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Executive Summary
Project Goals and Objectives
The Florida Department of Children and Families (DCF) was awarded a five-year Project
LAUNCH grant spanning October 2012 through September 2017. The purpose of Florida Project
LAUNCH is to promote the wellness of young children from birth to age eight and their families,
specifically those living with or at risk of substance abuse. The project is designed to achieve the
intended goals through activities at the state level and targeted interventions at the local,
community level in Pinellas County, Florida focused on five high-need zip codes, known as the
Lealman community and its surrounding area. Florida Project LAUNCH is being implemented
through a partnership with the Florida DCF, Substance Abuse and Mental Health state and local
program offices, the Florida Department of Health, and local contracted service providers in
Pinellas County. Additionally, a state level and a local level young child wellness council were
formed to provide oversight, parent and community engagement, and assist with developing,
adapting and carrying out the project’s state and local strategic plans.
The community-level project strategies are focused on improving the infrastructure in
which services are provided and increasing the availability and accessibility of evidence-based and
culturally appropriate screening, assessment, referral and intervention for families in need. Early
childhood service providers within the Lealman, Pinellas County community have been contracted
by the Florida DCF to implement the five Florida Project LAUNCH prevention and promotion
strategies. The integration of behavioral health care into primary care settings is being
implemented by Suncoast Center, Inc. in cooperation with the Community Health Centers of
Pinellas (CHCP) through co-location of licensed clinical social workers (LCSWs) and a case
manager in the health care center and promotion of the use of developmental and mental health
screenings and referrals by the medical professionals. The Teaching Pyramid, Positive Behavior
Support (PBS) model is being implemented by Early Learning Coalition of Pinellas (ELC) with
early childhood care providers in the community of focus with mental health consultation available
by a Suncoast Center LCSW. Healthy Start of Pinellas expanded their Parents as Teachers, Plus
(PAT+) home visiting program for parents and expectant parents dealing with substance abuse
into the Lealman community. Operation PAR provides family strengthening and parent skills
training through the community-based Nurturing Parenting Program (NPP) curriculum. Screening,
assessment, and referral to external mental health related services are being implemented by all
5

providers by emphasizing the consistent use of screening for domestic violence, depression,
substance abuse, stress, and protective factors with parents and expectant parents, and screening
for developmental, social, emotional, and behavioral concerns with children.
The state-level activities are intended to support the local efforts and broaden the project’s
impact statewide by achieving the four goals outlined in the state-level strategic plan. These goals
are to: (1) Increase access to screening, assessment, and referral to appropriate services and
resources for young children and their families, (2) Ensure advocacy and meaningful engagement
of families at all levels of services provision, (3) Build an early childhood workforce development
infrastructure that promotes collaborative training, and (4) Establish a multi-agency collaborative
to improve the well-being of young children and their families.
Evaluation Purpose, Approach, and Methods
The evaluation of Florida Project LAUNCH is being carried out by the University of South
Florida, Louis de la Parte Florida Mental Health Institute, Department of Child and Family Studies
under contract with the Florida Department of Children and Families. This annual evaluation
report is focused on Year 3 activities of the project occurring between October 1, 2014 and
September 30, 2015 and cumulative and longitudinal service outcome data representing the first
three years of the grant.
The purpose of the evaluation is to provide data for decision making by the state and local
councils, inform future project development through reports to the multi-site evaluation, and
provide required information to the Substance Abuse and Mental Health Services Administration
(SAMHSA) for accountability on progress in achieving project goals, objectives, and outcomes.
The evaluation design utilizes a participatory, mixed-method approach that is intended to inform
local, state, and federal stakeholders about successes, challenges, and recommendations for
improvement in meeting project goals. The evaluation questions and methods are guided by the
goals, strategies, activities, and intended outcomes that are outlined in the project’s state and local
strategic plans.
The evaluation consists of two primary components: (1) a process evaluation that assesses
implementation, fidelity, capacity, sustainability, integration, collaboration, stakeholder
engagement and satisfaction at the state and local system and service levels, and (2) an outcome
evaluation that assesses the degree to which the intended child, family, provider, and system level
outcomes have been achieved.
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Summary of Findings
State and local system implementation process and outcomes. Year 3 accomplishments
at the state level were improved partner relationships, increased project participation, and
increased parent engagement. In addition, collaboration with state-level initiatives including the
system of care grant, Help Me Grow, and state-level council member agencies were seen as
facilitators. A renewed partnership with the Department of Health was also reported. Regarding
the state council, while membership has experienced some inconsistencies, a change to the
structure of the workgroups so that they are facilitated by a council member instead of project
leadership was viewed as a positive step toward strengthening the effectiveness of the council.
Local accomplishments were consistent with the state level and included parent
engagement, improved relationships, and a greater integration and partnership among service
providers. The value of supporting and maximizing the impact of local initiatives such as Adopt a
Block was emphasized by local stakeholders. Another significant accomplishment during Year 3
was the completion of LAUNCH funded trainings in the community for parents, educators and
service providers. Seven trainings were provided - three related to trauma-based care for children,
two on motivational interviewing, a Nurturing Parenting Program train the trainer three day
workshop, and a Healing Hearts training for parents.
Facilitators of the accomplishments were strong reciprocal communication between local
project leadership and the local council, having a variety of community agencies involved with
the project, and parent involvement.
Concerning challenges at the local level, the change in local project leadership was
identified due to the learning and adjustments that occur with any leadership change. Limitations
to local level decision-making processes were also seen as a barrier and stakeholders had limited
knowledge about the availability of technical assistance to support project activities.
State and local system collaboration. The Wilder Collaboration Factors Inventory has
been completed by state and local level project stakeholders annually, Years 1, 2 and 3. Mean
ratings at the state level across all domains across the three years were in the borderline range (3.0
and 3.9). The domains of Characteristics and Purpose showed a slight increase and the domains
of Environment, Process & Structure, Communication, and Resources observed decreased ratings.
The Purpose domain was rated the strongest at the state level for Year 3 and Resources was rated
the lowest.
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All mean scores at the local level across all domains across the three years were also in the
borderline range, with the exception of Resources, which was rated as an area of concern in Year
1 and had slightly increased into the low borderline range for Year 2 and 3. Results indicated that
overall local-level stakeholders rated each domain of collaboration more favorably in Year 3
compared to Year 1 and 2. The Membership Characteristics domain was viewed as the most
favorable at the local level and had the highest average score in Year 3. Resources had the lowest
rating in Year 3 (and Year 1 and 2). While differences in responses across the three years were
observed at the state and local level, an examination of the differences between mean scores on all
domains across the years revealed no statistically significant findings.
Based on the Year 3 results there is room for improvement concerning stakeholder
collaboration considering all ratings were within the borderline range. It is suggested that factors
and domains rated in the high borderline range should be maximized in Year 4 and factors in the
lower range should be discussed to determine what strategies might be utilized to improve
collaboration.
Service implementation process and outcomes. The integration of behavioral health
services into primary care strategy experienced a change in the primary contracted provider in
Year 3 from the primary care setting (CHCP) to Suncoast Center, the behavioral health provider.
The LCSW and case management services continue to be co-located at the health center and have
had the benefit of consistency of one of the LCSW staff working onsite at the primary care setting
across the three years of implementation. Reportedly, the change in contract has lessened the
degree of integration, primarily related to the sharing of records and ease of communication
between behavioral health and primary care staff. A benefit of the change has been the flexibility
to provide services in-home when needed.
Of the children served by the integration strategy the majority were screened using the
Ages & Stages Questionnaires (ASQ-3), with a small percentage screened using the Ages & Stages
Questionnaires: Social Emotional (ASQ:SE). The majority of children who were screened using
the ASQ-3 and ASQ:SE were identified as being on schedule developmentally. Of those children
who were found to be in need of monitoring or further assessment, there was a higher percentage
of boys than girls. Most of the children referred for external mental health related services based
on screening or assessment were reported to have received the service. A minority of the parents
and caregivers served by this strategy received a screening for depression (27%) or perinatal
8

depression (20%). Of those screened, more than half were identified as in need of referral for
external services or in need of monitoring.
Teaching Pyramid, PBS training and coaching have been conducted with four cohorts of
early childhood care providers during Year 1 through Year 3, impacting 76 classrooms. Of the
three cohorts that completed pre and post Teaching Pyramid Observation Tool (TPOT) measures,
overall scores increased for all cohorts. Provider training data indicates that a majority of providers
demonstrated an increase in knowledge of maintenance of high knowledge for all four cohorts.
An unduplicated count of children served in Teaching Pyramid, PBS trained classrooms is
not available. Individual child-level data is based on children served in those classrooms who were
screened through the Project LAUNCH program. Across the four cohorts, there were 373 children
reported as being screened between July 2013 and September 2015. The ASQ-3 was used to screen
299 children across all cohorts. Of those who were screened, 72% were considered to be
developmentally on schedule, 19% were identified in need of being monitored, and almost 10%
were identified as in need of further assessment. There were slightly higher proportions of girls
than boys identified as being within the expected range, more boys (61%) than girls (39%) in need
of being monitored, and more boys (72%) compared to girls (29%) identified as needing further
assessment.
The PAT+, home visiting program has served 36 parents and 34 children during Years 1
through 3 of the project. Services were initiated between March 2012 and August 2014. Twenty
of these families received services through PAT+ during Year 3, and 11 were still in the program
at the end of Year 3. The average length of service for parents whose service had ended for any
reason was 13 months, ranging from one month to 36 months. Most children served by the program
were involved with the child welfare system (81%). The majority (68%) of the children who
received PAT+ services were screened using the ASQ-3, and the ASQ:SE (53%). No
developmental delays were suspected in any of the screened children. The majority (78%) of
caregivers served by PAT+ were screened for postnatal depression and perceived stress, at least
once, and about half (42%) were assessed using the IT-HOME, at least once. For parents assessed
more than once for postnatal depression, perceived stress, and the IT-HOME, no significant
differences were observed between the first and second administration.
Five Nurturing Parenting Program (NPP) groups were initiated by Operation PAR as part
of Project LAUNCH during Years 2 and 3, consisting of 30 parent/caregiver participants. Of the
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initiated groups, three groups completed service, one group did not continue due to lack of
attendance, and one group was still in process at the end of Year 3. For caregivers who completed
the Protective factors Survey before they started the program (n = 26), the average score was
106.65. For caregivers who completed the PFS after they finished the program (n = 11) the average
score was similar (107.00). Possible total assessment scores can range from 20 to 140. Higher
scores indicate a higher level of family functioning/resiliency. For those participants who were
assessed twice (n = 11), no significant difference was observed on the total scores before and after
participation in the program.

Recommendations
Based on Year 3 findings presented in this annual evaluation report, the evaluation team
offers the following recommendations to Florida Project LAUNCH leadership and council
members.

 Continue to provide support to contracted providers and parent advocates to encourage
the participation of parents of young children as members of the local and state young
child wellness councils.

 Ensure that contracted service providers and council members are aware of how to
request and gain access to technical assistance available through Project LAUNCH.

 Articulate a process for local project decision making that is shared with local council
members and contracted providers.

 The contracted service providers should increase the consistent use of screenings for
development (ASQ-3) and social-emotional development (ASQ:SE) with children they
serve and the use of screenings for depression, domestic violence, and substance abuse
with parents and caregivers of young children.
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Florida Project LAUNCH Logic Model
The theory of change for Florida Project LAUNCH is represented in the logic model shown
below in Figure 1 that summarizes the linkages between the context, goals, strategies, outputs, and
outcomes. Florida’s Project LAUNCH intends to improve the well-being of young children and
their families in the Lealman community, and ultimately across Florida, by employing both system
change and service delivery strategies to increase coordination, accountability, cultural and
linguistic competence, family engagement, and quality of care, and to reduce disparities.

Figure 1. Florida Project LAUNCH Logic Model

11

Florida Project LAUNCH Overview
The Florida Department of Children and Families (DCF) was awarded a five-year Project
LAUNCH grant spanning October 2012 through September 2017. The purpose of Florida Project
LAUNCH is to promote the wellness of young children from birth to age eight and their families,
specifically those living with or at risk of substance abuse. The project is designed to achieve the
intended goals through activities at the state level and targeted interventions at the local,
community level in Pinellas County, Florida focused on five high-need zip codes, known as the
Lealman community and its surrounding area. Florida Project LAUNCH is being implemented
through a partnership with the Florida Department of Children and Families, Substance Abuse and
Mental Health state and local program offices, the Florida Department of Health, and local
contracted service providers in Pinellas County. Additionally, a state level and a local level young
child wellness council have been formed to provide oversight, parent and community engagement,
and assist with developing, adapting and carrying out the project’s state and local strategic plans.
Figure 2 depicts the organizational structure and partners responsible for carrying out the goals of
the project.
The local level system goals emphasize 1) inter-agency coordination and collaboration, 2)
data-based decision making that includes parent and family member input, and 3) reduction of
disparities through improved capacity to serve diverse families with young children in the Lealman
community. The state-level activities are intended to support the local efforts and broaden the
project’s impact statewide by achieving the four goals outlined in the state level strategic plan. The
state-level strategies emphasize 1) increasing access to screening, assessment, and referral to
appropriate services and resources for young children, 2) ensuring advocacy and meaningful
engagement of families at all levels of services provision, 3) building an early childhood workforce
development infrastructure that promotes collaborative training, and 4) establishing a multiagency collaborative to improve the well-being of young children and their families.
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Figure 2. Florida Project LAUNCH Organizational Structure
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Service level goals focus on the five strands of LAUNCH, including 1) increasing access
to evidence-based screening, assessment and referrals, 2) home visiting, 3) family strengthening,
4) integrating behavioral health services into primary care settings, and 5) providing mental health
consultation in early child care and education settings. Local providers have been contracted to
implement the service level strategies in partnership with the Florida Department of Children and
Families. The providers, corresponding LAUNCH strategy, population of focus, and services are
outlined in Table 1 below.
Table 1. Florida Project LAUNCH Strategies, Providers, and Services
LAUNCH
Strategy
Screening and
Assessment in a
Range of ChildServing Settings
Integration of
Behavioral Health
into Primary Care
Settings

Mental Health
Consultation in
Early Care and
Education

Florida Project LAUNCH Providers and Services
Provider
Population of
Enhanced Service
Focus
All
Children ages 0-8 Creating a seamless process for screening,
contracted
and their families assessment, and referral to reduce
providers
duplication; training of early childhood
listed below
professionals in the use of the ASQ:SE
Suncoast
Expectant parents Integration of behavioral health care into a
Center, Inc.
and parents of
primary care facility in the Lealman area
at CHCP
children ages 0-8 including referral by medical providers to
and their family
two co-located LCSWs; onsite case manager
members
to coordinate referrals to mental health and
related services; screening and assessment of
children and caregivers; and training on
behavioral health promotion, prevention, &
intervention.
Early
Early child care
Pyramid Model, Positive Behavior Support
Learning
providers of
(PBS) training and coaching; screening of
Coalition of
children ages 0-5 children in early education classrooms.
Pinellas
Addition of two PBS coaches in the Lealman
(ELC)
area.
Suncoast
Center, Inc.

Enhanced Home
Visiting through
Increased Focus
on Social and
Emotional Wellbeing
Family
Strengthening and
Parent Skills
Training

Healthy Start
of Pinellas

Operation
PAR

Expectant
mothers/parents
who have
substance use
disorders, with
children ages 0-3
Parents of
children ages 0-8

Mental Health Consultation by LCSW with
early child care providers in coordination
with ELC PBS coaches.
Parents as Teachers Plus (PAT+) in-home
visiting program with parent educators,
mental health counselor, and nurse;
screening and assessment of parents and
children. Addition of two parent educators to
service the Lealman area.
Parent education in the Lealman area using
the community-based Nurturing Parenting
Program. Screening and assessment of
parent/caregiver participants. Addition of one
coordinator.
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Evaluation Approach and Methods
The Florida Project LAUNCH local evaluation is being carried out by the University of
South Florida, Louis de la Parte Florida Mental Health Institute, Department of Child and Family
Studies under contract with the Florida Department of Children and Families. This annual
evaluation report covers Year 3 activities of the project occurring between October 1, 2014 and
September 30, 2015 including findings based on activities across the three years of the grant when
relevant.
The evaluation aims to assess implementation, effectiveness, and outcomes of activities
and programs provided by Project LAUNCH at state and local levels, and to assess changes in
service access, use, and outcome disparities for the population of focus. The evaluation also aims
to identify underlying assumptions about the linkages between activities and outcomes and will
employ methods that define and measure these assumptions as they are described in the initiative’s
logic model shown above.

Purpose of the Evaluation
The purpose of the evaluation is to provide data for decision making by State and Local Young
Child Wellness Councils, inform future project development through reports to the multi-site
evaluation, and provide required information to SAMHSA for accountability on progress in
achieving project goals, objectives, and outcomes. The evaluation objectives are based on the
project goals, strategies, and activities outlined in the local and state strategic plans, which focus
on both system level and service level changes as described above.
The evaluation team utilizes a participatory, mixed method approach intended to inform
local, state, and federal stakeholders about successes, areas of needed improvement, and
recommendations for improving implementation. The evaluation team collaborates with Project
LAUNCH stakeholders on evaluation planning and implementation through participating in
Young Child Wellness Council meetings, project planning meetings, gathering feedback on data
collection and database development procedures, and examining and interpreting evaluation
findings with stakeholder input.
The evaluation consists of two primary components: 1) a process evaluation that is
assessing the planning and implementation activities, strategies, and outputs, collaboration among
stakeholders, and intervention and practice fidelity, and providing ongoing feedback to project
15

leadership on progress and challenges, and 2) an outcome evaluation that is assessing the
achievement of key child, family, provider, and system level project outcomes. While the
evaluation methodologies of each component are described below, it is with the understanding that
evaluation activities will continue to be guided by input from State and Local Young Child
Wellness Councils and project leadership. Adaptations will be made to the plan in response to
stakeholder input and changes to strategic plan strategies and activities, as needed.

Process Evaluation Approach
Evaluation of the implementation processes used to carry out and sustain Florida Project
LAUNCH system and service delivery change efforts is being completed over the course of the
grant and is guided by the project’s logic model and strategic plan. The process evaluation is
assessing activities and strategies at three primary levels – state system, local system, and local
service delivery focused on the key domains of – implementation and practice fidelity, capacity,
sustainability, collaboration and integration, family/stakeholder engagement and participation, and
service satisfaction. Data and findings obtained through the process evaluation will be used both
formatively as part of a continuous quality improvement strategy and summatively to assess the
extent to which activities and outputs were carried out as intended. The process evaluation
questions, measures, study design, and data sources are outlined in Appendix A. These methods
are intended to be responsive to the needs of the project and will be adapted as needed based on
evaluation findings, strategic planning, and stakeholder input.

Process Evaluation Data Sources and Methods
The process evaluation utilizes a mixed-methods approach to assess activities and outputs
at the three levels described above – state system, local system, and local service delivery. This
approach combines the use of qualitative and quantitative methods and as indicated in Appendix
A, the data methods and sources will be used to answer multiple research questions across
domains. Listed below are descriptions of the key data sources and methods.
Cross-site evaluation (CSE) surveys. The evaluation utilizes data collected through the
CSE system and services surveys for the process and outcome evaluation. The CSE system surveys
are administered with the state and local coordinator on an annual basis and the services surveys
are completed with contracted service providers on a semi-annual basis. The CSE Community and
16

State Level Measures surveys have been amended by the local evaluation team with open-ended
questions to gather more information concerning implementation, program outreach,
sustainability, and collaboration. Two CSE service surveys are used for the process and outcome
components of the evaluation. The Mental Health Related Services in Early Education and Care
Settings (Serving Pre-school Aged Children) is used to assess process and outcomes related to the
implementation of the Pyramid Model and the LAUNCH Funded Direct Services Survey is used
to assess Parents as Teachers-plus, Nurturing Parenting Program, and the Integration of Behavioral
Health Services in Primary Care Settings. Data on the CSE system and service surveys that are a
part of the TRAC indicators are collected from providers on a quarterly basis, to include Workforce
Development, Partnership/Collaborations, Accountability, Types/Targets of Practice, Screening,
and Referral.
Implementation process and capacity survey. The implementation process and capacity
survey is based on an instrument that was developed by the USF evaluation team for other largescale system change evaluations. The instrument includes key factors that are believed to have an
impact on successful implementation of system-wide and service level changes and are consistent
with the implementation drivers outlined by The National Implementation Research Network
(NIRN) (Fixsen, D.L. et al., 2005). The domains on the measure include implementation process,
leadership, environment, stakeholder involvement, data systems and use of data, service system
capacity and integration, and stakeholder satisfaction. The survey uses open-ended questions to
assess each domain. The survey is being administered on an annual basis with state and local
project leadership, council members and service providers.
Wilder collaboration factors inventory. The primary method used to assess system
collaboration at the state and local level is The Wilder Collaboration Factors Inventory
(Mattessich, Murray-Close, & Monsey, 2001). The Wilder is administered with state and local
council Members, local Project LAUNCH providers, and project leadership. The Wilder Inventory
consists of 40 Likert-scaled items organized into six domains (and 20 factors) that influence
successful collaboration including:






Environment (history and legitimacy of collaboration, social and political climate),
Membership Characteristics (respect, trust, cross-section membership, compromise),
Process and Structure (shared commitment and participation, flexibility, clear roles,
adaptability, appropriate pace),
Communication (openness and frequency, relationships),
Purpose (attainable goals, shared vision, unique purpose) and
17



Resources (sufficient funds, staff, and time, and skilled leadership).
Three open-ended questions were added at the end of the survey to elicit information

concerning facilitators, challenges, and additional feedback relevant to collaborative efforts in
Florida Project LAUNCH. The Wilder Inventory is being administered with project stakeholders
via email using Qualtrics, a web-based survey software system, beginning at baseline in Year 1
and on an annual basis during Years 2 through 5.
Observation. Observational data serves as an important source of information for all
domains of the process evaluation. Evaluation team members participate in state and local project
planning meetings, council meetings, and local service provider meetings to observe and document
the planning, decision making, and implementation processes and activities. An observation
protocol is used to guide the documentation and is based on the key domains of the process
evaluation - system implementation fidelity, system implementation capacity/sustainability,
system collaboration and integration, family/stakeholder engagement, practice fidelity, practice
capacity/sustainability, and service satisfaction.
Document review. Document review is used to assess all system and service delivery
domains of the process evaluation. The evaluation team collects documents relevant documents
from the state PD, local coordinator and service providers on an ongoing basis. Documents include
council meeting agendas, minutes, and products, training documentation, documentation of
completed activities and outputs identified on the strategic plan, provider materials such as
organizational charts, staffing structures, program policies, procedures, and manuals, practice
fidelity documentation including training and certification agendas, participant lists, surveys,
fidelity checklists and processes, and participant satisfaction surveys. It is expected that the state
PD and local coordinator will maintain council and strategic plan documentation throughout the
duration of the project and submit to the evaluation team on a regular basis but no less frequently
than quarterly. The project providers will maintain and submit the organizational, service fidelity,
and satisfaction documents.
Continuous quality improvement. The project’s logic model and strategic plan are used
to guide quality improvement processes that include feedback on implementation fidelity and
capacity at the system and service level, collaboration and integration, family and stakeholder
engagement, service satisfaction, service screening, referral, assessment, access, and usage,
including any disparities and child and family outcomes. The evaluation team provides technical
18

assistance as needed with Project LAUNCH local and state leadership, service providers, and
program staff to ensure all required data is being collected as intended. The evaluation team
reviews data and findings with service provider leadership staff, the state PD and local coordinator,
and local council on a quarterly basis to assess progress, strengths, barriers and efforts to overcome
these barriers. Evaluation findings are reviewed with the state council on a semi-annual basis with
ad hoc presentations of findings as needed to assist with the implementation process and outcome
achievement. Data and evaluation feedback that are presented to the council and project leadership
provide an overview and are topical based on the stage of implementation, council and project data
needs, available findings, and are determined in collaboration with project leadership and council
members.

Outcome Evaluation Approach, Data Sources and Methods
The outcome evaluation assesses the overall impact of Florida Project LAUNCH and
examines outcomes for the population of focus. The assessment of outcomes is being carried out
at three levels, including child and family level, provider level, and system level, and focuses on
key domains, such as child well-being and developmental status, parental stress and parenting
strategies, access to services and service delivery, and skill improvement in the professional
workforce. Data obtained through the outcome evaluation will be used to examine program impact
and individual outcomes. Findings related to short-term outcomes will be used to inform policy
makers and providers regarding service delivery and program enhancement. Disparities in access
and use of services are being assessed through analysis of differences by race, ethnicity, language,
and gender of children and families being served through the project. In addition, the demographic
characteristics of recipients are being compared to the demographic characteristics of the
population within the community of focus.
The outcome evaluation questions and information that will be collected are outlined in
Appendix B. Measures and methods that are proposed were developed with the understanding that
the evaluation plan will continue to be guided and adapted as needed in by input from state and
local young child wellness councils and leadership, provider and system capacities, and
programmatic changes.
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A longitudinal study pre-experimental design with at least two time points of measurement
and no comparison group, as described in Appendix B, is being used for most measures. Child
demographic characteristics and child diagnoses are included as covariates.
Data Analysis and Management
Content analysis using a grounded theory approach is conducted with all qualitative data
including project documents, observation protocols, and open-ended survey responses. Analysis
includes coding followed by identification of common themes that are relevant to the
implementation process and outputs. The key domains derived from the evaluation questions of
the evaluation are used by evaluation team members to code and organize the data, while also
identifying important emerging variables, gaps, and disconfirming data. The evaluation team uses
ATLAS.ti, qualitative data analysis software or hand coding of documents dependent upon the
type and amount of data to be analyzed. Each document is coded by at least one team member
and themes are compared across documents with other team members to confirm or disconfirm
themes. Quantitative process evaluation data are imported into Microsoft Excel or SPSS software
for data management and statistical analysis.
Statistical analyses for the outcome evaluation include repeated measures analysis of
variance (ANOVA) and logistic regression. All continuous outcome variables (e.g., measure
scores, the number of services) that are measured at least two times are analyzed using repeated
measures ANOVA. This analytic technique is useful for any research question that addresses the
comparison between pre and post data, such as the score on a functioning/resiliency measure or
the number of services received. Repeated measures ANOVA also allows for inclusion of a nonrepeated factor, such as age and gender and therefore considers the effect of factors such as
demographic characteristics.
For research questions that focus on comparison of proportions (e.g., proportions of parent
who were screened and referred to services) by a factor, such as gender or race/ethnicity chi-square
analysis is conducted. Race/ethnicity data on children and family members served are regularly
reviewed and compared to the known characteristics of the community of focus. Where there are
disparities in the proportion of a given racial/ethnic group in a LAUNCH service, this serves as a
flag to evaluate or reevaluate the screening, referral, outreach and engagement strategies
conducted. Program data are reviewed with the council and provider staff on a quarterly basis. Any
systematic differences in outcome data that are detected will be reported to the state and local
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council for adjustments in service coordination, training, parent engagement, and fidelity
processes.
Finally, logistic regression is used to analyze dichotomized outcomes (e.g., whether
services were provided or not). Multivariate analyses are conducted to examine the effect of age
and race/ethnicity on child and family outcomes. Outcome data are compared with findings of the
process evaluation in order to develop conclusions and recommendations. All data is deidentified of personal information prior to analysis and findings are presented in a manner that
ensures the confidentiality of evaluation participants and respondents. Electronic documents
containing identifying information are password protected and stored on a secure drive accessible
only to evaluation staff. Hard copies of documents are kept in locked filing cabinets when not in
active use.

Findings
State and Local Systems Change
This section describes the implementation activities during Year 3 of the grant that are
intended to move the project toward achieving the goals and objectives outlined in the strategic
plan. Data sources for this domain are the implementation process and capacity interviews
conducted with state and local project leadership and contracted service providers, the state and
community level cross-site evaluation system surveys, observation notes, training curriculum and
participant surveys, and correspondence between project leadership and the young child wellness
councils.
Implementation process and accomplishments. This section covers the evaluation
questions related to key accomplishments at the state and local levels, leadership, environment,
stakeholder involvement, use of data, and service system capacity and integration.
State accomplishments. Year 3 accomplishments at the state level were improved
relationships, increased project participation, and increased parent engagement. Indicated in the
state level Cross-Site Evaluation survey, the following six activities were accomplished:





Increased awareness of child wellness
Used funds in an innovative manner (such as blended or pooled funding)
Increased integration of service systems (such as maternal and child health, primary care,
mental health, substance abuse, prevention/treatment)
Created partnerships among state level child-serving agencies, organizations, and
providers
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Influenced organizational or state policy affecting access to or delivery of services for
young children and families
Enhanced cultural competence of providers



Project stakeholders at the state level elaborated on their accomplishments by saying “we
have worked well with providers and partners to increase awareness of child wellness concerns,
particularly trauma and development.” Noted achievements were merging the state workgroup
with System of Care, implementing and co-sponsoring trainings to improve awareness and
competence of school staff regarding children’s mental health needs, and funding data
administration improvements. Achievements in partnerships and collaborations were further
explained, “our partnerships with System of Care as well as our work with parent led organizations
like Federation of Families are resulting in more and better information and training on CLC
(cultural and linguistic competence) and other consumer needs.”
Results from the cross-site evaluation survey were consistent with the interview responses.
According to the survey response three major successes in Year 3 were – a renewed collaboration
with the Department of Health, increasing parent engagement, building relationships, and “finding
the right staff.” Based on the survey results there were six state level factors that facilitated
progress towards implementation. The six factors are:







Families are active participants on the State Council for Young Child Wellness (YCW)
Collaboration/cooperation from necessary state partners/stakeholders
Regular attendance by members at meetings of State Council on YCW
Stability in state level Project LAUNCH staff
Shared goals among state child-serving agencies
Program-specific priorities
Local accomplishments. An increase in parent engagement and improving relationships

was also accomplished at the local level. One interviewee stated, “at this point, compared to the
history in the last couple of years, us having two parents at the council meeting that are attending
and really engaged. It's really a pretty big step.” Another interviewee also emphasized the
accomplishment of increased parent engagement, “having parents with children on the council and
being involved with starting coffee days for other women and mothers to come out and discuss
issues and talk to each other and having at least one parent as a council member.” Another
interviewee also mentioned strengthening relationships as an accomplishment, “I feel that we’ve
strengthened our partnerships with the already pre-established relationships with PAR and those
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other agencies.” The integration of behavioral health services into the primary care setting was
also voiced as a local accomplishment.
Aligned with the results from the state level cross-site evaluation survey, the community
level reported some of the same facilitative factors towards implementation. The community level
acknowledged seven factors that facilitated implementation that also reflect the responses from the
stakeholder interviews. The seven facilitative factors are:








Families are active participants on the State Council for YCW
Collaboration/cooperation from necessary partners/stakeholders
Regular attendance by members at meetings of Community Council on YCW
Stability in community level Project LAUNCH staff
Supportive political climate at the community level
Stability in membership of Community Council on YCW
Shared goals among service providers, families, and community members
When asked about positive factors that helped to support or sustain implementation,

implementation and capacity interviewees indicated strong reciprocal communication between
local project leadership and the local council, having a variety of community agencies involved
with the project was identified as a factor that “has really helped in making sure that they are
steering the conversation in the right direction as well as keeping the overall focus of the group on
what the community needs and what they are looking for.”
Leadership. In Year 2 of Project LAUNCH there were changes in local leadership. Based
on the responses from interviewees the changes hindered the successes of Project LAUNCH. One
respondent stated “…and then that person was gone out of that role and it was open for quite a
long time. So it left us local folks to kind of fight for ourselves with a little guidance, but honestly…
I think it’s just we start back at ground zero. I mean, even when [the new person came in] knowing
as much as she knew, she had to acclimate herself to all the Project Launch stuff. So that took time
away from us figuring out at the local level.” Another interviewee stated how the inconsistency
was a hindrance, “just inconsistency within the LAUNCH coordination role from the start. I think
that really was a hiccup.” While the majority of responses indicated that changes in leadership was
a challenge, it was also mentioned that the most recent changes (although tough) were for the better
and would yield an increase in the success of Project LAUNCH.
Decision making. Local level decision-making processes were seen as challenging based
on responses from interviewees. One interviewee stated, “I also think the inability to make true
decisions without it having to escalate to the state level has been difficult.” Interviewees were
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perplexed that local level decisions regarding a product that the local level would implement
needed to be sent to the state level for approval. It was mentioned that there is some collaborative
efforts happening to try and make the decision-making process easier.
Shared accountability. One interviewee stated how leadership has taken initiative in
maintaining accountability, “I think most of the accountability lies with the headquarters
leadership and at the local office, but I think most of the workgroup leaders are taking a broad
stand on accountability for their projects and really want to see things get done. We have fairly
good leadership for our workgroups.” One interviewee was discouraged by the level of shared
accountability among stakeholders within the local council, “I’ve been frustrated at the (local)
young child wellness council because I feel that there’s a lot of other community stakeholders at
the table, yet I’m not sure they fully understand what the primary providers in this project are
doing…but I just don’t know at the young child wellness council if we’re really doing all that we
should be doing for the direct service providers.”
State strategic plan. One interviewee mentioned satisfaction with the state strategic plan,
but that the document was cumbersome which made it difficult for people to sit down and make
changes to, “I think it is a good strategic plan overall, but it just takes a lot of time to go through
and digest for a lot of people, so I think a better process would be to have a true longer term sitdown time to go over the strategic plan and make changes with the headquarters team as well as
the workgroups instead of just to kind of run through what the final product is, that people really
be a part of the process or what they want to see in it.” The responses indicated that the strategic
plan had well-intended positive goals, but that the goals could be difficult to understand. The goals
could be perceived as difficult to comprehend because of the lengthiness of the document, and
some of the goals in the state strategic plan are to be implemented at the local level (e.g., the parent
café). It was also mentioned that some changes that the workgroup would like to make might not
be a change that all stakeholders agree with, and the workgroup was aware of that.
Local strategic plan. Based upon the responses from the interviews, the strategic plan is a
difficult topic to discuss. “If you bring up the strategic plan everybody just cringes. It's
cumbersome and long. If anybody comes with that strategic plan I want put it to the group in
pieces, not send everyone a copy of that 38-page document, because it gets totally over run by it.
Any changes that need to be made will be done per segment, we'll work on that segment then send
up to State and then they look at it and then go that way.” One interviewee stated “with regard to
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strategic planning and I think it is time commitment on all our parts more than anything else that
we just don’t spend the time on talking about how to really get the most of something, we commit
to going to a fair and we turn around stuff and we are there, but we don’t always talk about how
we could emphasize launch in some way.” Responses indicated that the local council would begin
reviewing the strategic plan at the beginning of 2016.
State initiatives. Interviewees mentioned some state initiatives that were happening in Year
3 of Project LAUNCH. A heightened level of screenings, professional development, and spreading
the information of Project LAUNCH were mentioned as state initiatives. One interviewee stated,
“well, overall, the initiatives seems to be mostly focused on ensuring the screening and all that for
children and having the systems in place for adults also so that they are receiving preventive care
as well for the family unit. I think it will be most helpful just making sure that project launch
leadership are also entrenching other programs within their own department and spreading their
expertise to those other areas about project launch principles.” Another interviewee said, “a lot of
the other things that we are working on is screening, professional development, those things do
exist. Interagency collaboration those things do exist.”
Local initiatives. A significant local initiative mentioned by multiple interviewees was the
Adopt a Block initiative. One respondent explained the Adopt a Block initiative, “it technically
started as Florida Dream Center. It is a faith-based initiative…the FOCUS group meet once a
month at the Pathway church in Largo. At that meeting, there are representatives from six or seven
different churches from different denominations and they have a bunch of social service partners
that come together. They share resources and information and then out of that group comes the
Adopt a Block project. Which is where those churches have volunteered and their congregations
will sign up for a Saturday time to go into the Lealman area and touch base with families that
they've already introduced themselves to see how things are going. They see what they need and
this is for all, it should be family for kids, it should be elderly people, whatever.” Another
interviewee highlighted the positive effects of the Adopt a Block initiative, “I think that the Florida
Dream Center and Adopt a Block has started to make some real critical change in that area where
they’re caring about their own community, and they [the members of the community] are saying
yes, I see all these people coming and cleaning up my block, but when does my responsibility
start?” Other initiatives mentioned by local level stakeholders was trauma-informed care trainings
and environmental scans.
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The community level reported achieving an increase in awareness of child wellness and an
increase in referrals among agencies and programs. Stakeholder at the community level elaborated
on how it has been able increase referrals among agencies and programs. “The agencies in
attendance have demonstrated that the networking opportunities have strengthened referrals
among the community-level child-serving agencies, organizations and providers. Behavioral
health integration through CHCP and Suncoast has developed to the point that provider awareness
of child mental health wellness is becoming evident based on an increase of provider-initiated
referrals for young children in their care.” The community level also highlighted a new initiative
by parent stakeholders. “Two parents have been engaged and have taken the initiative to develop
a mother's support group. The council has committed to providing support as the group develops.”
Also mentioned was being able to engage parents in trainings offered through Project LAUNCH.
Challenges. Each interviewee had different challenges to mention. Monetary resources,
ineffective communication, having a central location/phone number for referrals, inconsistent
leadership, training requirements, and sustaining the councils were all mentioned as challenges.
One respondent stated, “at the local level money always seems to be the barrier with some of the
things that I've talked about parent engagement and incentives and those kinds of things nobody
said they don't have the money to do anything like that.” Another respondent highlighted the
challenges of not having a central location and the inconsistent LAUNCH leadership by saying, “I
think the biggest barrier, is the lack of either a single point of entry or main hub for all the referrals,
or linking families has been a barrier. And I also feel that the change in the Project Launch local
leadership has been a huge challenge for everyone, not just for me.” Interviewees also reported
challenges with the contracting process including inconsistent communication and training
requirements that did not match their scope of work.
Four challenges to state level implementation were reported. The challenges referenced
were:





Staff turnover in state agency leadership positions
Turnover in membership of state YCWC
Some agencies/organizations are missing from state YCWC
Irregular attendance by members at meetings of state YCWC
These challenges correlate with responses from the stakeholder interviews. The state level

acknowledged that staff changes will always be a challenge, but that the changes have resulted in
some “excellent” new partners. The state level also elaborated their response in saying “we know
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for sure we could use representation from the adult corrections system for work on trauma and
substance abuse for incarcerated parents and reintegration for parents who have had criminal
justice contact, as well as addressing trauma and interrupted attachment for children of
incarcerated parents.” The state level indicated that they were trying to address the challenge of
irregular attendance by increasing the focus of the workgroups and depending on non-staff
workgroup chairs to motivate members. Responses from the community level suggested that a
challenge was having some agencies/organizations missing from the council.
Stakeholder Involvement. Interviewees had recommendations about types of
stakeholders that should be involved and positive things to say about the current involvement of
stakeholders. One interviewee said “strengthening our capacity by engaging our partners which is
kind of exactly what we are supposed to be doing, and seeing that work well with Help Me Grow
and I think we are going to continue to see that bear fruit as we engage with other projects.”
Another interviewee mentioned who they would like to see become more involved, “well I think
domestic violence advocates should be involved, because that is one of the things that I hear
consistently, that domestic violence is such a huge issue, and prison ministries because they are
supposed to be a huge prison population or probationers, something that deals with sexual abuse
because the Lealman area has the biggest number of sexual predators in Pinellas county”
Parent engagement. While both the state and local level reported an increase in parent
engagement, there was mention that there is room for improvement. One interviewee mentioned
the particular type of parent that they would like to see become more engaged, “parents who,
maybe, need a little bit of empowerment to feel like it's okay for them to speak up to get what they
need for their family, their kids. To be feel like it is safe to do that.” Another interviewee mentioned
how they are working with existing parent groups to get them more engaged, “the way that we are
going about it at this point is working to really get in touch with it and having frequent
communication with and engagement with kind of existing groups. So, we are working with some
parent- teacher groups. We are working on in the direction of getting involved with some other
parent-support groups because parents have already organized themselves into these little bodies
but provide themselves with support and so forth.”
The cross-site evaluation survey addressed the involvement of parents and families in
discussions, guidance, and/or decision making for the state and community level councils. The
state level reported that parents and families were sometimes included in discussions, guidance,
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and decision-making processes. Stakeholders at the state level reported that parent participation is
increasing, but there is not a parent involved in every workgroup. The state level also reported that
they are continuing to build rapport among parents and families in order to get them more engaged.
The community level reported that parents and families are always included in discussions,
guidance, and/or decision-making. According to stakeholders at the community level, two parents
have been actively involved, and they are given multiple opportunities to “offer guidance and assist
with decision-making.”
Cultural responsiveness. Pertaining to cultural responsiveness, interviewees mentioned
that LAUNCH materials are offered in different languages and that there is room for more
discussion surrounding cultural responsiveness. One respondent stated, “I think, since I've been on
board we haven’t had discussions about cultural training stuff and I think that most of our agencies,
they all have it happening at their agencies anyway, cause I know it is such a big requirement for
those agencies that you do cultural competency and all that.” This respondent acknowledged that
is should be discussed more explicitly as a group “at the fore front.” Another respondent stated the
different ways that LAUNCH information is translated, “information regarding Project LAUNCH
services is available in Spanish, and staff uses the language line for interpreter services.” “I think
that the use of materials in different languages has been really helpful and being a part of the
program that is going door to door, Adopt a Block, to visit residents of the area and find out the
things that they need and really getting out into the community and having that person on the local
council has been really helpful. And having the faith based group FOCUS, to be a part of the local
council, having their voice there,” said another respondent.
Stakeholders at the state level reported that cultural competence was always included. The
state level added, “The interagency collaborative workgroup is developing plans for multi-agency
public awareness messaging on system of care and LAUNCH principles. This includes
communicating CLC, but it also means ensuring that the messaging itself is not only relevant to
all the agencies we are working to include in the plan, but also relevant to the public across all of
Florida's communities.” The community level reported cultural competence is sometimes included
and added, “discussions at the state level have occurred to consider local training in CLC in the
coming year.”
Use of data. One stakeholder reported how they are using their resources to compile useful
data, and how they would like to see data on the ASQ:SE’s of every child, but there was not enough
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time or resources to compile the data. Another respondent indicated that there is some disparities
in the integration of data, “the thing that still has not been done is the data integration, so being
able to see where people have already gone to for different services and tracking it across the
system.” Another interviewee mentioned areas where they could utilize more data, “I would say
data on billing, the exact services, how many services, and that is mostly it and basically just
having a way to identify the people specifically through a number and see exactly where they are
going and what systems they are shifting through, but that is mostly it.”
Families are engaged in the state’s quality monitoring process by advising Project
LAUNCH staff and other service providers about service improvements. The state level indicated
in the survey response that they “have been working with the local program to develop a participant
satisfaction plan for each provider and for partner agencies.”
Service system capacity and integration. One respondent indicated agencies that they have
a working relationship with, “Operation PAR, ELC, CHC, LAFNC, PAL.” Another respondent
reported who they have inter-agency agreements with, “We have agreements with Child Find and
FDLRS and R-club and the Y, JWB, 211” One respondent stated how not having a level of
centralization has been a hindrance to service system integration, “so I know even our stakeholders
at the Young Child Wellness Council, Mid-County Council in particular, were concerned that there
was no main one line or one website to go to. So I think that’s tough.”
State and local council collaboration. Respondents expressed different feelings about the
level of state and local council collaboration. One respondent mentioned that state and local
council collaboration was a challenge, “There’s definitely a disconnection between the state and
the local level. The communication and the collaboration is very difficult. I feel it’s hard to get
answers. When you finally get a written answer, it’s open for interpretation. And where something
I want a yes or a no, that’s very difficult to get a yes or a no.” On the opposite side of the challenges
to collaboration, it was reported that the local coordinator and local stakeholders were being
included in state council calls in order to improve collaboration. Increased familiarity with one’s
position was also reported as a supportive factor to collaboration between the state and local
council.
Resource and information sharing. Responses indicated that the stakeholders are actively
working to improve resource and information sharing. Responses also indicated that stakeholders
have been taking initiative in sharing resources and information. Some respondents indicated that
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information sharing was often challenging because of legal reasons. One respondent mentioned
the places they are working with to share resources and information with, “the school system,
FDLRS, Early Steps, Suncoast, Directions, R-Club, the YMCA, Operation PAR, Healthy
Families, and Healthy Start.”
Project LAUNCH funded training. Florida Project LAUNCH funded seven training
workshops that were conducted in the Pinellas County area for parents, educators and service
providers. The training topics were determined through a process started by the former local
project coordinator to solicit training proposals from council members that were consistent with
the goals of the project. The completion of the trainings was delayed due to delays in the release
of funds, therefore all of the trainings occurred during the last quarter of Year 3 (one training
occurred on Oct. 1, 2015 and is included in this analysis).
Three trauma-informed care related training sessions were conducted by the University of
South Florida St. Petersburg, Family Study Center; one focused on early childhood and elementary
educators, one for parents of young children, and one for professionals such as mental health
clinicians and home visitors. The trainings were intended to help participants identify, effectively
respond to, and support young children experiencing trauma-based symptoms. The first training
was attended by 103 professionals including guardian ad litems, mental health clinicians, child
welfare and child protection staff, home visiting parent educators, hospital staff, afterschool and
daycare staff, Healthy Families-Department of Health staff, and Safe House-sex trafficking
intervention staff. Sixteen early childhood and elementary educators and one guardian ad litem
attended the second training and 11 parents of young children attended the third training.
Nurturing Parenting Program (NPP) train the trainer sessions were held across three days
and attended by 28 professionals in the community who want to implement NPP at their
organization. Motivational Interviewing basic and advanced training sessions were completed in
a morning and afternoon session, with 38 participants at the basic training and 21 at the advanced.
In addition, two Healing HEARTs parent trainings were completed and had 31 participants
total over two days. The goals of the training is to help parents better connect with their children
through creative and fun strategies to strengthen and nurture the parent-child relationship.
Based on participant survey responses, all of the trainings were well received. The majority
of participants indicated an increase in understanding of the subject matter post-training, that the
information was relevant and helpful to their daily work as professionals and parents, the training
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resulted in a change in philosophy or beliefs, and the intent to implement the concepts learned with
families and across the child service system. In general, a common response concerning what
participants would like to learn more about related to practice based strategies that participants
could use to implement the concepts successfully. Additionally, participants wanted an opportunity
for not only continued training, but also coaching to strengthen their ability to assist children and
parents who they work with.
Technical assistance. Respondents reported that they have received some technical
assistance, but the responses also indicate that there is room for improvement with technical
assistance. One respondent recommended centralization of electronic information, “I think that
what would really help is to have a place where all of the state members of project launch could
share all their documents, their best tools, being accomplished or things of that nature, so that
everything is in one place, instead of having to look on each individual website. And have the
webinars that they share posted, not just our products, but theirs that they share and replicate it.”
Another respondent reported on the areas where technical assistance may be lacking, “I know that
we had access to Zero to Three for technical assistance, but I’ve never been told how to access
them through Project Launch…I don’t know what the chain is to have access to this.”
Project satisfaction. Responses on satisfaction with the project varied. One respondent
reported that the intent was positive, but the execution was struggling, “It just seems unorganized.
And that’s the honest truth. It just seems unorganized. I think everybody’s intent is wonderful. I
think the project outline is beautiful, but the implementation has been a struggle.” Another
respondent indicated they were satisfied with what they have been able to accomplish, but also
highlighted that there was room for improvement. “I think it’s been really good. I think that we
have done a good just job at getting done what needs to be accomplished and our different
perspectives are taken into consideration, but we could just definitely better plan altogether, the
three of us, and making sure that we are not just pulling ourselves in too many directions.”
Increased Awareness. The Cross-Site Evaluation Survey asked state level and community
level stakeholders to indicate areas where they were trying to increase awareness about young
child wellness. The state level reported that they were trying to raise awareness in the following
eight areas:



Vision of young child wellness
Differential health status of children from different racial/ethnic groups
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Consequences of not addressing problems affecting the physical and behavioral health of
young children
Need for integration of physical and mental health
Coordination among state-level child and family serving agencies
State council on young child wellness
Community council on young child wellness
Available services for families and children
Specifically, increasing awareness was accomplished by developing parent outreach

materials and collaborating with partners to develop consistent messages. Along with targeting
parents and families for outreach, it was reported that the state level is also targeting the following
groups:








Schools/ school districts
Child-serving organizations (other than schools)
Child care providers
Faith-based organizations
Civic or volunteer organizations
Healthcare professionals
The general public
The community level is focusing on the same groups as the state level with the exception

of child-serving organizations (other than schools) and civic or volunteer organizations. At the
community level the five areas identified as being utilized to raise awareness were:






Vision of young child wellness
Differential health status of children from different racial/ethnic groups
Consequences of not addressing problems affecting the physical and behavioral health of
young children
Need for integration of physical and mental health
Available services for families and children
Sustainability. Responses from the interviews provided information that the stakeholders

were aware of the need for sustainability of Project LAUNCH efforts. Some stakeholders indicated
that they were already able to use non Project LAUNCH funding to achieve and sustain the goals
of Project LAUNCH. Another respondent indicated funding was still a concern, but collaboration
would continue, “well I think that and I am not sure how much will be sustained without having
this additional thought of funding coming in, as I said, it is a non-issue, based on what we have
accomplished so far and at the, we still continue to facilitate the collaboration…”
Responses from the state level survey acknowledged seven strategies that were used to
ensure sustainability. The seven strategies were:
32








Providing ongoing training, including refresher training, for new and existing service
providers and staff
Developing collaborative efforts with state and local agency/organizations
Working to ensure that evidence based programs and services funded by Project LAUNCH
are incorporated into the mission/goals and activities of government agencies and local
organizations
Working to implement state laws, policies, and/or regulations to continue activities,
programs, and services
Working to implement local laws, policies, and/or local regulations to continue activities,
programs, and services
Working to secure Medicaid reimbursement
Specifically, sustainability is being achieved by raising priorities, implementing integrated

services, increasing collaborative efforts on a trauma informed high quality child care facility, and
by gaining permission to open the financial rule for DCF Substance Abuse Mental Health.
Some major challenges to sustainability that the state level is experiencing is the
complexity of Florida’s political climate, fiscal concerns, and the inability to document outcomes
of the Project LAUNCH program. “Political support for priorities can change within a legislative
session, and larger concerns such as reactive policy for crises like child welfare or adult
corrections, revenue/tax cuts, or Medicaid expansion can derail other efforts. Further, there is a
current climate of pulling services back to statutorily required activities, which complicates our
efforts to increase and enhance services,” said one respondent. One respondent addressed the
inability to document outcomes by saying, “We are having some challenges with documenting and
reporting outcomes. While our evaluation is robust, there are substantial challenges relating to
establishing causation, small population sizes, and longer-term programs.”
The community level has worked to provide ongoing training, including refresher training,
for new and existing service providers and staff, and worked to implement state laws, policies,
and/or regulations to continue activities, programs, and services. The challenge to sustainability
that the community level is facing is “on-going concerns for funding availability.”

Stakeholder Collaboration
An evaluation of collaboration is being conducted over the course of the project to assess
the extent to which an increase in collaboration occurred among project and system providers. The
primary method that is being used over the life of the grant to capture collaboration is an annual
administration of the Wilder Collaboration Factors Inventory to key stakeholders that began at the
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end of year 1 of the project. Findings from the assessment of collaboration will assist project
leadership and providers in the continual improvement through the identification of areas of
strength that could be maximized and challenges that need to be addressed.

Wilder Collaboration Factors Inventory
The Wilder Collaboration Factors Inventory was sent to project stakeholders at the state
and local levels after the end of the third project year to assess their experiences and opinions
related to six domains that have been reported in the literature to influence collaboration among
project partners. These six domains consist of Environment, Membership Characteristics, Process
and Structure, Communication, Purpose, and Resources. Higher scores indicate more favorable
opinions (1 = strongly disagree, 2 = disagree, 3 = neutral/no opinion, 4 = agree, 5 = strongly
agree). Scores of 4.0 or higher may be considered strengths; 3.0 to 3.9 are borderline and should
be discussed to determine what, if any, action is needed; and 2.9 or lower are concerns to be
addressed (Mattessich, Murray-Close, & Monsey, 2001a). These categories are meant to be used
as a guideline for discussions about expanding strengths and addressing concerns to move forward
with building a successful and sustainable initiative. Three open-ended questions were added at
the end of the survey relating to the collaboration and accomplishment of Project LAUNCH goals.
Stakeholders were asked to describe factors that supported and challenged collaboration and
achievement of Project LAUNCH goals. Stakeholders were also asked to share any information
they felt was important regarding the collaboration of Project LAUNCH partners. The results of
the annual survey over the three-year period of the grant are presented by state and local level.

State Level Wilder Collaboration Inventory Results
Fifteen state-level stakeholders completed the inventory in Year 3; compared to 25
stakeholders in Year 1 and 27 in Year 2. The response rate for Year 1 was 54%, for Year 2 was
57%, and for Year 3 was about 24%. Figure 3 shows the mean scores for each domain and by year.
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Figure 3. State Level Collaboration Inventory Mean Scores by Domain
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When comparing stakeholders’ opinions about the collaboration in Florida for Project
LAUNCH over time, the trend showing less favorable attitudes was observed for four out of the
six collaboration domains - Environment, Process & Structure, Communication, and Resources.
Over the three years, participants expressed opinions that are more favorable for Membership
Characteristics and Purpose domains (see Figure 3). The scores for these two domains slightly
increased by year 3. An examination of the differences between mean scores on all domains across
the years, using a one-way Analysis of Variance (ANOVA), revealed no statistically significant
results (see Appendix C, Table C1). Similarly, when the mean scores for each factor were
compared across the three years, results of ANOVA indicated no statistically significant results.
Appendix C, Table C2 displays mean scores for all state inventory items, factors, and domains.
Environment. Within this domain, the highest score was on Social/political climate, which
participants rated very favorably every year (M = 3.94; M = 3.81; M = 3.53, respectively).
However, it appears that state stakeholders are less confident about the factor related to the
Collaborative group seen as a legitimate leader. Moreover, the ratings for this factor decreased
over time from 3.48 in Year 1 to 3.13 in Year 3 (see Table 2).
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Membership Characteristics. The Membership Characteristics was the second highestrated domain for Year 3 (M = 3.65) as displayed in Figure 3. The factor that scored the highest
within Membership Characteristics domain was Stakeholders’ belief that collaboration is in their
self-interest. This factor was rated within the high-borderline range across the years, and its
average score increased over time from 3.84 in Year 1 to 3.93 in Year 3. The lowest score within
Membership Characteristics domain was factor related to Representation from cross-section of
individuals and organization. However, the ratings for this factor slightly increased from 3.24 in
Year 1 to 3.43 in Year 3. In response to the open-ended questions, state stakeholders listed
membership and engagement as a challenge. One respondent said “membership recruitment,
sustainability, and involvement” was a challenging factor. “It has been difficult to keep members
engaged in the project and difficult to ensure that all members stay informed about their roles and
project goals.
Process and Structure. In Year 3 the Process and Structure domain score was equal to
3.48 (M = 3.48), suggesting the need for some discussion to determine if it deserve attention. As
shown in Table 2, the factor rated as the highest in Year 3 was Member flexibility to organize and
accomplish its work within Florida Project LAUNCH (M = 3.93) and the rating on this factor
increased over time from 3.70 in Year 1 to 3.93 in Year 3. The factor Members sharing a stake in
project processes and outcomes received the second highest rating from the stakeholders (M =
3.67) similar to Year 2, when it was equal to 3.43. The factor related to the Appropriate pace of
development had the lowest average score in Year 3 (M = 3.00) in contrast to Year 1 and Year 2,
when Multiple layers of participation factor was rated as the lowest (M = 3.16 and M = 3.07,
respectively). Overall, none of the differences in the mean scores throughout the years for any of
the factors in this domain was found statistically significant.
Communication. The ratings on two factors that are included in The Communication
domain decreased over time from the average score of 3.65 in Year 1 to 3.52 in Year 2 and 3.60
in Year 3 on Open and frequent communication and from the average score of 3.50 in Year 1 to
3.35 in Year 2, and 3.20 in Year 3 on the Experiences of the members establishing informal
communication. Factor related to Open and frequent communication was consistently rated higher
than the factor related to the Experiences of the members establishing informal communication”
(see Table 2). In relation to collaboration and accomplishment of Project LAUNCH goals,
communication and persistence seen as supportive factors. One respondent stated, “There have
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been a lot of challenges, but the persistence of leadership and many members to continue the
project and finding solutions has been remarkable.” Another respondent mentioned that “open and
ongoing” communication was supportive.
Purpose. In Year 3 the Purpose domain was rated as the highest on the inventory (M =
3.76). Similar to Year 1 and Year 2 the factor related to Unique purpose had the highest score in
this domain (see Table 2). This reflects a strong belief in the unique purpose for the Florida Project
LAUNCH collaboration. The factor regarding Individual and group knowledge and understanding
of project goals was scored lower over the period of three years ranging on the average from 3.52
in Year 1 to 3.67 in Year 3. In describing supportive factors to collaboration and goal achievement
state stakeholders described having a shared mission/goal as a factor. One respondent stated, “The
mission of the project has been well embraced at the state and local levels. Partnering organizations
want to make a difference!” Another respondent said “working with agencies that share common
goals. If what the workgroup is accomplishing also affects the work of one’s agency then it is
easier to dedicate and justify the time invested.”
Resources. Resources domain was rated as the lowest (M = 3.12) among state stakeholders
suggesting that this issue should be discussed by the group. Similar to the previous years, factor
representing the belief in having sufficient funds was rated as lowest and its average score
decreased over time from 3.20 in Year 1 to 3.02 in Year 2, and 2.97 in Year 3. The belief in skilled
leadership was also assessed as very low and the average score for this factor decreased
considerably over time from 3.92 in Year 1 to 3.43 in Year 3. No statistically significant
differences were found.
In response to the open-ended survey questions state stakeholders reported inconsistent
leadership as a significant challenge. One respondent said “having strong leadership and an
organized work structure with engaged partners has been a challenge. The decision making process
is cumbersome and lengthy and inhibits progress within the project.” Another respondent
described frustration and “pretty much giving up on the project” due to state and local leadership
challenges.
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Purpose

Communication

Process and Structure

Membership
characteristics

Environment

Table 2. Collaboration Inventory State Level Results by Factor for Year 1, Year 2, and Year 3
Year 1
Mean
SD
3.64
0.70

Year 2
Mean
SD
3.76
0.83

Year 3
Mean
SD
3.33
1.23

F
1.11

3.48

0.73

3.20

0.59

3.13

1.32

1.02

3.94

0.71

3.81

0.67

3.53

1.37

1.00

3.72

0.63

3.50

0.60

3.70

0.82

0.82

3.24

0.79

3.35

0.68

3.43

1.27

0.24

3.84

0.69

3.93

0.68

3.93

1.10

0.10

3.72

0.54

3.52

0.80

3.67

0.72

0.57

3.64

0.60

3.43

0.61

3.67

0.71

1.00

3.16

0.55

3.07

0.57

3.27

0.73

0.50

3.70

0.58

3.63

0.74

3.93

0.53

1.11

3.24

0.70

3.17

0.80

3.37

0.77

0.35

3.70

0.58

3.33

0.62

3.57

0.78

2.16

3.42

0.69

3.24

0.67

3.00

0.91

1.54

3.65

0.66

3.52

0.81

3.60

1.03

0.16

3.50

0.75

3.35

0.78

3.20

0.82

0.71

3.52

0.63

3.27

0.76

3.67

1.14

1.26

3.54

0.71

3.56

0.63

3.73

0.75

0.43

Unique purpose

3.74

0.72

3.65

0.74

3.93

0.82

0.69

Sufficient funds, staff,
materials, and time

3.20

0.58

3.02

0.55

2.97

0.90

0.77

Skilled leadership

3.92

0.83

3.59

0.84

3.43

1.28

1.35

Factors
History of collaboration
Collaborative group
seen as a legitimate
leader
Favorable political and
social climate
Mutual respect,
understanding and trust
Appropriate crosssection of members
Members see
collaboration as in their
self-interest
Ability to compromise
Members share a stake
in both process and
outcomes
Multiple layers of
participation
Flexibility
Development of clear
roles and guidelines
Adaptability
Appropriate pace of
development
Open and frequent
communication
Establish informal
relationships and
communication links
Concrete attainable
goals and objectives
Shared vision
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Local Level Wilder Collaboration Inventory Results
Nineteen local-level stakeholders completed the collaboration inventory for Year 3;
compared to 16 stakeholders in Year 1 and 23 in Year 2. The response rate for Year 1 was 80%,
for Year 2 was 60%, and for Year 3 was about 43%. Figure 4 shows the mean scores for each
domain by year.

Figure 4. Local Systems-Level Collaboration Inventory Mean Scores by Domain
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When comparing stakeholder opinions about collaboration occurring in Florida Project
LAUNCH over time, results indicated overall local-level stakeholders rated collaboration more
favorably in Year 3 compared to Year 1 and 2. The Membership Characteristics domain was
viewed as the most favorable and had the highest average score (M = 3.85) in Year 3. By
comparison, Purpose was the highest scoring domain in Year 1 (M = 3.70) and Environment was
the highest scoring domain in Year 2 (M = 3.73). An examination of the differences between mean
scores across the years, using a one-way ANOVA, revealed no statistically significant results (see
Appendix C, Table C3).
A discussion of the factors that contributed to the findings on domain scores is presented
below. Analysis of Variances (ANOVA) was used to examine the differences between the mean
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scores for each factor across the years (see Table 3). Appendix C, Table C4 displays the mean
scores for all inventory items, factors, and domains.
Environment. There were three factors included in the Environment domain. Over the last
two years the factor related to the Assessment of political and social climate had the highest score
(M = 3.96 in Year 2 and M = 4.05 in Year 3). In this domain, Favorable political and social climate
was the only factor, which scores increased over time. The lowest rated factor (M = 3.50) in this
domain was Collaborative group seen as a legitimate leaders in the community. This likely reflects
concerns that the collaborative group does not include all agencies and organizations needed for
the Project to achieve higher goals (see Table 3).
Membership Characteristics. The Membership Characteristics is the highest rated domain
(M = 3.85) on the inventory (see Figure 4). The highest rated factor within this domain over the
period of three years was Members see collaboration as in their self-interest, ranging on the
average from 3.93 in Year 1 to 4.11 in Year 3. Factors related to Mutual respect, understanding,
and trust was the second highest rated factor in this domain ranging from 3.59 in Year 1 and 3.95
in Year 3. All mean scores for the factors in this domain increased over the three year project
reflecting a positive assessment of the group that is involved in the project LAUNCH. The lowest
rated factor in Year 3 in this domain was having an Appropriate cross section of members in
Florida Project LAUNCH including representatives from each segment of the community (M =
3.61). However the mean scores for this factor have been consistently improved throughout the
years, (from M = 2.88 in year 1 to M = 3.61 in Year 3) showing statistically significant results, F
(2, 54) = 3.33, p < .05, eta2 = .11 (see Table 3).
Process and Structure. The Process and Structure domain score (M = 3.65) is the second
lowest on the inventory as can be seen in Figure 4. The stakeholders however scored high in the
areas of Flexibility (M = 3.92 and Members share a stake in both process and outcome (M = 3.89).
These two factors were consistently rated as the highest across all three years. The factor related
to the Development of clear roles and guidelines appears to be an area of stakeholders’ concern
and was rated as the lowest (M = 3.34). However, there is a clear improvement in this area
reflecting in the increase of the mean scores over the years (from M =2.78 in Year 1 to M = 3.09
in Year 2, and M = 3.34 in Year 3). Overall, the trend showing more favorable ratings of all factors
in this domain was observed.
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In describing the supportive factors of collaboration and goal achievement, one local
respondent said “everyone wants to see the help get to the people in need. It’s not about an agency;
it’s about the people in need. I love that the groups are working together.” “The partners are truly
concerned about the children and families in the community,” said another respondent. Another
local respondent gave specifics about how people are working together, “working in the
neighborhoods to improve living conditions, training preschool teachers in the five designated zip
codes on trauma informed care, working with spiritual leaders in the area, and providing
conferences for the community.” Another respondent described how each stakeholder’s individual
knowledge was assisting in collaboration and goal achievement, “our individual knowledge of how
our systems work and don’t work together assists with collaborative efforts.”
Communication. The Communication domain score (M = 3.80) is among the highest rated
on the inventory and it has been consistently increasing throughout the years (see Figure 4).
Overall, stakeholders’ ratings suggested an improvement in communication. Both the average
scores on Open and frequent communication factor and Establishing informal relationship factor
considerably improved over time. The mean score for Open and frequent communication factor
increased from 3.33 in Year 1 to 3.89 in Year 3, and the mean score for Establishing informal
relationship factor increased from 3.47 in Year 1 to 3.66 in Year 3 (see Table 3). No statistically
significant differences were found when changes in the mean scores over time were examined.
Another prominent theme regarding the supportive factors of collaboration and goal
achievement was effective communication. One respondent said “good communication from the
YCWC and Project Coordinator” was supportive. Another respondent highlighted the supportive
aspects in continuity of communication by saying “good communication between members outside
of the council meetings.” Another local stakeholder described how willingness to communicate
and honesty were supportive, “willingness to talk to each other. Most people are honest about
problems, so true problem solving can occur.”
Purpose. The Purpose domain was rated as one of the highest the inventory (M = 3.80)
and can be viewed as an area of collaborative strength. At the time of the survey local stakeholders
felt strongly they had unique purpose and project LAUNCH is the only one that is trying to
accomplish a unique task. It is reflected in the scores on the Concrete attainable goals and
objectives factor that were consistently increasing throughout the years (from M =3.29 in Year 1
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to M = 3.67 in Year 3). Two other factors included in this domain – Shared vison and Unique
purpose remained equally high throughout the period of three years.
Resources. Consistently, over the three-year period of project LAUNCH, local
stakeholders suggested a lack of resources. Beliefs about the adequacy of funds, personnel, and
time to accomplish project goals were the least positive among the factors in this domain and of
all inventory factors (M = 2.97). Although responses suggested the Leadership improved over
time, availability of funds, staff, materials, and time remains an area of concern and on the average
was rated below 3 (see Table 3).
A lack of resources and clearly defined objectives were also reported as a challenge. One
respondent mentioned the “lack of ability to disclose information due to privacy laws amongst the
agencies is a major challenge, lack of funds to support group/community events (each agency’s
budget does not support ‘extra’ activities), and lack of guidance in how to move forward with
mental health consultation has been very frustrating.” Another respondent said “reducing the risk
factors and building protective factors to improve family function requires an adequate level of
resources, [and] the resources are not always available at the community level.”

Process
and
Structure

Membership
characteristics

Environment

Table 3. Collaboration Inventory Local Level Results by Factor for Year 1, Year 2, and Year 3
Factors

Year 1
Mean
SD

Year 2
Mean
SD

Year 3
Mean
SD

History of collaboration

3.91

0.95

3.70

0.84

3.68

1.04

0.31

3.47

0.72

3.54

0.62

3.50

0.88

0.05

3.66

0.60

3.96

0.40

4.05

0.40

3.43*

3.59

0.55

3.67

0.67

3.95

0.64

1.59

2.88

0.87

3.07

0.71

3.61

1.06

3.33*

3.93

0.59

3.95

0.65

4.11

0.83

0.34

3.59

0.81

3.43

0.73

3.89

0.88

1.77

3.58

0.63

3.83

0.64

3.89

0.87

0.89

2.91

0.80

3.43

0.65

3.58

0.84

3.77*

Collaborative group seen
as a legitimate leader
Favorable political and
social climate
Mutual respect,
understanding and trust
Appropriate crosssection of members
Members see
collaboration as in their
self-interest
Ability to compromise
Members share a stake in
both process and
outcomes
Multiple layers of
participation

F
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Communication
Purpose
Resources

Flexibility
Development of clear
roles and guidelines
Adaptability
Appropriate pace of
development
Open and frequent
communication

3.75

0.41

3.70

0.45

3.92

0.73

0.93

2.78

0.95

3.09

0.76

3.34

1.07

1.60

3.41

0.64

3.50

0.54

3.53

0.81

0.15

3.00

0.78

3.30

0.72

3.50

0.87

1.78

3.33

0.97

3.67

0.63

3.89

0.66

2.46

3.47

0.83

3.74

0.80

3.66

0.80

0.54

3.29

0.95

3.50

0.73

3.67

0.84

0.89

3.81
4.19

0.63
0.54

3.73
3.91

0.68
0.60

3.79
4.08

0.73
0.63

0.23
1.06

Sufficient funds, staff,
materials, and time

2.78

0.93

3.04

0.69

2.97

0.89

0.49

Skilled leadership

3.00

1.32

3.87

0.69

3.78

1.17

3.62*

Establish informal
relationships and
communication links
Concrete attainable goals
and objectives
Shared vision
Unique purpose

Note.*p < .05.

Summary. The Wilder Collaboration Factors Inventory was completed by 15 state-level
stakeholders and 19 local-level stakeholders for Year 3. Three open-ended questions that addressed
opinions about factors that supported and challenged collaboration and achievement of Project
LAUNCH goals were added to the inventory. Results from the state-level inventory indicated
Purpose was the strongest domain (M=3.76) and Resources was the weakest domain (M=3.12).
Results from the local-level inventory indicated that Membership Characteristics was the strongest
domain (M=3.85) and Resources was the weakest domain (M=3.24). Based on the results it is
suggested that there is some room for improvement, because no domain reached a 4.0. Scores
between 3.0 and 3.9 are considered to be borderline and require review to determine if any action
is needed to improve factors associated with strong collaboration.
The open-ended responses from local stakeholders indicated that working together,
effective communication, and meetings were the primary factors that supported collaboration and
achievement of Project LAUNCH goals. The responses from state stakeholders indicated that a
shared mission, goals, and effective leadership were supportive factors. Effective communication,
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working together, and a shared mission/goal were identified by both local and state stakeholders
as supportive factors in the collaboration and achievement of Project LAUNCH goals.
The open-ended responses from local stakeholders described staff transitions, a lack of
necessary stakeholders, and a lack of resources as the primary challenges to collaboration and goal
achievement. The leadership challenge mentioned by state stakeholders relates with the staffing
challenges mentioned by local stakeholders. The state stakeholders also indicated that council
membership was a challenge

Service Level Implementation Process and Outcome Findings
To assess service level implementation and fidelity process outcomes the evaluation uses
a mixed method approach. Data sources for the following sections for each strategy include the
Implementation and Capacity Interviews completed annually with key leadership at each service
provider; observation during programmatic and project meetings; program description and fidelity
templates completed annually by program staff for each service, and additional service model
specific fidelity tools as appropriate.
Data sources for child, parent, and provider outputs and outcomes include individual level
data spreadsheets specific to each service that are submitted to the evaluation team quarterly by
each service provider and TRAC quarterly data reports.
The following findings offer a description of each program, implementation activities and
fidelity, outputs that comport with TRAC measures, and child and parent demographic and
outcome data analyses. This information is organized according to the Project LAUNCH
prevention and promotion service strategies, with the screening and assessment strategy embedded
as a component of each of the other four service strands.

Integration of Behavioral Health into Primary Care Settings
The Florida Project LAUNCH model of integration of behavioral health care services into
primary care settings consists of two funded licensed clinical social workers (LCSWs) and a case
manager co-located at the Community Health Centers of Pinellas (CHCP) Pinellas Park office.
The CHCP office is located within the grant’s geographic area of focus and provides a full array
of family, pediatric, and women’s health care services. The two LCSWs and case manager are
employees of Suncoast Center, Inc., a community behavioral health care agency and supervised
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by a Suncoast Center licensed clinician. The CHCP Pinellas Park office medical staff consists of
pediatricians, mid wives, obstetrician-gynecologists (OB-GYNs), advanced registered nurse
practitioners (ARNPs), and a family practice physician. The medical staff are not funded by Project
LAUNCH. For children and their parents identified by the medical staff, the LCSWs and case
manager provide a continuum of mental health related service including screening, assessment,
referral and linkages to external services, and child and family treatment services. The screening
and assessment tools used as a part of the practice include for children, the Ages & Stages
Questionnaires (ASQ-3), Ages & Stages Questionnaires: Social Emotional (ASQ:SE), Modified
Checklist for Autism in Toddlers (M-CHAT), Sensory Integration Checklist, and Vanderbilt
ADHD Scale. Parents are screened for depression using the Patient Health Questionnaire (PHQ9),
and screened for perinatal depression, substance abuse, and domestic violence. An in-depth, biopsychosocial assessment is completed for child and parent at the onset of behavioral health
services. Service planning, linkages, and referrals are based on information provided by families
through the screening and assessment process.
Implementation activities and fidelity. Since Year 1 of the grant, 2013, until June 2015,
CHCP was the primary contracted agency and sub-contracted with Suncoast Center for the LCSW
services. Beginning with the new state fiscal year, July 2015, Suncoast became the primary
contracted agency who employs the two LCSWs and case manager. The three Suncoast staff
continue to be co-located at the CHCP office, although CHCP no longer has a contractual
arrangement with Project LAUNCH. The contract change was made due to contract agreement
issues that could not be resolved.
Leadership at CHCP and Suncoast were asked to complete a program description template
for the integration strategy that included a scale based on SAMHSA’s proposed framework for
integration model (Heath, Wise, Reynolds, 2013). Responses indicated the level of integration that
is being achieved was a level three. This level consists of basic on-site collaboration characterized
by - providers share the same facility but maintain separate systems and develop separate treatment
plans for patients, staff communicate as needed by phone or email, and they meet occasionally to
discuss cases. There was not consensus on the last statement - the integration staff feel part of a
larger but ill-defined team. It was indicated that prior to the contract changes the strategy had
reached some elements of level four including some sharing of medical records and more face-toface communication concerning clients. After the contract changes, the client service records for
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shared clients are maintained separately. Even with the contractual changes, the integration
services have had the benefit of continuity of staff with one of the co-located LCSW positions
being in place since the beginning of the project. The second LCSW employee began in February
2015 and the current case manager has been in place since the beginning of the new contract.
Program staff and leadership indicated that a positive element that occurred with the contract
change was the ability to provide in-home mental health services by the LCSW for those families
that find transportation to the office a barrier to service participation.
As reported last year, CHCP and Suncoast leadership and staff have assisted with
implementation of other components of the project including recruitment of parents of young
children for membership of the local young child wellness council; facilitation of monthly
integration meetings of Project LAUNCH service and management staff from each of the
contracted service providers; and recruitment, co-facilitation and meetings space for the Nurturing
Parenting Program.
In addition, to the integration services, mental health consultation is being implemented
through a partnership with Suncoast Center and the Early Learning Coalition. One of the Suncoast
LCSWs is responsible for providing mental health consultation with early childcare providers who
are part of Pyramid Model/Positive Behavior Support (PBS) training and coaching through the
Early Learning Coalition. Implementation of mental health consultation has experienced a slow
start due to changes in Project LAUNCH leadership and a lack of clarity concerning the actual
availability of the LCSW staff and the scope, focus, and eligibility criteria for the service. A
meeting among LAUNCH leadership and the providers was held at the end of this grant year and
these issues seem to have been clarified. Making a distinction between Pyramid Model/PBS
coaching that is provided by ELC staff and mental health consultation provided by the LCSW was
an issue that did not seem to be fully resolved. The leadership agreed to maintain frequent
communication between Suncoast, ELC, and Project LAUNCH local leadership to determine the
most appropriate service for each situation ensuring that the early childhood provider’s and/or
parent’s consultation needs are met. As reported in the outcomes section below, two referrals were
received by Suncoast for mental health consultation during this reporting period.
TRAC screening and referral data. Table 4 presents the number of children, and parents
screened, assessed, and referred for services by Community Health Centers of Pinellas and
Suncoast Center in Year 3, per quarter as submitted into TRAC. Details of the types of screening
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and assessment protocols used for children and caregivers, and referrals made are outlined in the
outcome analysis section. The data represents activities of the on-site case manager and two
LCSWs who serve children and families that are referred by the CHCP medical staff. The reported
numbers are duplicated across quarters in accordance with TRAC reporting guidelines.
Table 4. FFY14-15 Screening and Referrals – CHCP and Suncoast
Number of Individuals per FFY14-15 Quarter
Q1
Q2
Q3
S1 – The number of individuals screened for mental health or related interventions.
Child
88
113
88
Parent
16
17
12
R1 – The number of individuals referred to mental health or related services.
Child
21
43
13
Parent
9
9
6
TRAC Measure*

Q4
26
0
1
4

*The number of individuals served by the case manager and LCSWs was not reported in TRAC
as a T3 indicator because the services provided were not considered evidence based.
Integration of behavioral health into a primary care setting – child and family
outcomes. The children and families included in the analysis below received at least one of the
following types of intervention through the integration of behavioral health care into primary care
strategy during FFY14-15 - case management services, LCSW mental health related services,
screening, assessment, or referral to external mental health related services. When the contracted
provider changed in quarter 4 a new participant database had to be established which did not allow
for continuity of data from quarters 1-3 to quarter 4. For this reason, the service data is reported
separately for quarters 1-3 and quarter 4. Table 5 at the end of this section, presents the combined
number of children and parents who participated in the integration strategy.
Child and parent outcomes FFY 14-15, quarters 1-3. During FFY2013-14 and 2014-15,
361 children were served by CHCP. Most of them were male (56%). Race/ethnicity of this
sample consisted of 51% non-Hispanic White, 27% Hispanic 10% African American, 8% were
Asian, 3% were multi-racial, and 2% of other racial and ethnic groups.
Most children were referred to CHCP project LAUNCH services by a CHCP Physician or
other medical staff (93%); 5% of children were referred by Healthy Start and about 2% were
referred by other entities, including ELC. Approximately 43% of referred children received LCSW
Service, 19% received case management service, and two mental health consultation referrals were
received; however, no formal screening or ongoing service was provided concerning these two
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children. About 30% of the children (n=108) had an in-depth intake assessment; 198 (55%)
children were screened based on the ASQ-3 at least once; of those, 31 children were screened
twice for 229 completed. Twenty (4%) were screened based on the ASQ:SE. In addition, 197
(55%) children were screened based on the M-CHAT; of those, 28 were screened twice for 225
assessments completed. Thirty-nine (11%) children were assessed on the Vanderbilt ADHD Scale
and six (1%) on the Sensory Integration Checklist.
Of the 229 ASQ-3 screenings completed, 140 (61%) were identified as being
developmentally on schedule, 32 (14%) were identified as close to the on schedule range, and 57
(25%) were below the expected range. Of those who were screened using the ASQ-3, more boys
(67%) than girls (33%) were identified as close to developmentally on schedule, and more boys
(62%) than girls (38%) were identified below the expected range. Of the 20 children screened with
the ASQ:SE, 13 (65%) were identified as being within the expected range of social and emotional
development and 7 (35%) were identified as in need of being monitored or in need of further
assessment. Of those who were screened using the ASQ:SE, more girls (83%) than boys (57%)
were identified as being within the expected range and more boys (43%) than girls (17%) were
identified as in need of being monitored or in need of further assessment. Of the 39 children
assessed using the Vanderbilt ADHD Scale, 16 (41%) were identified as in need for a service
referral, 17 (44%) as in need of being monitored and four (10%) as in need for further assessment.
In addition, six children were screened using the Sensory Integration Checklist and three (50%)
were identified as in need for a service referral, 1 (17%) as in need for monitoring, and one (17%)
as in need of further assessment. Of the 225 screenings completed using the M-CHAT, 11 boys
and six girls were identified as in need for a service referral, four boys and four girls as in need for
being monitored, and one boy and one girl as in need for further assessment.
One hundred and thirty three parents/caregivers were identified as receiving a parent
specific screening or referral as part of the integration services, most of who were female (93%).
Majority of the primary caregivers (95%) were birth parents, three caregivers were grandparents,
three caregivers identified themselves as foster parents, and one as other relative. Slightly more
than half of the caregivers (53%) reported having a one-parent family structure. In addition to the
primary caregivers and their children, one other family member received services in 23% of the
families served, two family members received services in 26% of the families, and 3 or more
family members received services in 17% of the families.
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Approximately 27% of parents/caregivers (n=36) were assessed for severity of depression
using the PHQ9. Of those, 50% were in need for a service referral, 14% needed monitoring, and
6% were in need for further assessment. About 28% of the parents (n=37) had an in-depth intake
assessment. In addition, 26 (20%) caregivers were assessed for perinatal depression. Of those 62%
were identified as in need for a service referral and 12% in need for monitoring. The domestic
violence assessment was conducted with 11 (8%) of the caregivers and 55% were identified as in
need for service referral, 36% were in need for monitoring, and 9% needed further assessment. In
addition, eight caregivers (6%) were assessed for substance abuse problems and one of them was
identified as in need for further assessment, five in need for monitoring. In addition, one caregiver
was assessed for reasons not specified, and was identified as in the need for referral for services.
Child and parent referrals. The CHCP integration staff referred 79 children for external
services; some of these children were referred more than once, for 89 referrals. Most of the referrals
were for developmental delays (51%) and speech problems (20%). In addition, two children were
referred to childcare, one to occupational therapy, and one to other services. Children were referred
to multiple organizations/agencies including Early Steps (67%) and group therapy (15%). Other
organizations/services include Early Learning Coalition (ELC), Kidz Club, community screening,
behavioral therapy, child psychiatrist, FDLRS, nutritionist, IQ testing, and parenting group. Of 79
referred children, 66 (84%) were confirmed to receive services.
Twenty-nine parent/caregivers were referred to external mental health or related services,
some of them more than once, for 47 referrals generated by CHCP. Most of them (38%) were
referred for services that were not specified, 32% were referred to housing services, and 15% were
referred to employment assistance. In addition, three caregivers were referred to psychiatric
assessment, three for utility assistance, and one for food assistance.
Caregivers/parents were referred to various organizations/agencies including parenting
group (28%), Housing Authority or housing services (17%), various shelters (6%), and Day Star
Live Center (6%). Other organizations/services include, Women, Infants, Children & Nutrition
Services (WIC); counseling; Suncoast Center; household items and food pantries; parenting class;
women’s shelter; YMCA; thrift store, PAT+; and a pregnancy center. For 23 (49%) of the referrals
the caregivers were confirmed to receive services. No referrals were reported as being made for
family members other than a parent/caregiver.
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Child and parent outcomes FFY 14-15, quarter 4. Suncoast Center began as the primary
contracted agency during quarter 4, FFY 14-15. This data was reported as a new data set separate
from the individuals who had been served during the time that CHCP was the primary grantee.
Complete demographic and assessment data was not available for all individuals served as the
provider was still developing their data collection system. Twenty-six children were served by
Suncoast during this period as part of the integration of behavioral health care services within the
health care center. There was equal number of girls and boys. More than half of the children (62%)
were non-Hispanic White, 8% were Hispanic, 4% were African American, and the remaining 27%
were multi-racial.
Most children (92%) were referred to Suncoast services by a CHCP Physician or other
medical staff and about 8% were referred from other sources. All children received mental health
clinical services by an LCSW and case management service. Two children had an in-depth intake
assessment; an ASQ-3 was completed for 24 children (92%) and an ASQ:SE was completed for
23 children. In addition, one child was assessed using the Vanderbilt ADHD Scale and two using
the Sensory Integration Checklist.
Of the 24 children screened with the ASQ-3, 23 (96%) scored within the expected range,
and one (4%) was identified as in need of being monitored. Of those who were screened using the
ASQ-3, more girls (56%) than boys (43%) were identified as being developmentally on schedule
and only one boy was identified in need of being monitored. Of the 23 children screened with the
ASQ:SE, 18 (78%) were identified as within the expected range for social and emotional
development and five (22%) in need of being monitored. Of those who were screened using the
ASQ:SE, more boys (60%) than girls (40%) were identified as above the cutoff and in need of
monitoring, and more girls (61%) than boys (39%) were identified at or below cutoff and on
schedule developmentally. One child was assessed using the Vanderbilt ADHD Scale and was
identified as needing further assessment. In addition, two children were screened using the Sensory
Integration Checklist and both were identified as needing further assessment.
Twenty-six parents/caregivers received services from Suncoast and all of them were
females. Most of the primary caregivers were birth parents (96%) and one was an adoptive parent.
Half of the caregivers (50%) reported having two-parent family structure. In addition to the
primary caregivers and their children, two other family members received services in 4% of the
families served, three family members received services in 42% of the families, and four or more
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family members received services in 54% of the families. None of the parents/caregivers was
reported as being assessed for depression, perinatal depression, substance abuse problems, or
domestic violence.
Child and parent referrals. The Suncoast staff referred one child for outside services due
to developmental delays. The child was referred to FDLRS but the staff did not know if the child
received services. One parent/caregiver was referred to external mental health or related services.
In addition, three parents/caregivers were referred to other services, but information about the
reasons for the referrals or where they were referred was not provided. One caregiver was
confirmed to receive services. Thee referrals were made for family members other than a
parent/caregiver. All of them were referred for clothing assistance. The three family members were
confirmed to receive services

Table 5. Integration of Behavioral Health into a Primary Care Setting Services Received,
FFY14-15, Quarters 1-4 combined
Screening, Assessment, and Services
LCSW Service
Case Management Service
Mental Health Consultation Service
In-Depth Intake Assessment
Screening based on ASQ-3
Screening based on ASQ:SE
Screening based on Vanderbilt ADHD Scale
Screening based on the M-CHAT
Screening based on Sensory Integration Checklist
Other screening
PHQ9 depression screening
Perinatal depression screening
Domestic violence screening
Substance abuse screening
Other screening for Parent/Caregiver

Child
(n=387)
226
116
2
110
222
43
40
197
8
0

Caregiver
(n=159)

37

36
26
11
8
1

Pyramid Model, Positive Behavior Support in Early Care and Education
The Early Learning Coalition (ELC) of Pinellas is implementing the Pyramid Model,
Positive Behavior Support (PBS), as part of the Project LAUNCH grant. In support of PBS
implementation, Florida Project LAUNCH is funding two PBS coaches to expand PBS use in early
childhood classrooms in the Lealman area that are providing care to children ages birth to five. In
addition, an ELC PBS trainer, who is not funded by the project, is providing pre-service and
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ongoing in-service training for the early childcare providers in the Lealman area and a member of
the USF evaluation team provides consultation on implementation and sustainability. As described
in the previous section, mental health consultation was added to the project through a partnership
between Suncoast Center and ELC. The mental health consultant will work in collaboration and
consultation with the ELC PBS coaches and early childhood classroom providers.
The Pyramid Model (Fox, Dunlap, Hemmeter, Joseph, & Strain, 2003) is a promotion,
prevention, and intervention framework early educators can use to promote young children’s social
and emotional development and prevent and address challenging behavior. The Pyramid Model
(shown in figure 5) organizes evidence-based practices that include universal promotion practices
for all children, practices for children who need targeted social-emotional supports, and
individualized behavior support practices for children with significant social skill deficits or
persistent challenging behavior. These practices are based on research focused on effective
instruction for young children (National Research Council, 2001; Burchinal, Vandergrift, Pianta,
& Mashburn, 2010), strategies to promote child engagement and appropriate behavior (Chien et
al., 2010; Conroy, Brown, & Olive 2008), the promotion of children’s social skills (Brown, Odom,
& McConnell, 2008; Vaughn et al., 2003), and the implementation of individualized assessmentbased behavior support plans for children with the most severe behavior challenges (Conroy,
Dunlap, Clarke, & Alter, 2005; Blair, Fox, & Lentini, 2010; McLaren & Nelson, 2008).

Figure 5. Pyramid Model

Implementation activities and fidelity. The ELC PBS coaches operate on the first two
levels of the Pyramid Model with select Lealman and surrounding area early childhood providers.
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Cohort 1 completed Pyramid training, received 9 months of consultation, training, and coaching.
Training pre and post assessments were done using the Teaching Pyramid Observation Tool
(TPOT) across 19 providers. Cohort 2 and Cohort 3 both received 6 months of training and
coaching. The TPOT observations and coaching were completed across 15 classrooms for Cohort
2 and 12 classrooms for Cohort 3. Based on TPOT results, coaches developed action plans in
collaboration with each provider, and provided training and coaching to providers on Pyramid
Practices. For Cohort 4, the ELC PBS team decided to increase training and coaching to one full
year and began providing research-based trauma informed care practices. Currently, 14 providers
have completed baseline TPOT measures. This new initiative with Cohort 4 is titled “Looking
Beyond Behavior” and there is also an infusion of family engagement practices and a quarterly
stipend to the participating centers to build family engagement, purchasing materials, and
attending trainings to promote professional development.
The Early Learning Coalition (ELC) established an average of 85% reliability between the
two coaches and the University of South Florida’s (USF) LAUNCH evaluation consultant to insure
that the coaches were implementing the TPOT with fidelity. In addition, both ELC coaches
completed Gold Standard Reliability Training with the 2014 version of the TPOT. The 2014 TPOT
was used with Cohort 2, 3, and 4.
With Cohort 1, for providers who demonstrate high implementation of Pyramid Practices,
we would expect a 6 or 7 on the environmental score, 3.5 – 5.0 for the anchor score, and 0-1 red
flag on TPOT (version 2007). With cohorts 2, 3, and 4, fidelity of Pyramid Practices in place is
obtained when scoring an 80% or above on the TPOT (version 2014).
Across the 19 providers (24 at baseline) in Cohort 1 with both baseline and post TPOT
measures, as seen in Figure 1, providers had an average overall post scores of 6.58 for the
environmental score, 2.38 for the anchor score, and 2.26 red flags. ELC’s goal, after six months
of coaching, was for an increase of a minimum of 0.5 on the anchor score. Seventeen out of 19
(89%) providers met the outcome of a minimum increase of 0.5 in anchor scores from pre to post
assessment. (Cohort 1Target: 75% of providers will increase anchor score by 0.5).
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Figure 6. Teaching Pyramid Observation Tool (TPOT), Cohort 1

Across the 15 providers in Cohort 2, Figure 7 represents TPOT measures. There was an
average of 32% of the Pyramid Practices in place during baseline (July 2014) and 56% at post
measure (November 2014). At post assessment, 100% of the providers increased their overall score
by 5% or more. (Cohort 2 Target: 75% of providers will increase overall score by 5%).
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Figure 7. Teaching Pyramid Observation Tool (TPOT), Cohort 2

Across the 12 providers in Cohort 3, Figure 8 represents TPOT measures. There was an
average of 31% of the Pyramid Practices in place during baseline (January 2015) and 53% at post
measure (May 2015). At post assessment, 100% of the providers increased their overall score by
5% or more. (Cohort 3 Target: 75% of providers will increase overall score by 5%).
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Figure 8. Teaching Pyramid Observation Tool (TPOT), Cohort 3

Across the 15 providers in Cohort 4, Figure 9 represents TPOT baseline measures (July
2015). There was an average of 32% of the Pyramid Practices in place during baseline measure.
(Cohort 4 Target: 75% of providers will increase overall score by 5%).
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Figure 9. Teaching Pyramid Observation Tool (TPOT), Cohort 4 (Baseline)

Based on individual TPOT scores, LAUNCH coaches developed action plans with each
provider. The TPOT also captured if there were children with English as a second language and
children with severe language delay. Across the 24 baseline classrooms in Cohort 1, there were no
children with a severe language delay; and there were three classrooms with children who need
information presented to them in a different way because they are English Language Learners.
Across the 15 classrooms in Cohort 2, there were no classrooms with children with a severe
language delay; and there was one classroom with a child who needed information presented in a
different due to being an English Language Learner. Across the 27 classrooms in Cohort 3 and 4,
there were no classrooms with children with a severe language delay; and there were no classrooms
with children who are English Language Learners. At each bi-weekly site visit, coaches reviewed
progress and provided coaching and supports on Pyramid Practices with providers.
The USF consultant reviewed 10% of the action plans and notes from coaching sessions.
Across the action plans reviewed, there was evidence of coaching on the Pyramid Model with
fidelity. The goals on the action plans reflected the professional development needs (schedules and
routines, transitions, environmental supports, behavior expectations, providing directions,
expressing emotions, self-regulation, problem solving and supporting friendship skills) as
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evidenced by baseline TPOT summary scores. USF provided technical assistance to ELC PBS
team on an as needed basis through conference calls, emails, and face-to-face meetings.
ELC PBS provided community trainings based on the Pyramid Model and trauma informed
care. Sessions included make n’ take content for providers to develop materials to use in their
classrooms, practice application activities, and handouts supporting the focused Pyramid Model
topic. The coaches promoted the training content/materials with providers and assisted them with
application of practices in the classroom. In addition, some training participants were site directors,
assistant directors, and floater assistants. Some providers from past cohorts also attended sessions,
when space allowed, as a refresher of content.
ELC PBS staff sent pre-post training data results to USF, along with a copy of each answer
key. USF reviewed training content to insure fidelity of Pyramid Practices were comprehensive.
Across all cohort 1 training topics, providers demonstrated an increase in knowledge gain or
maintained their score with an average of 94% of providers from pre to post assessment. Cohort 2
had an average of 96%; cohort 3, 87% and cohort 4 had an average of 99% of providers who
demonstrated an increase in knowledge gain or maintained their score across their initial seven
sessions. ELC PBS provided 33 workshops and conducted pre/post assessments of knowledge gain
across cohorts 1, 3, 3 and part of 4.
Table 6, 7, 8, and 9 represents the Pyramid Practices included in trainings and the
percentage of the providers that improved or remained the same.

Table 6. Cohort 1, Pyramid Practices Pre/Post Trainings Improved/Remained the Same
Cohort 1 Pyramid Practices
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

Building Nurturing and Responsive Relationships
Establishing Clear Expectations and Rules
Creating High Quality Supportive Environments
Supportive Schedules and Routines
Effective Transitions and Clear Directions
Positive Feedback and Clear Directions
Social Emotional Literacy
Feeling Vocabulary and Empathy
Self-Regulation
Friendship Skills
Problem Solving
Individualized Interventions
Data Collection and Behavior Equations
Creating Behavior Support Plans

% Improved or Remained
the Same
85
92
89
100
combined pre/post test
100
combined pre/post test
89
94
95
100
94
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Table 7. Cohort 2, Pyramid Practices Improved/Remained the Same
Cohort 2 Pyramid Practices
1.
2.
3.
4.
5.
6.
7.
8.
9.

Introduction to PBS
Building Nurturing and Responsive Relationships
Creating Effective Classroom Routines and Transitions
Quality Environments
Emotional Literacy
Anger Management
Teaching Friendship Skills
Problem Solving
Individualized Interventions

% Improved or
Remained the Same
95
87
100
100
94
100
100
100
100

Table 8. Cohort 3, Pyramid Practices Improved/Remained the Same
Cohort 3 Pyramid Practices
1.
2.
3.
4.
5.
6.
7.
8.
9.

Introduction to PBS
Building Nurturing and Responsive Relationships
Establishing Clear Expectations and Rules
Schedules and Routines and Transitions
Emotional Literacy
Anger Management and Impulse Control
Teaching Friendship Skills
Problem Solving
Individualized Interventions

% Improved or Remained
the Same
100
100
79
94
100
100
100
100
100

Table 9. Cohort 4, Pyramid Practices Improved/Remained the Same
(Completed through session 7)
Cohort 4 Pyramid Practices
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Relationships
Brain States
Trauma Part 1
Safety Rules
Transitions
Emotional Literacy
Trauma Part 2
Empathy/Anger Feeling Vocabulary and Empathy
Trauma Part 3
Problem Solving
Overview PBS
Support Plans
Engaging Parents
Putting it Together
Reflections

% Improved or Remained
the Same
100
100
100
100
96
100
100
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Through cohort 3, the ELC PBS team promoted the first two tiers of the Pyramid Model in
their coaching and training. The USF evaluation team recommended that the ELC PBS team
consider expanding their professional development to include training on individualized positive
behavior support (IPBS) and trauma informed care. The ECL PBS team attended training with
USF to learn more about the top third tier of the Pyramid Model, intensive interventions. The USF
consultant conducted a two-part training on “individualized positive behavior support” in
February/March 2015. Following training, one ELC PBS coach shadowed the USF consultant as
she provided IPBS, by accompanying her on an IPBS observation and a review of IPBS support
planning.
In an effort to support children and families in need of individualized supports, ELC
strengthened their relationship with Suncoast Center and now refer to mental health professionals
with LCSW certification at Suncoast for mental health consultation, assessment, and ongoing
clinical services as needed. This allows Suncoast Center to provide support to the teaching staff,
build upon already existing capacity in the workforce, connect the childcare staff with the parent,
and respond to the immediacy of the problem with mental health expertize. This multidisciplinary
approach will enhance the quality of services across the Lealman corridor. So far, during cohort 3,
four children were referred and with cohort 4, there were two referrals. USF recommended the
Social-Emotional Assessment Measure (SEAM) to guide targeted social-emotional areas to focus
with individual child as well as a pre/post assessment measure for mental health consultation. The
SEAM will be incorporated in the Suncoast Center assessment process when applicable.
Finally, ELC PBS is moving towards providing more sustainable efforts across early
childhood programs by recruiting multiple classrooms within each center. The ELC PBS coaches
attended “Program-Wide PBS Leadership Team training” conducted by the USF consultant to
learn more about the Program-Wide approach to implementing the Pyramid Model across all
classrooms in center-based programs, in an effort to build sustainability across early childhood
sites. When recruiting classrooms for cohort 4, the team strategically clustered classrooms within
centers. This sets the stage for the center to move into Program-Wide implementation of the
Pyramid Model across an entire childcare center.
Goals and priorities for ELC PBS continue to include the promotion of social, emotional,
and behavioral health of infants and young children in a center-based approach. In an effort to
provide more sustainable supports, the ELC PBS team changed their timeline for cohort 4 to one
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full year after attempting timelines of 6 and 9 months. In addition, there is a priority to increase
the referrals to Suncoast for mental health consultation and individualized supports. Supports have
also been strengthened by the addition of focusing on trauma informed care and family
engagement.
Pyramid Model, PBS - TRAC screening, referral, and evidence-based service data.
Children attending childcare classrooms with Pyramid Model/PBS-trained teachers are routinely
administered the ASQ-3 to screen for developmental concerns. The ASQ-3 protocol is given to
the parents of the child to complete and return to the childcare teacher. Referrals to mental health
related services are made for children in the early childhood classrooms for concerns related to
speech, behavior, occupational therapy, mental health, and development. Data entered into TRAC
concerning the number of children receiving evidence-based services represents the number of
children served in Year 2, per quarter, in Pyramid Model/PBS trained classrooms, including
Cohort 1 and Cohort 2 teachers. Refer to Table 10 for the number of children who were screened,
referred, and received services, per quarter.

Table 10. FFY14-15 Pyramid Model, PBS, Screening, Referral, Services Received
Number of Individuals per FFY14-15 Quarter*
Q1
Q2
Q3
Q4
S1 – The number of individuals screened for mental health or related interventions.
Child
41
18
43
18
R1 – The number of individuals referred to mental health or related services.
Child
6
0
1
0
T3 – The number of people receiving evidence-based mental health-related services as a
result of the grant.
Child
188
143
143
559
TRAC Measure

* The number of children counted for the S1 indicator only includes those screened through PL
(other children are screened through School Readiness funds); all children in the classroom are
counted as being served under PL for T3 because they attend a PBS classroom.
Pyramid Model, PBS child demographics and outcomes. ELC provided training and
coaching with four cohorts of early childhood classroom providers between Year 1, July 2013
through Year 3, September 2015. Of the children served in Pyramid Model trained classrooms,
demographic data is available at the individual level for all children served during Cohort 1, and
only for children who were screened using the ASQ-3 for Cohorts 2-4. Across the four cohorts,
there were 373 children reported as being screened or served by ELC between July 2013 and
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September 2015. Of these children, 54% were male. The average age was approximately 3 years
(M = 3.38, SD = 1.21), ranging from birth to approximately 5 years.
The ASQ-3 was used to screen 299 children across all cohorts. Of those who were screened,
72% were within normal range, 19% were identified in need of being monitored, and almost 10%
were identified as being below cutoff in one or more areas and in need of further assessment.
There were slightly higher proportions of girls than boys identified as being within the
normal range but there were more boys (61%) than girls (39%) in need of being monitored, and
more than twice as many boys (72%) compared to girls (29%) were identified as being below
cutoff. Of all children served by the ELC, 8% (n = 28) were referred for further services; 30
referrals were made, including two children who were referred twice. Approximately 68% of
referred children were boys. Reasons for referrals were identified for all of the 28 children referred.
They included developmental delays (26 referrals; one child was referred twice for this reason)
and behavioral problems (four referrals; one child was referred twice for this reason). For those
children referred for further services, 46% had documented receipt of services. Of those children
with documented receipt of services, almost 77% were boys.
Results of the logistic regression analysis indicated that child gender or child age were not
associated with the likelihood of receiving a referral; however, results of screenings based on ASQ3 was a significant predictor. Compared to children who were assessed as being within normal
range, children who were identified as in need of being monitored were almost six times more
likely to receive a referral. No significant associations between these predictors (child gender, child
age, ASQ-3) and receipt of services were found.

Enhanced Home Visiting through Increased Focus on Social and Emotional Well-being
To fulfill the Project LAUNCH strand of enhanced home visiting, Healthy Start Coalition
of Pinellas, expanded its Parents as Teachers Plus (PAT+) program into the Lealman area and
added two additional parent educators to increase the capacity of the program. The Healthy Start
PAT+ program not funded by LAUNCH consists of seven parent educators, a mental health
counselor, nurse, and program supervisor. These PAT+ staff work as a team with the LAUNCHfunded parent educators to support families in the Lealman area.
The PAT+ program focuses services on pregnant women and parents who are abusing
drugs with children ages 0-3. PAT+ is an evidence-based parent education model whose purpose
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is to improve child development, strengthen family relationships and parent/child attachment,
promote positive birth outcomes, and reduce substance use in parents. PAT+ is designed to educate
parents about what to expect during their child's development and teach them ways to encourage
learning while fostering a strong parent-child relationship. The PAT+ team provides services that
include home visits, care coordination, developmental assessments, support groups, family
strengthening and parent skills training as well as substance abuse recovery and relapse prevention
services. In addition, the Healthy Start, PAT+ program incorporates Seeking Safety, an evidencebased counseling model for trauma and substance abuse, into the parent education and home
visiting services with families.
Parents as Teachers Plus is a 2-year curriculum that begins with prenatal care, or as early
as possible, and continues through the child’s third year of life. Wraparound services are provided
by referrals for services that include substance abuse treatment, mental health counseling,
education and job training, childcare, breastfeeding support, and nutrition counseling funded by
Healthy Start and other community agencies.
Implementation activities and fidelity. Healthy Start, PAT+ services for Project
LAUNCH began mid-Year 1 of the grant, and have continued without interruption since that time.
The program experienced a change in management during Year 3 and parent educator staff
changes. The parent educators assume primary responsibility for managing the family’s case and
provide screening and assessment, parent education, home visitation, and referral to external
services as necessary. The registered nurse (RN) provides parent education, assists staff with
medical questions/concerns parents may have, helps with annual child health records, and provides
interconceptional care to moms in the program, including access to birth control. The licensed
mental health counselor (LMHC) provides parent education and mental health counseling to
parents as requested by the parent educators. Individual, marriage and family counseling are
offered in the home and are available to any program participant. The program manager provides
oversight and supervision for the PAT+ staff, networks with community agencies to expand
program awareness and outreach, and provides leadership as the point of contact for carrying out
Project LAUNCH activities.
To assess the fidelity strategies used by the program and their effectiveness, the evaluation
team conducted semi-annual on-site visits with PAT+ program staff to observe staff meetings and
meet with the program manager, completed a program description checklist with the program
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manager, and reviewed program documents including the annual affiliate performance report,
training and staff meeting documents.
The program utilizes several mechanisms to maintain fidelity to the PAT model and offer
support to parent educators. The program follows the 17 requirements detailed in the Parents as
Teacher Essential Requirements document (PAT National Center, 2014). The program manager
provides bi-weekly one-on-one supervision, conducts monthly staff meetings, and conducts home
visit observations with parent educators annually utilizing the Home Visit Rating Scale developed
by the national program.
All PAT+ staff received foundational and model implementation training prior to the
initiation of Project LAUNCH and have participated in ongoing PAT+ education and training as
required by the national program to maintain annual certification. New parent educators have
shadowed experienced staff before acquiring a caseload of their own. In addition, all staff received
training in the use of the ASQ:SE, the Life Skills Progression Instrument, and the Infant/Toddler
Home Observation for Measurement of the Environment (IT-HOME). To strengthen staff’s
knowledge of Seeking Safety and applicable skills, a presentation and discussion of a lesson from
the curriculum is facilitated by the PAT+ LMHC at each monthly staff meeting. On average, parent
educators have a caseload of 15-17 families that are provided PAT+ services.
Screening/assessment, referrals, and evidence-based practice, PAT+. Table 11
presents TRAC data submitted for Year 2, per quarter for children and parents who received
screening, assessment, referral, and evidenced based intervention from the LAUNCH-funded
portion of Healthy Start’s PAT+ program focused on the Lealman community and surrounding
area. The TRAC data is a duplicated count across quarters. The program utilizes the ASQ-3 and
ASQ:SE to screen children being served. To screen and assess parents receiving PAT+ services,
the Edinburgh Postnatal Depression Scale, Perceived Stress Scale, Domestic Violence Risk
Assessment, Substance Abuse Evaluation, Smoking Survey, and Life Skills Progression
Instrument are administered. The IT-HOME is used to assess the child’s home environment.

Table 11. FFY14-15 Healthy Start, PAT+, TRAC Screening/Referrals/Evidence-Based Services
Number of Individuals per FFY14-15 Quarter
Q1
Q2
Q3
Q4
S1 – The number of individuals screened for mental health or related interventions.
Child
8
3
8
2
Parent
17
5
10
0
TRAC Measure
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R1 – The number of individuals referred to mental health or related services.
Child
2
3
3
0
Parent
12
7
8
3
T3 – The number of people receiving evidence-based mental health-related services as a
result of the grant.
Child
19
14
16
11
Parent
18
14
16
11

PAT+, enhanced home visiting parent and child outcomes. The PAT+ program has
served 36 parents and 34 children during Years 1 through 3 of the project. Services were initiated
between March 2012 and August 2014. Twenty of these families received services through PAT+
during Year 3 and 11 were still in the program at the end of Year 3. PAT+ is a long-term service
that crosses fiscal years with a limited number of participants, therefore the outcome analysis was
conducted for all PAT+ participants through the end of Year 3. The average length of service for
parents whose service had ended for any reason was 13 months, ranging from one month to 36
months.
The average age for the parent/caregiver PAT+ participants at the time they were enrolled
in the program was approximately 27 years (M = 27.30; SD = 4.80) and ranged from 19 to 36 years
of age. All caregivers were biological parents with substance abuse problems. Most caregivers
were female (95%), identified themselves as White (89%) and non-Hispanic (84%). Caregivers
were referred to Healthy Start by child protection investigators (17%), community-based care
agency (14%), Healthy Start risk screen (11%), hospitals (31%), pediatrician or medical provider
(14%), social services agency/program (3%) and self-referral (8%; 3 mothers). Regarding the
referrals generated by Healthy Start, most of the 211 referrals (81%; n= 171) were focused on
services for caregivers; 10% (n=21) on services for the target child, 9% (n=18) on services for
other family members and one case was not identified. For 44% (n=92) of the referrals the services
were completed or are ongoing, for 4% (n=8) of the referrals participants received some services
but did not complete, for 27% (n=57) the services are pending, for 25% (n=52) the services were
not accessible, participants were not eligible, or participants refuse the service or did not take
action, and for two cases, no information was provided.
Approximately 78% (n=28) of caregivers were screened/assessed for postnatal depression
and perceived stress, at least once. About 42% (n=15) were assessed using the IT-HOME, at least
once. The Edinburgh Postnatal Depression Scale (EPDS) identified 38% mothers (10 out of 26
assessed) as having possible depression (i.e., scored 10 or higher on the Edinburgh Postnatal
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Depression Scale (EPDS) in the first administration. For the second and third administrations, 43%
(12 out of 28 mothers assessed) and 56% (5 out of 9 mothers assessed), respectively, were
identified as having possible depression. The fourth administration assessed two mothers and their
score showed possible depression. For those mothers assessed more than once, no significant
differences were observed between the first and second administration of the EPDS. The Perceived
Stress Scale (PSS) identified 27% parents (7 out of 26 assessed) as having a high stress level (i.e.,
had a score higher than 20 on the PSS) in the first administration. For the second and third
administrations, 29% (8 out of 28 parents assessed) and 18% (2 out of 11 parents assessed),
respectively, were identified as having a high stress level. For those parents assessed more than
once, no significant differences were found between the first and the second administration of the
PSS. However, all parents who were assessed on the IT-HOME in any administrations, scored
above the normative median score (i.e., 32; Caldwell & Bradley, 2001). For the first administration
(10 parents assessed) the scores ranged from 35 to 44; the second time (15 parents assessed) the
scores ranged from 35 to 45, and the third time (7 parents assessed) the scores ranged from 33 to
45, with higher scores indicating a more enriched home environment. Overall, for those parents
assessed more than once, no significant differences were observed between the first and the second
administration of the IT-HOME.
Thirty-four children were served by Healthy Start. Even though two additional families
were enrolled in the Healthy Start PAT+ services, they left the program before their children
received services; therefore, there is no demographic information about these children. The
average age for children at the time they began receiving services was slightly older than 1 month
(M = 1.41; SD = 3.94). There was the same amount of boys and girls. A majority of children were
non-Hispanic (79%); 17% were Hispanic. Also, a majority of children were White (82%); 9% were
African American, and 9% were biracial.
Most children were involved with the child welfare system (81%). Approximately 68% of
the children who received PAT+ services were screened using the ASQ-3, and 53% were screened
using the ASQ:SE scale. No developmental delays were suspected in any of the screened children.

Nurturing Parenting Program, Family Strengthening and Parent Skills Training
The Nurturing Parenting Program (NPP) curriculum was implemented in Year 2 of the
Florida Project LAUNCH grant to focus on family strengthening and parent skills training.
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Operation PAR, a substance abuse and mental health treatment agency in Pinellas County, which
has an existing Nurturing Parenting Program is the primary provider of the Nurturing Parenting
curriculum for Florida Project LAUNCH. The Community Based Education version of the
Nurturing Parenting curriculum is being used for parents and caregivers of children ages birth to
8 in the Lealman community. The initial design of the program was to conduct universal
recruitment in the Lealman community by attending and distributing flyers and information at
local church groups, the Boys and Girls Club, and through general community outreach. However,
recruitment in this way was not successful and Operation PAR partnered with CHCP, to conduct
more targeted recruitment of the parents and caregivers of children receiving mental health-related
services by the Project LAUNCH LCSWs and the case manager at CHCP as part of the integration
of primary health and behavioral health services.
One program coordinator at Operation PAR has primary responsibility for the coordination
and facilitation of the LAUNCH Nurturing Parenting program with administrative and clinical
support and oversight provided by Operation PAR’s Executive Director. In addition, through the
partnership with CHCP, one of the LCSWs, who is providing services through the integration of
primary and behavioral health care, has co-facilitated the parent group. The other CHCP LCSW
and case manager facilitated a children’s group to coincide with the parent group as a child care
option for parent/caregiver participants. The intent is for the LCSW parent group co-facilitator to
provide clinical support, as needed, if issues arise with parent attendees and allow for greater
coordination and continuity between the services the family is receiving at CHCP and the
Nurturing Parenting group experience. One parent group was held in Year 2, and recruitment and
community engagement have taken place for Year 3 parenting groups, with plans to offer at least
one Nurturing Fathers group in the Lealman area.
The NPP program coordinator received initial training as an NPP facilitator prior to the
initiation of Project LAUNCH. In addition, Operation PAR provides NPP training for the program
coordinator and its staff on an ongoing basis, at least annually. During Year 2, training was
provided and attended by the coordinator on the Nurturing Fathers and Motivating Moms
curriculums. The CHCP case manager who is assisting with group recruitment and facilitation also
attended the two-day NPP training and two-day Nurturing Fathers training. Training is funded by
Operation PAR and does not come out of the Project LAUNCH budget.
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The Community Based Education version of the Nurturing Parenting curriculum conducted
by Operation PAR consists of 10 topical sessions that are intended to be facilitated sequentially in
order to build upon knowledge and skills gained in previous sessions. The session topics are
Lesson 1: The Philosophy and Practices of Nurturing Parenting; Lesson 2: Ages and Stages Infant
& Toddler; Lesson 3: Brain Development in Children & Teens; Lesson 4: Communicating with
Respect & Establishing Routines; Lesson 5: Building Self Worth, Improving Children’s SelfWorth & Meeting the Needs and the Needs of Our Children; Lesson 6: Understanding Feelings &
Helping your Children Handle their Feelings; Lesson 7: Family Morals, Values & Rules; Lesson
8: Praising Children & their Behavior & Helping Children Manage their Behavior; Lesson 9:
Alternatives to Spanking , Understanding Discipline, Verbal and Physical Redirection; and Lesson
10: Dealing with Stress & Criticism and Confrontation. The sessions are structured to start with a
check-in time to see how participants are doing and review any take homework from the previous
session, review the current session’s worksheet, review the power point topical presentation,
discuss the information and applicable individual examples, and review the homework assignment,
if applicable. The homework assignments are typically unstructured and included such tasks as
establishing a designated play time with the children at home, instructing parents/caregivers to
self-nurture during the week and then discussion of examples of nurturing activities the following
week, and completion of a worksheet based on session topics.
Participants were asked to complete the Protective Factors Survey at the beginning and end
of the 10-session curriculum, the Perceived Stress Scale was administered during Lesson 10 on
dealing with stress, and an NPP program evaluation form was distributed at the end of Lesson 5 to
prompt discussion of the participants’ satisfaction with the group. In addition, the NPP facilitator
lead a discussion at the end of Session 10 concerning the participants’ perception of what they had
gained from attending the group and skills that they might want to continue developing after the
group.
The Community Based Education version of NPP does not include a children’s group
curriculum; however, the CHCP LCSW and case manager that facilitated the children’s group
included discussion and playtime topics with the children, as appropriate, that were consistent with
the topics included in the adult group.
Screening/assessment, referrals, and evidence-based practice services. Table 12
presents the screening, referral, and service data submitted to TRAC for Year 2, per quarter. As
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noted, the first NPP was completed during Quarter 4. NPP services were provided to parents in the
Lealman area by the Project LAUNCH NPP coordinator through the existing Operation PAR NPP
program; those numbers are reflected in Quarters 2 and 3. As noted above, parents and caregivers
who participated in the NPP group were assessed using the Perceived Stress Scale and the
Protective Factors Survey. Referrals for Quarter 2 participants were made for more intensive
parent training and for Quarter 4 included one referral for housing assistance.

Table 12. FFY14-15 Operation PAR, NPP - Screening/Referrals/Evidence-Based Services
Number of Individuals per FFY14-15 Quarter
Q1
Q2
Q3
Q4
S1 – The number of individuals screened for mental health or related interventions.
Parent/Caregiver
6
7
3
4
R1 – The number of individuals referred to mental health or related services.
Parent/Caregiver
0
0
0
0
T3 – The number of people receiving evidence-based mental health-related services as a result of
the grant.
Parent/Caregiver
6
7
4
4
TRAC Measure

Nurturing Parenting Program parent outcomes. Five Nurturing Parenting Program
(NPP) groups were initiated by Operation PAR as part of Project LAUNCH between July 2014
and September 2015, consisting of 30 parent/caregiver participants. Of the initiated groups, three
groups completed service, one group (five participants) did not continue due to lack of attendance,
and one group (four participants) was still in process at the end of Year 3.
The majority of the participants were female (23 female; 7 male). Most of the
parents/caregivers (73%) identified themselves as White, an additional 13% identified as Hispanic,
10% were African American, and 1 (3%) participant reported multi-racial ethnicity. Almost all
participants were biological parents (67% mothers; 23% fathers) of their children with the
exception of three grandmothers, and all participants were referred to the Nurturing Parenting
Program by the Community Health Center.
Protective Factors Survey (PFS). Not including the group that was still in process at the
end of Year 3, twenty-six participants completed the PFS at time 1 and eleven participants
completed the PFS at time 2.
The total assessment score of the PFS reflects parenting experiences and their general
outlook on life. For caregivers who completed the PFS before they started the program (n = 26),
the average score was 106.65 (SD = 13.07). For caregivers who completed the PFS after they
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finished the program (n = 11) the average score was similar (M = 107.00, SD = 11.12). Possible
total assessment scores can range from 20 to 140. Higher scores indicate a higher level of family
functioning/resiliency. Paired sample t- tests were conducted to compare the total score and the
score on each of the factors before participation in the Nurturing Parenting Program and after.
When Child Development/Knowledge of Parenting factor was examined, the paired sample t-tests
were conducted to compare each individual item. The paired sample t-test allowed determining if
there was a difference between the mean scores obtained before and after participation in the
program. For those participants who were assessed twice (n=11), no significant difference was
observed on the total scores before and after participation in the program.
The Family Functioning/Resiliency domain on the PFS is the family’s ability to adapt in
times of crisis. At-risk caregivers enrolled in the NPP reported that most of the time they were able
to adapt at times of crisis (M=4.85). There was a slight increase (M=5.16) in family functioning
reported by the participants at post assessment (see Table 13). However, no significant difference
was found.
The Social Emotional Support domain is defined as support from families and/or friends
to meet caregivers’ emotional needs. Overall, at-risk caregivers enrolled in the NPP indicated
that they (M=5.23) had social support. The mean score after participation in the program
(M=5.61) slightly increased, indicating that most participants had social support (see Table 13).
For those participants who were assessed twice (n=11), no significant difference was observed
between the pre- and post-administration for this domain.
The Concrete Support domain refers to access to material goods and services, especially
during crises. Overall, at-risk caregivers enrolled in the NPP felt neutral or agreed (M=4.97) with
the statements representing access to concrete support. The mean score on the post-assessment
(M=4.45) slightly decreased, indicating that participants felt that they were more were able to get
concrete support (see Table 13). For those participants who were assessed twice (n=11), no
significant difference was observed on this domain before and after participation in the program.
The Nurturing and Attachment domain represents the positive interaction between parent
(or caregiver) and the child. At-risk caregivers enrolled in the NPP reported that the nurturing
and attachment situations described in the survey occurred very frequently in their families
(M=6.27). The score obtained after participation in the program (M=6.07) was similar to the
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score obtained before participation (see Table 13). For those participants who were assessed
twice (n=11), no significant difference was found when these two scores were compared.
The Child Development/Knowledge of Parenting domain assesses caregivers’
understanding and use of effective child management techniques and having age appropriate
expectations for children. At-risk caregivers enrolled in the NPP mostly agreed with the
statements regarding the parenting or relationship with their child (Items 12, 13, and 14) before
and after participation in the program. For Items 15 and 16, participants reported that the
situations described in the survey occurred very frequently in their families. Because of the
nature of the items in this domain, calculation of a subscale score is not recommended, therefore
item mean scores are presented (see Table 13). For those participants who were assessed twice
(n=11), no significant differences were found between the pre- and post-administration for Item
12, Item 13, Item 15, and Item 16. However, for Item 14, My child misbehaves just to upset me,
the mean score for the 11 participants on the post-administration (M = 5.36) was significantly
higher than their mean score on the pre-administration (M = 4.73), t(10) = -2.28, p <. 05.

Table 13. Means for Protective Factors Survey Domains
Pre-Test
N = 26
Mean
SD
4.85
1.30
5.23
1.56
4.97
1.73
6.27
0.73

Post-Test
N = 11
Mean
SD
5.16
1.17
5.61
1.75
4.45
1.95
6.07
0.89

4.54

1.77

4.27

1.42

Item 13: I know how to help my child learn.

5.46

1.39

5.55

1.57

Item 14: My child misbehaves just to upset me.

4.69

2.04

5.36

1.75

Item 15: I praise my child when he/she behaves well.

6.23

1.03

6.09

1.30

Item 16: When I discipline my child, lose control.

6.00

1.08

5.45

1.70

106.65

13.07

107.00

11.12

Domains
Family functioning/Resiliency
Social support factor
Concrete support factor
Nurturing and attachment
Child development/Knowledge of parenting
Item 12: There are many times when I don’t know what to
do as a parent.

Total Score

Perceived Stress Scale (PSS). Thirteen participants completed the PSS. Of those, 6 (46%)
were identified as having a high stress level (i.e., had a score higher than 20 on the PSS). Overall,
these parents and caregivers reported slightly higher than average levels of stress (M = 17.15; SD
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= 7.61) compared to the scores (12-15) that indicate the average level of stress (Cohen, Kamarck,
& Mermelstein, 1983).
Parent referrals. One referral was made by the PAR staff for a parent participating in the
Nurturing Parenting Program and it was related to housing issues. No referrals for external mental
health services were made.

Florida Project LAUNCH Service Participant Demographics
The geographic area of focus for Florida Project LAUNCH was selected based on
community level data for Pinellas County that indicated five high need zip codes of 33709, 33714,
33771, 33781, and 33782. While population demographics show that the majority of individuals
living in these areas are White, it was identified that it also includes communities of Asian descent,
African American, and Hispanic. Table 14 shows the demographics of each zip code of focus
based on the 2010 census. The disparity impact goals of the project consist of serving an increased
number of families of Asian descent, who are African American, and none English speaking
caregivers of young children. Table 15 shows the demographics of individuals served by Florida
Project LAUNCH, by service. Table 16 shows the percentage of individuals served by each service
who reside within the zip codes of focus.

Table 14. Florida Project LAUNCH Population Demographics, Zip Codes of Focus
Community of Focus Zip Codes
Pinellas County, FL
Total
Population

White

Hispanic

Asian

Other

9.6%

Black/
African
American
5.4%

4.8%

3.1%

Non English
Speaking
Households
12.2%

33709

26,023

84.1%

33714

18,531

77.3%

9.8%

9.2%

7.2%

3.4%

12.8%

33771

29,839

87.4%

9.5%

4.4%

2.3%

3.6%

10.6%

33781

25,922

80.2%

12.3%

5.1%

7.1%

4.7%

12.8%

33782

20,850

83.7%

9.0%

3.7%

7.8%

2.4%

11.6%

*Based on 2010 Census report
Table 15. Florida Project LAUNCH Participant Demographics by Service, Years 1-3
Service Number Age
Gender
Race/Ethnicity
Served

NonES

72

Years
(Mean)

M

F

CHCP + 387
2.67
Suncoast children
ELC/ PBS 373
3.38
children*
HS/
34
1.41
PAT+
children
PAR/
30
Not
NPP
parents
reported
*(303 with race/ethnicity data)

58%

42%

White, Hispanic African Asian Other/
NonAmerican
MultiHispanic
racial
58%
22%
9%
3%
8%

54%

46%

67%

9%

8%

4%

12%

50%

50%

65%

17%

9%

0

9%

23%

77%

73%

13%

10%

0

3%

NA

0

Table 16. Number of Individuals Served by Project LAUNCH by Service and Zip Code.
Zip codes of Integration of
Pyramid Model,
Parents as Nurturing
Focus
Behavioral Health
Positive Behavior
Teachers + Parenting
into a Primary Care Support
Program
Setting
Total Number
Served

33709
33714
33771
33781
33782
Other

387 (children CHCP +

289 (with zip code data) 36 (parents)

30 (parents/caregivers)

Suncoast)

16.3% (63)
10.3% (40)
3.4% (13)
34.4% (133)
12.9% (50)
22.7% (88)

% (number served) in zip code
9.0% (26)
13.9% (5)
4.5% (13)
22.2% (8)
10.3% (30)
13.9% (5)
11.4% (33)
30.5% (11)
6.9% (20)
5.6% (2)
57.7% (167)
13.9% (5)

20% (6)
6.7% (2)
3.3% (1)
13.3% (4)
0% (0)
56.7% (17)
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Appendix A. Process Evaluation Question, Methods, & Measures
Component

Process Evaluation Question

Measure

Frequency of
Collection

State and Local State and Local System Implementation
Systems
To what extent are key State and Local CSE State and Community
Survey
system level activities implemented as
System Surveys, amended with annually/*TRAC
intended and outputs achieved?
open-ended questions
data quarterly
Ongoing
Observation Protocol to
What adaptations/changes were made to document State and Local
the strategic plan and why?
project/council meeting process

Study Design

Data Source

Qualitative content analysis of
open-ended questions, change
over time in quantitative data.
Qualitative content analysis

Administered by
evaluator with State/
Local Coordinator
Completed by
evaluator

Documentation of completion of
activities and outputs identified
on State and Local Strategic
Plans
State and Local System Capacity and Sustainability
What key accomplishments were
Young Child Wellness Council
achieved?
(YCWC) meeting agendas,
minutes, products
What were the key facilitators that
supported implementation of the strategic Observation Protocol to
plan?
document project meetings

Quarterly,
Years 1-5

Document review, qualitative Documentation
content analysis
maintained by
State/Local
Coordinator

Quarterly,
Years 1-5

Document Review, qualitative Maintained by
content analysis
State/Local
Coordinator

Ongoing

Qualitative content analysis

What challenges and barriers to
Implementation Process and
implementation of the strategic plan have Capacity Interview
been experienced?
Training curriculum, attendance
What infrastructure and capacity changes lists, participant surveys
have occurred to support project goals?
State and Local System Collaboration and Integration
To what extent has an increase in
Wilder Collaboration Factors
collaboration occurred among project and Inventory amended with opensystem providers?
ended questions.

Annually,
Years 2-5

To what extent has an increase in
integration and linkages across the early
childhood service system occurred?

Observation completed
by evaluator
By evaluator with
YCWC members

Document Review, qualitative Completed by trainer,
Collected quarterly, content analysis
maintained by
Years 2-5
Coordinator

Annually,
Years 1-5
(Baseline Oct.
2013)
CSE State and Community
Survey
System Surveys, amended with annually/TRAC
open-ended questions
data quarterly,
Years 1-5

Longitudinal design with no
comparison group; qualitative
content analysis of openended questions
Qualitative content analysis of
open-ended questions, change
over time in quantitative data.

By evaluator with
State and Local project
stakeholders
Administered by
evaluator with State
and Local Coordinator
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Component

Process Evaluation Question

Measure
Implementation Process and
Capacity Interview

Frequency of
Collection
Annually,
Years 2-5

Study Design
Qualitative content analysis

By evaluator with
State and Local
YCWC members
Document review, qualitative Documents maintained
content analysis
by State/Local
Coordinator, provided
to evaluator

To what extent has an increase in
provider knowledge of, access to, and use YCWC meeting and provider
of cross-system resources and services
documents and outputs
occurred?

Quarterly,
Years 1-5

State and Local System Family and Stakeholder Engagement
How satisfied are State and Local YCWC Implementation Process and
members with the activities and outcomes Capacity Interview
of the project?

Annually,
Years 2-5

Qualitative content analysis

Quarterly,
Years 1-5

Document review, qualitative
content analysis

To what extent are family members
engaged in project planning and decision Local YCWC meeting
making?
documents and outputs

To what extent was the project successful Observation Protocol
Ongoing
in including stakeholders that represent
the diversity of the community of focus CSE State and Community
Semi-annually,
in project planning and decision making? System Surveys, amended with Years 1-5
open-ended questions
PL Strategy/
Practice Fidelity
Service Level
What changes in planned service
Implementation implementation occurred and why?

To what extent were project programs
and services implemented with fidelity?
 Parents as Teachers Plus

Implementation Process and
Capacity Survey

Annually,
Years 2-5

Data Source

Qualitative content analysis
Qualitative content analysis of
open-ended questions, change
over time in quantitative data.

By evaluator with
State/ Local YCWC
including parent/
family council
members
Documents maintained
by State and Local
Coordinator
Completed by
evaluator
Administered by
evaluator with State
and Local Coordinator

Qualitative content analysis

Program policies and procedures Quarterly,
documentation
Years 1-5

Administered by
evaluator with
Provider leadership
and staff
Document review of program Documents maintained
materials
by program leadership

Parent Educator Observation
Tool

Quarterly,
Years 2-5

Document review, qualitative Completed by Program
content analysis
Supervisor quarterly

Documentation of training
attendance
Case tracking form

Semi-annually,
Document review
Years 2-5
Completed monthly, Document review
collected quarterly,

Maintained by
program staff
Completed by Program
Supervisor
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Component

Process Evaluation Question

 Nurturing Parenting, Nurturing
Father, Motivating New Moms

 Teaching Pyramid, Positive
Behavior Support

Measure

Frequency of
Collection
Years 2-5

Study Design

Parents as Teachers
Performance Report
Observation of Parent Trainer,
Interview with Parent Trainer

Annually,
Years 2-5
Annually,
Years 2-5

Document review

Program fidelity checklist

Annually,
Years 2-5
Semi-annually,
Years 2-5
Semi-annually,
Years 2-5
Semi-annually,
Years 2-5
Baseline Year 1 &
if curriculum
changes are made
Semi-annually,
Years 2-5
Annually,
Years 3-5

Documentation of training
attendance
TPOT – Teaching Pyramid
Observation Tool
Child care providers’
individualized action plan
Review of training content

Documentation of training
attendance
Documentation of training
 Mental Health Consultation with
early child care providers (to begin attendance; Interview/ survey
with MH Consultant, PBS
in Year 3)
Coach, and child care providers
Interviews w/behavioral health Annually
 Integration of Behavioral Health
Years 3-5
Services into primary care settings staff, case file review
Service Capacity and Sustainability
What were the key facilitators that
Implementation Process and
Annually,
supported practice implementation?
Capacity Interview
Years 2-5

What challenges and barriers to
Direct Services and Mental
Semi-annually,
implementation have been experienced Health Related Services Surveys Years 1-5
and what strategies for improvement have (CSE/TRAC)
been utilized?

Data Source

Completed by Program
Supervisor
Observation by
Supervisor, Interview
by evaluator
Document review
Completed by parent
trainer
Document review
Maintained by
program staff
Observation reliability checks Completed by PBS
by PBS consultant
consultant/ evaluator
Integrity checks by PBS
Completed by PBS
consultant
consultant/ evaluator
Document review
Completed by PBS
consultant/ evaluator
Document review
Qualitative content analysis,
document review

Qualitative content analysis

Maintained by
program staff
Maintained by
program staff

Interviews completed
by evaluator

Qualitative content analysis

Administered by
evaluator w/provider
leadership and staff
Qualitative content analysis of Administered by
open-ended questions, change evaluator with
over time in quantitative data. Provider leadership

What infrastructure and capacity changes
occurred to support practice
implementation?
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Appendix B. Outcome Evaluation Questions, Methods, & Measures
Outcome Evaluation Question

FL Project
LAUNCH
Strategy:
Child, Parent
and Family
Screening,
Assessment and
Referral for
services
completed by:

Frequency of
Study Design
Data Source
Collection
Screening and Assessment in a Range of Child-Serving Settings
Strategic Plan Service Goal 1: Expand access to culturally relevant evidence based practices including developmental screenings
and assessments with referrals to appropriate services and resources to promote wellness for children 0 to 8 and their families in the
Lealman community
Child Level
Did the number of children 0-8
Number of children
Quarterly,
Longitudinal design
Healthy Start PAT+,
who are screened for socialscreened using ASQ-3 and
Years 2-5
with multiple points of
CHCP, and ELC
emotional, developmental, or
ASQ:SE, by zip code.
collection. No
program databases and
behavioral health issues increase
comparison group
reports on ASQ-3 and
for the Lealman community?
available.
ASQ:SE screening.

Community
Health Centers
of Pinellas
(CHCP),

Are there differences by race,
ethnicity, or gender?
Did the proportion of children 0-8
who are referred for needed
services increase for the Lealman
community?
Parent Level
Did the number of parents and
family members screened for
depression (including perinatal),
domestic violence, and substance
use increase over time?

Early Learning
Coalition
(ELC),
Teaching
Pyramid Positive
Behavior
Support (PBS)

Are there differences by race,
ethnicity, language, gender, or
educational level?
Did parents and family members
who were identified as needing
depression (including perinatal),
domestic violence, and substance
use interventions get referred?

Healthy Start,
Parents as
Teachers Plus
(PAT+)
program,

Are there differences by race,
ethnicity, language, gender, or
educational level?

Measure

Number of children
identified as needing
services and referred for
services in project zip codes

Quarterly,
Years 2-5

Longitudinal design
with multiple points of
collection. No
comparison group.

Healthy Start PAT+,
CHCP, and ELC
databases and reports on
referrals made.

Number of parents and
family members screened
using Depression Screen,
Domestic Violence Screen,
Substance Use Screen, InDepth Assessment

Quarterly,
Years 2-5

Longitudinal design
with multiple points of
collection. No
comparison group
available.

Healthy Start PAT+ and
CHCP databases.

Number of parents/family
members assessed who
needed services.

Quarterly,
Years 2-5

Longitudinal design
with multiple points of
collection. No
comparison group
available.

Healthy Start PAT+ and
CHCP databases.

Number of parents/family
members referred to
services.
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Provider Level
Did the number of providers using
the ASQ-3 and ASQ:SE increase?

FL Project
LAUNCH
Strategy:
Healthy Start
Coalition of
Pinellas, PAT+

Number of children
screened using the ASQ-3
and ASQ:SE, by provider

Quarterly,
Years 2-5

Longitudinal design
with multiple points of
collection. No
comparison group
available.
Pre-post study design
with no comparison
group will be used.

Healthy Start PAT+,
CHCP, and ELC
program databases and
reports on ASQ-3 and
ASQ:SE screenings.
Survey filled out
electronically or on
paper by funded staff at
provider agencies.

Are there improvements in provider Adapted Survey on Services Semi-annually,
practice/knowledge that can be
to Children and Families
Years 2-5
linked to workforce development
(MSE)
initiatives/training provided by
LAUNCH?
Did providers’ skills and
Pre and Post training
Semi-annually, Pre-post study design
Training provider survey
knowledge about early childhood
surveys
Years 2-5
with no comparison
data
mental health, typical and atypical
group will be used.
development, and family risk
increase?
Enhanced Home Visiting through Increased Focus on Social and Emotional Well-being
Strategic Plan Service Goal 2: Increase social and emotional well-being through enhanced culturally relevant, evidence-based home
visitation programs in the Lealman community
Child Level
Did the proportion of children
ASQ-3 administered 4
Quarterly,
Longitudinal design
Healthy Start PAT+
developmentally on schedule who
months post service
Years 2-5
with multiple points of
database
were served within PAT + increase initiation and at regular
collection. No
over time?
subsequent intervals during
comparison group
service.
available.
Did the proportion of children
ASQ:SE administered with
Quarterly,
Longitudinal design
Healthy Start PAT+
below the social emotional risk
children social-emotional
Years 2-5
with multiple points of
database
level who were served within
concerns 6 months postcollection. No
PAT+ increase over time?
service initiation and at
comparison group
regular subsequent intervals
available.
during service.
Parent Level
Did perceived parental stress
Perceived Stress Scale
Semi-annually, Pre-post study design
Healthy Start PAT+
decrease over time?
administered at service
Years 2-5
with no comparison
database
initiation and 1yr of service.
group will be used.
Did the quality of the home
IT HOME administered in
Semi-annually, Pre-post study design
Healthy Start PAT+
environment improve to support
the home environment at
Years 2-5
with no comparison
database
child development?
service initiation and 1yr of
group will be used.
service.
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To what extent were recipients
satisfied with project services?

FL Project
LAUNCH
Strategy:
Nurturing
Parenting,
Nurturing
Fathers,
and Motivating
New Moms
Programs,
through
Operation PAR

Satisfaction Surveys

Years 2-5, at
Qualitative content
Collected by service
end of service
analysis of open-ended
providers with program
receipt, or
questions, change over
participants
annually
time quantitative data.
Family Strengthening and Parent Skills Training
Strategic Plan Service Goal 3: Improve the ability of parents with young children to provide healthy, safe, and secure family
environments in which their children learn and grow.
Child Level
NA
NA
NA
NA
NA
Parent Level
Is there improvement in family
Protective Factors Survey
Semi-annually, Pre-post study design,
Operation PAR, Inc.
functioning/resiliency?
Years 2-5
no comparison group
database including
for each Nurturing
survey & demographic
Are there differences in family
Parent Program cohort.
data for each cohort
improvement in
Demographic
functioning/resiliency by race,
characteristics included
ethnicity, language, or age?
as predictors.
Did perceived parental stress
Perceived Stress Scale
Semi-annually, Pre-post study design
Operation PAR, Inc.
decrease after intervention?
Years 2-5
with no comparison
database including
group. Collected for
survey & demographic
Are there differences in parental
each Nurturing Parent
data for each cohort
stress reduction by race, ethnicity,
Program cohort.
language or age?
Demographic
characteristics included
as predictors.
To what extent were participants
Satisfaction Surveys
Years 3-5, end Qualitative content
Collected by service
satisfied with project services?
of group
analysis of open-ended
provider with group
questions, quantitative
participants
data change over time.
Provider level
Are there improvements in provider Adapted Survey on Services Annually,
Pre-post study design
Survey filled out by
practice/knowledge about cultural
to Children and Families
Years 2-5
with no comparison
provider staff and follow
and linguistic competence?
(MSE)
group.
up interview with
evaluation staff
Did providers’ knowledge and
Trauma training surveys
After each
Pre-post study design
Survey filled out by
skills in creating a trauma-informed
trauma
with no comparison
provider staff/training
environment increase?
training
group.
participants
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FL Project
LAUNCH
Strategy:
Integration of
Behavioral
Health Care
Services into a
primary health
care setting
through
Licensed
Clinical Social
Workers and
case
management,
through CHCP
(subcontract
Suncoast
Center, Inc.)

Did providers’ skills and
Survey on Services to
Annually,
Pre-post study design
Survey filled out by
knowledge about early childhood
Children and Families
Years 2-5
with no comparison
provider staff and by
socio-emotional, and behavioral
(MSE)
group.
follow up interview with
health, development and services
evaluation staff
increase?
Integration of Behavioral Health into Primary Care Settings
Strategic Plan Service Goal 4: The Community Health Centers of Pinellas will become a best practice model for integration of
behavioral health care into primary care settings
Child Level
Are children receiving referrals for
Case File Review protocol
Annually,
Cross-sectional study
CHCP on-site case file
mental health related services as
Years 2-5
design will be used,
review data
indicated by screening and
cases will be randomly
assessment?
selected
Are there differences by race,
ethnicity, language, or age?
Are children receiving mental
health related services as indicated
by screening and assessment?
Are there differences by race,
ethnicity, language, or age?
Are children achieving identified
mental health related goals?
Parent Level
Are parents receiving referrals for
mental health related services as
indicated by screening and
assessment?
Are there differences by race,
ethnicity, language, or age?
Are parents receiving mental health
related services as indicated by
screening and assessment?
Are there differences by race,
ethnicity, language, or age?
Are parents achieving identified
mental health related goals?

Case File Review protocol

Annually,
Years 2-5

Cross-sectional study
design will be used,
cases will be randomly
selected

CHCP on-site case file
review data

Goal Attainment Scales,
Case File Review protocol

Annually,
Years 2-5

Cross-sectional study
design, cases will be
randomly selected

CHCP on-site case file
review data, Goal
Attainment Scale data

Case File Review protocol

Annually,
Years 3-5

Cross-sectional study
design, cases will be
randomly selected

CHCP on-site case file
review data

Case File Review protocol

Annually,
Years 3-5

Cross-sectional study
design, cases will be
randomly selected

CHCP on-site case file
review data

Goal Attainment Scales,
Case File Review protocol

Annually,
Years 3-5

Cross-sectional study
design, cases will be

CHCP/Suncoast on-site
case file review data
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To what extent were parents
satisfied with project services?

Satisfaction Surveys

Years 2-5, at
the end of
service receipt,
minimum of
annually

randomly selected
Qualitative content
analysis of open-ended
questions, change over
time in quantitative
data.

Collected by service
provider with program
participants

Provider Level
Did the integration of behavioral
Referral to LCSW mental
SemiCross-sectional study
CHCP excel database
health and primary health care
health services
Annually,
design will be used
services increase?
Years 2-5
Mental Health Consultation in Early Care and Education
FL Project
Strategic Plan Service Goal 5: Increase access to mental health consultation in early child care education settings to promote
LAUNCH
healthy social-emotional development
Strategy:
Child Level
N/A
Teaching
Parent Level
Pyramid - PBS
N/A
Model with
Provider Level
Pre-School
Did childcare providers’ skills,
Pre/post Training
Quarterly,
Pre-post study design,
Pre-post training
Childcare
knowledge and ability to manage
assessments
Years 2-5
no comparison group
assessments maintained
Providers
children’s’ social and emotional
by PBS coaches
through ELC of needs increase?
Childcare Provider survey
Annually,
Pre-post study design,
Childcare provider
Pinellas
Years 2-5
no comparison group
survey data
Mental Health
Did the number of childcare
Referrals to mental health
Annually,
Pre-post study design,
ELC database
Consultation in providers utilizing mental health
consultant, by provider
Years 3-5
no comparison group
Pre-School
consultation increase?
Childcare
Did the utilization of mental health Childcare Provider survey
SemiPre-post study design
Childcare provider
Settings
consultation increase providers’
Annually,
without a comparison
survey data
through CHCP
skill, knowledge, and ability to
Years 3-5
group
manage children’s’ social and
emotional needs?
Community Level Outcomes – Lealman community
Are child maltreatment rates
Number of child
Annually,
Descriptive data will be Florida’s Statewide
decreasing for substance abusing
maltreatment reports in
Years 3-5
provided for the project Automated Child
parents in project zip codes?
project zip codes
zip codes
Welfare Information
System (SACWIS).
Did the number of children who
Number of children placed
Annually,
Descriptive data will be Florida’s (SACWIS).
were placed in out-of-home care
in out-of-home care in
Years 3-5
provided for the project
decrease in project zip codes?
project zip codes
zip codes
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Appendix C. Wilder Collaboration Survey Tables
Table C1.
Collaboration Inventory State Level Results by Domain for Year 1, Year 2, and Year 3
Domains
Environment
Membership
Characteristics
Process and Structure
Communication
Purpose
Resources

Year 1
Mean
SD
3.69
0.55

Year 2
Mean
SD
3.59
0.48

Year 3
Mean
SD
3.35
0.97

F
1.30

3.58

0.53

3.53

0.55

3.65

0.69

0.20

3.49
3.58
3.59
3.43

0.48
0.58
0.59
0.53

3.32
3.45
3.46
3.21

0.53
0.70
0.58
0.57

3.48
3.44
3.76
3.12

0.60
0.75
0.79
0.89

0.79
0.30
1.09
1.33

Table C2
The Wilder Collaboration Factors Inventory Year 3 – State Level (N = 15)

Membership characteristics

Environment

Domain

Factor

Statement

1. Agencies in our community have a history of
History of
working together
collaboration or
2. Trying to solve problems through
cooperation in
collaboration has been common in this
the community
community. It’s been done a lot before.
3. Leaders in this community who are not part of
our collaborative group seem hopeful about
what we can accomplish.
Collaborative
group seen as a 4. Others (in this community) who are not a part
legitimate leader of this collaboration would generally agree that
in the community the organizations involved in this collaborative
project are the “right” organizations to make this
work.
5. The political and social climate seems to be
Favorable
“right” for starting a collaborative project like
political and
this one.
social climate
6. The time is right for this collaborative project.
7. People involved in our collaboration always
Mutual respect,
trust one another.
understanding,
8. I have a lot of respect for the other people
and trust
involved in this collaboration.
9. The people involved in our collaboration
represent a cross section of those who have a
Appropriate
stake in what we are trying to accomplish.
cross section of
10. All the organizations that we need to be
members
members of this collaborative group have
become members of the group.
Members see
11. My organization will benefit from being
collaboration as involved in this collaboration.

Item
Score
Mean SD
3.13

1.60

3.53

1.69

2.93

1.44

3.57

1.09

3.40

1.40

3.67

1.40

3.67

1.88

3.73

1.39

4.00

1.36

2.79

1.31

3.93

1.10

Factor Score
Mean

SD

3.33

1.23

3.13

1.32

3.53

1.37

3.70

0.82

3.43

1.27

3.93

1.10

Domain
Score
Mean SD

3.35

0.97

3.65

0.69
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in their selfinterest
Ability to
compromise

Members share a
stake in both
process and
outcome

Process & Structure

Multiple layers of
participation

Flexibility

Development of
clear roles and
policy guidelines

Adaptability

Communication

Appropriate pace
of development

Open and
frequent
communication

12. People involved in our collaboration are
willing to compromise on important aspects of
our project.
13. The organizations that belong to our
collaborative group invest the right amount of
time in our collaborative efforts.
14. Everyone who is a member of our
collaborative group wants this project to
succeed.
15. The level of commitment among the
collaboration participants is high.
16. When the collaborative group makes major
decisions, there is always enough time for
members to take information back to their
organizations to confer with colleagues about
what the decision should be.
17. Each of the people who participate in
decisions in this collaborative group can speak
for the entire organization they represent, not
just a part.
18. There is a lot of flexibility when decisions
are made; people are open to discussing
different options.
19. People in this collaborative group are open
to different approaches to how we can do our
work. They are willing to consider different
ways of working.
20. People in this collaborative group have a
clear sense of their roles and responsibilities.
21. There is a clear process for making decisions
among the partners in this collaboration.
22. This collaboration is able to adapt to
changing conditions, such as fewer funds than
expected, changing political climate, or change
in leadership.
23. This group has the ability to survive even if
it had to make major changes in its plans or add
some new members in order to reach its goals.
24. This collaborative group has tried to take on
the right amount of work at the right pace.
25. We are currently able to keep up with the
work necessary to coordinate all the people,
organizations, and activities related to this
collaborative project.
26. People in this collaboration communicate
openly with one another.
27. I am informed as often as I should be about
what goes on in the collaboration.
28. The people who lead this collaborative group
communicate well with the members.

3.67

0.72

3.27

0.88

4.33

0.62

3.40

0.99

3.33

0.72

3.20

0.76

3.93

0.59

3.93

0.59

3.33

0.90

3.40

0.83

3.60

0.74

3.53

0.92

3.13

1.06

2.87

0.99

3.60

1.06

3.67

1.05

3.53

1.25

3.67

0.72

3.67

0.71

3.27

0.73

3.93

0.53

3.37

0.77

3.57

0.78

3.00

0.91

3.60

1.03

3.48

0.60

3.44

0.75
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29. Communication among the people in this
collaborative group happens both at formal
meetings and in informal ways.
30. I personally have informal conversations
about the project with others who are involved
in this collaborative group.
31. I have a clear understanding of what our
collaboration is trying to accomplish.
Concrete,
32. People in our collaborative group know and
attainable goals
understand our goals.
and objectives
33. People in our collaborative group have
established reasonable goals.
34. The people in this collaborative group are
dedicated to the idea that we can make this
project work.
Shared vision
35. My ideas about what we want to accomplish
with this collaboration seem to be the same as
the ideas of others.
36. What we are trying to accomplish with our
collaborative project would be difficult for any
Unique purpose single organization to accomplish by itself.
37. No other organization in the community is
trying to do exactly what we are trying to do.
38. Our collaborative group has adequate funds
Sufficient funds, to do what it wants to accomplish.
staff, materials, 39. Our collaborative group has adequate
and time
“people power” to do what it wants to
accomplish.
40. The people in leadership positions for this
Skilled leadership collaboration have good skills for working with
other people and organizations.

Resources

Purpose

Established
informal
relationships and
communication
links

3.40

1.12

3.00

1.25

3.67

1.35

3.80

0.94

3.53

1.30

3.67

0.90

3.80

0.78

4.27

0.88

3.60

0.91

2.93

0.70

3.00

1.31

3.43

1.28

3.20

0.82

3.67

1.14

3.73

0.75

3.93

0.82

2.97

0.90

3.43

3.76

0.79

3.12

0.89

1.28

Table C3.
Collaboration Inventory Local Level Results by Domain for Year 1, Year 2, and Year 3
Domains
Environment
Membership
Characteristics
Process and Structure
Communication
Purpose
Resources

Year 1
Mean
SD
3.68
0.53

Year 2
Mean
SD
3.73
0.48

Year 3
Mean
SD
3.75
0.61

F
0.08

3.41

0.50

3.47

0.50

3.85

0.74

3.06

3.26
3.39
3.70
2.85

0.41
0.73
0.57
0.76

3.50
3.70
3.67
3.32

0.48
0.63
0.48
0.54

3.65
3.80
3.80
3.24

0.76
0.67
0.59
0.85

1.97
1.75
0.36
2.15
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Table C4
The Wilder Collaboration Factors Inventory Year 3 – Local Level (N = 19)

Process and Structure

Membership
characteristics

Environment

Domain

Factor

Statement

1. Agencies in our community have a history of
History of
working together
collaboration or
2. Trying to solve problems through collaboration has
cooperation in
been common in this community. It’s been done a lot
the community
before.
3. Leaders in this community who are not part of our
collaborative group seem hopeful about what we can
Collaborative
group seen as a accomplish.
legitimate
4. Others (in this community) who are not a part of
leader in the
this collaboration would generally agree that the
community
organizations involved in this collaborative project are
the “right” organizations to make this work.
5. The political and social climate seems to be “right”
Favorable
for starting a collaborative project like this one.
political and
social climate
6. The time is right for this collaborative project.
7. People involved in our collaboration always trust
Mutual respect,
one another.
understanding,
8. I have a lot of respect for the other people involved
and trust
in this collaboration.
9. The people involved in our collaboration represent a
cross section of those who have a stake in what we are
Appropriate
trying to accomplish.
cross section of
10. All the organizations that we need to be members
members
of this collaborative group have become members of
the group.
Members see
collaboration as 11. My organization will benefit from being involved
in their selfin this collaboration.
interest
Ability to
12. People involved in our collaboration are willing to
compromise
compromise on important aspects of our project.
13. The organizations that belong to our collaborative
group invest the right amount of time in our
Members share
collaborative efforts.
a stake in both
14. Everyone who is a member of our collaborative
process and
group wants this project to succeed.
outcome
15. The level of commitment among the collaboration
participants is high.
16. When the collaborative group makes major
decisions, there is always enough time for members to
take information back to their organizations to confer
Multiple layers
with colleagues about what the decision should be.
of participation
17. Each of the people who participate in decisions in
this collaborative group can speak for the entire
organization they represent, not just a part.
18. There is a lot of flexibility when decisions are
Flexibility
made; people are open to discussing different options.

Item
Score
Mean SD
3.74

1.05

3.63

1.07

3.42

1.02

Factor
Domain
Score
Score
Mean SD Mean SD

3.68 1.04

3.75 0.61
3.50 0.88
3.58

0.84

4.05

0.41

4.05

0.62

3.53

0.77

4.39

0.70

4.00

1.09

4.05 0.40

3.95 0.64

3.85 0.74
3.61 1.06

3.22

1.17

4.11

0.83

4.11 0.83

3.89

0.88

3.89 0.88

3.58

1.02

4.32

0.89

3.79

1.03

3.58

0.96

3.89 0.87

3.65 0.76
3.58 0.84
3.58

0.90

4.00

0.75

3.92 0.73
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Development of
clear roles and
policy
guidelines

Adaptability

Communication

Appropriate
pace of
development

Open and
frequent
communication
Established
informal
relationships
and
communication
links

Purpose

Concrete,
attainable goals
and objectives

Shared vision

Resources

Unique purpose

Sufficient funds,
staff, materials,
and time
Skilled
leadership

19. People in this collaborative group are open to
different approaches to how we can do our work. They
are willing to consider different ways of working.
20. People in this collaborative group have a clear
sense of their roles and responsibilities.
21. There is a clear process for making decisions
among the partners in this collaboration.
22. This collaboration is able to adapt to changing
conditions, such as fewer funds than expected,
changing political climate, or change in leadership.
23. This group has the ability to survive even if it had
to make major changes in its plans or add some new
members in order to reach its goals.
24. This collaborative group has tried to take on the
right amount of work at the right pace.
25. We are currently able to keep up with the work
necessary to coordinate all the people, organizations,
and activities related to this collaborative project.
26. People in this collaboration communicate openly
with one another.
27. I am informed as often as I should be about what
goes on in the collaboration.
28. The people who lead this collaborative group
communicate well with the members.
29. Communication among the people in this
collaborative group happens both at formal meetings
and in informal ways.
30. I personally have informal conversations about the
project with others who are involved in this
collaborative group.
31. I have a clear understanding of what our
collaboration is trying to accomplish.
32. People in our collaborative group know and
understand our goals.
33. People in our collaborative group have established
reasonable goals.
34. The people in this collaborative group are
dedicated to the idea that we can make this project
work.
35. My ideas about what we want to accomplish with
this collaboration seem to be the same as the ideas of
others.
36. What we are trying to accomplish with our
collaborative project would be difficult for any single
organization to accomplish by itself.
37. No other organization in the community is trying
to do exactly what we are trying to do.
38. Our collaborative group has adequate funds to do
what it wants to accomplish.
39. Our collaborative group has adequate “people
power” to do what it wants to accomplish.
40. The people in leadership positions for this
collaboration have good skills for working with other
people and organizations.

3.84

0.90

3.37

1.21

3.32

1.06

3.37

0.96

3.34 1.07

3.53 0.81
3.68

0.89

3.42

0.96

3.58

1.07

4.00

0.58

3.84

0.77

3.84

0.83

3.50 0.87

3.89 0.66

3.80 0.67
3.74

0.87
3.66 0.80

3.58

0.96

3.61

1.04

3.50

0.92

3.74

0.73

4.05

0.85

3.67 0.84

3.79 0.73
3.53

0.84

4.21

0.71

3.80 0.59

4.08 0.63
3.88

0.70

2.68

0.95

3.26

0.99

3.78

1.17

2.97 0.89
3.24 0.85
3.78 1.17
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