This journey map illustrates the current lived
experience of NYC families and provider staff in the
receipt and delivery of public mental health and
prevention services. The map draws from research
conducted with members of the public, frontline
service providers, ACS Prevention, and DOHMH.

Journey
Map

ONBOARDING DELIVERY REFERRALS OFFBOARDING

SERVICE PHASES

The 11 phases all families experience when
receiving services, and the corresponding
phases providers experience when
delivering services.
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to better serve their communities. This Transition Meeting may be called

a joint home visit, a Family Team

© An Order of Protection (OOP)
Conference, or family meeting. ‘

against a family can be a legal
barrier to the therapist’s work.

Therapists are not always
informed, and OOPs are not
documented in Connections. This
“doubles the work” they have to do
to get the legal restrictions straight.

( Informal Sharing

Conversations with other
providers and clients

Provider uses this meeting as an
opportunity for families to share
feedback on what can change,
what can be improved, and if their
needs are being met.

In-Person ‘ Virtual

‘ Mixed Channels
In-Person, Phone, Email or Video conferences

Receive Services

Family meets with their
therapist or caseworker to
receive services.

@ Without a regularly updated
centralized source of services and
programs, frontline staff referrals
are dependent on their own
relationships, access to tools, and

‘ Informational Emails
experience.

Within provider

organizations ‘ Non-Court Mandated
Prevention Services

@ There is no publicly accessible and
standardized information about

Providers Families program eligibility, resulting in .
providers making referrals to Mental Health Volu_ntary prevention
programs that family are not fit or ‘ Conferences services
Providers + Families be eligible for.
‘ CARES CPS ‘ Provider Screening ‘ Provider Check-in ‘ Consent Conversation ‘ Provider Intake ‘ Goal Setting ‘ 1-3x Weekly Sessions ‘ Check-in with Provider ‘ Feedback Survey ‘ Warm Hand-Off to Other Services Provider Follow-up Collaborative ‘ Discharge Plan Post-discharge
& Assessment Family meets with Making sure that the Treatment Planning Check-in

Family gives feedback and
reviews reasons for ending the
service with their case planner.

Provider works with family to
review treatment plan, reflect on
goals achieved and decide on
termination collectively.

Family receives contact
information of additional services
they may benefit from.

The Family Advocate or therapist
refers family to services they coordination challenges for both the
need. When possible, they will family and providers.

make the referral for the family. @© Parents feel overwhelmed by the

Family provides any updates and
feedback about current service.

The Family Advocate identifies
any service and resource gaps
that will support the family.

Family discusses concerns
and needs with their therapist.

After intake and diagnosis,

the therapist works with the

family to determine attainable ‘
goals for their treatment.

Family provides consent for Family meets their therapist or Family can give feedback to
their provider about their

service experience.

Provider sends out an online
survey to the family.

Family’s referrals are processed
and it may take up to 14 days for provider to start treatment with case planner and completes
families to be matched to right their child(ren). any necessary assessments

program. Intake team or therapist receives and intake.

Provider case planner prepares all verbal or written consent from The therapist reaches out for
the documents, schedules the both parents to start treatment. intake after receiving the
appointments, and checks in with family contact information.
the family to provide updates.

family has been seen and
is getting what they need
from the new provider.

their therapist in

Family discusses their needs for
person or remotely.

the service and learns about their
eligibility (e.g., treatment type,
insurance, location).

Intake team at provider collects
pertinent information from the
family and assigns a therapist and

‘ Community Meetings

Resource sharing by
Word-Of-Mouth and Walk-Ins
printed materials Workshops

School and community fairs
Posted materials

@ Families begin new services or have
new ACS cases and providers are not
informed. This creates service

Some providers will check
back in periodically with the
family to see if they need any
help after treatment.

System/Platform Provider Outreach Activities

Parent Skill Development
Parenting groups
Anger management classes

Drop out/Exit
Best Practice @ Providers without formal family

Obtaining consent verbally surveys or feedback collection
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not just at the end of services,
allows for frontline staff to

transparency, such as calling
families within 24 hours and

Therapists who inquire about
the other family members’

organizations Borough-based councils: these are

monthly meetings for family

Families are more likely to
continue services when providers

Community-based organizations and identify goals, strengths, delivery. order to be ready to end the service.

Family is introduced to their Family
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Internal referrals within the
provider have higher success and
continuity due to quicker referral
processing time and established
relationships.

service and the beginning of another
so that the family can process the
transition with their therapist.

available community and families’ needs and concerns are addressed, at once.
public resources to address including referral to other resources they

other needs. may need.

‘ Friends & Family benefits, food security.
Recommendations

Word of mouth

Therapist reaches out to
conduct intake within 48
hours of receiving the family.

The sequence of service delivery and
prioritization of coupling occupational
or rehabilitative therapy (e.g., speech

‘ NYC Well

FAs establish trust by making clear that they

v . Online Channels area Support SyStem for the famlly and not therapy, physical therapyy rehabi[itative e W|th0ut an accessible Centra"zed
UNIVERSAL Websites there to judge. They work with families to psychology) increases the effectiveness source for programs, frontline
ACCESS Soci ) identify the resources that work best for and continuity of clinical therapy. staff have challenges learning
ocial media them. about programs beyond their
Chat groups FAs also facilitate meetings between agency offers, et (ElEs e
families and service providers, assist the fewer choices for external
family to prepare documents needed for referrals.
‘ NYC Well specific services, and advocate on behalf of
Referral families to promote shared

decision-making.

‘ Children’s Single Point
of Access (CSPOA)

‘ External Referral
ER or Inpatient Clinic
Outpatient Clinic
Mental Healthcare Provider

Referred

Government agencies
(e.g., NYCHA, NYPD, DHS shelter)

‘ Internal
Referral

FAMILY EXPERIENCES )
“Because my schedule is so crazy,

during the day | usually send her
texts very late, and she will answer
me in the morning...she’s been
really supportive and helpful with
all of this stuff.”

“It was a little stressful [to fill out
paperwork], but the coordinator
was very nice, she supported me
and explained everything, even
though the first form was in
English. She explained that form
to me, so | could sign it.”

The family experiences spotlight four
families with different needs, perspectives,
and backgrounds — all factors that LEVEL OF STAFF
influence how they each engage with SUPPORT NEEDED
services. The categories of experience A
should be used to design different types of
service delivery and staff support.

« "The phone is constantly ringing.
That helped a lot. Three heads are s it 7 [ocaapalta i € s i

better than one. We talked together . D
right now.
about the things we needed.” g

Cultural stigma
about mental health HIGH
Language barrier

Referral Pathway Low social service literacy

The channel by which a family starts their
engagement with a provider and their services.

Case Complexity

The number and variety of services the family
is diagnosed for.

High complexity case
Fearful about mental MEDIUM
health services

Perspective on Mental Health Open ACS case

A family’s sentiment and trust of mental health
services that carries into their engagement
with services. Their perspectives are often
influenced by their prior experiences, culture,
and community.

“I've been asking my
provider for services and
programs that | might need
in the future.”

“The intake was fast and
simple. We started therapy
after”

Positive perspective
Language on mental health LOW
The family’s proficiency in English or another Experienced with

language. social services
“| called [NYC Well] because she was having a really bad

meltdown, my daughter. They had people meet us on Zoom. They
immediately talked to us, someone to speak to me, someone to
speak to my daughter.”

Social Service Literacy
The family’s prior knowledge and ability to
navigate the landscape of government and

public services.
Access to services

Tech Literacy and Accessibility through self-research NONE
The family’s ability to use digital platforms for Low case complexity
communication and accessing services. .

Motivated

“| learned about the [parenting] classes
through the library chat group, they
sent a link and | registered.”

“Few months after finishing,
| contacted them [provider]
to start services again.”

INSIGHTS

Research with families and frontline staff at
service providers focused on the inquiry
areas below. The consequent bright spots
and pain points that emerged during
research are mapped to each service phase.

‘ Pain points

Resource Distribution

Referral Pathways: Service Coordination
Referral Pathways: Trust and Transparency
Youth Engagement

Family Feedback

Family Agency

Need Access to Dynamic Information
about Programs and Services

Frontline staff require up-to-date,
accessible, and clear information about
programs and services that their
families may be eligible for, as well as
the ability to search and filter.

NowPow is popular for delivering on
this, but it relies on CBOs maintaining
their information in the directory and
requires providers to pay a subscription
fee to access some functionalities.

Need for Standardized Channels and
Formats for Resource Sharing

Provider agencies predominantly share
information about their programs via
presentation slides and in community
meetings. Frontline staff utilize varying
static systems for sharing and tracking
resources with their peers (email,
WhatsApp, Google Drive, one-pagers).
That information isn’t universally
accessible, nor is it standardized to be
sorted or compared alongside other
provider information.

Missing Solutions for Codifying
COVID-Era Resource Sharing
Strategies for the Long-Term

The switch to remote work has led to a
more structured and documented
resource sharing process for some
providers. However, these systems are
designed for immediate resource
sharing and may run into challenges as
longer-term resource collection.

Loss of Resource Knowledge from High
Staff Turnovers

Because provider frontline staff
assemble and manage their own
resource lists which grow and are vetted
over time, high turn-over at a provider
agency means starting over on building
these knowledge bases.

Lack of Resources for Undocumented
Families

Because no central directory of mental
health resources for undocumented
families exists, bilingual case workers
serve as internal points of reference for
frontline staff looking to connect
undocumented families with services.

Lack of Collaborative Program
Development with Provider Frontline
Staff

Programs should be developed
collaboratively with the staff that have
first-hand experience with some of the
best practices and challenges of
service operations.

Information Gathering and Resource Sharing

Knowledge Gaps for Isolated
Populations

Families (and pregnant women) without
a community who engage in mental
healthcare lack access to information
about available services. These families
may not have the bandwidth for find
services themselves, or are not aware
that mental health services are
something they need or can take part in.

Self-Serviced Families Find More
Support

Because families typically learn about
mental health services through word of
mouth, parents who are already taking
steps to connect to programs are more
likely to find support.

Prevalence of Word of Mouth Referrals

If not referred by ACS, caregivers
usually learn about services through
word of mouth (friends, providers,
community). None of the families
interviewed contacted the organizations
directly to learn about programs.

ACS Providers’ Limited Staff Capacity
Complicates Community Outreach

ACS-contracted prevention programs
receive most referrals from
investigations. This accounts for most of
their staff capacity, and providers have
less capacity to conduct community
outreach for walk-in cases.

Reliance on Community Partners as
Points of Outreach and Initial
Assessment

Mental health providers often rely on
schools and healthcare professionals to
do outreach to families on their behalf.
This puts the onus of assessing the
family’s needs onto those who may not
have a full picture of the appropriate
service array available to a family.

Effort to Maintain Informal Community
Relationships

Providers’ community partnerships are
currently informal and in order to
succeed, they require sustained
relationship-building as well as tailored
communication materials appropriate
for different users and environments.

Existing Partnerships as Formal
Communication Channels

Providers leverage existing relationships
with frontline staff at hospitals, clinics,
schools, organizations, and houses of
worship for outreach and entry points
for mental health services.

Leveraging and Investing in NYC Well
as a Resource for Families

Educating and empowering NYC Well
counselors to be first-line screening and
assessment specialists can offer families
a supportive resource for service
guidance.

Entering System and Connecting to Services

Points of Contention around Referral
Matching

ACS-contracted providers sometimes
disagree with ACS’ referral
recommendations for families and feel
that there is a better program that fits
the family’s needs.

Unclear Pathway for Family to Adjust
Service Preferences

Families may be screened and placed
into therapeutic programs they don’t feel
are appropriate for them. It is not clear to
families how they can change their
services.

Inherent Stigma for ACS Preventive
Services

ACS prevention services providers feel
that the framework of “risk” (rather than
“protection”) is in itself stigmatizing, and
makes establishing trust with families
challenging.

Holistic Approach to Care

A holistic approach to family support is
required to help address mental health
needs and sequence service delivery.
Understanding a family’s basic needs
and community ties as well as helping a
family navigate public services are
interrelated with public health.
Providers engaged in both — either
themselves or with the support of an
advocate —are better positioned to fully
support their families.

Need Programs that Acknowledge
Racial and Systemic Inequities

Programs like CARES aim to give
families more agency in the selection of
programs, goal-setting, and
decision-making — shifting the
framework of service delivery from
punitive to supportive.
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Better Assessments for Families
before Referrals Are Made

ACS-contracted providers feel that
families with significant mental health
needs are often referred for programs
that do not fit their needs. They attribute
this to an ineffective assessment
process.

Need for Integrated Systems to Track
Family Therapeutic Experience

The case planner’s notes in Connections
are the only formal record of a family’s
progress and treatment plan. Unless
court-ordered, the mental healthcare a
family receives may not be documented
in Connections. Future service providers
have no formal way to know a family’s
mental health service experience.

Unnecessary Additional Assessments
Cause Fatigue

As a way to rectify spotty historical
mental health information, therapists
will often refer a client for a psychiatric
evaluation even when a mental health
diagnosis is not required for the
program. The additional assessments
needed for a diagnosis can
re-traumatize and fatigue families who
are already mentally and emotionally
burdened.

Learning About Services

Meeting Client and Initial Screening

ONBOARDING

Eligibility Requirements Delay
Referrals

Families experience unexpected delays
in referrals when frontline staff are not
fully informed of eligibility requirements
(e.g., documents, insurance, geographic
restrictions), and intake processes
across programs.

Lengthy Assessments

For families, mental health assessments
are a lengthy and emotionally-

intensive process which requires input
from a child’s community, an evaluation
of their trauma history, parental consent,
and a formal psychiatric diagnosis.

Consistent Communication Builds Trust
With Families

Providers build and maintain rapport
and trust with families through open
lines of communication, managing
families’ expectations, and reducing
families’ uncertainty and frustration
before services begin.

Lack of Transparency around Provider
Wait Lists and Availability

Wait lists and processing times for
clinics and other specialized programs
can be months long, but can also
fluctuate throughout the year. Frontline
staff want improved coordination
between DOHMH/OMH and providers,
as well as current information on
availability of mental health services in
order to quickly meet their clients’
needs.

Waiting for Services

Assessing Client and Providing Updates

Need for Translated, Accessible
Documents

The intake forms and consent
paperwork for mental health programs
are stressful for non-English speaking
and low-literacy parents because not all
of them are available in languages that
clients can read.

Collaborative Service Planning
Improves Service Continuity

A collaborative goal-setting and service
planning process increases families’
trust with providers and motivation to
remain engaged in treatment.

Digitalization of Intake Paperwork

The pandemic pushed the digitalization
of intake related paperwork and
centralizing its storage, making case
notes more accessible and shareable.

Intake Forms Are Not Standardized

With different intake forms across
providers, it is challenging for frontline
staff to collaborate across agencies.
Consequently, families must retell their
traumas multiple times.

Inaccessible and Complex Intake Forms

Current intake forms contain legalese
and technical jargon that makes it
inaccessible for families to collaborate
in a meaningful way. The inaccessibility
undermines the transparency and the
trust-building needed for families to feel
that they have control over their
services.

Insurance Barriers

Accessing mental health services can be
difficult for families with income levels
above the threshold for Medicaid.
Copays and consultations are expensive
with private insurance, and nearby
programs may only accept Medicaid.

Mental Health Stigma

The stigma of mental healthcare affects
families’ willingness to receive therapy.
It's important for providers to address
this issue with the family in order to
have a cultural understanding of their
expectations and promote treatment
adherence.

Child Welfare Stigma

Many families are deterred from
participating in ACS programs
voluntarily due to fear that their child
welfare history and current state of
affairs will enter ACS’ database.

Schools Can Destigmatize Mental
Health for Youth

Providers believe a positive culture
around mental health and wellness in
schools can make a big difference in
destigmatizing therapy amongst
children and adolescents, who can in
turn bring it home.

Trust-Building between Mental Health
Frontline Staff and ACS Referred
Families

The onus to regain a family’s trust falls
on frontline staff who don’t have the
ability to change ACS practices. This can
break families’ trust in mental health
services and hinder treatment progress.

Accepting Services

Conducting Intake

Streamlining Documentation for
Frontline Staff Providers

There is an opportunity to streamline
paperwork and the systems therapists
use. The time required to fill out
paperwork and enter information into
various systems is a time-drain for
therapists who already must navigate
their case load and a complex treatment
terrain with contracted providers (ACS,
DOHMH).

Infrequent Communication around ACS
Service Timeline

ACS-contracted providers do not have
clarity about ACS’ activities. The lack of
clarity causes confusion and affects
providers’ ability to effectively support
families during service referrals and
transitions.

Lack of Family Support in
ACS-Mandated Cases

Families feel stuck and unsupported by
the system. If a family member is
disappointed with the quality of the
service they are receiving in an
ACS-mandated case, it is not clear what
they can do to remedy the issue.

Over-Serviced Families Have Little
Capacity to Engage in Proactive Care

Families are juggling various services at
once and feel like they have limited
capacity to handle it all given work and
family obligations. This diminishes their
motivation and capacity for proactive
self-care.

Scheduling and Staffing Needs Can
Impact Staff Wellness

Staff wellness and support are essential
for the overall treatment paradigm but
are not always considered in scheduling
and staffing programs and services.

Frontline Staff Leveraging Internal
Staff Subject Matter Expertise

Because provider frontline staff have
varying levels of tenure and therapeutic
experience, they can serve clients best
when they have access to experts who
can supplement their knowledge and
capacity. On-call clinicians can support
staff with therapeutic questions, and
Family Advocates can support staff with
research and draw on their lived
experience.

Lack of Tools to Support Telehealth for
Youth

While telehealth has become a common
format of treatment, therapists feel they
lack additional tools to provide the same
quality service they provided in-person
before the pandemic. Therapists feel
that the ability to send families toolkits
or toys will help during the remote
sessions.

@ Privacy Challenges Of Remote

Treatment

The lack of privacy families have in their
homes poses a challenge for therapists
to provide a safe space for their clients
to speak candidly during sessions.

@ Technological Barriers to Telehealth

Families have unequal access to reliable
internet and technology, causing
challenges for remote services.

@ Required Knowledge of System for
Frontline Staff

Because children are often involved in
more than one system and may have a
wide array of needs, frontline staff have
to retain a diverse range of therapeutic
and systems-navigation skill sets in
order to service their clients.

Cultural Competence to Improve Care

Cultural competency and
trauma-informed training for provider
frontline staff are essential to building
trust and providing quality care for
families.

Customized Remote Service Delivery
for Youth

Provider frontline staff who have
success with remote service delivery are
self-customizing treatment and
innovating activities that work with each
child’s strength. Younger children with
shorter screen attention spans would be
asked to incorporate their environment
and movement in therapy whereas older
children would do more on-screen
activities.

Pandemic’s Impact on Increased Access
to Services

Spurred to the normalization by the
pandemic, telehealth was revealed to be
more accessible and fruitful for some
families, especially those who live far
from their providers or have busy
schedules. Assessing whether in-person
or virtual sessions would benefit a
family more has helped provider
frontline staff reduce the initial
uncertainty and hesitation over
telehealth.

Codifying Beneficial Pandemic
Practices

The easing of protocols (e.g., using
verbal consent, allowing for school
health clinicians to conduct evaluations,
and waiving of copays) during the
pandemic proved to reduce wait times
and make mental health more
accessible to families. Maintaining these
practices post-pandemic would be
beneficial for families experiencing
those barriers.

Receiving Services

Delivering Services

DELIVERY

Inconsistent Feedback Structures

The structure and cadence of formal and
informal feedback opportunities differ
vastly across provider agencies.
Providers also don't typically ask
families about how they prefer to give
feedback, usually only providing a
singular channel and opportunity for
feedback.

Lack of Transparency about
Implications of Feedback

Families lack clarity about when and
how they can provide feedback to their
providers (outside of facilitated ACS
conferences) and how that information
will be used. In addition, there is
increased frustration for families when
they don’t see their feedback
incorporated into their service delivery.

Providing Feedback

Receiving Feedback

Siloed Referral Process Leveraging
Mostly Existing Relationships

Providers are far more likely to make
referrals to programs where they have
an established line of communication
with the people who oversee them,
whether internal or external to their
agency. Consequently, agencies who
operate several programs rarely make
referrals outside of their own
organization unless families require a
step-up or step-down in service that
they can'’t provide. While the
relationships may help with continuity,
families are referred to agencies
regardless of the processing time.

Lack Of Trust In ACS as a Barrier for
Referrals

The historically negative reputation and
lack of trust families have with ACSis a
barrier for providers to make referrals
for voluntary cases. Ultimately, parents
don’t want to be involved with ACS in
any way, fearing that they will become
part of the system.

Optimal Referral Timing

A determinant for successful referrals
from ACS services into ongoing mental
health services is the timing in which
that referral is made within a family’s
service journey -ideally when they are
about 75% of the way through their
preventive program so that the family is
able to process the experience of
meeting with a new therapist while there
is meaningful overlap with their existing
provider.

Lack of Cross-Provider Capacity
Building

Program providers feel there is no
meaningful or sustained effort made,
within agencies or by the City, to
educate other providers in the system
about their respective programs,
paperwork, or referral processes.

Friction between Family Advocates,
ACS Frontline Staff, and The Court

Family Advocates understand the
family’s readiness for additional
services plays a crucial role for the
success of incorporating a new
treatment or support programinto a
family’s life. However, ACS and court
staff don’t always consider the Family
Advocate’s perspective and knowledge
of the family in their decision-making
processes for treatment.

Lack of Standardized and Centralized
Consent Forms

To reduce friction and repetition in the
service planning and referral process,
provider frontline staff would like to see
a digital hub where consent forms can
be expedited and accessed by clients
and multiple services providers.

Limited Context of Family’s Treatment
History

Providers do not have the tools to see a
full picture of the programs in which a
family is involved. This results in
providers operating with limited context
about a family’s circumstances, or doing
a lot of tedious work to connect with
other providers in a family’s life.

Referred to Another Service/Program

Referring Client to Other Services/Program

REFERRALS

Advocacy for Over-serviced Families

Families are juggling services for
multiple family members. They need
support from providers to coordinate
their services (beyond mental
health/therapeutic services) and reduce
the number of services they are enrolled
in.

Need for Standard ACS Case
Engagement Protocol

The cadence of updates and check-ins
that a provider agency receives about an
ACS case depends on the particular ACS
case planner. There’s no universal
protocol detailing the frequency of
engagement or the types of
communication ACS should provide to
them, resulting in varying quality of
treatment for providers.

Lack of Cross-Agency Systems

The lack of any integrated or
standardized system for coordination
between provider agencies contracted
by ACS and DOHMH has undermined
frontline staff’s ability to provide
proactive, uninterrupted, wraparound
care.

Role Redundancy Due to Lack of
Coordination

For families in both ACS and DOHMH
(particularly care coordination)
programs, frontline staff can play nearly
identical roles in managing families’
care. This creates confusion about who
families are supposed to keep updated
or call when they need something.

Lack of Cross-Provider Workflow

Frontline staff at ACS and DOHMH
contracted providers lack a
cross-provider workflow, including
opportunities to define shared goals for
families during treatment, track
milestones, document referrals, or
exchange concerns.

Lack of Regular Cross-Provider
Communication Channels

Barriers to communication between
provider frontline staff across program
types (including consent protocols,
absence of technology, and lack of staff
capacity) prevent providers from
developing collaborative treatment
plans in a timely manner. This can pose
safety risks for families where legal
restrictions exist.

Internal Provider Coordination Allows
Staff Agility with Treatment

Strong internal coordination among
provider staff, and a common
understanding of a family’s service
landscape enable provider frontline
staff to anticipate family needs during
treatment, and work quickly to respond
during crises.

Lack of Provider Accountability Impacts
Service Continuity

It is challenging to maintain a continuity
of care when provider frontline staff
don’'t see themselves as accountability
partners to ensure that their client has
been seen and serviced effectively.

Lack of Provider Coordination
Negatively Impacts Trust with Families

Families lack of trust in services is
further impacted by the perceived lack
of coordination between their service
providers. Mental health providers often
struggle to get information from
ACS-contracted providers even though
therapists are often required to provide
updates for ACS-contracted frontline
staff. Therapists then feel they have a
greater burden to repair what is an
already mistrustful experience with
ACS.

Receiving Services from Multiple Providers

Collaborating Across Providers
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Family-Facing Discharge Plan

Providers use a comprehensive
discharge plan with clear
recommendations focused on giving the
family a sense of control and autonomy
and helps the family maintain stability
after end of services. The discharge plan
addresses their concerns and provides a
family with clear next steps and helps
them feel supported by the provider
agency as they move on or transition to a
new stage.

Lack of Symbolic Representations of
Discharge

Families have different experiences
when ending services with varying
degrees of acknowledgment and
celebration of the progress they have
made and the milestones they have
accomplished.

Open Communication about Transitions

Providers that are adaptive and openly
collaborate with families about the
treatment and timing throughout the
service experience help create more
seamless transitions.

@ Lack of Clarity around Service Timeline

Families report being unclear about the
duration of their services, whether
voluntary or mandated, thus
disempowering their role in planning for
a successful discharge.

Ending Services

Ending Services

OFFBOARDING

Lack of Services after Youth Ineligible
for Program

After a child becomes ineligible for a
program (because of age, diagnosis, or
insurance status), there are no defined
pathways for caregivers to seek out
continuous services for their child.

Providing a Warm Hand-Off

A core element in prevention service
termination is equipping families with a
plan to keep connected to their
community after discharge. There is an
opportunity to make warm hand-offs a
standardized part of the way discharge
plans are developed so that a family’s
community also feels accountable and
connected to them.

Support Needed for Service Transition

There is no standardization for how
families are handed off to the next
service provider.

Post-Discharge

Post-Discharge
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