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Getting Everyone on the Bus!

BENCHMARKS: Goals, Datq,
Background and Resources




ILLINOIS MIECHV
BENCHMARKS

YEARS 1-3

1. Maternal and Newborn Health (Benchmarks 1-8)

2. Child Injuries; Child Abuse, Neglect or Malireatment; and
Reduction of Emergency Department Visits (Benchmarks 9-
15)

3. Improvement in School Readiness and Achievement
(Benchmarks 16-18, 20-24)

4. Domestic Violence and Crime (Benchmarks 26-28)
5. Family Economic Self- Sufficiency (Benchmarks 29-30, 32)

6. Coordination and Referrals for Other Community Resources
and Supports (Benchmarks 33-37)



ILLINOIS MIECHV
BENCHMARKS

1. Maternal and Newborn Health
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. Prenatal Visit Completion
. Parental Use of Tobacco, Alcohol and

Drugs

. Post-Partum Use of Contraception

Inter-Birth Interval
Screening for Maternal Depression
Breastfeeding

. Well-Child Visit Completion
. Insurance Status for Mother/Child



Benchmark 1(1.1): Prenatal Care Completion

Goal & Rationale Benchmark Measurement Periods

Increase proportion of enrolled women who adhere for HRSA/MIECHV
to the ACOG recommended schedule for prenatal
visits. Year1: Jan 12012 -Sept 302012
¢+ Women who do not receive prenatal care are 3 Year2: Oct 12012 - Sept 302013
to 4 times more likely to die of complications '
and babies are 6 times more likely to die within Year 3: Oct 12013 - Sept 302014

the Tst year of life. )
¢+ Adherence is a measure that compares the Year4: Oct 12014 - Sept 30 2015

actual number of prenatal visits completed prior Year 5: Oct12015- Sept 302016
to the birth of the child to the 10 visits that are

recommended and expected by the American . .
Congress of Obstetricians and Gynecologists lllinois Outcome Data
(ACOG). Year 1: 52/213 = 24%
¢+ The ACOG recommends visits at: Year 2: 76/316 = 24%
- 6-8 weeks = 37 weeks Year 3:92/207 = 44%
= 14-16 weeks = 38 weeks Improvement
= 24-28 weeks = 39 weeks Baseline: 49/181 = 27%
= 32 weeks = 40 weeks Comparison:
= 36 weeks = 41 weeks 77/250 = 31%
Improvement
Green = 75-100%
Data Collection Yellow = 65-74%
1. Who is included: Prenatally enrolled moth- Red=  0-64%
ers
2. What is measured: Prenatal visit completion
as obtained by mother’s self report Numerator = # of women who attend
3. When are data collected: During each recommended prenatal visits after home
prenatal home visit visiting program enroliment at the end of
4. On each prenatal home visit, ask the pre- fhe 3rd frimester, based on ACOG
natal mother “Approximately when was guidelines.
your last prenatal care medical visite” Denominator = # of women who gave
birth during the reporting period

Data Entry: Visit Tracker

+ Prenatal visits are entered under the child (not guardian).

¢ Prenatal children are added into Visit Tracker when the pregnant mother is enrolled;
Use “Baby” as their name, “P’ as their gender, and enter the due date.

+ Indicate the prenatal visit date either on the PVR (in the child section for the prenatal
child) or on the health info tab for the child - click on “add medical visits.”

¢+ Choose “prenatal care” for the reason; the prenatal visit data will not be captured
unless “prenatal care” is chosen.

+ Caution: Do not change due date once baby is born; just enter date of birth (DOB).




Benchmark Background:

Prenatal Care Completion

= Why are prenatal visits important?

Each yearin the U.S, nearly one-third of pregnant women will have some
kind of pregnancy-related complication. Prenatal medical care can help
keep mom and baby healthy through both treatment and prevention.
Babies born to mothers who received no prenatal care are 3 times more
likely to be born at low birth weight and 5 times more likely to die than
those whose mothers received prenatal care.

Doctors can spot health problems early when they see mothers regularly.
Early treatment can resolve many problems and prevent many others.
Doctors also can talk to pregnant women about the things that mothers
can do to ensure that their unborn babies have a healthy start to life.

= Did you know? In 2010, the U.S. ranked only 24th in infant mortality among all
of the highly developed nations of the world.

= What can you do to encourage regular prenatal care?

Research shows that providing incentives does not overcome barriers to
receiving prenatal care. However new pilot projects using text message
reminders and supportive messages to pregnant moms has shown promis-
ing increases in prenatal visit rates.

Read more about this strategy: http://www.connected-health.org/
programs/mhealth/center-for-connected-health-initiatives/encouraging-

prenatal-care.aspx

= Resources with more information on prenatal care:
Prenatal care fact sheet: http://womenshealth.gov/publications/our-
publications/fact-sheet/prenatal-care.html



http://www.connected-health.org/programs/mhealth/center-for-connected-health-initiatives/encouraging-prenatal-care.aspx
http://www.connected-health.org/programs/mhealth/center-for-connected-health-initiatives/encouraging-prenatal-care.aspx
http://www.connected-health.org/programs/mhealth/center-for-connected-health-initiatives/encouraging-prenatal-care.aspx
http://womenshealth.gov/publications/our-publications/fact-sheet/prenatal-care.html
http://womenshealth.gov/publications/our-publications/fact-sheet/prenatal-care.html
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 2(1.2): Parental Use of Tobacco, Alcohol and Drugs

Goal & Rationale

*

Decrease substance use among those enrolled
pregnant participants who have been identified as
using harmful substances; decrease occurs during
period from date of home visiting enroliment to 36
weeks intfo pregnancy.

Pregnant women who use alcohol, tobacco, or illicit
drugs risk their infant’s health and development.
During pregnancy, women are often motivated to
change risky behaviors.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 -Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year 4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

2.

Who is Included: Prenatally enrolled mothers
screened and identified as substance users

What is measured: Parental use of tobacco,

alcohol, and drugs

When are data collected: During prenatal home

visits

On prenatal home visits ask parent: 4P’s Plus:

e Did either of your Parents have a problem with
alcohol or drugs?

e Does your Partner have a problem with alcohol
or drugs?

e Have You ever drunk beer, wine, or liquor?e

e Inthe month before You knew you were
pregnant, how many cigarettes did you smoke?

¢ Inthe month before You knew you were
pregnant, how many beers/how much wine/
how much liquor did you drink?

lllinois Outcome Data

Year 1:17/19 = 89%
Year 2: 19/36 = 53%
Year 3: 4/29 = 14%
Baseline: 0/84 = 0%
No Improvement

Comparison:
40/84 = 48%

No Improvement
Green =

Yellow =
Red =

Data Entry: Visit Tracker

Go to guardian’s health info

Numerator = # identified women who
decreased substance use between home
visiting enrollment and 36 weeks pregnant

Denominator = # pregnant women who were
identified as using at home visiting enroliment

Click the substance abuse survey and click the appropriate yes/no/unknown items
When completing 4P’s screening and a positive score is found, we adyvise the following:

Go to guardian’s assessments
Click 4 Ps Plus

Identify by clicking ‘Yes' a concern was found as a result of this screening

Check the appropriate areas of referral received/not received by clicking ‘Yes’ or ‘No’
(items included are: fobacco cessation, substance abuse tfreatment).

Then...

Go to the guardian’s resource referral

Choose the appropriate referral type. Items included are: tobacco cessation, substance abuse

freatment.

Provide the referral reason (given MIECHV Data Collection, 4P’s Plus Screening)
Click 'Yes' or ‘No’ to identify if the referral was accepted or declined.
Follow up with referrals given; and update in the designated areas.




Benchmark Background:

Parental Use of Tobacco, Alcohol and Drugs

Every cigarette smoked narrows the blood vessels in the umbilical cord, reducing
the baby's oxygen supply. Just one or two cigarettes a day can increase the risk of
premature delivery, stillbirth, low birth weight, and other complications. And studies
suggest that even light smoking during pregnancy can up your baby's odds for
sudden infant death syndrome (SIDS) (Babycenter.com).

Smoking during pregnancy increases the risk of placenta previa, placental abrup-
tion, and SIDS. Infants of smoking mothers are also at an increased risk for prema-
turity and low birth weight, but mothers who quit smoking reduce these risks.

Smoking has been estimated to contribute to an increase of $279 in neonatal costs
per maternal smoker. Potential neonatal cost savings that could be accrued from
women who quit smoking during pregnancy were estimated at $881 per maternal
smoker. (Ohio Dept. of Health, 2012)

Research indicates that among those who use drugs, polysubstance use is the
norm. In addition, many women use drugs in combination with alcohol and
tobacco.

Research has also shown that many women who abuse substances have co-
occurring mental health problems and/or histories of trauma. Most substance users
exhibit no signs on physical examination.

From Bridges of Care: Engaging pregnant women who use alcohol and drugs in
prenatal care: A resource guide for health care providers (Contra Costa County
Health Services, CA, 2008).

Are there any pregnant women who should NOT be encouraged to stop using alcohol
or drugs? If so, what is the best approach to use with this population? No.

Encourage all pregnant women to stop using alcohol and drugs. Some women may need
additional care from a healthcare provider to be able to safely stop their alcohol or drug
use. Stopping use of opiates or pain killers abruptly and without help from a healthcare
providers can harm a fetus or threaten a pregnancy.

Encourage pregnant women who use heroin or are dependent on opioids to switch to
methadone with a healthcare providers’ help. Refer pregnant women who are taking sus-
tained release opioids for pain (e.g. MS Contin, Oromorph, OxyContin, etc.) to healthcare
providers frained in pain management and obstetrics who can monitor their treatment.

If a woman becomes sick from not drinking alcohol, tell her to immediately seek medical
aftention to tfreat alcohol withdrawal symptomes.

Refer pregnant women who use tobacco products to smoking/tobacco cessation
programs. The lllinois Dept. of Public Health operates a Tobacco Quit line at 1-866-
QUIT-YES or get a free “quit kit” and tips to quit at http://quityes.org/ .



http://www.babycenter.com/0_preterm-labor-and-birth_1055.bc
http://www.babycenter.com/baby-sleep-safety
http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://cchealth.org/psap/pdf/bridges_to_care_resource_guide.pdf
http://quityes.org/

Benchmark 3(1.3): Post-Partum Use of Contraception

Goal & Rationale Benchmark Measurement Periods
+ Increase the proportion of enrolled women for HRSA/MIECHV
who initiate use of contraception by é weeks _
oostpartum. Year1: Jan 12012 -Sept 302012
+ Initiation of contraception during the Year 2: Oct 12012 -Sept 302013
postpartum period is important to prevent Year 3: Oct 12013 - Sept 30 2014
unintended pregnancy and short birth
intervals, which can lead to negative health Year 4: Oct 12014 - Sept 30 2015
outcomes for mother and infant. Year 5: Oct 12015 - Sept 302016

+ Half of all pregnancies in the U.S. are
unintended, and these pregnancies are
associated with adverse pregnancy behaviors

lllinois Outcome Data

and outcomes. Year 1: 19/105 =18%
+ The postpartum period is an important tfime to Year 2: 88/262 = 34%

inifiate contraception, because women are Year 3: 59/175 = 34%

accessing the healthcare system and might Same

have increased motivation to avoid another

Baseline: 69/170 = 41%

pregnancy. Comparison:
60/231 = 26%
Data Collection No improvement
. Green =
1. Who is Included: Enrolled mothers who gave Yellow =
birth during the reporting period Red =

2. What is measured: Initiation of use of

contraception within 6 weeks postpartum Numerator = # of women who gave birth

3. When are data collected: During postnatal during the reporting period who initiate use
home visit by é6th week postpartum of contraception within 6 weeks postpartum

4. On a postnatal home visit before the éth Denominator = # of women who gave birth
week postpartum, ask mother if she has during the reporting period and reached 6

begun the use of contraception. weeks postpartum.

Data Entry: Visit Tracker

¢+ Go to Guardian page; click on Health Info tab; find Contraception Use Survey
+ Click on *Add contraception use survey item”
+ Enter date of survey; answer if mother is currently using confraception: Yes or No

+ Note: Contraception use must be initiated within 6 weeks postpartum to achieve this
benchmark; the answer to initiating contraception must be “Yes” to meet this
benchmark.




Benchmark Background:

Post-Partum Use of Contraception

=

=

CDC recommends that postpartum women not use combined hormonal contra-
ceptives during the first 21 days after delivery due to high risk for venous thrombo-
embolism (VTE). From 21-42 days (6 weeks) postpartum, only women without risk
factors for VIE can initiate combined hormonal contraceptives. After 6 weeks, no
restrictions on combined hormonal confraceptives apply.

ACOG: New Moms Welcome Contraceptive Counseling by Pediatricians at Well-
Baby Visit (May 7, 2013)

Nine out of 10 new mothers would welcome contraceptive counseling by their pe-
diatrician at their well-baby visit, according to research presented today at the
Annual Clinical Meeting of The American College of Obstetricians and Gynecol-
ogists. Adding contraceptive counseling to the well-baby visit may help reduce
unplanned pregnancies, say the researchers.

Lead investigator Tara N. Kumaraswami, MD, MPH, recruited women from obstetric
postpartum visits and pediatric well-baby visits at the University of lllinois Hospital &
Health Sciences System in Chicago. One-hundred women were enrolled in each
group. Well-baby visit participants completed a survey followed by contraceptive
counseling and a post-counseling survey. Postpartum visit participants were sur-
veyed after their postpartum visit only.

Prior to contraceptive counseling, 83% of well-baby visit participants reported
comfort discussing birth control, and 84% stated they would accept contraception
advice received at the well-baby visit. Following confraceptive counseling, these
women reported significantly increased comfort levels in discussing contraception
and their likelihood of using a contraception prescription. Ninety-five percent of
women reported that contraceptive counseling at the well-baby visit was conven-
ient, and 90% would prefer if contraceptive counseling were available at that visit.

Previous studies have shown that many women resume sexual intercourse prior to
their postpartum visit, putting them at risk for unintended pregnancy. According to
Dr. Kumaraswami, up to 44% of women have an unintended pregnancy within the
first year postpartum. By reaching women earlier through contraceptive counsel-
ing in the pediatrician’s office, physicians may help reduce the number of unin-
tended pregnancies.

RESOURCE: Birth Control Methods Fact Sheet:
http://womenshealth.gov/publications/our-publications/fact-sheet/birth-control-
methods.pdf



http://www.acog.org/About-ACOG/News-Room/News-Releases/2013/New-Moms-Welcome-Contraceptive-Counseling-by-Pediatricians-at-Well-Baby-Visit
http://www.acog.org/About-ACOG/News-Room/News-Releases/2013/New-Moms-Welcome-Contraceptive-Counseling-by-Pediatricians-at-Well-Baby-Visit

Benchmark 4(1.4): Inter-Birth Interval

Goal & Rationale Benchmark Measurement Periods
¢ Increase or maintain the proportion of enrolled for HRSA/MIECHV
mothers who receive information by 6 weeks
after birth about maternal health risks associated Year 1: Jan 12012 -Sept 302012
with cIoseIY spocgd bll’ThS,' and the benefits of Year 2: Oct 12012 -Sept 30 2013
adequate inter-birth spacing.
+ Closely-spaced births are those with less than Year 3: Oct 12013 - Sept 30 2014
2.5-3 years between births. Year 4: Oct 12014 - Sept 30 2015
¢ According to the CDC, women with short inter-
birth intervals are at nutritional risk and are more Year 5: Oct12015- Sept 302016

likely to experience adverse birth outcomes,
including low birth weight babies, increased risk
of pre-term deliveries, and neonatal deaths. llinois Outcome Data

¢ The postpartum period is an important time to
disseminate information about the risks in

Year 1: 26/61 = 43%

benefits pertaining to inter-birth intervals, Year 2:198/262 = 76%
because women are accessing the healthcare Year 3: 133/175=76%
system and might have increased motivation to Same

avoid another pregnancy. Baseline: 139/170 = 82%

Comparison:

Data Collection 198/231 = 86%

1. Who is included: Enrolled mothers who gave Improvement
birth during the reporting period Green = 100%

2. What is measured: Education on the Yellow = 90-99%
benefits of an inter-birth interval of at least Red = 0-89%
18 months

3. When are data collected: During postnatal Numerator = # of women who receive

home visit by 6th week postpartum . s
N . education within 6 weeks postpartum on
4. On a postnatal home visit, discuss family family planning and the benefits of an
planning with mother and educate on inter-birth interval of at least 18 months
inter-birth interval risks, and benefits of

spacing births at least 18 months apart. Denominator = # of women who are at

least 6 weeks postpartum

Data Entry: Visit Tracker

Go to guardian’s contact history

Click the appropriate private contact

Scroll to the family well-being section within the personal visit record

Click “I"-information shared, on Inter-Birth Intervals
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Benchmark Background:

Inter-Birth Interval

What are the risks of spacing pregnancies too close together?

Limited research suggests that a pregnancy within 12 months of giving birth is associated with
an increased risk of: The placenta partially or completely peeling away from the inner wall of
the uterus before delivery (placental abruption); The placenta attaching to the lower part of
the uterine wall, partially or totally covering the cervix (placenta previa), in women who had a
first birth by C-section; and Autism in second-born children.

Research also suggests an increased risk of uterine rupture in women who attempt vaginal
birth after cesarean (VBAC) less than 18 months after a previous delivery.

In addition, a pregnancy within 18 months of giving birth is associated with an increased risk
of:

e Low birth weight
o Small size for gestational age
e Preterm birth

Some experts believe that closely spaced pregnancies don't give a mother enough time to
recover from the physical stress of one pregnancy before moving on to the next. For example,
pregnancy and breast-feeding can deplete your stores of essential nutrients, such as iron and
folate. If you become pregnant before replacing those stores, it could affect your health or
your baby's health. Inflammation of the genital fract that develops during pregnancy and
doesn't completely heal before the next pregnancy could also play a role.

However, it's also possible that behavioral risk factors, such as failure to use health care ser-
vices, unplanned pregnancies, stress and socio-economic disadvantage, are more common
in women who have closely spaced pregnancies. These risk factors — rather than the short
interval itself — might explain the link between closely spaced pregnancies and health prob-
lems for mothers and babies.

http://www.mavyoclinic.org/healthy-living/getting-pregnant/in-depth/family-planning/art-
20044072

How does pregnancy spacing affect children?

Every child — and family — is unique. However, research suggests that closely spaced preg-
nancies can affect children. For example, children who are less than two years apart might
experience more conflict than do children who have greater age differences. Spacing sib-
lings more than two years apart also might mean better reading and math scores for the older
children. This could be a result of parents spending more time with the older children before
having a new baby.

http://www.mavyoclinic.org/healthy-living/getting-pregnant/in-depth/
family-planning/art-200440722pg=2

Health experts advise women to wait at least 18 months between preg- B 2
nancies to recover physically and rebuild sufficient nutrients and iron. ’

hitp://www.forbes.com/sites/learnvest/2012/11/08/how-far-apart-should-
you-space-your-kids/



http://voices.washingtonpost.com/checkup/2011/01/pregnancy_timing_autism_risk.html
http://www.mayoclinic.org/healthy-living/getting-pregnant/in-depth/family-planning/art-20044072?pg=2
http://www.mayoclinic.org/healthy-living/getting-pregnant/in-depth/family-planning/art-20044072?pg=2
http://www.mayoclinic.org/healthy-living/getting-pregnant/in-depth/family-planning/art-20044072?pg=2
http://www.mayoclinic.org/healthy-living/getting-pregnant/in-depth/family-planning/art-20044072?pg=2
http://www.mayoclinic.com/health/family-planning/MY01691/NSECTIONGROUP=2
http://www.forbes.com/sites/learnvest/2012/11/08/how-far-apart-should-you-space-your-kids/
http://www.forbes.com/sites/learnvest/2012/11/08/how-far-apart-should-you-space-your-kids/
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 5(1.5): Screening for Maternal Depression

Goal & Rationale

*

L2

Increase the proportion of enrolled perina-
tal women who are screened for maternal
depression at least once during the period
from the 3rd trimester up to two months
post-natal

A positive screening for depression is 13+ on
the Edinburgh PostNatal Depression Scale
(EPDS) or 10+ for the PHQ-9.

The postpartum period is an important time
to disseminate information about the risks in
benefits pertaining to inter-birth intervals,
because women are accessing the
healthcare system and might have
increased motivation to avoid another
pregnancy.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1. Who is included: Enrolled mothers who gave
birth during the reporting period

2. What is measured: screening for maternal

depression during 3rd frimester or 2 months
postpartum

3. When are data collected: Screening should

be completed at any home visit from 3rd
trimester to 2 months postpartum.

4. During 3rd trimester or first 2 months postna-

tal visit, screen for maternal depression.

lllinois Outcome Data

Year 1: 19/26 = 73%
Year 2: 176/257 = 68%
Year 3: 169/170 = 99%
Improvement
Baseline: 131/153 = 86%
Comparison:

181/192 = 94%
Improvement

Green = 100%

Yellow = 90-99%

Red = 0-89%

Data Entry (Visit Tracker):

e Go to Guardian’s Assessment

e Click EPDS and enter total assessment score.

If the mother has a positive screen:

Numerator = # of women who gave birth
during the reporting period who were
screened for maternal depression at least
once during the 3rd trimester or the first 2
months postpartum

Denominator = total # of women in the
cohort who gave birth during the
reporting period and reached 2
months postpartum

Go to "Resource Referral' on guardian tab and add a new referral. Choose "Mental

Health Services" for referral type.

If/when referral is completed: Choose "Yes, "No," or "Unknown" to "Family Received

Services" question.
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Benchmark Background:

Screening for Maternal Depression

Maternal depression is associated with negative parenting practices,
disengagement from the child, and development of psychopathology
in the child.

“Maternal depression negatively affects infants as early as the neona-

tal period, implicating prenatal effects of maternal depression; as early

as birth the infants show a profile of “*dysregulation” in their behavior,
physiology, and biochemistry which probably derives from prenatal ex-
posure to a biochemical imbalance in their mothers™” (Preventive Medi-

cine, 1998).

A study in Minnesota showed that every untreated case of maternal

depression was estimated to cost society at a minimum $23,000 per

year in terms of lost productivity for both mother and child.

A review of research and program evaluations suggests that to contin-

ue this momentum and effectively reduce the incidence of maternal

depression and its impact, the following elements should be in place:

+ Public awareness of the symptoms of maternal depression and ways
to get help,

+ Effective early identification of those at risk through screening & re-
ferral practices in both health and non-health care settings,

+ A two-generation approach to services that addresses the whole
family, especially mother and child,

+ Policies that reduce financial stress on families,

+ A statewide vision and strategic plan that cuts across state agencies
and policy silos to provide a coordinated approach to holistically
addressing these issues, and

+ A system of information collection and reporting that informs prac-
tice at the client level and planning and accountabil-
ity at the state level. (Children’s Defense Fund of Min-
nesota, 2011).



http://www.sciencedirect.com/science/article/pii/S0091743598902936
http://www.cdf-mn.org/research-library/maternal-depression-report.pdf
http://www.cdf-mn.org/research-library/maternal-depression-report.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 6(1.6): Breastfeeding

Goal & Rationale Benchmark Measurement Periods

Increase the proportion of infants born to en- for HRSA/MIECHV

rolled mothers who were breastfed for their first

6 months. Year1: Jan 12012 -Sept 302012

+ Breastfeeding offers many benefits to both Year2: Oct 12012 -Sept 302013
mother and baby and is viewed as the most Year 3: Oct 12013 - Sept 30 2014
highly effective preventive measure a
mother can take to protect the health of her Year 4: Oct 12014 - Sept 30 2015
infant. Year 5: Oct12015- Sept 302016

+ Breast milk is widely acknowledged as the
most complete form of nutrition for infants, —
offering a range of benefits in relation to lllinois Outcome Data

health, immunity, and development. Year 1:

+ Breastfeeding includes pumping breast milk Year 2:39/142 =27%
and bofttle feeding with breast milk after Year 3: 20/97 = 21%
breastfeeding inifiation. No improvement

Baseline: 34/106 = 32%
Data Collection Comparison:
1. Who is included: Infants born during 22/100 = 227%
reporting period No improvement
2. What is measured: infants breastfed Green = 60-100%
(including with pumped milk) during first 6 Yellow = 50-59%
months Red = 0-49%

3. When are data collected: During each

home visit until 6 months postpartum Numerator = # of infants in cohort who

4. On each home visit during first 6 months were born during the reporting period
postnatal, until the mother’s answer is who were breastfed for their first 6 months
“weaned” or "never,"” note if the child is Denominator = # of infants in cohort
being breastfed. who were born during the reporting

period and reached 6 months
postpartum

Data Entry: (Visit Tracker)

e Go to Child page; click Health Info tab; found under Breastfeeding Survey

e Click “Add Breastfeeding Item”

e Fillin date and if breastfeeding is: “Ongoing”; “Never”; “Weaned”

e Add “Total Weeks Breastfed”

¢ Note: To achieve this benchmark, mother must breastfeed for 6 months.

¢ Note: This information can also be entered in the PVR—Breastfeeding Survey

14



Benchmark Background:

Breastfeeding

= Human milk is the ideal food for most infants. Breastfeeding benefits infants
and their mothers. Breastfed infants receive antibodies from breast milk,
which protect against infection in the early postpartum period, and breast-
feeding is less expensive than formula feeding. (National Center for Health
Statistics, 2008).

= Breastfeeding provides antibodies to the baby protecting against diarrhea
and pneumonia, which are two of the leading causes of infant mortality.

= In addition, breastfeeding has historically been seen to reduce the inci-
dence of bacterial meningitis, bacteremia, death of intestinal tissues, middle
ear infections, leukemia, lymphoma, late onset sepsis and sudden infant
death syndrome.

= Recent research has shown that breastfeeding also contributes to a modest
reduction in the risk for overweight and obese adolescents.

= According to a 1999 study, “If 90% of families could comply with the medical
recommendations to breastfeed exclusively for six months, the United States
could save $13 billion/year and prevent an excess of 91 deaths annually.”

= Research also points to differences in managed care health costs among
children, as children who were never breastfed cost between $331 - $475
more in their first year of life.

= Additionally, total WIC feeding for exclusive formula costs $80,085,869 com-
pared with partial breastfeeding costs of $10,953,651(Ohio Dept. of Health,

2012).

Breasifeeding Resources:

Refer to lactation consultants, La Leche League groups, and
WIC breastfeeding peer counselors to provide information,
support and encouragement to breastfeeding momes. Q’



http://stacks.cdc.gov/ObjectView?pid=cdc:7027&dsid=DS1&mimeType=application/pdfhtmlfile/Shell/Open/Command
http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 7(1.7): Well-Child Visit Completion

Goal & Rationale Benchmark Measurement Periods

for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Increase the proportion of enrolled children who
obtained at least 5 well child visits by 15 months of
age.

Definition of well- child visit: The American Acade-
my of Pediatrics' age-specific recommendations for
preventive pediatric care cover the following areas:

¢ Maedical history, measurement (such as height,
weight, blood pressure), sensory screening
(vision and hearing), developmental/behavioral
assessment, physical examination, immuniza-
tions and screenings, anticipatory guidance
(such as injury prevention and nutrition

lllinois Outcome Data

Year 1: 2/44=5%

counseling), and dental referral.

As traditional childhood diseases become less
prevalent, guidelines have become more fo-

Year 2: 9/16=56%
Year 3: 82/98 = 84%

Improvement

cused on encouraging pediatricians to also
address the parent/child relationship and other
psychosocial aspects of development.

Baseline: 43/55 = 78%
Comparison:

30/35 =86%
Improvement

Green =75-100%

1. Who is included: Enrolled children who Yellow = 65-74%
reached 15 months of age during the Red=  0-64%
reporting period

2. What is measured: Well-child visit
completion obtained by mother’s self
report

3. When are data collected: During each
home visit until 15 months of age

4. On each home visit, ask the mother if the
child has had a well-child visit with a
healthcare provider since the previous
home visit.

Data Collection

Numerator = # of enrolled children
who obtained at least 5 well-child visits
by 15 months of age

Denominator = # of children in the
program enorlled prenatally and
who reached 15 months of age
during the reporting period

Data Entry (Visit Tracker)

e Go to Child Page; click on Health Info tab; find Child Medical Visits
e Click “Add Child Medical Visits Item”
e Entfer Date, Type, and Reason (which must be “Well Child")

e Note: To achieve this benchmark, child must have completed at least 5 Well Child Visits
by 15 months of age, and have been enrolled in program for 15 months.
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Benchmark Background:

Well-Child Visit Completion

Well-child visits have been shown to significantly increase the number of immunized chil-
dren and decrease outpatient and emergency department sick visits.

ROUTINE WELL-CHILD VISIT SCHEDULE (recommended by the American Academy of Pe-
diatrics)

A visit with a pediatrician before the baby is born is important for first-fime parents, those
with high-risk pregnancies, and any other parent who wishes to discuss common issues
such as feeding, circumcision, and general questions.

After the baby is born, the next visit should be 2-3 days after bringing the baby home
(for breast-fed babies) or when the baby is 2-4 days old (for all babies discharged from
a hospital before 2 days old).

Thereafter, visits should occur at the following points:

e By 1 month, 2 months, 4 months, 6 months, 9 months, 1 year, 15 months, 18 months, 2
years, 3 years, 4 years, 5 years, 6 years, 8 years, 10 years, annually after until age 21

Of course, visits and phone calls to a health care provider should be made any time a
baby or child seems ill or whenever the parent is concerned about a baby's health or
development

= There is a net saving of $80.75 per case prevented among infants immunized just against the
rotavirus (Ohio Dept. of Health, 2012).

= Children of mothers who delay prenatal care are at high risk for not receiving adequate
numbers of Well Child Visits. Recognition of this marker can allow for targeted interventions to
ensure children receive preventive care (Pediatrics, 1999).

RESOURCES:

You can help parents prepare for upcoming well-child visits by providing information on what to
expect at the visit, based on the child’s age.

o The Palo Alto Medical Foundation Sutter Health website at
http://www.pamf.org/prepare/children.html has a series of Well-Child Visit Handouts by age
group for newborns through age 5. These handouts provide basic information on what is cov-
ered at each visit plus information on immunizations, nutrition, typical development, sleep and

safety.

«Ounce of Prevention Fund: Snapshots: Incorporating Comprehensive Devel-

opmental Screening into Programs and Services for Young Children: Screen- a ’
ing should not be just regarded as a point-in-time test, but as an ongoing ’

process, and a key preventive service that parents can expect and antici-
pate as regularly as immunizations and well-child exams.



http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://pediatrics.aappublications.org/content/103/Supplement_1/864.short
http://www.ounceofprevention.org/news/pdfs/Snapshots.pdf
http://www.ounceofprevention.org/news/pdfs/Snapshots.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 8(1.8): Insurance Status for Mother/Child

Goal & Rationale Benchmark Measurement Periods
Increase or maintain the proportion of enrolled for HRSA/MIECHV

women and children who have health Year 1: Jan 12012 -Sept 302012
insurance at 12 months post enrollment (or at Year 2: Oct 12012 - Sept 302013

child’s Tst birthday for NFP sites). Year3: Oct 12013 - Sept 30 2014

+ The health of the mother -- before, during, Year 4: Oct 12014 - Sept 302015
and after pregnancy -- has a direct impact Year 5: Oct12015- Sept 30 2016
on the health of the child. Both maternal
and child health are impacted by access to
healthcare and preventive services.

lllinois Outcome Data

Year 1.
Year 2: 219/278=79%
Data Collection Year 3:170/212 = 80%
1. Who is included: Women and children Imprcfve'mem _
who have been enrolled for 12 months Base""e; 190/244 = 78%
(or at child’s first birthday for NFP sites) Comparison:
. ) 165/207 = 80%
2. What is measured: Health insurance sta- | / ;
tus of women and children mprovemen
Green =
3. When are data collected: Upon home Yellow =
visit subsequent to 12 months post Red =
enrolliment or at child’s first birthday
4. On a home visit at 12 months post enroll- Numerator = # of women and children
ment ask if mother and child have who have health insurance at 12 months
heol’rlh insurance post enrollment (or at child’s first birthday
) for NFP sites)

Denominator = # of women and children
who have been enrolled for 12 months (or

.. at child’s first birthday for NFP sites)
Data Entry (Visit Tracker)

e Go to Guardian page; click on Health Info tab; find Insurance History

e Click “Add Insurance History Item”

e Enfer Date, History Status, and answer “Yes/No" to *Are all family members insured at
this time?e”

e Go to Child page; click on Health Info tab; find Insurance History

e Click “Add Insurance History Item”; enter Date and History Status

¢ Note: The Family Members Insured question refers to Benchmark 32.

¢ Note: To achieve this benchmark, both mother AND child must have health insurance.
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Benchmark Background:

Insurance Status for Mother/Child

Maternal and child health are impacted by access to healthcare and preventive ser-
vices.

The Get Covered lllinois website provides information insurance at
hitp://getcoveredillinois.gov/

lllinois Medicaid, Moms & Babies, or All Kids: Government programs that provide com-
prehensive coverage for free or little cost.

Insurance programs defined:

Medicaid is a state-administered health insurance program for low-income families
and children, pregnant women, the elderly, people with disabilities, and in some
states, other adults. The Federal government provides a portion of the funding for
Medicaid and sets guidelines for the program.

Moms & Babies is a government program that provides health coverage for pregnant

women and their babies. Moms & Babies covers women while they are pregnant and

for 60 days after the baby is born. It also provides coverage for the first year of the bao-

by’s life if the mother was covered by Moms & Babies when the baby was born. Moms
& Babies does not have premiums or co-payments. You can qualify for Moms & Babies
if you are pregnant and meet the income requirements. You do not need to be a citi-

zen, legal immigrant, or have a Social Security number to get Moms & Babies.

All Kids is the Children’s Health Insurance Program (CHIP) in lllinois. It provides compre-
hensive health insurance for children up to age 18. Premiums vary on a sliding scale
based on household income. All Kids is the Children’s Health Insurance Program (CHIP)
in lllinois. It provides comprehensive health insurance for children up to age 18. Premi-
ums vary on a sliding scale based on household income.

Affordable Care Act (ACA): The ACA requires that health insurance policies cover the
following preventive services for pregnant women: prenatal care visits, alcohol misuse
screening and counseling; tobacco counseling and cessation intervention; Rh com-
patibility screening; iron deficiency anemia screening; gestational diabetes screening;
infection screening; breastfeeding support, supplies, and counseling.

For all women, the ACA requires coverage for contraception and contraceptive
counseling; and for domestic violence screening and counseling.

For newborns, the ACA requires gonorrhea preventive medication for the eyes;
screening for congenital hypothyroidism, hearing problems, phenylketonuria (PKU),
and sickle cell anemia.

You can also direct families to www.HealthCare.gov (Span-

ish: CuidadoDeSalud.gov) or visit the website with families during home

visits fo learn about the Health Insurance Marketplace. Families may Q a:
also learn more by phoning the call center at 1-800-318-25%96 ’
(TTY: 1-855-889-4325). Assistance is available 24/7 to answer questions,

learn about open enroliment, and sign up for private health insurance.



http://getcoveredillinois.gov/glossary_term/medicade/
http://getcoveredillinois.gov/glossary_term/moms-babies/
http://getcoveredillinois.gov/glossary_term/allkids/
http://www.babycenter.com/0_how-the-affordable-care-act-aca-affects-pregnant-women-and-f_10371090.bc?page=2
http://www.HealthCare.gov
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.
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ILLINOIS MIECHV

BENCHMARKS

2. Child Injuries; Child Abuse, Neglect or
Malireatment; and Reduction of
Emergency Depariment Visits

9. All Cause Child Visits to Emergency Department

10. All Cause Mother Visits to Emergency Department
11. Dissemination of Safety Information

12. Children with Injuries Requiring Medical Treatment
13. Suspected Child Maltreatment Reports

14. Substantiated Child Malireatment Reports

15. First Time Substantiated Child Maltreatment Reports
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Benchmark 9(2.1): All Cause Child Visits to Emergency Department

Goal & Rationale

Decrease the proportion of enrolled children
who visited the hospital Emergency Room (ER)
for any type of care.

+ Studies indicate that low-income persons
without a primary care physician are more
likely to ufilize the emergency department
for non-emergency care.

Data Collection

1. Who is included: Children who are at
least 1 year post enrollment (or 1st
birthday)

2. What is measured: Child’'s Emergency
Room visits

3. When are data collected: During each
home visit

4. On each home visit, ask the mother if the
child has visited the Emergency Room
since the last home visit.

Data Entry: Visit Tracker

o Go to child data

e Click health info

« Inthe Visit Note next to the child’s name see
“medical provider visit” item; click “add”

« Identify the date of the visit

« Identify the type of visit as ER/urgent

» Identify the reason

o Add comments for specificity

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

lllinois Outcome Data

Year 1:

Year 2: 32/278=12%
Year 3: 45/212 =21%
No improvement
Baseline: 42/244 = 17%

Comparison:
56/207 = 27%

No improvement
Green =

Yellow =

Red =

Numerator = # of participating
children who are at least 1 year post
enrollment who visited the Emergency
Room during the reporting period for
care (as determined by diagnosis and
procedure codes)

Denominator = # of children who are
at least 1 year post enrollment (or at
child’s first birthday for NFP sites)
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Benchmark Background:

All Cause Child Visits to Emergency Departiment

= Difficulties in accessing primary health care (setting appointments, longer
waiting periods, and short business hours at the primary health care service)
are associated with inappropriate ER use.

= Decreased unnecessary ER visits may indicate betfter access to primary
health care services and increased confidence of mothers in utilizing those
services.

= In addition to health ailments, children are often brought to the emergency
room either because of abuse, neglect or because the parent is unsure how
to access proper care for simple health ailments.

= In 2009, 21,444 ER visits across the U.S. were made for those under the age of
four. 54.7% were paid by private insurance, 15.8% were paid by Medicaid or
Medicare. Per person, this costs $1,320. (Ohio Dept. of Health, 2012)

Offering resources in a primary care setting to patients who are most likely to
use the ED can also reduce the likelihood of an unnecessary ED visit. The
Wisconsin Collaborative for Healthcare Quality, which leads the AF4Q effort
in Wisconsin, supports an ED Care Coordination Initiative that refers patients
in a defined population—those with Medicaid or without health insurance
and who are pregnant, are frequent ED users, or have at least one common
chronic condition—to a medical home. Case managers at local EDs identify
patients in the target population, provide them with educational materials
and schedule primary care appointments. Although the program defines
clear processes, it allows flexibility across hospitals and provider groups
based on internal strategies and cultures. By starting with small interventions
targeted to a well-defined population and expanding and
adapting as the program progresses, unnecessary Vvisits to

local EDs are declining. "



http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2013/rwjf407773
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 10(2.2): All Cause Mother Visits to Emergency Department

Goal & Rationale Benchmark Measurement Periods
Decrease the proportion of enrolled mothers for HRSA/MIECHV
who visited the hospital Emergency Room (ER) Year 1: Jan 12012 -Sept 302012

for any type of care.

Year 2: Oct 12012 -Sept 302013

+ Studies indicate that low-income persons '
without a primary care physician are more Year3: Oct 12013 - Sept 30 2014
likely to utilize the emergency department Year 4: Oct 12014 - Sept 30 2015

for non-emergency care. Year 5: Oct12015- Sept 302016

lllinois Outcome Data

Year 1:

Year 2: 22/274 = 8%
Year 3: 18/204 = 9%
No Improvement
Baseline: 25/236 = 11%

Data Collection

1. Who is included: Women who are at least 1 Comparison:
year post enrollment (or first birthday) 30/204 = 15%

2. What is measured: All visits of mother to No Improvement
Emergency Room Green =

3. When are data collected: During each Yellow =
home visit Red =

4. On each home visit, ask the mother if she
has visited the Emergency Room since the
last home visit

Numerator = # of mothers who are at
least 1 year post enrollment who visited
the Emergency Room during the
reporting period for care (as determined
by diagnosis and procedure codes)

Denominator = total # of women who
are at least 1 year post enrollment

Data Entry: Visit Tracker

e Go to Guardian page; click on Health Info tab; find Guardian Medical Visits,
click on “Add Guardian Medical Visits Item” tab

e Enter date or approximate date
e From “Type” drop-down list, choose “ER/urgent”
e From “Reason” drop-down list ,choose appropriate reason for visit
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Benchmark Background:

All Cause Mother Visits to Emergency Department

= Difficulties in accessing primary health care (setting appointments,
longer waiting periods, and short business hours at the primary health
care service) are associated with inappropriate ER use.

= Decreased unnecessary ER visits may indicate better access to primary
health care services and increased confidence of mothers in utilizing
those services.

Benefits of a Medical Home

1. Your Patient Centered Medical Home (PC-MH) knows you individually and your medical history each
fime you visit once your care has started there. You have developed a sense of trust with your PC-MH
due to an atmosphere of caring and mutual respect.

2. The medical records at your PC-MH are well organized and used to schedule routine visits needed to
meet preventive care guidelines; this is particularly important for children and parents to assure neces-
sary preventive visits and immunizations are given.

3. Your PC-MH medical record includes all information from referral visits or services that you get outside
the Medical Home so it has the most complete, up-to-date picture of your child’s health possible.

4. Your PC-MH assures your comprehensive service needs are met. They do this by coordinating care
with any specialists (an allergist, for example) outside the Medical Home. They also guide you to spe-
cialists or services outside the Medical Home to make certain all your medical needs are met.

5. Your PC-MH has set up ways for you to make contacts after regular office hours on a 24 hour/seven
days a week basis. This may be done with an answering service, paging service, 24 hour nurseline, or
other way to help you know how to handle after hours situations that may or may not require immedi-
ate aftention.

6. For chronic iliness or a special needs child, your PC-MH sets up a plan of care to address ongoing
health issues. Your PC-MH’s ability to help coordinate and assure comprehensive service needs are met
is very important for special needs children who require them. High value PC-MH'’s will make arrange-
ments to have your special needs child care plan available for immediate access electronically for
when you fravel or access health records electronically when your child must see other specialists.

7. Your PC-MH freats the whole person and helps assess whether any behavior or emotional issue that
concerns you or your child requires special services such as counseling or therapy and refers you, if
needed.

8. Your PC-MH helps maintain good health by discussing and checking your health risks related to life-
style issues. They may have special staff fo discuss or provide you with information
on many healthy life style topics such as a smoking cessation, special diets, weight
loss, and proper car seat use for your young children, etc.

o
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http://www.chip.wv.gov/SiteCollectionDocuments/SPDJuly2010-Med%20Home.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 11(2.3): Dissemination of Safety Information

Goal & Rationale

Increase or maintain the proportion of enrolled
caretakers receiving information on injury
prevention topics.

*

Education and increased awareness about
injury causes and prevention measures improves
the quality of life for infants and children.

Injury prevention is defined as education on any
of the following topics during the appropriate
timelines: safe sleep (birth-1 yr.); injury prevention
(birth-5 yrs); poison prevention (birth-5 yrs); fire
safety (birth-5 yrs); car seat safety (birth-5yrs);
home safety (birth-5yrs); shaken baby syndrome
(birth-1 yr).

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is included: Adults 3 months post
enrollment

. What is measured: Prenatal visit completion

obtained by mother’s self report

. When are data collected: During each

home visit

On a home visit no later than 3 months post
enrollment, discuss injury prevention
appropriate to the age of the target child,
and document that that discussion has tak-
en place.

lllinois Outcome Data

Year 1: 65/207 =31%
Year 2: 285/684 = 44%
Year 3: 325/351 = 93%
Improvement

Baseline: 154/424 = 36%
Comparison:

293/456 = 64%

Improvement

Green = 100%
Yellow = 90-99%
Red = 0-89%

Data Entry: Visit Tracker

Numerator = # of adults participating in
home visiting during the reporting period
who receive information about safe
sleeping, shaken baby syndrome or
tfraumatic brain injury, child passenger
safety, poisonings, fire safety (including
scalds), water safety (i.e. drowning), and
playground safety

Denominator = fotal # of adults 3 months
post enrollment

In the PVR under “Family Well-being” find “Injury Prevention™:

Document when injury prevention information or referral was made by click-

ing “I'" for Information.

Note: This must be done within 3 months post enroliment to achieve this

benchmark.
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Benchmark Background:

Dissemination of Safety Information

= Accidental and preventable injuries in the home among children range from
falling down staircases to getting electrocuted by uncovered outlets. Deficits
in information, handling stress, and parenting practices are a major cause of
home safety related injuries.

= According to a study reported in the Journal of Pediatrics, a basic home visit
providing home safety information has significantly reduced the number of
childhood injuries and showed that the cost per injury prevented was around
$372. (Ohio Dept. of Health, 2012)

RESOURCES:

The Safe Kids website has a wealth of safety and injury prevention
information including safety tips, fact sheets, activity pages, safety check
lists and other resources. http.//www.safekids.org/safetytips

A variety of household safety checklists are also available on the Kids
Health website: http://kidshealth.org/parent/firstaid safe/home/
household checklist.html#cat150

The Women's Health site has information on newborn care and safety
available in English and Spanish. Topics include safe sleep, and choosing
babysitters and child care. Visit: http://womenshealth.gov/pregnancy/
childbirth-beyond/newbon-care-safety.html



http://www.helpmegrow.ohio.gov/~/media/HelpMeGrow/ASSETS/Files/Professionals%20Gallery/HMG%20Home%20Visiting/HV%20Reports/Help%20Me%20Grow%20Home%20Visiting%20Report%202012.ashx
http://www.safekids.org/safetytips
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Goal & Rationale

Decrease the proportion of enrolled children
with injuries that require medical treatment.

¢+ Preventable childhood injuries are a major
cause of death and disability for young children.
Increased supervision and simple safety
precautions can great decrease the likelihood
of such injuries.

Data Collection

1. Who is included: Children 12 months post
enrollment during reporting period

2. What is measured: Children having had
injuries that required medical freatment

3. When are data collected: During each
home visit

4. On each home visit, ask the mother if the
child has had any injuries that required
medical freatment since the last home
visit.

Data Entry: Visit Tracker

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

lllinois Outcome Data

Year 1:

Year 2:7/274 = 3%
Year 3: 11/204 = 5%
No improvement

Baseline:
9/237 = 4%
Comparison:

14/204 = 7%
No improvement

Green =
Yellow =
Red =

Numerator = # of participating children at
least 12 months post enrollment who had
injuries requiring medical freatment
(based on diagnosis or procedure code)
during the reporting period

Denominator = # of children participating
in home visiting during the reporting peri-
od who are at least 12 months post enroll-
ment

e Entfer the approx. date and reason on the PVR or on child health information

screen.

e Note: All medical visits with “injury” notes as the reason will count here.
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Benchmark Background:

Children with Injuries Requiring Medical Treatment

Center for Effective Parenting:

Accidental injuries are a leading cause of hospitalization and death for
young children. Because many childhood injuries happen in or around the
home, it is the parents who must assume responsibility for making the home a
safe place.

Injury prevention, like parenting, is an ongoing process. Sometimes, it seems,
the job is never done. Parents must constantly be on the lookout for potential
dangers in and around the home.

Children are atrisk for injury from the moment they are born. Therefore, injury
prevention strategies must be implemented even before newborns come
home from the hospital. As children grow, they become more mobile. With
this mobility comes a greater risk for injury. The more ground children can
cover, the more potential dangers they will come into contact with. It is es-
pecially important, therefore, for the parents of children who can crawl, tod-
dle, walk, and run to pay close attention to injury prevention.

Infant Suffocation:

Most injury-related deaths in infants (66 percent) are the result of suffocation.
Today, most suffocation deaths occur because infants are placed in sleep-
ing environments that do not meet guidelines for infant safety. A 17-year re-
view of infant suffocation deaths found that the leading causes of suffocao-
tion are wedging (between the mattress and wall or bed frame), oronasal
obstruction by bedding or a soft sleeping surface, overlaying by another per-
son, head entrapment in a space through which the body had passed, and
hanging (e.g., by caught clothing). A descriptive study of infants who died
suddenly and unexpectedly found that most infants were found in unsafe
sleeping positions (e.g., prone position, head or face covered by soft bed-
ding) or in environments not specifically designed for infants (e.g., adult
beds, couches, cushioned chairs, co-sleeping with one or more persons).
Both studies concluded that safe sleeping practices may prevent many in-
fant deaths The American Academy of Pediatrics (AAP) re-
cently stressed the importance of safe sleeping practices in
its updated policy on reducing the risk of sudden infant
death syndrome (SIDS). Q’



http://www.parenting-ed.org/handouts/injury%20prevention.pdf
http://www.aafp.org/afp/2006/1201/p1864.html
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 13(2.5): Suspected Child Maltreatment Reports

Godl

Decrease the proportion of enrolled children

who have reports to DCFS regarding their

suspected maltreatment (child abuse/neglect).

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is included: Children 12 months post
enrollment during reporting period

What is measured: Suspected child abuse
or neglect

When are data collected: DCFS reports are
used for this benchmark

During Home Visits: No questions are asked
by home visitors for this benchmark since
reporting comes directly from DFCS on
number of reports made for enrolled fami-
lies. Of course, if the home visitor sees or
suspects abuse in the home, she/he should
report it to DFCS according to agency/
program protocol.

lllinois Outcome Data

Year 1:

Year 2: 28/252=11%
Year 3: 13/204 = 6%
Baseline: 9/237 = 4%

Improvement

Comparison:
16/204 = 8%

No Improvement

Green =

Yellow =
Red =

Data Entry (DCFS)

e N/A. This data will be collected from DCEFS.

Numerator = # of children participating in
home visiting who were reported for
suspected maltreatment during the
reporting period

Denominator = # of children participating
in home visiting during the reporting
period who are at least 12 months post
enrollment
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Benchmark Background:

Suspected Child Malireatment Reports

lllinois Department of Children & Family Services:

The Department of Children and Family Services is best known for its
child protection services. The goal of the Department's child protection
program is outlined in the state's Child Abuse and Neglect Reporting
Act:

The Department of Children and Family Services shall, upon receiving
reports made under this Act, protect the best interest of the child, offer
protective services in order to prevent any further harm to the child
and to other children in the family, stabilize the home environment and
preserve family life whenever possible."

Child abuse is the mistreatment of a child under the age of 18 by a
parent, caretaker, someone living in their home or someone who works
with or around children. The mistreatment must cause injury or put the
child at risk of physical injury. Child abuse can be physical (such as
burns or broken bones), sexual (such as fondling or incest), or emotion-
al. Neglect happens when a parent or responsible caretaker fails to
provide adequate supervision, food, clothing, shelter or other basics for
a child.

Anyone may report suspected child abuse or neglect to the Child
Abuse Hotline (800) 25-ABUSE (1-800-252-2873). State law mandates
that workers in certain professions, including home visiting, must make
reports if they have reasonable cause to suspect abuse or neglect. A
majority of reports are initiated by calls from mandated reporters.

Online Mandated Reporter training is available on the DCFS website:
https://mr.dcfstraining.org/UserAuth/LoginlloginPage.action

Childhood trauma resources for families and profes-
sionals: http://lookthroughtheireyes.org/



http://www.state.il.us/dcfs/child/index.shtml
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 14(2.6): Substantiated Child Maltreatment Reports

Goal Benchmark Measurement Periods

Decrease the proportion of enrolled children for HRSA/MIECHV
who have substantiated (“indicated”) DCFS Year1: Jan 12012 -Sept 302012
reports of maltreatment (child abuse/neglect). Year 2: Oct 12012 -Sept 302013

Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

lllinois Outcome Data
Year 1:
Year 2: 10/252 = 4%
X Year 3: 3/204 = 1%
Data Collection Improvement
1. Who is included: Children 12 months post Baseline: 4/237 = 2%
enrollment Comparison:
2. What is measured: indicated (substantiated) 6/204 = 3%
allegations of child abuse No improvement
3. When are data collected: DCFS reports are Green =
used for this benchmark EGLO\—N =
4. During Home Visits: No questions are °9”
asked by home visitors for this benchmark Numerator = # of children participating in
since reporting comes directly from DFCS home visiting who were found fo be
on number of reports made for enrolled malireated (allegations that were
. . . indicated”) within 12 months post
families. Of course, if the home visitor sees enroliment
or suspects Gk?use in the home, .she/he Denominator = # of children participating
should report it fo DFCS according to in home visiting during the reporting
agency/program protocol. period who are at least 12 months post
enrollment

Data Entry (DCFS):
e N/A. This data will be collected from DCEFS.
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Benchmark Background:

Substantiated Child Malireatment Reports

A Substantiated or "Indicated Report" means any report of child abuse or ne-
glect made to the Department of Children and Family Services for which it is
determined, after an investigation, that credible evidence of the alleged abuse
or neglect exists.

RESOURCES:

= These tip sheets (available in Spanish and English) from Preventing Child
Maltreatment and Promoting Well-Being: A Network for Action 2013 Re-
source Guide (Administration for Children and Families, U.S. Department of
Health and Human Services) are designed for parents and caregivers to
address a particular parenting concern or question. The information is easy
to read and focuses on concrete strategies parents and caregivers can
use to take care of their children and strengthen their families.

Keeping Your Family Strong

Bonding With Your Baby

Dealing With Temper Tantrums

Teen Parents ... You're Not Alonel

Ten Ways to Be a Better Dad

Raising Your Grandchildren

Military Families

Parenting Your Child With Developmental Delays and Disabilities

Managing Stress

Helping Your Child Heal From Trauma

= Childhood trauma resources for families and profession- Q’
als: http://lookthroughtheireyes.org/



https://www.childwelfare.gov/pubs/guide2013/strong.pdf
https://www.childwelfare.gov/pubs/guide2013/bonding.pdf
https://www.childwelfare.gov/pubs/guide2013/tantrums.pdf
https://www.childwelfare.gov/pubs/guide2013/teen.pdf
https://www.childwelfare.gov/pubs/guide2013/dad.pdf
https://www.childwelfare.gov/pubs/guide2013/raise.pdf
https://www.childwelfare.gov/pubs/guide2013/military.pdf
https://www.childwelfare.gov/pubs/guide2013/disabilities.pdf
https://www.childwelfare.gov/pubs/guide2013/stress.pdf
https://www.childwelfare.gov/pubs/guide2013/trauma.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 15(2.7): First Time Substantiated Child Malireatment Reports

Godl

Decrease the proportion of enrolled children

who are the first time substantiated victims of

maltreatment (child abuse/neglect).

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is included: Children 12 months post
enrollment

. What is measured: First time indicated

(substantiated) allegations of child
abuse

. When are data collected: DCFS reports

are used for this benchmark

. During Home Visits: No questions are

asked by home visitors for this bench-
mark since reporting comes directly from
DFCS on number of reports made for en-
rolled families. Of course, if the home visi-
tor sees or suspects abuse in the home,
she/he should report it to DFCS
according to agency/program protocol.

lllinois Outcome Data

Year 1.

Year 2: 9/252=4%
Year 3: 0/204 = 0%
Improvement
Baseline:

1/237 = 0%

Comparison:
0/204 = 0%

Same

Green =
Yellow =
Red =

Data Entry (DCFS):

N/A. This data will be collected from DCEFS.

Numerator = # of children participating in
home visiting who were found for the first
time to have been maltreated within 12
months post enroliment

Denominator = # of children participating
in home visiting during the reporting
period who are at least 12 months post
enrollment
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Benchmark Background:

First Time Substantiated Child Maltreatment Reports

A Substantiated or "Indicated Report" means any report of child abuse or ne-
glect made to the Department of Children and Family Services for which it is

determined, after an investigation, that credible evidence of the alleged
abuse or neglect exists.

RESOURCES:

= These tip sheets (available in Spanish and English) from Preventing Child
Malfreatment and Promoting Well-Being: A Network for Action 2013 Re-
source Guide (Administration for Children and Families, U.S. Department
of Health and Human Services) are designed for parents and caregivers
to address a particular parenting concern or question. The information is
easy to read and focuses on concrete strategies parents and caregivers
can use to take care of their children and strengthen their families.

Keeping Your Family Strong

Bonding With Your Baby

Dedling With Temper Tantrums

Teen Parents ... You're Not Alonel

Ten Ways to Be a Better Dad

Raising Your Grandchildren

Military Families

Parenting Your Child With Developmental Delays and Disabilities

Managing Stress

Helping Your Child Heal From Trauma

- Childhood trauma resources for families and profes- Q’
sionals: http://lookthroughtheireyes.org/
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https://www.childwelfare.gov/pubs/guide2013/strong.pdf
https://www.childwelfare.gov/pubs/guide2013/bonding.pdf
https://www.childwelfare.gov/pubs/guide2013/tantrums.pdf
https://www.childwelfare.gov/pubs/guide2013/teen.pdf
https://www.childwelfare.gov/pubs/guide2013/dad.pdf
https://www.childwelfare.gov/pubs/guide2013/raise.pdf
https://www.childwelfare.gov/pubs/guide2013/military.pdf
https://www.childwelfare.gov/pubs/guide2013/disabilities.pdf
https://www.childwelfare.gov/pubs/guide2013/stress.pdf
https://www.childwelfare.gov/pubs/guide2013/trauma.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.
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ILLINOIS MIECHV

BENCHMARKS

3. Improvement in School Readiness
and Achievement

Level of Support for Child’'s Learning and Development
Knowledge of Child’s Development and Developmental
Progress

Parent Child Relationship

(not used)

Level of Emotional Well-Being

Screening for Developmentally Appropriate
Communication Skills

Screening for Child’'s General Cognitive Delays
Screening for Self-Regulation

Screening for Social-Emotional Delays
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Benchmark 16(3.1): Level of Support for Child’'s Learning and Development

Goal & Rationale Benchmark Measurement Periods
Increase the proportion of enrolled parents who for HRSA/MIECHV

obtain a “normal” score on the HOME (Home Year 1: Jan 12012 -Sept 302012
Observation for Measurement of the Year 2: Oct 12012 -Sept 302013

Environment) assessment. Year 3: Oct 12013 - Sept 30 2014

+ Children’s later success in life is linked with Year 4: Oct 12014 - Sept 302015

how parents interact with them. Year 5 Oct 12015 - Sept 30 2016

+ Safe and nurturing relationships are critical
for children’s secure attachment and devel- lllinois Outcome Data
opment.

Year 1:
Year 2: 16/274=6%
Year 3: 75/204 = 37%

Data Collection is done by U of | Field Improvement

Data Collectors for this benchmark Baseline: 48/237 = 20%

1. Who is included: All enrolled MIECHV ?53?0303207;
participants Improvement

2. What is measured: parents’ level of Green =
support for their child’s learning and Yellow =
development Red =

3. When are data collected: During a
home visit scheduled with a Field Data
Collector, assessment is completed
within the first few weeks of enrolliment Numerator = # of parents who obtain a
and again at one-year and two-years “normal” score on the HOME af 12
post enroliment. months post enroliment

4. During a home visit, the HOME assess- Denominator = tofal # of parents
ment is administered by the Field Data enrolled for 12 or more months
Collector, with the home visitor present.

Data Entry

No data entry required for this benchmark. This information is not recorded in
Visit Tracker at this fime.

Note: While this benchmark looks at parents enrolled for 12 or more months,
baseline data is collected using the HOME assessment on all newly enrolled
MIECHY participants.
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Benchmark Background:

Level of Support for Child’s Learning and Development

During the early years, home and family constitute the most important
environment that exists for most children.

= The Infant-Toddler HOME (Home Observation for Measurement of the
Environment) assessment consists of 45 items and covers six main domains:

1. Responsivity: the extent to which the parent responds to the child’s be-
havior (offering verbal, tactile and emotional reinforcement for desired
behavior and communicating feely through words and actions).;

2. Acceptance of the Child: parental acceptance of less than optimal
behavior and avoidance of restriction and punishment;

3. Organization of the Environment: including regularity and predictability
of the environment;

4. Learning Materials: provides appropriate play and learning materials;

5. Parental Involvement: extent of parental involvement with the child;
and

6. Variety in Experience: variety in daily stimulation.

This assessment is designed to be done in the child’s home as a meas-
ure of the child’s home and family environment. Field Data Collectors
make observations during the home visit while the child is engaged in
typical everyday activities, and also conduct an interview with the
mother (or guardian) to complete this assessment. Eighteen items on
the HOME are based strictly on observation by the Field Data Collec-
tor, 15 on interview questions, and 12 on either observation or inter-
view.



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 17(3.2): Knowledge of Child’s Development and Developmental Progress

Goal & Rationale

Increase the proportion of enrolled parents who
obtain a “normal” score on the KIDI
(Knowledge of Infant Development Inventory).

¢+ When parents understand their child’'s develop-
ment they can create reasonable expectations
for behavior, and begin to identify which behav-
iors are normal, , when they may need to pro-
vide guidance, and when to access early inter-
vention services.

Data Collection is done by U of |
Field Data Collectors for this bench-
mark

1. Who is included: All enrolled MIECHV
participants

2. What is measured: parents’ knowledge
of child development

3. When are data collected: During a
home visit scheduled with a Field Data
Collector, the KIDI assessment is com-
pleted within the first few weeks of
enrollment and again at one-year and
two —years post enrollment.

4. During a home visit, the KIDI assessment
is administered by the Field Data
Collector, with the home visitor present.

Data Entry

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

lllinois Outcome Data

Year 1:

Year 2: 16/181=9%
Year 3: 29/148 = 20%
Improvement
Baseline: 36/163 = 22%

Comparison:
75/141 = 53%

Improvement

4

3
4

Green =
Yellow =
Red =

Numerator = # of parents active in the
program who obtain a *normal” score on
the KIDI for each observation at 12 months
post enrollment

Denominator = # of parents active in the
program to whom the KIDI was
administered for each observation at 12
months post enrollment

No data entry required for this benchmark. This information is not recorded in

Visit Tracker at this time.

Note: While this benchmark looks at parents enrolled for 12 or more months,
baseline data is collected using the KIDI assessment on all newly enrolled

MIECHYV participants.
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Benchmark Background:

Knowledge of Child’'s Development and Developmental Progress

= The Knowledge of Infant Development Inventory (KIDI) is de-
signed to assess a parent’s knowledge of infant development.
The KIDI was originally developed for research into factors
conftributing to parents’ child-rearing practices, and for evalu-
ating parent education programes.

= The KIDlis a 75-item instrument that was designed to obtain
comprehensive information on parents’ factual knowledge
of parental practices, child developmental processes, and
infant norms of behavior. The KIDI is designed to be easily
accessible to persons with limited education and to be
culturally neutral.

= Responses to KIDI items are scored as “agree,” “disagree,” or
“not sure.” From these items, three summary scores are calcu-
lated, including a total correct score (percent correct of all
the KIDI items).

= Research supports the idea that parents’ knowledge of child
development influences their parental practices, for better or
worse. Inadequate and/or distorted information regarding
child rearing is associated with practices that hinder normal,
positive development and promote negative emotional, cog-
nitive, and social patterns.



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 18(3.3): Parent Child Relationship

Goal & Rationale Benchmark Measurement Periods
Increase the proportion of enrolled parents who for HRSA/MIECHV

(Parenting Inferactions wih Chidrem Checkist YS9 15 Jan 12012 - Sept 302012

of Observations Linked to Outcomes) assess- Year2: Oct 12012 -Sept 302013
ment. Year 3: Oct 12013 - Sept 30 2014

+ Parents’ behavior during a child’s early years Year 4: Oct 12014 - Sept 302015

affects the child’'s development of social

. Year 5: Oct12015- Sept 302016
and cognitive abllities.

lllinois Outcome Data

Data Collection is done by U of | Field

Year 1:
Data Collectors for this benchmark Year 2: 31/181=17%
1. Who is included: All enrolled MIECHV Year 3:45/119 = 38%
participants Improvement

2. What is measured: parent-child Base""ef 83/141 = 59%
relationship Comparison:

4

3. When are data collected: During a home I]r;fa/rf\limzf
visit scheduled with a Field Data Collector,
the PICCOLO video assessment is Green = ’
completed within the first few weeks of Yellow =
enrollment (or when the child is three Red =

months old) and again at one-year and

two-years post enroliment. Numerator = # of parents active in the

4. During a home visit, the PICCOLO (video program who score in the “normal
taped) assessment is administered by the range” range on each administration of
Field Data Collector, with the home visitor PICCOLO at 12 months post enroliment
present. Denominator = total # of parents to

whom the PICCOLO was administered at
12 months post enrolliment

Data Entry

No data entry required for this benchmark. This information is not recorded on Visit
Tracker at this fime.

Note: While this benchmark looks at parents enrolled for 12 or more months, baseline
datais collected using the PICCOLO assessment on all newly enrolled MIECHYV partici-
pants.
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Benchmark Background:

Parent Child Relationship

A positive parenting attitude, appropriate parent- child expectations,
demonstrating sensitivity to infant cues, and providing age-appropriate
play material are all important indicators of effective parenting and
evidence of infant health promotion.

PICCOLO (Parent Interaction with Children: Checklist of Observations Linked
to Outcomes) data provides unique opportunities to assist home visitors to
work with participants to improve parent-child interactions.

The PICCOLO includes 29 items designed to measure positive parenting be-
haviors as parents interact with their infants, tfoddlers and young children. It
assesses four domains: affection (closeness, warmth, positive expressions to-
ward child); responsiveness (responds to child’s actions, emotions, and
words); encouragement (active engagement and support of child’s activi-
ties and initiatives); and teaching.

The PICCOLO helps us observe a wide range of parenting behaviors that
help children develop over time—an approach known as developmental
parenting.

For this assessment, the Field Data Collectors video record a ten-minute
causal, unscripted parent-child interaction activity. Videos are returned to
CPRD for review, scoring and analysis.

For more information on Developmental Parenting, see article by Lori Roggman
and Mark Innocenti “Effective Strategies to Engage Parents in Supporting their
Child’'s Development: http://www.parentsasteachers.org/images/stories/
Roggman__Innocenti_Strategies to_Engage Parents HANDOUT PAT2013.pdf



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 20(3.4): Level of Emotional Well-Being

Goal & Rationale Benchmark Measurement Periods

Increase the proportion of enrolled parents for HRSA/MIECHV

who obtain a “*normal” score on the Parenting Year 1: Jan 12012 -Sept 302012

Stress Index (PSl). Year2: Oct 12012 - Sept 30 2013

+ High parental stress levels have implications Year 3: Oct 12013 - Sept 302014
for children’s trajectory of physical and Year 4: Oct12014- Sept 302015

emotional growth. Year 5: Oct12015- Sept 302016

+ Chronic parental stress can negatively af-

fect the quality of parents’ response to their lllinois Outcome Data
child, as well as negatively affect parent- Year 1:
child reciprocal interaction. Year 2: 30/139 = 22%
Year 3: 120/122 = 98%
. 3 3 Improvement
Data Collection is done by U of | Field Baseline: 126/143 = 88%
Data Collectors for this benchmark Comparison:
o 120/123 = 98%
1. Who is included: All enrolled MIECHV par- | ;
ticipants mprovemen
Green =
2. What is measured: parenting stress Yellow =
3. When are data collected: During a home Red =
visit scheduled with a Field Data Collector,
the PSI survey is completed within the first Numerator = # of parents obtaining a
few weeks of enrollment and again at one score in the “normal” range on the PSI
-year and two-years post enrollment. for each observation at 12 months post
4. During a home visit, the PSI survey is ad- enroliment
ministered by the Field Data Collector, Denominator = total # of parents at 12
with the home visitor present. months post enroliment for whom the PSI
was administered for each observation
Data Entry

No data entry required for this benchmark. This information is not recorded in Visit
Tracker at this time.

Note: While this benchmark looks at parents enrolled for 12 or more months, baseline
data is collected using the PSI survey on all newly enrolled MIECHV participants.
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Benchmark Background:

Level of Emotional Well-Being

= Parenting stress is associated with maladaptive child rearing
as well as disruptive behavioral problems. Increased paren-
tal stress can be a risk factor for child maltreatment.

= The Parent Stress Index (PSI 4) Short Form is designed to eval-
uate the magnitude of stress in the parent-child system. Thir-
ty-six items are divided into three domains: Parental Distress
(emotional distress in the parenting role); Parent-Child Dys-
functional Interaction (problematic parent-child interac-
tions); and Difficult Child (problematic child behavior or de-
mands); when combined these subscales form a Total Stress
scale.

= The PSI helps identify the sources and different types of stress that
every parent can experience. We know that young children,
even infants, pick up on the stress their parents feel and when
that stress interrupts their ability to parent in a nurturing way, it
can have lasting emotional effects on their child.

= “The mothers experiencing a high level of stress were signifi-
cantly more likely to be younger, first-time parents, lacking a
high school degree, and receiving SSI/SSD at the time of in-
take. Mothers with twins or triplets were more likely to experi-
ence a high level of parenting stress.” (Healthy Families of
New York, The Link, Spring 2010, p. 5).



http://www.healthyfamiliesnewyork.org/Media/newsletters/link-spring2010.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 21(3.5): Screening for Developmentally Appropriate Communication Skills

Goal & Rationale Benchmark Measurement Periods
Increase or maintain the proportion of target for HRSA/MIECHV

children who are screened between 10 and 14 Year 1: Jan 12012 -Sept 302012
months for developmentally appropriate com- Year 2: Oct 12012 -Sept 302013

munication skils. Year 3: Oct 12013 - Sept 30 2014

¢+ Communication is crifical to a child's develop-
Year4: Oct 12014 - Sept 302015

ment. Communication begins at birth with

sounds and facial expressions and develops into Year 5: Oct 12015 - Sept 302016
verbal communication as the child approaches
toddlerhood.
¢ Parents play an important role in helping chil- lllinois Outcome Data
dren learn to communicate and eventually to

learn to read and write. Year 1:26/42 = 62%
Year 2: 114/178= 64%

Year 3: 156/179 =87%

Improvement

Data Collection Baseline: 116/160 = 73%
1. Who is Included: Children 12 months old ?2"8'7]%‘;":%';7
for whom the ASQ-3 was administered at °
between 10 to 14 months of age Improvement
Green = 100%

2. What is measured: Children's

developmentally appropriate Yellow = 90-99%

communication skills Red = 0-89%
3. When are data collected: During a home
Visit assessment Numerator = # of children screened for

developmentally appropriate
communication skills on ASQ-3 at the
12-month assessment

4. During a home visit, the ASQ-3 is
administered by the home visitor.

Denominator = # of children who are at
least 12 months old

Data Entry: Visit Tracker

e Click on “Children” tab; click on “Screenings”; click on “*New Screening”
e Entfer Screening Date; Screening Age, and Screener

e Complete all relevant screening information in boxes provided

e Under “Screening Type" select ASQ-3

e Note: This benchmark is for the 12 month screening and will count if completed
between 10 and 14 months of age.
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Benchmark Background:

Screening for Developmentally Appropriate Communication

The ASQ-3 is an assessment tool that helps parents provide information
about the developmental status of their child across five developmental are-
as: communication, gross motor, fine motor, problem solving, and personal-
social.

What is it?

Parent-completed questionnaires that reliably identify children from one month to
52 years with developmental delays.

What age range does it cover?

1-66 months.

How many questionnaires are there?

21 age-appropriate questionnaires for use at 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22,
24, 27, 30, 33, 36, 42, 48, 54, and 60 months of age.

How many items are there?

About 30 items per questionnaire about the child’s abilities.

How long does it take?

Each gquestionnaire takes 10-15 minutes for parents to complete and just 2-3
minutes for professionals to score.

Signs and symptoms of autism in babies and toddlers:

If autism is caught in infancy, treatment can take full advantage of the young
brain’s remarkable plasticity. Although autism is hard to diagnose before 24
months, symptoms often surface between 12 and 18 months. If signs are detected
by 18 months of age, intensive treatment may help to rewire the brain and reverse
the symptoms.

The earliest signs of autism involve the absence of normal behaviors—not the pres-
ence of abnormal ones—so they can be tough to spot. In some cases, the earliest
symptoms of autism are even misinterpreted as signs of a “good baby,” since the
infant may seem quiet, independent, and undemanding. However, you can catch
warning signs early if you know what to look for.

Some autistic infants don't respond fo cuddling, reach out to be Q’
picked up, or look at their mothers when being fed.



http://www.helpguide.org/articles/autism/autism-symptoms-and-early-signs.htm
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Goal & Rationale

Increase or maintain the proportion of target
children who are screened for cognitive
delays.

L2

Cognitive skills are the basic mental abilities
used for thinking, problem-solving, studying,
and learning. As children develop cognitively
they build capacity for problem solving and
retaining knowledge while learning about
their environment.

Benchmark 22(3.6): Screening for Child’s General Cognitive Delays

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is Included: Children 12 months old
for whom the ASQ-3 was administered at
between 10 to 14 months of age

. What is measured: Children’s

developmentally appropriate
communication, gross motor, fine motor,
problem solving, and personal-social skills

. When are data collected: During a

home visit assessment

During a home visit, the ASQ-3 is adminis-
tered by the home visitor.

lllinois Outcome Data

Year 1: 26/42 = 62%
Year 2: 114/178 = 64%
Year 3: 156/179 = 87%
Improvement

Baseline: 116/160 = 73%

Comparison:
128/157 = 82%

Improvement
Green = 100%
Yellow = 90-99%
Red = 0-89%

Data Entry: Visit Tracker

Numerator = # of children screened for
general cognitive delays on ASQ-3 af the
12-month assessment

Denominator = # of children who are at
least 12 months old

Click on “Children” tab; click on “Screenings”; click on “New Screening”

Enter Screening Date; Screening Age, and Screener

Complete all relevant screening information in boxes provided

Under “Screening Type” select ASQ-3

Note: This benchmark is for the 12 month screening and will count if completed be-

tween 10 and 14 months of age.
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Benchmark Background:

Screening for Child’s General Cognitive Delays

Developmental screenings provide an opportunity to:

» Obtain information from parents about their child, including strengths
and any concerns the parents may have about the child’s health, devel-
opment and behavior.

* Determine whether a child’s development is typical for age or is de-
layed in some regard.

* Talk with parents and involve them more effectively in planning future
home visits based on their child’s developmental needs.

Developmental delay is an important problem affecting 10% to 15%
of young children, with significantly higher rates among children who
live in poverty. Early detection and intervention for developmental
conditions such as autism, speech and language disorders, and
cognitive disabilities have been shown to improve long-term acao-
demic and behavioral outcomes for affected children; however,
many children are not identified until school age, thereby missing
treatments that are known to improve outcomes.

In 2006, the American Academy of Pediatrics (AAP) issued a policy
statement recommending systematic developmental screening in
primary care by using a validated tool with children 9, 18, and 30
months of age.

Newer parent-completed screening questionnaires compared with
traditional provider-administered screens address a major barrier to
screening: provider time. Two such screens, Parents’ Evaluation of
Developmental Status (PEDS) and Ages & Stages Questionnaires
(ASQ), are emerging as the tools of choice in many practices.

On the basis of their quality and usability in practice, they PP
are on a short list of recommended instruments Q’
(Pediatrics, 2009).



http://pediatrics.aappublications.org/content/124/4/e640.long
http://pediatrics.aappublications.org/content/124/4/e640.long
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 23(3.7): Screening for Self-Regulation

Goal & Rationale Benchmark Measurement Periods
Increase or maintain the proportion of en- for HRSA/MIECHV
rolled children who demonstrate positive Year 1: Jan 12012 -Sept 302012
self-regulation. Year2: Oct 12012 - Sept 30 2013
+ Parents and home visitors work together Year 3: Oct 12013 - Sept 302014

to provide a positive learning environment Year 4: Oct12014- Sept 302015

for children in the home. Parents can
encourage creativity, exploration,
communication, and inquiry for children
to support positive learning experiences

Year 5: Oct12015- Sept 302016

lllinois Outcome Data

for children. Year 1:26/42 = 62%
Year 2: 114/178=64%
Year 3: 156/179 =87%
Improvement
Baseline: 116/160 = 73%
Data Collection Comparison:
1. Who is Included: Children 12 months old 128/157 = 82%
for whom the ASQ-3 was administered at Improvement
between 10 to 14 months of age Green = 100%
2. What is measured: Children’s Yellow = 90-99%
development of self-regulating behaviors Red = 0-89%

3. When are data collected: During a

hor.ne visit ossess.m.en’r ) Numerator = # of target children screened
4. During a home visit, the ASQ-3 is for positive self-regulation and

administered by the home visitor. compliance on the ASQ-3 atf the 12-
month assessment

Denominator = # of children who are at
least 12 months old

Data Entry: Visit Tracker

e Click on “Children” tab; click on “Screenings”; click on “New Screening”
e Enter Screening Date; Screening Age, and Screener

e Complete all relevant screening information in boxes provided

e Under “Screening Type" select ASQ-3

e Note: This benchmark is for the 12 month screening and will count if completed
between 10 and 14 months of age.

50



Benchmark Background:

Screening for Self-Regulation

Zero to Three:

= Babies are born with some ability for self-regulation, but they cannot al-

ways control their strong emotions. Infants and toddlers who are over-
whelmed depend on the outside help, or external regulation, that re-
sponsive caregivers provide. Through caring relationships with adults, ba-
bies begin to develop their ability to self-regulate, an ability they will con-
tinue to work on and need throughout their lives (Beyond the Journal,
2006).

Beststart.org:
A child’s development occurs foremost through the reciprocal interac-

tions with a trusted adult. Usually parents set the foundation for good self-
regulation by providing an environment that is warm, nurturing and en-
courages frust. Parents and later, service providers model the process of
self-regulation and provide opportunities to discuss and practice the pro-
cess. Disruptions in the parent-child relationship through stress from factors
such as poverty, poor mental or physical health or maltreatment can ad-
versely affect the development of self-regulation.

Very young children can suffer from developmental and mental health difficul-
ties that may signal the need for referral to an early intervention or mental
health professional. Such professionals can diagnose and treat early signs of de-
velopmental or mental health difficulty. They also can consult with early care
and education professionals to help them support the child and family. Some
signs that an infant or toddler may need additional help include behaviors that
« are unusual for the child

cause the parents or other caregivers to see the child as “difficult”

make it difficult for the child to have satisfying relationships with others
are seen in different settings (i.e., at home, in the child care program) by

different obbservers

last for a long time

o
» 9,
Adapted, from R. Parlakian and N.L. Seibel, Building Strong Foundations: Practical Q"
Guidance for Promoting the Social-Emotional Growth of Infants and Toddlers
(Washington, DC: Zero to Three Press, 2002).



http://journal.naeyc.org/btj/200607/Gillespie709BTJ.pdf
http://www.beststart.org/OnTrack_English/pdf/OnTrack-Section6.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 24(3.8): Screening for Social-Emotional Delays

Goal & Rationale Benchmark Measurement Periods
Increase or maintain a 95% level of target for HRSA/MIECHV

children who are screened between 10 and Year 1: Jan 12012 -Sept 302012

14 months for developmentally appropriate Year 2: Oct 12012 - Sept 302013

social and emotional behaviors using ASQ-SE. Year 3: Oct 12013 - Sept 30 2014

Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

+ Social-emotional well-being is the
capacity to experience, regulate, and
express emotions; form close, secure
relationships; explore the environment
and learn. Parents’ emotional health lllinois Outcome Data
impacts the emotional health of their

Year 1: 26/42 = 62%

children beginning at birth and continuing Year 2: 78/178=44%
throughout their development. Year 3: 140/179 = 78%
Improvement
Baseline: 89/160 = 56%
Data Collection Comparison:
113/157 = 72%

1. Who is Included: Children 12 months old

for whom the ASQ-SE (Social Emotional) Improvement
screening was administered between 10 Green = 100%
to 14 months of age Yellow = 90-99%
2. What is measured: Children’s Red = 0-89%
developmentally appropriate social and
emotional behaviors Numerator = # of children screened for

developmentally appropriate social
emotional behaviors on ASQ-SE at the
12-month assessment

3. When are data collected: During a home
visit assessment

4. During a home visit, the ASQ-SE is

administered by the home visitor. Denominator = # of children who are at

least 12 months old

Data Entry: Visit Tracker

e Click on “Children” tab; click on “Screenings”; click on “New Screening”
e Enter Screening Date; Screening Age, and Screener

e Complete all relevant screening information in boxes provided

e Under “Screening Type" select ASQ-SE

e Note: This benchmark is for the 12 month screening and will count if completed be-
tween 10 and 14 months of age.
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Benchmark Background:

Screening for Social-Emotional Delays

Zero to Three:

= In their first years of life, children rapidly develop the social and
emotional capacities that prepare them to be self-confident, trust-
ing, empathic, intellectually inquisitive, competent in using lan-
guage to communicate, and capable of relating well to others.4
Sometimes called early childhood mental health, or infant mental
health, healthy social and emotional development refers to a
child’s developing capacity to:

e Experience, manage and express the full range of positive and
negative emotions;

e Develop close, satisfying relationships with other children and
adults; and

e Actively explore their environment and learn.

= Social and emotional development lays the foundation that helps
guide a child into adulthood. Early experiences can build a strong
foundation or a fragile one, and can affect the way children react
and respond to the world around them for the rest of their lives.

= Positive parenting practices—including responsive caregiving, positive
discipline, supports for language and learning, and playful interactions—
promote social and emotional health.



http://main.zerotothree.org/site/DocServer/helping_young_children_succeed_final.pdf?docID=1725
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.
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26. Domestic Violence Screening
27. Referrals for Domestic Violence Services

28. Safety Plan Development
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Goal & Rationale Benchmark Measurement Periods

Increase or maintain the proportion of for HRSA/MIECHV
enrolleq mQThers who are screened for Year1: Jan 12012 - Sept 30 2012
domestic violence.

+ Domestic violence is a pattern of abusive Year2: Oct 12012 -Sept 302013
and threatening behaviors used by one Year 3: Oct 12013 - Sept 302014
person in a relationship, typically to
control the other. Violence takes many Year4: Oct 12014 - Sept 302015
forms and can happen all the time or Year 5: Oct12015- Sept 302016
once in a while.

+ Children in homes where domestic
violence is present are more likely to be lllinois Outcome Data
abused and/or neglected. Most children

in these homes know about the violence. Year 1.

Even when the child is not abused Year 2:153/269=57%
awareness of, or withessing domestic Year 3:196/207 = 95%
violence can result in emotional or Improvement
behavioral problems. Baseline: 174/233 = 75%

Comparison:

199/204 = 98%

Data Collection Improvement
1. Who is Included: Women enrolled in home Green = 100%
visiting for at least 1 year Yellow = 90-99%
2. What is measured: Instances of/risk for Red = 0-89%
domestic violence
3. When are data collected: During a home visit
assessment L
4. During a home visit, the 4P’s Plus assessment is Numerator = # of women parficipating

in home visiting for at least 1 year who
were screened for domestic violence
using the 4P’s Plus assessment tool

administered by the home visitor; Domestic
violence questions are:
« Have you ever felt out of control or help-

less?2 Denominator = # of women
« Does your partner threaten to hurt or participating in home visiting for at least
punish you? 1 year

Data Entry: Visit Tracker

. Onthe PVR, check the appropriate box “DOVE/Futures Without Violence/4 P’s” or ... Enfer

a score on the guardian assessments page in the Futures screen.

If the guardian has a positive screen: Go to "Resource Referral' on guardian tab and add a
new referral. Choose "Domestic Violence Referral" as referral type. Or... click the "R" next to
Domestic Violence Services on the PVR.

Note: Scores of 21 or above on the Futures screen require a referral to domestic violence
services.

56




Benchmark Background:

Domestic Violence Screening

Addressing Domestic Violence in Home Visitation Settings webinar:
http://www.futureswithoutviolence.org/addressing-domestic-violence-
in-home-visitation-settings/

University of lowa

= For those young children who experience economic risks and adverse family
circumstances—particularly domestic violence, substance abuse, or mater-
nal depression—the possibility of negative outcomes is heightened. These risk
factors, either singly or in combination, disproportionately affect low-income
adults, particularly women.

= A synthesis of research on more vulnerable families finds that although some
children do well, many others show some combination of attachment prob-
lems (especially for infants and toddlers), developmental delays, learning dis-
abilities, symptoms of post-traumatic stress disorder, difficulty in peer and oth-
er caregiver relationships, and later vulnerability to alcohol, tobacco, drugs
and substance abuse.

= The literature which specifically focuses on the impact of violence on chil-
dren begins to tell an even more nuanced story. Although much remains to
be learned, it is already clear that many young children live in families where
their mothers are abused. For example, in a study of police response to 2,400
adult victims of misdemeanor domestic assault in five U.S. cities, more than
80% of the affected households included children; almost half had children
under 5 years old.

= A study of Head Start families found that 17 percent of parents report that
their children have been exposed to domestic violence, and 3 percent of
their children have been abused. There is also an intergenerational aspect
to the problem. In the last 20 years, the majority of studies have found that
between 30 and 60 percent of the children of abused wom-
en are themselves maltreated, often by the men who are
assaulting their mothers. To make matters even more diffi- Q’
cult, some of the children who are exposed to violence at
home also withess it on the streets of their communities.



http://www.ncdsv.org/images/UI-SSW_EarlyChildhoodDVandPoverty_1-2004.pdf
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 27(4.2): Referrals for Domestic Violence Services

Goal & Rationale

Increase or maintain referrals to appropriate
domestic violence services for women
experiencing domestic violence.

¢+ Those who experience domestic violence,
including children, need frusted adults to furn
to for help and comfort, as well as services to
help them to cope with their experiences.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1. Who is Included: women who have
screened positive for domestic violence

2. What is measured: Referrals for domestic
violence services

3. When are data collected: During home
visit screening for domestic violence

4. On a home visit, referral services are
offered to women screening positive for
domestic violence.

lllinois Outcome Data

Year 1:

Year 2: 6/7 = 86%
Year 3: 30/32 = 94%
Improvement
Baseline: 9/9 = 100%

Comparison:
13/14 =93%

No Improvement
Green = 100%
Yellow = 90-99%
Red = 0-89%

Data Entry: Visit Tracker

Numerator = # of women identified as
experiencing domestic violence during
the reporting period that are referred for
relevant domestic violence services

Denominator = # of women who
screened positive for domestic violence

e Scores of 21 and above in the Futures screen require a referral to domestic violence

services.

e Indicate areferral was made by clicking the “R" next to Domestic Violence Services

on the PVR.
Or...

Go to "Resource Referral' on guardian tab and add a new referral. Choose

"Domestic Violence Referral" as referral type."
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Benchmark Background:

Referrals for Domestic Violence Services

lllinois Department of Human Services -
Domestic Violence Victims Services

Domestic violence programs located throughout lllinois provide safety
assistance to victims of domestic violence.

Other State Resources:

= lllinois Coalition Against Domestic Violence www.ilcadv.org

ILCADV provides a variety of local services to survivors of domestic vio-
lence and their children including emergency shelter, legal advocacy,

counseling, and professional training.

= lllinois Coalition Against Sexual Assault www.icasa.org

ICASA is a state coalition consisting of 33 sexual assault crisis centers
and 26 satellite offices. The coalition works to end sexual violence and
provide

quality services to victims of sexual assault through counseling, educa-
tion, and advocacy.

Here's a link to a Futures Without Violence, Addressing Domestic
Violence in Home Visitation Settings webinar:
hitp://www.futureswithoutviolence.org/addressing-domestic-violence-
in-home-visitation-settings/



http://www.dhs.state.il.us/page.aspx?item=30275
http://www.dhs.state.il.us/page.aspx?item=30275
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

Benchmark 28(4.3): Safety Plan Development

Goal & Rationale

Increase or maintain safety plan
development among enrolled women who
have been referred to domestic violence
services.

+ Asafety plan for domestic violence victims
consists of a list of strategies, resources, and
tips which constitute a plan to keep family
members safe in the instance of future
violence of threats of violence.

Benchmark Measurement Periods

for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1. Who is Included: women referred for
domestic violence services during
reporting period

plan in response to occurrence of do-
mestic violence

3. When are data collected: During home
visit subsequent to positive screening for
domestic violence

4. On a home visit, inquire regarding the

referred to domestic violence services.

2. What is measured: Development of safety

lllinois Outcome Data

Year 1:

Year 2: 2/6 = 33%
Year 3: 9/14 = 64%
Improvement
Baseline: 6/9 = 67%

Comparison:
9/14 = 64%

No Improvement
Green = 100%
Yellow = 90-99%
Red = 0-89%

development of a safety plan to mother

Data Entry: Visit Tracker

Numerator = # of women referred for
relevant domestic violence services who
develop a safety plan during the reporting
period

Denominator = # of women who were
referred for relevant domestic violence
services during the reporting period

e Create a Domestic Violence Safety plan if screened positive on construct 26.

e To do so, from either the PVR Goals section or under the Guardian Goals link on
the left, create a "Domestic Violence Safety Plan” Goal.

e Click “Met” to indicate a safety plan was made.
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Benchmark Background:

Safety Plan Development

One in every four women will experience domestic violence in her lifetime.

The National Coalition Against Domestic Violence website
http://www.ncadv.org/protectyourself/MyPersonalSafetyPlan.php
has Safety Plans and other resources.

The domesticviolence.org website has useful tips and information in a
Personalized Safety Plan handbook.

This document includes information on how to stay safe when leaving
an abuser, the cycle of violence, and Orders of Protection.

RESOURCES:

lllinois Coalition Against Domestic Violence www.ilcadv.org

ILCADV provides a variety of local services to survivors of domestic violence
and their children including emergency shelter, legal advocacy,
counseling, and professional training.

lllinois Coalition Against Sexual Assault www.icasa.org

ICASA is a state coalition consisting of 33 sexual assault crisis centers and 26
satellite offices. The coalition works to end sexual violence and provide
quality services to victims of sexual assault through counseling, education,
and advocacy.

This Futures Without Violence, Addressing Domestic Violence in Home
Visitation Settings webinar includes information on safety planning:
http://www futureswithoutviolence.org/addressing-domestic-violence-
in-home-visitation-settings/



http://www.domesticviolence.org/personalized-safety-plan/
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.
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ILLINOIS MIECHV
BENCHMARKS

5. Family Economic Self-Sufficiency

29.
30.

32.

Household Income and Benefits
Employment or Education of Adult Members of
Household

Insurance Status for All Family Members

63



Goal & Rationale

Increase household income and benefits

from time of enrollment to child’s 1st birthday.

L2

Household income influences access to

health care, food, quality services, and often

indirectly impacts child development.
Children growing up in poverty have lower
academic achievement and experience
more illness compared to children living in
more affluent homes.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is Included: Families enrolled in
program for at least 1 year

What is measured: Change in family
income and benefits over 1st year of
enrollment

. When are data collected: During home

visit subsequent to 1 year post
enrollment

On a home visit, ask the mother to
provide information regarding increases
in income and benefits quarterly.

lllinois Outcome Data

Year 1.

Year 2: 30/274=11%
Year 3: 80/204 = 39%
Improvement
Baseline: 0/478 = 0%
Comparison

110/478 = 23%

Improvement

4

3
4

Data Entry: Visit Tracker

Under “Guardian” click on “Demographics.”

Numerator = # of families, whose total
household (mother & baby) income and
benefits at child’s first birthday is greater
than it was at the time of enrollment

Denominator = # of families who have
participated in the program for one year

Scroll down to bottom of page to “Family Income History.”
Click on “*Add Item” and fill out boxes for Date, Avg. Monthly (average monthly

income), #in house (number of household members).
Use check boxes to indicate “Income Type,” clicking on all that apply.

Note: This information should be entered upon enrollment and then updated
quarterly. The amount shoud include the primary caregiver's income and
the secondary caregiver's income only if they live in the home. It should NOT
include other household members such as grantparents or other familiy

members.

Note: In order to achieve this benchmark, household income and benefits have to

have increased.
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Benchmark Background:

Household Income and Benefits

National Center for Children in Poverty

= Risk factors in relation to child development include poverty, single par-
ent, teen mother, low parental education, unemployed parents, house-
holds without English speakers, and large family size.

= Inlllinois, of 461,000 children under age 3 (2012), 43% live in low income
households (below 200% of federal poverty threshold).

= Inlllinois, of 461,000 children under age 3 (2012), 23% live in poverty-level
households (below 100% of federal poverty threshold).

= Inlllinois, of 461,000 children under age 3 (2012), 11% live in extreme pov-
erty-level households (below 50% of federal poverty threshold).

= Inlllinois, 40% of children under age 3 experience either 1 or 2 of the risks
listed above.

= Inlllinois, 17% of children under age 3 experience 3 or more of the risks
listed above.

RESOURCE:

lllinois WorkNet centers throughout the state assist in finding resources for job
searches, career preparation, and work support such as financial aid, child
care and more. This is a free service for lllinois residents.
http://www.illinoisworknet.com/vos portal/residents/en/

Career_Specialist Directory/
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Benchmark 30(5.2): Employment or Education of Adult Members of Household

Goal & Rationale Benchmark Measurement Periods
for HRSA/MIECHV

Increase proportion of families who within 12

months of setting educational attainment as Year 1. Jan 12012 -Sept 302012
a program goal have an adult in the Year 2: Oct 12012 -Sept 302013
household who has either completed high Year 3: Oct 12013 - Sept 30 2014

school, obtained a GED, or enrolled in post-

. Year 4: Oct 12014 - Sept 302015
secondary fraining.

Year 5: Oct12015- Sept 302016

4

¢+ Parental education is considered an im-
portant predictor of children's achievement.
Parental education also affects parents’ lllinois Outcome Data
employment opportunities and access to
available services, thus impacting children's
economic, educational, and
socio-emotional attainment.

Year 1.

Year 2: 27/109 = 25%

Year 3: 33/89 =37%

Improvement

Data Collection Baseline.: 0/198 = 0%

Comparison:

1. Who is Included: Participants enrolled for 60/198 = 30%
at least 1 year who have identified Improvement
educational attainment goals

2. What is measured: Family members who
have set educational goals and received
a high school diploma or GED, or enrolling
in post secondary training or

4
v

Numerator = # of families participating in
the program who identify educational

education program attainment as part of their goal plan, and
3. When are data collected: During a home who either graduate from high school,
visit subsequent to 1 year post obtain a General Equivalency Diploma,
enrollment or enroll in a post secondary training or
education program by the end of 1 year

4. On a home visit, ask family members re-
garding their educational achievement

and education/training program Denominator = # of participants who
enrollment. identify educational attainment as part

of their goal plan and have been
enrolled for at least 1 year

of services

Data Entry: Visit Tracker

o Under “Guardian” click on “Goals/Plans.”

« If appropriate, enter "Education” as a goal

« If "Education” is a goal, check quarterly to see if goal has been attained.

« If goal has been attained, change status to “Completed” and enter “End Date.”
« Note: This benchmark tracks educational goal attainment but not employment.
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Benchmark Background:

Employment or Education of Adult Members of Household

National Center for Children in Poverty

Among children under age 3 in lllinois, 11% are in households with low
parental education.

Among children under age 3 in lllinois, 10% are in households with un-
employed parents.

Among children under age 3 in lllinois, 9% are in households with both
low income and low parental education.

Among children under age 3 in lllinois, 11% are in households with both
low income and low parental education.

RESOURCE:

lllinois WorkNet centers throughout the state assist in finding resources for job
searches, career preparation, and work support such as financial aid, child
care and more. This is a free service for lllinois residents.
http://www.illinoisworknet.com/vos portal/residents/en/

Career_Specialist Directory/
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Benchmark 32(5.3): Insurance Status for All Family Members

Goal & Rationale Benchmark Measurement Periods

Increase the number of household members for HRSA/MIECHV

who have health insurance. Year 1: Jan 12012 -Sept 302012

¢ Both maternal and child health are impacted Year2: Oct 12012 -Sept 302013
by access to healthcare and preventive ser- Year 3: Oct 12013 - Sept 302014
vices.

Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

lllinois Outcome Data

Year 1:
Year 2: 195/274=71%
Data Collection Year 3: 139/203 = 68%

1. Who is Included: households enrolled for at No Improvement

least 1 year Baseline: 82/236 = 35%

Comparison:
139/203 = 68%

Improvement

2. What is measured: Families with all house-
hold members covered by health insur-
ance

3. When are data collected: At enrollment
and updated quarterly

4. On a home visit, ask mother about the
health insurance status of all family mem-
bers living in the home.

Numerator = # of households with all
family members covered by public or
private health insurance at 1 year post
enrollment

Denominator = # of households in the
program for at least 1 year

Data Entry: Visit Tracker

e Go to Guardian page; click on Health Info tab; find Insurance History

e Click “Add Insurance History Item”

e Enter Date, History Status, and answer “Yes/No” to “Are all family members insured at
this time?e”

e Note: These steps are related to Benchmark 8.

e Note: Consider primary guardian, other parent only if they live in the home, and all of
the primary guardian’s children living in the home for this benchmark.
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Benchmark Background:

Insurance Status for All Family Members

The lllinois Department of Human Services website at:

http://www.dhs.state.il.us/page.aspxgitem=29722

has health and medical information links, including for

Get Covered lllinois hitp://getcoveredillinois.gov/ (Affordable Care Act).

Affordable Care Act (ACA): The ACA requires that health insurance poli-

cies cover the following preventive services for pregnant women: prenatal
care visits, alcohol misuse screening and counseling; tobacco counseling
and cessation intervention; Rh compatibility screening; iron deficiency
anemia screening; gestational diabetes screening; infection screening;

breastfeeding support, supplies, and counseling.

— For all women, the ACA requires coverage for contraception and con-
traceptive counseling; and for domestic violence screening and coun-

seling.

= For newborns, the ACA requires gonorrhea preventive medication for
the eyes; screening for congenital hypothyroidism, hearing problems,

phenylketonuria (PKU), and sickle cell anemia.

= For all children: immunizations; medical history; blood pressure screen-
ing; hematocrit or hemoglobin screening; vision screening; develop-
mental screening; behavioral assessments; height, weight, and body

mass index measurements; and obesity screening and counseling.



http://www.babycenter.com/0_how-the-affordable-care-act-aca-affects-pregnant-women-and-f_10371090.bc?page=2
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ILLINOIS MIECHV
BENCHMARKS

6. Coordination and Referrals for Other
Community Resources and Supporis

33.
34.
35.
36.
37.

Identification for Need for Services
Family Referrals to Community Resources
Completed Referrals

Memoranda of Understanding

Clear Point of Contact
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Goal & Rationale

Increase or maintain the proportion of
families assessed for child development,
maternal depression, or domestic violence.

*

ldentifying a family’s needs allows home
visitors to refer family members to appropriate
services.

Families are screened for services during the
initial screening as well as screenings for
tobacco use, maternal depression, child
development and domestic violence.

Benchmark 33(6.1): Identification for Need for Services

Benchmark Measurement Periods

for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is Included: families enrolled for at
least 1 year

. What is measured: Assessment of

families’ service needs using ASQ-3,
EPDS, and Futures Without Violence
screening tools

. When are data collected: During home

visits when appropriate

On home visits, assess the family’s need
for services relating to maternal
depression, child development, and
domestic violence, based on screening
results.

lllinois Outcome Data

Year 1:

Year 2: 247/274=90%
Year 3: 204/204 = 100%
Improvement

Baseline: 193/236 = 82%

Comparison:
204/204 = 100%

Improvement
Green = 100%
Yellow = 90-99%
Red = 0-89%

y

4
y

Data Entry: Visit Tracker

Numerator = # of participating families
who have been assessed for service
needs during the first year of services

Denominator = # of families enrolled for
at least 12 months

Note: In order to achieve this benchmark, family must have been assessed for either

maternal depression (EPDS, Benchmark 5), child development (ASQ-3, Benchmarks 21,
22, 23), or domestic violence (Futures Without Violence and/or 4Ps+, Benchmark 26) by
one year post enrollment.
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Benchmark Background:

Identification for Need for Services

Assessing a family’s needs is the first step towards getting the support or ser-
vices in place that will help the family thrive.

= Home visitors work with families to promote the meaningful connections
within families and communities to support the development of each
child and family. Parents are empowered to ask for help and given the
tools to find community and socials supports.

= Community resources can reduce parental stress and potential infor-
mation deficits that may lead to child safety issues later on and help en-

hance parental employment, family housing, and meet family health
needs.
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Goal & Rationale

Increase or maintain the proportion of
families with identified service needs who are
referred to available community resources
within T month of receiving a positive
screening.

L2

Families are identified as needing services
using screenings for fobacco use, maternal
depression, child development and domestic
violence.

ldentifying a family’s needs allows home
visitors to refer family members to appropriate
services.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is Included: families identified as
having a service need

What is measured: Family referrals to
community resources

. When are data collected: During each

home visit

On each home visit, refer families with
identified/assessed need to appropriate
services.

lllinois Outcome Data

Year 1.

Year 2: 7/14=50%
Year 3: 28/37 =76%
Improved

Baseline: 20/29 = 69%
Comparison:

28/37 =76%
Improved

Data Entry: Visit Tracker

Numerator = # of participating families
with an identified service need who are
referred to an available community
service within one month of positive
screening

Denominator = # of families identified as
having a service need

Note: In order to achieve this benchmark, families that have been assessed and
identified with a positive screen or concern regarding either maternal depression (EPDS,
Benchmark 5), child development (ASQ-3, Benchmarks 21, 22, 23), or domestic violence
(Futures Without Violence and/or 4Ps+, Benchmark 26), must have been referred to
community resources.
Note: EPDS=14 or above; Futures=21 or above; ASQ -3 = at or below cutoff score or
parent identifies a concern
See benchmarks 5, 26 and 27 for data entry instructions.

74




Benchmark Background:

Family Referrals to Community Resources

A referral constitutes any recommendation made to participating family
memobers, including the target child, for services outside of the home visiting
organization that address the physical, emotional, educational, financial or
social needs of the family. The referral will be followed up with the family,
and/or service provider, if appropriate to determine if the family received
the needed services and documented accordingly. (GA Benchmark Glossa-

ry)

The 2-1-1 Initiative in lllinois

2-1-1 is an easy-to-remember, non-emergency telephone number that con-
nects people with essential community information and services. 2-1-1 saves
time and frustration through specialists who match callers to the right agen-
cy based on each caller's need.

The 24-hour line makes it easy for the public to navigate the maze of human
service providers and help lines. All calls are free, anonymous and confiden-
tial.

Callers can get live assistance with needs such as:
e Food and shelter

e Counseling and mental health services

e Income and employment support

e Help for the elderly and people with disabilities
« Resources for children and families
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Benchmark 35(6.3): Completed Referrals

Goal & Rationale

Increase proportion of families referred to
community resources who complete the

referrals by accessing resources.

L2

When families indicate need for additional
support or intervention services, referrals can
be a way to support self-sufficiency,
empowerment, and achieving optimal
health.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 - Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1.

Who is Included: Families referred for
services

What is measured: Completed service
referrals

. When are data collected: During each

home visit

On each home visit, ask the mother if the

family has completed service referral/s.

lllinois Outcome Data

Year 1.

Year 2: 4/7=57%
Year 3:20/28 =71%
Improved

Baseline: 15/20 = 75%
Comparison:

20/28 =71%

No Improvement
Green = 100%
Yellow = 90-99%
Red = 0-89%

Data Entry: Visit Tracker

Numerator = # of participating families
referred to an available community
service who complete the service referral

Denominator = # of families referred for
services

Under Guardian find “Resource Referral” tab and locate referral made for this family

related to positive screen

Click on Update icon and answer question for “Family Received Services”: Yes, No,

Unknown

Note: “Yes” can include any family that has followed up on the referral, even if they
have not received the services.
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Benchmark Background:

Completed Referrals

A referral constitutes any recommendation made to participating fami-
ly members, including the target child, for services outside of the home
visiting organization that address the physical, emotional, educational,
financial or social needs of the family. The referral will be followed up
with the family, and/or service provider, if appropriate to determine if
the family received the needed services and documented according-
ly. (GA Benchmark Glossary)

Following up on referrals provides an opportunity to make sure the ini-
tial referral was appropriate and sufficient, that the contact information
was up to date and that the initial referral was sufficient to meet the
family’s needs.
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Benchmark 36 (6.4): Memoranda of Understanding

(Community System Development)

Goal & Rationale

Increase the number of formal agreements
with other social services agencies.

¢+ A Memorandum of Understanding (MOU)
establishes a clear understanding of an
agreement between parties to outline
specific roles and responsibilities in the
exchange of resources or information.
MOUs may be a helpful tool when foster-
ing collaboration between agencies and
defining shared expectations. Families
benefit when community service
agencies are working together to address
the needs of the community.

Benchmark Measurement Periods
for HRSA/MIECHV

Year 1: Jan 12012 -Sept 302012
Year 2: Oct 12012 -Sept 302013
Year 3: Oct 12013 - Sept 302014
Year 4: Oct 12014 - Sept 302015
Year 5: Oct12015- Sept 302016

Data Collection

1. Who is Included: Agencies with which HV
services have a formal MOU

2. What is measured: Formal agreements
with social service agencies

3. When are data collected: ongoing

lllinois Outcome Data
Year 1: 40

Year 2: 126
Year 3: 190

4

3
4

Data Entry

Visit Tracker may be adding a component to tfrack MOUs. For now, your agency will
keep a separate list and report a total number of agencies with which you have MOUSs.

Note: This is a Community System Development (CSD) benchmark.
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Benchmark Background:

Memoranda of Understanding

The Goal for Community Systems Development is to establish a system for co-
ordinating maternal, infant, and early childhood services that are comprehen-
sive, culturally appropriate, and high quality. To accomplish this goal, it is cru-
cial to engage all early childhood services, related services, and key stake-
holders.

Maternal and Infant Child Health, and Early Childhood Care and Education
Services originate from multiple federal, state, and community systems and
services. This often results in fragmentation, isolation, and even unneeded
competition at the local level. CSD’s role is to build leadership capacity for
infant and child services that integrate, coordinate and reduce duplication of
services and systems, thus improving the availability and quality of services.

One common indicator that provides evidence of the formalization
(structures, capacity and high performance) of a CSD is number and types
of key Memoranda of Understanding (MOUs). These demonstrate commit-
ments to participating and partnering among a full range of early child com-
munity agencies and organizations. A second aspect of a high quality MOU
concerns whether and how partnerships and commitments are honored and
implemented; that roles and responsibilities are not viewed as pro forma, but
are functional. The quality of a MOU can be validated by the CSD with semi-
annual or annual reviews of the MOU and the successes and challenges that
may have surfaced during its implementation.

MOUs are not legally binding, but serve as a formalized statement of the mu-
tual expectations of two agencies. An MOU represents a signed commitment
on the part of two or more parties to conduct interagency business in a speci-
fied manner.
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Benchmark 37 (6.5): Clear Point of Contact

(Community Systems Development)

Goal & Rationale Benchmark Measurement Periods

: : for HRSA/MIECHV
Increase the number of agencies with a clear
point of contact for receiving referrals from Year 1: Jan 12012 -Sept 302012

home visifing providers. Year2: Oct 12012 -Sept 302013

+ Building relationships between organizations Year3: Oct 12013 - Sept 302014
enhances a program'’s ability to collaborate Year 4: Oct 12014 - Sept 302015

with other community-based groups. Year 5: Oct 12015 - Sept 302016

lllinois Outcome Data
Year 1: 53

Year 2: 219
Year 3: 309

Data Collection

4

1. Who is Included: Agencies serving
families with children

2. What is measured: Identified contact
persons in social service agencies

3. When are data collected: ongoing

4
v

Data Entry

e Visit Tracker may be adding a component to frack community agency contacts. For
now, your agency will keep a separate list and report a total number of agencies with
which you have coordinated contact people.

e Note: This is a Community Systems Development (CSD) benchmark.
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Benchmark Background:

Clear Point of Contact
(Community Systems Development)

Another key indicator in establishing strong partnerships and func-
tional collaboration with local community based agencies and or-
ganizations is the engagement of key personnel into the Communi-
ty Systems Development (CSD) network; i.e., identifying a specific
contact person who participates or has knowledge of the CSD'’s
goals, objectives and activities. Ideally, the key contact person will
be part of the CSD network, or they will identify a “gatekeeper” to
be contacted and/or linked to their services and resources. Many
CSD’s use directories, websites or meetings to identify and monitor
services or points of contact. Most importantly, the agency or indi-
vidual serving as the point of contact must ensure that changes in
services, policies and personnel are updated regularly to maintain
awareness of currently available services, ensure that communica-
tion channels stay open, and enhance continuity of services to

home visiting program participants.



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

82



Links to Online Resources (Control + Click)

lllinois Governor's Office of Early Child Development: MIECHV

The lllinois Governor's Office of Early Childhood Development website has a wealth of
information for MIECHV programs including: MIECHV Webinars; Visit Tracker Training
Videos; Assessment Tools, Newsletters and other early childhood and home visiting
program resources.

Ounce of Prevention: Home Visiting Programs

U.S. Dept. of Health & Human Services, Women'’s Health, Prenatal Care Fact Sheet

Centers for Disease Control and Prevention (CDC): Developmental Monitoring and
Screening

Center for Effective Parenting (Arkansas)

Zero to Three: Behavior and Development

National Coalition Against Domestic Violence

National Center for Children in Poverty: State Demographics

Looking Through Their Eyes—Childhood Trauma Resources:

http://lookthroughtheireyes.org/

The DCFS SPD searchable online catalog of community-based resources
addressing the needs of children and families in lllinois is available at

https://illinoisoutcomes.dcfs.illinois.gov/

Click on Provider Database.
Enter your username and password (password is case-sensitive).
If you do not already have a username and password, or if you have ‘9

an old username and password but have forgotten them, please
contact Erik Sandberg at DCFS: Erik.Sandberg@illinois.gov .



http://www2.illinois.gov/gov/OECD/Pages/MIECHVP.aspx
http://www.ounceofprevention.org/programs/homevisiting.php
http://womenshealth.gov/publications/our-publications/fact-sheet/prenatal-care.html
http://www.cdc.gov/ncbddd/childdevelopment/screening.html
http://www.cdc.gov/ncbddd/childdevelopment/screening.html
http://parenting-ed.org/
http://www.zerotothree.org/child-development/
http://www.ncadv.org/index.php
http://www.nccp.org/profiles/
https://illinoisoutcomes.dcfs.illinois.gov/
mailto:Erik.Sandberg@illinois.gov
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=i4CiHnejs-js1M&tbnid=tTGlWsfEQ0iV5M:&ved=0CAUQjRw&url=http%3A%2F%2Fthebirthbug.wordpress.com%2Ftag%2Fchildbirth-international%2F&ei=vpqIU6T9BYOZyATP0YGQAg&bvm=bv.

—_

Thank you to Great Start Georgia for use of their template to develop this
Benchmark Glossary resource for our lllinois MIECHYV sites.

Copies of this document are available on the lllinois Governor’s Office of
Early Childhood website: http://www2.illinois.gov/gov/OECD/Pages/
MIECHVP.aspx. Suggestions for additions and revisions are welcome!

Questions and comments can be directed to:

Lesley Schwartz, Manager of Program Evaluation, lllinois Governor's Office
of Early Childhood Development

Call (312) 814-4841 or e-mail: Lesley.Schwartz@illinois.gov
Mary Anne Wilson, MIECHV Research Project Specialist,

University of lllinois, Institute of Government and Public Affairs. Center for
Prevention Research and Development,

Call (217) 333-3231 or e-mail: mawilso@uillinois.edu
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