health care agenda, developed by the Missouri Medicaid
program, is contained in Appendix C (Missouri Department of Social Services, 1993: 5-
8).
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PREFACE

In January of this year, 101 state legislators, governors’ aides, analysts,
researchers, and association staff members made their way to San Diego at the invitation
of the Danforth Foundation, the Education Commission of the States, the National

Conterence of State Legislatures, and the Nadonal Governors’ Association.

Representing 19 states, they came from the East coast and the West, from the Guif
of Mexico and the Canadian border. They held one belief in common: State education
and human service programs must be reinvented and coordinated if today’s children and

youth are to become tomorrow’s healthy and productive citizens.

They arrived armed with the passion of their convictions and the power of their
ideas. And they arrived prepared to act, ready to start designing an action plan for

coordinated state change.

Participants in the meeting heard the case for dramatic system reform from
natonally known state legislators, analysts, demographers, and educators. They listened
to business leaders outline the revolution in school-to-work expectations. They spoke
with elected and appointed state leaders about the value of the Policymakers’ Program.
They discussed one of the best known local collaborative efforts, San Diego’s New

Beginnings program, with the people who designed and implemented it.

Attendees challenged each other in formal sessions and brainstormed in team
meetings. In hallways, at dining tables, and informal gatherings around the coffee pot,
the question was always the same: How can we do a better job of preparing our people

for the future?

From these participants, the Danforth Foundation’s Policymakers’ Program

intends to invite 6-8 states to a Policymakers’” Congress in May, at which state teams will



begin to formulate problem statements and state team-building strategies to address
educaton and humah service policy issues. These problem statements and plans will

serve as an application to a five-day summer Policymakers’ Institute for three states.

No report could do justice to the depth and quality of the presentations and
discussions. This document mies to capture the main features of the conversation, to
describe a new of thinking about state education and human service delivery svstems, in

ten ground rules:

1. Start with the Numbers: Define the Problem.

[09]

Acknowledge the System is Broke.

Crystallize a Vision.

LS

Create a Crincal Mass of People Who Care.
Change Expectations: Collaboration is not an Afterthought.
Build Boats, not Houses.

N W

Understand that Education Reform and Welfare Reform Are
the Same Thing.

Follow the Money.

Burrow into the Bureaucracy.

10. End with the Numbers: Insist on Results.

To those who were able to be with us, our thanks. To those who will join us in

the future, we hope these highlights are a useful summary of the conversation so far.

Robert Koff
Program Associate
The Danforth Foundation



Ground Rule One:
Start with the Numbers: Define the Problem

“We politicians always have to worry about the numbers,” said Wilhelmina Delco
the first African-American woman elected to the Texas House of Representatives, “and
when I look at them [ get worried. [ can get votes for prisons in seconds, but it takes long

haggling to get votes for education and human services.

“But let’s start with the numbers and what they ﬁean. We need to define this
problem so people understand why its important. We know that older Americans are
growing taster than young people. [f we don’t do something about unwed mothers. we
face a future of old people waiting for Social Security checks; younger people waiting for
food stamps and public assistance: and people in the middle supporting both. That’s not

a recipe for economic growth.”

In a fascinating tour de force, demographer Harold (Bud) Hodgkinson laid out the
demographic challenges facing the nation and suggested that state officials could map

these wends within their own borders.

Demography, said Hodgkinson, relies on simple, rigid, scientific rules: “If you
weren't born, you don’t count. Some people have more kids than others. Some people
move more often. Some people live longer. Today’s children will become tomorrow’s

adults. And, every decade, people get exactly ten years older.”

Here’s what the numbers tell us:

. 23% of today’s children are born in poverty:

. 25% are born to unwed mothers, two-thirds of the mothers are teenagers;
. 50% of low-income children live with a single parent;

. for every “hyper-poor™ inner-city child there is a “hyper-poor” rural child

(defined as an income at half the poverty rate);

4-



. minority children will be half of all America’s children by 2025, half of all
Americans by 2050. '
While all of these changes are going on, said Hodgkinson, we are stagnating

economically. “For every high-skill job we create. we also create nine low-skill jobs.”

“We simply have to reinvent our service delivery systems,” he said. “and

understand that all of our insatutions are dealing with the same customer.™

Hodgkingon'_s advice: Focus on kids. “The chances of a high school dxopdur
becoming a prisoner are greater than the chances of a srﬁoker gemng .c:mce " And he
pointed to the success of Head Start graduates to muke his point. At the ag'e of 21. 59%
of Head Start graduates are emploved. versus 32% of non-Head Start students. High
school graduation rates: 67% for Head Start, 49% for non-Head Start. College
attendance: 38% for Head Start: 21% for non-Head Start. Arrested: 31% of Head Start

students at the age of 21, 51% for those who never attended the program.

Finally, Hodgkinson noted that state officeholders could map these demographic
wends in their own states very easily. “Get your hands on the publication Kids Count.
published by the Annie Casey Foundation. It maps most major demographic rends on a
state-by-state basis. You also need to look at within-state incidences of, for example, rates
of poverty; that is a little harder, but it can still be done. The Bureau of the Census

provides county data vou can use to pinpoint families in the greatest trouble.”

Ground Rule One: Start with the numbers to get a handle on the problem.



_ Ground Rule Two:
Acknowledge the System is Broke.

“Why can’t we point to more progress in making sure that every child has a
legitimate shot at achieving his or her full potential?” asked Bob Wehling, Vice President
for Public Affairs, The Proctor and Gamble Company. The answer: We do not approach

the problems of children in a comprehensive, “holistic,” fashion.

But we have now reached the point, he said. where we are willing to consider
comprehensive solutons. “We have learned in business that meaningful reform occurs
only when the pain of nor changing is worse than the pain of change.” In education and

human services, the pain of business as usual exceeds the rauma of reform.

We need to do better, said Jan Backus, Vermont's Senate Health and Weltare
Chair. “We are all trying to solve the same problems with distinct, repetitive, badly
coordinated programs. Itis not working. Yet we spend two-thirds of our funds on

educaton and human services.”

“Acknowledge the system is broke,” said Martin Gerry, Director of the Austin
Project at the University of Texas . “It is structurally broke, and it is badly broke.”
According to Gerry, the system is failing in three key areas: Families are providing less
time and nurturing for their children; neighborhoods are collapsing due to factors such as
concentrations of poverty and the erosion of commercial tax bases, and government is
| “dysfunctional,;’ providing an array of services, but no system of services. Fixing

government is not enough. “Policymakers have to aim at all three problems.”

“We need to start thinking in terms of universal services,” said Gerry. “Now we

operate programs. That is not good enough. The definition of a program is that someone



won’t get the service! The definition of a pilot is that you won’t get the service for very

long. And the definition of an enttlement is that. as time passes, you’ll get less and less.”

“In the United States, we offer services based on an ‘edge of the cliff” model.
Either you qualify and receive the service, or you don't qualify and fall off the cliff.” In

Europe, services are universal, financed by a sliding fee scale, based on ability to pay.

The “second lunacy” of our current approach according to Gerryv: “Failure is

rewarded with more monev. The more vou succeed. the less vou receive.”

Gerry’s Austin Project is a non-profit agency, overseen by a broadly based board
involving parents, schools, health and nutrition agencies, mental health services, family
courts and social services providers, Head Start, law enforcement agencies. substance

abuse facilities, and local universites.

The project operates in two low-income neighborhoods (5,000 children) and
incorporates four major components : (1) healthy child development; (2) neighborhood

functioning; (3) economic development; and (4) career paths.

One of its key strategies puts three-member teams of visiting nurses, parents as
teachers, and family advocates in place, all three universally available for every family in

the target neighborhoods.

Concluded Gerry: “Our broken system puts the family on a train and shuzttles it
from station to station. At each station, a different professional examines the family. We
are rying to fix the system by stabilizing the family in one station and putting the

professionals on the train.”

Ground rule two: Before you can fix the system, you have to acknowledge that

what we have is not working. The system 1s broke.



Ground Rule Three:

Crystallize a Vision.

In a passionate statement near the end of the meeting, Réprescmative Delco
challenged the participants to be much sharper about what they wanted to accomplish. “I
have to tell you .my constituents will nbt understand all of this talk about collaboration
and cooperation. And when you speak.about integration, they're likely to think we were

- here to talk about school bussing.

“I am willing to commit my time and resources and whatever talent [ have to this
issue. Nothing is more important to our future. But [ want us to crystallize this issue into
a vision of what we are trving to accomplish, a vision that ordinary people can

understand.

“How much tume will this take? How much money are we talking about? How

’

many warm bodies do we need to get it done? Let’s move from generalities to specifics.’

Recounting his state’s experience in coordinating education and human services,
Vermont’s commissioner of Human Services Con Hogan, said the critical first step was

developing a sold vision statement of what the state was tryine to accomplish.
ping ying p

Vermont’s Commissioner of Education Rick Mills agreed: “We started looking
for people who wanted to take risks with us to realize a vision of reinventing state
government. We did not know what the result would look like, except that we would

focus on results, not turf.”

“We left the Policymakers’ Program with a vision of statewide coordination,
starting with a Children’s Congress convened by the Governor,” said Pennsylvania’s Ron
Cowell, Chair of the House Education Committee. “Our aim—to create a new

environment and the expectation that people will collaborate.”
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The vision is becoming real, sa@d Hogan. Team meetings, community by
community, have educated the Vcrfnont.public about what the state is wying to do: The
team has pushed “local evaluations for local needs. The governor is pushing new
relationships built around new education and human services partnerships. The media in

Vermont is backing cooperation and the public has started demanding it.”

“Understand that you have to work at it,” said Jane Krentz, Vice Chair of
Minnesota’s Senate Education Committee, describing a statewide reform coalition she:
established by law. “Risk-taking behavior is nof rewarded either in sfate legislatures or in
schools. Butifa frelshmzm Iegislator such as myself can pull this off, just imagine wha; a

powertul. entrenched incumbent can accomplish.”

But, Krentz warned, “Dinosaurs are not exanct. They are not confined to Jurassic
Park. They are alive and well and walking the halls of legislatures and schools every day

of the year.”

Ground rule three: Crystallize a vision and then work at it.



Ground Rule Four:
Create a Critical Mass of People Who Care.

Ground rule four: Create a critical mass of people who care.

“As Senate Education chairman,” said Vermont’s Jeb Spaulding, “I had always
thought that I needed human services to meet educational needs. What we have learned

1s that we need to create common partnerships to meet human needs.

“If vou are going to get into this,” said Spaulding. “you need to understand that
the most important thing for us was to create a critical mass of people who understood
what we were trying to do. The composition of the state team was critical. We were
lucky and came up with a great mix—chairs of legislative committees, the commissioner

of education, the commissioner of human services and a variety of policy implementers.

“Because we had these people and went around the state talking about what we
were trying to accomplish, the public understood what we were wying to do. When
opponents accused us of trying to take over local functions, the general public understood
that was not so—we respected local ownership, but we wanted local ownership of

coherent services.”

Ted Sanders, Ohio’s Superintendent of Instruction, agreed. Ohio created the
Governor’s Education Management Council including major corporate leaders, educators,

and leaders of the General Assembly.

Sanders’ efforts were complemented by the Ohio Education Improvement
Steering Committee, which Proctor and Gamble’s Wehling described as a “marketing
group” co-chaired by Sanders and himself, organized to mount a public awareness
campaign about the need for education reform. Made up of disparate grass-roots

organizations such as the AARP, The Farm Bureau, churches, The Business Roundtable,

-10-



- the NAACP, and others, the stezring commuttee worked with the membership of these

- organizations to help legislators “get the job done for young people.”

“Let’s look at this issue of involvement,” said Texas’s Delco. “To what extent are
we willing to involve clients in designing services? Are we as legislators willing to give
up some of our authority to make this happen? We have to lock hard at these questions.
You know we get a lot of opposition because peoplé outside the power structure don’t
really understand what we're talking about and ying to accomplish. [nvolvement is a

-~ critical issue.”

[n Minnesota, according to Krentz. the Coulition tor Education Reform she
created is a 24-member coaliton made up of legislators. school officials. teachers. and
representatives of business, human services, counuv government, and higher education.
Without a budget or staff, “right now we’re powered by passion,” savs Krentz, but the

group is already receiving significant press attention and editorial approval.

“You need to give a lot of thought to bringing as many of the right people as vou
can to the table as soon as possible,” said Pennsylvania’s Cowell. “The twelve people on

our Danforth Team were not enough. You have to expand that group quickly.”

“In a week at the Policymakers’ Institute,” said Vermont’s Hogan, “you can build
a hell of a team. You are going to need that team and then you will have to expand it

when you get home. But with the rnight team you can get the job done.”

Yet another ground rule: Create a hell of a team, then expand it into a critical

mass of people who care.
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Ground Rule Five: _
Change Expectations: Collaboration is not an Afterthought.

Throughout the meeting, voiced in many different ways, was the sense that the
biggest impediment to improving the life chances of children was the barrier of

bureaucratic turf protection.

As Pennsylvania’s Cowell put it: “Create the expectation that people will
collaborate.” That applies not only to state agencies but also to the executive branch. the

legislature, and units of state and local government.

“But if you look in the dictionary,” said Gary Stangler, Director of Missouri’s
Department of Social Services, “you find that people who collaborate should be shot.
They are people who cooperate with an enemy invader of their country. Bv and large

that’s how our bureaucracies think of coordination.”

Martin Gerry defined three styles of collaboration. The first starts with the
question, ‘What can you do for me?” Stangler redefined that style with the following

aphorism: “The road to collaboration is paved with other people’s money.”
Style two asks, “What can [ do for you?”

Neither style one nor two does the trick, said Gerry. We need to aim at style
three: “What can we do for the child?” Bureaucracies, he said, “have to get past turf
protection and way bevond cooperation. They have to worry about the comprehensive

needs of the child and that means mounting joinr enterprises.”

“What we came up with,” said Vermont’s education commissioner Mills, “was
the realization that both my department and the education department were looking at the

same room, we just happened to be in different comers of it.



“All of us always preach cooperation and coordination. We're expected to. But
until our state team began working on this issue with the Policymakers’ Program;

cooperation was somewhere between fifth and tenth on our list or priorities.

" “What Con Hogan and [ realized was that we had to make cooperation our top

. priority if either of us hoped to succeed.”

Worrying that ““a real skepticism exists about whether or not the system is capable
of reforming itself,” Proctor and Gamble's Wehling stressed a lesson from corporate
.America: EQery olrgini"zntion is perfcctiy aesigned 1o obtain thé regults it gets. “We
don’t have a lot of bad teachers and ineffecave social workers. What we have is a bad
system that keeps teachers and social workers from cooperating to solve the problems of

the same clients.”

Jeanne Jehl, Co-Chair of San Diego’s New Beginnings Council, came to the same
conclusion but reached it from the client’s perspective. “Families know there is no
system. They know that nobody cares what happens to them in toro, that the bits and

pieces of the system worry about the family in bits and pieces.

“Schoois, for example, worry about attendance but they often intervene
inappropriately because they have no knowledge of parental addiction or capacity to deal
with child abuse. Yet the Department of Social Services spends $3.5 million annually on
children enrolled at the Hamilton School. We decided that New Beginnings should be a
program that dealt comprehensively with families and their needs, not simply with

children as students.”

Ground rule five: Collaboration cannot be skin deep. Expectations need to be

changed so that collaboraton is at the top of agency priorities.
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Ground Rule Six:
Build Boats, not Houses.

“When most of us start thinking of building new institutional structures,” said
Martin Gerry, “we unconsciously think the way a home builder thinks, with separate

functional structures for separate needs.”

“But when you think about collaboration in human services,” he continued. “you
need to think about building boats. not houses. If vou are building a house and leave a

plank out, the house is basically all mght. But if you leave a plank out of a boat. it sinks.™

Picking up on a comment by Vermont's Jan Backus that “distinct. vertically
integrated services™ are not working, Ohio school superintendent Ted Sunders noted that
his Governor’s Education Management Council had recommended abolishing state and
local school boards in favor of a single state body and a single local body responsible for

all education and human services.

Although that proposal died. the state did create a cabinet council for human
services. Serving on the council are the heads of all state units affecting children and
families, with the understanding that principals only attend—subsdrtutes or

representatives are not allowed to participate.

Advocating a systematc education reform strategy, consultant David Hombeck,
former Maryland commissioner of education, said, “The real mistake we have
consistently made is adopting a piecemeal, uncoordinated approach. Instead of a solid

diet of reform, we have ended up with a menu of mush.”

Missouri’s Stangler also opted for coordinating efforts to trv to make sure that no

child or family slips through the cracks, that the boat does not sink.
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“There are about 18,000 government entities in the U.S..” he observed. “We have
“added one to that total—the Family Investment Trust. [t cuts across all units of state
government and is designed to create similar entities at the local level and help fund

’

“them.

“All of us have a tendency,” said Harold Hodgkinson. *“to think that we need to do
something—hit the target with dollars, ‘enter the food chain’ somewhere, award a

- planning grant, fund start-up costs, broker services. And all of these things are valuable.

“But it is at least as important to think consciously about what you are doing.
Right now we have a vertical system in which separate units (for health, housing,
education, corrections. and transportation) report to the “boss’ who presides over it all.

That’s the wrong model.

“What we need is a model that looks more like 2 wheel—with the ‘tamily-at-risk’
at the hub and all of these agencies revolving around families needs, interacting with each

other as needed. Make the family the single customer and then watch the results.”

New Beginnings’ Jeanne Jehl agreed: “Let’s quit funding the problem of the
month. Let’s agree to enact no more categorical programs. Seek bipartisan consensus on
the importance of these problems and shift resources to prevention instead of fixing the

problem after its grown big enough for us to notice it.”

Ground rule six: When thinking collaboration, think of boats, not houses, and
focus on the horizontal integration of services, at every level of government—services

designed to meet the comprehensive needs of children and families in trouble.
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Ground Rule Seven: _ __
* Understand that Education Reform and Welfare Reform Are the Same Thing.

Surprising things happen when people begin to think in unconventional ways
about conventional topics. Perhaps the most surprising development in San Diego was
. the number of people who independently arrived at the same insight: Education reform

and welfare reform are the same thing.

The first hint came from Harold Hodgkinson and his observation that Head Start
graduates do much better in life than their counterparts without the benefit of Head Start
and that nearly twice as many Head Start graduates are emploved as those without Head

Start.

The second was offered up by Wilhelmina Delco when she worried that unless
something were done to lower the incidence of out-of-wedlock births the nation’s future
looked like one in which large numbers of young and old people depended on a

diminishing number of working people to support them.

But hints pretty shortly gave way to outright assertions. “Two out of three kids in
trouble in our communides are on welfare,” said Missouri’s Gary Stangler. “We know
who the welfare kids are. We know where they live. We know where they go to school.
I have convinced our governor that he cannot speak about education reform without

talking about welfare reform, and vice versa.”

“When you have a healthy system,” said Maryland’s Hornbeck, “you will have
healthy children and youth. You will have fewer youngsters who become parents while
in school, who abuse drugs and alcohol, become involved with the criminal justice

system, and drop out of school for a life of dependence and unemployment.”
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San Diego’s Jeanne Jehl demanded that legislators “connect school reform to
- human services reform. Quit pretending these are separate issues. They are the same

L2

thing.

“Let’s not kid ourselves.” said Ruth Massinga of the Casey Family Fund, “neither
top-down nor bottom-up solutions, by themselves, will guarantee results. We need both.
But we have a choice. We can pav now in the form of comprehensive services to young

people, or we can pay later in the form of public assistance payments.”

Whether in education or human services, said Martin Gerry, service reform should

aim at nurturing five things in children:

. physical and emotional security and health;
. autonomy, creativity, and spirituality:
. the ability to choose when to be independent, interdependent, and

participate socially:

. the capacity to form and maintain caring relationships with others; and

. the ability to live a productive, economically self-sufficient life.

Boiled down, these five goals restate what the other speakers were saying:

Education reform and welfare reform amount to the same thing.
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Ground Rule Eight:
Follow the Money.

Gary St:mglér's third rule of etfective collaboration: Remember the advice Deep

Throat gave Bob Woodward during Watergate: “Follow the Money.”

Promoting change. said Stangler, requires changing how systems are financed.
“Turt is money. Money is Power. Therefore, turt is power. In government. nobody

gives up power readily, and nobody gives up monev easily, either.

In Ohio, reported Ted Sanders. “We have established a venture capital fund of
$80 million to encourage systemic school reform—but only if local boards vield
governance authority to local schools. Under those circumstances, we are willing o

provide up to 325,000 a vear to be used as the school sees fit.

“I also now have authority from the General Assembly to waive not only state
regulations, but also state law. Whar all of this means is that we now have new resources
for schools in low-income areas. For example, we can create family support centers, all-

day, every day kindergarten programs; and programs for parents as teachers.”

“Is more money necessary?” asked Ruth Massinga of the Casey Family Fund.
More money is absolutely needed in health and pre-school programs including visiting
nurses and home visits, she reported. It is needed especially to integrate human services

as the New Beginnings program is doing.

But be prepared, she wamed, for “a long gestational period before robust results

appear. Don’t deal with simplistic solutions in the hope that this will be easy and short.”
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**[ cannot go back to my constituents and tell them things will be better in ten
years,” retorted- Delco. “Money is important and legislators, in the current environment,

can’t spend it in the hope that things will improve sometime in the future.

“Most people are good people. But increasingly we have to worry about
competing constituencies. Not everyone worries about poor kids. Not everyone lies
awake at night thinking about service coordination. Many people believe in the old
prayer:

‘Dear Lord— _
Please bless me and my wife
My son John and his wife

Us four and no more.’

“It 1s hard to persuade people to worry about anything except ‘us four and no

more,’

“So if we want to follow the money and need more money, we have to be able to
promise some long-term relief and guarantee some short-term success. We need some

models that can work now.”

Perhaps Gary Stangler had the best solution to this dilemma: “Don’t ry to solve
these problems with more advisory boards,” he said. “We don’t need more advisory
boards. If you need to create boards, establish them with some real authority over funds.

1

Follow the money.

Rule eight, follow the money, is hard. But compared to number nine, burrow into

the bureaucracy, it is likely to be a piece of cake.
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Ground Rule Nine:

Burrow into the Bureaucracy.

Quoting Machiavelli, Ohio's Sanders noted that nothing is more uncertain of
success—drawing hostility from entrenched interests and only lukewarm support from
friends—than the effort to reform existing institutions. New systems. said Sanders,

probably have to improve services by a factor of ten before people will accept them.

One of the first questions you need to ask. said Gary Stangler. is “Whatis going
on at the mid-management level?” In parucular (back o ground rule eight) “what is

going on at the mid-management level with the money?

Money is just one of the issues, according to Bud Hodgkinson reporting on an
interview he had with a Philadelphia woman. She told him of 55 different interviews
with social workers representing 30 different agencies, all demanding a separate case
history which they refused to share with others because of concerns about confidentiality.

“You know,” the woman said, “in Philadelphia, vou have to be smart to be poor.”

The Philadelphia story was repeated on the West coast. San Diego’s New
Beginnings program had a “painful” time working out agreements on confidentiality,
according to Jeanne Jehl. “We also had a very difficult ume getting people to agree on

common eligibility standards. We encountered huge resistance at the middle level of the

bureaucracy.

“Originally, a consultant thought we could leave all of this ‘stuff’—
confidentiality, applications, eligibility standards—to the state because we wanted to get
on with the business of serving kids and families. But we found we could not do that

because this ‘stuff’ is the daily meat and potatoes of mid-level bureaucrats.”
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Sanders reported th_a[ Ohio’s pilot program to coordinate services for children and
families had adopted a maining mechanism of quarterly meedngs. so that everyone, at. |
every level of state and local government. understood what the Governor's Cabinet
Council was aying to accomplish. And new Iegisla_tion was in the offing to authorize

“regulation free zones” for these pilot projects.

“We have some early results that indicate we may be on our way. First, we have
developed a common set of regulations to govern most programs. Second. we have

eliminated one 26-page application and replacad it with a one-page form.”

As difficult as these efforts are, they are well worth the rouble. according to

Jeanne Jehl.

New Beginnings. she said, began five vears ago when Jake Jacobson of the social
services deparunent and school superintendent Tom Paysant got together and said, “We

are serving the same youngsters, why don’t we do it together?”

“Those two leaders could make the system respond. But both have since moved
on. How did we keep it going? We survived because we had built relationships with
people below the executive level, people in the middle. The result: when the leadership
changed, there was no real thought to abandoning New Beginnings because the

bureaucracy itself had a stake in our success.”

The penultimate ground rule: If you want reform to work and last. burrow into

the bureaucracy .



Ground Rule Ten:
"End with the Numbers: Insist on Results.

“Our state team left the Policymakers” Institute in St. Louis last year committed to
several things,” said Pennsylvania’s Cowell during a panel discussion. “One of the most
important was an agreement that we had to create some indicators of progress so that we

could measure what we were doing and report on our achievements to the public.”

Cowell’s comment identitied one of the foundation themes of the mesting: the

need to insist on results, assess progress, and be accountable to the public.

The framework developed to define the préblcm (ground rule one) may, in fact.
serve as the framework for reporting on results. “You need to worry about accountability
and rewards and sanctions,” said David Hornbeck, describing a comprehensive approach
to school and service reform he has helped implement in Kentucky, Washington,
Missouri, and Ohio. In these states and a dozen others he got the process started with a
“gup analysis” to measure the breach between needs and services. Tracking the “gap” is

one way to measure results.

Julie Koppich, Deputy Director of PACE (Policy Analysis for California
Education) on the Berkeley campus of the University of California, had a similar tale to
tell. She described a major analysis of the needs of the state’s children, Conditions of
Children in California. Begun in 1984 as an annual report on education, it has recently
expanded to cover an array of children’s issues, ranging from family life, finances, and

child care to physical and mental health, child abuse, and the juvenile justice system.

The most recent edition of the report generated major attention in the state around
three issues: underservice of children, service fragmentation, and a de facto state policy

of providing social services on a “triage” approach—Ilike doctors on a battlefield, social



workers divide clients into three categories: those who are likely to get better by

themselves, those for whom nothing can be done, and those who will receive attention:

Martin Gerry almost had the final word on the topic. “If collaboration is to work,
-. you must have outcome measures,” he said describing a comprehensive assessment
strategy for Austin’s ASCEND. a program designed to foster health child devel'opmen_t.
““Gather data on such things as fetal alcohol and drug addiction, infant and youth
mortality, low-birth.-weight babies, immunizations of 2-vear-olds, access to appropriate
child care, school readiness, educational achievement by age, and graduation rates of 7th

and 8th graders.

“If you get into this.” he warned. “realize that vou need some principles for the

government entties involved.” Gerrv cited five:

. outcome measures on status of children;

. self-evaluating delivery systems and on-going assessment:

. systematic and timely performance assessment;

. a reliable information system; and

. public information about children’s welfare and system performance.

But Wilhelmina Delco put it all into perspective: *“Informaton is critical. There
is nothing worse than getting people all worked up about your issue and then finding that

b

you got your facts wrong.’

Ground rule ten: End with the numbers and insist on results.
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MOVING FROM PRINCIPLES
- TO PRACTICE:

Implementmg a Famlly—Focused Approach

in Schools and Community Services

What is a Family-Focused
Approach?

In the duilv course of business for
_innovators in the human-*
" service and education
frelds. it 1s not uncommon
to hear or read a setof
words that by now have.a
meaning all their own: We
recognize “comprehensive.
collaborative. intezrated.
child-centered. tamily-
focused community-based.
school-linked. consumer-
driven. flexible. responsive,
empowering, preventive.
and ..." as descriptors of an
idealized human service
and education system
believed to be capable of
producing better outcomes
for children. In spite of our
facile use of the words.
each interrelated principle
represents 1 complex challenge when it
comes to implementing it in the real lives
of families and communities and service
providers. A “family-focused approach”
in schools and community services—the
subject of this paper—is one element of
a larger system. We can define and
illustrate it as though it stands alone. but
we cannot fully implement it without
simultaneously implementing the full
litany of values trom which it was
extracted. A fully effective family-
focused approach will ultimately require
a surrounding system that is comprehen-
sive. collaborative. and integrated. The
discussion in this paper of a family-
focused approuach should be viewed in
that context. ’

A family-focused approach grows
from a logical sequence of beliets: It
better child outcomes are the shared goal
of the community and its institutions.
then we must use all the resources
necessary (o achieve those outcomes to
their fullest potential. And if as reseurch

by Judy Langford Carter

and common sense indicate. the family is
the most important and etfective re-
source available to any individual child.

. then we must make this resource the

A fully effective family—focused approach
will ultimately require a surrounding system
that is comprehensive, collaborative, and

integrated.”

cornerstone of strategies 10 improve
children’s well-being. Finally. it the
family s impact is to be fully realized.
we must develop a partnership among all
the resources that can muke a dirference
in a child’s lite—tumilies. schools. and
services. A family-focused approach.
then. acknowledges the central role
tfamilies play in their children’s well-
being. shifts the traditional roles of other
institutions that service children t
retlect this new understunding. and
creates (or expands. or redeploys)
COMMUNILY SUPPOTLS to assist families in
carrving out their roles.

In this context. a tamily-focused
approach for schools and community
services is not just an issue of tronthne
practice—that is of how teachers. social
workers. health practitioners. and others
interact directly with famulies. Incorpo-
ratng 4 tamily-focused approach
throughout the daily life of schools and
community services requires these

institutions to tundamentally change the

way they view their missions as well as

their relationships with families and with

each «»lhcr as part ot a whole community -
SVstem suppuorting, “healthy
J¢'.clopmer‘l ror children:

In the traditional system.

families are rarely visible:

Cinstitutions serve indi-
vidual children or indi-
vidual adults. and the other
people in “clients’ " lives
are important onty when
they pose specitic and
identitied problems to the
primary recipient of
service. [n the system we
envision. families and
child-serving institutions
together become full
partners in the enterprise
of achieving bettér
outcomes tor children.
Getting tfrom here to there
is the hard purt.

Implementing a Family-
Focused Approach

Implcmcnuno a tamily- focused
approach is a developmental process
which takes tume. as cach of the part-
ners—families. school. service provid-
ers, and community instuions—
renevotiates its role and accommodates
the others in a new cotlaborative partner-
ship. Like any other developmental
process. implementation can move
quickly when conditions are right but
can be significantly delayed or ob-
structed by problems. Implementation
involves changes in policy and practice.
redefining roles for frontline workers
(such as teachers) and managers tsuch as
principals). extensive effort to gain
parent p..\mupanon in the whole process.
and changes in polmex at the school and
community-service level and bey ond that
are impeding the process. Local. county.
and state government policies and



practices vften block a familv-focused
approach and can sometimes take a long
time to change. A strong. well-planned.
- fullv-supported nerghborhood effort can
make a rood case tor the necessary
changes: and-involvement of key
policymakers at these levels early in the
process cun build useful relattonships
and understandings for later work.
The path of moving from talk to action
ina local community is not mysterious:
engagement and trust-building to ensure
‘participation come first: then anulyzing,
planning and working out specitic issues
both within agencies und across agency
boundaries: and finally retlecting on.
refining. und building an ongoing
partnership from successtul beginnings.
This process paralleis a familv-support
approach o working with.individual
tamilies and resembles the wuvs service
providers develop colluborations. The
elements are not exclusive or one-time
events: they are interdependent und
continue to vircle buck und repeut
themxelves over time us the process
develops,

Gaining Participation
Experience in communities where 4
family-focused approach has tuken hold

shows that very fittle huppens unless
school leadership is committed to the
process. Community sen ice agencies
can work closely with other partners and
can approach thetr work from u fumily-
focused perspecuve. but their impuct 1s
usually fimited to their specitic service
area and to the relatively smll number
of families they serve. Purents are rarely
N 4 position to come knocking on the
doors of schools and ~service agencies
demunding u response. unless they are
oraanized because of concern over
single issue which does not always
translate into a ditferent overall ap-
proach. Occasionally. a charismatic
service provider with strong backing
from parents takes the first step toward a
tamily-focused approach. but eventually.
the school s mmvolvement is essential to
making such an approach work. The
school is the connection to all the
children in a community. and its leader-
ship in reaching out to fumilies and other
agencies s erinieal.

We must stress that looking 1o schools
for leadership on u new approuch does
not diminish the schools primary
function as educators of children. nor
does it burden schools with the tull runge
of issues thut tumilies might bring 1o it.
A truly funcuonal partnership among
families. schools, und communities

should enuable tumilies and the other
community institutions and agencies
serving them to work together ettectively
to meet the “non-school™ needs of
children. When this oceurs. schools are
able to till their ¢ducational role more
effectively.

ltis most common tor un cifort to
engage parents in a school-familyv-
community partnership to be led by an
active and progressive school principal

“who tukes the imuative with tamilies of

chiidren in his/her school. The goal may
be increasing purent involvement in
school activities. getting input for
planning a new program. increasing
school attendance through parents™ help.
or simply finding vut more about the
barriers children fuce to succeed in
school. Trust-burlding starts with
reachiny out to families. a xometimes
difficult tusk especially when families
are accustomed to-an adversurial
relationship with schools or community
services,

Principal Mattie Tyson personally
visited every fanuly whose chiid
attended her school on Chicugo™s west
side. listening carefully o what each one
hud 1o say about the school. their
children. and the issues and problems
they tuced. It took a2 vear to complete the
first round of visits. And the visits were
Just the first step in a larger process that
included mvolving teachers in establish-
ing and muintaining relationships with
parents. reaching out 1o community

NO-COOK COOKBOOK
Children are notorious for coming
home after school HUNGRY. Why
not have your parent group collect
recipes that don't require cooking and
publish a brochure for kids? Examples
of easy, no-cook snacks include: no-
bake peanut butter cookies, unique
kebabs (like marshmallow, banana,
strawberry, and apple or cubes of
ham, cheese, cucumber, cherry
tomato, and picklie), and cracker
sandwiches (cream cheese and jelly,
cheese spread and olive).

service providers whose assistance was
needed to serve the school™s families.
establishing casy wavys for teachers and
ather school staff 10 connect with service
providers. muking connections with local
businessexy which then contributed in
many wavs to the school. and most
important. continually responding in
concrete wavs to families’ expressed
needs. One concrete response was the
school™s-acquisition and installation of
sewing machines for-parents to use 1o
make the required school uniforms for
their children. Over time. 4+ an increas-
ing number of parents telt needed.
wanted. and comtortable coming 1o the
school. they worked together with
teachers and school personnel on
community issues such as druys.

" Teuchers relt supported 1 their jobs.”

service providers responded when called:
and children begun w accomplish more
in school—the voal evervone wanted in
the tirstplace. The principul s visible.,
committed leadership in zaining parents’
trust = us Rev Lo starting and maintaining
a process that went far bevond simply
gettng o few parents to be more in-
volved i therr children’s school.

While input and participation from
Families s vital o implementing a
family-focused approach. buy-in from
frontline statt and administrators is
equally important. There must be shared
accountability: without support from one
another. tamihes. schools. and other
institutions will have u hard time
succeeding at the jobh of producing a
healthy. educated child.

Most front-line staff know the need tor
a colluborative partnership better than
anvone else: thev experience the frustra-
tion of working without it every day.
Their enthusiasm to work hard toward-
implementing new and sometimes
difticult ideuas. such as a tamily-focused
approach. will be limited by a luck of
Knowledge and skill. a lack of time and
energy. and a healthy sKepticism about
the value of the end result. Leadership
for change with people whose jobs are
directly atfected by it has to include not
only provisions tor skill-building and
time to absorb 4 new perspective. but
new expectations and new support for
Job pertformunce in a new svstem.

Identifying Issues:
Solving Problems

Once partners are on board and willin
to work together. the analvsis and
continuous work on needed changes in
policy and pructice can begin. Each
ageney orinsttution has its own analvsts



to do. and the partners together have
common rssues to resolve, In real
communities. this uspect of work towurd
o family-tocused svstem usually srows
most casily from a specific case-or a
~specific issueithat involves several
stukeholders. The impetus mayv be d
funding source’s mandate for a family-
tocused approuch to an issue such as
substance-abuse prevention or child-
abuse prevention. school restructuring
etforts thut ucknowledge the need tor a
familv-focused approach. or another
highlv visible problem that has created-u
public demand for solution.

A Chicago case illustrates an urgent
need for problem-solving across agen-
cles: A brother and sister attempted 1o
enroll'in a Chicago high

~school when school opened in
the tull. They were sent home
with a note from the school
nurse stating that they could
-not enroll until they had
documentation of immuniza-
Jnons. After severul weeks,
thes returned with the right
documentation. but were told
by the attendance clerk that
thetr mother was required to
appedr in person (o reinstate
them in school. The children
expluined that their mother
hud some problems with drugs
and that most of the time. they
lived with their zrandmother.
who could come to reinstate
them. Because the grund-
mother wus not the legul
cuardian as required by school policy.
they were not allowed to enroll. No one
knows where thev went.

None of the policies involved here
were intended to keep children out of
school: they were made 1o ensure the
safety and well-being of children and the
participation of parents. None of the
people involved tuiled to do their jobs:
they did exactly what they were sup-
posed to do. But a family-focused
approach. across agencies. could have
prevented this all-too-common occur-
rence. The school. the health system. and
the substance abuse treatment agency
must work together. as well as in their
own svstems. to unravel the problem und
prevent it from happening again. Each of
them must also work on policymaking
levels to alter the policies and practices
“hat created an insurmountuable barrier

or these children to attend school.

Muanv communites already have
experienced a family -tocused approuach
to problem-solving across agencies. Teen

purent prohlems. proerams for children
with' special needs. and maternal and

child health imuatives have all required
more thuan one agency to work ogether
around u whole-family agenda. In some

Jnstances: the agencies have established-

oncoing mechanisms o regularly
idenuty and resolve issues. In the
Kentucky Integrated Delivery' System
(KIDS). schools regulurly convene ull
the service providers involved with
students for case presentations. ensuring
thut coordination and problem-solving
happens in u timelvway, Over time. the

“trusting relationships developed umong

service providers. combined with
svslematic atlention (o issues emerging

from case.presentations. have led bevond

“Trust-building starts with reaching out
to families, a sometimes difficult task
especially when families are accustomed
to an adversarial relationship with schools

or community services.”

improved services for specific children.
to policies and practices umony all the
agencies that are more tumily -focused
and cotluborative.

Building a Working
Partnership that Lasts

Moving from problem-solving to
estublishing a fumily and svstems
purtnership that lasts over ume 1s the
third aspect of implementing a tumily-
focused approuch. An ongoing partner-
ship goes bevond linkuges and agree-
ments made by individual purts of the
svstem. [t develops a mechanism for
estublishing desired outcomes for the
whole system und accepts a shared
accountabtlity for them. The fongterm
2oal of the 1deal purtnership is a tull
complement of resources easily acces-
sible to every child 1n u neighborhood as
necded. beginning with u fumily ad-
equately supported to do its job as chiet
nurturer und advocate.

A Normative System that

Supports Families

A tamity-focused purtnership.requires
planning and analvsis that zoes bevond
the scope of its members and, Imo the
larger community. Over ume. a'success- -
ful partnership needs tocontinuously
assess and develop the whole system of
community support—baoth formal and
informal—available 10 families o that
thev are able to be the best possible

‘resource for their children. Fumilies must

have many opportunities 10 purticipate

- directly in the assessment und identitica-

ton of needs. Families usually DO know
bext what they need to assist their
children. but well-meuning schools and
Lommuml\ services rarelyv ask them.
Planners seldom co beyvond -
surveving traditional prov 1dcr
agencies or anulyzing
demogzraphic data to find out
how well families ure being
supported in the larger
community. A lJ\[ln"
purtnership cannot accom-
plish its goal without assess-
ing how well its community is
supporting families with
accessible health care.
economic opportunities.
childcare. adequate safety.
affordable housing. recre-
ation. education and informa-
tion ubout child development.
and opportunities for the
development of social
networks for all tamilies.
These essential elements of 4 normanve
svstern—the resources that have to be
there for ALL tamilies to survive and
thrive—are otten overlooked. Most
planning is done on the busis of tradi-
tional numerical “needs™ and counting
government services. which are only
available when fumilies have “failed” in
some identitiable. eligibilitv-producing
wayv. Successtul child development and

the tmproved child outcomes we are

seeking require 4 workable. nurturing
normative svstem. Monitoring its status
and the gaps that need filling—and
developing resources to fill the gaps
from ALL available sources—is a
primary function ot a family-tocused
purtnership.

Specialized Services

A second primary function is ensuring
that the specialized services (
some families need-——work well together
and fit comfortably into the larger
community system Child welture.




Juvenile justice. public wid. and services
to children with special needs offer
specific resources when tamilies are
having ditficultv. A tamilv-focused
approach in these svstems is critical to
hamessing all available resources toward
improving the capacities of these
families to adequately: care tor their
children. Close and umely cooperation
among schools. special services. and
other community resources can identify
and support families in need of assis-
tance betore their small problems grow
into large vnes. :

Hawaii's Healthy Start program.
which contacts all mothers at the time
their babies are born. offers voluntary,
supportive home-visiting to tamilies

. identified-as being at risk of later
problems. The home visits provide
coordinated access to the tull range of
services—both formal and informal—
available to families in their communi-
ties. und 4 long-term relationship aimed
at supporting and enhuncing the tamilv's
own capacity.

Implementation Challenges
No community has vet fully imple-
mented a family-tfocused approach.
although an increusing number of
neighborhoods and localities have put
many of the clements in place. The
tunnel vision with which schools and
community services have sometimes
operated. focusing on a single child or a
single service. huas been broadened to
accommadate the vital role of the child’s
family and the impact of the child’s
larger community in achieving the best
outcomes. Every linkage made. everv
problem solved. everv purent involved. is
one more step in the direction of building
the partnerships necessary to sustain a
svstem that 1s “comprehensive, collabo-
rative. integrated. child-centered. family-
focused. communitv-based. school-
linked. consumer-driven. tlexible.
TESPONsive. eMpowering, preventive.
and...” At the same time. to give the new
svstem a chance. we need to define more
fully the concepts of “familv support’
and “tamily focus.” We must also address
potential barriers 1o implementation.”
Among the questions to be answered:

What is the full scope of changes in
policy and practice needed to create
institutions that are trulv family-
Sfocused and familyv-friendiv?
Incremental changes are helping
schools and agencies 1o become more
nurturing und supportive entities. Yet,
one part of an organization may change

and another continue with contradictory
practices. A school may operate 4
morning program for preschool-uge
children and thetr parents, vet have a
sign on the front door that savs to parents
of schoolage children: “If vou are
picking vour child up after school. please
wait outside the building.™ An agency
may encourage workers to talk with
parents about child-development
programs. vet have a wuaiting room
without tovs ar activites for children.
What are the essential elements that
reflect a famils -friendly and tamily-
focused institution? How can an institu-
tion assess the extent to which it is fully
manifesting a family-focused approach?
How can the necessary changes be put
into place? How can potentiallv compet-
ing nezds be balanced 1or example.
altowing communiry access 1o the school
building and preserving the satety of
students’”

How can local communities and
institutions gain the flexibility and
discretion needed to implement a
Samilv-focused approach?

The most important characterisuc of
an effective family-focused approach is
1ts adaptation to its community. More-
over. the extent to which local adminis-
trators have authority 1o institute a4 more
familyv-tocused approach in their schools
and agencies will dramatically influence
the spead und scope of implementation,
How can swte and local governments
ensure hoh-quality standards for
programs and practice. but at the sume
time allow flexibility and responsiveness
at the commumity level and family level?
What pulicies need to be changed to
tacilitate local control and adapration?
What policies und practices need to be
changed 1o allow individual administra-
tors to improve their agency’'s or
school™s perspective? How would the
role and accountability of individual
administrators change in a more decen-
tralized svstem?

What new skills. tools, and technologies
are needed in communities in order to
implement and support a family-focused
approach?

New skills. perspectives. and tools will
be essential to fully implement an
ongoing fumily-focused. participatory,
cross-svstems partnership at the commu-
nity level Yet. the technologs needed to
change trom a traditional svstem to a
family-focused one is in the embrvonic
stage. What needs to be done o
strengthen internal und collective

planning capacities of existing institu-
tions” What needs 1o be done to enable
families 10 participate fully in the
process? What is needed in the way of
family-focused job descriptions.and job
pertormance standards. cross-agency
training. adequate fumily assessment
methods. und evaluation criteria for
programs” What other tools would help?:
How can state und local governments
help? How can we disseminate adaptable
1ools as they are developed in local
communites? C

What new or additional training and

- staff development is needed to help

partners assume new roles and institu-
tionalize a family-focused approach?

.. Teachers. sociul workers. and others
on the front-line working with children
and families are keyv 1o implementing a
new approach. Without adequate training
and team-building across agencies. their
Jobs may be harder instead of cusier.
Who will be responsible for developing a
training stratesy . tunding it and includ-
ing it in the statf-development activites
of each partner? What will the curricu-
lum content include? What training is
needed for families to enable them 1w
participate tully in setting priorities for a
family-focused system. designing
progrums. and overseeiny the results?

How can schools and human-service
agencies create the time necessary for
teachers, social service workers and
other staff to incorporate a family-
focused approach day-to-day?

Responding well te tamilv issues and
needs. rather than just to an individual
child. requires time—time 1o listen to the
family’'s issues, time to understand
family relationships. time to enter into
the collegial partnership that allows a
family to trust a protessional. and time to
collaborate with other community
partners. Yer time 18 the scarcest com-
modity in both the education and human-
services svstems. How cun schools and
human-service providers arrange
schedules. shift workloads. or redefine
responsibilities so that time is available
for a fumilv-focused approuch?

Tius paper was prepured for a meeting
in Cleanvater Beach, Florida. November
10-12.1992 on “Improving Qutcomes
for Children™ sponsored by The Center
Sor the Stdy of Social Policy, the
Council of Chief State School Officers
and the Danforth Foundarnon.

Judv Langrord Carier s executive dirccror of the
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INITIATIVES

A FRAMEWORK FOR -
IMPROVING OUTCOMES FOR
CHILDREN AND FAMILIES

by Frank Farrow, Sara Wartson, and"Lisbeth Schorr

he Improved Outcomes tor

Children Project (IOCPY™ iy

a multi-vear ettort designed
10 hclp communities improve life:
(_)U[t_.()mt_f.\lIOI'__IdmlII::\.JIILI.LI’III(II'LI‘I.: [tis.
“the “communiiy. services ;md‘su’pports"'
partner of 4 majornational school reform
“effort, the Natonal Alliance tor Restruc-
winng Edudation, The Alliance is-a
consortinm of organizations tunded by
the New American Schools Development
Corporation INASDC and the Pew
Charitable Trusts. As part of the Alli-
ance. we ithe authors. together with.
David Hornbeck of the Nutional Center
on Education and the Economy und the
Business Roundtubler are working with
four states and four cities to bring
together educution and soctal service
staft and to create an environment in
which children arrive at school. every
dav. ready to learn.

Our work is based vn the conviction
that both school reform and human
service reform will be most effecuve if
communities tocus cleurly onimproving
measurdable outcomes that retlect the
wellbeing of children and families. We
believe that the performance of both
agencies and svstems can best be
measured by results. and that an out-
comes orientation can create a climate of
accountability in schools. human
services. and the brouader community. In
addition to our vutcomes orientation. vur
work is informed by the following
principles:

e Effective programs and systems focus
on children in the context ot their
tamilies. and on families in-the context
of their communitics.

* Effective community services are
comprehensive. high guality. flexible.

and responsive: they are availuble when
and where tamilies need them. und are
rendered respectfully and
collaboratively.

Prixﬁur)' supports rlibraries. parks.

parent sroupst should be encouraged.
sinee thev are usually where tamities
turn for help first. '

Insteud of top-down controls. there
must be dcommitment foastrong local
ownership and control over service
delivery strategies.

The services. supports. and institutions
must be responsive o and inclusive of
ethnie, racial, and cultural diversity in
all aspects ot the design. detivery. and
governance.

In vur work with states and communi-
ties we build on whuat is known ubout
developing effective services. supports.
and syvstems. drawing on the experience
to date of many communities and states.
In doing so. we are mindtul that ult-
matelyv. each community will and must
develop 115 OWn uniguie programs.
polictes. and systems.

In this article. we briefly describe the
five components ot our work:

« Shifting t an outcomes orientation

e Developing 4 comprehensive system

of services and supports that accom-
plish the desired outcomes

» Conducting the professionul training
necessary for protessionals to work
effectivety in the reformed system

* Pursuing financial strategies that
support comprehensive reform

o Creatiny a zoverning svsiem that
SUPPOrts vRZOINY reform.

Euch of these compoenents is enor-
mously complesand the briel overvien
in this article only skimsahe surtace of
the lonz und demandig process of
refornm. A iore comprefiensive puper.
on which thes article 13 Bused. Covers

these ideas in more detall, v

Shifting to an Outcomes

Orientation

A sutcomes orientition meuns
creating. Jdelivering and evaluating
services based not on process rules, but
on their effects on vutcomes tor children
and families - Instead ot designing
services o meet agency needs. and
evaluating them bused on process inputs
tsuch as number of forms rilled outy,
services are desivned and evaluated for
their erffect on the recipients of the
service. Shifting to an outcomes orienta-
tion is the foundation for change because
it drives <o muny other clements of
retorm. Outcome accountability can
replace—or 4t least diminish the need
for—top-down. centralized micro-
mandagement. which holds programs
responsible for adhering (o rules that are
so detatled that they interfere with a
program’< or mstitution’s ability to
respond to families” needx. In this
orientation. the guestion asked of
professionals ut the front-fines shirts
from “Did vou do what they told you {0
do? o "Did it work?" A difterent
organizational climate results, in which
well-trained protessionals use their
judgment und experience t respond to
the nezds of children and tumiliex. rather
than being constrained by pressures
which primanly retfect the narrow

#*The [OCP is itself a colluborative of the Center for the Study of Sucial Policy. the Harvard Project on Eftective Services. and the

National Center

on Education and the Economy. [n addition to funding through the Alliunce. the IOCP ulzo receives support from ihe Lilly Endow ment. the
Carnegie Corporation und the Dantorth Foundation.
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svstem so they are used more citec-
tivelv. Redeplovment ensures that
existing funds are well-spent before
new resource dilocation decisions ure
made. Specitic redeployment opportu-
nities will vary according to each state
and locality. but opportunities include
the redeplovment ot staft. such as by
outstationing. us well as the redeplov-
‘ment ot dollars. such as by ~hitting
residential care funds to support less
intensive, preventive services.

3. Refinance and reinvest dollars
Refinancing 15 the process by which

tederal funds are used to pay tor
services previously financed with state
or locul tunding. This process frees.up
an amount ot state und local money
equivalent to the new tederal funding.
and allows this freed-up money 1o be
reinvested into improved services ror
families and children. Three titles of
the federal Social Securiy Act
provide states the most significant
“opportunities for refinuncing services
to tamilies und children:

. Title TV-E cun be used o pay for
some preventive and case manage-
ment costs incurred in the child
welfare and juvenile justice
Sy SLems.

2. Title [V-A {AFDC) can be used for
such services as family preservy-
tion. protective services. shelter
care. and other community re-
sponses Lo emergencies,

3. Title XIX (Medicaid) can be used
to claim reimbursement tor social
and rehabilitative services. EPSDT
provisions of Medicaid create
considerable opportunity tor
funding school-bused heulth etforts.

The resources freed-up through
refinancing are often regarded as general
revenues to be used tor any purpose on
the state or local agenda. We recommend
that states and communities participating
in this effort make every attempt 10
ensure that funds gained through
refinancing are reinvested to strengthen
children and family services und thus o
achieve each community’s detined
outcomes, Once 4 reinvestment commit-
ment is made, it must be monitored
closely.

Developing Governing

Entities

To achieve improved outcomes tor
children and carry out the other essentiul
components of reform. stutes und
communities are likely o reguire new
forms ol community governance at the
local level”

The current vrgamzation tor most
services detivered to families and
children is top-down. catesoricul and

process-oriented. Each ot these charae-

teristics. amony uthers, has thwarted
attempts o improve the lives ol tumilies
and children. Adopting an outcomes
orientation leads inexorably 1o the
conclusion that new coverning entities
are-necessury, These new entities must

. be hottom-up—responsibility for

achieving vutcomes and delivering
services must rest at the most local level.
Thev must exercise responsibility tor
agencies that are working together
toward commuon zoals that cut across
agency boundaries 1o help erther un
individual tamily or o advance a broader
community policy

The purpose ot these new governanee
entities is to facilitate community
agreement on probiems. focus atientivn
on the nead for cross-cutting ap-
proaches. and create’ more etfective
methods of achieving desired outcomes
for tamiliex und children through
improved and more comprehensive
strategies of services and supports. This
goal requires the development of many
new capactties at the local fevel

Governance bodies vary in terms of
scope. structure. and activities: but there
are five basic functions that a gover-
nance entity usually must carry out.
rezardless of its specific substantive
focus:

1. Agree on a detined set ol outcomes
sought by the community tor children
and tamilies.

2. Identity needs and developing
community-wide strategies in re-
sponse to privrity problems contront-
ing children und families.

(o)

. Promote inpovative community
services in order to ensure the earlier,
more accessible. and more responsive
service delivery that familiex want and
that schools need o accomplish their
education mission.

4. Coordinate fiscul strategies o promote
more comprehensive services.

3. Assess and monitor outcomes for
children and famidtes so that local
service svstems create and maintain a
“climate ot accountability ©

The colluborative’s role does not.
replace the responsibility of individuul
agencies o be accountable. However. the
colluborative must reach bevond single
agency accountability and determine it
the sum total of ageney efforts i3

producing the expected results. Ina

sense. the collaborative hecomes the
accountability agent for the service
svsten, with cach agency continuing to
track its own performance within thut
broader frumework,

Anyv one ot these responsibilities is
ditticult. and all five rogether represent 4
mijor ch;l”tﬂ;c.'Fnl'.lh:ll FeUs0N. muny
colluburative zoverning entities have
recounized the need o move ward
these responsibilities cradually over
tme. '

Conclusion

Thix article has discussed clements
and strategies that communities can use
as they move wward more effective
SErvice svslems W Improve outcomes
for children. Within this tramework.
states and conununities must make their
own choices, set their vwn priorities.
and Jetermine which strategies work
best for them. This framework is
advanced now in order o, be used.
revised. and udapted for cach commu-
nity.

Frank Farrow and Sara Watson are, respeciively.,

director of children s services /'l//l'L'.\' and semor
associate ar the Conter por die Stadv of Social
Policy. Lisheth Schorr (s director of the Harvard
Project on Eifective Services and authaor of Within
Qur Reach.



interests of the burcaucracios within
which they work .

Avreement on desired outcomes also

Facititates cross-svstems colluboration
“and SysEems chunge. fosters areater
“attention 1o Chitdren and families. and.

helps to minimize expenditures that
don’t contribute o improved outcomes.

The ~hared commitment o umprove

specific outcomes for children can make
service integration eftorts tall into
place—not us an end. but as an essential
means of colluboratng o achieve
improved outcomes.

While the <hift toward outcome-hased
accountability brings many clear
advantages. itis not an unmixed bless-
ing. In tact e carries real risks, which
must be reduced through caretui désign
and thoughtrul unplcrmnutmn De-
mandx for documenting vutcomes. must
not beallowed to drive programs 1o
engage I Jreaming or Lo distort activi-
tes to emphasize only those thatresult in
outcomes that are cusy o measure. And
some zlements of process regulation
must remain i place. w sateguard
quality and vuurd against racial Jnd other
discrimination.

Developing a System of
Comprehensive Services

and Supports

Once a community has agreed on g set
of outcomes., 1t must then address the
question of what 1s known ubout how
these vutcomes are most likely o be
achieved und how communities can
utilize this knowledze to achieve the
desired outcomes, Communities ure
likely to tind that theyv need 1o modity,
expand. or create new services and
supports. as well us o develop linkages
among existing services. One wav o
identify the needed supports is
undertake the following process.

The first step in using agreed-upon
outcomes to shape the analvsas and
action around needed services and
supports is to break the vutcomes down
into their component parts—ror example.
increasing healthy bicths is a result of
many other fuctors. such as reduced
school-uge pregnuncy and improved pre-
natal care. Second. communities need 1o
determine the services and supports
needed to achieve—or make progress
toward—euch ot the agreed-upon
outcomes tund vutcome components).
The third step is to wdentity which
services and supports already existin the
community. and to determine how
effective urmetfective they are in
improving outcomes. Effective services

share u number of common attributes.
such us bemyg comprehensive, flexible.
tamiiv-rocused. tatlored w individual
communities. and responsive over time.”

© The tourth step is to undertake a2up

anaivais”™ o determine which needed

services and supports are missing. and

which are availuble. but must-be restruc-
tured or otherwise moditied to make
them eftective. The final. and by rar the
most dittficult, step is-1o identity und’take
action needed to put missing services

-and supports'in place. 1o make 4il

services and supports maximally
etfective in improving outcomes, and (o
institutionalize chunge

Staff Development
_and Training °

The chunges described in Ihl\ paper
require <Killed. motvated people to carry
them out. mproving outcomes for
children cun oniv. be done through u
well-trained worktoree. knowledgeuble
about their own responsibifities us well
as how they fit within the broader service
system. For this reason. another compo-
nent ol reform ix staft development and
traiting (o ensure appropriate ~Kifls,
attitudes. and commtment amony
frontline personnel. Such training must
emphuasize:

* Respecttul relationships with children
vouth, and ramilies and respect tor
Famuly diversity

* The importance ot involving tamilies in
therr children’s healthy development

BE A FILM PRODUCER
Cablevision in your community
trains area residents to be public
access producers. Certified
Cablevision producers can then
borrow video equipment and use
Cablevision's editing facilities. Con-
sider starting your own videotape
library and having your produc-
tions shown on the public access
channel. The training takes about
six weeks, one hour per week. The
possibilies are endless.

* More tlexible, comprehensive. and
non-bureaucratic responses to children.
Cand tamilies,

“Traming content.wouldinclude
material i the folfowing areus:

* A family -centered approuch: Under-
standinyg children in the context ot thetr
families. and tamilics in the context of
thetr community settings, Enabling
families to derclop skills that promotd
their own use of community resources

A developmental upproach: Under-
standing chiidren i the contest of their
developmental stage

Working colluborativelv with Other.
agencies, systems, and commumin
resources

Enhanced ability to work in reformed”
services and sv<tems: Professionals
equipped with u probiem-solving,
persesermyg inmndset and problem-
solhving <Kils

ANy effurts al new forms ol cross-
systems. inter-disciplinury raining must
be sustained by the vroamzations
involved. Theretore. munagers and
supervisors must also be participants in
these professional development activi-
ties. so that they will be fully \uppmn\c
of the new forms of pmum

Building a Stable Financial

Basis for a Reformed System
Current fiscal realities demand that
communities use every possible creative

-approach to expand resources avatlable

for services and supports.® The fiscal
strategy we recommend hax three parts:

1. Establish an overall joint program
and fiscal strategy that links
funding plans to clear program
priorities.

Program priorities <hould determine
fiscal strategtes. not the reverse. To
ensure that this occurs. we urge sites
to link their program and riscal
agendas through development of an
explicit “jomt program und fiscal
strategy ” that identifies priority
program gouls und the fund sources
used to finance them.

2. Redeploy existing resources
While state and local ofticials otten
look first to new tunding. there are
Importnt opportunities (0 move
resources around within the current
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Abstract
This article idennfies several nuts-and-holis issaes invobved e photmng andd iple-
menting schooldinked seniees Eifecrive planning must inelude discussion of imple-
mentaton detnds and s possible ailv b o poliev-minded ream ol coegrials works
< toward the simie goalss No one ageney shoudd “own” the process, o addition to

health,
representitives ol communiny and ne lgl)l)nl]lnu(l gronps, line workers and parents,

cducation, and social services ageney Teaders, the team should include

This team must carctully address quesiions of togeting, governance, funmcing,

evahiation, and information sharving. In additon, wum members must consider

operational issuces such as ensuring line worker buv-in and est. ablishing an cffective
case management staffing plan that s accept ble 1o existing stalf. The article
discusses ditterent strategies that community teams can use to address cach of these
1Ssues.

he developmentof school-linked services has progressed to a point
where we can begin to distill the most effective approaches to
planning and implementing these programs. In this journal issue
the article by Levy and Shepardson discusses key elements of these pro-
grams. This article identifies some of the nuts-and-bolts issues that must be
addressed when establishing school-linked service programs. These in-
clude planning, targeting, governance, information systems, and staffing.

Planning

Successful programs must be shaped
by the history and current needs of the
community, the politics of agencyrelaton-
ships and government entities, and the
unique energies and talents of particular

Perhaps the most obvious lesson to date
from the experience of communities that
have embarked on school-linked service
efforts is that no one model fits all settings
and works well in all cases. In fact, those

who advocate one “franchise” model to fit
all sites quickly confront skepticism from
those who must adapt the model to local
realites.

program leaders. To accomplish this re-
quires good planning. In fact, planning is
a key operational issue and perhaps the
most important phase of any program.

Sidney L. Gardner has
been co-director of Cali-
Jornia Tomorrow's
Youth at Risk Project
since 1988. He is a
member of the faculties
of the University of
Southern California
School of Social Work
and California State
University, Fullerton.
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Schools and commnunities cannotcut short

'planning_in their rush to open the doors

of a new program.

Planning Is
implementation

Good planning is good implementtion.
Quality planning is.the best insurance for
quality implementation. The best imple-
mentation literature from the late 1960s to
the present repeatedly stresses the need
_for a blurring of the lines thatsome plan-
ners draw between planning and imple-
Cmentavnon.! Infact, carrving out effective:
- schooldinked service programs demunds
implementatton planning, i which the
distinction almost completely disappears.
For exanuple, when planners rarget a
single group of children and tanilies to he
served ina newly opened school-based
program, the planning tor sernving that
target group needs to include mm-depth
discussion of implementation issues. It
children under age 5 are o be served.
plinning mustspecify the ways to perform
outreach to these voung children: 1o will
not be enough just o mention outreach
in the design and leave the details for staff
1o work out later, when the center opens.
Or, it children who are two grade levels
behind are targeted for services, phnning
must specify the appropriate links 10 the
testing stafl. the need for special arrange-
ments for mulihngual tesung in diverse
schools, and the funding for the testing.

Quality planning is the best in-
surance for quality implemen-
tation.

There is a further paradox of imple-
mentation planning, however. Itis thatthe
better the job the planning staft does 1in
considering implementation issues, the
more likely itis thata form of “projectitis”
takes over. Projectitis occurs when the op-
erational details of the project itself have
obscured the policy reasons for undertak-
ing the project. Operations drives out pol-
icy as more immediate concerns take
priority over long-term goals. In such
cases, the original goals of institutional
change may no longer seem to have prior-
ity because of the constant pressures of
responding to the daily details of getting

-a project off the ground.. The more com-
plex the project, the more its implemen-
tation deuils threaten to swamp policy
goals. And school-linked services are in-
variably complex, because they are inter-
agency efforts that require multiple
approvals.

When. projectitis takes over planning,
the project is likely to become merely ad-
ditive. Additive projects cannot change in-
stitutions, because they operate as new
activities grafted on top of the exisung
svstem. School-linked services are espe-
cially at risk of becoming addinve, since
shey often developout ul';‘l.p_crcci'\'c:d need:
to address the problems of "atrisk vouth.”
This lubel, however, miiy become part ol
the problem, since it sometimes signals a
mistaken belict that fixing children s
more inportint than fixing the institutions
theat sov frond to helpy chidien. Perhupswe have
at-risk schools, atrisk headth agencies, and
a-risk United Wav agencies as ofTten as we
have at-risk chaldren,

Children are at risk when they are likely
not ta hve up o their full porental as
parcuts. citizens, and workers. Insua-
tions, in contrast, dare atrisk when theyvare
likelv to fuil at doing what they recenve
pul)licnmm_-y{'«)rlloing:prn\'iding.\'cn'iccs
and support to children and finmlies so
that they can transcend the risk factors
their lives and become suceesstul parents,
atizens, amd workers,

Planners need to bear both sets of
needs momind i preparing interagency
approaches o the problems ol students
who are in tact at risk of not fulfilling thetr
potential. Project planning that leaves out
these institutional dimensions will leave
these institutions intict in a comfortable
but iadequate status quo.

The solution o projectitis, if there is
one. is o staff the team with p()licy-mindcd
planners (a topic this article will discuss)
and at the same time ensure that policy
review by senior offictals takes place often
enough to provide a periodic injection of
the “policy” perspective. Also, employing
outside consultants may be a means of
keeping the policy goals in view during
planning, as the following discussion will
descnbe.

Planning Staft Characteristics

One of the basic questions faced by any
school district or interagency consortium
as it moves toward school-linked services
1s Who should do the pl;mning? Larger
districts and agencies may have full-ume
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Cplanning stadtscand tnosuch cases the ren-

denevis tovest [)I.mning1<-:\|)un~ilnli|i«-\m
such stffs beeanse planning s what they
do all the te.

The problem is it agency plaomers
are usually most famnlin with planning
projects, not nsutaional teforms, A
here the lesson s clear: Trkes senionr statt
with several basic chuaracteristics 1o do the
kind of indepth, strategic planning de-
manded for school-linked services. Those
characteristics include:

‘& Experienceatboth line and supenisory

levels, so that the staft members under-
stand the delivery pointand the points in
the organization where decisions are
made

® Full access to the senior executive ofh-
cials of the agency

®  Adequate ime—at least one quarter of
- the business day—to devote o the plan-

ning effort

8 Diplomatc and “intercultural” skiils in
working across agency and disciplinary
lines with professionals in other fields

® A natural curiosity and willingness to
learn new things

Without these charactenstics, planners
will plan, but they are likely to end up
producing just another set of isolated pro-
Jjects—projects unreviewed by senior offi-
cials, cautiously designed to fit within the
status quo, and protective of all existing
arenas of power.

A second issue that arises in forming
the planning team is balance. As Jehl and

Kivst discoss in thew article i this jourmal

stes e ane acency can be allowed 1o
“own o the Provess 1o the !)nilll thae the
ather agencies st withdrs and leave i

np 1o the “owner.” The planning ream

[
st be just thar—a e Is caprains
are too much i charee, other teum mem-
berswill gradually tade away, since they are
Al Tikely o have busy tasks to retam to in

then own agencies.

When the team functions well, i be-
comes a part of the implementation pro-
cess, smcee 1t s involved moits own
cross-iraining. In 198910 San Jose, Cahtor-
niz, an mteragency teamn that was based
a local clementary school HAVE A4 progress
report to a meceting of senior county offi-
cials. One of the workers said enthusiasti-
cally, "We didn't have any formal training
program, so we just went ahead and
trained cach other!™ Such informal cross-
training, when tackled with this kind of
energetic support from line workers, can
accomplish more than an elaborate swaff
development program handed down from
a training office or a university.

Cross-training means, in part, learning
“the glossary funcuon.” This training de-
codes each agency’s alphabet soup—IEP,
99-457, JTPA, Chapter I, WIC, ADA,
DRG—and carefully explains it to the full
team. A spirit of “no questions are dumb
questions™ has to pervade the process.
After a few meetings, the glossary begins
to fall into place, and what one law en-
forcement official describes as the “Peggy
Lee effect” occurs: Participants ask, “Is that
all there is*” meaning, Is that all there is

87
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to the jargon and acronyms you've been
using?

One example lllustmtes the impor-
tance of the glossary function particularly
well. A team in a city that had spent many
months developing a nationally recog-
nized model of school-linked services-was

‘having difficulty communicating with

child protective services staff members
who were to be part of school-based case
management. What team members finally
realized was that the problem was the way
they were using the term prruenliw’ services.
To the child protective services staff, pre-
ventive services had 2 specific me: mmg any
services designed to prevent pl wement in
out-of-home foster care. In contrast, most
school st members used the term more
loosely to mean any programs that v to
antictpate and prevent school b nlmr
Onee the planners realized that the Vwere
usig o precise term impreaselv o thevwere
able 1o communicate more clearly.

Those who are most often left
out—and most often needed
in planning—are first, profes-
sional workers at the line level
and second, parents.

Some interagency experts lk about
the need o learn to speak “CSLe coordi-
naton as a second fanguuge.” Whi Is re-
quired is not mastery ol every other
agency's special terms and funding
sources, but an openness to ask questions,
to clanfy the differences, and o work
through the best ways of making dissimilar
svstems work for children.

Consultants

Another tendency for some districts and
consortia is to rely too much on outside
consultants. Consultants are at their most
effective in three roles: (1) questioning the
basic policy assumptions of the process or
pushing and helping the local team 1o
make those policy assumptions clear if
they have notyet been stated, (2) network-
ing with project plannersin other commu-
nities and states to give local planners a
comparative sense of how another site
handled the same issue, and (3) providing
actual expertise with particular school-
linked service efforts in which the consult-
ant may have personal skills and
knowledge. Such expertise might be in the

areas of information systems, federal reim-
bursements, or foundation funding. Be-
yond these roles, consultants who are
relied upon to do the planning will in most
cases walk out. of town with most of the
planning process left in their heads. This
can cost the local team a great deal of time
figuring out “Now, why did she do-it that
way?”

Community and Neighborhood Groups

Another issue in planning is which local
“outsiders™ to invite into the: planning

“team. For exam ple:

Should we mvite the United Way?

Should we invite the local neighbor-
hood. cthnic and self-help groups?

Should we invite conununity organiza-
tons that have been entcal of the ser-
vice deliveny sestem in the past?

Whiatuboutthe PTA orthe local school

SHG connerls:

Whit about con porate groups that have
been working with the schools or that
have plants and offices in the neigh-
bhorhoods where we are planning
schoollinked services?

Decisionsaboutinvolving cach of these
groups should be made explicitly, recog-
nizing the nade-offsiomong the overall size
ol the planning ream, the benetits the
group can bring to the table, and the costs
of omitting the group trom the inital plan-
ning cftori. For some ot these groups, an
carly chance toreact to the hutial proposal
will be more usetul than being acthe actual
planning table from the start. But what is
crucial is to ensure that no inHuential
group feels it was not consulted at all be-
tore the public announcement of the
adoption ot the new system,

Those who are most often left out—
and most often needed in planning—are
first, professional workers at the line level
and second, parents. Both, in obvious
ways, can make the implementation of a
school-linked service system easier—or
much harder. Because of the potential of
line-level professionals to introduce resis-
tance, workers whose daily practice will be
affected by a new system of services must
be involved in its design. This set of plan-
mng issues will be discussed in a following
section.

The role of parents in implementing
the program is obvious: Without their sup-
port at home, the interventions at school
and in the agencies will lack indispensable



reinforcement. In planning, parents can
become members of focus groups, join
adwvisory councils formed before the pro-
‘gram opens‘its doors, help build culwral
understanding on the partof new workers,
serve as paraprofessional aides, and even

“take partin-the iniual training for school-

linked service staff. In all these ways and:
others, parents are critical pdrtners in
sch(ml linked programs.

Health and Social Services Agencies

Determinimg which healtth and social ser-
vices agencies will participare i the plan-
nim,"m(limplt-lm-m'ui(mul\'rlmnl-link«-(i
SCIVIces requires sensitviin toowhether

agencies e mterested ; e v ro do san

~Communitic s cannon Follow a farmunia ne

making this derernnnanon, Thev must ox-
amine organizaton health and readiness,
perhaps bearing i mind an old siving:
Never v to teach o piy o sing. Irwon’t
work, and icwillondy rioae the pie

Organizations have life cycles,
cultures, and insecurities just
like humans.

There are some agencies that are guite
like pigs being taught o simg—theyanre just
not mterested. This mav be due 1o then
currentleadership. then histony their pro-
fessional culture, or their budget Some
organizations, however, are just not miter-
ested or are incapable ol becoming inter-
ested. Planners need to know that
integrated services does not necessarily
mean integraung everybody, and that the
perfect is often the enemy of the good.

It is also helpful to realize that organi-
zations have life cycles, cultures, and inse-
curities just like humans. Some agencies
have recent “life experiences™ that make
them as profoundly insecure in discussing
interagency negotiations as some people
can be in discussing marriage or other
long-term partnerships. Planners with a
psychological perspective may view these
agencies as not having resolved their own
Erksonian crisis stage, uncertain of their
own identity, unable to deal with the de-
mands of autonomy, or even frightened of
it because of a history of “abuse” from
legislators, the media, or their clients.

An insecure agency is probably not as
effective a service integration partner as a
secure one. Planners need, therefore, to

Key Issues in Developing School-linked, Integrated Services

learn o size up an unfamiliar agency and

~not assume that all agencies will come to
‘the table with the same readiness to de-

velop new partnerships by bargaining as.

‘equals. The experience of acting as equals

in- marriage is difficult for some people
who have lacked that history in their own
family of origin. So, perhaps, is the expe-
rience of co-equal partnership for agen-
cies wh()se-hismr}' suggests either thavthey
were alwavs in control or that they were
never in control. In cither éase. llu_\ will
ln"ing that historv 1o the pm('v.\'s_nI'_nvgu-
tating service integration. and plimners,
should recognize ns nnpact,

Planners. may be able to detuse the

problem by acknowledgmy thatun ngeney,
Shas expertenced recent budger cans, on
hal

that 1ts caseloads are unusually high, o
that ns leadership just turned, over nd
stff membersare uncertain ol then divee-
tions. Negotinons m plannng shouldd be
titlored 1o these vealities, rather than
eating all porental imteragency partiners
as caunllv equipped to cnter mio the e

nership.

Fiscal climte also atlects phaning fo
miegrated services On the one hand,
there s an mevitable response 1o Bty e
crisisy agency planners say, "We can'todo
anvthing new now. This is no tme for
demonstration pl()]u[\ " On the other
hand, times of budget crisis are sometimes
the best possible periods to uy new ideas,
The time mayv be ripe for relocatng stadt
in combined offices, working as a team of
gcncr'l]iﬂl\'ill\'((:‘ld()f’.l\'iﬁnl'\lcd\'p('(‘i'lli\'l\'
and setting pn()mlc\ among chients m-
stead of assuming that all those who are
referred to the agency can be served
equally well. In a kickoff for a new school-
based service planning effort in a small
California city, one leader summed up this
view particularly well: *“We've gotto try this
new approach because we've got nothing
to lose now and we know that doing things
the old way won’t work any more.”

Targeting

Schools and communities must face a basic
question early on: Will their school-linked
service efforts be universal, providing
some level of service for all children, orwill
efforts be targeted, focusing on a particu-
lar age or subgroup of children, such as
those who are poor? For some agencies
and school districts, this decision is the
single most difficult issue they have to
confront.
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Sandia Small

At one California site, the decision
makers resolutely avoided addressing this
issue for the better part of a year. They
assumed that their target would be the
enure school populaton and that there
was no need to single out anv one group
within a very needy elementary school stu-
dent body. Finally, they agreed on a nu-
merical target but still resisted designating
any explicit criteria that would detine
which one group of students would "go 1o
the head of the line™ for services.

The phrase makes clear, perhaps, why
weare reluctant to target i spectfic terms,
“Going to the head of the line™ hasaring
of untairnessto it "First come, firstserved ™
s more prevadent prinaple of social ser-
vices priority serung than many agencies
would tike to admic, Crisis management—
the kind of armosphere we so often u[)(_-'l-.
ate i todavowith fundig reductions and
growinye human necds—menns taking
whonever shows up and notwanting to do
some formal assessment ot who thight
need help most.

Butevervschoolin Ameriea has o Pyra-
mid of needs, i owhich 2 simall number ot
students are severely ar viske in physical
danger. or have serious health disorders.
These students, at the top of the pyrarmad,
are high- cost, high-needs cases, tikely 1o
be reterved out to other agencies that lan-
dle chients with mtensive needs, Then

there is a larger, less seriously impacted

group. And below them is a group of stu--

dents who may come from poor families
in dangerous neighborhoods but who
have personal qualives of resilience or
family support that will enable them to
make it—no matter what schools or social
agencies do to or for them.

Every school in America has a
pyramud of needs, in which a
small number of students are

severely at risk . . .

Where to provide services on that pyTi-
micd s the first and most basic targeting
question. Tomay be answered inadvance
by citegoneal tunding services that dic-
tate, tor example thatservices can only be
provided o haprer Tstudents or to those
whose Enclish-lnngnace skills are hinited
or 1o those who are Medicnid eligible. Ba
withont such catesorieal restrictions—
which could stigmatize at-risk students—
the thargeting question remains, and
planners muast address i explicitdy, They
should do so knowing that there will be
substuntid political resistanee to saving
that one group s more i need than an-
other,




Governcnce Issues

One Of the most 1mpormm leUCS that

emerges when plannmg a school-linked"

service program is Who should run it? The
issue ofgovernancc is unavoidable, even if
the school system is fully in- the lead. Ini-
tally, in fact, it is often the schools that
propose to take the lead. As a result,
an “educentric” governance system can
emerge in the first stage of plinning.

"~ Three powertul reasons underlie this

focus: (1) Schools. hive more access to
children than the other, far-more-frag-
mented social SCIVICe Sysiems that serve
children: (2 schaols have hetter data on
children: and” (39 schools fealize maove

quickly than oter agencies the need tor”

mteragency rm)l)(-r'niun School person-
nel often ruugmlg that they cannot ac
compllsh education reform for the most
at-risk students withour he lp from the
other agencies that are serving the sime
(hil(ln'n and then families,

Yet, For several reanons, it has proven
dithicult for a school-dominated govern-
ANCE SVSICHT Lo aperite successiul school-
linked services, The prinury reasons for
this include (1) the ditfie ull} ot attractng
other agencies” funds i schools are scen
to be in charge: (2) the difficulty of struc-
turing the hicrarchy so staff members from
other agencies report only 1o school per-
sonnel; (3) the possibility that only one or
wo agcn(:ics will come under school man-
agement, rather than the broad arrav that
can be attracted to a svstem of genuine
partnership; (1) the need for space that
many cramped urban schools face, which
means that schoollinked programs must
use agencies’ faciliues as bases of opera-
tons; and (5) the enormous challenges
faced bv schools in responding to the tasks
for which they are most directly responsi-
ble—reforming the education system and
raising levels of academic achievement.

There is also a more subtle problem
that planners need to take into account: If
school leadership—or any one agency—
steps forward to “own”an interagency part-
nership, the partnership is likely to step
back and let that agency take the lead. The
other agencies will continue to staff the
program but not with senior people, and
they will describe the system as “that school
project” rather than as a partnership.
When governance is really in the hands of
one dominant agency, some planners talk
about the system as having vielded to the
“Sinatra syndrome™ An agency says it

Key Issues in Developing School-linked, Integrated Services

wants to collaborate, butit has to do 1t "My

.Way.” This message is not hard for other

agencies to pick up. When this happens, a

* system- that needs to be co-equal in mobi-
.hzmg resources from many agencies be-

comes mercly unilateral.

. The governance chonces often come:
down to three broad optons: (1) Let an

_existing pubhc agency, typically the
schools, run the new schoollinked ser-

vices; (2) set up a new nonprofit agency,

It .h_as proven difficult for a

school-dominated governance

- system to-operate successful

school-linked services.

such s the collaboratves ereated i three
of the New Futures cities funded by the
Annie B Casev Foundations o ¢ wark
with i consortnmm of agencies to estabhish

anoperation that s co=qual more or less.

A co-equal svstem can bhe more difiicuh

to plan and operate than ouniharerad svs-

tem. But recent literature on corporate
and public-sector munagement suggests
that the management systems of the
twenty-first cci)lnry will be far less
hierarchical than those of the twenueth
century.? These writers stress that, increas-
ingly, management will be about horizon-
tl parmerships among agencies and firms
that do not conuol, but depend upon,
each other. To again cite the point noted
by Jehl and Kirst in their article in this

_journal issue, no one agency can own the

planning process.
Governance Issues and Funding

Many governance issues become finance
issues, for obvious reasons. The agency
that contributes the most funding wants
and perhaps needs to mainuin control.
Planners need to understand how much
the sources and duration of funding will
affect their decisions. If funding is re-
stricted to short-term, nonrecurring
funds, funding issues will come up each
year and may threaten the stability of the
whole effort. As noted in the article by
Farrow and Joe in this journal issue, inst-
tutionalized funding, such as Medicaid,
child-welfare services, or Average Daily At-
tendance funding, is far more stable than
one-time grants. Grants may be necessary
to start operations, but as soon as possible

91



92

THE FUTURE OF CHILDREN - SPRING 1992

longer-term funding commitments should
replace or supplement them. o

Governance Issues and Evaluation

Governance issues also relate to evaluation
and its effect on funding decisions. To
convince legislators or other elected offi-
cials to buy in to the sponsorship of an
integrated service program requires an
early clartfication of what would justify the
buy-in. This then becomes an issue of

evaluaton, in which the most powerful

queston is What would it take to prove to
vou (a potential funder) that this is worth
funding on a long-term basis? The task s
then o organize the information svstems
and evaluations 1o produce that dat. The
clected othicials must be mvolved o ths
process. If the outcomes of the project are
positive but no elected official knew that
these were the mitended outcomes, the
buv-in mav 'he more ditticult than o the
clected ofticials helped to decide what out-
comes would comvincee them the project
wis worth funding.

and confidentiality when trying to work

" across agency lines with students who are

in more than one agency's caseload. In his
powerful monograph, The Same Client, Bud’
Hodgkinson shows how often the same
children and families may be served by
schools and’ other agencies.3 Yet, docu-
menting this fact and organizing systems
around this reality is a very difficult part of
planning new networks of services for
students.

At the outset, planners must inventory
current information svstems, Thev are
often amazed o tind how madequate
some large publicagencies” dat svstems
really are. Agencies that have no liles on
repeat clients, agencies that hane all their
files on 3 by 5 cards in totdlv nonretricv-
able form, agencies that cannot allocate
anveosty to chient services—these are com-
mon realities in the recent hastory of plan.

ning school-nked service programs,

Ao common s the frequency with
which someone savs, tsialbe quite ¢arlvan
the phinning, "We 't enve vou that
mformation because of contidenalin re-
quirements.” Well-intentioned confident-

Well-intentioned confidentiality require-
ments have been developed separately by
state and federal agencies and imposed
piecemeal in a way that often results in

ality requirements have been developed
separately by state and federal agencies
and inmpaosed piccemenlinaoway that often
results i ill("'ll.\'i.\'l('ll('.\' Therefore, conii-
dentahity can beamngeled thicket forplan-
ners to negotire. (See Appendin A for g

inconsistency.

One of the clearest examples of this is
the negotiation over the past few vears
between the Mental Health Department
in Ventura County, California, and the
state legislature regarding a progrim
offering comprehensive services to a tr-
geted group ol children at risk of insdtu-
uonal placement. In the carly stages of
program development, planners asked
legislators what it would take to convince
them to fund the project. The planners
devoted resources to establishing the in-
formation system that could produce what
the legislators asked for. The system in-
volved tracking clients and dollars in much
more depth than is usually the case. This
evaluation is described in Appendix B,
under the heading “Ventura County Chil-
dren’s Demonstration Project.”

Information Systems

Each school-linked service system inevita-
blv confrontsissues of information systems

discussion of conflidentnline issues.)

The thicket 1s not unpenctrable, how-
ever. Some careful studies of this issue are
currently under way, and they provide
hope for those who wantto remove barriers
to sharing information in an mteragency
context while protecting confidentality. In
addressing contidenuality problems, plan-
ners must keep uppermost in mind the
central principle of informed consent. Many
schools have designed parent-consent
forms for use in developing multiagency
intake and assessment processes.

There are definitely some cases in
which agencies are simply using confiden-
tality to duck accountability. Clearly, an
interagency system that follows clients
from one agency to another can evaluate
what services, if any, those clients receive.
This follow-up is an unaccustomed form
of accountability for some agencies, and
iniually it can be quite threatening for an
agency unsure of its performance. Al-
though technical issues are often impor-
tantin information svstems, planners need
to look behind these "presenting issues”
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to determine whether more hasic politcal
issucs of accuunmbili[v are rc;xlly at stake.

- Other Operc’noncl
Considerations:

When plannihg school-linked'sérviccs..ihc

people who will be directly involved in

implementing changes in the delivery of
" services to clients 'pl'w a \'tn' important
" role. Several issues etrie rgein the efforts to

butld a \Llﬂ that functions as a team.

Line Worker Buy-in:

lll hi\' recent ])ul)k, ‘/l/II’ /’lt'(/l'l'lu/l/:'/'.III-/HI'l’ u/

Fducational Roform, Sevinonr Sarason es-
“tabhshed the fact thoon teachers-are tre-

quentlys omitted from. the planming of:

cducion reform. U The same seenario ap-
plies throughont much of the histony of
human services reform as well, The very
p( ople whorse <1n|\ work with clienis s
heing changed by “reforn’ "proposul a
not immvolved mothe plinning and impl«-—
mention of 1hese changes unul the Lae
stagess The vesndt s complerely predict
able. cither open opposttion o “wait-ont”
responses, inowhich workers™ organiza-
tions assume thar top=<down policy ina-
tves will fade away as the policvinakers
leave to go onta new jobs,

Ensuring line workers’ involve-
ment in the early stages of plan-
ming can demand a great deal
of time. Yet, in general, doing
so results in a net savings of
time. ..

Ensuring line workers” involvement in
the early stages of plunning can demand
a greatdeal of time. Yet, in general, doing
so results in a net savings of time because
workers who are in on the early stages of
planningare able to identify problems that
will arise later, in implementation. Once
such problems are identified, the team can
Jjointly develop alternative responses in the
planning stage, rather than after imple-
mentation has begun.

Some school-linked service planning
teams have used worker focus groups to
get a “bottom-up” view of how today's
school-agency interactions really work.
Others have encouraged unions and work-
ers’ organizations to design their own ori-

entation programs, with staft tune set aside
for developing in-service training. Such

'planning can @p into those colleges and
" universities - that have been involved with

school-linked services, usmg(hcxrconunu-
ing education programs and tn-service
programs. Planners may also want to par-
ticipate in the growihg discussions about
how to build colluboration skills into un-
dergraduate and graduate programs.

Waorker reassignment, or relocation,
often an element.of school-linked service
proposals, riises major personnel issues.
Planners must involve the stadl i the per-
sonnel department aran (';n'l'_\' stageeven
though the sttt muv o tnes he .\'k('])l-i( al.
As-protectors ol the organizauon s ereden-
taling process, the |J<‘l"..\.1l)l.)ll('] siaff mav
overstate the unigqueness ot persontiel
needs, bur knowing i advance whit ere-
dennaling issues will be rased (Immq -
plementation s he [pfals For ex: inple.
one ~chiool sesten o NN Conse _Im\ e
Puseed towaor Kawit e oniande ™ :x.\w.nl.l]l:!;t‘l'.\”
whose credenindimg and pavwas ditferent
trom thers, Knowing this madvanee s fae
preferable o indinag it ouon the fiest day
atcamoas scheduted o handle Fnn v cases

on referrals,

Case Management: The Staffing Plan
for Integrated Services

Issuesof line worker buv-in tie directlvinto
the staffing plan deve loped by s hool-
linked service plannersc A commaon direc-
von forsuch planning isto deseribea form
of case management in which a4 ream of
workers from different agencies assesess,
treats, or refers smdents 1o a variety of
services and then tacks the referrals and
outcomes.

Case management. however, is another
of those terms that means manv different
things to different agencies and disci-
plines. Case management, like integrated
services as a whole, is at risk of degenerat-
ing into “just another program,” in which
the case management staff operates paral-
lel to existing staff without changing the
system at all. Case managers then may be
perceived as isolated new staff members
who are sometimes paid more than other
staff members. The consequences are ob-
vious. In one California city, a headline
reading “Super-Counselors to Treat At-
risk Youth™ understandably upset existing
counselors. They saw the new staff mem-
bers as glorified counselors, called case
managers, who had smaller caseloads and
higher pay.
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Other issues of case management that
have proved difficult for planners are
those refated to governance. Case manage-
ment that deteriorates into just another
program usually does so because it merely

performs a referral function, sending stu-

dents out to receive services but without
any assurances that the services will in fact
be there. What planners need to-focus on
is the source of clout—the power to get
things done for students in the receiving
agency. Clout can come from different
sources; it can be as a result of personal
relatonships. a carefully negotiated inter-
agency agreement. a4 "hne of credit” for a
certain number of referrals, or the power
of the elected official who is sponsoring the
project. But whitever the source., clout is
essential (o m;nkin;?r Gise management
more than a lot of paper without any new
scr\'ic_csurch:mgcd outcomes for children.

Community Controversy and
School-linked Services

Planners should not assume et commui-
nmity reaction 1o their work will be low-key
and technical. The basic role of schools in
delivering social services is an issue ofureat
controversy in commmunitics where a vocal

minority believes schools should never ad-

dressissues thatare the exclusive province

of the family. This controversy becomes
most acute over the issue of providing re-
productive information in school-based
health clinics serving adolescents; it also
arises in regard to health education at the
elementary school level. Planners need to
know that the responses to their proposals
will not always be rational and that some
groups are extremely well-organized.
Some are capable of opposing proposals
on a national level, using emotion rather
than facts as their primary ammunition.

Conclusions

Those planning school-linked services
face some issues that are technical; other
issues are political or policv-oriented. OF
these, the political and policy issnes are
most important in seeking partnerships
among independent agenvies within
complicated, intergovernmental sething,
To prevent projecutis from taking over
plinning. the rechnical fssues must be ad-
dressed in the Targer context of policy
gouls for children and famibies. Designimg
AN INTeragency system s challenging.
Planners should allow the oncomes tor
childr(:n:m(lf':nnili(_-.\'lu.x'cn'(::l.x'(hcguidc-
posts for planning and implementing
school-linked services.
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Abstract

The authors of this article contend that there is no single model tor schooldinked
services. Rather, they conclude that lessons from existing etforts indicate that such
services must be shaped according o the needs of the community and of the students
being served. Six curtent schoollinked service elforsare described in terms ot the
gu;\l.\' of the effort, whois served, what semices are offered, where services are located,
and who is responsible tor providing wrvices. A fundamental concern o those
involved in initiatng schooklinked services is that these services become part of &
truly integrated systemn that produces more successful outcomes for children and
families. The authors identify @ number of integratng clements that are key 1o
effecting the kind of systemic reform needed 1o matke schooldinked semices more
than a passing tad.

illions of America’s children and families face a combination

of circumstances that not only threaten their immediate well-

being, but put them at risk of long-term disadvantage. Of the
children entering school this year, one in five is living in poverty, many in
households with an income far below the official poverty level. Half a
million in the incoming class were born to teenage mothers, often at low
birth weight, with attendant risks to physical and intellectual development.
A significant number were exposed to drugs in utero or carry HIV
infection. More than half of these new students are expected at some point
during their childhood to live with only one parent, usually the mother, in
households that are particularly prone to poverty and stress.

Traditionally, education has been viewed as the means of escape from
poverty and disadvantage. Yet today, when a high school educaton is barely
sufficient to secure work that can provide economic stability, one of every
four youngsters entering ninth grade will not graduate. In urban areasand
areas of concentrated poverty, the outlook is even more dismal.

Although poverty and the other cited conditions cannot always be
equated with school failure—many of those “at risk™ do succeed—




research increasingly points to a demonstrable and fundamentally trou-

~ bling correlation between low educational achievement and serious

pfoblcms outside the classroom. For example, Hahn and Danzbefger
reported that students trom poor families are three times more likely o
drop out than those from more advantaged homes.! Wehlage and Rutter

'reported that four national longiu.xdinal studies “confirm that a family

background churacterized by low sociocconomic status is strongly asso-
ciated with dropping out."™? Fortv percent of girls who drop outdo so for
reasons related 1o pregnancy.? placing themselves and their babies at
especially high risk of poverty; over halt of the mothers receiving Aid o
Families with Dependent Children had thetr first child as o teen.

That these corrclations have dramatic implications for the nation as
a whole; as well as for the aftected individuals, becomes clear when one
understands the dimensions of the problem. Henmy Levin of Stantord
University estimated that almost one third of the naton’s schoolchildren
are cducatonally disadvantaged. lacking “the home and communin
resources to fully benefic from conventonal schooling practces,” and
the proportion is steadily increasing.? With declining birthrates making
it hikely thut every able-bodied adult will be needed in the future work
force, the possibility that so many will lack the skills they need to be
acceptable workers is a far-reaching concern.

ferent systems and their clientele are

Systems Reform and
Cross-Sector Linkages

Policymakers, administrators, and staff
throughout the education and human
services systems, who daily confront the
grim realityrepresented by these statistics,
are well aware of the gap between what is
needed to address the problems and what
the systems, as presently configured, can
do to help. As a result, fundamental re-
form addressing philosophy, policy, and
practice is under way in virtually all
sectors.

A notable aspect of these movements
to reform individual systems is their em-
phasis on the formation of partnerships
with other institutions serving children
and families. In part, this represents a
growing awareness of the interrelated
nature of the problems with which dif-

struggting and a behef that coordination
of services can, in Lisbeth Schorr’s term,
“break the cycle of disadvantage™ by pro-
viding comprehensive, flexible, and con-
tinuous support to prevent or alleviate
problems.5

The problems faced by children
and families are simply too
large and too complex to be
taken on alone by any one
system.

But an even more important motiva-
ton for the creaton of linkages is the
recognition that, although each system is
committing itself to successful outcomes
for the people it serves, the resources
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-available to any’ individual system are in-

sufficient to fulfill this commitment. The-
problems faced by children and families '

are simply too large and too complex to
~be. taken on alone by any one system.

Why School- Ilnked
Services?

Within the swirl of interest in-better con-
nections among the institutions serving
children and families, the school is rapidly
~ becoming a central focus. Fundamental to
this focus is the contmumg popular belief,

challenged as it may be by. the staustics-

cited previously, that education. is an es-
cape route from whatever problemsa'child
or family mayv confront. In the domain of
social p()hcv where broad-re: lrhln;3 con-
found, there
undisputed agreement that educanon isa
good thing, indeed anirreplaceable ele-
ment in achieving success in the current
and future xil:ukclplncc.
feap leads to the conclusion that i suppor-
tive senvices can help ensure educational
then the insti-
tution responsible for education should
have a part in the provision of those
SETVICCS.

sensus is rarely

A not itlogical

success and self-sufficiency,

This philosophical basis of interest in
school-linked servicesis complemented by
a number of pracucal reasons, The most
important and obvious is that the school
1swhere children can be found and, in fact,
15 the only insutution with which virtually
every child and family has contact. The
school also offers a cadre of skilled staff
that regularly comes into contact with chil-
dren and families. The quality of these
relationships and the extent to which
these interactions are fully exploited as
opportunities to idenuty and respond to
need are potentially of great significance
in constructing an effective system of sup-
port. Finally, the school building is an eas-
ily accessible physical plant—often one of
the few reasonably maintained facilives in
a hard-pressed community—that can be
used as a center of positive community
activity.

A Cautionary Word
About Models

The growing interest in cross-sector col-
laboration as a strategy to secure successful
outcomes for children and families, and
the specific interest in schools as a focal
point in that collaboration, is manifesting

is virnnally

itself in a rich base of experimentaton
with school-linked services. _ .
As more communities begin exploring
the idea of a school-linked service strategy, -
they understandably are eager to. extract
from this experimentation “models™ that. -
can be replicated. Yet, from our perspec-
tive, a distillation and ‘promotion of mod- -
els seems premature. The very dlversny of
efforts in itself defies categorization into-a
limited number of structures and ap-
proaches. Moreover, because the move-
mentis stll so young, thereisalack of hard
evidence that what is beirig tried is indeed
effective. Drew Aluman, president of the

“Henry Kaiser Family Foundation and crea- .

tor of the' New Jersey School-Based Youth
Service Program when he was that state’s
human services commissioner,. has ob-
served that he hopes “someday soon what
ve know will catch up with what we be-
With a longer hn\mr\ and the struc-
of efforts that 1s now
beginnmy, in tume that should be the case.

leve. ™
tured evaluation

At this p()inl. however, measures ot effect
on which to base asolid judgment of “best
“model”™ are rarely o be

practice” and

found.

Afinal concern with respect to the idea
of models is that, even when the experi-
ence and knowledge base 1s more mature,
it is unhbikely that there will ever be One or
two models that could or should be repro-
style throughout
A4 community

duced “cookie-cutter”
the country. To succeed,
must develop an approach and tailor pro-
gram design to capitalize on its particular
strengths and opportunities and to re-
spond to its citizens’ unique combination
of needs and expectations.

Some Current Efforts at
School-linked Services

Nonetheless. communities clearly can
learn a great deal from one another, and
those who have yet to develop their own
school-linked service strategy can benefit
from the experience of early leaders on
this agenda. In the following sections, we
describe some promising and informa-
tive early efforts, with a particular eye to
how they have addressed key elements
that go into a school-linked service strat-
egy, such as what the goals of the effort
are, who is served, what services are of-
fered, where services are located, and
who is responsible for actual service
provision.
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Reaching Youth at the School Site:
The School-Based Youth Services
Program—New Jersey

The idea of bringing nonacademic ser-
vices to the school site is not 2 new one.
The school-based health clinic movement,
for example, began in 1970, when the first
comprehensive health center offering a
range of health and social services was
opened on u Dallas campus. But today’s
-widespread activity really dates from 1987,
when the New Jersey School-Based Youth
Services Program (SBY SP) was enacted.
This was the first substantial effort by a
state to hink schools and soctil sermvices to
help ensure \uunq.\'l('r.\" SUHCCeSS,

Seeking to assist New Jersey's vouth in
making the often ditficult tansiton from
adolescence to adulthood, the New Jersev
Department of Human Serviees (DHS) in-
ated this program o place comprehen-
SIVC SeVices uar very near high sehools,
There are 30 progeam sttes, an feast one in
cach county and most o low-income

Schan or ol areas Manieing agencies
f docal <ites indclude schonls, hospirals,
soctl services agencies, and calmunin-
Dised organizanons

The state does not impose o single
statewide desizn, b requires cach of the
sites 1o offer at least i core set of services
and o operate not only during school
hours, but also after school, on weekends,

It is unlikely that there will ever
be one or two models that could
or should be reproduced “cookie-
cutter” style throughout the
country.

and during vacations. Core services in-
clude mental health and family counsel-
ing, primary and preventive health services
(on-site or by referral), substance-abuse
counseling, employment counseling, sum-
mer and part-time job development, aca-
demic counseling, and referral to other
health and social services not available on-
site. Recreation is offered by the sites as a
way to attract youngsters. Some sites also
offer other services, such as day care, serv-
ices for teen parents, special vocational
programs, family planning, transporta-
tion, and hotlines.

Primary funding for SBYSP is through
an annual $6 million state appropriation.

Average site grants are $200.000, an
amount which s supplemaented by a finan-

cil or im-kind contribution of 29595 ol Sie
costs from the hiost communuy, Inoaddi-
ton to il ~upport, DHS provides
sites with technieal assstance and helps
them make use ol existing semvice pror-
griuns, For eximpleoaf ealth senvices e
1o be provided, the departtnent will seek
to oo rnf\ the schoolhased progriam as a
Medicnid provider so that it can elaim re-

mmbursement for services 1o Medicaid -

cligible students,

SBYSP s one of the few school-linked
service programs that is open (o anv stu-
dentin a participating school. There are
no limiting cligibilitv criteria, nor does a
student have to have an identitied prob-
lem. This open approach is intended to
avoid stigma and encourage students to
use the center before small concerns be-
come big problems: the high volume of
student participation in the centers sug-
gests that this strategy is working. Par-
ental consent is required for all SBYSP
services and some family services are
available, but generally speaking the tar-
get for services is the voungster, not the
family.

Preventing “Risk” From Becoming
Reality: Project Pride—lllinois

The objective of lllinois's Project Pride was
similar to that of New Jersey's SBYSP—to
provide school-based support to high
school students to keep them on asuccess-
ful track. In Illinois, however, both the
target popula[ion and services provided
were narrower in scope. This program,
which beg:m in 1986 as a federal demon-
straton project, closed at the end of the
1990-91 school year because funding was
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no longer available. Tts reported results

and its truly preventive orientition are no-
table enough, howevers that the progran
merits continmued attennon.,

Project Pride, docated i Jolict West
High School, sought o inprove futuee
prospects for girks whose families were re-
cewing Aid o Fumilies with Dependent
Children (AFDCY. Progrim participants
had not necessarily mamfested any prob-
lers, but research sugoests that Bumily cir-
cunistances such as thewrs put them at risk
tor too-carly childbearing and fuoare
welfine dependency. Many of the partici-
pants cume from families who had been
weltare recipients for several generations:
Project Pride anmed to break the "cvele of
dependence™ by helping these girls gain
the skills, knowledge, and personal conh-
dence to achieve cconomic self=sufficiency
as adults,

Inits first vear, with S130,000 1 federal
funds and S60,000 in state funds, Project
Pride enrolled 59 students; additonal stu-
dents were added cach year. After the fed-
eral demonstration period ended, funding
was provided entirely by the Illinois De-
partment of Public Aid and the school in
which the program was housed.

The program focused on enhancing
the participants’ employability, educa-
tional achievement. and personal relaton-
ships. Staff located in the school provided
individualized case management, as
needed. Tutoring, homework assistance,
and advice on study skills and test taking
helped participants maintain or improve
their grades. Through group and individ-
ual counseling, Project Pride students
learned to develop and sustain mutually
supportive relationships with bovfriends,

_family. members. and friends. Volunteer
.mentors from. .the business community

taught participants the qualities employers
value and what is expected .in the work

.world; coached them in interview tech-
‘niques;. and, in some instances, helped

them find part-time jobs. '
‘The program réported an 80% high

- school graduation rate among partici--

pants, a remarkable achievement among

*this high-risk populauon when compared
with the overall national graduation rate

of 70% in the same period. Further, the
reported number of prcgnuncics among -

"Project Pride participants has been about'
‘half that of. Joliet's city-wide average tor

adolescents since 1986,

'_Mcking Connections for Families:
. Probtstield Elementary

School—Moorhead, Minnesbtc

At the middle school and high school lev-
els vounygsters are old cnough toseek and
Feceve services themselves, although
many woudd argue that the famtly contin-
nes to be important and should be a part
of anvaintervennoon ifat all possible. Butat
the clementary school level, the tamily’s
o de and responsibility is undeniably cen-
trall and service efforts for children at this
age must actively engage the family. Serv-
ing the family also means that siblings of a
child experiencing difticulties may be
reached before they themselves begin to
experience problems, The value of a fam-
ilv focus is clearly recognized by teachers

At the elementary school level,
the family’s role and responsi-
bility is undeniably central, and
service efforts . . . must actively
engage the family. '

and school administrators at Probusfield
Elementary School, who are seeking to
help their students by helping the families.

Among Probtsfield’s students are
youngsters from two nearby housing pro-
jects. School personnel were concerned
that many of these children were perform-
ing poorly on schoolwork, that they and
their families had needs that were not
being met, and that there was little trust
between the families and the school.
School ofticials reasoned that trust could
be built and the children’s achievement
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improved if parents saw the school as a
source of help in solving problems.

In contrast to the New Jersey and Illi-
nois programs, Probtsfield tackled this
objective by developing an effective infor-
maton and referral capacity in the school,
rather than by bringing services to the
school site ttself. The school began by ask-
ing all the human services agencies in the
community to contribute information
about their semvices to a resource manual
for teachers. X 1._‘<)|)_\' of the manual was
given 1o cach teacher—making it much
caster to use than i there were a copy in
the Tibrany onlv—and teachiers received

in-service waming in how o identify prob- -

lems and make veferrals, Wich the help of
the mumuad and raining reachers now are
expected to explore fanulv needs in paar-
ent-teacher conferences and 1o make
referrals as appropriate.

To merease the hkelihood thar the
refervals will tesult oo conncecton be-
tween the Loy and ancagenay that can
help. agencies have representtives in the
schoolbuddmg onthe davs parent-teacher
conlerences wre held. Fyven though ser-
vices bevond the initial conversation are
provided off-site. through this arrange-
ment a parent need only walk across the
hall, rather than tavelacross town, to take
the first step to act on the teacher’s sug-
gestion. Although no formal evaluaton
has been conducted, members of the
school staff believe that many of the con-
cerns that underhe this initiative are now
being addressed and that the circums-
stances of the children who were of prior-
ity interest are improving.

Keeping Children on Track Through
Early Intervention: Youth At Risk
Program—Cortland, New York

Families are also an important element
in the Youth At Risk Program of Cort-
land. New York. The program combines
school- and community-based service
components.

Realizing that existing efforts to help
at-risk youth and their families did little
more than react to crisis, in the fall of 1988,
the Cortland City School District and
county Department of Social Services
(DSS) joined forces to shift the focus of
Cortland’s Youth At Risk Program to early
intervention and prevention. As a first
step, they formed a Community Advisory
Council to help devise ways to identify
at-risk youth as early as possible, make
school and community services more ac-

A Look at Current School-linked Service Efforts

cessible, and provide specal support o
at-risk youth.

As recommended by the- Advisory

Council, multdisciplinary Youth-Inter-

vention Teams (YITs) were formed in
each of Cortland’s schools to bring a-
range of professional expertise to bear
on the problems of youth and their fa-
milies. YITs meet weekly to consider
referrals from teachers and counselors.

Recommendations of the YITs are im-

plemented by vouth and family counsel-
ors—social workers hired by DSS but
stationed in the schools—who serve as
case managers to facilitate the provision
ol sugeested services, Inaddition to

“weeklvimeetings at the school sites, YITs .
mect monthlv with the dépuny commis-

stoner of soctal semvices and the school

district’s director of pupil personnel

SCIVICES 1O Feview ('(Hl]l)l('x CUSCSN,

The Great Kids Program is anather
part ot Corthad’s attempt 1o keep seri-
aus problems from developing,
Desiened 1o betp children make o sue-
cosstul tansition from clementary
schiood to o hneh . this intensive sume-
nict ])I")Itﬁ’-l';llll [le’g(‘(N \Hl(i('l)[_\' \\'h() are
performing poorlv i school, exhibit a
lick of self-csteem, or display frequent
behavior problems. Students strengthen
thetr acadenmic and social skills and learn
pracucal skills such as budgeting money.
The Grear Kids Program also reaches out
to parents. Youth and familv counselors
make home visits to obtain parental per-
mission for student participation in the
program and to learn more about the
family situation, During the summer pro-
gram itself, parents are asked to attend
weekly meetings where they receive an
update on their child’s progress and are
offered support in planning for their
child’s future. Students and families in
need of ongoing services are referred to
the Y ITs for follow-up, and school coun-
selors meet with student participants
throughout junior high to provide con-
tinued support and guidance.

The budget for Cortland’s overall
Youth At Risk Program is approximately
$440,000; first-year costs were $144,000 for
Youth Intervention Teams in the district’s
four schools and $14,000 for the Great
Kids Program, with 20 youngsters partici-
pating. Major funding sources include a
state Youth At Risk grant, prevention
money available to the Department of So-
cial Services, and federal and state sub-
stance-abuse resources.

49



50

THE FUTURE OF CHILDREN - SPRING 1992

_ The changes in Cortland s Youth At
*’Risk Program. already appeart to be makmg _
a difference. Whereas the staUSucally ex-

. pected dropout rate among the city’s sev-
~ enth and exgh[h graders is over 10%, no

Great Kids participant has left school, and

1mprovemcms have been seen in.comple-
* . don of school assignments and overall at-’
. titude toward school. In a rare cmmple of
". CTOss-sector.. accounmblhty "Cortland. i
“also measuring non-school-related out- -
comes. attributable to school-linked ser-
vices. Fewer children néeding out-.
_of-home pl.lccmenl are bemg placed in
" juveniler facilities and other institutions,
and more-of those. \vhn are-pk uui are in
(.()mmunl(y-l).lsgd- pmgr‘uns. DSS staff’

credits these positive wends 1o the avail-
ability of intensive.case man: gement and
hc[lu umrdm t(ul SerVICes,

Revitolizing a Communify:' The
Walbridge Caring Communities
Program—St. Louis

The preceding examples distinguished be-
nween schoolimked progrims that target
onh students and those programs that
reach bevond the school hutlding to sernve
the students' famihes as well, The Wal-
bridge Caring Communities Program
(WCEEP) goes even turther, to address the
needs ot the communiy surrounding Wal-
bridge School in St Louis, where the pro-
arun is based. Most community residents
have low meomes, and the neighborhood
isstrugeling with drug dealing, unemploy-
ment, and crime. WCCP is guided by an
African proverb—"It tukes avillage to rear
a child"—and seeks to re<create in this
extremely challenged community a “vil-
lage”™ that can nurture its children and
help them succeed.

Caring Communities is a ptlot project

~of four Missourt state agencies—the De-

partments of Elementary and Secondary
Education, Mental Health, Health, and So-
cial Services—and the Danforth Founda-
don. Its objectives are to keep high-risk
children performing successtully in
school; to help those children and their
families avoid family dysfunction and sepa-
ration; and to help the children stay out
of trouble with the law.

WCCP is co-located with Walbridge
School (preschool through grade 5) and a
“community school” offering adult
education and afterschool programs for
neighborhood youth. The school principal
and the directors of the two co-locited pro-

gﬁlrhs work 'as a team to operate a facility .
.-,_thzu is open more than 15 hoursa day.
Referrals to WCCP come mostly from
_.school personnel, although some families
living in the community are referred by’

the courts and the Division of Family Ser-

vices. WCCP services are both school- and
- home-based. They include case. manage-
- ment, an intensive crisis-intervention pro-
. gram for families atrisk of having children. -
removed from their homes, a daytume in-

school treatment program for troubled
youth who need individual and. group
(lurlp» before- and after-school child

Cocare. substance-abuse (()lln\( ling, s¢ hool
nursing services, pre unplmnu nummmg'

and job placement for parents: academic

tutoring, and a food bank. Classroom pre-

sentations using an Afrocentric eurricu-
Imn reinforce stude nts’ self-esteem as a
Wiy Lo prevent (llll" abuse, and monthh
piarent mectings Keep I mnh( N pnxud on
what their ehildren are le arning.

Community (_‘Ill})l)\\'(':'Ill(‘lll Isasunpor-
it part of WCECPS mission as service
delivery, The Substance Abuse Task Foree,
for example, s organizing anu=drug-deal-
ing marches inowhich parents, stdents,
ane police participate Empowering the

community also means giving the resi- -

dents asavin how best to use the resources

“of the parncipating state agencies m that

communitv. Most ot WCCPs 3570.000
budget comes l'x'nm rednccted state
acencey dollirs that would hase heen spent
serving children and funthes in the area.
The Advisory Conncil—drawn in equal
parts from parents, community repre-
sentatives, agency representatives, and
school personnel—guides WCCP in decid-
ing how those funds should be wsed and
the services the program should offer.

Outcome dataare limited at this point,
pending completion of w formal evalu-
ation now under way, but there already is
evidence of improved school attendance
and achievementand a reduction in prob-
lem behavior.

Rethinking How a City Serves Its
Youth: New Beginnings—San Diego

Like WCCP, New Beginnings reaches well
beyond the boundaries of a school build-
ing and its students. In fact, this initiative
did not begin with a school focus; school-
linked servicesare only one componentin
a multifaceted, citymide effort to ensure
the well-being of children and families.

A partnership that spans jurisdictional
as well as sector lines and includes both
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poliucal and professional leadership, New
Beginnings involves top executives from.
the county Departments of Social Services
and Health and Probation, the San Dicgo-. B
City Schools, the Community College Dis-"~
trict, and the city Housing Conmunission,
Parks and Recreation Deparunent, library
systemn, and police force. The county's
chief administrative officer and the city
manager participate as well.

In ond 1988 these officids began a

series of informul but peneaating conver-
sattons about the condition ofand outook
for San Dicgo’s children and fiumnilies. As

o linnent

unmet needs and hagmentaton of ser- -

Tic

“vices hecane tocal points of discussion

amony the executines, they tmed 1o
school-linked services as a kev stineny in
anoverall eftort o improve dhe wav the
ciy deads with concerns such as the grow-
ing number of children in povern,

For New Beginmngs, the concepr off
school-limked services has already taken
mulinple forms. A prarent-school conmue
nication cureicthnn has been o laeded
- the vy provided to San Dicao
wellare reciptents participating in Cali-
fornm’s wellire-reform efforn, Grentes
Avenuer o Independence (GAINY, Spe-
cial procedures have been adopred so
that school nurses and the Department
of Social Semvices, working together, can
expedite access to benefits and semviees
for pregnant and parenting feens, 1o
help them fulfill the dual roles of student
and parent. The Department of Social
Services was also an actuve participant
with the school svstem in designing anew
middle school, where the sl now in-
cludesafamily advocate at the school site
to counsel students and staff and coordi-
nate with other agencies.

To explore the potential of using the
school site as a locus of more comprehen-
sive service delivery, New Beginnings re-
centy opened a demonstration center at
Hamilton Elementary School. Like Wal-
bridge School, Hamilton isin an extremely
challenged community. Families in the
community and staff in the school and
service agencies participated in determin-
ing the kind of services the center would
provide. Iniually, the center has been
charged with serving Hamilton's 1,300
students, grades K-5, and their families;
future plans include expansion to pre-
school-age children. In an innovative twist
that helps introduce all families to the
center and its resources, basic registration
for school now takes place at the center

rather than in the school’s admimisoeative

olfices The centeroffers parent education
chasses adult education classes, and health

Ceare services such as immunizations and

baste phivsicalss A team ol fanily senviees
.ul\'m;m-\lnu\'id(-\'_\('n'i:'('])l;mning.(unn-
seling, and some ditect senvices, Comple-
mienting the school-hased staft is an
“extended team T Team members renan
m thenr own agenaes hut wre traned aond
ready to tke refervals from the Hamidoon

coenter.

The centeropenedin the full of 1991
as vet there are no outcome data avatl-
able. However, because the New Begin:
nings leadership itself vegards the center
asan expenimentfrom which thevintend
to draw lessons for wider implementa-
ton of school-linked services, this en-
deavor may well eventually provide some
of the most useful data about the efficacy
of this strategy.

Questions to Ask
in Designing a
School-linked
Service Strategy

In hisartcle in this journal issue, Sid Gard-
ner observes that successful planning and
implementation of a school-linked service
strategy depends on the willingness of
planners to make clear and thoughtful
choices about key design elements. The
preceding section described various pro-
grams and initiatives that illustrate well
what those elements are and how diverse

the choices can be. To review, those who -

are planning a school-linked service strat-
egy must answer a set of interrelated ques-
tions:
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1. What is the pnmfm; purfmse or olyrctzve oflhe
stmlfgy 7 . .

Tradmonallv most progmm interven--

tons have been intended to accomplish
one or a combination of three purposes:

(1) remediation; to alleviate or correct a

problem; (2) early intervention, to-respond

... a'vision can be set for ﬁtture
¢fforts, and short-term compro-
mise need not become long-term
complacency .

to warning signs that a problem is emerg-
ing rather than wiiting unat ios fully de-
w:lnpi-(l'; (3 andsor prevention of a
problem by addressing those factors that
are known or beheved 1o be causes or
contributors. The spectrum of possible
purposes has been widened recently o
focus on the sttengths ot families and chil-
dren, rather than only their problems, ad
to provide generad support (such as ntor-
nation and training) to enhance thaewr
abilities to cope with the normal questions
and stresses of lite. The carhiest school-

Iinked service eftforts tended to be reme-
dial m natare, directed i particular to
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students on the verge of dropping out or . -
to adolescent parents. Today, as the cited |

examples demonstrate, there is much -

more activity in the areas of early interven-
tion.and prevention. Support as.a purpose
of school-linked services, as of services in

- general, is still rare but of growing'interest.

Absent any constraining factors, most.
would choose to act at an earlier rather

than a later stage, to prevent—if not pro-
vide support—rather than wait untl reme-

diation is necessary. But other factors are
rarely neutral and the choice of purpose
must usually reflect what resources. and
consensus Mll allow. This often. means re-

: \pnmlmg 1O ¢ umpglhmﬁr prohlcms that m’ :

out for attention. Though this choice may
be an uncomfortable one, s at 10.15(
made GO iouslyandin the contextof the
broader range of possible purposes, a \i-
<ion can be st tor future efforts, and short-
term t:nnipl'nniisu need not become
long-term complacency, with “Band-Aid”
approaches. A cleir and conscious chowce
ol prupose s also Key to serting outcome
roals for which one can reasonably be held
acconnble and, ifachieved, rewarded.

QD Who i o be served ?

Related to the question of purpose is
that of who will be served by the school-
linked service ettort. For example, will the
ctfort target a particular subgroup of the
populaton, such as those manifesting a
problem of special cancern, or will it be
opentoanvone? “Universal” coverage, like
that in the New Jersey program, reduces
the potental stigma attached to seeking
services and factlitates intervention at early
stages. Moreover. per<hild or per-family
program costs may be less in universal
programs because eavhier forms of inter-
vention are less expensive than remedia-

“tion, although this may be offsetby a larger

number of people seeking services. In ad-
dition, Heather Weiss cautions that high-
risk families most in need may not avail
themselves of universally available services
without special outreach.” Other aspects
of the “who™ question illustrated by the
cited examples include whether the effort
will be primarily family-centered or
child/youth~centered and whether it will
focus on the children and families served
by the school, as does San Diego’s New
Beginnings effort, or whether it will focus
on the whole community in which the
school is located, as the Walbridge Caring

- Community project does for at least some

of its services.



3. What services wnll be offered?

Answers 10 the why and who ques-
tions will set the basic parameters for
deciding what is to be offered. although
the choice may also be affected by the
availability of resources and services.
Generally speaking, with the growing
recognition that many high-risk children
and families need multiple, well-inte-
grated, and readily accessible services,
there is'a strong desire to strive for com-
prehensiveness or the inclusion of as
many of the services a voungster or fam-
ilv might need as can be accommodaied.
That is the objective of the New Jersev
prngruin and of the many proposals to
set up Tonestop shappmyg”™ centers an
school grounds. Often, though . resouree
Lhmitauons mean that planners must set-
te on a smaller selection ol serviees, es-
pecially if the target is families or
children whaose circumstances will re-
quire intensive—and theretore CNpPeI-
Si\'(,‘—illl('l'\'(‘llli«)ll_ l'l'u_j('r'l Pradhe s
results show that a limited cange of serve
ices can still Tead to successind ourcones.
i the services selected are well suited 1o
the goals and are of <uflicient sCape o
address at least the major factors alfect-
ing the outcome. An important rule ol
thumb, particularly when compchen-
siveness is not possible, is o include the
potential recipients of services and line-
level staff in making choices about what
will be offered. as Walbridge and New
Beginnings have done,

4. Where unll seruices be located ?

The theme of this journal issue is
school-linked rather than school-based ser-
vices, an important distinction that allows
for vanaton in where actual service deliv-
ery may take place. The idea of housing
all services in a facility that is readily ac-
cessible to virtually all communities and
thatisset up to serve childrenisinherently
attractive. But the question of location has
both policy and pragmatic implications.
Foremost is the issue of whether or not, in
agiven community, the school is viewed as
a friendly institution to which families and
children will readily turn for help and sup-
port. This can be a function both of how
the school operates and of the parents’
own educatonal experience. In St. Louis,
the Walbridge School was seen by the com-
munity as a positive force; in one of the
New Jersey sites, the nearby Police Athletic
League building was more inviting to the
students and therefore became the locus
of most program services. Robert Chaskin
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Questions to Ask in Designing a
School-linked Service Strategy

' 1. Whatis the primary purpose
2 or objective of the strategy?

Who is to be served?
What services will be offered?

AR

Where will services be located?

Who will be responsible for ;
service delivery? :

SR NRIIN

and Frold Richman s itiele i this jon -
nal isste offers some cautions about asing
schools asa service base, Sometimes, ol
course, basing semvices in the school ¢an
be awav to change perceptions, For exame-
ple, Missourt’s Parentand Child Fduca-
Hon progrim puts adult literaey clusses
and cirly childhood activities an cle-
mentany school so that the parents cun
become tunilian and comfortable wirh the

schoaol thew ehildren will enrer .

Fven it the school is decmed 1o be a
desirable center, the Choice about serv-
1ce locaon e he atfected by pracueal
constderations, such us insufficient
SPIICC OF SCIVICE dgency mability 1o place
staft ac the school or 1o otherwise relo-
cate services. When services are provided
off-site. an effective “bridge™ 1o span the
distance, like that dcvélnpcd at the
Probusfield Elementary School, is key. As
discussed previously, at this school teach-
ers received comprehensive information
about services available for their students
and families in the community. In addi-
ton, these community agencies have
representatives at the school on parent-
teacher conference days.

5. Who wll be responsible for service delivery?

Most effective planners of school-
linked services readily agree that, although
instructional staff must have a role in de-
veloping the effort and in helping to
connect students and their families to
available services, thev should not be ex-
pected to be service providers themselves.
The lument of school personnel that
schools cannot do everything is well-
founded and, indeed, one of the attrac-
tions of today's school-linked service
movement is that it creates an explicit ca-
pacity to respond to nonacademic needs,
rather than leaving that role de facto to an
ill-equipped and overburdened school
staff. Services may be provided by existing
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agencv staff members who are alreadyper-
forming the desnred acuvities or who are
reassngned to the new effort, or staff may
be hired for.a newly created program. As
Gardner points out. a choice must also be

made about governance—ththcr the

school or an outside entity will be “in
charge” of the senvice program or perhaps,
as in San Diego, whether responsibility will

be shared: It is extrémely rare to find a

school-linked service effort that is under
the exclusive direction of school authori-
ties, and many observers—such as Rich-

man and Chaskin—question whether that,

wnul(il)( desirable. At the same ume, some
link: lqc 10 8¢ h()()l TOVErNNCe is pml) ibly
necessary i the school-linke Al service ¢ ffort
is ever to be well integrated with the regu-
lar operauons of the school itself,

Systemic Change to
Improve Long-term
Prospects for Children

and Families

Whatever the speatic design choices, the
issue of how school-linked services relate
10 basic operations gets at amatter of fun-

Will school-Tinked ser-
vice progrims remain

damental concern.
occasional and
isolated appendages to regular schootand
service operations, with hule etfect on or
connection to those operations? Or will
school-linked services become purt of
well-mtegrated svstem of more effective
supports for children and families> How
these questions are answered in the long

term will likely decide whether this move-
-
Systemic change in and among
large bureaucratic organiza-
tions does not happen over-
night.
|

ment becomes one more fad that failed or
a sustained innovaton that truly contrib-
utes to more successful outcomes for chil-
dren and families.

Thus far, although we have few data on
“people outcomes,” the school-linked ef-
forts described in this article and the hun-
dreds of efforts throughout the country
have made advances that hold promise for
greater effectiveness. Many schools and
human services agencies are adopting
policies and practices that reach beyond
their traditional actvities and reflect a

more holistic vision of what children and
adults need to succeed. Through ap-
proaches such as cross- training, better
referral techniques, and more convenient

location of services, ways are being found

to ensure that people who need a service
are aware of and have ready access to that
service. New services are being developed
to tillidentified gaps, and a base of mutual
understanding and trust among the vari-
ous svstems working with children and fa-
milies s bemg-built.

To move from these positive begin-
nings 1o trae reform, however,
\‘pn'ilir programnuibe inttatives will have

SVSTCINIG

to be u)mpI( mented by (lccp—n .\Chlng
changes i the basic wavs peopleserving
sistems operate and mteract with one an-
1o re=<create and
SUPPOTT nurtaring conmumunities must turn

other. Those who seek
to clements that can help weave together
school-linked services: an array ot other
specinl etforts to help children and tami-
aind the

lies, core svsteins themselves into

atuncetommng whole, Among such integrat-

iy clements might be:

B Onsomy processes and suuctures for

Joint planminyg that creare aninteragencey

that
current and
cinerging needs of children and families,

frimework of shined goals, ensure

ssstematic rdentification of
and that factlicare jomtdectsion making in
responding to those needs

8 Budyens and Tunding streans struce-
tured so that people can be served in the
most appropriate manner and place, with-
out threatenimg any svstem’s financial sta-
bility ability to cary its basic

and out

nIssion

B Policies that, while respecting legiu-
mate privacy rights, allow tor jome data
collection and the exchange of relevant
informution to support coordinated
acuon

®  Designated persons, with responsibility
and authority that span svstems, who can
help individuals and families develop
problem-solving skills and use multiple
senices effectively

® Pre-service and in-service training that
help staff members understand the com-
munities in which they are working and
the full array of resources that are available
to help children and families

B Job descriptions and reconfigured
caseload and classroom assignments that
encourage and allow staft members flexi-
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bility in responding to those with whom
they are working

@ Accountability and reward structures

" that emphasize the achievement of positive

outcomes rather than dictate specific inputs

Systemic change in and among large
bureaucratic organizatons does not hap-
penovernight Yet, this change must occur
if we are to use effectively the limited re-
sources available, achieve comprehensive-
ness in spite of necessary specializanon,
address the crses that prevent learning,
and ensuare the learnig thae avoids de-
pendency.

A Look at Current School-linked Service Efforts

Conclusions

Admiuedly, the experience to date with
school-linked services is limited in scope
and in scale, but it is nonetheless rich and
exciung, for it affirins that insututions can
work together in creauve and effective
ways and it represents a first, important
step toward these broader changes. It is
the start of a foundation on which to-build
asystem of systems, an integrated structure
of support that can help ensure the well-
being and success of children, finmilies,
and the conmmuniues in which they live
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Overwew of Service
Delivery to Children

William A. Morril

Absfroct

) The human services delivery svstem contains three components: education, hg:li(h.
and social services. The organization of cach componentdiffers and cach hasis own’
financial and programmuatic relatonships to federal, state, aned local governments.
Each component addresses different problems and serves ditferent subsets of chil-
dren through a variety of programs. A majorshortcommg in this wipartite svsiem is
its inability to deal with children with multiple problems in an effective, coordinated
way. The fragmentation, specialization, and complexity of the currentsystem prevent
effective service delivery, One solution is to reorganize the current system by linking
or integrating health. education, and social services. This approach emphusizes
prcxumon atempts to deal with children and families hohsically and prwmpllv
and is designed 1o meet multiple necds across professional and program categones.
Service integration using this approach hus been part of recent collaborations that
often involve the school svstem and sometimes use school faalities as a hase tor
delivering health and social services. [ the past, retormers outside the human
services S}'.\:lcl!l were ustally the ones to propose collaboration and school mvolve-
ment. Today, in contrast, the impetus comes increasingly from provders within this
svstem, who operate as equal partmers.

he United States is focusing anew on the content, quality. and

delivery of human services tor children. Led by concern about

the apparent inadequacies ot the current education system,
particularly for atrisk children, there is increased interest in linking
health and social services to education to ensure that children receive
the full array of services they need. Proponents ot this approach urge
that there should be more emphasis on prevention and earlyintervention
and a focus that extends to the needs of the entire family unit, not just
the child. Among education, health, and social services providers, this
interest has led to a growing number of collaborations to integrate service
delivery.

There are important antecedents in the American experience for
linking health and social services to education. David Tyack describes
early efforts in his article in this journal issue. His article deals not only
with the character of these efforts, but also with the motivation behind
them. Attempts at integrating health, social, and education services at
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the state and federal levels were made as recently as the early 1970s, but
they faded in the face of professional and political opposition.! It is
reasonable to ask, therefore, whether the recentinterest in school-linked
services presents anything new or ditferent. Or is it one more round of
faddism stimulated by many of the same forces as earlier attempts and
proposing roughly the same solutions? To answer these questions, it is
important to have an understanding of the current human services
system. for children and the problems ol the svstem.

The Human Services
Delivery System

Children require a varieny of huniin sen-
ices as they muature, Inothis article, human
services includes educanon, health, and so-
cial senvices. Some children have special
needs in each of these arcas: some require
special education. ongoing medicat atten-
ton, or a variety of more intensive social
services, such as child protective senvices,

Western democracies, and particularh
the United States, have historically relied
on the family unit to be the initial provider
or primary manager of hinman services for
children. Families have secured these ser-
vices through public. communiry, and re-
ligious insttutions when providing the
services is bevond the competence or ca-
pability of the family itself or in circums-
stances where societal standards are

considered important (in the provision of

educaton and heaith senices, for exam-
ple). These institutions and specialists con-
stitute a network of services and support
that families have been able to use as thev
deem necessary.

This traditional model of reliance on
the family, a model in place throughout
this century, has been eroded by two inter-
active trends in society—one trend is pro-
fessional; the other, demographic. First, in
the twentieth century, the trend toward
professionalism and specialization in the
delivery of human services to children has
continued unabated, creating new com-
plexities for families who must use these
services. Second, this trend has been ac-
companied by a growing demand for extra-

Funilial assistance that has been fueled by
an increase o the number of working
women i two-parent tamilies and the
number of single-parent houscholds.
From 1970 throngh TUSS manmied women
in the ibor foree mcreased by 287 Y and
the number of female-headed Bomilies
rose by U570 over the 1970 thraugh 1980
[)('riu(l.:"

New technieal and scientific knowl-
cdee about services, new family needs. and
the declining capacine of established inst-
mitions to cope with these new demands
have spawned 4 complex array of pro-
grams, specialists, and processes. This
arrav is bevond the casy comprehension
and management of today's families, who
are tving Lo cope with increasing disor-
ganization and time pressures. This svstem
costs hundreds of billions of dollars in
public and private expenditures. Despite
these expenditures, in the United Siates
little effort his been made to mainuiin a
comprehensive human services detivery
svstem that can meet the spectrum of in-
dividual and tamily needs. Instead, the
penchant, at least through the mid 1970s,
was to create new programs for each new
social problem. an approach that only fur-
ther fragmented the service svstems.

As stated previously, the present
human services delivery system can, with
considerable oversimplification, be
grouped into three major categories: edu-
cation, health, and social services. The
education system provides primarly in-
structional services to children in pubiic
and private schools. The health category
encompasses nutrition, medical, and
mental health services; the social services
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category includes not only traditional so- .

cial services (such- as child welfare, day
care, and’ counselmg) but also ~ mcomc

maintenance, housing, and training. The
deliverv svstems for these services are
somewhat different, and a brief descnp-
tion -of them will be helptul in under-
standing the nature of current problems.

Education

The-educaton system in the United States
is highly decentralized. Although most
legil authority rests at the state level. deci-
sion making for operational matters lies
primarily with the more than 15.000 local

‘school districts across. the countrv; In.the
1983-39 school vear, ”1ppr0‘(lnhl[c'lv SU7Y

billion of public tunds was spent to edu-

cate approximately 40 mitlion children in-:

the public schools.t and another 315 bil-
lion was spent for the education of the 5
million children in private schools.? In the
public schools, 50.2% of the funding was
provided by the states, +1.77% hv 1()(,.\] oV
ernments,and 3.1% by the federal vovern-
ment.? This 1O88-89 fundimyg represented
an increase of 883 billion or 86% from
ageregate funding levels in 1979-80 (in
1980 dollars), with hittle change in tonl
enrollment.?

The public s increasingly concerned
about the ontcome of this mvestment in
edncation. While the Nattonal Assessment
ot Fducauonal Progress suggests that itis
possible. with concerted L”()l'[. to closc
some performance differences between
blick and white students, the higher ex-
penditures on public education in recent
veurs has not resulted in general improve-
ment of student performance.b

The problems of today’s education svs-
tem e not necessarilv new. but their con-
sequence and import;uicc to society have
increased. For example, although general
dropout rates have declined over the past
decades, they still remain high. (See Child
Indicators in this journal issue.) More im-
portant, their consequences are more se-
vere. The U.S. economy of several decades
ago could absorb large numbers of indi-
viduals with few or limited reading, num-
ber, and problem-solving skills. These
individuals could work in agricultural,
manufacturing, construction, or unskilled
service jobs. The number of such jobs in
the U.S. economy is shrinking, however.
The need for a higher success rate in ele-
mentary and secondarv education is there-
fore greater than ever’

Cermainly, some responsibility for inad-

equate student periormdncc rests with the.

quality of instruction and school pro-
grams. Budgetary problems, issues of pay
adequacy, and the obvious specml prob-
lcm% prcsenl l” pm)r (_()mmunlucs maV

-also pr(mdc some explanation for unsatis-

factory outcomes. However, human ser-

vices professionals and the literature
- readily acknowledge that the physical and”

mental condition of the children, and
their out-of=school c\(pcricnccs and behav-
lors-are powerful influences. on [hclr in-
sch(ml pertoxm.m( es.

_The xh()rt( omings of the current edu-

cation \\\[Clﬂ h we. "'l\t_‘ll Hllpt‘[US Lo re-

newed. (unxuirrmun of svstem ch.mgc

This chunge does not ne :cessurily require

- that schools asstime more direct responsi-
bility tor all. noneducation needs. It does

require, however, that schools work with
others to ensure that the nonschool issues
thatatfect the pertormance of educational
mstntons are adedressed.

This recognition of the importance of
noneducation needs has also been stimu-
lated 10 part by school reform initatives.
For example. experimentation with site-
based munagement has often included
consideration of service integration, be-
cause such management reform usually
also mvolves examination of all obstacles

Recognition of the importance
of noneducation needs has also
been stimulated in part by
school reform initiatives.

to learning. These obstacles include stu-
dents’ noneducation service needs, which
—if unmet—can diminish student per-
formance. Collaborations to integrate
services can and do exist without an ac-
companving school reform, but school re-
form usually forces some consideration of
the delncw of nontraditonal services,
such as health and mental health services,
day care for parenting teens, and family
interventions for schoolchildren whose
performance is poor.

Heaith

Although the Amencan education system
is largelv decentralized. public. and domi-
nated by state and local governments, the
American health svstem s quite ditferent.
Health services providersare largely private
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and nonprofit. rather than public, with
most health services tinanced through em-
plover-based and other third-party plans.
Low-income and other vulnerable popula-
tons are primanly served through third-
party public programs (Medicaid and
Medicare) dominated by tederal and state

governments. Nutrition supplementatuornr

is dominated by the federal tood stamp
and school lunch programs. Some directly

financed health services in the areas of

nutrition, preventive and clinical services,
and mental health include local as well as

state delivery and tinancing.

The naton spent on the order of S600
billion for health services i 198OS The
‘portion of this amount that was expended
through private sources for health services
to children 1s uncertam unul new data
become avatlable. Approximately 32198
billion in federal and state funds was spent
in fiscal vear 1989 on health and nuimnion
services for children, althongh this figure
almost certainhy undercounts expendi-
tures inomental health and loealls funded
health semvices Inregard o pavinent for
health services, approximately 87050 of 64
million children under I8 were covered by
msurance and 13% had no insurance in
1990 2

Like the education svstem. the health
svstem faces a new set of challenges
brought on by many socictl changes.
Despite new medical knowledge and
technology, the prospective major im-
provementin the health of the American
public is more likelv to occur because of
better access to services and reduction of
risky behavior rather than through fur-
ther advancement in knowledge and

' technology.

Access to health care has become a
significant problem for manv American
children. Less than 60% of children who

are eligible for Medicaid on the basis of

family income receive Medicaid services. 10
Health services costs continue to rise at a
rate faster than inflation and are putting
new pressure on health insurance pro-
grams. This new pressure, combined with
currentrecessionary conditions, has led to
a nise in the number of families and chil-
dren with no health coverage. Since the
late 1970s the number of families without
health insurance rose by almost 30%.11 At
the same time, these recessionary factors
are also leading to cutbacks in direct pub-
lic funding of health services at the state
level, further blocking low-income families
from health care. Whether there is pre-

sently a net decrease in funds for chil-
dren's health care in the aggregate is a
complex. difficult question. Although the
new expansions. in- Medicaid-mandated
services mav lead to some increased spend-
ing (see the article by Farrow and Joe in
this journal issue), other factors have often
led toreductionsin publicspending. Over-
all, tor disadvantaged and stressed
communities already thinly served., access
to health care continues 1o he a major
problem. :

The growing realizaton of the inpor-
tance of behavior to health is also purting
new pressures on the health senices deliv-
cry svstem. Reducing risky behaviors o
mprove health conditions calls tor the,
skills ot psvichologists and social workers,
who funcnon in settings and with 1ech-
niques difterent from those in the wadi-
tonal ;\ppl'd;l(h. which treated individual
paticnts who needed acute-care semvices.
For exiinple, providing ongoing health
services to adolescents with drug abuse
problemsisvervditferent than dealing with
appendicins,

These factors—rising costs. restricted
access.and the need to reduce high-risk
behaviors—are fon_'ing new examinition
of the health delivery svstem, particulurly
in the ficlds of pediatrics and adolescent
medicine. This interest is further driven
bv increasing concern about the mental
and emotional health of the vounger
population.

Like educators, health professionals
have been cautious in moving bevond
their own professional boundaries to re-
structure the delivery of health services.

© Kathy Sloane
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Although during this century a variety of
‘new. structures and practices {capitation
“and group practice; for example) have
‘emerged for the delivery of health care.
these typically have not extended. bevond
~the more uaditonal medical services. - -

Since 1980 the interest in school-based
services has increased with the creation of
programs to-provide comprehensive pri-

-mary care and/or specialized services

dlrectcd at high-risk behavior. Such

behaviorincludes drug abuse, sexual activ-

ity, and pregnancy among teens. Most of
these recent efforts have been directed to
the adolescent population, although the
newest undertakings.are heginning to tar-
get elementary- and middle-school chil-
dren and families as well. These
school-based or school-linked health serv-
icesare usuallv organized und delivered by
a wide range ot external health provid-
ers—public. nonprotit, and private—
rather than by the school svstem itselt.

Social Services

The social services delivery system is even
more diffuse and fragmented than the
education and health svstems. As this aru-
cle has discussed. the social services svstem
attempts toaddress a wide range of needs,
including income support, child welfare,
housing. and child care. Social services are
financed by adl levels of zovernment—fed-
eral, state. and local. In additon, social
services are purchased divectly by consums-
ers from a large munber of service provid-
ers with a rcl‘m\ch narrow tocus. Because
services are delivered by an array ot state
and local governments and nonprofit and
for-profit private agencies, consistent in-
formation pbout the quantn of services
provided: md their recipients is simply not
available on a nationwide basis.

[n 1989, approximately 326.8 billion of
federal. state, and local funds were ex-
pended on income maintenance (such as
Social Security and Aid to Families with
Dependent Children) for children; most
of the funds were federal.* For the same
year expenditures for more traditional so-
cial services for children (foster care, child
welfare, dav care, and the like) accounted
for another $5.4 billion.* Even these fig-
ures do notgive the whole picture, because
they exclude a vanety of state and local
government expenditures and all non-
profit and privately financed services. Fed-
eral training and housing expenditures for
children amount to another $6.6 billion,
but this amount does not include anv state
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lor local funds.+: ‘\ll told, funding’ for rendllv

countable social services amounts to - at
least $38.8 'hillion, with significant expen-

~ditures left uncounted.+

There are several indications that the
social services system is falling short. Child
poverty is high. Todav, one in five children:
lives in a family whose income is'below the
federal poverty level.12 The current system,
fails.to protect large numbers of children

from child abuse and to provide them with

child care and adequate housing. For ex-
ample, the number of child-abuse reports
rose: 259% from 1976 to 1989, and the
number of children in foster care in-

* creased in the mid- to-late 1980s after

significant decreases in the previous
vears.I3 Evidence suggests that at least
100.000 children are homeless on any
given dav. !4 Despite the numerous federal
and state funding streams for subsidized
child care. shortages. exist, especially in
infant care, atter-school care. and child
care for children with special needs.!?

The sociul services svstem faces the
Sanle pressures—scarce resources and

" changing demands trom the society—that

plague the education and health systems.
Beciase of the fr wmentation of organiza-
tonsand the diverse characteristics of pro-
fesstonals, social services organizations
have often shown a willingness to collabo-
rate and innovate, but their capuacity to
lead such innovations remaims shaky in
many cases. b

Summary

In summary, this picture of the human
services delivery svstem for children shows
a system of signtficant size, substantal di-
versity in l'(rgn_r(l to sponsorship and deliv-

ery characteristics across and within its
broad categories, and o svstem full of pro-
fessional insularity. .\l(hungh close col-
laboration is not unknown, 1t is not
COMIMon.

The human services system for chil-
dren is an expensive system. For 1989,
countable human services expenditures
on behalf of children totaled $239.8 bil-
lion in federal, state. and local funds plus
another 338.6 billion in tax expendi-
tures—a total of 3278.4 billion.* {Tax ex-
penditures consist of favorable treatment
in the tax code for certain expenditures,
such as the dependent care credit.) Even
this very large number leaves out consid-
erable state, local. and private spending.
(See the figure on the facing page.)

—_—
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Estimated Expenditures on Children for Fiscal Year 1989

200 Combined Federal, State,
1 and Local Expenditures on
180 Children (estimated)
160 ] B Fecera . Fiscai Year 1989
Sr.cfe and
140 O Local —

~
o
1

BILUIONS OF DOLLARS
|

80

2Ll pror—r———y ’

Eaucation Income* Health All Other
and Trcining Support and Nutntion

TOTAL: $278.4 BILLION
‘Figure usea represents combined outlay eGuivalents of expenditures such as AFDC,

Social Security, depencent exemption, ana food stamp and housing benefits, to
name several.

Estimated Federal

; Trainin
HSO:%?Q 52 96> Expenditures on Children
Social Services Fiscal Year 1989
$4.43 ($ billions)

Heaith
$5.11

Education
$9.09

TOTAL: $98.13 BILLION

*Outlay equivalents for dependent exemption, earned income credit, and various tax
exclusions or benefits such as disability benefits, employer health insurance. efc.

Source: Based on Table 11-1, Estimated Public Expenditures on Children, Fiscal Year 1989, in
Beyond Rhetoric. A New American Agenda for Children and Families, The National Commission
on Children, Washington, D.C., 1991, p. 315.
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. The system tor children isalso a systern”

that lstaxlmgm manvwavs Although there

‘can be substantial debate about whether’

the total amount expcndcd is enough,
there is'little question that the-delivery

-svs[cm 15 not pr()duung .1ppr0prm[c or

deslr_ed results for many of the children it
serves. Indeed. improved results may be

[hC most CHCCU\C rouLe to more l"t:b()llI'CCS

Problems with the Current
System

The. prnblcms with the current system

- that. contribute to poor ()urcomm arise
~from it h.lqnwnn[mn spectalization,
and complcxu}!. As previously discussed,

the American penchuant for starting one
new program .mu another has pro-
duced a bewilde ring array of humansery-
ices thature spread across all levels of the
governmental structure and into the
h()npr()ﬁ[ and privute sectors—uan array
that is tull of gaps and inconsistencies.
Although middle-income and higher-in-
come families with a modest set of prob-
lems mav make the svstem work well tor
them, problems in access and receipt of
services increase i this svstem as income
falls, tamilv structre deteriorates, multi-
ple problemsappear.and ¢ ommuny re-
sources dimumsh. Ironicallv, the current
.\'_\'\'I(,‘lll ()[)(‘I';ll(.'.\ st })ln)l'[_\' tor (llq)_\'(_'
who need 1t most, The worse the set ol
problems to be dealt with and the more
limited the tunihv's personal and tinan-
cial resources, the more likely it is that
the svstem available to these families will
be undertunded and disorganized. 17
This is just the opposite of how one
would design asvstem to operate.

Further, in cach of the health, educa-
von, and socral services sectors, the car-
rent system s strongly skewed toward
remediation rather thun prevention. In
health care, for example, those children
whose families are poor and lack health
insurance are more likely not to get pre-
ventive care and end up with serious prob-
lems in emergency rooms.!8 Problems
must become acute before services are
brought to bear. This. too is the reverse of
the desired sequence from the standpoint
of either effecuveness or cost.

Children and Families
with Multiple Problems

Perhaps the greatest failure of the current
system is its ineffectiveness in serving chil-
dren and families with multiple problems.

If'th‘c' likelthood of children and families
with mulnple problems was low or highly -

‘concentrated, there would be less’ reason

for concern with the present svstem. We

do not have reliable national datd about.

the number of children who sutfer. from
mulu'plc problems and what services they
receive, but providers'’ experiences sug-

. gcsl that the incidence of such children is.
neither low nor. highly concentrated. Al-

thmwh all children clearly do not ha\e
lelUplc problems on a continuing hasts,
the odds are significant that children wiil
at least periodically cx‘péﬁcnu‘ probléms
that span the education, health, or social
categories and’ rcqmw'pl<)(cs\mn U attens]

“ton. The large number ot these children

and the h(.(_{lltfn(__\/ of multcategorical

; problems cause concern abour the weinke-
" ness of the current services delive TV SLStem

to meet their needs. Further, it is evident
1O most pri l(IlllUIlLl\ and chntetans that,
for these children, their parcnts’ problems
will exacerbate the children's problems.
Thus, the purenty’ problems require atten-
tion as well.

Onlv a modest imagination is needed
to grasp an idlustrarive situation of two
children with school attendance and per-
tormunce problems who e mridonally
deticient, medicallv underserved. and de-
pressed in single-parent tunilv in which
the mother works tvo jobs i aoneighbor-
hood besetwidh drug problems. Failire to
address—preterably earlv—all dinen-
sions ot these problems could well result
in school failure or dropping ont, dimin-
ished life chances, and high societal costs
for those two children,

Access Problems

Access 1s the first dithiculty multiproblem
children and thewr tanulies face in obtin-
ing the recerpt ol appropriate services.
The barriers are both technical und phvsi-
cal. Each human services program has
rules about whom it will serve and under
what circumstances. Untorwnately, al-
though these rules are often appropriate
to a particular program, they are not con-
sistent from one to the other in terms of
who is eligible (individual, familv, or
household) and in what situations (in re-
gard to income and houschold COmposi-
tion, for example). However meritorious,
these eligibility rules—administered by
different organizations in ditferent loca-
HONS—CAN CONSUNLIEC AN CHOrOUs access
problem tor children and families with
multiple problems and limited means.
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Bur viuving eligibility rules are only
part of the problem. Access is also im-
peded in.a family where parental time may

be severely limited, transportation is a

problem. or neighborhoods are unsafe
and children simplyv cannot get to the
needed services. The child wnh()u[ trans-
portation mav well decide not to chance a
ten-block walk throngh a gang-dominated
area to keep an appoinunent for special
SEIVICES.

Specialized Case Management

Children’s access 1o the array of services
they may need is further impeded by the
current practice of \'I)('('i'l“'/('(i Case man-
agement. This speciatized svstem often
means that a child receives help for his or
“her original presentng problem only,

Senvices are determined by which human

services port the child entered. For exaun-
ple,a bov with an acting-out problem who
enters the Juvenile ]u\nu SVSTCTI TN et
all the services the court is able to deliver,
butthese may meet onlvasmall parcot his
overadl needs. Securing i posinve ontcome
for the child and his tamilv may require the
provider to assess needs bevond the
provider’s own special competence and
link the child and familv with other provid-
ers who can supply the neceded services,
Although this does occur occasionally,
most providers tocus onlv on those needs
and services with which thev are most fa-
miliar.

Poor Foilow-up

Even if the intake and assessment are well
done, the present svstem of follow-up is
often weuk or nonexistent. Quureach o
ensure return Visity mayv or mav not be part
of the provider's svstem. Follow-up on
referrals, particularly those to providers
beyond the normal scope of the referring
provider, may be perfunctory or nonex-
istent; in many cases, no one ensures that
the child receives the needed comprehen-
sive services. Today, even when case man-
agement includes this outreach function,
follow-up is usually oriented to a special-
ized particular discipline rather than to all
of the needs of the child. The system as-
sumes that the child or the child’s family
can find the means and the way to the
other needed services. This works where
the family copes well, but fails where the
family does not.

Other System Problems

The current system creates other barriers
for multiproblem children and families
whose needs cut across traditonal institu-

tional and protessional lines. These barri-
ers include bureaucratic rules, restrictions
on information shanng, requirements of
professional credentialing, and the limita-
tions of professional cultures. Large pro-
grams, particularly public ones, often
create rigid rules regarding what services

are provided; who can provide them; and.

when, where, and how thev will be
provided. This occurs not only for admin-
istrative ease, but because of 4 desire to
achreve cquite by ensuring that all who
applv for semvices are treated in the same
wiave Although wnformine senes some
Lindable objectives itean frustrae imnova-
tions intended o improve semviee defivery
to meet idivtdualized necds, p arue ul i l\

1 muluproble M cises.

Bureaucratic Rules Fxamples ot vigid tules
frustrating mnovation are commaon and
varied. School teilities canmat be used tor
noncducational o nonstandard purposes,
Noneducational arganizations camot be
located 1 schoads 1o deliver nonednca-
tonal services, Pablic funding agencies
it their grants o other prblic bodies
and thus discouragze or complicate col-
laborations that mchnide nonproti Sroups
or other private providers, The list could
go on. butsuthee o sav that rule making
and burcaucrane behavior i the n.\(h-
tonal svstem have worked o discourage
Inovation to mmprove services for chil-
dren and families with multple problems.
Restrictions on Information Sharing \yi(h pro-
grams and their providers defined i nar-
row categorical terms, mtformation
sharing among related providers can be-
come a serious problem. Confidentialiy
requirements can mike sharing appropri-
ate data abourt children among schools,
health providers, and social services agen-
cies impossible orvervdifficult. Itis impor-
tant to understand that there are
confidentiality values to protect and en-
force on behalf of service consumers; how-
ever, confidenuality bevond that needed
to protect consumer privacy can and does
become a problem when it prevents recog-
nition of broad client needs early enough
to permit sensible collaboraton. For fur-
ther discussion of confidenualitv issues,
see the article by Gardner. and Appendix
A in this journal issue.

Professional Credentialing Requirements [p

the current fragmented svstem. required
credentials and professional cultures can
hamper or atleast raise the cost of deliver-
ing effective human services to children
and families with multiple needs.
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Staffing patterns are often so rigidlyv speci-
fied thut bringing services L()tfc Lhu ACTOSS
broad fllll(.[l()ll.ll categortes isvery difficult
or expensive. For example, health sevice

centers onschool cunpuses may tace con-
siderable difficuliv getinge certitied tor re-
imbursement from public or private
health insurance progriuns becanse the
centers cannot meet the programs” strict
stathing requirements. These siune credens-
tnaling requirements can also narrow pro-
tessionul knowledge and experience to o
particular specialty and impede the pro-
griun’s effecuseness,

Protessional Culture Umitctions Finallv, pro-

fessionul cultures, including protessional

lainguage . is hkelv o nmpede mtegranon off

services o constmers with mulnple needs,
This sitwation s worsened by negative,
stereotvpical attitudes that some protes-

sionals have about those i other parts off

the human sernvices detivery svstem. The
results can be deadls, whether de iy with
a child m need or the imtaton of o col-
laboration to mnprove and integrate ser-
vice delivery (when someone savs, for
example,

schools!™).

“Lets get together and fix the

Possible Solutions Through
Integrated Services

In response to the rising alarm about the
educanon and life-readiness outcomes of
children and the problems of the current
system in sening children with multiple
needs, the number of opuons is limited.
Three broad approaches are theoretically
possible. One dppxoaLh 15 to radically re-
structure human services leygislation at the
federal and state levels so that organiza-
von and funding are wholly reformed and

THE FUTURE OF CHILDREN

-~ “consolidated. Howcxer Lhe size and politi-
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cal difficulty of reform on this scale would

deter all but a few from the- strategy. Even
for the few attracted to this approach, the

lack of evidence . that it will succeed or
- improve upon the current svstemn makes this

approach.ditficult to sell even on the merits.

. Second, existing categorical and. tar-

geted programs can be expanded without.

attention to their interrelatonship: This is
a popular strategy, even though there is
not much evidence that the components

of the current system are performing well
“enough to merit expansion, despite con-
“siderable effort over the past wo decades’

'to;buil(i.(_)n them: The overall goal of the
current svstem—thar children,

able o cope ettectivelv and productively
with the worldaround them—remains elu-
sive. Since this disappointing performance
is often atributed to svstem tailure in deal-
ing with-children with muluple needs, sim-
plv expanding on the carrentsvstem is not
an appealing suategy,

The third approach hes in reorganiz-
inyg the current rriparute svstem through
astratesy of linking or integratung health,
cducation, and soctul services. The goals
of this approach are to address the weak-
nesses of the existing svstem and develop

a capacity (1) o emphasize preventon,

Simply expanding on the current
system is not an appealing
strategy.

(2) 1o deal with children and tfamilies ho-
listically and promptiv.and (3) to manage
cf'l'cc.ti_\'cly children with multiple needs
that cross professional and programmatic
categorntes. This strategy seeks to reform
rather than replace the existing svstem. It
is a more practical, but no less fundamen-
tal or far-reaching approach to achieve
change. It could well lead at a later ume
to legislative restructuring and more re-
sources, but more likely onan incremental
basis predicated on demonstrated needs
and improvements.

Redefining Service Integration

It is this third approach that is receiving
the most attention today. Understanding
the approach is easier when keyv terms such
as service integration and collaboration are
detined. Inthisapproach, service integration

particu- -
Jarly children at risk. grow o adulthood

S
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means tir more than a consumer intorn-
von and referral function provided by one
human service provider about the kind
and locauon of other human services.
There ts not much evidence that this level
of intervention, though no doubt useful
for some. has had a significant impact on
outcomes or services received tor at-risk
populadons. Service integration today im-
plies a more intensive intervention in the
assessment of a student’s needs and actial

proviston or management of sernvices.

Further, the term servier intesration, as
used e thas approach, does not implv a
specitic model of service delivery (see the
articles by Gardner. by Jehl and Kiest, and
by Lewy and She pardson in this journal
issue). The variety of models now being
undertaken vany in the composition of
educaton. health, and social sernvices de-
ivered: the intensity ol services and mode
of deliveryt the skill and quantn of staff
and the defininon of the trget group. Con-
siderable empireal research s sgll necded
to determine whether there is asingle or,
more likelv o collecuon of sevice integra-
ton models that can provide 1nlpm\ul or

eecuve delivery of hnuman services,

Finallv.in this third approach, the term
colluboration is uscd to describe efforts that
go bevond mere conversation or informa-
ton sharing: the term CNCOMPUsSSes con-
certed acuon among committed partners.

Collaboration requires the blending

provider disciphnes and usually involves
several organizations working together in
a unified suucture. These coltaboratons
provide information and referral services:
they provide an integrated collection of
prim'.m' human services to both child and
family in a way that addresses the whole
family and its multple problems and
needs. The collaborations seek 1o
strengthen or, where needed, supplement
the family’s ability to assess and meet the
educ:mon, health, and social services

needs of their child.

There has been strong interest in this
linking, or integration, strategy at the na-
tional, state, and local levels (see the dis-
cussion by Gerry and Certo in this journal
issue). Although state and federalauthori-
ties can and should play critcal roles in
exploration or implementation of the
strategy, the decentralized nature of the
current systemn will also require local initia-
tive for tangible experimentation with this
strategy. Such local experimentation has
been occurring (see the Levy and Shepard-

son article in this journal issue).

Schools as an Important Link

The collaborations that have emerged in
recent times usuallv, but not always, in-
volve the school'system and are often, but
not alwavs. school-based in location.
Health and/or social semvices providers
may be imvolved to vaning degrees, but
school districts are alimost alwavs involved.
This. fact raises special questions about
school involvement and teads to a debate
about whether school p'u'ticip'llinn m col-
Liborations to integrate semvices is appro-
pll\l( and needed or oas, rather, an
nmppxupl tite diversion of school ener gies
and resowrces from the priman educa-

“tonal mission,

It the coal.of the service colluboration
o mclude mithe targetgroup school-age
children with multiple needs: the case tor
some school mvolvement becomes strong
if not overwheliming on several grounds.
The mnportnee of nonschool problems
to edhitcanon,d success (as well as the -
portince ol cducarional snecess 1o -
proved e chances) tinderseores the need
tor some school nvobhement in the col-
laboration Farther, the schools e where
the childhren are oo conmpmunity, and
there may be tew it anv. alternative places
central 1o g communy where sutficrent

If the goal of the service collabo-
ration is to include in the target
group school-age children with
multiple needs, the case for
some school involvement becomes
strong if not overwhelming . .

space or community trust is available. Fi-
nally, the schools often provide a much
needed ouureach network to the commu-
nity to be served which cannot be matched
by other institutions.

Nonetheless, collaborations involving
schools mav raise controversy. On the one
hand. involvement in a collaboration will
require effortand energy by school admin-
istrators and faculrv to participate and be-
come knowledge able about the senvices Lo
be offered and how the educational com-
ponent can be strengthened by collabora-
tion. These are true costs to the educadon
system. On the other hand, the schools are
already affected by the consequences of
noneducation problems among students
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and their families,” and they often find:

themselves torced to deal with noneduca-
tion problems with few resotrces and little
expertise. The potential educational bene-
fits from a collaboration that deals effec-
tively with students’ noneducation
problemsare often seen as large. This issue
continues to he discussed in policy circles,
though school personnelin many commu-
nities  with substantal numbers of at-risk

-children and families sce strong merit in

etfecuve progrﬁms to pron'dé comprehen-
sive services. !9

Current Efforts and

. Historical Precedents

Today's efforts at integrated services
through the schools ditfer trom past ettors
in several wavs. The persons who ure advo-
cating this approach, the motvations thar
seem to be atwork and thie kind of colliabo-
rations beiny pl wned or undertaken are
arguably ditterent from those of the past.

Earlier reforins ciune from ontside the

human services svstem. Thev grew out of

protessional and sometimes societal con-
victions that the school svstem should aded
mcrements of health and soctal services to
school ofterings o il unmer, deticits
among disadvantaged populations. often
new immigrants. Todin s the institunons
and leadership expressing mterest in col-
laborations to mtegrate semvices are more

diverse. Politcal Teaders at all levels of

government, paticularly the governors,

have called tor exploration or adoption of

human services collaboravons. The stite-
ment about education improvement and
reform goals issued by the President and
the governors in the fall of 1989 1y cuse
m point.2Y The emplover communiiy,
alarmed about the qualin of new enuunts
to the work torce and the potential socierul
cost of the il prepared and lett out, also
urges collaboration and integration,

Perhups more nnportant, the current
impetus for collaboratons comes increas-
ingly from inside the svstem—trom the
professional human services providers
who are responsible for mainline educa-
tion, heualth, and social services. 16 Rather
than resist new approaches to integrated
service deliverv—a stance that was com-
mon in the past—some frontline profes-
stonals and leaders of institutions in the
provider community have become the in-
stugators and advocates. 16 The importance
of this supportis hard to overestimate. It
appeuars to come as much from a funda-

_mental (.Ol]\"lCUOﬂ that the prcscm systém

is f.ulmg asitdoes from.the convicton that. '-
service- m[egmung collaborations are an
innovative, promising alternative.

The motivations that underlie the in-
terest in school-linked services have
shifted from the earlier tocus, which in-
volved adding increments of- services to
func[i()ning school institutions to plug .
perceived deficits for disndvanmgcd or’
newly arrived citizens. Today, the primary
goal cited is restructuring the delivery of
education, health, and social services to
make Institutions better at produung a
productive Jn(l independent u(ucnn in

can environment of substantal societal

change and tncreusingly demanding
cconomic competition. The rhetorie for
change refers to the perceived tailures of

“the presenthuman services delivery svstem

to mirervene carly and broadly enough to

ensure that children overcome deteriorat-

ing or stressed Sunilics and communities
and reach adulthood with o capacity to
meet rising workpliace and societal de-
mands. Ditferent rattonales support to-
diayv's colluborations: the adverse ettects of
noneducation problems on academic per-
formance, the adverse inpact of poor edu-
cation performance on individual and
nattonal cconomic success, and the high
cost ob delaved interventions and public
dependeney resulting tfrom education,
health, or soctal deticus,

Another mimportant difference be-
tween some past efforts and current
school-inked services eftorts lies in the
charucter of the new colluborations. The
more recent collaboriauons do not seek to
ask schools to assume manugerial and full
budgetury authoriy tor o growing list ot

The current impetusfor collab-
orations comes increast ngly
from inside the system . . .

noneducation services. Rather, the new
approaches attempt to draw schools in as
equal partners with health and social ser-
vices agencies that bring their own re-
sources to the table. No less demanding or
difficult to achieve, the new collaborations
do notseck to persuade schools to hecome
mvolved in health and social services issues
or to lure them with short-term discretions-
ary funds.
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Conclusions

The historic tripartite human services de-
livery system with its dependence upon ef-
fectve family functioning for successtul
utilizauon of needed services no longer
meets the needs of an increasing number
of children and families. Changed demog-
raphics, growing povertv, more people with

for competence to survive or cope in soci-
ety bring pressure for accommodation in
the historic delivery system. Neither more
of the same nor wholesale restructuring of
the system are strategies that can meet ex-
isting political or financial constraints.
School-linked service integration repre-
sents an available if difficult strategy which
provides a promising alternative worthy of
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multiple problems, and a rising demand  careful and thorough exploration.
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Learning from Denver Family
Resource Schools:
The-_Mo_deI. and the Process

. The Model ,
The seven, Denver Fumily Resource
Schools (FRS) operate trom the premise
that children are likelier 10 succeed in
school with o strong tamily and commu-
nity supporting them. Unfortunatelv,

many tamifies und communities. particu-
larly in Grbun arcas. cannot by themselves

provide the essential foundation for
etfective schooling. For this reason.
Denver's Family Resource Schools focus
on building the relationship benween

schools and communities and on strength-
~ening the capactty of tumilies und
communities to support children’s
learning.

The Fumily Resource Schools provide
the traditional. student-focused. academic
support pragrams and non-traditional
family-focused programs—Ilike employ-
ment workshops. aduit education.
parenting clusses. peer support groups
and witoring programs that involve parent
participation. Thev aim 10 increase
students” academic uchievement through
enriching the academic progrum and
removing noneducutional barriers to
learning,

All Family Resource Schooly have
expanded their hours ot operation. huve
developed summer programs. and have
increased parent and community involve-
ment. They also offer childeare.

Euch school has o Colluborative
Decision Muking ream (CDM) that makes
all programming decisions. Each CDM
includes representatives from the school
{teuchers. office. custodial. food service.
principal). tumuties. netghborhood. and
businesses. They reach all decisions by
CONsensus.

Although each CDM decides on ity
school™s final program. the CDMs from
all seven Fumily Resource Schools (FRS)
Yave agreed to concentrate on the

sllowing five progrum areus in order to
achieve their mission:

1. Student achievement und growth

by Lucy Trujillo

2. Adult education and skill-bulding
3. Parent education

4. Fumily support services

- 5. Swtt development and truining

Actual programs and activites vary
from school to school. One school
coordinates tummly nichts at the Denver
Art Museum and Colorado Svmphony:
another implements o Family Math
program: and vet unother has cleared a
piece uf school land for a community
aarden. Each school teels pnide in ity
accomphishments! And tumilies are
involved at every level rrom planning to
execution of each uctvity.

Euach school has an FRS site coordina-
tor who works under the direct supervi-
sion of the principal. The site-coordinator
implements and munages FRS programs
and coordinates school. parent. and
community outreach. The site coordinator
funcuons as case manager. fundraiser.
translator. instructor. ¢lerk. tinancial
manager. broker of resources. appoint-
ment scheduler. chautfeur. volunteer
coordinator. and much. much more!

Project Development

Plunminy for the Fumily Resource
Schools preject begun in the fall of 1989,
It refied on both research (Schools of the
21st Cenwry™ by Dr. Edward Ziegler,
Yale Universityy and a successful school
project already underway in Denver
where one elementary school had been
experimenting with site-based manage-
ment and community partnerships for the
delivery of services.

Representatives from the Denver
Public Schoots. the Mavor's Office.
community organizations, and tounda-
tons worked together on the project
planning team. In addition to dratting the
concept paper und establishing the

proposal process. the planning team
borrowed u local corporate éxecutive to
develop fundraising strutegies. They sent
the request for proposals to all Denver

_public elementury school principals.

Elementary schools were the focus for
LWo redsons: first, all J\Jllkxhle rumr‘.h
indicates that earlv etforts 10 improve
children’s lives pay gredter dividends:
second. elementary schools have close
ties to neivhburhoods and are within
walking disiance of the homes of most
neighborhood residents. Thus community
buiiding efforts bused ut elementan
schools are likelier o succeed.

The Denver planning team affered each
school:

* Techmical assistunce to develop a plan
to become u Fumily Resource School

* Assistance in necotiating collaborations
with other agencies to bring additional
services into the school

* Assistance in securing outside funding
for new activities.

Copy the Process, Not the
Model

Patricia Carpio. FRS Project Director.
warns educators in other cities: "Don’t
take a program that has already been
designed and just plop it down in tront of
staft and community. They might sav
“OK". But they won't have internalized
the commitment 1t takes to make the
program work. And that program might
not be what theyv need.” Instead. Carpio
savs.” Copy the process.

“Start by creating a climate that is free
of blame.” Carpio suggests. “Too often.
when children aren’t learning what they
need to learn. principuls blame teachers.,
teachers blume parents. parents blame the
school. Rather than ook tor someone to
blume. they all need to prepare to make



changes—even drastic changes—that will
improve the children’s education. To
work together. principals. teachers. und
sarents must assume euch other's
commitment to their common 2oal.”

“Get a cominitment to change from a
aroup. even il itis a small eroup. The
aroup needs 10 be representative of the
COMMURIY SOty actions can have a
ripple etfect. It also needs to set its own
direction so 1t has an investment in the
process.”

“Then design the programs. the means
of change. Remember it requires no
blume und a lot of determination.”

The Role of the Principal

The principal ot a school is a kev
person in the effort to bring a family-
tfocused program to the school. Only
minimal progress will be made uniess the
principal commits his/her support to the
program. Ulrimarely. within the school
svstem. the principal sull is accountable
for the safety and academic progress ot
the children. In addition. the principal
continues to evaluate staff and meet with
parents when contlicts arise.

The new program’s pianning and
decisionmuking process requires that the
principal shure power with teachers and
with parents. As u result. the principal’s
role becomes more problematic. Teuchers
or parents may challenge some of the
principal’s functions and the principal
may feel threatened by some of therr
suguestions. All parties nead to under-
stand that the program cannot succeed
unless the principal teels comfortabie
with it. A Fumily Resource School does
not have to implement every new idea.
but it must listen 1o new voices and new
ideas.

The principal also serves a vital role in
freeing up teachers to participate in
meelings. training sessions. and special
events while ensuring that the children do
not suffer from the teachers’ frequent
classroom absences. On the other hand. as
resources for a school ure leveraged and
children huave muny more opportunities to
participate in many more excursions and
special activities during the recular
school day. teachers” ¢classroom goals and
objectives may sutfer. The principal must
create the proper balunce for both staff
and children.

The principal ts also kev in getting staff
“buv-in.” A Family Resource School
experiences more nontradinonal teacher-

parent interaction tmany parents drop in
as casuad classroom observers or volun-
teers) und increased work tor oftice and
custodiul staftf (busier phones. increused
number uf parents secking assistance.
more evening events requiring late night
cleaning <hifts). If these work demands
irritate statt members and evoke u hostile
response from them. the school environ-
ment will not be family-friend!y. The
principul can help prepare the statf tor the
changes and identify wavs to handle the
increased workload.

Parent Outreach

Purents also play u key role in imple-
mentation. [ they don’t participate.
“tamily’ s missing from the Family
Resource School. When asked how she
gets purents to participate in school
tunctions. FRS site coordinator Tep
Fulcon savs. T remember buck to my
campaigning dass. [ was told a voter must
see or hear the name of a candidate 28
umes betore they will remember it [Us
the sume with our activities: vou cun’t
just send u tlver home with a child two
weeks betore the event and expect family
participation. You have to send the flvers.
but vou must alsu make phone calls. send
reminders. make personal visits. get the
children interested to let them know vou
wunt them there. That thev uare special.
That they will be missed it they can’t
attend. There also has to be tme for
sociahzing and cefebrating successes. All
work und no play will definitely keep
parents away.”

Project Implementation

Successtul implementation has a
bottom line. No matter how good vur how
poor the model. key people have to want
it to work and they have to be willing to
put in a lot of 16-hour days.

Everv person in the Family Resource
School is vital to its success. [t comes
down (o people: people who share a
vision and are willing to put in the ume,
people who have high expectations but
recognize the importance of ceiebrating
smull successes. and people willing to
work mgether as a team to make a
ditference tor children.

For mere intormation. contact Luey Trujiilo,

project coordinaror, Famdy Resource Scitools, 973
Grant Streer. Denver, CO. SU203 303/7n4- 35387

Core Components
of the Family
Resource Schools

Student Achievement and Growth:
Before-und atter-school programs
including:

o Community study halls with volunteer
tutors :

e Fumily read-ulongs and fumily math
classes

» Swimming lessons

« Guitar classes

» Community garden

» Cultural activities with the Denver Ant
Museum

Adult Education and Skill Building:

* Adult Buxic Education i ABE)

» General Equivaleney Diploma 1GEDy

* English us u Second Languaye (ESL)

* Spanish as a Second Lancuage

= Contlict managzment

* Employment workshops

* Housing workshops for first-time
buvers

« Weight Wise—nheulth und nutrition
programs

Parent Education:

* MELD program tPeer suppuort aroup
for voung mothers)

« Weekly parent training programs

* Positive discipline workshops

* Sex education workshops

* Gung prevention workshops

Family Support Services:

* On-site case munugement

* Alcohol and drug prevention programs

* Before- and after-school childeure

» Childcare for all school programs and
activities

« Babyv-sitting co-ops

» Food und clothing bunks

e Mental health services

* Women's support groups

Staff Development and Truaining:

* FRS ortentation concept und
phiiosophy

* The school community

* Parental involvement

* The culture of poverty

e Building teams

+ Community resources

« Muking reterrals
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EVALUATION FORM
Danforth Policymakers' Program
Legislative Staff Seminar
January 19-22, 1995

Please help the cosponsoring organizations evaluate this forum by completing this
evaluation form. By all means feel free to use additional sheets of paper in responding.
Thanks for your help.

L.

Meeting Objectives. To what extent do you think the meeting achieved its objectives? Please circle
the number which best expresses your opinion. (1 = Excellent, 2 = Good, 3 = Average, 4 = Only
Fair, 5 = Very Poor)

Overall Objective Rating

a. To help policymakers design state policy that will ensure that all 1 2 3 4 5
children and youth succeed as healthy, productive citizens and
learners - in school and beyond.

Specific Objectives Rating

a. Tostimulate dialogue between education and human service 1 2 3 4 5
policymakers and governors about changing systems that serve
children.

b. To move our discussion from exploring the need for collaboration, 1 2 3 4 5

to a discussion about using collaboration for systems change.

c. Toexplore new developments in the research and practice of | 2 3 4 5
comprehensive services to support all children.

d. To bring together governors/governors' staff and state legislators 1 2 3 4 5
chairing education and human service committees to discuss their
roles in implementing a statewide strategy for improved results for
all children.

e. To provide opportunities for states to share experiences, difficulties, 1 2 3 4 5
and accomplishments in implementing system reform.

2. Issues. To what extent were the issues addressed in the meeting timely and important?

3. Issues. Whatissues did we miss that were equally or more important than those addressed?

(Over)
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4. Utility. What are you leaving the forum with in terms of new ideas, connections, motivations, pians,
etc.? What do you expect to do back home as a result of this experience?

5. Additional Considerations. What do you think we should do differently for future meetings "of
this type"? What other suggestions do you have to help the sponsors plan future meetings?

6. The Policymakers' Program. What changes, if any, would you recommend be made in the way
the program has been designed?

7. Overall Evaluation of the Forum. Please circle the number which best expresses your opinion.
(1 = Excellent, 2 = Good, 3 = Average. 4 = Only Fair, 5= Very Poor)

Forum Elements Rating

a. Forum Planning 1 2 3 4 5
b. Forum objectives met 1 2 3 4 5
c. Value of information presented/discussed 1 2 3 4 5
d. Overall meeting logistics 1 2 3 4 5
e. Balance of meeting process (discussions, presentations, etc.) 1 2 3 4 5
f.  Opportunity to participate in discussion 1 2 3 4 5
g. Overall forum rating 1 2 3 4 5

8. Other Comments.

-
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