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The first recommendation from “Helping Ohio’s Children: Understanding the Impact of Early Childhood Mental Health Services” (2005) called for the creation of logic models for programs so that they can be evaluated and replicated.  Logic models are used to understand how programmatic inputs and processes impact programmatic outputs and outcomes. However they can be much more useful than just examining this information.  An intensive logic model creation process also permits the examination of the program’s theoretical framework and how their core clinical factors produce changes in their clients.  Examining outputs and outcomes permits the confirmation that a program works, but unless there is a link between the outcomes/outputs and the program’s change processes, no one can be assured that the changes are the result of the program’s interventions.

Logic model implementation enables providers to understand what changes their program produce, be able to explain how the program produces those changes within clients, be able to hold clinicians responsible for delivering services in a manner consistent to their program model, and determine when to make changes to their theoretical framework, model and interventions to produce more significant levels of change.  Delineating programs in such a manner ensures the evaluation of the product and eases the replication of efficacious programs. 

Ohio has created a logic model creation process and has delineated what primary information needs to be collected and monitored to assure that services are delivered in a manner that confirms to their services logic model.  This forms the basic architectural foundation upon which future work should be built.

The logic model creation process has permitted the state to implement a number of recommended next steps from “Helping Ohio’s Children: Understanding the Impact of Early Childhood Mental Health Services”

· Services are much closer to being defined in a manner that would permit replication.  Steps to assure this are listed below.  

· Outcomes will be examined for both categorical (clinical) and statistical significance.  

· Client functioning is being examined in all Child/Family Focused services: an exact count of children being maintained in their early childhood setting will be available.

· Engagement rates for all Child/Family Focused services will be available and the reasons for cases not being opened will be tracked.

· The teacher’s perspective of the child’s behavior is included as an outcome for all Child/Family Focused services, and if the next steps mentioned below are implemented, the teacher’s perspective would be captured as they examine their work in the classroom as well.
· Key outcome and output measures have been created. For a full description, examine the attached “Logic Model Application.”
Next Steps
1. Programs will need to be equipped to collect all of this information in a structured manner. Information will now be collected individually and will have to be assimilated consistently.  Different levels of data reporting competence exist throughout the state.  Processes will have to be implemented so that this data can be collected.  Programs will have to be supported in this data collection process.

2. Additional resources will have to be made available to the Office of Children’s Services and Prevention so that a comprehensive analysis of this data can be made.  Complex statistical analyses can be made when the reporting processes are implemented and much information about program effectiveness will be available, but it will have to be mined from different sources of information.

3. Using the satisfaction surveys submitted by parents, classroom teachers, program staff and administrators, an initial analysis can be made around model fidelity across programs.  Fidelity information can currently be collected and examined by linking specific satisfaction survey answers and correlating them to Bertacchi’s (1996) five principles that provide the context for relationship based work as referred to in the Georgetown model,   As an example, in the staff satisfaction survey, questions 2, 3, 4, and 5 all represent different components of what Bertacchi defined as “respect for the person” (p. 11); questions 6 and 8 relate to Bertachhi’s definition of “sensitivity to context” (p.11); and question10 relates to Bertacchi’s definition of “mutuality of shared goals” (p.12).  When the year’s results are examined, they should be linked to domains such as this.  It both validates the services and drives these values through programs.  As the year comes to a close, additional or different satisfaction questions could be created if desired.  This could permit a closer correlation between outcomes and program models.
4. Key practice measures could be constructed using Georgetown University Center for Child and Human Development’s published delineation of consultation services in Promotion of Mental Health and Prevention of Mental and Behavioral Disorders, 2005 Series, Volume 1, titled Early Childhood Mental Health Consultation as a backdrop.  Their model has a number of key components that could be behaviorally defined and cases could be evaluated to confirm that these practices were used. These include the use of careful observation, implementing strategies that enhance learning, confirming that child development was promoted positively, communication with parents happened regularly and further consultation was sought when necessary.  A group of program staff from across the state could be formed and they could determine what are the most important ten to twenty features of the Georgetown model and information around these practices would be collected.  It is important to recognize that, as mentioned above, some of these factors already have information being collected about them.
5. A classroom evaluation needs to be agreed upon and then implemented across programs.  This current program evaluation process requires that all programmatic mental health consultation services include a center and a classroom assessment, and information about compliance is being collected.  However, programs are using different center and classroom assessments.  This should be, if possible, limited.  In an ideal world all programs would use the same assessment process so similar information can be collected.  Although it would be less than ideal, two or three classroom assessments should be agreed upon and their use insisted upon.  One example of a classroom assessment would be the CLASS: Classroom Assessment Scoring System (Pianta, La Paro and Hamre) which is being used in other educational settings throughout the state.  It may not be necessary to complete the whole CLASS.  It has some components that are more related to this work than others.  The assessment has three major domains and ten sub domains within the major three.  The sub domains that might be of most interest as outcome measures would be Positive Climate, Negative Climate, Teacher Sensitivity, Regard for Student Perspectives and Behavioral Management.  Although the CLASS is completed by an observer, it could be used in more of a collegial fashion in which individual teacher perspective could be collected through some form of self-evaluation and then observation could take place around the domains which the teacher sees as problematic.   Although this would be a little weaker as an outcome measure when used in this manner, it might reduce the possible anxiety that program staff experience when observed.  Outcomes would then be collected around specific teacher concerns instead of global areas.  Another example of a classroom assessment is the Devereux Early Childhood Assessment Reflective Checklist.  The checklist permits the assessment of the classroom environment, daily programming, activities and experiences within the classroom, supportive interactions and how the teacher interacts with the parent.  The checklist could be used as a pretest-post test by collecting the scores before consultation and after consultation.
6. If possible, hours of service and trainings should be collected.  Currently numbers of sessions and trainings are collected.  If possible, hours should be collected.  This would enable dosage levels across programs to be examined.  If fidelity measures and outcomes are monitored and dosage amounts are collected, then cost effectiveness can be analyzed, and cross program effectiveness can be assessed.
7. The last recommendation is also probably the most expensive.  If long term follow-up and even re-assessment were possible for especially the children who participate in Child/Family Focused services or Kindergarten performance could be examined for participants, long term outcomes could be assessed.  However, not only is this expensive and time consuming, it limits resources being used for direct services.  Yet if long term effectiveness could be ascertained, early childhood mental health service providers would have a stronger voice when asserting the need for these services.
Hurdles

1.  Revenue streams: finding funds for mental health services can be difficult enough throughout the state.  Although currently there is recognition of the need for mental health services and a greater willingness to fund these services, the great demand for services across the board produces limited available funding.  Early Childhood Mental Health Consultation Services compete for funding not only with other childhood mental health services but adult mental health services as well, and this doesn’t  take into consideration all of the other funding competitors at the State, Federal and Local levels.
2. Work load: in this era of productivity requirements and substantial paperwork responsibilities, the collection of outcomes, output measures and fidelity processes can be seen by both program staff and program administrators as “unfunded mandates.”  However, information is the greatest weapon in the battle for funding mentioned above.  Information about the effectiveness of services helps ensure that the services continue.
Using Logic Model applications, the foundation for examining the effectiveness of Early Childhood Mental Health Services is now in place.  A great deal of information will be available in July 2008.  Correlates between program processes and outcomes will be available.   With some additional work around some programmatic constructs, fidelity to the “Georgetown Model” can be measured.  This will facilitate linking key practices to outcomes—thus confirming underlying change theories and permitting programs to be held to an “effective practice” standard.
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