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EXECUTIVE SUMMARY

One of the most devastating moments in the lives of parents is the discovery their child is
developmentally delayed. The Birth to Three (B-3) Program has helped to alleviate some of the
stress by providing families with early intervention services and offering parents information on how
best to enhance their child’s development. In three public hearings held by the Program Review and
Investigations Committee, numerous families recounted the overwhelming value to them of the
program. The testimony provided coincides with current research in the field that early intervention
services promote a child’s full development, have a positive effect on families, and provide critical
support to parents. The strength of the program lies in the stories told by parents describing how the
B-3 Program made a difference in their families’ lives.

Part H of the Individuals with Disabilities Education Act IDEA), enacted by Congress in
1986, provided states with funding to develop and implement a comprehensive statewide program
of early intervention services for infants and toddlers, from birth up to three years old, with
developmental disabilities. The program is considered an entitlement and participating states are
required to design a statewide system that includes 14 program components and 17 mandated services
reflecting a family-centered service approach.

Connecticut submitted its initial application for Part H funding in 1987 and full participation
began with the passage of Public Act 93-383. The act named the state Department of Education
(SDE) as the lead agency having jurisdiction over the general administration, supervision, and
monitoring of the B-3 Program. Included in the act was a a stipulation that the program terminate
June 30, 1996, unless reestablished by the General Assembly prior to that date.

The program design adopted in Connecticut, included a single point of entry for all referrals,
an independent case management function, and a regional delivery system consisting of both public
and private providers. To implement this structure, SDE contracted with the six Regional
Educational Service Centers (RESC) in the state for the day-to-day operation of the B-3 Program.
In addition, the Department of Mental Retardation receives a separate state appropriation to operate
a program of early intervention, Children are referred by a RESC to DMR’s “Early Connections
Program” and DMR staff provide special instruction and some therapeutic services.

The Legislative Program Review and Investigations Committee authorized a study of the B-3

Program in June 1995, The study’s primary focus was whether the current program design and
delivery model being used in Connecticut allowed for the most cost-effective and equitable delivery
of early intervention services. In addition, the committee examined if federal Medicaid dollars and

private insurance were being accessed for delivered services.

The program review committee found the education department has developed a needlessly
complex system of governance to administer the B-3 program, which includes 2 state agencies (SDE
and DMR) and 11 regional entities (6 RESC grantees and 5 DMR regions). The decentralized design
run by a lead agency that historically has not been involved in direct service delivery, has led to




deficiencies in program management, oversight, and cost. Although the utilization of services has
been a major factor in escalating program costs, until recently cost control has not played a significant
role in SDE’s oversight of the program. Finally, the committee found an absence of any clear
directives or quality assurance role on the part of the lead agency to guarantee equity, uniformity, and
appropriateness of service delivery across all regions. The committee concluded the program needs
a single coherent management structure.

In the public debate prior to the enactment of P.A. 93-383, policymakers expressed numerous
concerns over the potential costs of the B-3 program and the source of funds to be used to pay for
program services. The purpose of Part H funds is to maintain a structure to provide early
intervention, not to provide the financial resources needed to deliver services. To cover most of the
costs of service delivery, states are expected to assemble funding from a variety of sources including
Medicaid, private insurance coverage, and state appropriations. Although 84 percent of referrals
received by the program between January 1995 and May 1995 were covered by either private
insurance or Medicaid, the committee found that neither Medicaid nor private insurance had been
accessed. The primary reason for this, the committee found, was because of a lack of institutional
expertise in the area of health insurance within the lead agency.
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INTRODUCTION

The Birth to Three (B-3) Program provides early intervention services to infants and toddlers
with developmental delays. The State Department of Education (SDE) is the lead agency for the
program and receives state and federal fiunds for its administration. The department provides grants
to six Regional Educational Service Centers (RESCs) that carry out the day-to-day program
operations. Each RESC is a separate operating entity, with its own board of directors and
management structure. In addition, the Department of Mental Retardation (DMR) and the Board
of Education and Services for the Blind also receive separate state funds to provide direct service to
eligible children referred by the service centers.

Scope. The Legislative Program Review and Investigations Committee voted to conduct a
study of the Birth to Three Program in June 1995. The purpose of the study was to examine whether
the current program design and delivery model being used in Connecticut allows for the most cost
effective and equitable delivery of early intervention services. In addition, the committee was
particularly interested in other available funding sources to pay for program services, such as
Medicaid and private insurance, and if they were being accessed.

Methodology. A variety of sources and research methods were used in conducting the study
of the B-3 program. The general literature on early intervention services was reviewed. Federal and
state statutes, state budget documents, reports issued on the program by the administering agencies,
and various cost data in three of the six RESCs were used. In addition, a phone survey was also
conducted to obtain information on programs operating in other states.

Committee staff interviewed a number of individuals in the administering agencies, as well as
parents, providers, physicians, researchers, and advocates. In addition, the program review
committee held three public hearings in October 1995 to gather testimony on the Birth to Three
- Program.

Report format. This report contains six chapters. The first chapter provides a summary of
the federal and state laws governing the program and discusses Connecticut’s delivery system.
Chapter II describes the organization of the program at the federal level and in Connecticut. This
chapter also shows the intake process for children and families referred for services. Chapter III
provides demographic information on the population served by the B-3 program. Chapter IV shows
federal and state resources dedicated to the program’s operation and provides a detailed examination
of the costs associated with service delivery. Chapter V provides information on the department’s
effort to secure other funds to pay for early intervention services. In addition, policies recently
adopted by the department affecting the program’s administration, design, and delivery system are
detailed. Chapter VI contains the program review committee’s findings and recommendations.
Appendix A profiles early intervention programs in other states.

It is the policy of the Legislative Program Review and Investigations Committee to provide
state agencies subject to a study with the opportunity to review and comment on the




recommendations prior to the publication of the final report. A copy of the Department of
Education’s response is contained in Appendix B, and the Department of Mental Retardation’s
response is contained in Appendix C.




CHAPTER 1

OVERVIEW OF EARLY INTERVENTION SERVICES

Connecticut began providing early intervention services to infants and toddlers in the 1970s,
however, services were fragmented and their availability limited. The program has changed
considerably since then as a result of federal and state legislation aimed at improving the system’s
capacity to serve children with developmental delays. Connecticut’s current system consists of a state
and regional structure and a single point of entry through United Way of Connecticut’s Infoline. The
following three chapters provide descriptive information on the administration and operation of the
B-3 program. The federal and state legislative directives are explained in this chapter, and the
organization and design of the program is detailed in the following chapter.

Federal legislative history. Part H of the Individuals with Disabilities Education Act
(IDEA), enacted by Congress in 1986, provided states with funding to develop and implement a
comprehensive statewide program of early intervention services for infants and toddlers, from birth
up to three years old, with developmental disabilities. Called the Program for Infants and Toddlers
with Disabilities, the intent of the federal legislation was to provide states with financial assistance
to develop and maintain a system that identifies children in need of services, and then delivers .
appropriate developmental interventions to them and their families. It is considered an entitlement
program, and participating states are required to design a statewide system that includes 14 program
components and 17 mandated services reflecting a family-centered service approach. Thus, if states
choose to participate, certain mandated services must be made available to all eligible children and
their families, and program expenditures cannot be limited through funding ceilings.

Eligibility for services under the program includes any child from birth to age three who is
experiencing significant developmental delay in one or more of the following areas: (1) cognitive
development; (2) physical development, including vision and hearing; (3) communications
development; (4) social or emotional development; and (5) adaptive skills. Children are also eligible
if they are diagnosed as having a physical or mental condition that has a high probability of resulting
in a developmental delay. States are required to develop eligibility standards that include a definition
of developmental delay.

In addition, states may choose, but are not required, to serve children considered at risk of
developmental delay if services are not provided. Each state must adopt its own definition of “at risk”
under the federal law. Factors in this category include known biological or environmental factors,
such as a low birth-weight baby or lack of oxygen at birth, that can be identified as contributing to
delays. There are 11 states that include “at-risk” populations in their eligibility criteria. Some other
states do not serve “at-risk” children, but monitor their development and refer them for services if

they later become eligible.




National research has documented the benefits of providing early intervention services to
infants and toddlers. Studies have shown that when children are identified early there is a greater
chance of eliminating or minimizing existing problems or preventing future problems through early
intervention. Although more studies are needed that measure the benefits derived from providing
early intervention services to children and their families, research indicates that providing services to
eligible children encourages typical developmental patterns, prevents diagnosed conditions from
becoming more disabling, and may improve the overall functioning of young children with
developmental delays or are at risk of becoming disabled. In addition, services also have a positive
effect on the child’s family, providing support to parents and contributing to the quality of family life.
Based on this, the federal legislation contained this concept and included the program goals of:

* minimizing the potential for developmental delay in infants and toddlers;

* reducing educational costs to society by reducing the need for special education
services; '

* lessening the likelihood of institutionalization for individuals with disabilities;

» enhancing a family’s capacity to meet their child’s needs; and

* enhancing state and local agency and service provider capacity to identify,
evaluate, and meet needs of underserved populations.

Connecticut legislation. Connecticut submitted its initial application for Part H funding in
1987, and SDE assumed the role of lead agency for the purpose of planning for a statewide early
intervention system. Full participation in Part H began with the passage of Public Act 93-383, which
provided an entitlement to early intervention services for infants and toddlers meeting state-defined
eligibility criteria. From October 1, 1993, through June 30, 1995, the program received more than
6,176 referrals and expended $43,442,176. The act also stipulated the program be terminated June
30, 1996, unless reauthorized by the General Assembly.

The act designated the state Department of Education as the lead agency having jurisdiction
over the general administration, supervision, and monitoring of the Birth to Three Program. The act
also established a 25-member Interagency Coordinating Council (ICC) to assist the lead agency in
carrying out the program goals. The council, appointed by the governor, was intended to be the
primary mechanism for developing an interagency, coordinated, statewide service system. The council
was composed of parents, legislators, service providers, trainers, and 10 state agency designees.

In addition, the department is also responsible for coordinating B-3 services for children
served by the Departments of Social Services, Public Health, Children and Families, and Mental
Retardation, the Board of Education and Services for the Blind, the Commission on the Deaf and
Hearing Impaired, and the Office of Protection and Advocacy for Persons with Disabilities.
Coordination is accomplished through a formal interagency agreement, which defines the
responsibilities of each agency and requires regularly scheduled meetings to discuss issues and
initiatives in the Birth to Three Program.




Connecticut’s organizational design. Although Part H requires tremendous cooperation
among health, social service, and education agencies, most of the decisions regarding organizational
structure and design of the program were left up to the discretion of the states. The key program
elements adopted in Connecticut included: a single point of entry for all referrals through United Way
of Connecticut’s Infoline; an independent case management function, and a regional delivery system
that uses both public and private providers. To implement this structure, SDE contracted with the
six Regional Educational Service Centers in the state for the day-to-day operation of the Birth to
Three Program. The program was statewide and fully operational by October 1, 1993.

Regional Educational Service Centers. Regional Educational Service Centers are statutory
entities requiring approval by the State Board of Education. Each is made up of four or more local
or regional boards of education and is created to cooperatively furnish services or programs. The
board of each RESC is considered a public educational authority acting on behalf of the state of
Connecticut, with powers to establish policy for the RESC, determine programs and services to be
provided, employ staff, and prepare and expend a budget.

Each RESC established a Regional Family Service Coordination Center (RFSCC) to
administer the B-3 program. Figure I-1 shows the regional boundaries of the six RESCs in
Connecticut. RFSCC’s are responsible for determining eligibility for services and employ service
coordinators as the single point of contact for helping parents obtain services. In addition, the
RFSCC’s contract for direct services either with private providers or refer eligible families to other
state agencies, such as the Department of Mental Retardation or the Board of Education and Services
for the Blind, that operate direct service programs. The RFSCC’s are funded through grants from the
sitate Department of Education.

Department of Mental Retardation. The Department of Mental Retardation, through the
operation of Unified School District #3, receives a separate state appropriation to operate a program
of early intervention. The department’s program is called “Early Connections” and DMR staff provide
special instruction and some therapeutic services to children referred by an RFSCC. In addition, the
department has several contracts with community providers. Since DMR has a limited number of
staff providing direct services, some children receive services through DMR exclusively, some from
DMR and private providers under contract to an RFSCC, and others solely through a RFSCC’s
contracted providers. On July 1, 1995, pursuant to Special Act 92-29, the department was
reorganized from six to five regions to adhere to the designated uniform regions for state health and
human services agencies (shown in Figure I-2 and 1-3). The geographical boundaries of the uniform
regions differ from those of the six RFSCCs.
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Federal Program Mandates

The legislative intent of Part H of IDEA was to provide a program that would not only
provide early intervention services to a child, but would support and meet the needs of families. To
accomplish this, Part H requires a family-centered approach that includes both services for the child -
and help to parents to enhance their child’s development. The program was designed to recognize
the family’s role as decision-maker on behalf of their child in the early intervention process. In
addition, federal regulation recommends that efforts be made to provide services in natural
environments (home, day care centers, or other community settings) so as not to isolate a child from
settings or activities with children of the same age who are not developmentally delayed.

Federal approval of a state’s application to participate in Part H required it to have “a
statewide system of coordinated, comprehensive, multidisciplinary, interagency programs providing
appropriate early intervention services to all infants and toddlers and their families.” To meet this
definition, states had five years to implement several federal program requirements and ensure by the
fifth year that all eligible children would be served. First, the law required the governor of each state
to designate a lead agency responsible for planning and overseeing a comprehensive early intervention
program. The governor was also required to appoint an Interagency Coordinating Council,
consisting of parents, providers, legislators, and members of all involved state agencies, to advise and
assist the lead agency in carrying out the goals of the program. In addition, states were required to
offer 17 mandated services to children and their families. Finally, states were required to design a
statewide system that included 14 federally designated program components.

Program components. Table I-1 classifies the 14 components into 4 broad areas: outreach
and referral; eligibility determination and intake; service delivery; and program administration and
oversight. The components provided a framework for states to use in the design of their program,
and within these parameters, states were allowed to devise an administrative structure and service
delivery system that best met their needs.

There are several requirements contained in the law including a public awareness program and
a required “child-find,” an identification system that includes a method for hospitals, physicians,
parents, day care programs, and other providers to refer children for evaluation and assessment.
There must also be a central directory for providing information on services, providers, and other
groups. The law also requires that a system be established for compiling data on the number of
eligible children, the number served, and the services provided.

Services. Table 1-2 lists the 17 federally mandated services that must be made available in
every state’s program. Part H requires a family-centered service approach which is reflected in the
authorized list of services. This approach encourages families to be integrally involved in determining
their children’s development programs. Federal law and regulation rely largely on the Individualized
Family Service Plan (IFSP) process to determine what services are appropriate for a particular child
and family.




Qutreach and Referral

a comprehensive child find and referral system

a public awareness program

a central directory of services, resources, research and
demonstration projects

Eligibility Determination and
Intake

a state definition of developmentally delayed
timetables for providing service to all eligible
individuals

timely and comprehensive multidisciplinary evaluation
of the needs of the families and children

Service Delivery

an individualized family service plan and case
management services

Program Administration and

Oversight

a comprehensive system of personnel development

a single line of authority for the lead agency for

carrying out:

- general administration and supervision of programs;

- identification and ¢oordination of available resources;

- assignment of financial responsibility to the
appropriate agencies;

- development of procedures to ensure that services
are provided pending resolution of any disputes;

- resolution of intra- and inter-agency disputes; and

- entry into formal interagency agreements.

policy and procedures for contracting out for services

procedures for securing timely reimbursement of funds

procedural safeguards

policy and procedures for personnel standards

a system for compiling data on early intervention

programs

The Program for Infants and Toddlers with Disabilities was not intended to be a medical
insurance program. However, federal regulation requires that certain health services be included in
the IFSP that would enable an infant or toddler to benefit from the other early intervention services

provided. Included are such medical services as:

10




* clean intermittent catheterization, tracheotomy care, tube feeding, the changing of
dressings or osteotomy collection bags, and other health services; and

» consultation by physicians and other service providers concerning children’s special
health care needs that need to be addressed to facilitate other early interventions
services.

Specifically excluded services are those that are surgical or purely medical in nature, devices
necessary to control or treat a medical condition, and medical health services such as immunizations.

1. Assistive technology devices (Part H 10. Occupational therapy
amended in 1991 to include)

2. Assistive technology services (Part H 11. Physical therapy
amended)

3. Audiology 12. Psychological services

4. Communication services 13. Service Coordination

5. Family training, counseling, and home visits | 14. Special instruction

6. Health services necessary to benefit from 15. Social work services

other early intervention services

7. Medical services for diagnostic or evaluation | 16. Transportation necessary to receive
purposes intervention services

8. Nutrition services 17. Vision

9. Nursing services
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CHAPTER I

PROGRAM ORGANIZATION AND DESIGN

Federal organization. The U.S. Department of Education has jurisdiction over education
of persons with developmental disabilities. Though its Office of Special Education Program (OSEP),
the department distributes funds under Part H to help states carry out collaborative systems planning,
policy development, and implementation of needed services for infants and toddlers with disabilities.
In 1991, the federal statutes were amended to create the Federal Interagency Coordinating Council.
This council, appointed by the secretary of education, is composed of representatives of federal
agencies involved with children with disabilities, state agencies, state ICC chairs, and parents. The
council advises and assists the secretary of education with regard to early intervention programs and
ensures coordination and cooperation among the various federal agencies that deal with early
intervention and preschool education programs.

Program history in Connecticut. In Connecticut, planning for the establishment of a
statewide B-3 system began in 1980, many years before Part H was adopted. Initially, federal funds
provided the impetus to create the Health/Education Collaborative system throughout the state.
These collaboratives promoted early identification of special needs children and referred those families
to whatever appropriate services existed. In May 1984, the Birth to Three Interagency Committee,
comprised of representatives of state agencies, statewide organizations, parents, and public and non-
public providers, was convened. The committee’s charge was to study whether there should be a
mandate to serve infants and toddiers with developmental disabilities, and it recommended creation
of an interagency approach.

In response to these recommendations, the Commissioners’ Steering Group was formed, led
by the State Department of Education and comprised of eight other state agencies. In 1986, the
group signed an interagency agreement to plan and implement a statewide interagency delivery system
to provide services to children from birth to three years old with special needs. The steering group
designed a demonstration project in 1987, called the Connecticut Birth to Three Interagency Service
Coordination Center, which served as the pilot center for the system in place today. During FY 92,
six service coordination centers were established and began accepting referrals, performing
evaluations, and providing service coordination.

Connecticut submitted an application to the U.S. Department of Education in 1987 for funds
that were made available through Part H of IDEA to establish the statewide system. The governor
appointed a Birth to Three Council to act in an advisory capacity to the State Department of
Education, the lead agency. '

With the passage of Public Act 93-383 formally establishing Connccticut’s participation in the

Part H entitlement program, a statutory 25-member Interagency Coordinating Council was created.
The council, appointed by the governor, was intended to be the primary mechanism for developing
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an interagency, coordinated, statewide service system. The council was composed of parents,
legislators, service providers, trainers, and 10 state agency designees. In addition, during 1994, local
interagency coordinating councils were organized in regions to obtain suggestions from communities
and coordinate service planning at the local level.

Lead agency. The state Department of Education as the lead agency, is responsible for
coordinating and building collaboration between eight other state agencies that serve infants and
toddlers and have overlapping responsibilities in programming, advocacy, or funding. Coordination
is accomplished through a formal interagency agreement, which defines the responsibilities of each
agency and holds regularly scheduled meetings to discuss issues and initiatives in the Birth to Three
Program.

As described in Chapter I, the education department contracted with the six Regional
Educational Service Centers in the state, which then established Regional Family Service
Coordination Centers to administer the B-3 program. The contract, because of potential conflict of
interest, prohibits any of the RESCs from operating a direct service program except under certain
circumstances including: no other agency or institution is willing or able to administer a needed
program; if unique regional needs require it; or if documented as the most cost effective alternative
and approved by the education department. At this time, two of the six RESCs operate direct service
programs.

The RFSCCs are responsible for the day-to-day operation of the program including:

» receiving referrals from Infoline, the single point of entry for the program,

*+ determining eligibility for services by conducting all assessments and evaluations;
» providing independent service coordination to families;

* contracting with private providers to deliver services;

» assisting in the transition of children into the local schools; and

* collecting data on the services provided and children served.

A major function of a RFSCC is to provide service coordination to children and their families.
All families, whether eligible for services or not, are assigned a service coordinator as soon as a
referral is received from Infoline. Specific responsibilities of coordinators, as defined under federal
regulation, are;

* coordinating the performance of evaluations and assessments;
» facilitating and participating in the development, review, and evaluation of IFSPs (the
plan of services for the eligible child and family) ;
* assisting families in identifying available service providers;
* coordinating and monitoring the delivery of available services;
- ¢ informing families of the availability of advocacy services;
+ coordinating with medical and health providers; and
s assisting in the development of a transition plan to preschool services, if appropriate.
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Current system design. Figure II-1 shows the early intervention system that operates in
Connecticut. Connecticut has designed a highly decentralized system that emphasizes a regional
structure of service delivery and an independent case management system, although neither is
required under the federal law. The only centralized aspect is the single point of entry for all referrals
to the program through an Infoline 1-800 number. A description of the intake process is presented
below. :

Outreach/Referral. Referrals through Infoline are received from multiple sources including
parents, health care providers, hospitals, and day care providers. Infoline reviews calls, gathers
referral information for children in need of developmental assessment, and forwards it to the
geographically appropriate Regional Family Service Coordination Center.

Evaluation. Once a child is referred to an RFSCC, a service coordinator is assigned to the
family. The service coordinator is responsible for contacting the parent(s) to schedule an evaluation
to determine eligibility. In order to be determined eligible for services, children are evaluated in the
five federally defined developmental areas (cognitive; physical, including vision and hearing;
communications development; social or emotional development; and adaptive skills) and must exhibit:

+ two standard deviations' below the mean in one area of development; or
* one and one-half (1.5) standard dev1at10ns below the mean in two areas of
development.

If standardized instruments are not appropriate to use because of an infant’s age or if a child
requires significant adaptation to perform on a standardized instrument, the assessment process may
use informed clinical opinion. Children from birth to age three who are diagnosed by a physician or
an audiologist as having a physical or mental condition that has a high probability of resulting in
developmental delay are automatically eligible for early intervention services. Established conditions
include genetic disorders, chromosomal syndromes, major congenital syndromes and conditions,
sensory impairments, conditions relating to significant fetal exposure to toxins, other physical
conditions, atypical developmental patterns, and psychosocial conditions.

On August 1, 1995, the department began tracking and monitoring children evaluated and

considered “at-risk” for developmental delay, but who are determined to be ineligible for services
under the elioibilitv criteria. The purpose nFtrar‘kmc and monitarine ig to heln families maonitor the
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development of their children and to have a formal re-referral mechanism for those children who
might benefit from another evaluation. Tracking will be accomplished through questionnaires
completed by parents in the areas of fine and gross motor skills, communication, adaptive skills, and
personal and social development.

'One standard deviation is approximately two-thirds of the cases on either side of the mean.
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Assessment. If eligible, a multidisciplinary assessment is performed to determine which
services are appropriate. Federal law requires involvement of two or more disciplines or professions
in identifying: the child’s unique needs; the families’ strengths and needs related to the child’s
development; and the nature and extent of early intervention services recommended to meet those
needs. Evaluation and assessment may be performed at the same visit and is done either direcily by
RFSCC staff or through contracts with private providers. '

_ Individualized Family Service Plan. Once eligibility is established and an assessment is
performed, the service coordinator schedules an IFSP meeting. Typically included in this meeting are
parents and other family members, advocates, service coordinators, and assessors. The law requires
specific tasks be completed in the development of an IFSP. First, a plan must be in writing and
include:

» a statement of the child’s development status in each of the five developmental
areas;

* a statement of the family’s needs and resources related to the child’s
development, if the family agrees;

+ astatement of the outcomes expected of the child’s program, including criteria,
procedures, and timelines for measuring progress;

» astatement of necessary early intervention services;

* a statement concerning the environment in which services shall be provided;

» a projected starting date-and duration of services; and

» the steps necessary for transition to appropriate services when the child reaches
age three.

After the TFSP is finalized, the service coordinator is responsible for scheduling and
monitoring the services provided. In addition, other human or medical services may be identified for
the child and family that are not provided under the Birth to Three Program. If this occurs, the
service coordinator may need to assist the family in obtaining information to receive the necessary
services. The IFSP may be revised as needed but must be reviewed every six months, A formal
meeting must be held at least annually to evaluate the IFSP.

Transition from Birth to Three. Eligibility for early intervention under the Birth to Three
Program ends when a child turns three years old. At least 90 days prior to a child’s third birthday,

an TFSP team transition meeting 18 convened fo review a chi]_&’cﬂm‘m]opmpnf gtatne and evaluate a
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child’s potential eligibility for Part B of IDEA, the preschool special education program for children
ages three to five years old. Only a Planning and Placement Team (PPT) of a local or regional board
of education can determine eligibility for preschool special education under Part B. If a child is
determined eligible for Part B, the team prepares a transition plan and initiates the Individual
Education Plan (IEP) process, which replaces the IFSP as the plan of service. To complete the
transition, all records are transferred to the child’s school district, and follow-up with local educators
is conducted.
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CHAPTER I

DEMOGRAPHIC ANALYSIS OF THE B-3 POPULATION

This chapter presents information on children referred to the Birth to Three Program. The
program review committee examined referral, eligibility, and direct service delivery information
statewide and by region. In addition, statistics on the operation of the Early Connections program
are presented separately in order to provide an overview of the number of children served through
DMR’s program component,

Data Limitations. Federal mandates require states to systematically collect program data
on the children it serves. The program review committee identified several limitations in the
department’s data reporting system. The system used by SDE was designed for federal reporting
purposes and only provides a monthly snapshot of children receiving services. As a result, historical
information is difficult to compile. In addition, children reaching the age of four are deleted from the
system. Because of this, the program review committee was unable to determine the total number
of children served by the program since October 1, 1993,

Program Statistics

Referrals. Since the program began October 1, 1993, a total of 6,176 children have been
referred to it. The program received 2,452 referrals in FY 94, and 3,724 in FY 95 (plus an additional
235 re-referrals and 85 transfers), representing a 52 percent increase. Figure III-1 shows the number
of referrals received by each RFSCC for both years The two regions receiving the greatest number

of referrals were the Northcentral RFSCC

Numbar of Children

(CREC), which received 1,032 referrals in FY

FIGURE lll-1. REFERRALS BY RFSCC. 95, followed by the Southcentral RFSCC

FY 84 and FY 95 : (ACES), which accounted for 23 percent (871)

' of the total number of referrals. The two

smallest regions in the state are the Northwest

- (EDCONNECT), and Northeast

(EASTCONN), which received 389 and 332
referrals, respectively in FY 95,

Information 1s also collected on age and
gender of each referral, and this is shown in

. |
CES EASTCONN

ACES CREC EDCONNEE‘EARN Figure II-2. In FY 95, boys accounted for 63

Region _ percent (2,346) of the referrals, and 37 percent

(1,378) were girls. Figure IV-2 also shows

FY 94 FY95 . that of the 3,724 children referred to the

_ - - program, the largest group (42 percent) was
Source: Infoline. ' between 24 and 36 months old.
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FIGURE 1lI-2. REFERRALS BY AGE AND GENDER
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When a referral is received at Infoline, information is collected on the reason. Table III-1
presents referral reasons by the child’s age for FY 95. As shown, children between birth and 11
months old are most frequently referred based on concerns about physical development. During their
second year, children are referred because of problems in communicating verbally or because of
physical developmental concerns. In the third year of life, most referrals resuit from delays in the
child’s communication ability.

Adaptive Delay (16%) 244 (7%) 88 (3%) 69 (8%) 401
Cognitive Delay (1%) 13 ( 1%) 18 (2%) 35 (19%) 66
Communication Delay (3%) 50 49%) 667 {69%) 1,387 (42%) 2,104
Established Condition (17%) 266 (5%) o8 {2%) 39 (8%) 373
Other (16%) 245 (4%) 62 (3%) 57 (7%) 364
Physical Delay (46%) 716 (25%) 332 (8%) 160 ' (25%) 1,208
Social/Emotional Delay (1% 25 (9% 116 (13%) 272 (8%) 413
Totals (100%) 1,559 (100%) 1,351 (100%) 2,019 (100%) 4,920%
*This number is greater than total number of children referred for FY 95 (3,724) because of multiple reasons for
ge(lel:aelzsﬁxecuﬁve Summiary, Birth to Three Infoline, July 1, 1994 to June 30, 1995.
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Table ITI-1 also shows the most common referral reasons by developmental area. The
greatest number of referrals overall (43 percent) are received because of suspected delays in
communication. The next most frequent reason for referral is concern over physical delay. Together,
these two areas account for 67 percent of the reasons cited.

Eligibility status. The program review committee, with data provided by Infoline, compared
the eligibility status of all referrals received in FY 95. A referral was assigned to one of four
categories: eligible, ineligible, undetermined, or pending. Referrals assigned to the undetermined
category meant the children did not receive an evaluation. This occurred for a variety of reasons
including parental refusal to participate, nability to locate the family, family moved out of the region,
or child received transition services only. Pending meant children had been referred and were active
in the system, but had not yet been determined eligible.

Table III-2 shows the eligibility status of each child by region. Of the 3,724 children referred
to the program in FY 95, 57 percent (2,105) were actually determined eligible for services. The
number of children found eligible for services compared to the number of children referred varied
by region, from a low of 50 percent in the Southeast RFSCC (LEARN) to a high of 64 percent in the
Southwest RFSCC (CES). Of the total number of children referred, only 19 percent were found
ineligible for the program.

ligi igi
Southcentral 476 160 124 111
(ACES) (55%) (18%) (14%) (13%) 871
Southwest 422 84 56 101
(CES) (64%) (13%) (8%%) {15%) 663
Northecentral 542 212 129 149
(CREC) (53%) (21%) (13%) (14%) 1,032
Northeast 207 49 40 36
(EASTCONN) (62%) (15%) (12%) (11%) 332
Southeast 220 104 48 65
(LEARN) (50%) (24%) (11%) (15%) 437
Northwest 238 93 27 31
(EDCONNECT) (61%) (24%) (7%} (8%) 389
2,105 702 424 493
TOTAL (57%) (19%) (11%) (13%) 3,724
Source: Executive Summary, Blrt_h to Three Infoline, July 1, 1994 to June 30, 1995.
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Table ITI-3 presents data only for those children who actually received evaluations and whose
eligibility status was determined. When these numbers are compared to those shown in Table III-2,
the percent of children eligible for services increases significantly. Of 2,807 children evaluated in FY
95, 75 percent were found eligible for services statewide, and 25 percent were ineligible. The
percentage eligible varied by region -- from a low of 68 percent in the southeast region to a high of
83 percent in the Southwest region.

Southcentral 636 75%
(ACES) _
Southwest (CES} 506 83%
Northcentral 754 72%
{CREC)

Northeast 256 81%
(EASTCONN)

Southeast 324 68%
(LEARN)

Northwest 331 72%
(EDCONNECT)

TOTAL 2,807 75%
Source: Infoline.

Children served. A total of 3,966 infants and toddlers received services in FY 95. This
figure includes children who were referred and received services in FY 94, and were carried over into
FY 95. Also included in the iotais are children who were served: exciusively by DMR’s Early
Connections program; solely through an RESCC’s contracted private providers; or dually served by
both DMR’s Early Connections program and an RFSCC’s contracted providers. A breakdown of
children served by region is provided in Table III-4. The three regions providing direct services to
the greatest number of children are CREC, ACES, and CES, accounting for 65 percent of the total

number of children.
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Southcentral (ACES) 832 21%
Southwest (CES) 625 16%
Northeentral (CREC) 1,123 28%
Northeast (EASTCONN) 466 12%
Southeast (LEARN) 385 10%
Northwest (EDCONNECT) 535 13%|
Total : 3,966 100%
Source: SDE database.

DMR Early Connections. In FY 95, the Early Connections Program provided services to
1,748 infants and toddlers, about 44 percent of the total number of children receiving direct services
in the Birth to Three Program. DMR had six regions prior to July 1, 1995, and the data presented
for the program are based on that configuration. (Since July 1, 1995, the agency has been
reorganized into 5 regions as a result of government reorganization of human and health service
regions.) Figure III-3 presents the number of children served in each region. The largest region,
in terms of the number of B-3 children, is Region 2. It is important to note that DMR’s regional
boundaries do not correspond to the geographical boundaries of the RFSCC’s and therefore regional
comparisons between the number of children served cannot be made. At any given point in time in
FY 95, DMR served an average of 939 infants and toddlers.

FIGURE HI-3. CHILDREN SERVED IN FY 85
by DMR's Early Connactions

| Smegnas

Mumbat of childran

8 R IE:S:;:
R l Raglon 2 Reglon 4 Reglon 8
Ragion 1 Region 3 Reagion 5
Reglon

Source;: DMR.
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Services were delivered at home for 672 children and in group settings for 267 children. Table
1I1-7 shows the average monthly number of children served in each region.

Region 1 144 27 171
Region 2 4 70 234
Region 3 74 46 120
Region 4 59 27 86
Region 5 107 52 159
Region 6 124 45 9
Statewide '
Average 672 267 939
Source: DMR.
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CHAPTER IV

PROGRAM RESOURCES AND EXPENDITURES

This chapter gives information on federal and state dollars used to support the B-3 program.
Information on total dollars expended and the source of funds is provided for SDE and DMR In
addition, a comparison of the operations of the six RFSCCs and DMR’s Early Connections Program
by major expenditure category is provided. Finally, the costs associated with service delivery are
presented at the end of this chapter.

Federal funds. Federal funds have been allocated to states over the last nine years to both
develop and maintain early intervention systems. As of December 1995, all 50 states are receiving
Part H funds and participate in the program. Each state receives a portion of Part H funds relative
to its population of infants and toddlers. As of December 1, 1993, 150,783 children nationwide were
served by the program.

Connecticut has received a total of $15,389,328 Part H funds since 1988. Seven years of
funding amounting to $2,868,881 was used to plan for the program prior to its implementation on
October 1, 1993. Table IV-1 shows the amount of funds received in Connecticut under Part H.

FY 88 $537,964
FY 89 $739,037
FY 90 $795,940
FY 91 $0
FY 92 : $795,940
FY 93 $914,070
FY 94 $2,329,754
FY 95 $2,426,424
FY 95 $2,754,255
FY 96 $4,095,944

Total $15,389,328

Source; SDE.
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State expenditures. Total expenditures on the Birth to Three Program, including the DMR’s
Early Connections Program, for FY 94 was $17,287,567, and for FY 95 was $26,154,609. InFY
95, General Fund monies accounted for 71 percent of total program expenditures and federal funds
comprised the remaining 29 percent. Of the dollars expended by SDE in FY 95, $11,502,127 (64
percent) came from the General Fund, while federal funds accounted for 36 percent. In DMR, 85
percent of total expenditures were supported by the General Fund and 15 percent by federal funds.
Table IV-2 shows program expenditures for FY 94 and FY 95 and the amount appropriated for
FY 96.

SDE $ 9,195,166 $17,889,593 95% $17,315,641 -3%
DMR $ 8,092,401 $ 8,265,016 2% $7,456,891 -10%
Total $17,287,567 $26,154,609 51% 324,772,532 -5%
Source: SDE and DMR expenditure reports.

Several reasons may have caused the large increase in the education department’s program
expenditures over the two-year period. First, since the program was begun in October 1, 1993, the
FY 94 figures include only nine months of expenditures. In addition, the growth in the number of
children served and the intensity of services provided in FY 95 would have a significant effect on
program costs.

Overall, Table IV-2 shows that DMR’s expenditures increased by only 2 percent from FY 94
to FY 95. Two reasons that account for DMR’s lower growth rate include: services are provided
within available appropriation (i.e., they are not an entitlement) and DMR had a well-established
program prior to October 1, 1993, and therefore, program expenditures are more stable and
predictable. In addition, the decrease in FY 96 is a result of a reduction in 17 staff positions in the
Early Connections Program.

Table IV-3 and Table IV-4 separate SDE expenditures from those of DMR and provide a
breakdown of federal and state resources. Table TV-3 does not include any federal funds passed
through to DMR by SDE. In Table IV-3, program costs are broken down by funding source over
a three-year period. It is important to note that contained within the FY 95 Part H funds of
$5,676,622 is a $3,532,749 carryover of funds from prior year’s grant awards. In addition, although
there is a 3 percent decrease between the total expended for FY 95 and the appropriated amount for
FY 96, program expenditures cannot be limited for FY 96 since the Birth to Three Program is an
entitlement.
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Table 1V-4 shows the expenditures of DMR for the Early Connections program. The majority
of DMR’s program is funded by state dollars. In FY 96, federal funding under Chapter 1 was

discontinued, but funds were reallocated and restored under Part H.

FY 94 $6,865,412 |  $2,329,754 0 $9,195,166
FY 95 $11,502,127 |  $5,676,622 $710,844 | $17,889,593
FY 96 $11,366,000 |  $4,529,087 $1,420,554 | $17,315,641
(approx.)

*FY 95 Includes $500,015 Federal IDEA, Part B funds and $210,829 from
funds that were available under Chapter 1 of the Elementary and Secondary

Education Act, but are no longer available.

FY 96 consists of $1,420,554 of Federal IDEA, Part B funds.
Source: SDE.

$369,575

FY 94 $7,017,110 $0 $705,716 $8,002,401
FY 95 $7,031,728 $0 $876,429 $356,859 |  $8,265,016
FY 96 $6,396,491 $310,400 $750,000 $7,456,891

*Chapter 1 of the Elementary and Secondary Education Act funds are no ionger availabie.
Source: DMR.

SDE and RFSCC staffing. The Department of Education has five staff that support the Birth
to Three Program. These positions are all federally funded. InFY 95, the RFSCCs employed 118
staff, with total salaries of $4,147,992, excluding fringe benefits. A breakdown of staff positions in
the RFSCCs is shown in Table IV-5.
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Directors _ 6
Service Coordinators 59
Evaluators/Assessors 26.5
Clerical 26
TOTAL 117.5
Source: SDE.

DMR staffing. Table IV-6 shows the distribution of DMR staff for FY 95 and FY 96. In FY
05, there were 130 General Fund staff positions, with total salaries of $6,605,243, excluding fringes.
Early childhood special education teachers, who provide direct services to eligible children, accounted
for 73 percent of the staff and 75 percent of salaries. In addition, DMR employed 16.8 clinicians
including speech pathologists, nurses, physical and occupational therapists, and a social worker.

Central Office Administration* 3 2 1
Regional Administration 7 5 _ 2
Teachers 95 81 14
Clinical 17 16 ' 1
Support 8 8 0
Total _ 130 112 18
*scheduled to occur May 1996.

Source: DMR.

SDE and RFSCC expenditures. The program review committee examined the expenditures
of the six RFESCCs over a two-year period. Since the program was not operational until October 1,
1993, expenditure data for FY 94 are based only on nine months of expenditures, but have been
annualized for the purpose of this analysis. Total RFSCC expenditures grew from $5,278,295 in
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FY 94 ($7,037,727 if annualized) to
$17,075,576 in FY 95, an annualized FIGURE IV-1. RFSCC BUDGETS
increase of 143 percent. Figure IV-1 FY 94 and FY 95

shows expenditure increases by RFSCC.
All of the RFSCCs experienced 4,000,000
significant growth, ranging from a 109
percent rise in expenditures (CREC) to a
188 percent increase (ACES), when
annualized for FY 94. One explanation 1,000,000 1
for the variation in expenditure increases 0!
may be the increase in the number of CES EASTCONN | EDCONNE
children served and/or the intensity of ACES CREC LEARN
services provided, among the different RFSCC

regions.

5,000,000

3,000,000

2,000,000

MILLIONS

Legend
FY 94

FY 85

The program review committee
analyzed the program expenditures of [Source: SDE.
SDE and the six RFSCCs for FY 95.
Table IV-7 breaks down _total
expenditures by major category (administration, service coordination, evaluation and assessment, and
direct service) for each RFSCC and SDE’s administrative costs to oversee the program.

Administrative costs included salaries, rent and equipment, postage, copying costs, telephone,
travel, supplies, and an indirect assessment of 4 percent provided for under the Statewide Cost
Allocation Program. Service coordination is listed separately since it is an internal function within
an RFSCC and involves both direct service and administrative activities. Expenditures for evaluation
and assessment include all expenditures for these services, whether performed directly by RESCC
staff or by private providers. Employee fringe benefits ranged from 18 percent of total salaries in the
Northwest RFSCC to 24 percent in the Southcentral RFSCC. Benefits accounted for $1,035,831 and
are allocated based on salaries among the administration, service coordination, and evaluation and
assessment categories. Direct services expenditures are privately provided early intervention services
to families. Finally, the amount expended in each category is compared to total expenditures.

The table indicates notable variation among the RFSCCs in each of the four expenditure
categories profiled. Administrative costs ranged from 12 percent of total expenditures in the South
west RFSCC to 21 percent in the Southeast RFSCC. The statewide average was 15 percent, but
increased to 19 percent when SDE administrative costs were also included.

Service coordination expenditures also fluctuated widely among the regions with a low of 10
percent of total expenditures in the Northwest RESCC to 21 percent in the Southeast RFSCC. Only
the Southcentral RFSCC was at or below the state average on percent of total budget spent on
administration, service coordination, and evaluation and assessment.
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Southcentral $569.433 $637,196 $409,887 $2,916,912
(ACES) $4,533,428 (13%) (14%) (9%) (64%)
Southwest $417,962 8381441 $415,035 $2,370,075
(CES) $3,584,513 (12%) (11%) (12%) (66%)
Northceniral $662.,891 $646,676 $403,864 $2,076,832
(CREC) $3,790,263 (18%) (17%) (11%) (55%)
Northeast $301,784 $263.450 $153,848 $814.313
{EASTCONN)} $1,533,395 (20%) (17%) (10%) (33%)
Southeast $299,728 $301,239 $217,246 $630,595
(LEARN) $1,448,808 21%) (21%) (15%) (44%)
Northwest $333,073 $213,213 $242.761 $1,396,122
(EDCONNECT) $2,185,169 {15%) (10%) (11%) (64%)
Subtotal $2,584,871 $2,443215 $1,842,641 $10,204,849

$17,075,576 (15%) (14%) (11%) (60%)
SDE B-3 UNIT $814,017 $814,017* | not applicable not applicable | not applicable
Total $3,398,888

$17,889,593 (19%) 11% 9% 57%
Includes fringe of: ACES 24.2%; CES 22.8%; CREC 23.1%; EASTCONN: 23.9%; LEARN 22.2%; and
EDCONNECT 18.6%.
*SDE Administrative costs include fringe of $92,059.
Source; LPR&IC Analysis.

The variation among the six RFSCCs in percent of total expenditures consumed by direct
service costs is most noteworthy. Three RFSCCs spent less than 60 percent of their total budgets
on the provision of direct services to eligible children. In the Southeast RFSCC, expenditures on
direct services accounted for only 44 percent of total expenditures. The Southwest RFSCC expended
the greatest percentage (66 percent) of their total budget on direct services.

DMR expenditures. The program review committee examined DMR’s expenditures for the
Early Connections Program for FY 95 by major expenditure category (administrative, direct services
and contractual services) for each region. Administrative expenses include salaries for central office,
regional supervisory, and support staff and employee benefits for those staff calculated at the
comptroller’s FY 95 fringe rate of 39.25 percent. Direct services expenses include salaries and
employee benefits (FY 95 fringe rate) for DMR early childhood special education teachers and clinical
staff. Employee benefits accounted for $2,592,558 of total program costs. In addition, DMR has
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20 contracts with private providers for therapeutic professional services (occupational therapy,
physical therapy, and speech). DMR also funds day care group sites so children can be provided
services in natural environments. Contract amounts shown in Table IV-8 are not actual expenditures
but are for the face value of the contract.

Table TV-8 shows administrative expenditures account for a small portion (11 percent) of total
expenditures. DMR expended 89 percent of program funds for direct services -- 76 percent provided
directly by DMR staff and another 13 percent by contracted private providers. Thus, direct services
expenditures account for a greater percentage of DMR’s program expenditures than the RESCCs.

Region 1 $1,834,065 $271,664 $1.330,804 $231,597
Region 2 $2,297,325 $157,173 $1,853,697 $286,455
Region 3 $1,762,784 $203,759 $1,445,621 $113,404
Region 4 $1,172,090 $85,637 $810,782 $275,671
Region 5 ' $1,927,525 $91,209 $1,547,757 $288,559
Region 6 $1,515,074 $122,239 $1,233,854 $158,981
Subtotal 10,508,863 $93 1(96;,1) $8,22(§,85(;]S) _ §1 ,353,;%
DMR C.O. $257,790 $257,790 not applicable not applicable
Total $10.766,653 $1,t 8(5;,14;’1) $8,22(%,§;05) $1,35(¢i,36;3
Source: LP&IC Analysis.

DMR Staff Reductions in FY 96

DMR’s legislative appropriation for FY 96 and FY 97 required a reduction of 17 positions
in the Early Connections Program. The department reduced its workforce from 130 positions to 113
in August 1995. The largest staff reductions occurred among early childhood special education
teachers.

Table IV-9 reflects the total effect of the staff reductions for FY 96. A regional breakdown

was not available. Employee benefits, calculated at the comptroller’s FY 96 fringe rate of 40 percent
of salary and wages, accounted for $2,403,013 and are allocated across the administrative and direct
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services categories. The table shows direct services expenditures account for 76 percent of DMR
expenditures in FY 96 and increase to 90 percent when services delivered by private providers under
contract are included.

$9,979,398 $1,055,327 $7,569,404 $1,354,667

*Includes fringe of $2,403,013

Cost of Services

Program cost equation. Total service costs for a child are determined by three variables:
1) the amount and intensity of services used; 2) the cost of the services; and 3) the length of time a
child is served. The program review committee attempted to determine an average cost per child
for B-3 services, and then compare those costs between RFSCC expenditures and DMR’s Early
Connections Program for FY 95. However, there were serious data limitations, which prevented this
analysis.

Children receiving services under the B-3 program can be served in three ways: 1) exclusively
by an RFSCC’s private providers; 2) exclusively by DMR’s Early Connections Program; or 3) by
both an RFSCC’s private providers and DMR’s program. The state Department of Education was
unable to provide information on the number of children served in each of the three categories. To
calculate average per-child costs, it is first necessary to determine the total cost and number of
children in each category. Next, the volume and intensity of services for children dually served must
be calculated so that costs can be allocated accordingly. For example, if an RFSCC provides a child
with 25 percent of his or her total package of services, and DMR the other 75 percent, costs allocated
between the two must reflect the difference in utilization.

Regional profile of privately provided direct service costs. The legislative program review
committee attempted to develop a detailed cost analysis of B-3 services delivered by contracted
private providers. However, the program review committee found a complete absence of comparable
statewide automated cost data related to services on a per child basis for each RFSCC. Although the
department intends to enhance the system’s capacity in order to collect this information in the future,
the data are not currently available. Some cost information is collected at the regional level but it has
not been aggregated and analyzed. Further, only five of the regions have automated information and
databases. Thus, the information captured varies from region to region, and cost comparisons among
regions are difficult to calculate. Furthermore, data on children served by DMR, whether exclusively
or in conjunction with private providers under contract to the RFSCC, are not aggregated and
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compiled. DMR services to children significantly effect the total cost of the B-3 program, however,
no information had been compiled on these services.

Table TV-10 illustrates the distribution of service costs in three RFSCCs for which data were
available. It is important to note the table shows only average costs for privately provided services
by the RFSCCs. DMR services are not included and would result in a higher average cost per child,
if data were available. The committee found there were 379 children who were authorized to receive
early intervention services in the Northwest RFSCC with an average cost per child of $5,533. In the
Northcentral RFSCC, 787 children received privately provided direct services with an average per
child cost of $2,618. Finally, in the Northeast RFSCC, 307 children received privately provided
services at an average cost of $2,653.

Less than $1,000 75 295 139 $405 $432 $427
$1,000 to $2,500 84 227 72 - $£1,750 $1,653 $1,606
$2,500 to $5,000 83 156 55 $3,612 $3.474 $3,373
$5.000 to
$10,000 75 76 29 $7,121 $6,898 $7,000
$10,000+ 62 33 12 £17,597 $14,894 $20.916
Total 379 787 307 $5,533 $2,618 $2,653

Source: LPR&IC Analysis.

Table IV-10 also shows that a small percentage of the children account for a large proportion
of total expenditures for services. In the Northwest RFSCC, 16 percent of the children had
authorized costs in excess of $10,000 with an average of $17,597. The average cost per child,
regardless of the cost range category was almost twice as much in the Northwest RFSCC as in the
Northcentral. One reason for this is more children in the Northcentral RFSCC also receive services
by DMR’s Early Connections Program. Thus, because DMR does not service a large number of
children in the Northwest RFSCC, the RFSCC has to directly fund more services for children, with
the result a higher average cost per-child. However, the actual mix of services between DMR and
each RFSCC is not known, and, therefore, the total package of services provided and average cost-
per child cannot be calculated.
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Table TV-11 shows the increase in average per-child costs as children remain in the B-3
system for the Northwest and Northcentral RFSCCs. It is important to note that data were available
only for a 12-month period, however, children may have been receiving services for a much longer
period of time. Also, higher costs may reflect that children who remain in the system for longer
periods are more needy, and, therefore, receive more services because of more aggressive treatment
methods.

1 Month 39 117 ' $423 $237
2 Months 22 101 $1,239 $649
3 Months 27 98 $3,556 $1,059
4 Months 37 70 $2.497 $1,743
5 Months 33 53 $3,190 $1.736
6 Months 45 58 $4,402 $2.446
7 Months 53 50 $6,613 $3.211
8 Months 30 46 $10,383 $3,728
9 Months 25 52 $9.254 $4,201
10 Months 17 45 $10,360 $4,255
11 Months 26 32 $12,568 $4,896
12 Months 25 65 38,466 $9,364
Source; LPR&IC Analysis.

The table does not include services provided by DMR, and, therefore, does not reflect the
total cost of service on a per-child basis. Although the cumulative average cost of services increased
as a child remained in the system, the costs did not increase by the same percent each month. The
variation occurs because the number of children served each month and service utilization (volume
and intensity of services) are not constant. The cost is also impacted by the length of time a child
receives services. The education department has not developed adequate systems to measure the
volume and intensity of services used though they obviously have a significant impact on the total cost
of services provided.
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Type and cost of service. The program review committee examined the costs of providing
direct services through private providers to children enrolled in the Birth to Three Program statewide.
It should be noted that these data include only the costs incurred from the private providers. The
costs of service coordination, evaluation and assessment, services provided by the Department of
Mental Retardation, program administration, and other related costs are not reflected. Total cost of
direct services received from private providers statewide was $10,204,849. Four services -- speech
therapy, physical therapy, occupational therapy, and special instruction accounted for $8,807,361,
or 86 percent of all private provider direct service costs. The next highest service cost, assistive
technology (selection or purchase of any item, piece of equipment, or product system that is used to
increase, maintain, or improve the functional capabilities of children with disabilities) constituted only
3 percent each of the total cost. Table IV-12 lists the top six service costs.

Speech Therapy $2,759,803
Physiéai Therapy $2,317,747
Special Instruction $2,101,022
Occupational Therapy $1,628,789
Assistive Technology $ 340,166
Family Training, Counseling $ 333,030
Source: LPR&I analysis of provider database.
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CHAPTERYV

POLICY IMPLEMENTATION

A continued concern of the legislature since the Birth'to Three Program’s inception has been
the use of state funds to pay for program costs and whether other available funding sources were
being accessed by the education department. Information is presented in this chapter on health
insurance coverage for families referred to the program. In addition, legislation passed over the last
three sessions has focused on alternative funding sources to pay for B-3 services. Summaries of the
legislation and studies required under it are provided. The chapter also contains a status report in
terms of the department’s effort to secure other funds to pay for early intervention services. Finally,
newly established policies adopted by the education department are described at the end of this
chapter.

Sources of Funding for the B-3 Program

While the federal government has provided states with funds under the Part H law to maintain
a structure to provide early intervention, Part H funds have not supported states with the financial
resources needed to deliver services. Instead, Part H funds are to be used by states to plan and
coordinate existing programs, mobilize other financial resources, and fill gaps in services. To cover
most of the costs of service delivery, however, states are expected to assemble funding from a variety
of sources including Medicaid, private insurance coverage, and state appropriations. In addition,
although early intervention services may not be denied based on income, and selected services must
be provided at no cost to parents, states may use a sliding fee scale to obtain parental contributions
for most direct services.

Legislation in Connecticut. In the public debate prior to the enactment of P.A. 93-383,
policymakers expressed numerous concerns over the potential costs of the B-3 program and the
source of funds to be used to pay for program services. Language contained in the act creating the
B-3 program reflects these concerns, as does subsequent legislation adopted over the next two
legislative sessions. Public acts adopted by lawmakers continued to stress the need to minimize the
use of state dollars by strengthening mandates to access other funding sources including maximizing
Medicaid and third-party payer reimbursement, and requiring parents to contribute to the cost of

services on 2 shiding fee scale,

Health insurance coverage. The legislative program review committee found an
overwhelming majority of potentially eligible children possessed insurance coverage. Although the
Department of Education has only recently begun to collect insurance information from parents at
intake, Infoline compiled data on health coverage for 1,450 referrals taken between January 1, 1995,
and May 31, 1995. Table I-1 provides a breakdown of health coverage by type. Responses indicate
that 84 percent of referrals were covered by either private insurance or Medicaid. Only 2 percent of
respondents indicated they had no coverage.
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At the present time, all early intervention services provided through the RESCCs are still being
paid for by state and federal Part H and Part B of IDEA resources with no Medicaid or private
insurance participation. Even though the overwhelming majority of referrals indicated they either had
private insurance or Medicaid coverage, the Department of Education has not yet been able to
recover any reimbursement from these sources. DMR has recently begun to bill Medicaid, but has
not accessed private health insurance.

Private Insurance 677 (47%)
Medicaid 523 (36%)
Both Private and Medicaid 17 (1%)
No Coverage 24 (2%)
Unknown 209 (14%)
Source: Infoline for referrals from 1/1/95 through 5/31/95.

Legislative History

Public Act 93-383. The initial act establishing the B-3 program identified Medicaid, private
insurance, and parental income as three potential funding sources. Under the act, the commissioner
of education was required to develop procedures to bill Medicaid and the commissioner of social
services was given the authority to seek Medicaid reimbursement. The act also required the
education commissioner to access other available funds for early intervention services and stated that
funds appropriated to the lead agency not be used to satisfy a financial commitment for services which
would have been paid by other public or private funds, with the exception of funds available under
Part H(C.G.S. Sec. 10-91d(c)).

Public Act 92-283 also required an examination of other funding mechanisms by requiring the

secretary of the Office of Policy and Management (OPM) to evaluate the cost effectiveness of
requiring a sliding fee schedule for parental contributions for services and the commissioner of the
insurance to evaluate using private insurance to pay for services. The results of these evaluations
were reported to the education committee on February 1, 1994. Those studies are described below.

Required studies. The Department of Insurance’s private insurance reimbursement study

identified several issues related to receiving third party payments for B-3 services and developed a
plan to make the state the payer of last resort. Although the report noted a serious lack of data, it
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projected direct service expenditures (excluding developmental therapy) would exceed $8 million with
$3 million potentially (37.5 percent of the total) reimbursable by private third-party payors for
FY 95,

The study contained several recommendations aimed at controlling costs within the B-3
program and providing for administrative efficiency. The study cited the need to use Medicaid,
private insurance, and a sliding fee schedule for parental contributions to offset program costs.
Noting the inefficiency of using the state as a pass-through for insurance funds, it recommended a
system requiring providers to bill insurers directly. Providers are experienced in collecting and
maximizing insurance reimbursement. In addition, the study also identified a need to clarify the type
and level of medical treatments covered under the program. Finally, it recommended establishment
of service control mechanisms through strict utilization review.

Sliding fee scale for parental contributions. The Office of Policy and Management
completed its study on a fee scale for parental contributions for B-3 services and recommended
implementation by July 1, 1994, OPM estimated $1.5 million a year could be generated by imposing
a sliding fee and argued that those who participate in paying for the cost of services are likely to more
carefully evaluate the quality of the service provided. Another important consideration was that by
providing services free, private health insurance payers could argue they have no legal obhgatton to
pay since the insured are not at risk for payment.

Public Act 94-245. Following these studies, the 1994 legislature required the state Board
of Education to adopt regulations by July 1, 1995, to recover insurance payments and to establish
procedures for determining parent’s liability. It gave the commissioner of education the right to claim
insurance payments (with the parents’ permission) and required the commissioner to establish a
sliding scale of parental contributions for early intervention services and set criteria for it.

1995 legislation. With continued concern over escalating program costs, Governor John
Rowland recommended several changes to the Birth to Three Program in the 1995 legislative session.
The governor’s budget proposed elimination of the state’s participation in the federal Part H program
and restructuring the state’s delivery of services. This included the elimination of B-3 services as an
entitlement and the Department of Mental Retardation’s role in providing early intervention services,
consolidation of the funding stream into the State Department of Education, and contracting for all
direct services.

These recommendations were not adopted by the General Assembly. The legislature,
however, passed P.A. 95-226 and P.A. 95-259, which addressed the costs of the program and ways
to access other funding sources by requiring the commissioner of social services to seek Medicaid
reimbursement for B-3 services. In addition, the Department of Education was required to implement
procedures to bill parents’ insurance carriers beginning July 1, 1995, but postponed by one year the
deadline for the education commissioner to implement regulations concerning a sliding fee scale for
parents. The legislation also required a review of any Individualized Family Service Plan (the plan
of services for a child and their family) with estimated costs in excess of $10,000 during any 12-
month period.
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Establishment of Policies

The state Department of Education has redesigned elements of the early intervention system
over the last six months in an effort to create more uniformity among the RFSCCs, contain program
costs, and access other funding sources. As a result of the program changes, SDE most recently
issued nine policy guidelines on November 14, 1995. Many of the changes will directly affect the
operation of the program and the delivery of services. Other policies establish procedures to clarify
the roles and responsibilities of all agencies involved in accessing public and private insurance.
Although the policies establish standards for operation, decision-making authority primarily resides
within the individual RFSCC. Each of the nine new policies are described briefly below.

Medicaid billing procedures. This guideline sets up a procedure to uniformly bl
for early intervention services for children eligible for Medicaid. Each RFSCC must
provide SDE with the necessary data to fulfill this requirement. SDE will input the
data and forward it to the Department of Administrative Service’s Bureau of
Collection Services (BCS) which will be responsible for collecting the Medicaid
reimbursement.

Procedures for accessing private health insurance. This guideline establishes a
procedure to access private health insurance for children covered under health plans.
Each RFSCC service coordinator is required to obtain a family’s insurance
information and contact the family’s insurance company to determine if the services
are covered. If a family’s health insurance is provided through an health maintenance
organization (HMO) network, the coordinator must determine if there are approved
B-3 providers in that network. If there are no approved providers, the coordinator
should ask the HMO how the provider can become a member of their network.

For reimbursement, the provider is required to submit the appropriate paperwork to
the RFSCC. The RFSCC transfers the provider information to SDE and BCS. If
there are questions related to the family’s insurance policy, BCS is required to contact
the parents directly for information or clarification, thus, having two agencies that
must solicit information directly from parents.

Maximum unit rates for services. The department has established the maximum
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speech and language pathology for services delivered on a “fee for service’ bas1s
Effective January 1, 1996, the maximum unit rate (one unit equals 15 minutes) is
$20.00. The education department anticipates that, beginning July 1, 1996, rates for
individual therapies will be further reduced by 5-10 percent in order to contain costs.

Guidelines for comprehensive early intervention programs. The department

defines comprehensive early intervention programs as those programs with the ability
to provide all early intervention services listed on each child’s IFSP. To qualify, a
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program must have 4 full-time staff members and a caseload of at least 60 children.
This translates to a minimum caseload of at least 15 children per staff. In addition,
the program must have the capacity to provide both home-based and center-based
services in “natural environments” and demonstrate it provides a transdisciplinary
approach to service delivery. Programs can also assume service coordination
responsibilities as designated by the RFSCC. The policy requires the six RFSCCs to
perform quality assurance including monitoring service delivery in accordance with
IFSPs and ensuring cost effectiveness.

SDE technical assistance to RFSCCs/DMR. This policy outlines the types of
technical assistance SDE will provide to the six RFSCCs and DMR. The pohcy also
establishes SDEs oversight role in areas relating to the B-3 program.

Individual family service plan review. As required by Public Act 95-226, the
department will review IFSPs over $10,000. The department has decided to review
only those IFSPs developed after July 1, 1995, with projected costs of more than
$10,000 during a 12-month period. Children with an IFSP before July 1 will not be
subject to review, however, annual costs will be calculated so that information
regarding the IFSP costs is available. The IFSP team makes the final decision
regarding the service type, location; intensity, and frequency of early intervention
services.

Transfer of service coordination responsibilities to DMR’s early connection
program. This policy provides clarity on who is responsible for billing for children
who are exclusively served by DMR, or dually served by DMR and an RESCC. As
shown in Figure V-1, DMR will provide service coordination to children it serves
exclusively and the RFSCCs will coordinate services for all other children (dually
served and served exclusively by an RFSCC’s contracted providers). However, the
RFSCC will be still be responsible for all information entered into the B-3 system.
Thus, DMR is required to still send all information on a child to a RESCC. For
Medicaid billing, DMR will be responsible for accessing Medicaid reimbursement for .
all children it serves through the BCS. If a child is dually served, DMR will bill
private insurance only for the services it provides, and the RFSCC will bill for services
it provides. BCS on behalf of DMR will be billing for both Medicaid and private
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Permanent service record order. This policy sets up a permanent service record for
each child in the RFSCC in which services are received. It is intended to create
uniformity among the regions and requires documentation of activities.

Connecticut early intervention personnel standards. This policy identifies the
requirements for personnel to practice within the B-3 program, including licensure
and certification in each service approved. It also creates standards and defines the
scope of practice for the use of paraprofessionals in early intervention.

Although the Department of Education should be commended for its effort over the last five
months to develop oversight mechanisms, the program review committee believes the department’s
record needs to be examined in the overall context of its last nine years as lead agency. Several of
the policies adopted by the department in November 1995 should have been instituted prior to the
program’s implementation in October 1993. In addition, many of the newly created policies actually
will increase the program’s complexity, particularly for health insurance reimbursement. Too many
entities are involved in submitting information to multiple sources without any single oversight
mechanism for the entire system. '

Finally, the program review committee is concerned over the absence of uniform fiscal
reporting standards. This type of policy is necessary to insure consistency among the RESCs where
each has its own management structure and reporting standards. The committee repeatedly obtained
financial information from SDE that had to be corrected by the department at a later date. Since the
program is primarily funded by state dollars, the committee believes uniform reporting standards are
needed to ensure the fiscal integrity of the program. Therefore, the program review committee
recommends:

the lead agency shall develop uniform fiscal reporting standards to ensure

financial information collected conforms to generally accepted accounting
principles prescribed by the Government Accounting Standards Board.
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CHAPTER VI

FINDINGS AND RECOMMENDATIONS

The federal legislation, Part H of IDEA, provided a framework for states to design their early
intervention system. The law required states establish 14 program components and offer 17
mandated services to children and their families to ensure a comprehensive system. Because of the
historical service pattern in the state, Connecticut designed a highly decentralized program. This
decentralized design, run by a lead agency that has not been involved in direct service delivery, has
led to deficiencies in program management, oversight, and cost. In addition, efforts to access
Medicaid and third party reimbursement for early intervention services have been problematic because
of a lack of institutional expertise in the area of health insurance within the lead agency.

In spite of the development of nine new policies by SDE, the program review committee
believes the program still lacks accountability without a centralized organization, oversight, and single
management structure. The goal of the recommendations presented in this study is to simplify the
current program design, streamline the program’s administration, and ensure fiscal and programmatic
accountability. The recommendations cover six broad areas: public policy, administration, data
management, insurance reimbursement, public awareness, and service delivery.

Public Policy

One of the most devastating moments in the lives of parents is the discovery their child is
developmentally delayed. The Birth to Three Program has helped to alleviate some of the stress by
providing families with early intervention services and offering parents information on how best to
enhance their child’s development. In three public hearings held by the Program Review and
Investigations Committee, numerous families recounted the overwhelming value to them of the Birth
to Three Program. The testimony provided coincides with current research in the field that early
intervention services promote a child’s full development, have a positive effect on families, and
provide critical support to parents. The strength of the program lies in the stories told by parents
describing how the Birth to Three Program made a difference in their families’ lives.

While most would agree on the value of providing services to families, the scope and breadth
of carvicas and the state’s rpcnnnuh;hhr to pay for them are debated. A maior reason for passage of
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Part H was to provide incentive funding to states to encourage the development and maintenance of
comprehensive service systems. Although the program has 14 mandated system components and 17
mandated services required by the federal law, it does not have to be overly burdensome. In fact,
analysis by the program review committee shows that four services -- physical therapy, occupational
therapy, speech therapy, and developmental therapy -- account for almost 90 percent of the direct
service program costs.
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Although better controls need to be placed on the program, Connecticut has received more
than $15 million of Part H funds to establish an early intervention system. Participation in Part H has
created adequate system capacity, allowing for all eligible children with developmental delays to be
served. Therefore, the program review committee recommends:

Connecticut reauthorize legislation to maintain participation in Part H.

The program review committee found that the B-3 program lacks a clearly defined mission.
One of the fundamental road blocks to implementing necessary changes in the program is that some
groups believe the Birth to Three Program is primarily a medical program, some believe it is an
educational program, and others believe it is a developmental program that provides both medical and
educational interventions. Different philosophical approaches lead to fragmentation, poor
collaboration, and false expectations of what the program should and can provide. This mission needs
to be resolved to assure that everyone has the same expectations of the program and agrees on the
attainable goals and objectives of early intervention. In addition, to strategically plan and perform
subsequent program oversight, it is necessary for the lead agency to clarify the responsibility of the
state in providing B-3 services. The program review committee recommends:

the development of a mission that provides clarity to B-3 Program objectives.
The mission shall define the tenets of a developmental program and the
program’s relationship to other services including:

. medical services,

) health services,

] social services, and

. instructional services;

the Interagency Coordinating Council, along with the lead agency, shall be
involved in creating and promoting the vision and mission to ensure they are
understood and accepted by employees, advocates, parents, and providers.

Federal law requires the governor appoint an Interagency Coordinating Council to advise and
assist the lead agency in carrying out the goals of the program. Connecticut’s council has 25
members consisting of parents, legislators, providers, and members of all involved state agencies.
Drinr A passage of Public Act 93-383, the ICC actively agsicted in the dpvplgpp‘\ent of pgligies

Prior to passage of Public Act 93-38 e ICC actively assis the development
affecting the program’s design and operations. However, there has been increasing frustration among
council members that they no longer have input into the B-3 system. The council can play a vital role
in developing and promoting a mission for the B-3 program, and it represents a variety of
stakeholders in the system. o

In addition to a lack of a mission statement, the program review committee found no evidence

of long-term strategic planning. As a result, critical decisions are made without adequate information,
on an ad hoc basis, and in reaction to criticism over program management. The committee believes
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that change should occur in the context of long-range program goals with a coherent, structured,
decision process. Therefore the program committee recommends:

the lead agency shall develop a long-range strategic plan. The lead agency shall
provide an annual report detailing program and fiscal information including:
number of children receiving services, the volume and intensity of services
received, actual and projected per-child costs, provider capacity, comparisons
of regional information, performance measures, and whether the measures are
being met; and

the lead agency shall develop performance based outcome measures, including
the treatment effectiveness of early intervention services, and report its findings
to the committees of cognizance of the General Assembly.

Administration

Lack of clear leadership in the areas of planning, management, fiscal oversight, and evaluation .
of the service delivery system has placed the B-3 Program in jeopardy. As state resources become
more and more scarce it is critical that other funding sources be identified and cost containment
become a critical feature of the system. In fact, the failure of Connecticut to access both Medicaid
and private insurance dollars has contributed to the feeling that program costs have grown out of
control.

The program review committee found the B-3 program has not been managed well enough
. to ensure efficient uniform operations across 2ll regions. Until recently, the costs of administering
and providing services has not played a significant role in the department’s implementation of the
program. Although the department spends a considerable amount of its funds on purchasing services
for clients, it has only recently begun to track the total costs of the services provided to each client,
and this is in response to a legislative mandate passed in the 1995 session. Such information is critical
if serious cost containment efforts are to be undertaken. Information on operational procedures such
as the number of children served and volume of services provided, as well as the cost of services, are
not collected or analyzed on a region by region basis. Finally, the committee found that no
comparisons were being carried out among regions to ensure uniformity and equity among families
receiving services.

The program review committee found the B-3 program has a needlessly complex system of
governance to administer it, which includes 2 state agencies and 11 regional entities (6 RESC
grantees and 5 DMR regions). Each RESC is a separate entity and without a centralized management
structure. Therefore, it is difficult for the state to ensure consistency among their operations. Finally,
there is an absence of any clear directives or quality assurance role on the part of the lead agency to
guarantee equity, uniformity, and appropriateness of service delivery across all regions. This design
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has made a program, with a smafl number of eligible children relative to other entitlement programs,
inefficient and cumbersome to manage.

Although the program review committee recognizes the education department made serious
efforts during this review to establish uniformity among the RFSCCs, the committee believes the
department’s record needs to be examined from the time the program became operational. Several
of the policies adopted by the department in November 1995 should have been instituted prior to the
program’s implementation in October 1993. In addition, as discussed in Chapter V of this report,
many of the newly created policies actually increase the program’s complexity. In fact, in one policy,
both DMR and the six RFSCCs are responsible for service coordination and accessing health
insurance depending on if a child is exclusively served by an RFSCC, exclusively served by DMR, or
dually served by both entities. This policy represents continued blurring of management
accountability. Finally, the committee believes it is the underlying organizational design that has led
to significant implementation problems, not merely the lack of administrative policies. Therefore,
the program review committee recommends:

the authority to operate the Birth to Three Program be transferred from the
state Department of Education to the Department of Mental Retardation. The
Department of Mental Retardation shall become the lead agency for the
program. The lead agency shall contract with private providers to deliver early
intervention services to eligible children. The program design shall include a
system to perform quality assurance, utilization review, cost containment,
outcomes research, and performance evaluation. In addition, a uniform rate
structure shall be used. Efforts should be made to encourage comprehensive
community provider participation among contractors who may also conduct
evaluations and perform service coordination.

This program needs a single coherent management structure. DMR possesses a regional
structure that reports directly to the central office of DMR. Furthermore, approximately 40 percent
of children in the B-3 program are already served through the Early Connections Program, allowing
for a smooth transition for many families.. Moving the program would require DMR to enhance its
current capacity by developing additional contracts with private providers. However, DMR is
experienced in combining public and private services, and overseeing contractual relationships. DMR
has systems in place to monitor utilization and costs, ‘and access Medicaid and private health
insurance.

Data Management

Federal mandates require states to systematically collect program data on the children it
services. The program review committee found many limitations in the department’s data reporting
system. The system used by SDE was designed for federal reporting purposes and only provides a
monthly snapshot of children receiving services. As a result, historical information is difficult to
compile.
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Another failure of the system is the lack of information on costs-per-child. Cost data have
not been collected at the state level, and, therefore, only limited analysis of client costs could be
performed. This lack of adequate cost data kept the state from establishing an acceptable Medicaid
rate thus preventing Medicaid reimbursement.

The collection, compilation, and analysis of data are crucial to sound management,
administrative, and operational decision-making. Therefore, the program review committee
recommends:

the lead agency shall develop a data collection plan to obtain accurate and
timely cost and programmatic data. The data collection plan should allow for
a rational, planned approach to optimize the use of the database for
management and programmatic purposes. In addition, data systems should be
randomly audited to verify the accuracy of the information.

Insurance Reimbursement

There is a need to carefully document all services provided children to obtain insurance
reimbursement, whether public or private,. The department has encountered several difficulties in
accessing both Medicaid and private third-party insurance. Although the Department of Insurance
studied how best to access private insurance, as noted in Chapter V of this report, none of the
recommendations were ever implemented. The program review committee found the education
department and the RESCs have little experience with requirements of health insurance system. This
lack of institutional expertise has contributed to the delays in accessing health insurance.

A stronger relationship with the Department of Insurance and major health insurers is needed
to determine how best to provide for reimbursed coverage of early intervention services. In addition,
as more people in the state are covered by health maintenance organizations, a system for ensuring
coordination among B-3 providers and insurers networks of providers is neceded. The program
review committee recommends:

the Department of Mental Retardation, as the lead agency, create an insurance
reimbursement task force that includes the Department of Insurance, the
Department of Social Services, the Department of Administrative Services

Burean of Collection Services, and renrecentatives from the insurance IndllQl‘rv
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The task force shall define the scope and method of reimbursing services.

Public Awareness
In all human service programs, a large number of people eligible for services never enter the

system. Part H requires that states make special efforts to reach populations who are typically
underserved. It is necessary for states to create policies that distribute information to a wide network
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of service providers, community leaders, clergy, and others who deal with families and young children
so there is an awareness of the program.

Table VI-1 shows the number of children receiving direct services in FY 95. The total
population of children birth to three years old is based on Department of Health statistics on live
- births in each town in Connecticut from 1991 to 1993, the latest year for which the department has
complete data. These charts illustrate the differences in the percentage of children age 0 through 3
served in each RFSCC. The table shows a child is less likely to be identified and served in the urban
RFSCCs -- ACES, CES, and CREC -- than in the rural RFSCCs. The highest percentage of children
age 0 to 3 served is 5.5 percent at EASTCONN, in the least populated region in the state.
Conversely, the area with the lowest percentage of children served, 2.2 percent, is CES, which
includes Bridgeport, one of the most densely populated areas in the state.

Southcentral 37,435 832 2.2%
(ACES)

Southwest (CES) 30,094 625 2.1%
Northcentral 39,938 1,123 2.8%
(CREC)

Northeast 8,542 466 5.5%
(EASTCONN) :

Southeast (LEARN) 13,381 385 2.9%
Northwest 13,384 535 3.9%
(EDCONNECT)

TOTALS 142,774 3,966 2.8%
Source: SDE cageload statistice and DPH live birth statistics,

The department has conducted outreach through several professional organizations and
provided handouts about the B-3 program at health fairs. A newsletter, called the Birth to Five
Communicator, receives wide distribution among providers of early childhood services. In addition,
flyers were mailed to about 7,000 family child care providers and also 60,000 AFDC recipients in
October 1994, However, the program review committee found that little research is currently being
conducted to evaluate whether underserved populations in urban communities are being reached.
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A comprehensive program of public awareness is needed. Therefore, the program review
committee recommends:

the lead agency develop a marketing plan. The plan should identify the targeted
population including, the number and percent to be served. It should also
measure provider capacity in each region to determine where there are
shortages (geographically) and. develop a plan to recruit providers.

Delivery of Services

Several states have taken the lead in the implementation of guidelines that provide a
framework for determining the appropriate scope and breadth of the services contained in the
Individual Family Service Plan. The primary reason for the development of the guidelines is to
contain the growth of Part H services by setting a clearer standard of the scope of services the state
is responsible for providing under the program. Although all states must have available the 17
mandated services required under Part F, states have begun to set parameters on service intensity.

Under the federal law the plan of services (IFSP) must be developed based on a child and his
or her family’s unique needs. The law does not prohibit states from establishing a framework for
making decisions within the IFSP team. States have had difficulty in developing guidelines because
there is a lack of quality outcome data that indicates what the most appropriate level (volume and
intensity) of services is, given the child’s needs. However, in the absence of guidelines, children may
receive inappropriate services. In addition, children with similar needs may not receive similar
services because there is no reference point to ensure consistency and equity. The program review
committee recommends:

the Interagency Coordinating Council shall assist in the development of service

guidelines. Guidelines should provide a framework for the plan of services
developed by the IFSP team. '
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APPENDIX A

Profile of Other States

Lead agency. All 50 states adhere to the Federal Part H requirements, but there is significant
variation in how the programs have been implemented. The greatest factors that cause the differences
among the programs seem to be the structure of early intervention systems that existed in the states
prior to Part H, political commitment, and the size and demographics of the states.

Table A-1 shows the designated lead agency in each state as of 1995. Almost half of the
states have designated either the state health or human services department as lead agency, or as
exists in some states, a combined health and human services agency. In addition, some states do not
have a separate department to provide services to persons with disabilities, but deliver those services
through their health and human service agencies. Furthermore, 11 states have switched lead agency
since 1991. Table A-2 shows six states have removed the education department as lead agency, and
two states have renamed education from lead agency to co-lead agency.

The program review committee surveyed selected states to compare the structure, program,
and administration of national early intervention programs. Table A-3 presents a profile of eight states
and the way in which key program elements have been implemented. In addition, a brief narrative
of these states is presented below.

TMinois. The State Board of Education, as lead agency, funds a staff position for each agency
involved in the early intervention system. These people serve as permanent interagency liaisons to
ensure that every agency’s policies and positions are articulated. The Board of Education also has
10 full-time people to coordinate early intervention services with the medical community. All
providers must be Medicaid certified, but Medicaid is billed through a central state billing office.

Maryland. All service coordination and delivery in Maryland is done at the local level and
is a mix of public and private providers. Maryland has developed a “Frequency and Intensity of
Services Guideline” to establish service parameters. These guidelines are based on a child’s outcome
goals rather than a prescriptive model based on a child’s condition.

. . - .
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1970s, and, therefore, had a well established system that simply absorbed the Part H requirements.
Program expenditures in FY 95 totaled about $50 million. Of that amount, $18 million was received
from state appropriations, $13 million through Medicaid reimbursement, $8.5 million through Part
H funds, and $8-10 million from third-party insurance. By law, the state is the payer of last resort.




Alabama Rehabilitation Services Montana Social and Rehabilitation
Services/DD
Alaska Health & Social Services Nebraska Education and Social Services
{co-lead)
Arizona Economic Security Nevada Human Resources
Arkansas Human Services/Developmental [} New Hampshire Health and Human Services
Disabitities (DI))
California Developmental Services New Jersey Health
Colorado Education New Mexico Health/DD
Comnecticut Education New York Health
Delaware Heath and Social Services North Carolina Human Resources/MH-DD-
Substance Abuse Services (SAS)
District of Columbia | Human Services North Dakota Human Services
Florida Health & Rehabilitative Services }| Ohio Health
Georgia Human Resources/Division of Oklahoma Education
Health
Hawaii Health Oregon Education
Idaho Health & Welfare/DD Pennsylvania Public Welfare
ilinois Education Rhode Island Health |
Indiana Family and Social Services South Carolina Health & Environmental Control
Towa Education South Dakota Education
Kansas Health and Environment Tennessee Education
Kentucky Human Resources/Mental Texas Interagency Council on Early
Health-Mental Retardation Childhood Intervention
Louisiana Education Utah Health
Maine Education Vermont :Edljcation and Human Services (co-
lcad)
Maryland Govemor’s Office of Children, " Virginia MH/MR/SAS
Youth and Families
Massachusetts Public Health “ Washington Social & Health Services
Michigan Education West Virginia Health & Human Services
Minnesota Education Wisconsin Health & Social Services
Mississippi Health Wyoming Health
Missourt Education

Source: Trohanis, P. Chapel Hill, NC: National Early Childhood Technical Assistance System .
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Alabama Education and Rehabilitation Rehabilitation Services
Services (co-lead)
Delaware Education Health and Social Services
Florida Education Health & Rehabilitation Services
Indiana Mental Health Family and Social Services
Maine Interdepartmental Committee Education
Maryland Governor’s office to Education | Governor’s office
(switched twice)
Nebraska Education Education and Social Services
(co-lead)
New Hampshire Education Health and Human Services
New Jersey Education Health
Rhode Island Interagency Coordinating Health
Council
Vermont Education Education and Human Services
(co-lead)
Source: National Early Childhood Technical Assistance System (NEC*TAS), Chapel Hill, N.C.

Approximately 14,600 children were eligible for Massachusetts’s early intervention program in
FY 95. About 13,140 (90 percent) of the children were covered either under private health insurance
plans or by Medicaid. Of the children who were insured, about 4,992 (38 percent) were covered by
private insurance.

In January 1990, Massachusetts (General Law Section 47C.) mandated early intervention
services be a benefit under insurance plans offered in the state. The law stated that insurers are liable
for services up to $2,400 per year with a limit of $8,000 over three years. These limits were not tied to
any inflationary index. However the state is currently negotiating with insurers to raise the per-year limit
to $3,200. The current average cost per child is approximately $4,600 per year, based on a child
receiving a full year of services.




Only those early intervention services that are medically necessary, including occupational,
physical, and speech therapy, nursing care, and psychological counseling must be covered by a health
policy. Services such as developmental therapy are not reimbursable under private insurance or
Medicaid, however, the department is currently trying to obtain approval from the Health Care Financing
Administration (HCFA) to bill Medicaid for this service.

Billing of private insurance and Medicaid is done directly by providers A certified public
accounting firm audits billing practices of private prowders to ensure the service has been delivered and
the fiscal integrity of system.

Minnesota. Minnesota has had a state mandate to provide early intervention services to all
eligible children since 1987. The Part H requirements were grafted onto this existing program. Service
coordination is done both publicly and privately, but almost all services are provided by public agencies.
Public providers are used to ensure that all children in all regions of the state have access to the same
services. Paraprofessionals are also widely used to ensure that services are available in all regions.
There have been some efforts made to drop out of the federal program because many in the state feel
the system that existed since 1987 was as good as the present system but without the burden of the
added Part H requirements.

Rhode Island. Rhode Island has been very successful in accessing funding through Medicaid
and private insurance. It has patterned its service definitions after Medicaid’s Early Periodic Screening
Diagnosis and Treatment (EPSDT) program to maximize reimbursement and has obtained a Section
1115(a) waiver. Rhode Island’s policy with private insurance is that if a managed care network refers
a child to early intervention, the company is then responsible for the costs. All costs are centrally billed.

South Carolina. South Carolina is faced with a shortage of private service providers. Asa
result, most children in the state’s early intervention system receive services through public providers,
and about 95 percent of the children receive services at home. South Carolina has made extensive use
of paraprofessionals to make up for the lack of providers.

Virginia. Virginia’s interagency coordinating council is composed of the heads of all
participating agencies. In addition, each agency appoints a member to the Interagency Managing Team
that meets as a once a month and subdivides into issue groups as necessary. This arrangement has

facilitated interagency cooperation. Virginia uses a wide variety of public and private providers for both
gervice coordination and deliverv hnqmo thig system- on the programs mtlshn_ﬂ 'm'mr to the
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implementation of Part H. Medicaid is bxlled by the service provider, with smaller prowders forming
consortiums for billing purposes.

Wisconsin, This program is run primarily at the county level. Although there are exceptions,
many counties contract with the service providers for service coordination. Wisconsin recently made the
early intervention program part of targeted case management, thus making all participating children
eligible for Medicaid under a waiver. Responsibility for billing Medicaid varies among the counties.
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STATE OF CONNECTICUT

DEPARTMENT OF EDUCATION

february 8, 1996

Michael L. Nauer

Director

Legislative Program Review & Investigations Committee
State Capitol - Room 506

Hartford, Connecticut 06106-1591

Dear Mr. Nauer:

Thank you very much for the opportunity to provide an agency response to the Legislative
Program Review and Investigations Committee final report on Birth-to-Three.

Obviously, we were pleased with the recommendation to continue this program, but we
disagree with some of the characterizations of this agency’s leadership of the program and the
work of the six regional educational service centers. We have found it very hard to reconcile
the staff briefing report of 9/27/95 with the staff findings and recommendations of 12/20/95. It
1s not so much the substance of the recommendations that we find troubling as it is the
imbalance and incomplete commentary supporting those recommendations,

If the program is to continue - and that remains this agency’s primary goal - we believe it is in
part due to our successful initiation of a very difficult undertaking.

We were disappointed that the findings and recommendations failed to acknowledge the
following;

1. the complexity of the SDE/DMR design as a model that was given to us by the legislature,
with the requirement to serve as lead agency, but without control over approximately 40
percent of the state resources available;

2. the difficulties involved in initiating a new entitlement program in collaboration with many
partners, under both state and federal legislation, and with widely disparate expectations of
cost;

3. the results of the parent/family opinion survey (not conducted by this agency) which
evidenced a very high level of satisfaction with the services received;

4. this agency’s use of federal funds from 1987 to 1992 (prior to state legislation) to support
DMR and a dozen other programs to provide direct service programs for hundreds of
children and families, and to develop regional capacity for service;

Box 2219 e Hartford, Connecticut (6145
An Equal Opportunity Employer
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5. the obvious and important link between the six regional educational service centers and
local school district programs for children with disabilities who are ages 3 to 5;

6. the importance of (a) providing a range of programs and services designed to meet the
needs of individual children; (b) the need to separate the evaluation/assessment, case
management and direct services aspects of the program; and (¢) the single point of entry
concept; }

7. the fact that the program operated within the state appropriations in 1993-94 and 1994-95,
and in 1995-96 1s projected to have a 4 percent deficiency, resulting from static state
funding and a 35 percent increase in the active caseload - clearly the value of the cost-
saving measures already underway was not given appropriate credit in the report;

8. the fact that the delays in accessing health insurance and parent fees were the statutory
policy of the General Assembly, not the choice of this agency;

9. our success in accessing Medicaid in spite of extremely burdensome and changing federal
requirements and a state policy of revenue maximazation (Medicaid is being billed
retroactive to 1994);

10. the fact that the administrative cost comparisons betwen SDE/RESC and DMR compared
a program charged with entry, evaluation, case management, referral, monitoring and
transition out (SDE/RESC) to a direct service program {DMRY);

11. the amount of staff work and collaboration from this agency, the RESCs and others, and
the development of state regulations, procedures, standards and the data that does exist
and was sufficient to prepare the first briefing report;

12. this agency’s essential leadership and advocacy roles in drafting and securing the 1993
legislation; and

13. the successful delivery of services to more than 6,305 children and families in the initial
21 months of the program (10/1/93 - 6/30/95) and thousands more since that time.

None of the above is to deny the validity of the need to improve the long-term mission of the
program, the databases, the cost controls, revenue enhancements, evaluation and public
awareness; clearly none of our continuous efforts can be interpreted as satisfaction with the
status quo.

Lastly, key items in your final report - the estimate of annual cost savings ($4M to $6M) to be
realized by changing the lead agency and the projected insurance revenue and parental fees -
do not appear supported by adequate investigation and documentation. (Please refer to the
Governor’s Budget Request of 2/7/95, prepared by the Office of Policy and Management.)
'The policy questions around insurance and parent fees remain unsettled and the future of
Medicaid is uncertain. We have expressed to OPM, the Governor’s Office and the leadership
of the Education Committee grave doubts about your estimates.

Unfortunately, the budget proposals of 1995 and now your report may have created an
appearance of competition between DMR and this department. Our view has always been that
we were effective partners together -- with DMR serving the direct service needs of roughly
one-third of the children. The designation of the lead agency is made by the Governor and the
General Assembly, and it is this agency’s intention to work cooperatively under the terms of




whatever policy decision is made. The interests of the children and families being served are
our first concern,

As you may know, at the request of the Governor’s Office, we have already begun working
with DMR and OPM to ensure a successful transition, should the Ieglslature approve
Governor Rowland’s budgetary and statutory proposals.

Our agency goal has always been the legislative continuation of this program. We believe it
represents a significant investment in the lives of young children, with very positive long-
term results.

Thank you.
Sincerely,
Theodore S. Sergi
Commissioner of Education
TSS:er
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STATE OF CONNECTICUT om0 | =

DEPARTMENT OF MENTAL RETARDATION

OFFICE OF THE
COMMISSIONER

JOBEN G. ROWLAND
GOVERNOR

February 5, 1996

Michael L. Nauer, Director

Legislative Program Review and Investigations Committee
State Capitol, Room 506

Hartford, CT 06106

Dear Mr. Nauer,

Thank you for the opportunity to add our comments to the committee's report on the
Birth to Three Program. Your staff did a thorough job in a very short period and should
be commended.

After the committee adopted the report's recommendations on December 21, 1995,
DMR was asked by the Office of Policy and Management to begin a planning process to
implement the recommendations by July 1, 1996 (see attached letter dated January 17,
1996). Your report will be an excellent guide as we seek to redesign the administration
of the program. Our efforts will be directed toward implementing the neccessary
changes without disrupting the direct services that your report recognizes as invaluable
to the families receiving them. It is a major undertaking, but our department is up for the
challenge.

We endorse your recommendation to continue Connecticut's participation in Part H of
the Individuals with Disabilities Education Act.

Sincerely,

Peter O'Meara
Commissicner

Phone:  Voice 418-6011 TDD 418-6079
460 Capitol Avenue * Hartford, Connecticut 06106
An Equal Opportunity Employer
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STATE OF CONNECTICUT

OFFICE OF POLICY AND MANAGEMENT

January 17, 1996
Hon. Peter O’'Meara
Commissioner
Department of Mental Retardation
460 Capitol Avenue
Hartford, Connecticut 06134

Dear Commissioner O'Meara:

The December 20, 1995, Legislative Program Review and Investigations
Committee report endorses the transfer of operational authority for the Birth
to Three Program from the Department of Education to the Department of
Mental Retardation (DMR). I am requesting that your agency begin to plan
for a possible assumption of the program for SFY 1996-97.

The Program Review report recommends. improved outreach, information
management and program planning. The report notes that program design
is too complex, costs are escalating and accurate data is virtually non-
existent. It is imperative that attempts to control costs, simplify program
design and pursue revenue not be delayed by a potential transfer. It is
critical that private insurance be utilized to offset program expenditures. A
copy of the 1994 study “Accessing Private Payment Sources” is enclosed for
yOour review.

In addition to the guidance provided in the Program Review report, the
following items should be considered:

e financially able families should contribute and allow access to
appropriate private insurance;

e Medicaid reimbursement should be pursued;

» providers should exhaust all other sources of payment before state
resources are used;

 utilization of direct services must be limited to what is necessary
for a successful outcome;

+ administrative costs must be reduced; and,

* lower cost direct care arrangements must be utilized.

"The Department of Mental Retardation must begin now to plan a transfer of
the program that does not disrupt client services but does make the changes

Phone: (860) 418-6500 Fax: (860)418-6490
450 Capitol Avenue-MS# 558EC, P. O. Box 341441, Hartford, Connecticut 06134-1441




The Honorable Peter O’'Meara
January 17, 1996
Page 2

needed to curtail costs. The Department should begin drafting a “Request for
Proposals”™ that establishes more stringent standards for program
administrators. Regulations must be developed which incorporate the ideas
put forth in the Program Review report with a general improvement in
program efficiency. Issues of program effectiveness must be addressed and
balanced with efforts to reduce costs and increase third party revenue.

The tasks are significant but designing a more efficient and client-focused

service model will allow the state to continue operating this valuable
program. My staff is willing to assist you as necessary.

Sincerely,
Reginald L. es, Jr.
Secretary

CC: Commissicner Theodore Sergi




