
Practice Profile Template 

Service: Enhanced Care Coordination 

Outcome/s:  Individual or family has quick, reliable access to family-youth driven planning, facilitated referral services, and is actively linked 
to targeted support services that address a pressing need, crisis, or program transition as identified by the family/individual. The family or 
youth will have achieved their short-term goals, experience stability, and be engaged in longer term services, when indicated.  Target 
population: children and youth ages 0-21 
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Define how this 
Critical Component 
contributes to the 

Outcome 

Ideal “Gold Standard” of the 
Critical Component 

Emerging Practice 
(Acceptable Variation) of the 

Critical Component 
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Critical Component 
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1. There is an efficient 
and streamlined access 
point for ECC (hubs or 
Doorways) with 
widespread knowledge of 
ECC across all NH regions 

Some providers and 
families know how to 
access ECC in 
collaboration with 
SOC; improves 
efficiency; creates a 
needed level of care 
in the children’s 
system. 

-There is one hub for access 
to Children’s ECC in every 
region of the state.  The 
regions are clearly defined.  
-Most (90% +) of the major 
child-serving organizations 
know how to access ECC 
services in their region. 

-There are several but clearly 
indicated pathways to ECC 
services in the region. 
-50-90% of the major child-
serving organizations know 
how to access ECC services in 
their region. 

- There is no organizational 
hubs that coordinator ECC 
services or they are not 
properly staffed, or 
-Fewer than 50% of the major 
child-serving organizations 
know how to access ECC 
services in their region. 

2. The ECC entity 
maintains a 
comprehensive and up-
to-date inventory of all 
social, behavioral, 
housing, health, financial, 
legal and other support 
services in its region 

Allows the ECC 
access to the 
appropriate services 
for their 
family/youth at the 
appropriate time; 
The ECC understands 
the full array of 
services immediately 
available in their 
region and in the 
state.  This 
information can 

- There is a current, 
searchable, database or 
similar resource with 
accurate information about 
children’s behavioral 
health, income support, 
housing, and related 
services in the region. 

- The database is updated 
monthly. 

- The ECC entity has a way to 
gather real time 
information about service 

- There is a searchable 
database that has been 
recently updated (within the 
past 3 months) with 
accurate information about 
children’s behavioral health, 
income support, housing, 
and related services in the 
region. 

- The ECC has some capacity 
to update the database 

- There is no centralized way 
to search for or find 
information about children’s 
behavioral health, income 
support, housing, and 
related services in the 
region. 

- Any regional or state 
databases have not been 
updated within the past 12 
months 

- Any regional or state 
databases have inaccurate 
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identify gaps and 
lead to policy change. 

availability. or misleading information. 
- There is no capacity to 

develop a database or 
resource 

3. Referred family or 
youth is rapidly screened 
for ECC eligibility and 
level of immediate risk. 
Family is immediately 
connected to support 
services, when indicated.  

To minimize harm or 
avoid out of home 
placement; provides 
consistent 
connection to 
appropriate level of 
care. 

-Every family/youth is given 
a CANS within 48 hours and 
contacts family to begin 
planning and crisis 
stabilization services (when 
indicated) within 24 hours of 
CANS completion. 

--Every family/youth is given 
a CANS within 96 hours (4 
days) and contacts family to 
begin planning and crisis 
stabilization services (when 
indicated) within 96 hours of 
CANS completion 

-Every family/youth is given a 
CANS more than 10 days after 
referral, or is not given a 
CANS assessment 
-ECC commences any type of 
planning or crisis stabilization 
services (when indicated) 
more than 10 days after 
intake or does not connect 
with family within 21 days. 

4. All EC Coordinators 
have completed required 
ECC training and 
certification within 
prescribed timeframes 

Trained individuals 
are more likely to 
provide high quality 
ECC services.  

-There is a written 
certification protocol and 
process; . 
-New ECC Coordinators work 
under the weekly 
supervision of a certified and 
sanctioned ECC Coordinator 
or Coach for their first 6 

-There is an informal 
certification protocol and 
process or it is under 
development; 
-New ECC Coordinators work 
under the twice monthly 
supervision of a certified and 
sanctioned ECC Coordinator 

There is no certification 
protocol and process or it is 
under development; 
-New ECC Coordinators do 
not receive supervision or 
coaching 
-ECC Coordinators to not 
complete all required 
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months of employment 
-ECC Coordinators complete 
all required trainings and 
achieve certification within 6 
months.   

or Coach for their first 6 
months of employment 
-ECC Coordinators complete 
all required trainings and 
achieve certification within 12 
months.   

trainings and do not achieve 
certification. 

5. The family/youth is 
rapidly matched to an 
ECC Coordinator who 
maintains frequent 
contact with the family/ 
youth during the first few 
weeks after referral  

To ensure the 
family/youth obtains 
the appropriate level 
of care and to keep 
the family/youth 
engaged with the 
systems supporting 
them. 

-ECC Coordinator begins to 
work with families within 72 
hours of eligibility 
determination;  
-EC Coordinator meets with 
the family/youth at least 
1/week for first month; 
-Family/youth attends all 
appointments. 

-ECC Coordinator begins to 
work with families within 144 
hours (6 days) of eligibility 
determination;  
-EC Coordinator meets with 
the family/youth at least 3 
time in the first month; 
-Family/youth attends all 
appointments. 

-ECC commences any type of 
planning or crisis stabilization 
services (when indicated) 
more than 10 days after 
intake or does not connect 
with family within 14 days of 
eligibility. 

6. Family and youth peer 
support are offered to 
ECC recipients and are 
full partners in the ECC 
service process. 

To ensure the 
family/youth obtains 
the appropriate level 
of care and to keep 
the family/youth 
engaged with the 
systems supporting 

- Every family/youth 
enrolled knows about 
and chooses to access 
both family and youth 
peer support (age 
appropriate) from day 
one of ECC service.  

-75% + of eligible 
families/youth know about 
and chooses to access family 
peer support and 50% access 
youth peer support (age 
appropriate) from day one of 
ECC service. – 

- Fewer than 75% + of eligible 
families/youth know about or 
choose to access family peer 
support or youth peer 
support at any point in the 
ECC service process – 
-Family/youth peers are 
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them. - Family/youth peers are 
included in all 
family/youth ECC 
meetings 

-Family/youth peers are 
included in all family/youth 
ECC meetings, when chosen. 

included in the fewer than 
25% of family/youth ECC 
meetings, when chosen. 

7. The ECC Coordinator 
assesses risk during first 
week and ensures that 
family/youth receive 
intensive rapid upfront 
stabilization support, 
when indicated by the 
situation. 

To minimize harm or 
avoid out of home 
placement; to allow 
families to fully 
participate in the 
planning and 
coordination of their 
care. 

- ECC and family reviews 
and utilizes CANS data,  
identifies actionable 
needs & strengths, set 
measurable 
goals/benchmarks, and 
weekly action plans (i.e., 
a Plan of Care). 

-ECC and family reviews and 
utilizes CANS data,  
identifies actionable needs & 
strengths, develops 
measurable 
goals/benchmarks for most 
goals, and action plans  at 
least every two weeks (i.e., a 
Plan of Care). 

-The develops the goals for 
the family 
-The ECC does not use CANS 
data with the family to 
develop the Plan of Care. 
-The ECC does not develop or 
review a written Plan of Care 

8. The EC Coordinator 
uses family and youth 
driven planning 
techniques within System 
of Care values and 
principles to quickly help 
the youth/family to 
establish 
goals/benchmarks and a 

To enhance family 
buy in, improve 
outcomes, family is 
the expert. Makes the 
work and plan 
relevant and 
meaningful. Youth 
and families lead the 
process. 

- The family/youth make the 
decisions, and the ECC 
supports family. 
-The CANS items identified 
by the family/youth are the 
focus of the work. 
-Family/youth develops or 
identifies the priorities 
  -Plan includes priorities as 

- Less active/vocal youth 
participation, might need to 
be engaged over time (can be 
because of comfort level or 
developmental stage) 
- Front end stabilization 
services might not be fully 
family/youth driven but are 
used to create a space where 

-Family/youth is disengaged 
-There is little evidence that 
the youth/family have helped 
to design the POC 
-There is no written POC or it 
is incomplete 
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Plan of Care (POC) using 
a strengths-based, 
trauma-informed 
approach, with 
measurable benchmarks. 

articulated by both youth 
and family 
-Types of services 
providers/supports are 
chosen by the family and 
youth 

the POC can be developed. 
-The POC reflects many of the 
family’s/youth’s priorities but 
the ECC is taking the lead in 
some decision making areas. 

9. The EC Coordinator 
works on behalf of the 
youth/family to find the 
services and supports 
that match their needs 
and goals and helps the 
family/youth decide 
which services and 
supports to engage.   

To enhance family 
buy in, improve 
outcomes, family is 
the expert. Makes the 
work and plan 
relevant and 
meaningful. Youth 
and families lead the 
process 

- EC Coordinator presents a 
range of options and list of 
providers to the 
family/youth and family 
chooses providers to 
approach—this should begin 
to happen within the first 4 
weeks. 

-EC Coordinator works with 
the family to identify 
providers 

-EC Coordinator chooses or 
recommends providers to 
family 

10. The EC Coordinator 
understands the 
eligibility criteria for and 
how primary service 
sectors (mental health, 
education and special 
education, child welfare, 

The EC Coordinator 
needs eligibility and 
reimbursement rules 
in order to help 
advocate for the 
family/youth to 
obtain access to 

-EC Coordinator understands 
the children’s Medicaid 
eligibility rules (including 
waivers such as Katie 
Beckett) 
-EC Coordinator understands 
how each primary children’s 

-EC Coordinator understands 
the children’s Medicaid 
eligibility rules  
-EC Coordinator understands 
how each primary children’s 
agency and system (CMHC, 
child welfare, special 

-EC Coordinator does not 
understand the children’s 
Medicaid eligibility rules. 
-EC Coordinator accepts each 
agency’s limitations on face 
value. 
-EC Coordinator does not 
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juvenile justice, other 
health systems) establish 
service plans and 
eligibility. 

needed services and 
systems 

agency and system (CMHC, 
child welfare, special 
education, etc.) is 
reimbursed for service 
provision. 
-EC Coordinator has been 
trained in and has case 
examples of how services can 
be individualized for various 
contexts and situations. 
-EC Coordinator advocates 
effectively for individualized 
supports 

education, etc.) is reimbursed 
for service provision. 
 -EC Coordinator advocates 
for individualized supports 

customize service provision-  
only accesses services based 
on stated agency eligibility 
and access criteria 
 

11. The EC Coordinator 
introduces family/youth 
to new providers and 
assists to negotiate the 
terms of service 
provision. 

To ensure services 
are individualized 
and appropriate to 
their needs; teach the 
family about 
navigating the 
resource system; 
more efficient and 
community-based 

-EC Coordinator and family 
meet with providers and 
develop a uniquely 
constructed, individualized 
contract or plan.  – 
Individualized services are 
documented in the ECC Plan 
of Care with benchmarks.   
-Timeline for start up of 

-EC Coordinator and family 
meet with providers and 
develop a uniquely 
constructed, individualized 
contract or plan.   
-- Individualized services are 
documented in the ECC Plan 
of Care with benchmarks.   
 

-EC Coordinator refers 
family/youth to service 
provider but does not help 
family/youth negotiate terms 
of services 
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service utilization. services is defined by 
family/youth. 

12. The EC Coordinator 
follows up with the 
family/youth for several 
weeks and uses the POC 
benchmarks to monitor 
progress. Adjustments to 
the plan are implemented 
immediately, when 
indicated. 

To ensure services 
are individualized 
and appropriate to 
their needs; teach the 
family about 
navigating the 
resource system; 
more efficient and 
community-based 
service utilization. 

-Family/youth has received 
services in the indicated 
timeframe; 
-Family and youth rate the 
service as high quality 
- Benchmark achievement is 
documented weekly. 
-CANS assessments are 
conducted and reviewed by 
family/youth and ECC 
monthly 

-Family/youth has received 
services within 25 % of the 
indicated timeframe; 
-Family and youth rate the 
service as good quality 
-Benchmark achievement is 
documented at least 
twice/month. 
-CANS assessments are 
conducted and reviewed by 
family/youth and ECC 
monthly. 

- The services provided have 
been provided in over 50% of 
the timeframe indicated 
-Benchmark achievement is 
not documented. 
-CANS are completed and 
reviewed are not reviewed 
every month. 
 

13. EC Coordinator works 
with the family/youth to 
determine when the 
family’s goals have been 
reached and develops a 
written transition plan 
with family. 

To ensure efficiency 
of ECC service 
utilization. 

- Data indicate the need for a 
transition plan (i.e. 
benchmarks have been 
reached). 

- There is written transition 
plan and ECC follows up 
with family in 4 weeks after 
transition. 

- Data indicate the need for a 
transition plan (i.e. 
benchmarks have been 
reached). 

- Family/youth is transitioned 
from ECC without a formal 
written process 

- Family/youth dropped out 
of ECC without a written 
plan or intentional transition 
process. 
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