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GRANT PARTICIPANTS
The organizations and early childhood coalition coordinators and members that
participated in this planning grant:

ORGANIZATIONS
•
•
•
•
•
•
•
•
•

Healthy Mothers, Healthy Babies
The Montana Institute
The Office of the Governor of the State of
Montana
The Montana Department of Public Health and
Human Services
The Montana Children’s Trust Fund
The Montana State University Early Childhood
Project
Kelley Family Foundation
The Montana Healthcare Foundation
The Montana Office of Public Instruction

•
•
•
•
•
•
•
•
•
•
•

BlueCross BlueShield of Montana
Pacific Source
Montana Hospital Association
Montana KidsCount
The Montana Department of Justice
St. Vincent Healthcare
Rocky Mountain Tribal Epidemiology Center
The Headwaters Foundation
The Federal Reserve Bank of Minneapolis
Helena Branch
SciGaia
ChildWise Institute
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GRANT PARTICIPANTS (cont.)
EARLY CHILDHOOD COALITIONS
Across the state of Montana, there are more than twenty coalitions that focus on early childhood. These
groups are sometimes called Early Childhood Coalitions or Best Beginnings Community Councils. They can
represent counties, reservations, or cities and may be coordinated out of public health departments, tribal
governments, or non-profit organizations. These groups are a coalition of people working to improve the
health and wellbeing of kids and families in their area and beyond.

HILL
COUNTY

LINCOLN
COUNTY
FLATHEAD COUNTY
FLATHEAD
RESERVATION
LAKE COUNTY
MINERAL
COUNTY
MISSOULA
COUNTY

CASCADE
COUNTY

•
•
•
•
•

DAWSON
COUNTY

LEWIS & CLARK
COUNTY

DEER LODGE
COUNTY
SILVER BOW
COUNTY

•
•
•
•

FORK PECK
RESERVATION
RICHLAND
COUNTY

YELLOWSTONE
COUNTY
NORTHERN CHEYENNE
RESERVATION
CARBON
BIGHORN
COUNTY
COUNTY

GALLATIN
COUNTY
PARK
COUNTY

Anaconda Deer Lodge County Best Beginnings Coalition
Big Horn County Best Beginnings Community Coalition
Butte 4C’s (Silver Bow County)
Dawson County Community Best Beginnings Community
Coalition
Flathead Best Beginnings Community Council
Greater Gallatin Early Childhood Community Coalition
Early Childhood Investment Team of Hill County
Best Beginnings Children’s Partnership serving Flathead
Reservation and Lake County
Early Childhood Coalition of the Greater Helena Area

•
•
•
•
•
•
•
•
•
•

Healthy Start Missoula
Park County Early Childhood Coalition
Richland County Best Beginnings Coalition
Best Beginnings of Yellowstone County
Healthy Communities Coalition of Mineral County
Best Beginnings Community Council for Fort Peck Tribes
Best Beginnings Early Childhood Coalition of the Northern
Cheyenne Nation
Lincoln County Best Beginnings Council
Great Falls Early Childhood Coalition (Cascade County)
Red Lodge Early Childhood Coalition (Carbon County)
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OVERVIEW
In 2016, Healthy Mothers, Healthy Babies, The Montana Coalition
Inc. (HMHB), a nonprofit with a focus on improving health, safety
and well-being of children ages 0-3 and their caregivers, began
working with local early childhood coalitions (ECCs) from across
the State of Montana. The coordinators of these ECCs began
meeting as a group to discuss how local coalitions could work
together to better achieve their shared goals and objectives.
These meetings continued throughout 2017, including a training by Deb Halliday, Halliday
& Associates, on the Collective Impact Framework that occurred that summer. This training
provided the ECC coordinators an opportunity to consider whether this framework could be
used to develop a common agenda in order to increase their ability to impact system change
and alignment on a statewide level.
As the group continued to learn about the Collective Impact Framework, it became clear
that an important first step would be to develop shared measures of early childhood health
that could be used to measure the impact of the work these ECCs are doing in their local
communities. Therefore, HMHB applied for a grant from the Montana Healthcare Foundation
to bring local ECC coordinators together with key
stakeholders to agree upon such shared measures in order
to advance the use of the Collective Impact Framework.
In February 2018, HMHB convened a group of public and
private early childhood health stakeholders and local ECC
coordinators to kick off the Montana Children’s Health
Data Partnership Project, a year-long effort with the goal of
selecting approximately ten shared measures to use for a
data dashboard that would allow ECCs and stakeholders
across Montana to track these outcomes and demonstrate
the impact of their work. Participating ECCs led discussions
within their coalitions to inform what measures would be
most useful for their communities. The results of these
local meetings were presented at one of several inperson meetings of the entire group and were vital in the
determination of the final list of measures. Participants
developed criteria for measurement selection. The child
health data measures selected were determined to be
the most impactful, accessible, actionable, high-quality,
and culturally relevant. Participants agreed to provide

“

I appreciate the way the
data project consistently
integrated local boots-onthe-ground voices with
input from experts. The
inclusive process fostered
local awareness and
ownership, and the result is
a dashboard useful for local
decision making. Can’t wait
to have it up and running!”
Kristen Lundgren
Director of Impact
United Way of Yellowstone County
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“

Montana is leading
the pack nationally in a
transformational shift by
utilizing cutting-edge
research on HOPE (Healthy
Outcomes from Positive
Experiences) to measure
health outcomes for
children. This could be a
national model. I can’t wait
to see the dashboard!”
Robert Sege, MD, PhD
Tufts Medical Center

their data and to collaborate with public and private sector
practitioners to imbed the identified measures into Montana’s
early childhood system. In addition, the group invited Dr.
Robert Sege and Dr. Jeff Linkenbach to consult and guide
the work based on their publications and efforts related to
measuring healthy outcomes from positive experiences, or
HOPE measures. The group made the decision to incorporate
measures of HOPE into the shared measurement list, instead
of only risk measures, in order to balance hope with concern
when looking at improving health outcomes for children.
The inclusion of HOPE measures also allowed the group to
incorporate the impact of resilience in early childhood.
The selected shared measures are presented in this
report. In addition, the group developed a strategic plan to
implement and sustain the use of these shared measures by
creating a Montana Early Childhood Data Dashboard, similar
to those in several other states. When implemented, Montana
will be the first state that has intentionally included HOPE
measures in such a dashboard. Execution of the strategic
plan will allow Montana to become a national leader in using
the Collective Impact Framework to ensure that the important
work being done by local ECCs is measurable and the
statewide impacts are increased.

“It is a privilege and honor to be a trusted partner in working with Healthy
Mothers, Healthy Babies of Montana in the Montana Children’s Health Data
Partnership Project. As a provider and representative of BCBSMT, being
surrounded by and sharing ideas with health care professionals of all specialties
and backgrounds brings light to the importance of investing in our future, our
children, and the family and community that surround them. We were able to
hone in on the challenges in our State, and the discussions were impeccably
collegial and fun resulting in exciting, innovative, interventions, and solutions.
Looking forward to the improved health outcomes in our State that will result
from this project.”
Dr. JP Maganito
Chief Medical Officer
BlueCross BlueShield of Montana

318-20 N. Last Chance Gulch, Ste. 2C
Helena, MT 59601
406.449.8611 | www.hmhb-mt.org
Page 5 | The Montana Children’s Health Data Partnership Project

OUR PROCESS
STAKEHOLDER MEETINGS
Consensus-based, Collaborative, Locally Informed
Kickoff Meeting
In Person- Identified
potential measures
based on criteria
JUNE
2018

1

Measures Meeting
In Person- Group
selected final list of
shared measures
possible measures

3

2

FEBRUARY
2018

4

SEPTEMBER
2019
Virtual Data
Presentation Meeting
Virtual MeetingReviewed input from
local collaboratives;
Agreed upon the criteria
with local collaborative
input; Created list of 21
possible measures

D

NOVEMBER
2019

Strategic Plan Meeting
In Person- Developed
strategic plan for
implementation and
sustainability of shared
measures

Design Team: Met between meetings to make decisions on what to advance to the full group
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OUR CRITERIA
Criteria were developed and agreed upon by the stakeholder group
through an iterative process.

IMPACT ON CHILDREN
Aligns with purpose of the project; outcomefocused; includes both risk and protective (HOPE)
measures; includes domains of family well-being

ACCESSIBLE
Easy to collect; already being collected;
able to monitor

ACTIONABLE
Relevant to urban and rural communities;
community coalitions can affect

HIGH-QUALITY
Valid sources; can be used to establish baseline;
replicable (can follow over time)

CULTURALLY RELEVANT
Definitions and measures are relevant to all
populations, particularly American Indian; allow for
disaggregation by race where possible
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SELECTED SHARED MEASURES
The following are the 10 agreed upon measures. The definitions and data source of each measure
still need to be refined and identified in the next phase, but preliminary discussions and research
were done to ensure data availability.

Percentage of women who
initiated prenatal care in their first
trimester

Quality well-child check rates

Percentage of low birth weight
babies

Number of children who attend
quality child care and/or early
education

Percentage of women who have a
post-partum visit within 60 days

Percentage of 2-year-olds who
receive immunizations on-time

Number of children receiving
evidence-based home visiting
services

3rd grade reading proficiency
levels

Foster care rates for children ages
0 to 5

WIC rates for children ages 0 to 5
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STRATEGIC PLAN YEAR 1
Montana Children’s Health Data Partnership Project
Strategic Plan
TASKS
SUBTASKS
YEAR 1
Goal 1: Implement shared measures data dashboard

YEAR 1 TIMELINE
Q1 Q2 Q3 Q4

Task 1: Shared measures and dashboard defined and designed
1a. Define each measure as specifically as necessary – work
X
X
groups formed as needed for identified individual measures
1b. Identify for each fully defined shared measure: data
X
X
source(s); whether data agreement needed; contact person and
frequency of collection
1c. Define how data will be presented and platform on which
X
dashboard will be built
1d. Develop any necessary policies related to disaggregated data
X
X
and privacy
Task 2: Communication regarding the implementation of the shared measures and data dashboard
2a. Create a communication work group
X
2b. Develop communication plan – internal and external partners
X
included
2c. Distribute communication materials per communication plan
X
Task 3: Technical assistance (TA) with implementation of shared measures
3a. Survey local early childhood coalitions and stakeholders
X
3b. Develop plan to meet the identified TA needs within the
X
X
X
capacity of the project and provide TA in accordance with plan
Task 4: Identify funding sources to support implementation of strategic plan
4a. Work with work groups, ECCs, and stakeholders to identify
X
X
X
funding sources
4b. Complete grant applications and/or funding from identified
X
X
sources
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STRATEGIC PLAN YEAR 2
Montana Children’s Health Data Partnership Project
Strategic Plan
TASKS
SUBTASKS
YEAR 2
Goal 2: Sustain the use of shared measures and data dashboard
Task 1: Dashboard management and upkeep
1a. Update measures in accordance with the data
maintenance schedule
1b. Develop process for how the list of shared measures
may be modified and changed, if necessary
Task 2: Use of measures within collective impact framework to create change
2a. Ongoing meetings of this group or other group
2b. Highlighting the “bright spots”
2c. Develop trend data to show changes over time
Task 3: Communication regarding ongoing sustainability
3a. Develop communication plan regarding sustainability
plans for data dashboard with work group from Goal 2, Task
2a
3b. Implement ongoing communication plan
Task 4: Technical assistance for sustainability
4a. Survey early childhood coalitions and stakeholders
regarding needs for TA for sustainability
4b. Provide TA as needed within the capacity of the project
Task 5: Identify sustainable funding sources
5a. Work with work groups, ECCs, and stakeholders to
identify funding sources
5b. Complete grant applications and/or funding from
identified sources

YEAR 2 TIMELINE
Q1 Q2 Q3 Q4

X

X

X

X

X

X
X

X

X

X
X

X
X
X

X

X

X

X

X

X

X

X
X
X

X
X
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PROPOSED NEXT STEPS
With this unique project, HMHB endeavored
to advance Montana’s efforts to improve
maternal and child health and early childhood
development by increasing access to data
that is impactful, accessible, actionable, highquality, and culturally relevant at a local and
state level. The collection of population-level
data on health care access by pregnant women
and children, from both private and public
insurance payors, combined with measurements
of poverty and school readiness, will provide
a comprehensive early childhood data picture
that is not currently available for the Montana
public. Additionally, the strategy of building in
resilience measures, or healthy outcomes from
positive experiences (HOPE), was embraced by
participants in the process. Healthy outcomes
from positive experiences mitigate the effects of
adverse childhood experience (ACEs), therefore
it is important to identify HOPE in Montana and
measure its growth.
The development of shared measures that are
relevant and actionable at the grass-roots level
supports local efforts to improve maternal and
child health. Either by way of local community
health improvement assessment and planning
(CHA/CHIP), or by way of identifying strategies
on-the-ground to invest in programmatically,
use of shared measurements across the health
and early care and education systems will
allow Montana to highlight its successes in
improving child outcomes, as well as identify
needs for intensive focus, leading to better
systems alignments, policy changes, and
program innovations. These shared measures
may create additional opportunity for multisector collaborations and new partnership
development.
The future of Montana Children’s Health Data

Partnership Project relies upon the successful
engagement of stakeholders in the ongoing
implementation of this strategic plan. Healthy
Mothers, Healthy Babies is aligned with key
partners who have already integrated this
work into their systems. Two successes of these
partnerships include:

Montana Behavioral Risk Factor
Surveillance System (BRFSS):

HMHB and DPHHS partnered to include HOPE
measures into the 2019 BRFSS survey. This will
provide population-level data on resiliency and
family engagement in Montana, available in
2020.

The Montana Children’s Trust Fund:
In their most recent round of funding, the
Montana Children’s Trust Fund required
applicants to incorporate at least one of the
shared measures identified by this project into
their evaluation plan. This commitment to the
use of shared measures in grant-making, will
contribute to statewide alignment of work to
improve maternal and child health.
HMHB will continue to plan for and advocate for
all stakeholders in our early childhood health
and education system to integrate the Montana
Children’s Health Data Partnership Project
efforts into ongoing plans to improve the lives
of children in Montana. Fundraising efforts are
ongoing to implement the strategic plan and to
build the data dashboard.
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DASHBOARD EXAMPLE
2018 ELAC Dashboard Marion County Profile
Abc

Young Children Ages
0-5

Young Children Living
in Poverty

Percent of Income a
Single Parent in
Poverty Pays for
High-Quality Care

Children Living in
Households Where All
Parents Work

2016

2015

2017

2015

83,527

33%
▼

61%
▼

68%

Indiana

506,761

Indiana

25%

Indiana

54%

Indiana

65%

Children Enrolled in
Known Programs

Children Enrolled in
High-Quality
Programs

High-Quality
Enrollment in Known
Programs

High-Quality
Enrollment Available
for Children With All
Parents Working

2017

2017

2017

2017

25,667

13,007

51%
▲

23%
▲

Indiana

133,270

Indiana

Indiana

49,300

37%

Indiana

15%

Early Childhood Care
and Education
Workforce

T.E.A.C.H.
Scholarships Awarded

Annual Median Salary
for Preschool
Teachers

Projected Early
Childhood Care and
Education Workforce
Deficit

2017

2017

2016

2016

6,745

402

$23,962
▲

1,767

Indiana

30,762

Indiana

1,526

Indiana

$23,370

Indiana

8,195

Children Enrolled in
Kindergarten

Children Retained in
Kindergarten

Cost of Retention

Children Ready for
School

2017

2017

2017

2017

89.1%
▼

3.2%
▲

$2,745,676

Indiana

90.7%

Indiana

4.4%

?
Indiana

$22,672,339

Visit https://goo.gl/idGPHp for data sources, technical descriptions of each data
element in this profile, and calculations. For all county profiles and the state's
full annual report visit http://www.elacindiana.org/.
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DASHBOARD EXAMPLE
Select a County on the Map to Filter Data

2018 ELAC Dashboard Marion County Profile
HOW MANY YOUNG CHILDREN LIVE IN THE COUNTY AND NEED CARE?
56,840 Young Children Need Care
14,518

14,314
9,879

© Mapbox © OSM

9,741

Infant

1-Yr-Old

51%

4-Yr-Old

5-Yr-Old

.. Population Who Need Care

Family Child
Care

145
110
79

108
31
25

185
42
30

507
302
67

...

On PTQ

HOW MUCH OF THEIR INCOME
DOES A SINGLE PARENT WITH
ONE CHILD PAY FOR
HIGH-QUALITY CARE?
61%

Preschool

3-Yr-Old

9,154

Registered
Ministries

...

County
Average

2-Yr-Old

9,172

SchoolBased

High-Quality

(State Average: $8,818)

9,458

13,452

Child Care
Centers
Known

Toddlers
3,244

WHAT IS THE COST OF HIGHQUALITY PROGRAMS BY AGE GROUP?

13,478

HOW MANY PROGRAMS ARE AVAILABLE?

Infants
955

In HQ Care

9,436

. Total Population

HOW MANY CHILDREN ARE ENROLLED IN
HIGH-QUALITY PROGRAMS BY AGE?
Preschoolers
8,808

13,898

13,867

HOW MUCH PUBLIC ASSISTANCE IS
AVAILABLE TO SUPPORT FAMILIES?
Subtotal: $74,327,724
$42,387,502

CCDF

49%

$9,938

$13,175,112

Head Start
33%

$8,723

Early Head Start
OMW

$3,495,021
$5,637,821

EEMG $0
$10,475

Toddler

$11,519

Infant

100%
Poverty

125%
Poverty

185%
Poverty

Special Ed.

$5,158,774

Title I

$4,473,493

$275,044,088 is needed to fund high-quality
care for young children living under 100% of FPL.

HOW IS EARLY LEARNING LINKED TO LATER SUCCESS?
Healthy
Start

On Track
.

Ready for
School

Eng. / LA
Proficient

High School
Graduates

58% of 3rd

77% of

graders
passed
ISTEP

students
graduated
high school

Educational
Attainment

Productive
Employees

37% of
adults hold
an associate
degree or
higher

53% of
adults ages
25-64 are in
the
workforce

3,376
7.3 infant
deaths per
1,000

children
under 3
received
early
intervention
services

3.2% of
kindergarteners
were
retained

Visit https://goo.gl/idGPHp for data sources, technical descriptions of each
data element in this profile, and calculations. For all county profiles and the
state's full annual report visit http://www.elacindiana.org/.

318-20 N. Last Chance Gulch, Ste. 2C
Helena, MT 59601
406.449.8611 | www.hmhb-mt.org
Page 13 | The Montana Children’s Health Data Partnership Project

APPENDIX A:
The Montana Children’s Health Data Partnership Project chose to have a balance of both
risk- based and hope-based measures. Using the 2014 article by Dr. Jeff Linkenbach and
Dr. Robert Sege, both of whom participated in the Data Partnership Project, the group
chose to broaden the focus on children’s health to include Healthy Outcomes from
Positive Experiences (HOPE).

ACKNOWLEDGMENTS:
Facilitation provided by Deb Halliday of Halliday & Associates and Sarah Corbally of
CSCL, LLC. Consultation on HOPE and Risk Measures provided by Robert Sege, MD, PhD
of Tufts Medical Center and Jeffrey W. Linkenbach, EdD of The Montana Institute. Facilities
and meals were generously provided by BlueCross, BlueShield of Montana.

The work upon which The Montana Children’s Health Data
Partnership Project is based was funded, in whole or in part,
through a grant from the Montana Healthcare Foundation.
Disclaimer: The statements and conclusions of The Montana
Children’s Health Data Partnership Project are those of
Healthy Mothers, Healthy Babies, The Montana Coalition,
Inc., and not necessarily those of the Montana Healthcare
Foundation. The Montana Healthcare Foundation makes no
warranties, express or implied, and assumes no liability for
the information contained in the succeeding text.
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The ﬁeld of child maltreatment prevention is undergoing a transformation. Clinical practice is moving toward the promotion of factors
that support optimal child development and broadening its focus to
include the healthy outcomes that arise from positive childhood experiences. In January 2014, the Centers for Disease Control held a kickoff
meeting in Atlanta to begin state-level implementation of Essentials for
Childhood: Steps to Creating Safe, Stable, Nurturing Relationships,1
a strategy designed to promote the development of family environments in which children thrive. We were members of a working group
that advised the CDC on Essentials. This Perspective will highlight the
new strength-based approach that guided its development.
By focusing on the key role of safe, stable, nurturing relationships
(SSNRs), Essentials highlights the health effects of positive experiences in childhood. This emphasis reﬂects the evolution in the ﬁeld
from prevention of maltreatment to promotion of family health.
Essentials relies on 2 types of evidence that support this change.
First, citing recent surveys,2 Essentials notes that “many, if not most,
[cases of abuse] are never reported to social service agencies or the
police.” This realization calls for broad-based campaigns to reduce
maltreatment, because narrowly focused risk-based efforts may leave
out many children and families. We also know that abuse affects the
growing brain3 and has lifelong health consequences.4,5
Second, the presence of SSNRs helps reduce the incidence of child
maltreatment and also improves child health and development. All families
beneﬁt from efforts to support these relationships, laying the foundation
for a broad-based, universally applicable public health approach.
Essentials begins with a vision of ensuring that all children experience
SSNRs. In departing from approaches that sought to identify and serve atrisk people, Essentials endorses the use of frameworks that emphasize
the development of family strengths6 as the key to both preventing maltreatment and promoting child health. Helping parents understand their
child’s development, learn effective parenting strategies, and experience
the joys of child-raising now form the foundation of both Bright Futures7
and efforts that, like Essentials, seek to reduce child maltreatment.
Essentials identiﬁes 4 main goals:

! Raise awareness and commitment to promote SSNRs and prevent
child maltreatment.
PEDIATRICS Volume 133, Number 6, June 2014
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! Use data to inform actions.
! Create the context for healthy children and families through norm
change and programs.

! Create the context for healthy children and families through policies.
Clinicians have important roles to play
in reaching these goals. Primary care
for children directly aligns with the
ﬁrst Essentials goal of promoting
SSNRs. Essentials next calls for development of data systems to monitor
progress; these same systems may
help broaden the evidence base for
primary care.
Physicians can inﬂuence the development of community norms, commonly
deﬁned as values, beliefs, attitudes, and
behaviors shared by most people in
a group. Physicians’ connections with
families with young children allow us to
support the development of social
norms related to SSNRs. Public health
departments can develop and implement large-scale public education
campaigns that promote health at the
community level. As physicians, we can
relate these campaigns to each family
we serve. Anticipatory guidance encompasses a broad range of advice
intended to address injuries, illness,
and the new morbidities8 that share
psychosocial etiologies. Beyond screening for and treating problems, clinicians
have a role to play in cultivating an
environment for positive childhood
experiences that are the centerpiece of
Essentials. When physicians promote
back-to-sleep messages, encourage
breastfeeding, and explain the need for

car seats, we reinforce emerging social
norms that have reduced the incidence
of sudden unexpected infant death, increased the rate of breastfeeding, and
decreased child passenger deaths.
Essentials calls for alignment of programmatic efforts to support SSNRs.
Speciﬁc programs (including not only
health care but also maternal–infant
child home visiting and early intervention) offer crucial assistance to
families with young children. However
effective, each program on its own
may be insufﬁcient to create an overall
context in which children thrive. Essentials calls for developing a shared
vision of child and family support that
will better align programs that differ
in whom they serve and the services
they offer. This approach also suggests
that we can expand from programs
that react to speciﬁc needs to include
those that create conditions that will
prevent some of those needs from
arising. Essentials offers strategies that
promote child health and create a positive context in which SSNRs can be
cultivated.

efforts, and work collaboratively to
shift social norms and adopt policies
that favor the development of strong
families. Each state’s chapter of the
American Academy of Pediatrics is
a key component of the leadership
and action teams. American Academy
of Pediatrics chapters bring a commitment to the health of children and
families, an understanding of the science of early brain development, and
practical knowledge of how to work
within complex, data-driven systems.
Physicians reach families of infants
and young children long before they
enroll in school and are often the only
professionals they interact with during infancy and early childhood.

Child health care is central to the CDC’s
vision for Essentials. Nearly universal
access to health care for infants and
children allows the patient-centered
medical home to play a key role in
the promotion of SSNRs. Although
their plans differ, each state is responsible for organizing a small
group of local leaders who will form
a backbone agency to align state
efforts. This leadership team, in turn,
will establish a large collective action
team to develop messages, coordinate

The take-home lesson for physicians is
simple yet profound: Health outcomes
from positive experiences may be just
as important as toxic outcomes from
adverse experiences. SSNRs may promote one and prevent the other.
Transforming clinical practice toward
the promotion of factors that support
optimal child development allows us to
work collaboratively with families and
communities and increases opportunities to align health care with other
early childhood programs and policies.
Essentials harnesses the public health
approach to bridge the gap between
harm prevention and health promotion. More research is needed on
how we can continue to improve child
health and well-being by focusing on
the healthy outcomes of positive experiences. This is a transformation that
physicians and the families we serve
can work toward collaboratively.
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