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CQl Plan Update - April 2023-March 2024

This document summarizes the progress that the Department of Behavioral Health (DBH) has made between April
2023 and March 2024 toward developing a Continuous Quality Improvement (CQI) system for the School Behavioral
Health (SBH) expansion. It also summarizes Child Trends’ updated recommendations for the CQl system.

Engaging in a process of CQl will enable DBH to (1) identify aspects of the expansion that appear to be working well,
aswell as opportunities for improvement, (2) flag specific schools and community-based organizations (CBOs),
including school-CBO partnerships, where issues are arising and where additional tailored supports are needed, and
(3) make a data-informed case for ongoing support of the initiative.

Key takeaways

1. DBH has made substantial progressin collecting and summarizing data on provider activities. With more
than one and a half school years of data collection in the new clinician activity tracking system, DBH has
consistent data for both DBH and CBO providers on activity across the public health model that has enabled
them to monitor and report on patterns and trends over time.

2. DBH hasshared provider activity data on a quarterly basis with the Coordinating Council on School
Behavioral Health (the Coordinating Council). In Spring 2024, DBH took over responsibility for preparing
data presentations from Child Trends (with continued support and advisement). These data presentations
continued to be used primarily to guide discussions about expectations for provider activity and data
completeness, rather than to identify schools in need of support or make other plans.

3. Benchmarks for provider activity data were established to measure progress but have not yet been
examined. There is significant interest from members of the Coordinating Council in ways of understanding
targets and expectations for provider activity.

4. The DBH teamrequires additional capacity to conduct CQl activities. Data quality assurance and support
for data-driven decision-making is time intensive. Most of the data collection and reporting capacity built
over the last 12 months rests with a single staff member, for whom CQl is an additional task rather than a
primary job function.

5. CoordinatingCouncil members have limited capacity to participatein the planned CQI Advisory Group. As
aresult, the CQl, Data, and Evaluation Committee has played a limited role in supporting DBH’s CQI efforts.

Key progress

In March 2021, Child Trends recommended that DBH develop the

Expansion CQl system using a phased approach (see Appendix A). The DBH achieved an 80%
plan for Phase 1 was for DBH to take steps to operationalize the CQI response rate to the principal
planand track a few priority measures. Although Child Trends satisfaction survey - the highest
originally recommended that Phase 1 last from approximately Spring response to date - by testing new
2021 toFall 2022, Child Trends has recommended that DBH remain approaches to follow up with non-
in Phase 1 until the majority of the Phase 1 Key Tasks are completed. responders.

Phase | Key Tasks are a mix of operationalization tasks and data

collection/data usage tasks. Since March 2021, DBH has made good progress on data collection and/or data usage
tasks but made relatively little progress toward operationalizing its CQIl processes and plans. DBH has made
significant progress on designing and building a CQI data system for clinician activity data, providing summaries of
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clinician activity data regularly to the Coordinating Council, and improving principal satisfaction survey response
rates. In the past 12 months especially, DBH has built internal capacity for data collection, data quality review, making
meaning of data, and developing and presenting data summaries. However, DBH has not yet been able to focus on
improving the collection of Child and Adolescent Functional Assessment Scale / Preschool and Early Childhood
Functional Assessment Scale (CAFAS/PECFAS) data or to make plans based on data (including clinician activity and
principal survey data). Key accomplishments from the past three years are summarized in Table 1.

Table 1. Key Accomplishments in Phase | from March 2021 to March 2024

Principal
Satisfaction Data

Student Assessment
Data

Clinician activity
data

Reporting data

Establish CQl
Advisory Group

Designate staff for
CaQl roles

Sent mid-year and end-of-year
surveys to principals with DBH
and/or CBO clinicians

Tested outreach strategies to boost
response rates

Selected CAFAS /PECFAS as
assessment tool

Began training all CBO and new DBH
clinicians

Presented data to CC for first time
Launched a unified School Behavioral
Health Activity Tracking systemin
Quickbase in August 2022

Trained all clinicians on the new
system, and continuously monitored
use of the system and data quality
Worked with Child Trends to report
datatoCCinMay 2022, June 2022,
November 2022, March 2023

Announced the transition of the Data,
Evaluation, and Unmet Need
Committee into the CQI, Data, and
Evaluation Committeein March2023

Program manager hired who oversaw
development of Quickbase system
Developed position descriptions for
three new staff positions that will
have some responsibility for CQI
functions

Continued to tweak outreach strategies
to boost response rates, achieved highest
response rate to date on mid-year survey
Presented principal satisfaction data to
Coordinating Council in March 2024

Ran a report to determine extent of
CAFAS use among clinicians

Continued refining the Activity Tracking
system in response to provider feedback
and review of data quality

Rolled out benchmarks

Set up reports in Quickbase to enable
DBH staff to analyze data

Worked with Child Trends to report data
to CCinSeptember 2023

Presented data to CC with limited Child
Trends support in December 2023 and
March 2024

Through regular data presentations, DBH
developed standard sets of graphs for
data reporting

Met semi-regularly with CQIl, Data, and
Evaluation Committee to get input on
data presentations to the CC and other
CQl topics such as clinician activity
benchmarks

Posted CQI Manager position



Key challenges

Despite making progress toward the Phase 1 data collection and reporting goals laid out in the CQI plan since March
2021, DBH has not yet been able to work on all the Phase 1 components (see the Phase 1 checklist at the end of this
memo). As shared in previous CQI progress reports, three key challenges have slowed progress:

e Staff capacity. As Child Trends noted in the CQI Plan approved in March 2021, establishing a CQl system for
aninitiative as complex and far-reaching as the Expansion requires significant resources, particularly staff
time. The DBH staff working on the Expansion have a myriad of demands on their time related to
implementing the Expansion. As a result, the current staff do not have the capacity tofill the roles identified in
the CQI Plan that are critical to moving the development of the CQIl system forward. The current capacity
limitations are largely related to staff time. DBH has made strides to increase the number of staff who have
explicit responsibilities to carry out CQI activities. Furthermore, DBH is seeking to hire additional staff who
have experience with reporting tools (e.g., Quickbase) and skills in working with data (e.g., cleaning and
analyzingdatafor reporting). However, until data-related positions are filled, it will continue to be a challenge
for the current staff to move the CQIl system forward in a way that promotes the sustainability of the system.
For example, during Option Year 3 (OY3), DBH staff ran a report that showed that the majority of providers
were not administering CAFAS regularly to students on their caseload. As a result of the limited
administration of CAFAS, there is not currently sufficient data available to monitor the outcomes of students
receiving Tier 3 services within the SBH Expansion. In the absence of additional staffing dedicated to CQl, it is
infeasible for the current DBH team to engage in the sort of follow up with supervisors and CBOs that is
necessary toidentify and address barriers to CAFAS/PECFAS completion.

e Coordinating Council capacity. The CQIl plan approved in March 2021 included the formation of a CQl
Advisory Group to review data and make recommendations for implementation in response to those data. In
March 2023, the Data, Evaluation,and Unmet Need Committee of the Coordinating Council was renamed the
CQl, Data, and Evaluation Committee. However, committee members have indicated that they have limited
capacity outside of the monthly committee meetings to establish metrics, monitor data quality, review data,
identify trends in the data and the factors driving those trends, and make recommendations for potential
changesinresponse to those trends. Inthe absence of the establishment of a CQI Advisory Group,
responsibilities assigned to that group must be completed by DBH and Child Trends staff. However, as noted
above, current DBH staff have limited capacity to carry out these activities, and Child Trends’ role is
intentionally limited in Option Year 4 (OY4) as part of a plan to promote the long-term sustainability of the
CQl system for the delivery of high-quality behavioral health supports.

e Clarity of expectations for service delivery. As the DBH and Child Trends team have begunto present
provider activity data (e.g., caseload numbers, how many schools are receiving Tier 1 and 2 programming,
etc.), stakeholders within DBH and the Coordinating Council have surfaced questions about what is expected
of providers to meet the behavioral health needs of students, staff, and families. Although the expansion logic
model lays out the inputs, outputs, and outcomes that are expected at a high level, it does not define the
specific expectations for the exact types and quantities of services to be delivered within schools. To some
extent, this is because supports and services are intended to be tailored to the needs of the student body
within each school (for example, some schools have agreater need for prevention services while others have a
larger number of students who need individual therapeutic services). If each school has unique needs and a
unique service plan, then CQIl should focus on monitoring whether those needsare being met and the planned
services are being delivered. On the other hand, DBH has set some expectations, such as a minimum number
of students on a clinician’s caseload, which were rolled out as benchmarks in April 2023; although DBH has
yet to examine systematically whether clinicians are meeting these benchmarks, or report that data to the
CC. Part of engaging in CQl is to surface different stakeholders’ assumptions about what success looks like,
how to get there, and how to measure that success so that it is clear when the expansion is on track toward
success. While there is interest from expansion partners to be further along in this process and to be at the
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point of tracking established metrics to which CBOs and DBH are held accountable, these conversations are
currently inthe beginning stages.

Recommendations

Child Trends continues to recommend a phased implementation of a CQl system to balance the expansion’s needs
with DBH staff’s capacity to oversee and manage the system and CBOs’ and providers’ capacity to report data
regularly.

The DBHteam made partial progress toward implementing recommendations in the March 2023 (Option Year 2) CQl
Planupdate. For example, DBH posted the CQI Manager position, although no one has been interviewed for the role,
and hiring is currently paused as of March 2024. DBH also developed a plan for increasing response rates to the
principal satisfaction survey that, while not formally codified in writing, the team has been able to replicate for two
cycles and resulted in an 80 percent response rate to the mid-year 2023-2024 survey. Finally, DBH ran a report to
examine completeness (quality) of CAFAS data but has not been able to take any further action or make plans based
on that report.

Given DBH capacity, progress to date on the implementation of the CQI Plan, and the growing interest of Expansion
partners in understanding Expansion data, Child Trends’ recommendations for the coming year focus on
strengthening the collection of Phase 1 priority data sources and practicing reviewing and making meaning of the
data. However, all the recommendations are contingent on DBH being able to dedicate staff time to CQI activities.

At this pointin Phase 1, Child Trends recommends that DBH:

¢ ExtendPhase 1(CQIl Establishment)throughschool year 2024-2025. This extension gives DBH more time to
implement systems that need to be in place before collecting additional data. The checklist for Phase 1
activities that were laid out in the approved CQI planis below, with the completed activities checked off. As
described inthe CQI plan, in each phase, DBH will oversee the CQI cycle by (1) collecting data from multiple
sources, (2) inputting data into a central data system, (3) summarizing data, (4) reviewing and discussing
summaries with key stakeholders to identify next steps, and (5) monitoring implementation. Child Trends’
researchers will serve in an advisory capacity, working to support DBH staff in establishing a process for
compiling and reviewing data and troubleshooting challenges as they arise. DBH will oversee the CQl system,
including fostering the working relationships between expansion partners to enable systematic data
collection about behavioral health activities and outcomes in DC schools and convening partners to engage in
data-drivendecision-making.

e Set adate by which at least one DBH staff member has a clearly defined CQl role as part of their job
description, with the appropriate amount of time allotted for CQl activities. Until at least one DBH staff
person can focus on CQl activities as part of their regular role, it will be difficult for DBH to make meaningful
progress toward continually collecting, reviewing, and reporting data on expansion activities. However, CQl
activities cannot be added to an already full workload; given the nature of DBH’s work, it will be hard for data
collection and CQIl to take priority over other, more urgent tasks if CQl work is an extra role outside of their
main job function.

e Reviewthequalityand completeness of clinician activity data. Now that clinicians have been entering data
in the Activity Tracker for nearly two school years, DBH has an opportunity to confirm with clinicians that the
data being entered reflects their actual activity. DBH should review data to ensure that it is complete and
accurate, toimprove the validity of the data being reported to the Coordinating Council and being used to
monitor the Expansion. This could be as straightforward as picking several clinicians with low numbers of
activities and some with high numbers and discussing their entries.

e Consistently collect CAFAS/PECFAS and review it regularly. CAFAS/PECFAS are a critical source of
information about student outcomes. Because the CAFAS is a relatively new assessment for many clinicians,
the review of CAFAS data may initially focus on quality. DBH has identified that many providers are not
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regularly administering CAFAS. The next stepis to set up regular reports that will quickly flag providers who
are not using CAFAS/PECFAS regularly, and work with supervisors and providers to understand why
CAFAS/PECFAS are not used as expected to provide additional training or address barriers toits use.

e Continue the successful approach to the principal satisfaction survey and codify the stepsin writing.
Having a clear, written planfor distributing the surveys and following up with principals will ensure that any
DBH staff member responsible for distributing and tracking the surveys canimplement it and that once CQI
staff are hired, the process will be easier to hand off.

¢ Eachmonth,review CAFAS, principal satisfaction (when applicable), and clinician activity datainternally at
DBH. DBH has collected data on all three Phase 1 priority data sources and can review and analyze thisdata
to report on several key aspects of the expansion logic model. DBH recently greatly increased its capacity to
report on clinician activity data using Quickbase,, and can work toward setting up a standard set of reports -
such as a set of reports showing the percent of clinicians meeting the benchmarks each month - that the DBH
team can review together and incorporate into dashboard(s) in Quickbase. DBH should test different ways of
viewing the data (i.e., different metrics) internally to find a set of metrics that are meaningful for tracking
progress and guiding the Expansion’s monitoring. Once DBH settles on metrics that the team feels are useful,
it can share those with the Coordinating Council.

Next steps

e After reviewing the recommendations in this memo and the Phase 1 checklist below, DBH and Child Trends
candiscuss whether some recommendations are not feasible, or if DBH wants to prioritize some items over
others.

e Oncedecisions are made, Child Trends can assist DBH with developing a high-level workplan and timeline for
accomplishing the recommended actions.

Note that the CQI plan approved in March 2021 is included after this memo, for DBH'’s reference.



Phase 1 checklist updated March 2024

Level of effort considerations
The more measures selected for Phase 1, the more effort will be needed to compile them
into the CQIl data system and summarize them.

Questions to be answered about behavioral health supports in select schools*:

¢ What components of the expansion are happening as planned?

e What components of the expansion are not happening as planned?

¢  What schools and/or CBOs appear to need additional support to implement the
expansion, and in what areas do they need support?

e What are the behavioral health outcomes of youth receiving Tier 3 services from DBH
clinicians?

Checklist of key tasks

0 Operationalization of the CQI plan
o Developdetailed timeline for Phase 1
o Designate staff for CQl roles including advisory group
o Codify CQl staff responsibilities in writing
o Prioritize questions and objectives for Phase 1, 2, and 3
o—ConfirmdatasourcesforPhase 1 measures
o Develop a detailed plan for how data will be collected, aggregated, and cleaned
o Codify CQl data collection procedures in writing

— Besignand-build- CQl-data-system

) Make plans based on data, such as identifying schools in need of support
) ldentify data needed to monitor results of plans

0 Implement plans and monitor progress

0 Develop new questions for existing surveys for Phase 2 measures as needed

* The exact questions and data sources for each phase will depend on which measures DBH prioritizes

for Phase 1, 2, and 3.
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CQl plan approved March 2021

Purpose of Continuous Quality Improvement (CQl)

CQl, or performance management, is essentially the process of collecting data on key components of an initiative,
reviewing those data to identify where the initiative is working as expected and where it is not, and adjusting the
initiative based on those data. The process does not have a defined start and end point and is a continuous cycle of
tracking, monitoring, and adjusting. As suggested in the expansion evaluation plan, we recommend using the
Collective Impact framework to guide evaluation—including ongoing CQI efforts—for the expansion. Collective
impactis a“structured approach to problem solving” used by multiple organizations or actors from different sectors to
achieve a common goal.! Collective impact is defined by five core components; one of which is an entity that servesin
a backbone function—coordinating other agencies and organizations—a role similar to DBH’s role in the expansion.
Part of what makes collective impact initiatives successful is a commitment to ongoing learning and to adapting as
challenges are identified. To enable this kind of learning, collective impact initiatives use a shared measurement
system to track program implementation and outcomes to ensure consistent data collection and measurement of
results across partnersas well asa shared system of accountability for progress toward the common goal. Establishing
a CQl system will benefit the expansion and support DBH, as the backbone organization, in managing and overseeing
the initiative by helping to: 2

e Identifyaspectsofthe expansion that appear to be working well and opportunities for improvement. For
example, CQl data might reveal that planning tools and professional development opportunities are widely
used and seen as effective but that few schools have been successful inimplementing Tier 2 activities.

¢ Flagspecific schools and CBOs (or school-CBO partnerships) where issues are arising to provide tailored
supports. For example, if there are schools where outcomes are not improving, the CQIl data can point to what
aspects of implementation quality (such as coordination, high-quality implementation of evidence-based
programs, etc.) are also not happening. DBH and partners could then offer tailored support for those schools
to address their specific challenges.

¢ Make adata-informed case for ongoing support of the initiative. A CQl system will allow DBH and other
partnering agencies to use data to drive conversations about growing, sustaining, or changing the expansion.

Key CQl questions for SBH Expansion

e Arebehavioral health activities being planned, coordinated, and staffed as
expected within schools?

e Are professional development and continuous learning resources being utilized
by staff across the city?
Towhat extent are students being referred to and receiving services?
Towhat extent are students receiving Tier 3 services experiencing improved
outcomes?

1 For more information about collective impact, see the Collective Impact Forum (https://www.collectiveimpactforum.org/).

2 National Center for School Mental Health (2020). School Mental Health Quality Guide: Impact. NCSMH, University of Maryland

School of Medicine. Retrieved from https://dm0gz550769cd.cloudfront.net/shape/ad/adc885587f9296b5ef3e63d656e4d4c6H0.pdf
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Best practices in CQI

There are several best practices that inform the CQI plan laid out in this memo.

v
v=
/=
M

Examine both what isworking and why it is working. Track information about the key components of the
expansion in order to understand not just what is working (or not working) but why. Using the expansion logic
model to guide decisions about what information to measure will ensure that the most critical activities and
outcomes of the expansion are included. The expansion logic model is on the following page and outlines how
the expansion works, that is, the ways that resources are used to conduct the activities that are expected to
drive outcomes.

Get inputfromenduserslikeclinicians, students, and families. Involve staff and community membersinthe
design of a CQl system and in the ongoing review of data collected as part of that system. Anyone involved in
collecting or reviewing data as part of a CQl system needs to buy into that system, or else they will see data
collection as a burden rather than a valuable tool for program improvement. This includes DCPS, DC PCS,
DBH, and CBO clinicians and staff.

Establish clearroles, responsibilities, and timelines. Build and codify (i.e., in writing) clear processes and
timelines for collecting and reviewing data, along with clear roles and responsibilities for people involved in
the different components of the CQl system.

Start small to establish a strong foundation. CQIl systems are not built overnight, and organizations often
start their CQl efforts by focusing on describing an intervention before collecting data on outcomes. Start
with collecting data on a few key metrics that will answer important initial questions about the expansion. Use
that data to test and refine the CQI tracking system before scaling it up to include a more comprehensive set
of measures that will require data from other partners (such as Office of the State Superintendent for
Education [OSSE], DC PCS, and DCPS) or data from new sources (such as surveys of families and students).
Starting small will allow for early successes that can establish critical buy-in from stakeholders.

Focusonimprovement and avoid using data punitively. Use CQIl data to create opportunities for learning, to
identify areas in which staff need support, and to engender a culture of continuous improvement; do not use
CQl data for punitive purposes. As the CQI processes are being developed, it will be important to consider
what public reporting, if any, will use CQl datain order to make sure schools, CBOs, and other partners have a
clear understanding of how the data will be used.

Additional resources on CQI

Building Evidence for Effective Programs

This is a series of brief videos. In addition to describing key concepts, the videos alsoillustrate the concepts
through a case study. The final video includes a conversation with the former Director of Evaluation at the
Latin American Youth Center. The webpage also includes links to several practical resources.

Working Hard and Working Well: A Practical Guide to Performance Management

This is a book with practical guidance about using data to monitor and improve programs that serve children,
adults, and families. The author makes a case for the importance of performance management and outlines a
process for establishing a culture of improvement.

Making Data Pay Off This is a practical guide that outlines several different uses for data with respect to
program quality and improvement. For each potential use, the guide includes a brief, real life example of an
organization that sought to apply data to solve a problem or otherwise improve their program effectiveness.



https://www.childtrends.org/project/video-series-building-evidence-effective-programs
http://leapofreason.org/get-the-books/working-hard-and-working-well/
https://www.urban.org/sites/default/files/publication/42826/311040-Using-Outcome-Information.PDF

Logic model

The expansion logic model visually depicts how the initiative works, including describing the inputs, activities, outputs, and outcomes that make up the expansion at
both the systems-level (i.e., city-wide components of the expansion) and the school-level (i.e., implementation of the expansion in the schools). The logic model guides
the CQl plan, in that it identifies the most important resources, outputs, and outcomes that should be tracked and monitored on an ongoing basis. As the logic model
evolves and/or is refined (for example, based on lessons learned through ongoing data collection and review), the CQI plan should also be updated.

DC School Behavioral Health Expansion Logic Model
CITYWIDE COORDINATION... IMPLEMENTATION IN SCHOOLS...
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SBH expansion CQI plan

Overview

The SBH expansion CQI system can be implemented using a phased approach that will enable DBH to gather input
from and generate interest among key stakeholders to ensure that the systemis set up to answer DBH and its
partners’ most important questions about the expansion.

Phase 1: DBH will spend the first several months operationalizing the plan, including identifying DBH staff for
eachrole, selecting measures, and developing and codifying processes for data collection and data review.
These initial steps will require a fair amount of effort from DBH and the expansion partners and are critical
steps to ensure that the CQIl system is user-friendly, informative, and functional. In Phase 1, a few priority
measures from existing data sources will be tracked (see Table 1 for a list of measures for which Child Trends
is aware of an existing data source; note that Child Trends recommends starting with a small number of data
sources from Table 1). DBH has identified three data sources as the priority for Phase 1: (a) DBH and CBO
clinician self-reported activities, (b) school principal satisfaction surveys, and (c) behavioral health outcome
dataforstudents receiving Tier 3 services from DBH and CBO clinicians. These data can be used by DBH and
its partners to engage in the CQI process outlined in Figure 1 in order to demonstrate the ways CQl can
support the implementation and improvement of the expansion, although the data may not provide a
complete picture of all behavioral health supportsin all schools. Data from DCPS or other expansion partners
could be added gradually during Phase 1.

Phases 2 & 3: Once the system is running smoothly with a few initial measures, additional data can be added
(see Table 2 for a list of potential measures). As other partners see the value of the CQl system for monitoring
the expansion as demonstrated in Phase 1, they may be increasingly motivated to find ways to collect and
input data on additional schools and clinicians into the system. DBH can then continue to expand and refine
the CQl system, adding data to answer additional questions about the expansion’s performance.

Figure 1. The SBH Expansion CQI Cycle

In implementing the CQI plan, DBH will
engage in a cycle of continuous data

collection and review. The first stepis to 1.DBH

. ) collects
collect data from multiple sources and input data

them into a central data system; those data
are then summarized into charts, graphs,
tables, and/or reports; those summaries are
used to guide conversations about what is
happening in the expansion with key
stakeholders including the Coordinating
Council, OSSE, DCPS, DC PCS, DC CoP,
clinicians, school principals, youth, and
families; those conversations help identify

2.DBH
inputsdata
into central
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5.DBH and
partners

implement

next steps

4.DBH &

next steps (which could include collecting stake- 3.DBH

additional data); those next steps are then holders produces

. . review data summaries

implemented; and data are monitored to see to make of data
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changes are made.
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In its role as the backbone of a collective impact strategy, DBH is the driver of the CQl system and is responsible for
supporting the collection of data, synthesizing that data, and presenting that data to the other organizations and
decision makers across the expansion. To create a culture of continuous learning, staff at all levels across
organizations involved in the expansion need to use data to inform their work and need to be supported in developing
capacity for data-driven decision-making (for example, through DC CoP trainings and/or by providing summaries of
data collected back to school teams). Another key role in collective impact frameworks is the oversight group or
steering committee, such as the Coordinating Council for School Behavioral Health, which is responsible for
overseeing progress of the entire initiative.

The key roles in operating a CQl system include:

¢ CQl manager - oversees process, ensures process is codified, involves stakeholders in review sessions, and
communicates next steps.

o Datamanager - sets up CQl data system, coordinates getting data from respective “owners,” compiles data
into the CQIl data system, and checks data for quality (e.g., following up on missing data, flagging when there
are unexpected values).

e Reporting manager - works with CQImanager and data manager to determine format for summaries of data
and produces summary charts, tables, and written overviews.

e CQladvisory group - this group of stakeholders from across the initiative provides input on what data to
collect (or the most important questions to be answered, which, in turn, determines what data to collect),
reviews data summaries, and advises DBH and its partners on course corrections or actions to take in
response to that data.

One person could fulfill multiple roles, for example, someone could be both the data and reporting manager and serve
on the advisory group. Identifying staff to fill these roles and clearly defining their responsibilities will be a key activity
during Phase 1. This includes coordinating with expansion partners, such as OSSE, DC PCS, and DCPS, to identify who
will be onthe CQl advisory group responsible for reviewing data and making decisions about next steps and further
defining the scope of this advisory group, particularly to clarify how its role is different or overlaps with the roles of
other improvement-focused bodies in DC working to address school behavioral health.

Data collection (steps 1 & 2)

The expansion CQI system should track the system- and school-level outputs (“on track when...”) and outcomes
(“making a difference when...”) laid out in the logic model in order to identify what parts of the expansion are
happening as expected (i.e., outputs) and where progress is being made toward the goals of the expansion (i.e.,
outcomes). Although eventually the ideal CQl system will track all aspects of the expansion that are identified in the
logic model, the process of collecting data for all schools on every compone nt will be resource- and time-intensive.
Instead, we recommend that DBH start by identifying one or two priority measures of each of the expansion’s key
components that can be monitored using existing data that is collected either by DBH or by DBH contractors or data
that would take a relatively minimal effort to collect (see Table 1 for a full list of measures that meet these criteria to
consider for Phase 1 and 2). DBH has identified three data sources as the priority for Phase 1: (a) DBH and CBO
clinician self-reported activities, (b) school principal satisfaction surveys, and (c) behavioral health outcome data for
students receiving Tier 3 services from DBH and CBO clinicians (the timing for collecting these data are outlined in
Table 3). Data will need to be collected from various sources, then combined and stored ina central database. DBH
may want to consider investing in a data management system; starting with a limited set of data at the beginning could
possibly allow DBH to start by storing data in spreadsheets if there are concerns about the process of acquiring a data
management system taking too long. For school-level data, the database should allow for sorting data by school (and
possibly also by CBO) and tracking data over time in order to examine trends. Since the data will be coming from
severaldifferentsources, before datacanbe uploaded into the CQl data system, the data manager will need to review
data for quality (e.g., checking for missing data or values that are impossible such as reporting an unreasonable
number of sessions givenreported caseloads)and may need to aggregate data up from the clinician or student level to
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the school level. Data systems may be able to reduce some of this data management burden, for example, if schools

enter data directly into the CQl data system.

Data review and reporting (steps 3 & 4)

Oncedatahave beencompiled into a CQldata system, they need to be reviewed regularly by multiple stakeholders in
review sessions that allow for reflection and discussion of the data to identify the important messages and next steps
indicated by the data. This process is sometimes referred to as “sense making.” It is during this time that stakeholders
practice “asking questions” of the data. Initially, questions may be more about understanding what is happening city -
wide and in schools related to the expansion. After the CQl system has been in place for some time, questions may
become more granular and specifically focused on areas of challenge or follow up on how course corrections appear to

be working.

At a minimum, the CQl advisory group should be included indata
review sessions, and members of the group should help the DBH
CQl manager facilitate discussion of the data, asking questions of
the group and guiding the group to define actionable next steps (one
of which may be to gather additional information in order to better
understand some aspect of the expansion). The advisory group
should include stakeholders from across the expansion, including
representatives from the Coordinating Council, DC CoP (such as
the DC CoP facilitators), OSSE, DCPS, DC PCS, CBOs, school staff,
and clinicians. At times, students and families should be included in
data review sessions to help interpret that data and to help shape
decisions about next steps. The recommendations that come out of
these sessions should not always be to make changes to some part
of the expansion; often, next steps will be to reach out to schools
and/or CBOs to offer additional support and resources or to engage
in conversation and collaboration around anissue identified in the
data.

To make these sessions productive and facilitate discussion, DBH
should produce summaries of the data in the form of brief written
reports (e.g., bulleted high-level descriptions on PowerPoint slides),
tables of data, or graphs that lay out the descriptive statistics (e.g.,
average percent of students at schools who receive Tier 2
interventions) and any patterns or themes (e.g., schools with high
quality workplans have higher numbers of youth self-referrals).

Implement and monitor changes (step 5 > step 1)

Potential stakeholder discussion
questions

Is this what we would have expected,
given what we know about how the
Expansion was designed and how we
think it is going?

Are different schools implementing the
Expansion differently? For example,
are some schools doing more of one
component and less of the other? What
do those schools have in common?

Are behavioral health services
happening at all three tiers? If not, are
interventions being offered more as
part of one tier than others? What do
we know about why that is?

What questions do we have about the
Expansion that cannot be answered
with the data we have? What
information do we need to answer
those questions?

When DBH and its partners determine next steps to be implemented (e.g., offering additional supports to a set of
schools with a particular challenge or implementing a citywide campaign to address behavioral health stigma), the
planning process should include consideration of which data will be needed to determine whether the change was
effective. When existing data are not sufficient, DBH and its partners should determine what data to collect and

develop a joint plan for collecting and reviewing those data.
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Timeline

Building a strong CQI system takes time. Many of the things that we most want to know about school behavioral
healthin DC—in particular, the overall behavioral and emotional health of students, staff, and families—are not easily
known with the data that is immediately available. However, there are several existing sources of data that, when
compiled into a single system, can give DBH and its partners a sense of how the expansion is being implemented in

schools, without having to develop extensive new
systems for data collection and monitoring. In the
recommended phased approach to developing a
CQl system for the expansion, data that is more
readily available is collected into a centralized
system and reviewed first. Data that will require
additional effort to collect or that are already
collected but would be difficult to gather into a
single data system could be incorporated in later
phases over the course of several school years. An
overview of the phasesisin Figure 2.

A detailed description of the phases starts on

Figure 2. Overview of CQl system phases

S

[T I—

Goal: Setup
processes and data
system; ask questions
of initial data on top
priority measures

Data: Existing dataon
priority questions

Timing:Spring 2021

Goal: Refine
processes and data
system; collect
additional data

Data: Existing data
for additional
schools/CBOs or on

additional measures
Timing: Fall 2022 or

Goal: Collectnew
data iffeasible;
continue to refine
processes

Data: Newdata from
additional
schools/clinicians or
priority measures

page 9, with a checklist of major tasks for each
phase. The timeline for data collection for Phase 1
isinTable 3, and the detailed workplan timeline
for the initial months of Phase 1isin Table 4. An
overall timeline for the CQI system rollout is in
Table 5. We do not recommend that Phase 2 beginuntil DBH has completed an entire cycle of collecting, summarizing,
reviewing, and drawing conclusions from Phase 1 data. This may take longer thanis laid out in the suggested timeline,
but it isimportant that the CQIl system and processes are in place and running smoothly before scaling it up. The
timeline was developed with the specific phased approach of collecting data from existing sources first; should DBH
and its partners decide not to use this approach and instead prioritize gathering new data in Phase 1, the Phase 1
timeline would have to be adjusted and the installation of the CQl system would likely need to be extended.

when Phase 1is

Timing: SY23or
complete

whenever Phase 2is
complete

Information to guide planning for SBH expansion CQl

The information and tables on the following pages provide additional details that can inform the further development
and operationalization of the CQIl plan.

e Phasesat a glance describes each phase in more detail, including a checklist of the major tasks to be
accomplished.

e Tables 1and 2 list measures of the expansion components and outcomes. Table 1 is the list of measures for
which Child Trends is aware of an existing data source for at least some schools, but Child Trends is not aware
of an existing data source collected by DBH that includes every school in DC. The reader can use the
information in these tables to:

o Guide discussion about what measures are a priority to include inthe CQl data system.

o Assessif there are any questions of interest that would not be addressed by at least one of these
measures.

o Consider how each measure would help expansion partners monitor the initiative. For example, if you
learn that only 20% of schools have workplans that address all three tiers, what would be some
possible next steps? What information would still be needed to determine next steps?

e Table 3isanoverview of the data collection timeline for Phase 1 for the data sources that were identified by
DBH as the top priority for Phase 1.
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Table 4 is a timeline for the first six months of Phase 1.
Table 5 is timeline for the phases and rollout of the CQI system.

Phases at a glance: Phase 1

Level of effort considerations
The more measures selected for Phase 1, the more effort will be needed to compile them
into the CQI data system and summarize them.

Questions to be answered about behavioral health supports in select schools*:

What components of the expansion are happening as planned?

What components of the expansion are not happening as planned?

What schools and/or CBOs appear to need additional support to implement the
expansion, and in what areas do they need support?

What are the behavioral health outcomes of youth receiving Tier 3 services from DBH
clinicians?

Existing data collected by or easily accessible to DBH (Table 1)*:

DBH records of expansion activities

DBH clinician data submitted monthly to iCAMs

DBH and CBO clinician monthly survey data

DC CoP records of activities such as number of sessions held & satisfaction

Student behavioral health data for students receiving Tier 3 services from DBH clinicians
Surveys of school staff being collected by Child Trends as part of the evaluation

Surveys of families being collected by Child Trends as part of the evaluation

Surveys of youth being collected by Child Trends as part of the evaluation

Checklist of key tasks

O

OooO0OooooOoodg

O

Operationalization of the CQI plan
o Developdetailed timeline for Phase 1

Designate staff for CQIl roles including advisory group

Codify CQl staff responsibilities in writing

Prioritize questions and objectives for Phase 1, 2, and 3

Confirm data sources for Phase 1 measures

Develop a detailed plan for how data will be collected, aggregated, and cleaned
o Codify CQl data collection procedures in writing

Design and build CQI data system

Collect data on Phase 1 measures

Enter/upload data on Phase 1 measures into CQIl data system

Review data quality

Develop templates for data summaries

Produce data summaries for Phase 1 data

Hold CQI advisory group meeting(s) to review data summaries

Make plans based on data, such as identifying schools in need of support

Identify data needed to monitor results of plans

Implement plans and monitor progress

Develop new questions for existing surveys for Phase 2 measures as needed

O O O O O

* The exact questions and data sources for each phase will depend on which measures DBH prioritizes
for Phase 1, 2,and 3.
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Phases at a glance: Phase 2

Level of effort considerations

Continuing to use only data for schools with a DBH clinician and/or a CBO clinician would
require the least additional effort. Collecting data for schools with DCPS clinicians would
require additional effort but would enable a more complete picture of the expansion and
outcomes across the city as well as identify more DCPS schools in need of support.

Questions to be answered about behavioral health supports in additional schools:

e  What components of the expansion are happening as planned and has this changed year
over year?

e  What components of the expansion are not happening as planned?

e Isthere evidence of improvement after adjustments were made or support was provided
based on Phase 1 CQlI cycle?

e  What schools and/or CBOs appear to need additional support to implement the
expansion, and in what areas do they need support?

e What are the behavioral health outcomes of youth receiving Tier 3 services from DBH
clinicians and how have they changed year over year?

Existing data collected by or easily accessible to DBH (Table 1):

e Additional measures from the same data sources as Phase 1, with the possible addition of
data on DCPS clinician activities

Checklist of key tasks

0 Review Phase 1 measures and refine or drop any that have not been informative

0 Collect data for Phase 2 measures (this could include setting up data sharing agreements
with partners or adding questions to existing surveys)

Enter/upload data on Phase 2 measures into CQIl data system

Review data quality

Produce data summaries of Phase 1 and 2 data

Hold CQl advisory group meeting(s) to review data summaries

Make plans based on data, such as identifying schools in need of support

Identify data needed to monitor results of plans

Implement plans and monitor progress

Work with partners to develop data sharing agreements for Phase 3 measures as needed
Develop new surveys or data collection tools for Phase 3 measures as needed

A [ O

* The exact questions and data sources for each phase will depend on which measures DBH
prioritizes for Phase 1, 2, and 3.
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Phases at a glance: Phase 3

Level of effort considerations

Same considerations as Phase 2. Collecting new data (e.g., through new surveys) will require
additional effort but will provide information on a wide range of additional measures, which
will allow DBH and partners to answer more questions about the expansion.

Questions to be answered about behavioral health supports in all schools:

At all schools in DC:

e  What components of the expansion are happening as planned?

e  What components of the expansion are not happening as planned?

¢ What schools and/or CBOs need additional support and in what areas?

e What are the behavioral health outcomes of youth receiving Tier 3 services?

Existing and new data sources (Table 1 and 2):
Same sources as Phase 1 and 2, plus potential additional data sources:
e Surveys of CBO supervisors

e Surveys of DCPS clinicians
e DCPS dataonclinician activities

Checklist of key tasks

0 Review Phase 1 and 2 measures and refine or drop any that have not been informative
Collect data for Phase 3 measures (this could include setting up data sharing agreements
with partners and fielding new surveys)

Enter/upload data on Phase 3 measures into CQIl data system

Review data quality

Produce data summaries of Phase 1, 2, 3 data

Hold CQl advisory group meeting(s) to review data summaries

Make plans based on data, such as identifying schools in need of support

Identify data needed to monitor results of plans

Implement plans and monitor progress

* The exact questions and data sources for each phase will depend on which measures DBH
prioritizes for Phase 1, 2, and 3.
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Table 1. CQIl measures from logic model recommended for Phase 1 and 2.

In order to ensure the CQIl system will be able to answer questions about what is happening in the SBH expansion as well as why things are happening the way they

are, itisimportant to include a mix of implementation-focused data and outcomes-focused data. We have proposed a phased approach to building the CQI system,
starting with existing data that answer high-priority questions. Because establishing those priorities will likely require some discussion among DBH and its partnersin
the expansion, we have provided a list of potential data points for consideration along with information related to what each data point might contribute to the CQl
system and likely existing sources of data. This data comes from various sources, but it is our understanding that it is all accessible to DBH or would be assessable with
minimal effort (such as adding a question to anexisting survey). DBH may be able to identify additional measures for which there is data. There are other existing data
sources such as the Health and Physical Education Assessment (HPEA), the Youth Risk Behavior Survey (YRBS), and Panorama survey that contain some measures of
behavioral health outcomes, including mental health knowledge and school climate, but Table 1 does not include those sources because DBH would most likely need
to enter into a data sharing agreement in order to gain access to the data. The priority measures identified for Phase 1 by DBH are bolded below. Data sources being
collected by Child Trends for the SBH expansion evaluation are marked with an asterisk.

Measure of
implementation
or outcomes?

adequate staff

portal

| 3 |2 .
« Implementation: E % ‘E S © E
related to outputs s ° : : E 3
from the logic Measure -% E <Ef. :S K -
model Logic model Metric How the metric will actually be . X uE 'E Y % .E %
« Outcomes: component The type of information that measured. This is generally in the u;a’ g :>’. .'E § _§ o § ‘g
related to Which component addressed by the measure form of an increase or decrease in 2 = E = g E 3 E :—
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) § —E £ E' :E ; g S S
Level logic model this measures logic model. of a given metric. g = g = g g g g g
Providers and . .
System | Implementation schools have DBH-CBO coordination fnzzjt?rl];iDBH/CBo supervisor X
adequate staff
Providers and
System | Implementation schools have Quality of staffing supports # of positions filled via portal X
adequate staff
Providers and
System | Implementation schools have Use of staffing supports #.Of resumes/profiles submitted X
via workforce portal
adequate staff
Providers and .
System | Implementation schools have Use of staffing supports # of CBOs/employers accessing X
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Measure of
implementation
or outcomes?

q | 5| »
« Implementation: E g £ ; T |9
related to outputs 2| : @ E §
from the logic Measure '% E 5 -
model Logic model Metric How the metric will actually be . X qg T | Y| E _E _%
-4 N v = o
 Outcomes: component The type of information that measured. This is generally in the Ea" E %. E -é’ .§ 8 § E
related to Which component addressed by the measure form of an increase or decrease in § = E = g = (v} ; :_-
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) < —E’ £ § :E ; g 8 8
=
Level logic model this measures logic model. of a given metric. S| s a1l £E18|18|8|8]|8
. # of clinicians in schools with high
Providers and A . . s
Adequate clinician staffing levels of need or ratio of clinicians
System | Outcomes schools have . o X
levels to students in schools with high
adequate staff
level of need
. % CBOs assign clinicianto a
Providers and L . .
Adequate clinician staffing school within 3 months of
System | Outcomes schools have . . X
levels matching and prior to the start of
adequate staff
school
Providers and
Adequate clinician staffing % of principals satisfied with
System | Outcomes schools have . X
levels staffing levels
adequate staff
Professional # of school-based participants in
System | Implementation development iswell | Participationin DC CoP P P X
DC CoP
attended
Professional
. onat o # of DBH, DCPS, DCPCS, and
System | Implementation development iswell | Participationin DC CoP .. . X
CBO participants in CoP
attended
S — -
e
i iv £
System | Implementation development iswell | Participationin DC CoP ’ X
v P o dz ) P DBH, CBO, and DCPS clinicians,
administrators, school staff)
Professional o - .
. . . % satisfied with DC CoP
System | Implementation development iswell | Quality of DC CoP activities y S,a .IS_ ledwi . ° X
activities/ sessions
attended
Professional
System | Implementation development iswell | Reach of DC CoP # DC CoP sessions held X

attended

19



Measure of
implementation
or outcomes?

> > (0]
. 0 v | & >
« Implementation: E g £ ; T |9
related to outputs § : : : E E
from the logic Measure € | E E -
model Logic model Metric How the metric will actually be . X qg T | Y| E _E _%
-4 N v = o
 Outcomes: component The type of information that measured. This is generally in the Ea" E %. E -é’ .§ 8 § E
related to Which component addressed by the measure form of an increase or decrease in é = E = g = (v} ; :_-
. . °_ —
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) < —E’ £ g :E ; g 8 8
=
Level logic model this measures logic model. of a given metric. S| s a1l £E18|18|8|8]|8
Providers and . .
. . . # of schools/CBOs satisfied with
System | Implementation schools have Quality of matching process . X
matching process
adequate staff
Providers and Average # interactions with
System | Implementation schools use Reach of TA supports TA/DBH clinical specialist across X
planning tools all school teams
Providers and
Vi . % of schools that complete
System | Outcomes schools use Quality of SBH plans . . X
; planning activities/documents
planning tools
Providers and .
. % of schools with plans that
System | Outcomes schools use Quality of SBH plans . X
. address all Tiers
planning tools
Providers and o .
. % of schools with clearl
System | Outcomes schools use Quality of SBH plans o 0T schools with clearly X
. documented referral pathway
planning tools
Reduced . .
N uc.e Student perceptions of % of students reporting
System | Outcomes behavioral health R R X X
. behavioral health behavioral health stigma
stigma
Reduced
. Family perceptions of % of families reporting
System | Outcomes behavioral health . R . X
y ] behavioral health behavioral health stigma
stigma
Increased .
Student awareness of % of students reporting
System | Outcomes awareness of . . X
. services awareness of services
services
| d - .
nerease . . % of families reporting
System | Outcomes awareness of Family awareness of services . X
services awareness of services
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Measure of
implementation
or outcomes?

q | 5| »
« Implementation: E g £ ; ° | @
related to outputs <a A A E 3
from the logic Measure '% E 5 2|88
model Logic model Metric How the metric will actually be . X qg E ) TE.; _E _%
 Outcomes: component The type of information that measured. This is generally in the Ea" E %. E -é’ .§ 8 § '*g
related to Which component addressed by the measure form of an increase or decrease in § = E = g = (v} E :_-
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) < = £ § :E ; g 8 8
Level logic model this measures logic model. of a given metric. E E a1l £E18|18|8|8]|8
Fewer youth and
System | Outcomes families have Family behavioral health % of families reporting unmet X
unmet behavioral needs behavioral health needs
health needs
Coordinating teams
School | Implementation use da'ta to monitor Quality of SBH plans % of schoc?ls with }/vorkPIans ' X
behavioral health deemed high quality using rubric
supports
Coordinating te?ms % of schools with workplan that
School | Implementation ;Zﬁjj;jr:ﬁ:zz::ﬁor Quality of SBH plans clfea‘rl.y supports integration of all X
clinicians
supports
Coordinating
teams use data to Integration of clinicians into % of clinicians that perceive
School . . . . X
Implementation monitorbehavioral | SBH team support among other clinicians
health supports
Coordinating
School teams use data to Integration of clinicians into | % of clinicians that perceive X
Implementation monitorbehavioral | school staff support from staff/leadership
health supports
. Intel"v.entl'on . . . % of students, staff, and families
School | Implementation participation goals | Tier 1 service delivery . - X X
exposed to Tier 1 activities
are met
Intervention
School | Implementation participation goals | Tier 1 service delivery # of Tier 1 sessions delivered X X

are met
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Measure of
implementation

or outcomes? > > o
. 0 v | & >
« Implementation: E g £ ; T |9
related to outputs S : . E §
from the logic Measure '% E E -
model Logic model Metric How the metric will actually be . X qg T | Y| E _E _%
R ~ ] 9
- Outcomes: component The type of information that measured. This is generally in the y E 5% & 8 o § £
. . . g g “ = K] 0 @ ]
related to Which component addressed by the measure form of an increase or decrease in 3 = 5 = g = (v} ; :_-
. . °_ —
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) < —E’ £ g :E ; g 8 8
=
Level logic model this measures logic model. of a given metric. S| s a1l £E18|18|8|8]|8
. % of students, staff, and families
Intervention exposed to Tier 2 interventions
School | Implementation articipation goals | Tier 2 service deliver R . X X
choo P : Zre rL;‘: 'ong : vice deflvery (ideally, this will be 15-20% of
students at the most)
Intervention
School | Implementation participation goals | Tier 2 service delivery # of Tier 2 sessions delivered X X
are met
Intervention o - .
. . . . . % of students receiving Tier 3
School | Implementation participation goals | Tier 3 service delivery _° . J X X
intervention
are met
Intervention
School | Implementation participation goals | Tier 3 service delivery # of Tier 3 sessions delivered X X
are met
Behavioral health
. . % of clinicians adequately
. interventions are . . . . .
School | Implementation . . Tier 1 service delivery prepared to deliver Tier 1 X
delivered with N
s 1y activities
fidelity
Behavioral health ..
interventions are % of clinicians adequately
School | Implementation . R Tier 2 service delivery prepared to deliver Tier 2 X
delivered with activities
fidelity
Behavioral health s
. . % of clinicians adequately
. interventions are . . . . .
School | Implementation Tier 3 service delivery prepared to deliver Tier 3 X

delivered with
fidelity

activities
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Measure of
implementation
or outcomes?

> > (0]
. 0 v | & >
« Implementation: E g £ ; T |9
related to outputs 2|19 (T a | £ 3
g s v c € ]
from the logic Measure € | E E -
model Logic model Metric How the metric will actually be . X qg T | Y| E _E _%
R ~ ] 9
 Outcomes: component The type of information that measured. This is generally in the Ea" E %. ® 5 .E fo) § v
. . . “ = o [
related to Which component addressed by the measure form of an increase or decrease in é = E = g :E (v} E :_-
. . °_ —
outcomes from the | of the logic model related to components of the the amount (#) or proportion (%) < —E’ £ g :E ; g 8 8
=
Level logic model this measures logic model. of a given metric. S| s a1l £E18|18|8|8]|8
Behavioral health
symptoms . % of students in Tier 3 treatment
Youth behavioral health . ..
School | Outcomes decrease for youth u Vi with positive BH outcomes (e.g., X
.. outcomes .
receiving reduced symptoms over time)
treatment
Reduced
. Student perceptions of % of students reporting
School | Outcomes behavioral health R R . X
] behavioral health behavioral health stigma
stigma
Reduced
. Family perceptions of % of families reporting
School | Outcomes behavioral health . . . X
choo u i Vi behavioral health behavioral health stigma
stigma
Increased
Student awareness of % of students reportin
School | Outcomes awareness of . > P . & X
. services awareness of services
services
Increased % of families reportin
School | Outcomes awareness of Family awareness of services ? P R 8 X
. awareness of services
services
Increased staff Perceived wellness amon % of staffreporting positive well-
School | Outcomes 8 ? . P ep X
wellness staff being
Increased staff Perception of staff wellness % of staff reporting positive
School | Outcomes . X
wellness supports perception of wellness supports
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Table 2. CQI measures from logic model recommended for consideration in Phase 3.

Table 2 describes the outputs and outcomes from the expansion logic model that are recommended for consideration for Phase 3 because they will require additional

data collection effort. For some of these measures, data is likely being collected by DCPS, OSSE, DC PCS, or other expansion partners. For other measures, there is no
known existing data source, and these data would need to be collected through new processes such as surveys of school staff, families, and students. Aninitial step for

DBH is to review the measuresin Table 2 to determine if there are existing data sources accessible to DBH that include these measures, in which case, they could be

considered for Phase 1 or 2.

Measure of

implementation or

outcomes?

« Implementation:
related to outputs from

the logic model

» Outcomes: related to
outcomes from the

Logic model component
Which component of the logic model this

Metric

The type of information that
addressed by the measure
related to components of the

Measure
How the metric will actually be measured. This is generally
in the form of an increase or decrease in the amount (#) or

Level logic model measures logic model. proportion (%) of a given metric.
S — - -
System | Implementation Professional development is well attended Quality of DC CoP activities 7 of D(.: CoP p?rtlupants that perceive DC CoP materials
to be high quality
P — —
System | Implementation Professional development is well attended Quality of DC CoP activities % of DC CoP participants that report opportunities to
collaborate across roles
System | Implementation Providers and schools have adequate staff Financial sustainability % of CBOs satisfied with financial support
System | Implementation Providers and schools have adequate staff Quality of clinician supervision % of CBO supervisors that meet regularly with clinicians
System | Implementation Providers and schools have adequate staff Qualle Of. DBH-CBO % of Sftaff satisfied with joint DBH/CBO supervisor
coordination meetings
System | Implementation Providers and schools have adequate staff Quality of staffing supports % of candidates and employers satisfied with the portal
System | Implementation Providers and schools have adequate staff Quality of staffing supports % of CBOs satisfied with qualifications of candidates
Svstern | Implementation Providers and schools use behavioral health Use of shared data # of city agencies and school leaders that report using the
Y P data resource map for planning
Svstern | Implementation Providers and schools use behavioral health Use of shared data # of schools/CBOs that are familiar with data requests
y P data related to Tier 1/2/3 services
Svstern | Implementation Providers and schools use behavioral health Use of shared data % satisfied with data that is provided by DBH and OSSE to
y P data schools/CBOs for quality improvement
Providers and schools use behavioral health
System | Implementation data Use of shared data % of schools submit data on delivery of Tier 1/2/3 EBPs
System | Implementation Providers and schools use behavioral health Use of shared data % of CBOs submit data on delivery of Tier 1/2/3 EBPs

data

24



Measure of
implementation or
outcomes?

« Implementation:
related to outputs from
the logic model
 Outcomes: related to
outcomes from the

Logic model component
Which component of the logic model this

Metric

The type of information that
addressed by the measure
related to components of the

Measure
How the metric will actually be measured. This is generally
in the form of an increase or decrease in the amount (#) or

Level logic model measures logic model. proportion (%) of a given metric.
# of clinicians reporting attendance to school behavioral
System | Implementation Providers and schools use planning tools Participation in SBH training P .. &
health-related training
System | Implementation Providers and schools use planning tools Quality of planning supports % of staff satisfied with training on planning tools
System | Implementation Providers and schools use planning tools Use of planning supports # of school teams that complete training on planning tools
System | Outcomes Behavioral health stigma is reduced citywide | Stigma % of families with positive perceptions of help-seeking
System | Outcomes Behavioral health stigma is reduced citywide | Stigma % of youth with positive perceptions of help-seeking
Families across the city are aware of more . # of youth and families that are familiar with the SBH
System | Outcomes . Behavioral health awareness .
services expansion
Fewer youth and families have unmet - . .
System | Outcomes . Unmet needs % of families reporting unmet behavioral health needs
behavioral health needs
Fewer youth and families have unmet . .
System | Outcomes . Unmet needs % of youth reporting unmet behavioral health needs
behavioral health needs
More providers and schools partner . . o . .
System | Outcomes . Financial sustainability % of CBOs achieve target billing amount
effectively
M id d school t . . . - .
System | Outcomes ore Provn €rs andschools partner Partnership satisfaction % of schools satisfied with CBO supports
effectively
% of CBOs with professional development plans that
System | Outcomes More schools address all 3 tiers Support for all 3 tiers address Tier 1/2/3 services and emphasize family
engagement, trauma, and cultural relevance
% of CB i ithk | f school-
System | Outcomes More schools address all 3 tiers Support for all 3 tiers 6 of CBO superw.sors with knowledge of school -based
EBPs across all Tiers
More schools coordinate behavioral health . % of schools with School Behavioral Health teams that
System | Outcomes Cross-school learning . ) .
supports engage in cross-school sharing of best practices
. - . . .. % of CBO supervisors with knowledge of family
System | Outcomes Providers engage more families Quality of clinician supervision .
engagement strategies
School | Outcomes More youth and family needs are being met Unmet needs % of families reporting unmet needs
Behavioral health interventions are delivered
School | Implementation Clinician knowledge % of clinician with high family engagement capacity

with fidelity
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Measure of

implementation or

outcomes?
« Implementation:

related to outputs from

the logic model

» Outcomes: related to
outcomes from the

Logic model component
Which component of the logic model this

Metric

The type of information that
addressed by the measure
related to components of the

Measure
How the metric will actually be measured. This is generally
in the form of an increase or decrease in the amount (#) or

Level logic model measures logic model. proportion (%) of a given metric.
Behavioral health interventions are delivered uality of staff wellness
School | Implementation ey Q . y % of staff wellness activities delivered with fidelity
with fidelity services
Behavioral health interventions are delivered
School | Implementation L Quality of Tier 1 services % of Tier 1 activities delivered with fidelity
with fidelity
. Behavioral health int ti deli d . . . . . ey
School | Implementation (.3 aYlor? caithinterventions are defivere Quality of Tier 2 services % of Tier 2 activities delivered with fidelity
with fidelity
Behavioral health int ti deli d
School | Implementation ? a\{lor? caithinterventions are defivere Quality of Tier 3 services % of Tier 3 activities delivered with fidelity
with fidelity
. Behavioral health interventions are delivered | Staff behavioral health . . .
School | Implementation o % of staff with knowledge of EBP Tier 1/2 strategies
with fidelity knowledge
school | Implementation Coordinating teams use data to monitor Eamily engagement in plannin # of families and youth that participate in
P behavioral health supports Y engag P & planning/monitoring quality
. Coordinating teams use data to monitor Integration of clinicians into % of staff with positive perceptions of integration of
School | Implementation . .
behavioral health supports school BH team clinicians
. Coordinating t datat it .
School | Implementation b:f?;v;z;c"a:r;ia?fhrzsul;;zrti atomonitor Quality of SBH plans % of SSTs that are adequately thorough
. Coordinating teams use data to monitor . - .
School | Implementation . SBH plans in place % of stakeholders familiar with SBH plans
behavioral health supports
. Coordinating teams use data to monitor .
School | Implementation . Use of shared data SBH/wellness teams collected data on Tier 1/2/3 EBPs
behavioral health supports
. . .. o Quality of staff wellness e . R
School | Implementation Intervention participants are satisfied cervices % of staff satisfied with wellness activities
. . . o . . . % satisfiedwith Tier 1 activiti tudents, famil bers,
School | Implementation Intervention participants are satisfied Quality of Tier 1 services Sz:?f)ls ledwi fer 1 activities (students, family members
. . . . . . % satisfiedwith Tier 2 activiti tudents, famil bers,
School | Implementation Intervention participants are satisfied Quality of Tier 2 services szasfa;)ls ledwithTier 2 activities (students, family members
. . .. o . . . % satisfied with Tier 3 activities (students, family members,
School | Implementation Intervention participants are satisfied Quality of Tier 3 services staff)
School | Implementation Intervention participation goals are met Staff wellness service delivery % of staff exposed to staff wellness interventions
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Measure of
implementation or
outcomes?

« Implementation:
related to outputs from
the logic model
 Outcomes: related to
outcomes from the

Logic model component
Which component of the logic model this

Metric

The type of information that
addressed by the measure
related to components of the

Measure
How the metric will actually be measured. This is generally
in the form of an increase or decrease in the amount (#) or

Level logic model measures logic model. proportion (%) of a given metric.
School | Implementation Intervention participation goals are met Staff wellness service delivery # of staff wellness activities / exposure
School | Implementation Intervention participation goals are met Exposure to Tier 1 services Dosage of Tier 1 activities (e.g., hours of exposure)
School | Implementation Intervention participation goals are met Exposure to Tier 2 services Dosage of Tier 2 activities (e.g., hours of exposure)
School | Implementation Intervention participation goals are met Exposure to Tier 3 services Dosage of Tier 3 intervention (e.g., hours of exposure)
School | Implementation Intervention participation goals are met Adequate staffing levels % of clinicians with optimal caseload

Students access services through referrals
School | Implementation . & Referral systemin place # of family referrals to Tier 2 and 3 services

from self, family, or staff

. Students access services through referrals . % of staff familiar with referral pathways to Tier 2 and 3

School | Implementation A Referral systemin place .

from self, family, or staff services

i h h ref I

School | Implementation Students acce‘ss services through referrals Referral systemin place # of youth self-referrals to Tier 2 and 3 services

from self, family, or staff

. Students access services through referrals . o

School | Implementation . SBH plans in place % of referrals that follow referral pathways

from self, family, or staff
School | Outcomes Behavioral health stigma is reduced Behavioral health stigma % of students with positive perceptions of help seeking
School | Outcomes Behavioral health stigma is reduced Behavioral health stigma % of staff with positive perceptions of help seeking

Coordinating teams use data to monitor Integration of clinicians into T N .
School | Outcomes I Ing Y ! grat! inict ! % of CBOs participating in monitoring quality

behavioral health supports school BH team

Coordinating teams use data to monitor Staff collaboration with
School | Outcomes . & S % of staff reporting collaboration with clinicians

behavioral health supports clinicians
School | Outcomes More youth and family needs are being met Youth and family leadership % of families in leadership positions

Staff behavioral health

School | Outcomes More youth and family needs are being met knowledge % of staff with knowledge of family engagement skills
School | Outcomes More youth and family needs are being met Youth and family leadership % of youth in leadership positions
School | Outcomes Positive school connections increase Attendance % of students chronically absent
School | Outcomes Positive school connections increase Clinician turnover % of clinicians who leave the school each year
School | Outcomes Positive school connections increase Discipline % of students suspended
School | Outcomes Positive school connections increase Family engagement # of families actively participating in school activities
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Measure of
implementation or
outcomes?

« Implementation:
related to outputs from
the logic model
 Outcomes: related to
outcomes from the

Logic model component
Which component of the logic model this

Metric

The type of information that
addressed by the measure
related to components of the

Measure
How the metric will actually be measured. This is generally
in the form of an increase or decrease in the amount (#) or

Level logic model measures logic model. proportion (%) of a given metric.
School | Outcomes Positive school connections increase School climate % of students with positive perceptions of school climate
School | Outcomes Positive school connections increase Staff turnover % of staff that leave the school each year
School | Outcomes Positive school connections increase Trusted adult % of students that report having a trusted adult at school
Students, families, and staff h i Family behavioral health - . .
School | Outcomes u eNts, families, andstat have more coping amfly behavioralhea Families' behavioral health literacy /awareness
skills outcomes
Students, famili d staff h i Staff behavioral health . .
School | Outcomes u ents, families, andstaf have more coping attbehavioraihea Staff behavioral health literacy/awareness
skills outcomes
Students, famili d staff h i
School | Outcomes skyllsen > families, andstat have more coping Staff stress % of staff reporting high stress levels
i
Students, families, and staff have more copin Youth behavioral health . .
School | Outcomes . pIng Youth behavioral health literacy/awareness
skills outcomes
Students, families, and staff have more copin Youth behavioral health . .
School | Outcomes udents, families, ands Ve more coping Uth behavi Youth coping skills

skills

outcomes

28



Table 3. Overview of Phase 1 data collection timeline for data sources identified by DBH as priority for Phase 1

2021

2022

Domain
Data source

CAFAS
(DBH clinicians)

Nov

Dec

Jan

Feb

March | April

May

June

TBD assessment tool
(CBO clinicians)

Student survey*

Caregiversurvey*

Teacheroutcomes
_ staffsuveyr

Principal satisfaction

survey

iCAMs
(DBH clinicians)

Self-report survey
(CBO clinicians)

* Data being collected by Child Trends for the SBH expansion evaluation that can also be used for CQI purposes. Surveys will be sent to as many schools as possible,
but response rates will likely vary and data may not be available for all schools.
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Table 4. Timeline for first five months of Phase 1 (Spring and Summer 2021)

March April
1-15 16-31  1-15
Data collection
DBH sends CAFAS and iCAMs data to CT for Aug 2020-Feb
2021
DBH sends CAFAS and iCAMs data to CT for previous month
DBH identifies common student assessment tool
DBH trains clinicians on common student assessment tool
CT works with SBHCs to collect teacher survey as part of
evaluation activities
CT works with SBHCs to collect student survey as part of
evaluation activities
CT works with SBHCs to collect caregiver survey as part of
evaluation activities
DBH sends Principal satisfaction survey
Operationalize CQIl plan
DBH and CT develop detailed timeline for Phase 1
DBH identifies staff for key CQI roles
CT meets with DBH CQI staff to plan Phase 1
DBH begins to plan for CQl technology system/database
Data reporting and review
DBH identifies staff for CQl Advisory Committee
CT works with DBH staff to aggregate, clean, analyze data
DBH and CT prepare for 1st review meeting
1st review meeting (data from DBH clinicians only)
DBH prepares for 2nd review meeting with CT support
2nd review meeting
(data from DBH and CBO clinicians)

16-30

May
1-15

16-31

June
1-15

16-30

July
1-15

16-31
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Table 5. Suggested timeline for CQI phases.

SY21 SY22 Ssy23 SY24
Phase Spring | Summer Fall Spring Summer Fall Spring Summer Fall Spring
2021 2021 2021 2022 2022 2022 2023 2023 2023 2024
1 Gather Input Collect/review | Collect/review | Make any
existing datainto | Phase 1SY22 | Phase 1 adjustments
Phase 1 system, dataonrolling | SY22dataon | toPhase1
data hold basis rolling basis measures
initial ) )
review r \' r \'
meetings '(./. .(./.
2* Add Phase 2 Review Collect/review | Collect/review | Make any
SY22 datainto | Phase 2 Phase 2 Phase 2 adjustments
system SY 22data | SY23data SY23data to Phase 2
across P PY measures
schools r \ r N
o ° o °
3
Data Phase 1 Phase 1 Phase 1 Phase 1 Phase 1 Phase 1 Phase 1 Phase 1
in the Phase 2 Phase 2 Phase 2 Phase 2 Phase 2 Phase 2 Phase 2
cal Phase 3 Phase 3 Phase 3 Phase 3
data
system

*Phase 2 should only begin once DBH and partners have gone through an entire cycle of collecting, summarizing, and reviewing Phase 1 data. See Tables 1 and 2 as well as Phases
at a glance for more information on data in the CQIl system at each phase.
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