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INTRODUCTION
Purpose  Help Me Grow, first developed in Connecticut and now being replicated in 20 states under the Help Me Grow National Center, promotes early detection of vulnerable children at risk of developmental and behavioral problems through the process of developmental surveillance and screening across service sectors, and linking these children and their families to community-based programs and services through a single point of entry.  The goal of Help Me Grow is to positively impact developmental trajectories and long term child health outcomes.  Measuring the effectiveness of the model is challenging because of the multitude of factors that influence and are associated with long term child outcomes. The overall health of a family, including such things as parental psychology and belief systems, family relationships, and social and economic resources, is a primary mechanism by which children’s development is optimized. The approach of the Strengthening Families model is focused on building resiliency in families and identifies five research-based protective factors that program providers can foster in order to promote healthy child development: increasing parental resilience, building the social connections of families, increasing knowledge of parenting and child development, providing concrete supports in times of need, and supporting the social and emotional competence of the children. Measures of these five protective factors serve as valid proxies for evaluating the effectiveness of Help Me Grow services on child outcomes. The purpose of the study is to evaluate the impact of Help Me Grow on family circumstances specifically by looking for indicators that the system is: 1) enhancing protective factors (processes and mechanisms for creating change); 2) facilitating successful negotiation of (or coping with) risk situations (outcomes); and thereby 3) increasing the likelihood of optimal child development.

Background
Help Me Grow started as the ChildServ program, a pilot project initiated in Hartford, Connecticut in 1998. In the ChildServ model, pediatricians in the city of Hartford were provided with training and materials for developmental surveillance and screening and a physician-based triage, referral, and case management system via a telephone care coordination service. The project was effective in linking children and families with needed services, and provided the foundation to build the statewide program (Dworkin, 2006). Help Me Grow expanded the triage system statewide and opened the referral phone service to anyone with a concern for a child’s development. In January 2002, the Hartford-based ChildServ program was converted to the Help Me Grow statewide system without interruption.

The Connecticut (CT) Help Me Grow (HMG) statewide system is designed to identify vulnerable children at risk for poor developmental outcomes as early as possible and connect them and their families to community resources and local programs. Studies on normative/positive development as well as on the development of psychopathology all point to the importance of establishing a good start early in life (Masten & Coatsworth, 1998). Thirty plus years of research on risk shows that it is not any one risk factor but an accumulation of factors that contributes to negative trajectories throughout the life of a given child (Rutter, 1987). Positive adaptation develops in adverse circumstance when there are processes operating to counteract threats to development (ie., risks) and protect the child. “Protection” resides in the ways in which people deal with life events and in what they do about their stressful or disadvantaged circumstances (Rutter, 1987). What happens at any one point of vulnerability can change what was previously a risk trajectory to one with more likelihood of an adaptive outcome. Just as risk factors can lay a foundation for a negative chain of events, protective factors may similarly have (positive) cascading effects. For a family coping with a child with a developmental delay (risk factor), for example, parental relationships, coping styles and beliefs about ability to manage the care of a child (protective factors) are better predictors of parental stress than the child’s disability or behavior problem (Lu & Halfon, 2003; Neely-Barnes & Dia, 2008). Similarly, poverty or income makes a difference in child development not because it is an overarching variable in itself, but because it is associated with a combination of other risk factors - scarce resources, minimal social supports, heightened violence – that take a profound toll on parents’ energy, patience, sense of control, and mental health (Sameroff et al., 1998). Results from intervention studies indicate that enhancing cognitive and social competence in children and parenting behaviors, and changing patterns of interactions in the family can have long-term cumulative protective effects preventing the development of poor developmental outcomes (Masten & Coatsworth, 1998).  

Research on the development of resilience suggests a two-generation approach to prevention that focuses on creating optimal conditions to support families and children, reduce stress, and deliberately steer development in more favorable directions. The focus of a resilience-based approach is to help both parents and children develop the capacity to cope with given challenges (Benard, 2004; Horton, 1993). An essential defining feature of a protective effect is that there is a modification of the person’s response to the risk situation. For example, the way in which successful intervention exercises its protective functions may be that the tasks of the parent are made easier because a supportive person shares the burden, discusses alternative approaches, or backs up the parent at times of difficulty. It is people’s concepts and feelings about themselves, their social environment, and their ability to problem-solve, overcome difficulties, bounce back from setbacks, and control what happens (i.e., sense of competence) that becomes important (see also “Protective Factors Literature Review: Early Care and Education Programs and the Prevention of Child Abuse and Neglect,” Horton, 2003). 

The Five Protective Factors 
(Center for the Study of Social Policy: http//www.cssp.org/reform/strengthening families)
The Strengthening Families approach is based on the identification of five Protective Factors that reduce the likelihood of child abuse and neglect when they are present and robust in a family (Horton, 2003). Each is described below.

1)  Parental Resilience:  Ability to manage and bounce back from all types of challenges that emerge in the life of a family.
2)  Social Connections:  Friends, family members, neighbors and community members who can provide emotional support, help solve problems, offer parenting advice and give concrete assistance to parents.
3)  Knowledge of Parenting and Child Development: Accurate information about child development and appropriate expectations for children’s behavior at every age help parents see their children in a positive light and promote their healthy development. 
4)  Concrete Supports in Times of Need:  Meeting basic economic needs like food, shelter, clothing and health care is essential for families to thrive.
5)  Social and Emotional Competence of Children:   Child ability to interact positively with others, self-regulate behavior and effec​tively communicate feelings which, in turn, have a positive impact on relationships with  family, other adults, and peers.  

Early identification of delayed development or challenging behaviors and assistance for both parents and children can head off nega​tive results and keep development on track.   Moreover the protective factors that operate for children who develop competence in adverse circumstances are much the same as promoting factors that facilitate development under normal circumstances. The Strengthening Families approach, therefore, is a universal approach that shifts the focus from reducing negative long-term outcomes for only those children who are at-risk to promoting healthy developmental outcomes for all children. 
The Fit with the Help Me Grow System
Connecticut’s Children’s Trust Fund, Department of Social Services, administers the CT Help Me Grow (HMG) program, working in collaboration with The United Way of Connecticut/211 (the state’s telephone information and referral service). HMG is accessed through a statewide, toll-free telephone number at Child Development Infoline, part of The United Way of Connecticut/211 system. The Child Development Infoline (CDI) number is available for parents, health care providers, childcare workers, and social service agencies who are concerned about a child’s development or behavior. Since the inception of CT HMG in 2002, thousands of parents in Connecticut needing help with their child have called Child Development Infoline/HMG with questions about a developmental or behavioral problem. The phone is answered by one of six care coordinators who have a broad knowledge base of child development issues as well as available resources, services, and agency roles in Connecticut. The role of the care coordinators is to help families navigate service systems and connect to needed program resources. They are trained in how to assess child and family needs, educate callers on how programs work, provide parenting and program information, make referrals, and follow up with families to see if they are connected to services as needed.  In the words of one of the care coordinators, HMG “meets parents where they’re at,” partners with them in identifying and prioritizing issues, and helps families to strategize in moving forward. Care coordinators research existing resources or services for the family, and often they will mail informational material on child development stages, behaviors, and milestones to parents. Also, HMG, through the Child Development Infoline, offers families the Ages & Stages (ASQ) Child Monitoring Program, an assessment tool completed by parents and designed to screen children for developmental delays from 3 months to five years of age. 
A chief strategy of HMG is to reach out to community child health providers and provide training in practical methods of conducting developmental surveillance and screening. The training, coupled with HMG’s centralized referral system, is designed to eliminate frequently cited barriers to early detection and to change provider practice so that a child’s developmental needs are met at the earliest possible age. In addition, community liaisons facilitate outreach and advocacy to maximize use of existing services through partnerships with community-based agencies. Networking meetings, which occur on a bimonthly basis in each of 7 major cities, provide a unique forum for bringing together front-line and supervisory staff from a range of community-based programs and, as such, have great potential for developing capacity to integrate early childhood services.
Research Questions 
How did support from HMG positively alter or create a change in family circumstances or child well-being and development?

· How are strategies/services introduced by HMG effecting change (protective factors/buffers)? 
· Do families have a better understanding/knowledge of child issues? 
· Do they have a better understanding of service systems and how to access them?  Are they connected to services; have they accepted social support?   
· Have parent-child and/or family circumstances improved? 
· Has there been improvement in children’s behavior/attitude/learning/developmental progress? 
· Did parents/family develop better ways of coping (social-support seeking, positive appraisal/problem solving)? 
· Are they able to better overcome difficulties?  Do they have improved sense of purpose or conviction that they can cope with the situation? 
What protective factors are introduced by accessing HMG support – both directly through the intake process and by accessing services and agencies where they are referred? 

· In what ways is Help Me Grow facilitating parental resilience, social connections, increased knowledge of child development, concrete support and child social-emotional development? Specifically, how and how well did services do any of the following: Demonstrate value and support for the parents? Link families to services or new opportunities?  Facilitate mutual support among parents? Provide guidance on parenting? Facilitate children’s social and emotional development? Respond to family crises?

Who are the (subgroups of) families calling Help Me Grow? 

· Are strategies (i.e., facilitation of protective factors) responsive and relevant to all kinds of family needs and choices?

Hypothesis
We hypothesized that as a result of contacting HMG, families situations will improve (i.e., by introduction of protective factors) in one or more of the following ways: understanding of their child’s development and needs; understanding of available services; accessibility to services; availability of assistance; advice or emotional support; a positive change in day-to-day circumstances (routines/interactions); parent relationship with child; child’s behavior; and parents perceived ability to handle things better (i.e., to cope).  

METHODS
In order to examine ways in which HMG facilitated protective factors, families who had called Child Development Infoline were recruited to participate in a 20 minute phone interview that asked about their experience with HMG. During the phone interview, parents were asked about the information they received and/or the referrals that were made on their behalf; the specific services they connected to, if any; and if their needs were met. At the end of the interview, a 10-item survey was conducted that asked parents to rate (from 0, not at all, to 4, extremely) the ways in which there was a positive change as a result of their contact with HMG and the information and services they received. In addition, case notes completed by care coordinators for each of the families were coded and analyzed in order to evaluate the ways in which the HMG system promoted protective factors. The study design, including all recruitment efforts and materials and the consent form, were reviewed by the University of Hartford’s Institutional Review Board and approved by the members of the Human Subjects Committee.
Measures
Parent Survey 

A 10-item survey on possible changes that may have occurred as a result of contacting HMG was developed based on the Protective Factors Framework of the Strengthening Families approach as shown in Table 2.  Specifically, a pool of items was generated to evaluate if there was an improved balance of protective versus risk factors. The items were then vetted with program administrators and care coordinators during which we discussed the merits of each item for conceptual significance and for improvement in language and understanding.  

Each item on the parent survey, as shown in Table 2, was presented with the following “As a result of my call to CDI and the information and services I received, …” Response choices for each of the survey items were as follows:  0- not at all, 1-A little bit, 2-Somewhat, 3-Quite a bit, and 4-Extremely. 

	TABLE 2. Parent Survey: Application of Strengthening Families Protective Factors and 

Impact of Help Me Grow on Families 

	Instructions: For this next section I am going to read statements about possible changes that may have occurred for you and your family as a result of your call to CDI and the information and services you received. I will read each statement and then ask you to rate it with the following, 0- ‘not at all,’ 1- ‘a little bit,’ 2- ‘somewhat,’ 3- ‘quite a bit,’ and 4- ‘extremely. Some of these statements may not apply to your situation.

	As a result of my call to CDI and the information and services I received: 

	1. I have a better understanding of my child’s development.

	2. I am able to better understand and meet my child’s needs.

	3. I have a better understanding of services for me and/or my child.

	4. I am able to access services if I need it. 

	5. There are people who can provide me with assistance when I need it. 

	6. I have people I can talk to for advice and emotional support. 

	7. There is improvement in my family’s day-to-day circumstances.

	8. My relationship with my child has improved.

	9. My child’s behavior has improved (e.g., mood, attitude, play, relationships with other children). 

	10. I feel like I can handle things better.


Development of case notes coding system. A literature review was conducted on resilience research, including literature utilized in developing the Strengthening Families approach, and, relatedly, the Strengthening Families Program Self-Assessment Form (i.e., see Protecting Children by Strengthening Families: A guidebook for Early Childhood Programs, 2nd ed. and Strengthening Families Program Self Assessment Tool, http://www.cssp.org/reform/strengthening-families/resources/changing-programmatic-practice). The self-assessment tool corresponds to recommended program strategies for building the five protective factors with families. It is organized around seven key strategies that were identified in a study conducted by The Center for Study of Social Policy on exemplary early care and education centers around the country (www.strengtheningfamilies.net).  The seven program strategies being used that build protective factors include: facilitate friendships and mutual support, strengthen parenting, respond to family crises, link families to services and opportunities, value and support parents, facilitate children’s social and emotional development, and observe and respond to early warning signs of abuse and neglect. The tool was designed to help identify concrete and practical ways to incorporate Strengthening Families approach into what is already taking place in a program. It is used as a program review to determine which practices are building protective factors and which practices are still needed. This self-assessment tool was the basis of the a priori coding system developed for analyzing case notes completed by care coordinators for each of the study participants.  The tool provides multiple practice examples under each of the given strategies. Practices that were determined to be applicable to HMG care coordination services were culled out for the coding system. Once developed, the coding system was vetted on two separate occasions with the program administrators and care coordinators for their understanding of the different items and to identify areas that needed to be further refined. 

The final coding system included 42 codes (some with sub codes) within the following constructs, each of which signifies both a strategy and a family issue or need at intake: 

· Facilitate friendships and mutual support 

· Strengthen parenting

· Support for parents of children with special needs 

· Facilitate children’s social and emotional development

· Respond to family crisis 

· Recognize/respond to early warning signs of child abuse and neglect 

Each construct (signifying both a strategy and a family need) was operationally defined (codes and sub codes) using concrete practice examples. For example, operational items for ‘facilitate friendships and mutual support’ included the following codes:  

1. The program helps parents set up formal and informal support mechanisms, such as phone trees, car pools, babysitting co-ops, play groups, gathering at playgrounds, fun fairs, or libraries, and other age-appropriate activities. 
2. The program connects families with similar interests, children’s ages, and circumstances (such as those with twins, parents of infants, parents with special-needs children, or those who speak the same language).

Examples of codes and also sub codes under the operational definition of ‘strengthen parenting’ included:   

1. Parents are connected to classes, services or programs, and discussion groups:

a. Parent education
b. Parent support groups 
c. Child development classes

2. Support parents’ directions and/ or decisions about their child:

a. Recognize and affirm the central role of parents in child’s life.

b. Talk with parents in a respectful manner about how best to handle differences in

     expectations regarding children’s behavior.

c. Acknowledge/recognize young children’s frustrating behaviors and parents’ efforts.
3. Specific information on such issues as:
a. Their children’s growth and developmental patterns
b. Social skills and developmentally-appropriate emotional behavior
Note that for the final coding system (see Table 1 in Appendix, “Coding system: Application of Strengthening Families Strategies to HMG Care Coordination”), the practices under one of the original seven key strategies of the self-assessment tool, ‘value and support parents,’ were subsumed under other strategies (for example see practices under ‘strengthen parenting,’ #2, above). In addition, practices under ‘link families to services and opportunities’ were matched with other (corresponding) strategies and incorporated accordingly (see for example, #s 1 and 2 under ‘facilitate friendships and mutual support’ above).  Further, since linking families to services is the key function of HMG, separate analyses on referrals made on behalf of families, as listed at the end of each of the case notes, were also conducted (see data analyses below). 
Procedures

Recruitment of study participants

Parents, 18 years or older, were recruited in one of two ways: A letter and other materials that explained the purpose of the study was sent to the address of all family cases that were closed within six months previous to the start-up of the study in April 2012; in addition, for approximately three months following the start-up of the study, May through July 2012, parents who called Child Development Infoline were informed of the study and mailed the same letter and package of materials. The letter described the study and invited the parent to participate in a phone interview. A consent form explained that if they gave consent to participate in the study, this also included permission for the research staff to review the case notes completed at time of HMG care coordination. In addition, participants received a $15.00 gift certificate at a department store as reimbursement for their time once they completed the survey.  If interested in participating, they were asked to sign the consent form, include their phone number and the best time to contact them, and to mail it back (in a self-addressed envelope that was included). The recruitment materials, consent form, and the interview protocol were in both English and Spanish.  
Administration of phone interviews
The principal investigator and two assistant researchers conducted all the phone interviews (first interview was conducted on 4/4/12 and the last was on 8/7/12). An electronic tracking system and schedule of phone calls were coordinated by one of the assistant researchers. Based on parent availability, as specified on the consent forms, study participants were contacted in the morning, afternoon, and evening hours.  If parents requested to postpone the interview after initial introductions, the interview was rescheduled accordingly. If parents were not home, messages were left either via voicemail or when applicable, with the person who answered the phone.  In situations where messages were left two times, the parent was called at a different hour/day for the third phone call. The maximum number of phone calls made before reaching a parent and completing an interview was five. For fifteen of the participants, the interviews were conducted in Spanish (one research assistant was fluent in Spanish).

Prior to making the phone call the researcher would review the case notes for a given participant, and during the interview case notes were used to cross-reference as necessary. A script was used for introductions and an interview protocol was used for reviewing the following: reasons families called HMG, the information they received and/or the referrals that were made on their behalf, the specific services they were connected to, if any, and if their needs were met. The parent survey, as shown above in Table 2, was conducted at the end. Altogether, the interview and administration of the survey took twenty to thirty minutes. At the end of the interview, addresses were confirmed and the gift certificate was mailed out within one to three days of the phone call. 

Coding of case notes
Coding of case notes was done electronically using N-Vivo, a qualitative analysis software package that supports qualitative and mixed methods analysis. An assistant researcher coded all 85 of the case notes, and approximately one-fourth of the case notes were independently coded by another assistant researcher (i.e., double-coded) in order to 1) assess the usefulness of the coding system, 2) refine or revise the coding scales to obtain the best measurement of the qualitative data, and 3) ensure inter-rater reliability. Questions and any differences in ratings were discussed among the research team to clarify underlying concepts and come to an agreement on final coding. 
Each case note was considered a separate “observation.” For each observation, each occurrence or presence of 1) facilitating friendships and mutual support, 2) strengthening parenting, 3) providing support for parents of children with special needs, 4) facilitating children’s social and emotional development, 5) responding to family crisis, and 6) recognizing/responding to early warning signs of child abuse and neglect was coded accordingly. 

Assessment of risk. In addition to the above coding, each case note was given an overall rating indicating the level of stress or risk factors the family was experiencing in the areas of parental mental health (e.g., worry, overwhelmed, isolated, general unhappiness or dissatisfaction), children’s behavioral symptoms (e.g., reactive, isolating from others, sleep problems), issues of economic stress, family dysfunction, referral to the protective services agency (the Department of Children and Families (DCF)), or severe health issues of either parent or child.  The rating system was 0, no risk, 1, low risk, 2, medium risk, 3, high risk, and 4 extreme risk.   
Compilation of quantitative (survey) data and qualitative (coded) data 
Although phone interviews and qualitative analyses of case notes were conducted simultaneously, they were done by different (independent) members of the research team with the exception of double-coding of interviews in which the second coder (for approximately 25% of interviews) was one of the assistant researchers who conducted the phone interviews. Case identification numbers for each participant, as documented on the case note, was used in place of participant name in the SPSS data file. The final data set for each of the participants included demographic data, survey data, and coded data (including overall rating of risk level). 

Data analyses
Demographic and other household data
We analyzed demographic and other household data for both descriptive purposes and to determine if those who participated in the study were different from the typical HMG callers. For all participating families, data on demographics and other household characteristics obtained from case notes were aggregated, including the caller “type,” i.e., parent/primary caregiver or other (physician, behavioral health clinician, DCF caseworker, health care coordinator), the child’s age, household composition (both parents, single mothers), the primary language spoken in the house (English, Spanish), and insurance type (Husky or Medicaid, private insurance, unspecified). 
In addition, we also aggregated data on family place of residence. Since children living in poverty are at increased risk for developmental and behavioral problems that affect future learning and function, it is important to get a better understanding of family needs and services in the different communities of Connecticut.  Individual towns were categorized into five “distinct, enduring, and separate groups” in terms of income, poverty and population density (Analysis conducted by the Center for Population Research, University of Connecticut, 2004, http://popcenter.uconn.edu) to determine if there were meaningful patterns between number of HMG callers from different socioeconomic town groups: Urban Core, Urban Periphery, Suburban, Rural, and Wealthy.  In order to assess if the study sample were representative of all HMG callers, we compared percentages across town groups for the study sample to percentages for all HMG callers as analyzed in HMG outcome report for the past 3 years. 
Analysis of parent survey. The total average score for all the survey items for the entire sample was calculated.  In addition, score percentages for each response (from 0, not at all, to 4, extremely) were calculated and summarized, and then used for further analyses. 

Analysis of case notes. Percentages of time a code was noted (i.e., facilitate friendships and mutual support, strengthening parenting, provide support for parents of children with special needs, facilitate children’s social and emotional development, respond to family crisis, and recognize/respond to early warning signs of child abuse and neglect) across each of the observations were aggregated and then used for further analyses as below described.  

Cluster analyses of families by presenting needs. The K-mean cluster analysis was used to differentiate groups of families with similar profiles in terms of presenting needs. A chi-square analysis was then used to differentiate among the clustered groups on level of risk (i.e., low, medium, high as above described). Further, an analysis of variance was conducted to determine if there were differences between the cluster groups in average total scores on the parent survey. 
Analysis of referral outcomes.  Total and average numbers of referrals for families were calculated and the top six types of services were summarized. An analysis of variance was conducted to determine if there were differences between the cluster groups in average number of referrals per family. Types of services between cluster groups are compared. 
Exploratory factor analysis. An exploratory factor analysis was conducted to examine the performance of the scale. Specifically a principal component analysis (PCA) was performed in order to assess patterns of association between the 10 items from the Parent Survey.  Items that are highly correlated (either positively or negatively) are likely to be influenced by the same factors. The primary objective was to determine what sets of items “hang together” and which items appeared to be most important among the group of survey items. 
RESULTS
Recruitment
There were a total of 875 parents who were invited to participate of whom 105 returned a completed consent form. Of the 105, 85 parents (~10% response rate) completed the phone interview. For the remainder, either the phone number was no longer in service or there was not enough or incorrect information that prevented cross-referencing with case notes.    
Demographics and other household data (see Table 3)
Type of caller
 At intake (i.e., the first call to the call center), 88% of callers were parents or legal guardians and 12% or 10 callers were pediatricians or case-workers. Regardless of the initial caller, HMG care coordinators ultimately conducted an intake with the parent of the child.
Child age
Of the 85 participants, over two-thirds or 69% called on behalf of children ages 3 and younger;  11% of the cases called for children ages 4 to 5 years old, and 15% of the cases were families with children ages 6 to 10 years old.   
Who child resides with and primary language spoken in the house
For 61% of the callers, children resided with their mother only (single parent) and 39% of children resided with both parent figures. For 18% of the participants, Spanish was their primary language. 

Insurance type
Forty-one percent of the children were receiving Husky Healthcare, free or low cost health insurance for eligible families (i.e., Medicaid); 34% were receiving private insurance and the remaining 25% did not specify (not documented in case notes or discussed during phone interview).
Analysis of data by the “Five Connecticuts”  
Fifty-two percent of callers participating in the study resided in the Urban Periphery and 23% resided in Urban Core.  Altogether, these towns have the lowest income, the highest poverty rates, and the highest population density. The Urban Periphery (36% of the State’s population) consists of 30 “transitional” towns (i.e., located between the urban cores and the suburbs) with below average income, average poverty rates, and a high population density. The Urban Core (19% of the State’s population) consists of the 6 Connecticut cities that have the lowest income, the highest poverty rates, and the highest population density. Only 13% of callers resided in Suburban towns (Suburban Connecticut consists of 61 towns and 26% of the State’s population, with above average income, low poverty rates, and moderate population density), followed by 12% of callers residing in rural towns (Rural Connecticut consists of 63 towns and 13% of the State’s population, with average income, below average poverty rates, and the lowest population density). There were no callers living in Wealthy Connecticut which consists of 8 towns and 5% of the State’s population with exceptionally high income, low poverty, and moderate population density.  Of significance these percentages are similar in proportion to annual analyses of all Help Me Callers for the past 3 years: For each of the past 3 years, approximately 65-70% of all callers resided in Urban Core and Urban Periphery, 15-20% resided in Suburban towns, 8-10% resided in Rural, and 3 to 5% resided in Wealthy.  

	TABLE 3. 
Family demographics and other characteristics
	Study Participants

N= 85

	Type of Caller
	

	Parent/ Primary Caregiver/ Legal

Guardian
	88%

	Physician, Clinician, Casework 

(DCF), Health Educator, 

Care Coordinator
	12%

	Child's Age
	

	Birth to 3
	69%

	4 yo. to 5 y.o.
	11%

	6 y.o. to 10 y.o.
	15%

	11 y.o. to 13 y.o.
	4%

	14 y.o. to 17 y.o.
	0%

	18 y.o. to 20 y.o.
	1%

	Child Resides with:
	

	Both Parents
	39%

	Mother only
	61%

	Primary Language Spoken
	

	English
	
	82%

	Spanish
	
	18%

	Insurance Type
	

	Husky or Medicaid
	41%

	Private Insurance
	34%

	Unspecified
	25%

	Location of Residence
	

	Urban Core
	52%

	Urban Periphery
	23%

	Suburban
	13%

	Rural
	12%

	Wealthy
	0%


Analysis of parent survey
The average score for each survey question of the entire sample (N=85) was 3.27.  Overall, this indicates that, as a result of their calls to HMG and the information and/ or services they received, parents believed that HMG positively created a change in their family circumstances. The top five items (see Table 6, Response to Survey Questions) to which parents indicated that HMG supported them “Extremely” or “Quite a Bit” were ‘there are people who can provide me with assistance when I need it’ (87%), ‘I am able to access services if I need it’ (84%), ‘I have a better understanding of services for me and/ or my child’ (81%), ‘I have a better understanding of my child’s development’ (80%), and ‘I am able to better understand and meet my child’s needs’ (79%).  Perhaps not surprising, this did not automatically translate into improvement in their child’s behavior:  45% of parents responded with extremely or quite a bit.  This indicates that even when a child’s behavior remains unchanged, parents had more resources and wherewithal to cope with it. Specifically, 71% and 74% of parents, respectively rated ‘My relationship with my child has improved’ and ‘I feel like I can handle things’ as “Extremely” or Quite a Bit,” (see Table 4, Response to Survey Questions).   

	TABLE 4. Response to Survey Questions
	Parent Responses (N=85)

	As a result of my call to CDI and the information and services I received: [No need to add scale here since reported in %]
	Extremely
	Quite a bit
	Somewhat
	A little bit
	Not at all
	Does not apply

	I have a better understanding of my child's development
	45 (53%)
	23 27%)
	6 (7%)
	2 (2%)
	2(2%)
	7 (8%)

	I am able to better understand and meet my child’s needs.
	49 (58%)
	18 (21%)
	10 (12%)
	2 (2%)
	2 (2%)
	4 (5%)

	I have a better understanding of services for me and/or my child.
	45 (53%)
	24 (28%)
	10 (12%)
	0 (0%)
	5 (6%)
	1 (1%)

	I am able to access services if I need it. 
	54 (64%)
	17 (20%)
	7 (8%)
	3 (4%)
	2 (2%)
	2 (2%)

	There are people who can provide me with assistance when I need it. 
	51 (60%)
	23 (27%)
	7 (8%)
	0 (0%)
	1 (1%)
	3 (4%)

	I have people I can talk to for advice and emotional support. 
	53 (62%)
	14 (17%)
	9 (11%)
	5 (6%)
	1 (1%)
	3 (4%)

	There is improvement in my family’s day-to-day circumstances.
	31 (37%)
	25 (29%)
	8 (9%)
	3 (4%)
	4 (5%)
	14 (17%)

	My relationship with my child has improved.
	37 (44%)
	14 (17%)
	4 (5%)
	5 (6%)
	2 (2%)
	23 (27%)

	My child’s behavior has improved (e.g., mood, attitude, play, relationships with other children). 
	23 (27%)
	15 (18%)
	17 (20%)
	2 (2%)
	1 (1%)
	27 (32%)

	I feel like I can handle things better.
	38 (45%)
	25 (29%)
	11 (13%)
	1 (1%)
	2 (2%)
	8 (9%)


Analysis of case notes  

Issues/Needs of Families (and corresponding care coordinator strategies)
Table 5 below gives the types of issues or needs presented at intake (using the constructs of the coding system) and the number and percentage of study participants who presented with each of the identified issues or needs. In addition, excerpts from case notes and family interviews are used to illustrate each type of presenting issue and care coordinator strategy.  Note that an additional construct was added to the initial coding system, Developmental Monitoring, which was initially coded under Children with Special Needs. Presenting issues under Developmental Monitoring were distinctly different than those under Children with Special Needs as described below. Also note that families’ presenting issues are not mutually exclusive; that is, families often had 2 or more issues or needs at time of intake.  
	Table 5. Presenting Issues at Intake
	N=85
	%

	Facilitate Friendship and Mutual Support
	22
	26%

	Strengthen Parenting
	22
	26%

	Children with Special Needs
	23
	27%

	Developmental Monitoring
	30
	35%

	Facilitate Children's Social and Emotional Development
	29
	34%

	Respond to Family Crisis
	6
	7%

	Recognize/ Respond to Early Warning Signs of Abuse or Neglect
	19
	22%


Facilitate Friendships and Mutual Supports, n=22 (26%).  Case notes indicated that care coordinators connected families with similar interests, children of similar age and common circumstances, and helped parents set up formal and informal support mechanisms.  In one interview, a mom reported that as a result of her call to HMG, she became involved in a local support group for parents of children with special needs.  She commented, “the parents have great information to share and now I know there is a lot more out there for me to connect with.”   

Strengthen parenting, n=22 (26%).  Coding of case notes indicated that care coordinators often acknowledged and recognized children’s frustrating behaviors and parents’ efforts. One parent, in response to the question if she feels there are people who can assist her stated, “Yes, Very much so, it is a good in-home service since [child] was too old for B-3. I was glad [HMG] found something else for us.”  Mom went on to say, “[HMG] helped me a lot, helped me through a lot, the first time I called , she was on the phone with me for over an hour, she was very helpful…Definitely, whatever comes my way I can handle it, before I use to just say ‘no.’” 

Children with Special Needs, n=23 (27%).  The needs that the care coordinators addressed for this group often times encompassed all of the protective factors.  One mom shared that the “Infoline” was able to connect her to “parent support groups, and now I am friends with a mother whose child also has Fragile X syndrome and we figure out our problems around that together.”  Another mom got a parent advocate to help her get adequate services for her son at his school. She went on to say that, “my son was not receiving sign language services at school that he was supposed to be, so through [HMG] I got the phone number for a parent school advocate, they got involved and since then there have been a lot of changes, he gestures and signs now.” 
Developmental Monitoring, n=30 (35%). Families who wanted to learn more about their child’s development and/or were concerned about their child’s development made up a sizable group who participated in the HMG study. Many of these parents were referred to the ASQ program for monitoring their child’s development.  One mother reported on her experience utilizing the ASQ to assess her child’s progress. She explained, “now I feel more equipped and reassured…I know what to expect, and my gut feeling is stronger now…” 
Facilitate children’s social and emotional development, n=29 (34%).  Analysis of coded data indicated that these respective families developed effective strategies for supporting their child’s social-emotional behavior.  One parent reported that as a result of calling HMG she is now attending a parent class and a child-parent class at a child study center.  “Definitely has stemmed from classes, I am more consistent with discipline, we have learned about the ’T-spot’ in which a child can only read and write after you take all the toys out of his room for a short time. This has helped him learn about things, responsibility and values.  Our daily life has improved, less yelling and arguing.”  
Respond to family crisis, n=6 (7%).  These families were in immediate need of concrete support.  A mother, recently immigrated to the US, was the parent of a child with special needs and indicated that she was suffering with depression. She reported that HMG “Gave me a lot of information that I didn’t know before.  I would feel very, very depressed because I did not know where I can go to get help. Now I know where to go. I used to be crying, crying, all the time. I did not know where to go…Even the school, go to the meetings, and they don’t do anything to help you. Sometimes when with a kid who has multiple problems, you don’t know the services they have…called HMG and they gave me the information.”
Recognize and respond to early warning signs of abuse and neglect, n=19 or (22%) These families acknowledged having significant stressors in their lives (financial, health-related, familial or relationship-related) that were compounded by difficulties they were having with their children.  A mother called in reporting that she was trying to get assistance from SSI for her son with Autism, and had already been involved in other intensive in-home services. Through HMG she was able to connect to Medical Home Initiative (MHI).  Mom mentioned that HMG “was able to get me connected and more importantly, [get me] the information I needed.”

Assessment of risk level  
Approximately half of families (51%) were assigned “low risk” and primarily used HMG for parent education information and searching for other resources to find solutions to immediate concerns about their children. The remaining participants were assigned a “medium risk” level (29%), and “high risk” level (20%).  The two latter groups were assigned higher risk levels due to noted issues of parental emotional and/or children’s behavioral problems accompanied with economic stress, familial dysfunction, issues with the Department of Children and Families, or severe health issues of either parent or child.  Interestingly, none of the cases were rated at no risk or extreme risk. 

	TABLE 6. Stress/Risk Level
	Percentage

	None
	0%

	Low 
	51%

	Medium 
	29%

	High (Crisis) 
	20%

	Extreme
	0%


Three case scenarios, each in which the child had significant special needs, but were differentially rated low, medium, and high, are described:  

Low risk: A parent of a one year old who had been diagnosed with neurological disorders was interested in any available support groups for parents with children with disabilities. She was not in need of anything further. 

Medium risk:  A mom called to inquire about getting a computer for her children, both of whom have learning disabilities. One child in particular needed help completing school work at home. Mom reported that the children were doing well in school and that she is pleased with their school program. Mom also reported that she was unemployed and just applied for disability (SSI) for herself.  She received food stamps, had state medical insurance for low income families and also received child support.  Although this mom and her two children all had a disability and were living under economic stress, she appeared to be well connected to the school and to social services. In addition, her interest and effort in obtaining a computer to further support her children’s learning at home showed both awareness and resourcefulness.  
High risk: Case notes describe a mom with an eight year old child who has hydrocephalus and who was in the process of getting a new wheelchair. The mother indicated they also needed a new wheelchair-accessible van as well as the child was becoming too heavy for her to transport. She reported that she herself had been diagnosed with rheumatoid arthritis. Further, her husband had recently lost his job and their car had broken down. She reported that she had respite support through the Department of Social Services and that this is especially needed because she had no family support.  In this case, significant issues related to child’s disability were compounded by financial stress, mother’s health issues, and social isolation.  

Cluster analysis: Typology of Family Needs
As already noted families’ presenting issues are not mutually exclusive; that is, families often had two or more issues or needs at time of intake. A cluster analytical technique was conducted to differentiate parents with similar “profiles” in terms of the presenting issues. The k-mean cluster analysis was conducted on the 85 cases. Based on emergent findings from the qualitative analyses, a 3-cluster solution was extracted among the participating families. Table 7 shows mean percentages on the clustering factors for each family subgroup. 
Examination of data (see Table 7) shows that the families were meaningfully clustered in terms of overlap of needs, and there were significant differences between family subgroups on all of the presenting issues. Each of the subgroups had a meaningful constellation of needs as described below. Case summaries are also presented to further illustrate distinct differences between subgroups.
Families in Subgroup 1 (n=11), in comparison to subgroups 2 and 3, were rated the highest for in need of friendships and mutual support (91%),  children with special needs (82%), and experiencing family crisis (18%)(see Table 8). They were also rated highest in early warning signs of child abuse and neglect (64%).  A case study characterizes the constellation of needs typical to this group: A mother called seeking financial support for her daughter, age 3 years and 11 months, who was receiving special education services. Her child was on medication for epilepsy. The child also had microphaly and was not walking or talking. Although mom was receiving SSI, she was in need of further funds and was interested in respite care and a parenting support group. She was also connected to a medical home. 
Families in Subgroup 2 (n=20) were rated the highest on seeking support for children’s social and emotional development (see Table 8); all of these families were seeking such support (100%). In addition, they were rated highest on strengthening parenting (60% as compared with 27% for subgroup 1 and 13% for subgroup 3). Many, but not all of the children of these families had special needs (75%).  Circumstances for exactly half of these families (50%) showed warning signs of child abuse and neglect. Some of these families were also in crisis (15%). The following case illustrates the constellation of needs for this subgroup: Mother of a 2 years and 9 month old child was referred for early childhood mental health consultation by the Birth-3 provider.  She reported that her child was having difficulty transitioning, was defiant, not always following directions, and refused to nap at the daycare.  She was connected to consultation services and an assessment was conducted both at home and at the daycare; together with daycare provider, they developed strategies to better manage the behavior. 

Families in Subgroup 3 (n=54) were the largest group by far (see Table 8). These families rated highest in comparison to subgroups 1 and 2 on developmental monitoring (44%). There was much variation and relatively very low percentages on the remaining items. Of significance, ratings of the families in this subgroup were much lower than the other two subgroups on early warning signs of abuse and neglect (4% as compared with 64% and 50% for family subgroup 1 and family subgroup 2 respectively) and family crisis (2% as compared with 18% and 5% for family subgroups 1 and 2 respectively). Upon close inspection of the data, 32 of the 33 families who were linked to the ASQ program as a result of calling HMG were in family subgroup 1 (see appendix, case illustrations on parents’ experiences and response to the ASQ program).  The following two examples illustrate the nature of these cases: Mother of a young child, 1 year and 6 months old, reported that her daughter was born at 24 weeks and was immediately referred to the Birth to Three program but services ended before the child was 1 year old. Mom had just reapplied because friends told her that her daughter should still be receiving services; she called to learn more about the process. The care coordinator explained that her daughter must have reached developmental goals and referred the mom to the ASQ program as an additional/alternative service.  In another instance, a mother called requesting to be connected to the ASQ program for her daughter who also was scheduled to be evaluated by the Birth to Three program the following week. The child's brother was already enrolled in the ASQ program and in case this second child was not eligible for Birth to Three services, the mom wanted to continue to monitor her development.   
	TABLE 7. Typology of Family Needs:

# of Participants
	1
	2
	3
	Sig

	
	11
	20
	54
	

	Facilitate Friendship and Mutual Support
	91%
	50%
	4%
	.00

	Strengthening Parenting
	27%
	60%
	13%
	.00

	Children with special needs
	82%
	75%
	11%
	.00

	Developmental Monitoring
	9%
	5%
	44%
	.00

	Facilitate Children’s Social and Emotional Development
	0%
	100%
	17%
	.00

	Respond to Family Crisis
	18%
	15%
	2%
	.04

	Recognize/ Respond to Early Warning Signs of Child Abuse or Neglect
	64%
	50%
	4%
	.00


Chi-square analysis. A chi-square analysis was conducted to see if there was an association between the family subgroups and overall risk level (as coded, see Table 8). There was, in fact, a significant difference between the 3 groups in the direction that would be expected given the presenting needs of each group (X2=36.9, p=.001). That is, family subgroups 1 and 2 had significantly higher percentage of families who were determined to be at high or medium risk (e.g., two or more of the following: parental stress, child behavioral problems, economic stress, family dysfunction, involvement of Department of Children and Families, severe health issues) as compared with family subgroup 3. 
	TABLE 8. Family Subgroups by Risk Level

	
	High (Crisis)
	Medium
	Low
	Total

	Family Subgroup 1 
	6 (54%)
	4 (36%)
	1 (10%)
	11

	Family Subgroup 2
	8 (40%)
	10 (50%)
	2 (10%)
	20

	Family Subgroup 3
	3 (5%)
	11 (20%)
	40 (74%)
	54

	Total
	17
	25
	43
	85


Analysis of variance. An analysis of variance was conducted to determine if there were significant differences between family subgroups on average total score on the parent survey (see table 9). Although subgroups had significantly different profiles in terms of presenting issues and risk levels, there were no significant differences between subgroups in total score on the parent survey.  This indicates that the same set of processes that enhance protective factors in high risk circumstances is also fostering positive development in low risk circumstances. HMG, as framed within the Strengthening Families five protective factors, is helping all families of need.
	TABLE 9. Family Subgroups by Total Score on Parent Survey

	Family Subgroups
	Score on Parent Survey

	Family subgroup 1 (N=11) : Majority had children with special needs and were seeking friendship and mutual support, many of them were overwhelmed, some were in crisis.  
	31 

	Family subgroup 2 (N=20): All were seeking support for children’s social and emotional development, many also had children with special needs, more complex, many were overwhelmed and some were in crisis. 
	30


	Family subgroup3 (N=54): As compared to subgroups 1 and 2, these families had far less risk factors. Some were concerned about a delay in child’s development or were interested in learning more about child’s development 
	29



Analysis of referral outcomes
There were 485 referrals for services made on behalf of all 85 families (see Table 10).  Of the 85 families who were referred to service programs, 29 families had 1 referral, 17 families had 10 or more referrals, and there was an average of 5.7 referrals made on behalf of all families.  
There was a significant difference between family subgroups in average numbers of referrals per family (f= 20.17, p=.000). Of the 485 referrals, 27% were made on behalf of the 11 families in family subgroup 1 (average of 12.1 referrals per family) and 43% for the 20 families in family subgroup 2 (average of 10.5 referrals), most of whom were rated medium to high risk; this in comparison with 29% for the 54 families in family subgroup 3 (an average of 2.6 per family), most of whom were rated low risk (see Table 11).  This indicates that the majority of care coordinators’ time and effort are focused on a much smaller number of higher-risk families. 
Thirty-three of all 85 participating families (39%) were connected to the Ages & Stages Child Development Monitoring program; 32 of these were in family subgroup 3 (low risk group). (See appendix, case illustrations on parents’ experiences and response to the ASQ program.)
Twenty-four of all 85 participating families (28%) were referred for respite services for their child; 20 of these referrals were for family subgroups 1 and 2 (8 and 12 respectively), and 4 were for family subgroup 3.

Twenty out of all 85 participants were in need of financial assistance (basic needs): 5, 6, and 9 for family subgroups 1, 2, and 3 respectively. 
Twelve out of all 85 participating families were referred to services for Children and Youth with Special Health Care Needs (CYSHCN) (14%): 4 each for each of the family subgroups.

Eleven families out of all 85 that participated in the study (13%) were referred to recreational services for their children (the majority for children with special health care needs): 4, 5, and 2 referrals were made on behalf of families in family subgroups1, 2, and 3, respectively.

Six of the total 85 families (7%) were referred following an evaluation that deemed them ineligible for Early Intervention: All 6 of these families were in family subgroup 3.
	Table 10. Referrals Made on Behalf of Families

	All Cases

N= 85
	Family
Subgroup 1

N=11
	Family
Subgroup 2

N = 20
	Family
Subgroup 3

N = 54

	Total # of Referrals
	485
	133 (27%)
	210
(43%)
	142
(29%)

	Average # of Referrals per family
	5.7
	12.1
	10.5
	2.6

	Types of Referrals
	
	
	
	

	ASQ information/referral
	33
	0
	1
	32

	Respite
	24
	8
	12
	4

	Financial Assistance
	20
	5
	6
	9

	CYSHCN
	12
	4
	4
	4

	Recreation
	11
	4
	5
	2

	Birth to 3 follow up (not 
	6
	0
	0
	6


Exploratory Factor Analysis. The 10 items of the Parent Survey were subjected to principal components analysis (PCA) using SPSS version 18. Prior to performing PCA, the suitability of the data for factor analysis was assessed. Inspection of the correlation matrix revealed the presence of many coefficients of .3 or above. The Kaiser-Meyer-Olkin value was .8, exceeding the recommended value of .6 and Bartlett’s Test of Sphericity reached statistical significance, supporting the factorability of the correlation matrix. In addition, prior to performing the PCA, variables were logarithmically transformed due to excessive negative skewness.
The initial PCA revealed the presence of two components with eigenvalues exceeding 1, explaining 47.4% and 12.9% of the variance respectively. An inspection of the screeplot revealed a clear break after the second component. Further inspection of the communalities, which gives information about how much of the variance in each item is explained, showed a relatively low value for item #6 on the Parent Survey (.39), “I have people I can talk to for advice and emotional support,” indicating that this item did not fit well with the other items in its component. As a result, this item was removed from the scale which increased the total variance in responses that were explained by the items. The final PCA, that included the remaining 9 items on the Parent Survey, revealed the presence of two components explaining 49% and 14.3% of the variance respectively for a total variance explained of 63.3%.  To aid in the interpretation of these components, oblim rotation was performed. The rotated solution revealed strong loadings on both components (see the pattern coefficients in below Table 11). In addition, the structure coefficients in Table 11 show the correlations between the individual items with each of the factors. 
	Table 11. Factor Analysis of Parent Survey Items
	Pattern Coefficients
	Structure Coefficients
	Communalities

	
	Factor 1 (49%)
	Factor 2
(14.3%)
	Factor 1

(49%)
	Factor 2

(14.3%)
	

	My relationship with my child has improved.
	.873
	-.127
	.816
	.262
	.679

	My child’s behavior has improved.
	.861
	.011
	.866
	.395
	.750

	There is improvement in my family’s day to day circumstance.
	.833
	-.096
	.790
	.275
	.632

	I feel like I can handle things better.
	.692
	.279
	.816
	.588
	.729

	I am able to better understand and meet my child’s needs.
	.577
	.258
	.692
	.516
	.533

	I have a better understanding of services for me and my child.
	-.49
	.875
	.341
	.853
	.729

	There are people who can provide me with assistance when I need it.
	-.001
	.764
	.340
	.765
	.583

	I am able to access services if I need it.
	.005
	.742
	.335
	.744
	.554

	I have a better understanding of my child’s development.
	.388
	.454
	.590
	.627
	.514


The results of this analysis support the use of two scales named: Family Resilience (factor 1) and Understanding of and Access to Service Systems (factor 2).  Family Resilience includes the combined items of: my relationship with my child has improved, my child’s behavior has improved, there is improvement in my family’s day to day circumstance, I feel like I can handle things better, and I am able to better understand and meet my child’s needs. Understanding of Access to Service Systems included the combined items of: I have a better understanding of services for me and my child, there are people who can provide me with assistance when I need it, I am able to access services if I need it, and I have a better understanding of my child’s development. 
Limitations
Ideally study participants would be a randomly selected sample, but the relatively small response rate (10%) and the fact that family recruitment included a $15.00 gift certificate causes concern about bias among respondents. Alternatively, demographic data and findings from cluster analysis of family needs indicate that recruitment efforts reached the target population.  Also, generalizing findings to all families who call HMG is supported by the typology of family needs that showed significant differences between subgroups of study participants on presenting issues.  

In addition, the sample size could be considered relatively small for factor analyses of the Parent Survey (ideally a sample size of 150 or more). However, the ratio of participants to items is more than acceptable; at least a 5:1 ratio is suitable for factor analysis and for this study it was 8.5 to 1.  Further, inspection of the correlation matrix among the items showed many correlations of .3 and higher, and the two statistical measures used to assess factorability showed that the data were suitable for factor analysis. Finally, a smaller sample size is sufficient if solutions have several higher loading marker variables of above .8, which it did.  

Discussion
The survey and coding system used to evaluate the impact of HMG on family circumstances and child development were modeled on the five protective factors and related theoretical underpinnings of the Strengthening Families approach.  Family ratings on the Parent Survey indicate that the services and strategies employed by Help Me Grow are effectively building resiliency in families and thereby optimizing child development: Parents have a better understanding of service systems and programs and how to access them, and have more knowledge of their child’s development. Many families reported on the benefits of being connected to services such as the ASQ developmental monitoring program, and being connected to other parents with children with similar needs.  Families who called under stress, sometimes in crisis, were able to get the help that they needed. Survey data and parent reports showed that as a result, family circumstances and parent-child relationships improved, as did the child’s behavior in many cases, and that ultimately parents felt that they were able to handle things better.  
Importantly, this was true for families with all kinds of needs. Cluster analysis of case notes identified three family subgroups with significantly different profiles of presenting issues and risk levels, but no significant differences in scores on the Parent Survey. The same set of services and strategies that are enhancing protective factors for high risk families are also fostering positive development for relatively low risk families. The smallest subgroup of families (n=11) had children with very complex special needs often compounded by limited economic and social resources. For the second subgroup (n=20), the overriding concern was the social and emotional behavior and development of the child also in some cases compounded by economic constraints.  Families in the third and largest subgroup (n-54) were typically under less stress and were mainly concerned or interested in their child’s development. Although the majority of care coordinators’ time and effort were focused on the smaller number of higher-risk families, results of the quantitative and qualitative analyses support the use of the Strengthening Families Protective Factors Framework as a universal approach for building protective and promoting factors with families of varying needs. 

Factor analysis of the Parent Survey items makes sense: the combinations of the items that loaded on each of the factors were meaningful in that the factors have both theoretical and practical utility. This study translated constructs from the Strengthening Families model into a systematic approach for evaluating program impact on family circumstances.  Measuring program impact on the quality of day-to-day circumstances of families relative to building resiliency and, relatedly, on improving understanding and accessibility to service systems, serves as valid proxies for evaluating program impact on children’s developmental trajectories and long term health outcomes. HMG optimizes child development and long-term child outcomes as evidenced by its impact on family resiliency and by increasing understanding and accessibility to program services. 

Finally, the results of the analyses support the practical utility of the Strengthening Families approach: Attempts to create positive turning points in the lives of families need to be intentional. Findings indicate that HMG support and linkage to program services enhance protective factors, even among families with differing needs and risks. Some families need help with complex issues or problems while other families need practical information or guidance on their child’s development and available services for their children. It is the “small but significant changes” that providers can do that in turn can make significant changes in the lives of families and their children. 
APPENDIX

Table 1: Codes, Application of Strengthening Families Strategies to HMG Care Coordination

	Presenting issues at intake and strategies utilized by care coordinators
	Operational Definition (i.e., Coding system)

	Facilitate friendships and mutual support 
	1. The program helps parents set up formal and informal support mechanisms, such as phone trees, car pools, babysitting co-ops, play groups, gathering at playgrounds, fun fairs, or libraries, and other age-appropriate activities. 
2. The program connects families with similar interests, children’s ages, and circumstances (such as those with twins, parents of infants, parents with special-needs children, or those who speak the same language).
3. Affordable family activities

4. Program staff reaches out to isolated families.

	Strengthening parenting: Parenting education and guidance
	1. Parents are connected to classes, services or programs, and discussion groups:

a.   Parent education

b. Parent support groups 

c. Child development classes(?)
2. Support parents’ directions and/ or decisions about their child:

a. Recognize and affirm the central role of parents in child’s life.
b. Talk with parents in a respectful manner about how best to handle differences in expectations regarding children’s behavior.

c. Acknowledge/recognize  young children’s frustrating behaviors and parents’ efforts.
3. Specific information on such issues as:

a.    Their children’s growth and developmental patterns
 b.  Social skills and developmentally appropriate emotional    behavior [INDENT]

c.    Parenting tips

d. Connect parents to resources and supports (other than parent groups) that may help to address a parenting issue or explore different ways of parenting.

e. Make parenting information available in the language spoken by families.

	Child with special needs


	1. Child has diagnosis

a. Developmental disorders (e.g. Autism, ADD, ADHD,ODD)
b. Learning disabilities
c. Organic/physical/structural disorder

2. Are sensitive to parents’ frustration, protectiveness, guilt, loss, and other related feelings, and acknowledges challenges.

a. Check in with parents about the impact their children’s special needs are having on family dynamics and parental stress.  
b. Ensure that parent-child activities are appropriate for families with children with special needs.

	Family seeking diagnosis for child 
	1. Seeking diagnosis (or already in process):

a. Developmental disorders (Autism, ADD, ADHD, ODD)

b. Learning disabilities
c. Developmental Delay
d. Speech

2. Be sensitive to parents’ frustration, protectiveness, guilt, loss, and other related feelings, and acknowledge challenges.

a. Check in with parents about the impact their children’s special needs are having on family dynamics and parental stress.  
b. Ensure that parent-child activities are appropriate for families with children with special needs.

	Child has social/emotional problems
	1. Identify/recognize  children’s behavioral and emotional problems: 

a. Behavioral problems/aggression

b. Behavioral – Socialization problems
c. Developmental transitions/delays, changes, challenges

2. Contextual challenges 

a. Problematic communication/understanding of child’s behavior
b. Connection to success in school

3. Be culturally sensitive to the families: Provide opportunities to discuss social and emotional issues with parents within the cultural context.

4. Provide home materials to foster a child’s social and emotional learning at home

	Family/child experiencing crisis
	1. Proactively respond to signs of parent or family distress

2. Connect families to services in the communities, such as:

a. Economic support: food pantries, shelter, Husky health care

b. Respite care for children
c. Support group (specific to crisis)
d. Mental health services

	Early warning signs of abuse or neglect
	1. Elicit/respond to parent’s acknowledgement of stress or problems: 
a. Social stressor: Poverty, financial pressures, unemployment, isolation, lack of social support
b. Racial and sexual discrimination or harassment
c. Family and/or relationship stressor: Problems with friends, romantic partners, and family members are common daily stressors. Marital disagreements, dysfunctional relationships, rebellious teens, or caring for a chronically-ill family member or a child with special needs.
d. Internal stressor: mental health issues; depression, uncertainty, worry, pessimistic attitude, self-criticism
e. Physical stressor: Handicap, illness or injury
2. Family is experiencing extreme difficulties but there is no sign of imminent harm or danger to the child or other family members.


I Excerpts from Case Notes
Below are excerpts from the case notes that were coded under “Facilitate friendships and mutual supports” and qualitative data from corresponding interview with the parent. 

Connects families with children of similar circumstances, ages, interest; : “Care coordinator (CC) asked mom if she was interested in a support group with other parents who have children who suffer from seizures. Mom stated that she was very interested.”  CC sent several resources, even one culturally-specific, for mom to have support of those who deal with similar issues.

Interview: “It did put me in line with some of the people I needed to talk to; support groups and the lady that came out to the house (connected through Infoline, couldn’t recall details). She told me to write down all her meds in a book so that when she has a sitter or goes to school, they know what she needs to take and what she is taking.” “At first I didn’t know about seizures and she told me everything that I was doing for her (child) was good.”  When asked if she had a better understanding of services: “Yes and no, I had trouble getting in contact with resources (applications) some places I got through to and others I did not. Some places had a long waiting list.”  

Helps parents set up formal and informal support mechanisms: CC asked mom about the respite program.  CC discussed the MHI for cyshcn.  Mom is interested.  CC sent out the application.  Mom IS interested in parent support.  CC gave her some resources and will follow up.” She contacted them and even signed up to receive emails from NORD.[?explain acronyms?]
Interview: Mom reported that she filled out respite application and is currently on a waiting list, she is also involved with the NORD website and newsletter and gets regular updates on studies, etc.  Mom also said that she was involved in “local” parents with special needs children support group that Infoline connected her with.  She stated that it is “very helpful, the parents have great information to share.”  “I got some good resources from her (Infoline) but not too many, there is a lot more out there that I can connect to, I found that out through the support group.” “Honestly, it is mostly from a Facebook group that I am on.”

Below are excerpts from the case notes that were coded under “Strengthen Parenting” and qualitative data from corresponding interview with the parent. 

Talking with parents in a respectful manner about what to expect: CC asked mom if there have been anychanges in his life. Mom stated nothing at all has changed and she has tried several different things like changing his diet and incorporating positive discipline and nothing has worked. CC asked some developmental questions and her son seems to be developing normally besides his behaviors.

Interview: “Yes, I can say this honestly; I don’t know what I would have done without the Infoline and that is the understatement of my life.  I now feel like I am not the only one out there (in terms of her being the only parent with a child that has difficult behaviors.)”[Staff] from ECCP coordinated an initial meeting with parents, daycare providers and herself. “We had already taken him to all his doctors to make sure it wasn’t something physical, he gets frequent ear infections.  Mary was able to observe him both in the home and at school and she gave us strategies that we could implement to help with his behaviors.  He is less aggressive at home but it continues at the daycare.  Mary has been amazing but she still cannot identify what is causing his behaviors, she said maybe it is sensory or just a really bad case of the ‘terrible two’s.’  We are trying anything we can think of to make it better for him.  Some of his behaviors have stopped like eating other children’s food and he is not harming himself any longer.”     

Acknowledge and recognize child’s frustrating behaviors and parent’s efforts: Mom called seeking support for her child’s behavior. “She trantrums and bites often.” CC offered to search for parenting workshops/supports and mom was interested. She doesn’t have transportation and mom doesn’t speak English. CC will search and get back to mom soon. Will follow up next week. 

Interview: “I went to the program and completed it.  It helped me so very much, like you could not even imagine. Yes, I got support.  She (CC) was very thoughtful, she spoke to many agencies on my behalf, gave me other options, then the agencies got into contact with me, they were the ones that called me.  She was always very concerned.  Everything I mentioned to her she took into account.”

Acknowledge and recognize child’s frustrating behaviors and parents’ efforts: Mom then explained that the child's behavior is better at school than at home.  Mom stated that the child really needs one-on-one attention, that mom cannot always give the child at home.  At home the child gets frustrated, and hits himself and others (this is not happening in school).  Mom explained that she has 4 other children who are all doing well.  Dad does not live in the home, but dad is involved, and does help out.CC then asked mom if mom is connected to any community-based resources.  

Interview: “Yes, Very much so. I wanted a full day of Day Care but they only gave me half, but I kept fighting for it.  But now I signed him up for Pre-school.”  Calling Infoline “helped me a lot, helped me through a lot, the first time I called, CC was on the phone with me for over an hour, she was very helpful.” “Definitely, whatever comes my way I can handle it, before I used to just say ‘no’.” Referring to if she could not handle a problem related to her child, she would simply just avoid the situation.”

Below are excerpts from the case notes that were coded under “Children with special needs” and qualitative data from corresponding interview with the parent. 

Developmental Disorder: CC asked mom when the child was diagnosed with Asperger syndrome.  Mom stated she got him an evaluation.  He was going to [medical agency] when he was in first grade but they didn't complete the evaluation so child did not get a formal diagnosis.  CC asked mom if she could go back to[same agency] to complete the assessment.  Mom stated that it is just too far for her.  The pediatrician referred the child to the [another evaluation service]. Mom took him to one appointment and found it to be not helpful. Mom wants the child to go to a private school for children with Aspergers.  CC explained the school has to approve and fund such a placement and they will only do that if it is proven they are not providing an appropriate education for the child. CC asked mom if she has spoken with CPAC (name of organization).   Mom has spoken with CPAC before, but that is the only other agency she has called.  .CC gave mom some referrals for special advocacy.  Mom asked CC to mail/email out the resources.  School said he needs additional testing and occupational therapy but mom doesn't know if the school will be providing that or if she needs to find it on her own.  CC asked mom if she was interested in a developmental assessment so he could get a formal diagnosis of Aspergers.  

Interview: Mom shared that (CC) had emailed and sent “lots of information and now we have an assessment for N. in August.”  “We haven’t linked up with the right services yet, I have a feeling that once we get the diagnosis for him things will be easier.” “Infoline is my main source of information.” I feel like it’s a very useful service, I use them for any reference, not just that one time, I use them for anything I need to know that is in my community. Also good that they are always there, I have referred them to others as well.”

Learning Disability: Mom called seeking to monitor her child's development.  He is a bit aggressive at camp and preschool.  He has been evaluated by the LEA and found to be not eligible.  The child will be attending a Magnet school in the fall.  A school psychologist mentioned to mom he may have ADD but mom doesn't think so.  CC referred mom to LDA for information and support around ADD.  Mom does want him evaluated to rule out anything.  CC explained she should check with the insurance to find out which providers are covered under the plan.  CC also told her the LDA would be able to provide her with private referrals.  Mom will call.  CC discussed the ASQ program.  Mom is interested.  CC sent out the consent form to begin the process.  Mom will call CDI if she needs additional assistance.  Case closed.
Interview: “ASQ is giving me reassurance to know he is on track.” “The behaviors have changed, and now he is more developmentally appropriate.  We got him additional services and testing for ADHD.”  “Has been both sides of things; he has grown up, is more socially appropriate, while we have learned what his triggers are and how to manage them.”
Below are excerpts from the case notes that were coded under “Seeking diagnosis” and qualitative data from corresponding interview with the parent. 

Speech: Mom was given the number for CDI from 211. Mom stated she was interested in having her son evaluated for speech delay. CC asked mom how old her son was and mom stated 3 years old. CC explained that her son would have to be evaluated by the PSSE in her town. CC gave mom the contact information and mom stated that she has already called that number and no one answers. CC explained that the schools have not started and that may be why they have not called her back. CC told mom she would mail her a packet of information and suggested she fill out the referral page and mail it in. Mom understood.

Interview: “I went to the interview (for his speech evaluation at school), and the language (child is bilingual) is making it difficult for him, he hears well, but I and those at the Healthy Start program have noticed that he repeats things a lot.”
Below are excerpts from the case notes that were coded under “Facilitate children’s social and emotional development” and qualitative data from corresponding interview with the parent. 

Parent or family therapy: CC called mom to discuss the referral.  Mom stated the child attends preschool and receives special education services, including speech and OT.  The school is handling her behaviors but mom needs help at home.  The child is biting, hitting, screaming.  Mom has tried putting her in time-out but the child just tells mom to shut-up.  Mom is not connected with any other resources.  CC asked mom if she was interested in a parenting education program.  Mom is.  She is available in the afternoons and she has transportation.  CC will research any available resources and follow up.  CC asked mom if she was interested in family counseling.  Mom is.  CC referred her to BHP.  Mom will call.  CC asked mom if she was interested in written materials on behavior management.  Mom is.  CC sent out the materials.  Mom prefers to read in English.  

Interview: only went to one therapy appointment, and because of schedule could not continue

Parent or family therapy: Mom stated her son has been having difficulty focusing and sitting still.  Child is in 1st grade and does well academically.  Mom also shared that they have been going through recent family changes and stressors.  Mom said child's step dad and 2 year old sibling also live in the home.  CC gave Mom the number for FSW and also informed Mom about a Child Guidance Clinic in her town.  Mom would like to try Child Guidance Clinic in her town first and CC referred her to the Clinic in her town.  

Interview:  Attending both parenting classes and classes for child-parent at the Yale Child Study Center.  “Definitely has stemmed from classes, I am more consistent with discipline, we have learned about the “T-spot” in which a child can only read and write after you take all the toys out of his room for a short time. This has helped him learn about earning things, responsibility and values.  Our daily life has improved, less yelling and arguing.”  “We are developing a plan for co-parenting between his biological father and I; we are also taking parenting classes to learn appropriate ways to discipline Larry.”[SAME AS ABOVE IN TEXT]

Mental Health Services: CC asked mom if she was interested in any in- home services, such as IICAPS. Mom stated she has never heard of them and she was very interested. Mom told CC her son’s psychiatrist suggested she put him in an Attachment Institute in MA which mom would have to pay $1,000 out of pocket. Then her insurance would pay 70% of cost after that which meant mom would pay $450/week for 10-12 weeks.

Interview: “Sam’s Children helped me out a lot, Branden is at the Joshua Center now, but they were able to help with the financial burden, I was really relieved because of that and the respite funding will be a huge help when it comes through for afterschool programs or summer camp possibly.”  All of these services; Make it a lot easier for me; I have a better outlook now and a better relationship with Branden since the call.”

Below are excerpts from the case notes that were coded under “Respond to family crisis” and qualitative data from corresponding interview with the parent. 

Sensitive and responsive to family stress on children: 
CC called and spoke with mom. CC explained a referral came in that mom was looking for parenting support and education. Mom agreed that she was looking for resources. Mom stated that she doesn’t have a lot of patience and needs help parenting her 2 children. CC asked mom if she felt overwhelmed and mom stated she wasn’t but feels she can't teach her children because she doesn’t have patience. CC clarified with mom if she was looking for someone to go into the home to work with mom on parenting skills or if she was just looking for a daycare environment. Mom stated she wanted someone to go into the home or she would go to them for parenting education.

Interview: Not eligible for services; not connected to services; believed CDI should help families besides those with serious disabilities.[IS THIS CORRECT/ WERE NO SERVICES OFFERED?]

Connect families to services in the community such as Husky Health: Family is involved with DCF voluntary services; Mom was transferred from 211 because she currently does not have insurance for her daughter and she needs to have her daughters ears flushed because her daughter is in pain. CC asked mom if 211 gave her resources for clinics in her area that would see her daughter without insurance. Mom stated no they just transferred her. CC explained to mom that 211 can help with things like this in the future but CC will help her instead of transferring her back over.

Interview: “Gave me a lot of information that I didn’t know before.” “Before, I would feel very, very depressed because I did not know where I can go to get help. Now I know where to go. I used to be crying, crying, all the time. I did not know where to go…Even the school, go to the meetings, and they don’t do anything to help you.” “Sometimes when with kid who has multiple problems, you don’t know the services they have- Called Jessica and she gave me a lot of information.”
Below are excerpts from the case notes that were coded under “recognize and respond to early signs of abuse and neglect” and qualitative data from corresponding interview with the parent. 

Parents acknowledgement of issue; family/relationship stressor: CC called and spoke with mom. CC asked mom if she received the packet of resources and mom stated the only thing she received was from Husky. Mom explained that DDS connected her with DCF voluntary services for help because she can no longer care for her daughter and needs more help.

Interview: Mom did get connected to services but it was through DDS and she has yet to fill out the application for respite and for a grant to help her with respite care that CC sent out to her, but plans on doing it at some point.
The pediatrician of this child called CDI explaining that the mother of the child was in need of parenting support. The pediatrician stated mom is overwhelmed because she is a single mom who doesn’t work and has other children. The doctor says that the child’s grandmother does help sometimes but that was it. She said mom is not eligible for home visiting but in need of someone to either go in the home and teach mom about safety, development and parenting education or a program in her area that may help.

Interview: Mom reported that she did not get any services through the packet (sent by Infoline) due to the fact that there was nothing available for her locally (also noted by CC in case notes) and that since her son had no need for special services he was not eligible for anything that she (CC) found in terms of daycare aid etc.
Family is experiencing extreme difficulties but there is no sign of imminent harm or danger to family members:  CC also explained the Medical Home Initiative and asked mom if she would like CC to send them the referral or if mom would like to contact them directly. Mom stated she would call them directly.CC asked mom what other services she is receiving or agencies she is connected with and mom stated her son just finished the program with IICAPS and was in the process of being referred to a care coordinator through them. Mom also stated her son received EDT through The Boys and Girls Village in Milford.

Interview: Mom says that CDI was able to get her connected and, more importantly, the information she needed:“They mailed me the whole package I needed; I sent some stuff out and now have a goal plan and have a lawyer.”Also shared that she is involved with Medical Care Initiative that provides in home care coordinators on a need basis and that the service will stay with her until [child] is 18 years old. She stated that she is completing the respite application process that was sent to her by CDI and that the lawyer she now has was referred to her by legal aid services that CDI also connected her to.  Mom went on to state that:  “It’s not CDI’s fault but the services just aren’t out there.  And if they are they take too long.  Caleb needs further testing and I still don’t know where to get it.”

II ASQ overview

Themes in the 33 cases that mentioned parental ASQ involvement or receiving ASQ from CDI included: parental reassurance and alleviation of developmental concerns, heightened awareness of developmental tracking, increased communication, and strengthening parenting, and parent education via activities and ideas for developmental stages. Below quotes from family interviews illustrate these themes. 
· “Definitely, my husband and I are much more confident, aren’t afraid and fueling on the feeling of fear, …our mental well-being, and not calling a doctor a hundred times a day if we thought something was wrong.” 

· You know where your child should be and where they are by the questions and results – in relation to other kids. I’ve been able to recognize that he is not behind but also not real athletic and able to enroll him on my own in gym classes to help him along. I would not have done that if I didn’t recognize where he was.
· “Now she is going through the terrible two’s, they just sent me some info on temper tantrums (ASQ) which is helpful since I marked that as a concern on the last questionnaire I sent back.”

· “ASQ “allowed us to communicate and now he knows that ‘Mommy doesn’t always understand me,’ and so he gestures to me and now I know what he needs too.” 

· “Love it…you see their little brains working as they do the activities that come in the pamphlets, and they are really fun! The children think it’s a game…the way they ask the questions it gives you ways to see their abilities.” 
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