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NCLC Office Hours Session




YOU GET DATAI AND YOU GET DATAI
. ANDYOUIGET,DATAL_

We want to hear
from you! £

SHOW ME THE DATA

As you’re coming back from
break, type in the chat box what
comes to mind when you think
of “data”

[ 'M[GONNAINEED|YOU TO[BRING
1 EDATA oo



Plan for

today

v'Review some data principles (10mins)

v'Think about how data might support your
5-year strategic planning process

* Small group work to brainstorm how data might
support engaging with the community to think
through the 5-year plan (20mins)

* Debrief small group work to share ideas
(15mins)



Data Principles

Using data to drive improvement can be a
culture shift.

= Data is more than just numbers —
conversations, stories, and other types
of feedback are data, too!

= Data should be a part of all of your
phases of work, goals, and capacity
buckets.

= Data is not an “end” in and of itself —
it is a means to something else.



Data principles
In action:

Data is more than just
numbers

Experience from Cabarrus — turning
conversations into structured data
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Support Team meeting notes on Site Visits

Thursday, October 24, 2019
Current Process

What does systematic look like?
Positive, supportive tone- "How can we help?"
Peer Support
Data submission challenges and/or best practices
Updates from state and county level Triple P
Resources: tip papers, training needs

Tailor agenda based on site needs

Post-SV process
- Document for future visits
- Prompt to follow-up as needed
- Document trends across sites

Next steps
- Put together comprehensive agenda template to tailor based on site needs with internal notes
© To tailor agenda, look back at data reports to confirm number of active practitioners
Create email template for scheduling site visits
Make a filing system for request, agenda, notes, follow-up, etc.
Create a scheduling system to site visits get done but are spaced appropriately
Think about how to track- One Note, paper, tally challenges/barriers/successes

Question: Does changing SV process lead to more data submission?

Action items:

Agenda template- 11/14

Start system in OneNote- 11/19

Creating file/loading in shared drive- 12/2
Scheduling system- 1/13
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Template

Monday, Decembe

Meeting Details

Data principles : " e
n a Ct i O n : Attendees

Data is more than just :

®= Not Present

numbers :

Objectives

= Agenda:

riple P implementation

EXpenence from Ca ba rrus — tu rn|ng » Develop next steps for responding to agency needs

conversations into structured data
Topics

» Triple P Implementation success and challenges
P Triple P Updates
» Implementation check-in

e Data Collection

® Peer Support

® Practitioner Round Up
¢ MOA




Data principles
In action:

Data should drive work
across all buckets

Q@

* Reflections from the Wake team
about data strategies for peer
support, agency needs, community
needs, practitioner needs, etc.



Data principles in action:

Data driving conversation, learning,

Improvement

* Albemarle Data Walk: Strategies and Lessons

Learned

Bertie County

Triple P Report

Prepared by:
Kia Boone
Triple P Region 5 Data Specialist

County Practitioner
Response Rate

Soutof 8
active practitioners in

630/0 Bertie County

responded to the Q4
survey

Active Practitioners are practitioners who
have reported data within the last year

Number of Caregivers
and Children Reached

\

B Car

Triple P Levels Delivered

2019 Q4

Month Starting Month Ending
October December

Where active practitioners
work

3 out of 8 active practitioners in Bertie County used Triple P
with at least 1 caregiver.

Triple P Online Registrations

7

1

H ] T R

0-12 Teen Registration

0

Hao WaQ WQ3
Bertie County has a total of 24 parents with children ages of 0-
12 and 0 parents with teens registered.

Quarter 4 Completion Rates




Mental Model for 5-year plan and where data fits in

Who should we Who are we? Where are we? Wherg are we How will we get
engage? going? there?

What are our
Data to show priorities and
what we’ve goals (for each
section of the
values 5-year plan)
remaining based on
needs are where we are
now?

Strategies and
action steps for
what needs to

Identify who
from the
community

happen for us
to meet our
goals

needs to be
engaged




Using data to inform the 5-year plan

| 'HE * A key component in completing the 5-year plan will be
SHOULD | FOLLOW;THE

3 using data to engage in conversations with community
g nATA ’ members, CLT/coalition members, and co-creation
e partners.

* Data can help the 5-year planning process by showing
community members where you’ve been, where you are,
and unmet needs.

* When you lift data into 5-year planning conversations, this
means your strategic plans will be data-informed, not just
going on “instinct” or individual priorities.




Each group will discuss a section of the 5-year
plan:

* Group 1: Community Triple P Coalitions
(Coalition, Q1-4)

Small group e Group 2: Community Triple P Coalitions
fiuit (CLT, Q5-7)
dClIVI y * Group 3: WFD

* Group 4: Media + Networking

* Group 5: Triple P Program Variant Selection
(Programmatic Expectations Q3-5)




For your section of the 5-year plan,”
think about the following questions: \

Who would be important to engage for this section of the 5-year plan?

What data might | bring to the table to get the conversation started on

this section of the 5-year plan?

Given that conversations with community members will likely be remote,
how might | present data and lead a conversation in a way that’s engaging
and equitable?




, * You may not take the same data to the same
partners

* You'll likely need different data for different
pieces of the 5-year plan

 Remember, data doesn’t just have to be

|t/S OK tO th|nk charts and numbers.....

* You can take stories, conversations, and

: ‘ feedback to community partners as a way to
o tS | d = th € . share data and start a conversation around
- lanni
box! !
F7 ~ * Youdon’t have to have all the questions
“ answered!

 The community is there to guide the work
and help you figure out what the strategic

plan should be — leave places for partners to
“fill in the blanks”




Some Inspiration

e Quick, uncluttered visual that
highlights where the community is
* their progress to-date (current
level of access to services)
* remaining unmet needs (where
they might need to focus
attention in the future)

Home Visiting Need
NEW YORK STATE

1,1 50,1 12 children ages0to5

Indicators of Need

Data Snapshot
July 2016

Poverty
Children ages 0to 5 in poverty [ 278,442 24- 2 %
children
Live births/year [ 238,000 0to 5 live
Medicaid-covered births: 50.9% in poverty
Adolescent pregnancies/year: 6,976

Health and Well-Being
[

7.8%

Infants born at low

152,955

Reports to Child
Protective Services

71,416

Children in indicated
reports to Child Protective

2,451

Newborns with a drug-
related diagnosis

Services

birthweight

Access to Home Visiting

Funded Capacity by Program Model A

Early Head Start W 1,698
Healthy Families NY B8 5,560
Home Instruction of Parents of Preschool Youngster 65 } 9 5 . 3 OA)
Nurse-Family Partnership B 3,078

Parents as Teachers 1 1,327

Parent-Child Home 8 1,357

= Unmet need of children 0-5 in poverty
Total Home Visiting slots

Total Funded Capacity in NYS S 13,085 )

*Data was pulled from various sources,most—but not all-from 2014 data. To see our full report, which includes snapshots of New York State and all New
York counties, and for information on the data sources, please go to www.scaany.org/policy-areas/maternal-infant-and-early-childhood.



Some inspiration
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Some
Inspiration

A cool way to visually
present data
You could use a modified
“community picture” to
show
* where existing
CLT/coalition/
co-creation
partnerships are in
the community
* what peoples’ roles
are
* where there are
gaps in engagement

%m‘ Do You know About the Shlls in your Commumﬁes

9 R S

" e
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Some inspiration

* Highlights unmet needs in
the community
e you could use unmet
needs as a starting place
for conversation around
strategic planning/
where to go in the next
5- years

Better Served in the Community -
Alternate Level of Care (ALC) Designated People
with Mental Health & Addictions Issues

ALC (Alternate Level of Care) designation is given when a patient has completed treatment and no longer requires the
intensive supports provided in the hospital setting, but remains in hospital because they do not have a home to return
to with the supports that they need. One quarter of all ALC patient days are patients requiring mental health services
waiting in hospital to be discharged to a more appropriate setting. This snapshot provides system planners and mental
health and addictions service providers an overview of the needs of these patients and recommendations on how they
can better be served in the community.

PATIENT NEEDS o

Psychiatric ALC patients often have complex health and social issues that
make it difficult to live in the community without supports. ALC patients are ST l D E NT I Fl E D
more likely to have psychotic disorders, have problematic behaviour and

difficulty with activities of daily living. Many also have co-occurring substance E RV I c E N E E DS
use disorder (similar to patients without ALC designation). Despite these ,

challenges, a large portion of these patients could be treated in the community * High support housing

if there were appropriate services and supports available. The most commonly * Assertive Community Treatment
identified services from the literature needed to serve this population in the (ACT)

community include, Assertive Community Treatment (ACT) teams, Intensive ®

Case Management (ICM), supported employment and housing, and peer Suppolrted employment

support. The community mental health and addictions sector already provides * Intensive Case Management
this spectrum of services and, with proper resources, is well equipped to serve acm)

this population in the community. Serving people in the community rather * Peer support
than hospital benefits the patients who are unnecessarily in hospital and (
benefits the health care system by providing services efficiently.

o seoe v 1/ |
0 soe

“* THE NUMBERS &Y

24% of all ALC patient days are utilized by

mental health patients -k A
( ) .
300 to Mmental health beds are occupied by .-H E.
400 ALC patients at a given point in time - —
( ) cost of an cost of Supportive

of ALC stays in designated mental ALC bed/day Housing unit/day
60%  nhealth beds are lengthy (more than 90 (300-400 ALC beds cost (300-400 pecple in SH cost
days) ~$55-S73 milkon/yean) ~$8-$10 millon/yoar)

g ADDICTIO

MENTAL HEALTH ONT




Why is this issue happening?

Why are certain populations impacted more than others?

D a ta What community factors may be compounding this issue?

CO nve rS at | O n To what extent do people in the community have different ideas or

assumptions about why this issue is happening?

Qu e St I O n S What local attitudes, values, or beliefs are contributing to the issue?

How are they contributing? Who holds these attitudes or beliefs?

In what ways is our community trying to address this problem(s)?

What is getting in the way?



My questions/expectations are influenced by...

Some possibilities for learning that this data may present... |

rompting

N d AY d ud ‘ & Some patterns/trends that | notice...
Group Data poneowet., ]
O bSe rvat|0 NS | believe the data suggests... because... |

I’'m surprised that | see...

Positive trends that | see are....




For your section of the 5-year plan,
think about the following questions:

Who would be important to engage for this section of the 5-year plan?

What data might | bring to the table to get the conversation started on

this section of the 5-year plan?

Given that conversations with community members will likely be remote,
how might | present data and lead a conversation in a way that’s engaging
and equitable?




* Media Networking — Marketing & media experts in
comm/agency, parents, thinking about goals — then invite
folks that help meet those goals; how parents access
info, hubs of info, demo of parents, trusted resources,
what capacities do we have; off line ways to enga§e
comm, leverage existing relationships or where folks are
gathering or going.

» Wkforce dev — agencies/SDAs, parents, practitioners,
broad comm rep; Triple P background data
B rea ko ut (research/impact), show where we are now (# of
practitioners & levels of TP; framing convo about how
services can impact, use of data walks, visuals.

* TP Program Selection — partners in the work; background
data, cost of abuse, current events, family outcomes
impacting positively the comm; showing meaning of the
data to help support convo ’

* Coalition — current members, ask who might not be
represented; census data, news pieces (current diff of
parents), equity data; worry about hwo to do this /

Room ldeas

virtually, trying to be coordinated with other comm
efforts to lessen outreach burden

> 4




Some
Inspiration

* Leaves blank spaces
for community
partners to answer
guestions and
provide input on the
data placemat
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Age ONake Ofemale
Face Erheiciny

How ssery dddon live with yor’
How stery ace b 6

How Toeg have yoa amend o 16 gartress hipy

narype momhy, how many Best Stan selaned mesting
teymatend!
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A OMak OFemle
Face Erthmony
How mry déden ive wth you?

Wow oy are wader &

Fooww ot D y o Mol O, genTrnss gy

atypcd moa, how mary B4 S0n st vsing
tepouattend:

Foke fmerk o¥ shoroppiyr D Fwere. D Commandty Beshient

| Oerviceprosifer O ieher, /

| OSSR

Faco Etbacny

How mery Ol dsan live with p o’
Bow ssry ace svlir &

How Jong bave y ca aimend nd 1S Jartres hip

OMak Ofemale

Ity mor, how mary B Stan ket mestings
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ke prert o et aypyrr DFseent. O Conyrmnty Residert
o Dierskeprositer O (ther

h

harder+company s§9

COMmmanily research for Grouce

Please describe any other groups in the community you are part of? For
example, Parent Groups, NACs religious institutions, collaboratives, etc.

What are some new skills (things you did not know how
to do before) you have learned through your
participation in Best Start? How has thatimpacted you?

First 5 Los Angeles
Best Start Communities

For the foflowang statements, circle (1}if
you disagree, (2] if you neither agree
or disagree, and (3] if you agree.

Withie the Last few years, | have seen peaple come
tage ther in my community to address a spedfic

e
o 7:?;:)‘:‘ - ad
Farticipant 1 1 2
Participant 2 i 3 3
Participant 3 1 2

I feel there are oppartenities for me te make 2
difference in how ty commenity supperts families |

the) iope

Shagee o Mgy b o
Pamicipant 1 2
Participant 2 1 2 3
Farticipant 3 i 3

On a scale of 1to 5, do you feel everyone has an equal say

in this partnership? 1 = Partnership members don’t have
a say, 5= Everyone has equal say (vwrte your number below)

200

first5la




Some Inspiration

e Part of the conversations
could start with who you
are

* asacommunity, LIA 2>
vision, values

* Also tells what we do

e for partners that may
be unfamiliar with
Triple P/work/role of
the LIA

e WHOAREWE? Sel

POPULATION: 9048 people
2155 families, incIuding'

®0 3880 453
Couples Couples One
without with parent
children children families

WHERE WE ARE FROM:

“ 118 (1.3%) x
of us identify
> as Indigenous

or Torres Strait
Australians
(Greater Geelong: 1%)

746 (8.2%)
of us were born
overseas

AT HOME:

’ 219 (5.6%) \ 995 (27%)
households don't \ don’t have
speak English ® internet connected

(Greater Geelong: 13%)

1049 (29%)

homes are rented
(Greater Geelong: 28%)

sty 3127 (86%)

have access to a car

b

(Greater Geelong: 16%)

(Greater Geelong: 16%)

(Greater Geelong: 90%)

O

e Y

OUR COMMUNITY SNAPSHOT: COLAC
e WHAT DO WE DO?

LABOUR FORCE PARTICIPATION (PERSONS AGED 15-64)

FEMALES
MALES
0 500 1000 1500 2000 2500
Il Looking for work [ Working [l Not in labour force
WHERE WE WORK:
Other
0,
16.6% Manufacturmg
Transport, postal 19.4%
Q & warehousmg
=0 3.8%
Agriculture,
f fsor;;try & fishing Health care &
L7 ot stated :o4tz|/al assistance
5% °
Public administration u
‘ 24 ) & safety
0, .
5% Education & M Retail trade
training 1%
AEC | 64% " m
—\ Construction ~ Accommodation
6.7% & food services i
| 1 | 8‘%, NANAS,



Some inspiration

* Tells a story visually,
without using charts/
graphs

* Presents some
guantitative data on
where we are now

* Scanning
60hrs/week, in @j @ 1
97/100 counties we ARe CCANNIN
e Asks some questions (0 HOU[RS/WE.EK
for community input (SD FAR in :
* How to maintain Q2 0& ™ Q&pf‘sD““
momentum? POWER P uig
* Who are we now? Q‘i‘é(:‘oﬁ' OF THE HOW DO POWELL
ﬁ/ :, URE| SHARE  |\we maINTAIN 7] E\UT.\S
\K,’&‘\"G‘;T UBRARIANS ARE ALL B0l el s



Some Inspiration

* Use of social media:

* Virtual data walks: Instagram
to post data snapshots and
receive community input via
comments/DMs

* Facebook live for community
engagement: presentations
and surveys through
Mentimeter

Sources: https://medium.com/@urban _institute/pivoting-community-
engagement-during-covid-19-4f45efe7d546

https://www.tsw-design.com/community-engagement-during-covid-19/

)\ TUESDAY, MARCH 31st, 2020
'@\\ 1st Broadcast @ 10:30 AM

2nd Broadcast @ 6:00 PM

This LCI study needs your
input to move forward so be ready
to share your ideas virtually either LIVE on the
broadcast or later on at your convenience on or before April 10thl
Instructions to share input, the presentation, and recordings of each broadcast will be
posted on the City of Aubumn Facebook page and project website on March 31st

Also, visit WHEREVER YOU ARE, PLEASE
JOIN US LIVE!

he meeting will be accessible from anywhere

our project website

for updates & take our
community survey at:

you are with any device, however, joining in via

desktop computer is preferable for best interaction!



https://medium.com/@urban_institute/pivoting-community-engagement-during-covid-19-4f45efe7d546
https://www.tsw-design.com/community-engagement-during-covid-19/

Some Inspiration

* Interactive Displays:

e Posted a panel in a public
place that explained the
purpose of the project and
asked for public input on
“sticky notes”

Source: https://www.tsw-design.com/community-engagement-during-

covid-19/
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https://www.tsw-design.com/community-engagement-during-covid-19/

