
  
 
 
 
 
 
 
 
 
 
 
 

  
  
 
 
  
 
 
 
  
 

 
 
  
 
 
 
  
 
 

 
 
 
 
  
 

 

 

 

 
 

 

 

 

 

Key Driver Diagram for Integrating the Early Childhood Development Continuum of Care in Clinical Practice 

SMART AIMS 
Desired outcomes that are 

specifc, measurable, achievable, 
relevant, and time-bound 

By MM/DD/YY, improve 
developmental outcomes 
among children ages 0-5 by: 

1. Increasing the percentage 
of children who receive 
all recommended 
developmental screenings by 
[XX]% 

2. Increasing the percentage 
who were referred to early 
intervention services and 
who attended an initial 
appointment within 
[XX (e.g., 30, 45, 60)] days of 
the referral by [XX]% 

PRIMARY DRIVERS 
High-level system components 

that infuence the aim 

Promotion 
& Prevention 

Surveillance 
& Screening 

Care 
Coordination 

& Linkage 

Early 
Intervention 

CHANGE IDEAS 
Specifc evidence-based or informed actions, promising practices, or innovative approaches 

• Establish ECD competencies 
• Recruit and hire an ECD expert 
• Train health care providers in developmental support 
• Create and require Early and Periodic Screening, Diagnostic and Treatment (EPSDT) provider training 
• Use social media platforms to increase family awareness of EPSDT 
• Use an adaptable positive parenting protocol 
• Use a standard process to share anticipatory guidance 
• Use a strengths-based protocol to discuss early relationships 
• Use an early literacy strategy to promote development and early relational health 
• Integrate protective factor/positive experiences protocol into well-child visits 
• Collaborate with local organizations to promote ECD 
• Build relationships with comprehensive promotion and prevention programs in the community 

• Incorporate family-engaged developmental surveillance 
• Establish a family advisory group 
• Integrate the Online Promoting Healthy Development Survey as a routine family feedback tool 
• Establish a family advisor role 
• Integrate the national CLAS standards 
• Embed a workfow to streamline recommended screenings into the electronic health record system 
• Create automated electronic health record reminders 
• Develop a screening compliance process 
• Embed electronic health record pop-up alerts 
• Develop a training protocol for new hires 

• Identify community partners 
• Improve care coordination for families with complex medical, behavioral, and social needs 
• Facilitate face-to-face meetings with community partners 
• Engage families in care transitions 
• Use warm handofs between providers 
• Implement a care coordination protocol with a feedback loop 
• Implement a care coordination checklist 
• Use a referral tracking process 
• Automate referral follow-up alerts in the electronic health record 

• Ofer brief intervention from an early childhood developmental expert or team member 
• Establish a secure process for communicating with external specialists and community organizations 
• Introduce a standardized operating procedure for early childhood telehealth visits 
• Use community health workers or patient navigators to support telehealth visits 
• Integrate home visitor drop-ins during well-child visits 
• Establish a collaborative care model 

CHANGE PACKAGE FOR COMMUNITY HEALTH CENTERS:                                                                                 
INTEGRATING THE EARLY CHILDHOOD DEVELOPMENT CONTINUUM OF CARE 


