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EXECUTIVE SUMMARY

Delaware’s Maternal, Infant and Early Childhood Home Visiting Program leverages crucial

partnerships to maximize Affordable Care Act (ACA) federal funding for home visiting. There

are four existing programs that use home visiting as the primary mechanism of service delivery.

Table 1. Existing Programs in Delaware that use Home Visiting.

Program Operating Agency Funding Source
Healthy Families America Division of Public Federal ACA Home Visiting
(known programmatically as Smart  [Health grant & state general funds
Start)
Nurse-Family Partnership Children & Families  |[Evidence-Based Home Visiting
First Grantee (incorporated into ACA
Home Visiting grant), state funds
and donations from the not-for-
profit and private sector.
Parents as Teachers Department of State funds
Education
Early Head Start Department of Federal funds (non-ACA) and
Education & University state funds
of Delaware

Consistent with the collaborative nature of Delaware, even though only two programs receive
ACA funding, all four home visiting programs will be partnering in Delaware’s Maternal, Infant
and Early Childhood Home Visiting (DMIEC-HV) Program. This cross-sectional commitment to
operating a program that provides a continuum of home visiting program makes Delaware

uniquely positioned to successfully implement the vision of the ACA.

Based on a comprehensive needs assessment (submitted September 2010) six at-risk
communities (zones) were identified as benefiting particularly from targeted home visiting
services. Three are located in the metropolitan city of Wilmington (Delaware’s largest city) and
three in the rural southern part of the state, Sussex County. Although services are available
statewide, families residing in the six zones will receive priority service through the ACA grant
funded program, Smart Start, operated through the Division of Public Health. Community input
was incorporated into the determination of service delivery models. Through data collection,
evaluation and quality improvement, Delaware will measure the positive impact of home visiting

services of women, children and families.



SECTION L. IDENTIFICATION OF DELAWARE’S
TARGETED AT-RISK COMMUNITIES



Identifying Delaware’s At-Risk Communities

Zip codes may vary considerably in population and sizeable demographic differences may exist
from one location within a zip code to another. To help mitigate these weaknesses, Delaware’s
zip codes were aggregated into 18 “zones” with 2000 census population ranging from 22,573 to
58,301. The zip codes were loosely assigned to each zone by sharing similar rates of the
following demographic indicators:
e High School Completion. Defined as the percentage of the population age 25 and
over without a high school degree.
e Poverty Level. Defined as the percentage of the population below the 100% Federal
Poverty Level.
e Unemployment Rate. Defined as the percentage of the population age 16 and over in

the labor force who are unemployed.

The median income reported in the 2000 census for each of the zip codes was taken, and through
regression analysis, was assessed as being a fairly robust variable to explain the three
demographic indicators above. To ascertain the weighted average median income of each zone,
a calculation involving both the population proportion of each zip code within each zone and

median income was performed.

In the original needs assessment analysis the highest risk zones were located in the metropolitan
City of Wilmington. Although the results were not surprising there was consensus among the
Home Visiting Steering Committee that services were needed in other areas of the state, beyond
the City of Wilmington. Therefore, a sub-analysis was performed for Kent and Sussex Counties
only and the top three at-risk communities were identified based on the metrics identified in the
Affordable Care Act. The needs assessment finding were vetted with stakeholders and
community members through the Home Visiting Steering Committee and community
engagement forums (further discussed in section 3). Based on feedback, it was determined that
six zones, three from Wilmington and three from the Kent/Sussex counties would constitute the
targeted communities for Delaware’s Maternal, Infant and Early Childhood Home Visiting
(DMIEC-HV) Program. A detailed assessment of the needs and existing resources of each of the

six communities is provided below.



ZONE 1: Wilmington River Area

Zone 1 is located in the

northeastern geographic region of

the Wilmington metropolitan area.

It includes the cities and towns of
Bellefonte, Claymont, Edgemoor,
and parts of Wilmington. Itis
comprised of zip codes 19703 and
19809 and census tracts 101.01,
101.02, 102, 103, 104, 105, 107,
and 108.

Zone 1 was targeted as a high-risk
community that would be
supported by the MIECHV
program as it had among the
lowest performing maternal and

child health indicators in
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Delaware. The following tables provide detailed data for Zone 1.
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Age Breakdown
Indicator _ Zonel : Delaware
Estimate Percentage Estimate Percentage

Total Population 31,334 wx 863,832 *x
Age: Under 5 years 2,282 7.28% 58,302 6.75%
Age: 5to9years 1,782 5.69% 54,911 6.36%
Age: 10 to 14 years 1,999 6.38% 56,126 6.50%
Age: 15to 19 years 1,869 5.96% 61,003 7.06%
Age: 20 to 24 years 1,568 5.00% 56,402 6.53%
Age: 25to 34 years 4,658 14.87% 112,525 13.03%
Age: 35to 44 years 4,652 14.85% 121,689 14.09%
Age: 45 to 54 years 4,906 15.66% 125,193 14.49%
Age: 55 to 59 years 2,078 6.63% 52,054 6.03%
Age: 60 to 64 years 1,520 4.85% 46,778 5.42%
Age: 65 to 74 years 1,729 5.52% 63,066 7.30%
Age: 75 to 84 years 1,440 4.60% 40,433 4.68%
Age: 85 years and over 851 2.72% 15,350 1.78%

2005-2009 data. American Community Survey 5-Year Estimates.



Race/Ethnicity Breakdown

Indicator Zone 1 Delaware
Estimate Percentage Estimate Percentage
Total Population 31,334 ** 863,832 **
Race: One race 30,806 98.31% 863,832 98.28%
Race: Two or more races 528 1.69% 58,302 1.72%
White Non-Hispanic 21,402 68.30% 590,627 68.37%
Black Non-Hispanic 7,225 23.06% 173,903 20.13%
Hispanic 1,208 3.86% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.
Maternal and Newborn Health
Indicator Numerator Denominator Zone 1 Delaware
. Feto-Infant Deaths, Age . .
Infant Mortality Less Than 1 Year 1,000 Live Births 11.20 8.54
Low Birth Weight Live Births Less than 2500 Total Live Births 10.67% 9.3%
Infants Grams
Premature Birth \Iy\ll\égkilrths Before 37 Total Live Births 14.71% 13.8%
2003-2007 data. Delaware Health Statistics Center.
Child Maltreatment
Indicator Numerator Denominator Zone 1 Delaware
. Reported Substantiated Total Population Age 0-17 0 0
Child Maltreatment Maltreatment Years 0.89% 1.03%
2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children’s Bureau.
Domestic Violence
Indicator Numerator Denominator Zone 1 Delaware
11th Graders who 11th Graders who
1 1 1 1 0, 0,
Domestic Violence V\/_ltnessed_ Domestic Completed the 2009 YRBS 2.45% 5.16%
Violence in the Past Month
2009 data. Delaware Youth Risk Behavior Survey.
Family Economic Self-Sufficiency
Indicator Zone 1 Delaware
Number of Households 13,019 325,160
Annual Earnings in 2009 Inflation-Adjusted Dollars
for Population 25 Years and over with Earnings $317,729 $34,846
Percentage of Households with Poverty Status at o 0
Below Poverty Level in Past 12 Months 8.34% 9.58%
Percentage of Households receiving Food Stamps in o 0
Past 12 Months 5.62% 7.23%
Percentage of Population 18 to 24 Years with Less o 0
than High School Graduate 17.37% 18.13%
Percentage of Population 16 Years and over and in o 0
the Labor Force that are Unemployed 5.93% 7.23%

2005-2009 data. American Community Survey 5-Year Estimates.




As with all the six at-risk communities selected for the DMIEC-HV, Wilmington River Area has

strengths and risk factors. Among the strengths are resources including:

e Claymont Family Health Services

e Claymont State Service Center/Community Center

e Strong network of churches and community-based organizations

e Invested school board and advisory board for the Mt. Pleasant School-Based Health Center

e Support of the Wilmington Consortium

Compared to the state as a whole, Wilmington River Area residents have a higher risk for the

following:

3 Infant mortality
4 Low birth weight

5  Unemployment

There are four home visiting programs currently operating in this zone. There are no home

visiting programs that have been discontinued since March 23, 2010. Given the small size of

Delaware, all four home visiting programs operate statewide. Currently, there is no systematic

reporting by geographic area. Therefore, the numbers of families served by program represents

the statewide number, not the number for this particular zone.

Table 2: Number and Types of Home Visiting Programs Statewide.

and University of
Delaware

social services

Home Visiting Home Visiting Model Families Served Referral Source | Referrals Made
Agency Last Year
Division of Healthy Families America | 415 families with Hospitals, health | WIC, social
Public Health (known programmatically | children under the | care providers, services, child
as Smart Start) age and/or during Medicaid welfare, TANF,
pregnancy Managed Care Medicaid
Children and Nurse-Family Partnership | 91 clients Smart Start, Housing assistance,
Families First health care Medicaid, TANF,
providers, CBO’s | employment
assistance
Department of Parents as Teachers 1,190 families Schools, other Medicaid, child
Education home visiting welfare, TANF
programs
Early Head Start | Department of Education | 306 families CBO’s, provides, | Housing assistance,

mental health,
TANF, adult
education




Based on the community engagement forum feedback, residents of Wilmington River Area were
concerned with crime, lack of good jobs available for young people, lack of family support for
young women and children and the safety of neighborhoods. These themes were universal
across all the community engagement forums in Wilmington, which highlights the shared
concerns regarding economic viability and security. In order to effect changes through home
visiting services, it is crucial that DMIEC-HV also partner with initiatives aimed at offering job

placement/training and neighborhood social capital.

ZONE 3: Center City Wilmington
Zone 3 is located in the central
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The tables on the following pages provide detailed age, race/ethnicity, and benchmark-related

data for Zone 3.



Age Breakdown

. Zone 3 Delaware

Il Estimate Percentage Estimate Percentage

Total Population 57,435 ** 863,832 **

Age: Under 5 years 3,571 6.22% 58,302 6.75%

Age: 5to 9years 3,433 5.98% 54,911 6.36%

Age: 10to 14 years 3,419 5.95% 56,126 6.50%

Age: 151to 19 years 3,624 6.14% 61,003 7.06%

Age: 20 to 24 years 3,706 6.45% 56,402 6.53%

Age: 25 to 34 years 9,491 16.52% 112,525 13.03%

Age: 35 to 44 years 8,069 14.05% 121,689 14.09%

Age: 45 to 54 years 8,474 14.75% 125,193 14.49%

Age: 55 to 59 years 3,287 5.72% 52,054 6.03%

Age: 60 to 64 years 2,818 4.91% 46,778 5.42%

Age: 65 to 74 years 3,721 6.48% 63,066 7.30%

Age: 75 to 84 years 2,633 4.58% 40,433 4.68%

Age: 85 years and over 1,289 2.24% 15,350 1.78%
2005-2009 data. American Community Survey 5-Year Estimates.

Race/Ethnicity Breakdown

. Zone 3 Delaware

el ey Estimate Percentage Estimate Percentage

Total Population 57,435 wx 863,832 *x

Race: One race 56,505 98.38% 863,832 98.28%

Race: Two or more races 930 1.62% 58,302 1.72%

White Non-Hispanic 18,286 31.84% 590,627 68.37%

Black Non-Hispanic 34,839 60.66% 173,903 20.13%

Hispanic 2,965 5.16% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.

Maternal and Newborn Health

Indicator Numerator Denominator Zone 3 Delaware

. Feto-Infant Deaths, Age . .

Infant Mortality Less Than 1 Year 1,000 Live Births 14.19 8.54

ILnof\zlvnlzrth Weight Ic_;lr\g?n I?rths Less than 2500 Total Live Births 15.10% 9.3%

Premature Birth b\',‘éngs'”hs Before 37 Total Live Births 18.07% | 13.8%
2003-2007 data. Delaware Health Statistics Center.

Child Maltreatment

Indicator Numerator Denominator Zone 3 Delaware

Child Maltreatment Reported Substantiated Total Population Age 0-17 1.13% 1.03%

Maltreatment Years

2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children’s Bureau.
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Domestic Violence

Indicator Numerator Denominator Zone 3 Delaware
11th Graders who
- . . 11th Graders who 0 0
Domestic Violence V\/_ltnesseq Domestic Completed the 2009 YRBS 5.26% 5.16%
Violence in the Past Month

2009 data. Delaware Youth Risk Behavior Survey.

Family Economic Self-Sufficiency

the Labor Force that are Unemployed

Indicator Zone 3 Delaware
Number of Households 24,645 325,160
Annual Earnings in 2009 Inflation-Adjusted Dollars

for Population 25 Years and over with Earnings $27,900 $34,846
Percentage of Households with Poverty Status at o 0
Below Poverty Level in Past 12 Months 19.18% 9.58%
Percentage of Households receiving Food Stamps in o 0
Past 12 Months 18.08% 7.23%
Percentage of Population 18 to 24 Years with Less o 0
than High School Graduate 28.46% 18.13%
Percentage of Population 16 Years and over and in 11.15% 793%

2005-2009 data. American Community Survey 5-Year Estimates.

As with all the six at-risk communities selected for the DMIEC-HV, Center City Wilmington has

strengths and risk factors. Among the strengths are resources including:

e Northeast State Service Center

e Porter State Service Center

e Henrietta Johnson Medical Center
e Westside Family Healthcare

e Wilmington Hospital Health Center

e Strong network of churches and community-based organizations

e Invested school board and advisory board for the Howard School-Based Health Center

e Support of the Wilmington Consortium

Compared to the state as a whole, Center City Wilmington residents have a higher risk for the

following:
6  Child maltreatment

7  Poor maternal and child health

11



There are four home visiting programs currently operating in this zone. There are no home

visiting programs that have been discontinued since March 23, 2010. Given the small size of

Delaware, all four home visiting programs operate statewide. Currently, there is no systematic

reporting by geographic area. Therefore, the numbers of families served by program represents

the statewide number, not the number for this particular zone. Please see Table 2 for the number

and types of home visiting programs operating statewide.

Based on the community engagement forum feedback, residents of Center City Wilmington were

concerned with crime, lack of good jobs available for young people, lack of family support for

young women and children and the safety of neighborhoods. These themes were universal

across all the community engagement forums in Wilmington, which highlights the shared

concerns regarding economic viability and security. In order to effect changes through home

visiting services, it is crucial that DMIEC-HV also partner with initiatives aimed at offering job

placement/training and building neighborhood social capital.

ZONE 4: Western Wilmington

Zone 4 is located in
the central and
western geographic
region of the
Wilmington
metropolitan area.
It includes the cities
and towns of
Elsmere, Newport,
and parts of
Wilmington. Itis
comprised of zip
codes 19804 and
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19805 and census tracts 14, 22, 23, 24, 25, 123, 124, 125, 126, 127, 129, and 130.
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Note that many of the neighborhoods that are at-risk in Zone 4 are located in Wilmington with

fewer in Elsmere and Newport. This zone shares a heavily populated border with Zone 3.

The tables on the following pages provide age, race/ethnicity, and benchmark-related data for
Zone 4.

Age Breakdown

Indicator : Zone 4 _ Delaware
Estimate Percentage Estimate Percentage
Total Population 43,735 el 863,832 *x
Age: Under 5 years 3,381 7.73% 58,302 6.75%
Age: 5to9years 2,834 6.48% 54,911 6.36%
Age: 10to 14 years 2,740 6.27% 56,126 6.50%
Age: 151to 19 years 3,054 6.98% 61,003 7.06%
Age: 20 to 24 years 2,783 6.36% 56,402 6.53%
Age: 25 to 34 years 7,372 16.86% 112,525 13.03%
Age: 35 to 44 years 5,886 13.46% 121,689 14.09%
Age: 45 to 54 years 5,944 13.59% 125,193 14.49%
Age: 55 to 59 years 2,141 4.90% 52,054 6.03%
Age: 60 to 64 years 2,277 5.21% 46,778 5.42%
Age: 65 to 74 years 2,333 5.33% 63,066 7.30%
Age: 75 to 84 years 2,079 4.75% 40,433 4.68%
Age: 85 years and over 911 2.08% 15,350 1.78%
2005-2009 data. American Community Survey 5-Year Estimates.
Race/Ethnicity Breakdown
Indicator : Zone 4 : Delaware
Estimate Percentage Estimate Percentage
Total Population 43,735 wx 863,832 *x
Race: One race 42,987 98.29% 863,832 98.28%
Race: Two or more races 748 1.71% 58,302 1.72%
White Non-Hispanic 25,243 57.72% 590,627 68.37%
Black Non-Hispanic 9,224 21.09% 173,903 20.13%
Hispanic 8,380 19.16% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.
Maternal and Newborn Health
Indicator Numerator Denominator Zone 4 Delaware
Infant Mortality Feto-Infant Deaths, Age | 4 40 | jye Births 9.70 8.54
Less Than 1 Year '
Low Birth Weight Live Births Less than 2500 Total Live Births 10.22% 9.3%
Infants Grams
Premature Birth \Iy\ll\éngS"ths Before 37 Total Live Births 14.77% 13.8%

2003-2007 data. Delaware Health Statistics Center.
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Child Maltreatment

Indicator Numerator Denominator Zone 4 Delaware
. Reported Substantiated Total Population Age 0-17 0 0
Child Maltreatment Maltreatment Years 1.05% 1.03%

2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children’s Bureau.

Domestic Violence

Indicator Numerator Denominator Zone 4 Delaware

11th Graders who
L h . 11th Graders who

Domestic Violence Witnessed Domestic 7.35% 5.16%

Violence in the Past Month Completed the 2009 YRBS
2009 data. Delaware Youth Risk Behavior Survey.

Family Economic Self-Sufficiency

Indicator Zone 4 Delaware

Number of Households 16,740 325,160

Annual Earnings in 2009 Inflation-Adjusted Dollars

for Population 25 Years and over with Earnings $32,502 334,846

Percentage of Households with Poverty Status at 0 0

Below Poverty Level in Past 12 Months 14.31% 9.58%

Percentage of Households receiving Food Stamps in o 0

Past 12 Months 13.39% 7.23%

Percentage of Population 18 to 24 Years with Less o 0

than High School Graduate 37.86% 18.13%

Percentage of Population 16 Years and over and in o 0

the Labor Force that are Unemployed 8.27% 7.23%

2005-2009 data. American Community Survey 5-Year Estimates.

As with all the six at-risk communities selected for the DMIEC-HV, Western Wilmington has

strengths and risk factors. Among the strengths are resources including:

e Belvedere State Service Center

e Westside Family Healthcare

e Strong network of churches and community-based organizations

e Invested school board and advisory board for the Delcastle School-Based Health Center

e Support of the Wilmington Consortium

Compared to the state as a whole, Western Wilmington residents have a higher risk for the

following:

8 Poverty

9  Having less than a high school education
10 Low birth weight
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There are four home visiting programs currently operating in this zone. There are no home
visiting programs that have been discontinued since March 23, 2010. Given the small size of
Delaware, all four home visiting programs operate statewide. Currently, there is no systematic
reporting by geographic area. Therefore, the numbers of families served by program represents
the statewide number, not the number for this particular zone. Please see Table 2 for the number

and types of home visiting programs operating statewide.

Based on the community engagement forum feedback, residents of Western Wilmington were
concerned with crime, lack of good jobs available for young people, lack of family support for
young women and children and the safety of neighborhoods. These themes were universal
across all the community engagement forums in Wilmington, which highlights the shared
concerns regarding economic viability and security. In order to effect changes through home
visiting services, it is crucial that DMIEC-HV also partner with initiatives aimed at offering job

placement/training and building neighborhood social capital.

The following map displays the percent of persons below poverty by census tract in New Castle

County, the location of Zones 1, 3, and 4.

Percent of Children 0-17 Below Poverty - New Castle County
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The following map displays the percent of children below poverty by census tract in New Castle

County, the location of Zones 1, 3, and 4.

Percent of Persons Below Poverty - New Castle County
2005-2009 Census American Community Survey Census Tract Data
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ZONE 15: Southern Kent & Northern Sussex

W™ Woodside Woodside

Zone 15 is located in the
central geographic region
of Delaware. It includes
the cities and towns of

Ellendale, Farmington, o

Greenwood, Harrington,
Milford, and Slaughter

- & Y - @
My, Harrngen o

Houston

as

e

Beach. It is comprised of
zip codes 19941, 19942, ey
19946, 19950, 19952, ety
19954, 19960, and 19963 =
and census tracts 424,

425, 426, 427, 429, 430,

431, 501.01, 501.02, 501.03, 502, 503.01, and 503.02.
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Courtesy: Google Maps

Among communities in Kent and Sussex counties, Zone 15 has among the highest percentages of

residents over the age of 25 that did not complete high school.

The tables provide detailed age, race/ethnicity, and benchmark-related data for Zone 15.

Age Breakdown

Indicator _ Zone 15 : Delaware
Estimate Percentage Estimate Percentage

Total Population 49,771 ** 863,832 *x
Age: Under 5 years 3,107 6.24% 58,302 6.75%
Age: 5to9years 3,115 6.26% 54,911 6.36%
Age: 10 to 14 years 3,242 6.51% 56,126 6.50%
Age: 15to 19 years 3,110 6.25% 61,003 7.06%
Age: 20 to 24 years 3,241 6.51% 56,402 6.53%
Age: 25to 34 years 6,068 12.19% 112,525 13.03%
Age: 3510 44 years 6,790 13.64% 121,689 14.09%
Age: 45 to 54 years 7,790 15.65% 125,193 14.49%
Age: 55 to 59 years 3,265 6.56% 52,054 6.03%
Age: 60 to 64 years 2,728 5.48% 46,778 5.42%
Age: 65 to 74 years 4,182 8.40% 63,066 7.30%
Age: 75 to 84 years 2,403 4.83% 40,433 4.68%
Age: 85 years and over 730 1.47% 15,350 1.78%

2005-2009 data. American Community Survey 5-Year Estimates.
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Race/Ethnicity Breakdown

Indicator Zone 15 Delaware
Estimate Percentage Estimate Percentage
Total Population 49,771 ** 863,832 **
Race: One race 48,951 98.35% 863,832 98.28%
Race: Two or more races 820 1.65% 58,302 1.72%
White Non-Hispanic 37,550 75.45% 590,627 68.37%
Black Non-Hispanic 8,181 16.44% 173,903 20.13%
Hispanic 2,872 5.77% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.
Maternal and Newborn Health
Indicator Numerator Denominator Zone 15 | Delaware
. Feto-Infant Deaths, Age . .
Infant Mortality Less Than 1 Year 1,000 Live Births 8.03 8.54
Low Birth Weight Live Births Less than 2500 Total Live Births 8.19% 9.3%
Infants Grams
Premature Birth \Iy\ll\égkilrths Before 37 Total Live Births 13.08% 13.8%
2003-2007 data. Delaware Health Statistics Center.
Child Maltreatment
Indicator Numerator Denominator Zone 15 | Delaware
. Reported Substantiated Total Population Age 0-17 0 0
Child Maltreatment Maltreatment Years 0.89% 1.03%
2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children s Bureau.
Domestic Violence
Indicator Numerator Denominator Zone 15 | Delaware
11th Graders who
N ; . 11th Graders who 0 0
Domestic Violence V\/_ltnessed_ Domestic Completed the 2009 YRBS 3.59% 5.16%
Violence in the Past Month
2009 data. Delaware Youth Risk Behavior Survey.
Family Economic Self-Sufficiency
Indicator Zone 15 Delaware
Number of Households 18,995 325,160
Annual Earnings in 2009 Inflation-Adjusted Dollars
for Population 25 Years and over with Earnings $30,681 334,846
Percentage of Households with Poverty Status at o 0
Below Poverty Level in Past 12 Months 10.91% 9.58%
Percentage of Households receiving Food Stamps in o 0
Past 12 Months 10.45% 7.23%
Percentage of Population 18 to 24 Years with Less o 0
than High School Graduate 24.75% 18.13%
Percentage of Population 16 Years and over and in o 0
the Labor Force that are Unemployed 6.84% 7.23%

2005-2009 data. American Community Survey 5-Year Estimates.
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As with all the six at-risk communities selected for the DMIEC-HV, Southern Kent/Northern
Sussex has strengths and risk factors. Among the strengths are resources including:

e Milford State Service Center

e Local churches and fraternal organizations

e Invested school board and advisory board for the Milford School-Based Health Center

Compared to the state as a whole, Southern Kent/Northern Sussex residents have a higher risk
for the following:

11 Poverty

12 Having less than a high school education

13  Unemployment

There are four home visiting programs currently operating in this zone. There are no home
visiting programs that have been discontinued since March 23, 2010. Given the small size of
Delaware, all four home visiting programs operate statewide. Currently, there is no systematic
reporting by geographic area. Therefore, the numbers of families served by program represents
the statewide number, not the number for this particular zone. Please see Table 2 for the number

and types of home visiting programs operating statewide.

Based on the community engagement forum feedback, residents of Southern Kent/Northern
Sussex were concerned with unemployment, cost of living, proper housing and access to
education and health services. Given the relative small population size in Kent and Sussex
Counties, only one community engagement forum was held. The concerns of residents highlight
the economic insecurity in communities that rely on agricultural and food processing (namely
poultry) industries. The geographic isolation and lack of public transportation makes access to
services (health and social) a challenge. In order to effect changes through home visiting
services, it is crucial that DMIEC-HV also partner with initiatives aimed at enhancing access to

care and the built environment.
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The maps on the following page display the percent of persons below poverty and the percent of

children below poverty by census tract in Kent County. A portion of Zone 15 is located in Kent

County.

Percent of Persons Below Poverty - Kent County
2005-2009 Census American Community Survey Data
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Percent of Children 0-17 Below Poverty - Kent County
2005-2009 Census American Community Survey Data
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ZONE 17: Western Sussex

Zone 17 is located in the southwestern '

Courtesy: Google Maps

geographic region of Delaware. It ool s
includes the cities and towns of A i Bridgeville State *F ores
Bethel, Blades, Delmar, Laurel, and
Seaford. Itis comprised of zip codes

Georgetown

19933, 19940, 19956, and 19973 and
census tracts 504.01, 504.02, 504.03,
504.04, 517.01, 517.02, 518.01,
518.02, and 5109.

Historically, Zone 17 has had one of

the highest poverty rates (poverty

calculated as residents below 100%
federal poverty level) among zones Trap Pond

. ) State Park
located in Kent and Sussex counties. E‘B

Among all communities in Delaware, Delmar
9 ]

Zone 17 has among the highest
percentage of residents over the age of 25 that did not complete high school. The following
tables provide detailed age, race/ethnicity, and benchmark-related data for Zone 17.

Age Breakdown

Indicator _ Zone 17 : Delaware
Estimate Percentage Estimate Percentage

Total Population 45,026 wx 863,832 *x
Age: Under 5 years 3,817 8.48% 58,302 6.75%
Age: 5to9years 2,997 6.66% 54,911 6.36%
Age: 10 to 14 years 2,967 6.59% 56,126 6.50%
Age: 151to 19 years 3,101 6.89% 61,003 7.06%
Age: 20 to 24 years 2,644 5.87% 56,402 6.53%
Age: 25 to 34 years 5,073 11.27% 112,525 13.03%
Age: 35 to 44 years 5,679 12.61% 121,689 14.09%
Age: 45 to 54 years 6,229 13.83% 125,193 14.49%
Age: 55 to 59 years 3,072 6.82% 52,054 6.03%
Age: 60 to 64 years 2,560 5.69% 46,778 5.42%
Age: 65 to 74 years 3,596 7.99% 63,066 7.30%
Age: 75 to 84 years 2,391 5.31% 40,433 4.68%
Age: 85 years and over 900 2.00% 15,350 1.78%

2005-2009 data. American Community Survey 5-Year Estimates.
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Race/Ethnicity Breakdown

Indicator Zone 17 Delaware
Estimate Percentage Estimate Percentage
Total Population 45,026 *x 863,832 il
Race: One race 44,240 98.25% 863,832 98.28%
Race: Two or more races 786 1.75% 58,302 1.72%
White Non-Hispanic 31,809 70.65% 590,627 68.37%
Black Non-Hispanic 9,092 20.19% 173,903 20.13%
Hispanic 2,574 5.72% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.
Maternal and Newborn Health
Indicator Numerator Denominator Zone 17 | Delaware
. Feto-Infant Deaths, Age . .
Infant Mortality Less Than 1 Year 1,000 Live Births 7.49 8.54
Low Birth Weight Live Births Less than 2500 Total Live Births 8.35% 9.3%
Infants Grams
Premature Birth \Iy\ll\égkilrths Before 37 Total Live Births 13.59% 13.8%
2003-2007 data. Delaware Health Statistics Center.
Child Maltreatment
Indicator Numerator Denominator Zone 17 | Delaware
. Reported Substantiated Total Population Age 0-17 0 0
Child Maltreatment Maltreatment Years 0.80% 1.03%
2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children’s Bureau.
Domestic Violence
Indicator Numerator Denominator Zone 17 | Delaware
11th Graders who
N ; . 11th Graders who 0 0
Domestic Violence V\{ltnesseq Domestic Completed the 2009 YRBS 4.96% 5.16%
Violence in the Past Month
2009 data. Delaware Youth Risk Behavior Survey.
Family Economic Self-Sufficiency
Indicator Zone 17 Delaware
Number of Households 16,816 325,160
Annual Earnings in 2009 Inflation-Adjusted Dollars
for Population 25 Years and over with Earnings $31,984 $34,846
Percentage of Households with Poverty Status at o 0
Below Poverty Level in Past 12 Months 12.49% 9.58%
Percentage of Households receiving Food Stamps in o 0
Past 12 Months 12.05% 7.23%
Percentage of Population 18 to 24 Years with Less o 0
than High School Graduate 23.19% 18.13%
Percentage of Population 16 Years and over and in o 0
the Labor Force that are Unemployed 6.84% 7.23%

2005-2009 data. American Community Survey 5-Year Estimates.
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As with all the six at-risk communities selected for the DMIEC-HV, Western Sussex has

strengths and risk factors. Among the strengths are resources including:

e Bridgeville State Service Center

e Laurel State Service Center

e Shipley State Service Center

e Local churches and fraternal organizations

¢ Invested school board and advisory board for the Woodbridge, Laurel, Seaford and Delmar
School-Based Health Centers

Compared to the state as a whole, Western Sussex residents have a higher risk for the following:
14 Poverty

15 Having less than a high school education

There are four home visiting programs currently operating in this zone. There are no home
visiting programs that have been discontinued since March 23, 2010. Given the small size of
Delaware, all four home visiting programs operate statewide. Currently, there is no systematic
reporting by geographic area. Therefore, the numbers of families served by program represents
the statewide number, not the number for this particular zone. Please see Table 2 for the number

and types of home visiting programs operating statewide.

Based on the community engagement forum feedback, residents of Western Sussex were
concerned with unemployment, cost of living, proper housing and access to education and health
services. Given the relative small population size in Kent and Sussex Counties, only one
community engagement forum was held. The concerns of residents highlight the economic
insecurity in communities that rely on agricultural and food processing (namely poultry)
industries. The geographic isolation and lack of public transportation makes access to services
(health and social) a challenge. In order to effect changes through home visiting services, it is
crucial that DMIEC-HYV also partner with initiatives aimed at enhancing access to care and the

built environment.
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ZONE 18: Eastern Sussex

Zone 18 is located in the

= {133 srench
southeastern geographic &
region of Delaware. It
includes the cities and
towns of Bethany Beach,
Dagsboro, Fenwick Island,
Frankford, Long Neck,
Millsboro, Ocean View,
Selbyville and South

Bethany. It is comprised of

zip codes 19930, 19939,
w G

\alds @ County Airport Cro

9 )
“Prese Ré

Selbyville

PNB wodng

Frankford

Miliville

oy
Delawari

& Seashon

State Pa

AeH 815800

Ocean View,

o8
I

Sauth

19944, 19945, 19966,

112

19967, 19970, and 19975 and census tracts 506.02, 507.02, 512, 513.01, 513.02, 513.03, 513.04,
514, and 515. The following tables provide detailed demographic and benchmark-related data

specific to Zone 18.

Age Breakdown
Indicator : Zone 18 : Delaware
Estimate Percentage Estimate Percentage

Total Population 48,495 wx 863,832 *x
Age: Under 5 years 2,596 5.35% 58,302 6.75%
Age: 5to9years 2,265 4.67% 54,911 6.36%
Age: 10 to 14 years 2,282 4.71% 56,126 6.50%
Age: 151to 19 years 2,368 4.88% 61,003 7.06%
Age: 20 to 24 years 2,153 4.44% 56,402 6.53%
Age: 25 to 34 years 3,764 7.76% 112,525 13.03%
Age: 3510 44 years 5,171 10.66% 121,689 14.09%
Age: 45 to 54 years 6,327 13.05% 125,193 14.49%
Age: 55 to 59 years 4,082 8.42% 52,054 6.03%
Age: 60 to 64 years 4,567 9.42% 46,778 5.42%
Age: 65 to 74 years 7,473 15.41% 63,066 7.30%
Age: 75 to 84 years 4,141 8.54% 40,433 4.68%
Age: 85 years and over 1,306 2.69% 15,350 1.78%

2005-2009 data. American Community Survey 5-Year Estimates.
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Race/Ethnicity Breakdown
Indicator Zone 18 Delaware
Estimate Percentage Estimate Percentage
Total Population 48,495 *x 863,832 il
Race: One race 47,645 98.25% 863,832 98.28%
Race: Two or more races 850 1.75% 58,302 1.72%
White Non-Hispanic 40,982 84.51% 590,627 68.37%
Black Non-Hispanic 3,167 6.53% 173,903 20.13%
Hispanic 2,768 5.71% 57,807 6.69%
2005-2009 data. American Community Survey 5-Year Estimates.
Maternal and Newborn Health
Indicator Numerator Denominator Zone 18 | Delaware
. Feto-Infant Deaths, Age . .
Infant Mortality Less Than 1 Year 1,000 Live Births 9.52 8.54
Low Birth Weight Live Births Less than 2500 Total Live Births 734% 9.3%
Infants Grams
Premature Birth \Iy\ll\égkilrths Before 37 Total Live Births 14.31% 13.8%
2003-2007 data. Delaware Health Statistics Center.
Child Maltreatment
Indicator Numerator Denominator Zone 18 | Delaware
. Reported Substantiated Total Population Age 0-17 0 0
Child Maltreatment Maltreatment Years 0.88% 1.03%
2006-2008 data. U.S. Department of Health & Human Services, Administration on Children, Youth and Families, Children’s Bureau.
Domestic Violence
Indicator Numerator Denominator Zone 18 | Delaware
11th Graders who
N ; . 11th Graders who 0 0
Domestic Violence V\{ltnesseq Domestic Completed the 2009 YRBS 7.34% 5.16%
Violence in the Past Month
2009 data. Delaware Youth Risk Behavior Survey.
Family Economic Self-Sufficiency
Indicator Zone 18 Delaware
Number of Households in Zone 20,203 325,160
Annual Earnings in 2009 Inflation-Adjusted Dollars
for Population 25 Years and over with Earnings $30,212 $34,846
Percentage of Households with Poverty Status at o 0
Below Poverty Level in Past 12 Months 7.98% 9.58%
Percentage of Households receiving Food Stamps in o 0
Past 12 Months 5.99% 7.23%
Percentage of Population 18 to 24 Years with Less o 0
than High School Graduate 22.00% 18.13%
Percentage of Population 16 Years and over and in o 0
the Labor Force that are Unemployed 8.81% 7.23%

2005-2009 data. American Community Survey 5-Year Estimates.
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As with all the six at-risk communities selected for the DMIEC-HV, Eastern Sussex has
strengths and risk factors. Among the strengths are resources including:

e Pyle State Service Center

e Local churches and fraternal organizations

e Invested school board and advisory board for the Indian River School-Based Health Center

Compared to the state as a whole, Eastern Sussex residents have a higher risk for the following:
16 Domestic violence
17 Having less than a high school education

There are four home visiting programs currently operating in this zone. There are no home
visiting programs that have been discontinued since March 23, 2010. Given the small size of
Delaware, all four home visiting programs operate statewide. Currently, there is no systematic
reporting by geographic area. Therefore, the numbers of families served by program represents
the statewide number, not the number for this particular zone. Please see Table 2 for the number

and types of home visiting programs operating statewide.

Based on the community engagement forum feedback, residents of Eastern Sussex were
concerned with unemployment, cost of living, proper housing and access to education and health
services. Given the relative small population size in Kent and Sussex Counties, only one
community engagement forum was held. The concerns of residents highlight the economic
insecurity in communities that rely on agricultural and food processing (namely poultry)
industries. The geographic isolation and lack of public transportation makes access to services
(health and social) a challenge. In order to effect changes through home visiting services, it is
crucial that DMIEC-HYV also partner with initiatives aimed at enhancing access to care and the

built environment.
The maps on the following page display the percent of persons below poverty and the percent of

children below poverty by census tract in Sussex County. A portion of Zone 15 and all of Zones

17 and 18 are located in Sussex County.
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Percent of Persons Below Poverty - Sussex County
2005-2009 Census American Community Survey Data
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Percent of Children 0-17 Below Poverty - Sussex County
2005—209 Census American Community Survey Census Tract Data

Legend

s County Boundary
Poverty

% Children 0-17 Below Poverty
[ ]0%-2%
[ ]21%-7%
[ 71%-15%
[ 15.1%- 27%

I 27.1%- 100%

27



Plan for Coordination among Existing Programs and Resources in Selected Communities

Community engagement and leveraging partnerships in the selected communities will be critical
for the long-term success of the DMIEC-HV program. It is clear that home visiting is not a
panacea. It must be one piece of an overall strong early childhood system that promotes strong
families through an assets-based approach. The Division of Public Health nurses have extensive
experience partnering with community organizations. In many cases, the nurses themselves are
residents of the communities they serve. Under the DMIEC-HV program structure, the linkages
and referrals will be tracked and monitored along with building strategic partnerships in
communities. Through the Office of Minority Health and Home Visiting Steering Committee,
the DMIEC-HV will create an asset map for each zone, which identifies community-based and

faith-based organizations that can serve as referral sources to and from the program.

DMIEC-HV within the Larger Early Childhood System

Given Delaware’s size and culture, the terms local, community-wide and statewide are often

interchangeable. Although there are marked differences between the northern and southern parts
of the state, for many public health and social service programs there is a focus to deliver
services equitably across the state. Differences in access to care and geographic barriers (lack of

transportation) impact southern Delaware more than northern Delaware.

The DMIEC-HV has the advantage of two steering committees: one statewide and a second that
is specific to the Division of Public Health. The statewide Delaware Home Visiting Community
Advisory Board. The CAB is comprised of providers, policy makers, and other advocates and
includes: Community-Based Child Abuse and Prevention (CBCAP) grantee, Child Welfare,
Division of Child Mental and Behavior Health, Division of Public Health, ECCS Coordinator,
United Way, Family Court, Child Death Review Board, Office of the Child Advocate, Christiana
Health Systems, Federally Qualified Health Centers, University of DE School of Nursing,
University of DE School of Urban Affairs and Public Policy, Medicaid managed care, three
private foundations and other home visiting programs (Division of Public Health—Smart Start
Program; Department of Education—Parents as Teachers; Early Head Start Programs; Resource

Mothers Program).
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The DMIEC-HV is also connected to the statewide Early Childhood Council, established per
Title 14 of the Delaware Code. The Department of Education liaison for the Home Visiting
Steering Committee is also staff to the Early Childhood Council. This connection ensures that
home visiting remains visible to the Council and engaged in the larger early childhood system.
Although not a formal member of the Council, the Division of Public Health Maternal and Child
Health (MCH) Bureau Chief serves in an advisory capacity to the Department of Health and
Social Services designee to the Council. Additionally, the Early Childhood Comprehensive
System (ECCS) program resides within the MCH Bureau and is a critical partner in early

childhood systems-building, of which home visiting is a critical component.

Within the Division of Public Health (DPH) there is a Smart Start Steering Committee charged
with transitioning Smart Start to an evidence-based model, Healthy Families America. DPH has
implemented nurse home visiting based on best practice standards for over twenty years. Nurses
are seasoned professionals with decades of experience and a wealth of knowledge serving
pregnant women, children and families. With any system, there are challenges with change.
Changing Smart Start to an evidence-based model has inherent challenges. These include new
training, new policies, procedures, and a more rigorous data collection system. The Smart Start
Steering Committee is composed of leadership across DPH to ensure that Healthy Families

America is implemented with fidelity.

Communities ldentified At-Risk but not Selected as an Intervention Zone

The community of Georgetown in Sussex County was identified as at-risk but was not selected
as a targeted community for home visiting services. The challenge with Georgetown is that the
data, in some cases based on 2000 census, does not reflect the current population that includes a
significant number of newly-immigrated Latinos. Georgetown has a strong community-based
system including a federally-qualified health center, La Red, and active faith-based organization,
La Esperanza. With additional funding and resources, Georgetown would have been included as

the seventh targeted community for home visiting services.

The map on the following page displays the locations of current health care services in Delaware.
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SECTION II: DELAWARE’S HOME VISITING PROGRAM
GOALS AND OBJECTIVES
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DMIEC-HV Goals and Obijectives
Goal 1: Develop, implement and sustain a continuum of home visiting services statewide where

the needs of families are met by the most appropriate program.

Objective 1.1. Through the Home Visiting Community Advisory Board, collaborate with
evidence based home visiting programs, maternal health and early childhood partners,
community agencies and advocates that facilitate the success of the home visiting continuum of
services to implement ultimate systems improvements.

1.1.1 Identify and develop a single point of entry and centralized intake system.

1.1.2 Initiate planning for how all evidence based home visiting programs are aligned to
strengthen care coordination and referral.

1.1.3 Develop a coordinated, longitudinal early childhood data system that links
important information about pregnant women, children in the system, the
programs that serve them, and the professional workforce that cares for and
teaches them.

1.1.4 Identify core competencies for home visiting staff and implement statewide

professional development training and technical assistance.

Goal 2: Transition Division of Public Health nurse home visiting to implement Healthy Families

American in six at-risk zones.

Obijective 2.1. Develop and implement Healthy Families America with fidelity to the model.

Goal 3: Improve maternal, infant and early childhood outcomes through targeted home visiting

services.

Objective 3.1: Trained and caring home visiting professionals will provide intensive long term
home visiting services to pregnant women initiated prenatally to address certain risk factors
associated with poor birth outcomes.

3.1.1 Offer services that are voluntary, intensive, which are delivered over the long

term (a minimum of 3 years and up to 5 years after the birth of the baby).
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3.1.2 Assure that women have access to and are connected to services they need such as
community outreach, transportation and medical and social services.

3.1.3 Encourage women to breastfeed and provide resources and support to assist with
implementing their breastfeeding plans.

Obijective 3.2 Ensure that all children age birth though five years served through Home Visiting
programs in Delaware receive regular developmental screenings with a standardized screening
tool.
3.2.1 Train home visitors in administering a periodic developmental screening tool (i.e.
Ages in Stages) and make referrals to Early Intervention Services if a developmental

concern is identified.

Objective 3.3 Support parents in their role as the child’s first teacher by providing evidence-
based parenting and child development information, coaching, and activities designed to promote
positive parent-child interaction and child development skills.
3.3.1 Reassure families/mothers that learning to parent is ongoing and address family
development including relationships and support, planning and problem solving, health
and finances.
3.3.2 Encourage families/mothers to adopt and practice using developmentally age

appropriate activities to help children learn and develop.

Obijective 3.4 Through the administration of a standardize family assessment tool, identify the
parents’ past and current behaviors, beliefs, experiences and expectations that place them at risk
of child abuse and neglect.
3.4.1 Train home visitors on recognizing and responding to child abuse and reporting to
the Division of Family Services (child welfare).

Goal 4: Monitor home visiting system changes and challenges to ensure long-term sustainability.

Objective 4.1 Monitor home visiting systems changes/challenges and support short and long-

term infrastructure.
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4.1.1 Research opportunities for leveraged resources, alternative funding sources, cash

contributions, in-kind services, and grant prospects
= Monitor and develop home visitor training core competencies.

= Forecast changes in target population.
= Forecast changes in technology for enhancing a shared data system.

Delaware’s Home Visiting Logic Model is attached (Appendix A)
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SECTION I11: SELECTION OF PROPOSED HOME VISITING
MODEL AND EXPLANATION OF HOW THE MODEL MEETS THE
NEEDS OF TARGETED COMMUNITIES
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The evidence-based home visiting models to be implemented in Delaware and how the

model meets the needs of the communities proposed.

Based on a thorough analysis, Healthy Families America, an initiative of Prevent Child Abuse
America (PCA America), is the evidence-based home visiting model selected by Delaware for
implementation. In 1992, Prevent Child Abuse America, in partnership with Ronald McDonald
House Charities and with financial support from the Freddie Mac Foundation, launched Healthy
Families America, a framework for voluntary home visitation programs that is designed to
improve the parenting skills of parents with newborns or small children, encourage child health

and development, and prevent child abuse and neglect.

The purpose of HFA is to support states as they develop home visiting programs that aid new
parents at the time their babies are born, and for families facing considerable challenges, through
intense home visiting services during pregnancy and the critical early years of child
development. Healthy Families America sites receive technical assistance and as an affiliate,
receive ongoing training and professional development for home visitors. In addition, technical
assistance is offered to establish quality assurance mechanisms, and supports state programs as

they discuss ways to secure ongoing sustainable funding.

Healthy Families America sites must adhere to a set of critical program elements based on
current knowledge and research. The critical elements include®:

o Initiate services prenatally or at birth

o Provide services, beginning intensively (at least one visit per week), and use well-
defined criteria for determining whether to decrease or increase intensity of service

o Use a standardized assessment tool to systematically identify families who most
need services

o) Families voluntarily participate in the program

o Home visitors carry a light caseload (10-15 families)

1 Healthy Families America Fact Sheet. (2001). U.S. Department of Justice. Office of Justice Programs. Office of Juvenile
Justice and Delinquency Prevention.
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o Families are linked to a medical provider (i.e. immunizations, well-child care)
and, if needed, referrals to financial assistance, food and housing, school readiness programs,
child care, job training programs, family support centers, substance abuse treatment, domestic
violence shelters.

o Selecting and training home visitors (i.e. cultural competency, substance abuse,
child abuse reporting, domestic violence, drug-exposed infants, and available community

services and support.)

A wrap-around social support service, Resource Mothers, will further complement Delaware’s
Smart Start home visiting program. Resource Mothers, also operated by Children & Families
First, are trained paraprofessionals who provide social and peer support for pregnant women.
Often times, translation and transportation services are provided to clients, which is an excellent
“base” supplement program that meets a significant number of clients that are identified as at-

risk (i.e. language or transportation barriers).

Delaware’s current and prior experience with implementing HFA and the capacity to

support the model.

Delaware does not have prior experience with implementing Healthy Families America.
However, a strong Public Health team that also includes external (public and private) partners
has been assembled, with a vast array of program management, implementation, nursing, health
and human services and evaluation expertise to support the implementation of the Healthy

Families America framework.

Delaware’s plan for ensuring implementation, with fidelity to the model, and a description
of the following: overall approach to home visiting quality assurance; approach to
program assessment and support of model fidelity; anticipated challenges and risks to
maintaining quality and fidelity, and the proposed response to the issues identified; and
anticipated challenges and risks of HFA, and the proposed response to the issues

identified, and any anticipated technical assistance needs.
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Healthy Families America (HFA) is based upon twelve research-based critical elements and
ensures that affiliates adhere to consistent service implementation through an established
Quality Assurance (QA) process. Delaware is currently reviewing a comprehensive Healthy
Families America Self-Assessment Tool (SAT) to determine Smart Start’s current status on
quality, to assemble evidence necessary to illustrate implementation of the model and required
standards and identify areas that need more work. For example, the tool identifies policies,
procedures, and practices necessary for program implementation. The SAT tool is structured
around each of the twelve critical elements and includes a section on Governance and
Administration (GA). In addition, each critical element and GA consists of a series of best
practice standards, which Delaware is striving toward. Several Smart Start program staff have
volunteered to participate in an Implementation Workgroup, led by the MCH Deputy Director
and the Smart Start Nurse Program Manager. The Implementation Workgroup reports to a
Steering Committee. The Implementation Workgroup is very committed and engaged in a
process of self-evaluation to review, modify and/or tailor its current business workflow
processes, policies and procedures, forms and assessment tools, professional development and
training, supervision, data collection and tracking, etc. The QA process is required every four
years to maintain HFA accreditation and DPH is committed to assuring that it follows this

process.

Critical Element #1: Initiate services prenatally or at birth,

This critical element is in agreement with the services currently provided.

Currently, Smart Start services are initiated prenatally and support the infant/child. However,
more structure is needed on the target population and the enroliment timeframe. Currently, DPH
offers three nurse home visiting programs: First Time Parent Home Visiting, Smart Start and
Kids Kare. Each program has different criteria for inclusion; however, all three share a common
purpose. Smart Start previously enrolled only pregnant women and Kids Kare enrolled only
children. The goal is to prevent health and social problems that negatively impact infants,
children, pregnant women and families. Under the new model, there will be one integrated

program - Smart Start. Kids Kare and Home Visiting for first time parents as entities is
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consolidating under one name, Smart Start and pregnant clients and children will continue to be

served based on established criteria.

Based on Delaware’s home visiting needs assessment, a target population was identified and will
be defined as a part of the development of policy and procedures. A description of the target
population will include applicable demographic data and will identify referral sources (e.g.,
prenatal clinics, MCOs, private providers, local hospitals, high schools, etc.), which will be
included in the Smart Start Standards, Policies and Procedures manual (in development).

The descriptive parameters of the target population will be reviewed periodically and updated as
changes in health statistics/data, funding, program structure and/or community demographics
warrant. MOUs/Agreements may need to be entered with community agencies in order to assist

with identifying potential clients and increase referrals.

Critical Element #2: Use a standardized (i.e., in a consistent way for all families) assessment

tool to systematically identify families who are most in need of services. This tool should be
administered within two weeks of the birth of the infant and should assess the presence of
various factors associated with increased risk for child maltreatment or other poor childhood

outcomes (i.e., social isolation, substance abuse, parental history of abuse in childhood, etc.).

A standardized risk assessment would facilitate the ability to obtain standardized data. There is
opportunity to revisit our current risk assessment tools and data collection forms and adapt them
as necessary to meet the HFA requirements. DPH has established a Home Visiting Steering
Committee and a Smart Start Implementation Workgroup to provide oversight, perform analysis,
and carry out implementation activities (i.e. revisions to assessment forms, data collection tools,

training and program policies and standards).

We currently perform an in depth psychosocial risk factor assessment on all Smart Start families.
In the family assessment, we are very focused on the family needs. As the trusting relationship
is built with the family, increased information including the historical/current risks for child
maltreatment or other poor childhood outcomes are shared. Part of the current assessment tool

includes questions on involvement with the Division of Family Services.
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Critical Element #3: Offer services voluntarily and use positive, persistent outreach efforts to

build family trust.

This critical element is in agreement with the services currently provided. Home visiting staff
are persistent and encourage families to participate in accepting services and support services
with a Public Health nurse, nutritionist, social worker and referrals are also made to wrap-around

support services in the community.

Smart Start takes a multi-disciplinary team approach, whereby a Medical Social Worker is
assigned to the family to provide social support, builds on the families support systems, links
families with state government sister agencies, local community support services and other

identified services or addresses needs to promote self-sufficiency.

Outreach efforts — DPH is administratively located in the Department of Health and Social
Services. DPH aims to improve, protect and enhance the health of all women (across the
lifespan), children, infants, adolescents and their families including fathers and children with
special health care needs. DPH is a population based service agency and provides
comprehensive, family-centered core essential public health services. This includes targeted
outreach, primary prevention programs reaching everyone that might be affected or in need.

DPH provides continued outreach to target high risk communities, such as going to schools,
homes of pregnant women, engages in dialogue with community councils, advisory boards and
coalitions. In addition, DPH meets with the primary medical community, clinics, hospitals and
MCOs to recruit eligible clients, educates clients, and connects and refers Delawareans in need to

the appropriate services.

Continuing to nurture community partners and including families in DPH Maternal and Child
Health (MCH) decision-making roles will strengthen the program, build family trust and help the
long-term viability of the home visiting program. MCH intends to create an annual report and

feedback tool to assist in actively engaging and obtaining community input. Other Title V
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programs effectively use a similar annual report that allows consumers and stakeholders to be

informed about MCH activities and also provides input on MCH needs.

Critical Element #4: Offer services intensively (i.e., at least once a week) with well-defined

criteria for increasing or decreasing intensity of service and over the long-term (i.e., three to five

years).

Currently, services are planned and delivered to promote optimal pregnancy, post partum, child
health outcomes, effective service delivery and seamless inter-agency referral and collaboration.
However, at the current staff level, the HFA intensity level of at least once a week, may be
something that the staff foresee as a challenge. DPH recognizes that in order to scale up the
Smart Start program to an evidence based model requires staff and operational resources (home
visitors, program management analyst, data entry, etc.), which will need to be considered for

long-term sustainability.

The intensity of the visits address the needs of the pregnant woman, infant/child and her family,
based on the assessment and developed care plan. Again, Smart Start’s multi-disciplinary team
includes a public health nurse, who is the medical case manager, a medical social worker who
assists with social supports and referrals, and a nutritionist who assists with addressing the
deficiencies in healthy lifestyles and promotes healthy eating habits.

Ongoing risk assessment/evaluation will assist with tailoring the care plan to determine whether

to increase or decrease intensity of services.

Critical Element #5: Services should be culturally competent such that the staff understands,

acknowledges, and respects cultural differences among participants; staff and materials used
should reflect the cultural, linguistic, geographic, racial, and ethnic diversity of the population
served.

This critical element is something that is fulfilled at this time; however, there is a need to ensure

that psycho-social development literature is available in every language served, as well as in a
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pictorial format for illiterate clients. Most of our literature is translated in Spanish, meeting the

needs of Delaware’s local communities and growing Hispanic population.

We currently have bi-lingual interpreters on staff to make home visits with the Nurses, social

workers, and nutritionists.

All nursing staff has a baccalaureate in education in addition to in-service education.
Culturally competent training is provided to staff on an ongoing basis. Assessments are

administered in a culturally appropriate manner.

Smart Start staff treats families with respect, understand families’ current situations, values, and
beliefs, acknowledge that families” background may be different from their own. DPH has an
ongoing cultural competency training program offered through workforce development.
Interestingly, the challenge of the HFA integration will be to tailor the program to the very

different diversified cultures between southern Delaware and northern Delaware.

Critical Element #6: Services should focus on supporting the parent, as well as supporting

parent-child interaction and child development.

This critical element is something that is currently provided through supportive care and
therapeutic use of self-empathetic and reflective listening. In addition, referrals and
encouragement for follow-through by the parent(s) is essential in order to support achievement

of self-sufficiency.

Currently, a developmental assessment is performed on children in the home by nurse home
visitors and is referred to child development watch if a developmental delay is identified. In
addition, families are also referred to other community services and parenting education

programs such as Early Head Start, Children and Families First (i.e. Resource Mothers) and

Parents as Teachers.
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Smart Start is looking forward to adopting evidence based and standardized curriculum that
focuses on infant care and appropriate parenting techniques, and offers educational materials on
positive behavior and ways to encourage children. It will be critical that staff continue to make
referrals to other agencies, learn about new referral sources, and connect families with formal

parenting classes.

Home visiting staff is required by law to report child abuse and neglect to DFS. The cases
referred to DFS within the current population served are mostly due to unsafe environments,
unable to meet minimally a degree of care standard (i.e. teen or mental health status), or the

mother being involved in an unsafe situation.

Critical Element #7: At a minimum, all families should be linked to a medical provider to assure

optimal health and development (e.g., timely immunizations, well-child care, etc.). Depending
on the family's needs, they may also be linked to additional services, such as financial, food, and
housing assistance programs, school readiness programs, child care, job training programs,
family support centers, substance abuse treatment programs, and domestic violence shelters.

This critical element is being provided, whereby we work with clients prenatally/post-partum to
assure clients are linked (AP, post-partum infant care) with a medical home. However, this
needs to be continually monitored and reassessed, and we need to consistently document that

appropriate referrals are made.

Critical Element #8: Services should be provided by staff with limited caseloads to assure that

home visitors have an adequate amount of time to spend with each family to meet their varying
needs and to plan for future activities (i.e., for many communities, no more than 15 families per
home visitor on the most intense service level. For some communities the number may need to

be significantly lower (e.g., less than 10. or 12).
Caseloads at this time are not limited or regulated. The intensity of the visits will necessitate

limiting caseloads. This will be an operational adjustment and the Smart Start Implementation

Workgroup will need to address through the development of policies and procedures. Strong
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supervision will also be necessary to monitor caseloads. Caseloads can be measured by a point
system under HFA as noted in other state’s programs. This will allow for a more rounded client
base that incorporates intense client services with less intense client services allowing for more
emotional, professional and educational support to the support worker. In addition, caseload

limits will help to eliminate burnout and turn over.

The Nursing Director, program manager and agency leadership will need to address other field
service responsibilities. The Field Service unit in DPH, which Smart Start is administratively
operated under, currently serves many consumers other than those enrolled in the Smart Start
program, and therefore, a thorough assessment of staff roles and responsibilities will need to be
conducted.

Critical Element #9: Service providers should be selected because of their personal

characteristics (i.e., non-judgmental, compassionate, ability to establish a trusting relationship,
etc.), their willingness to work in or their experience working with culturally diverse

communities, and their skills to do the job.

This critical element is being provided now; however, the staff feels very strongly that a

consistent approach to education is important and is currently lacking.

Nursing staff education prep is at minimum- baccalaureate (BSN) education — pool of well-
educated and qualified health professionals and have compassion and commitment to public
health. Staff treats families with respect and acknowledges that families’ background may be
different from their own. Staff uses a variety of communication techniques in providing
information to the family based on how that family can best understand. Staff recognizes that

families have their own established values, structures, and functions.

To date, there is no requirement or formula on who must provide a home visit (e.g. nurse, other
health professional, teacher, etc.), or how to choose a HFA Family Support Worker or Family
Assessment Worker within the Smart Start program. A policy will have to be developed that will
outline competencies, skills, abilities, and traits that are necessary when hiring to fill these

positions.
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Critical Element #10: Service providers should receive intensive training specific to their role to

understand the essential components of supervision, family assessment and home visitation (i.e.,
identifying at-risk families, completing a standardized risk assessment, offering services and
making referrals, promoting use of preventive health care, securing medical homes, emphasizing
the importance of immunizations, utilizing creative outreach efforts, establishing and
maintaining trust with families, building upon family strengths, developing an individual family
support plan, observing parent-child interactions, determining the safety of the home, teaching

parent-child interaction, managing crisis situations, etc.).

This critical element is being provided now; however, the staff feels very strongly that a
consistent approach to education is important and is currently lacking. All staff are well
educated professionals. We need to continue to work to standardize in-service training with
follow up from supervisory team, so that we deliver standardized services within the DMIEC-
HV.

The Smart Start Home Visiting Steering Committee, and the Smart Start Implementation
Workgroup will revisit home visiting training, new employee orientation and ongoing
educational opportunities for staff in these pertinent areas— domestic violence, education in MCH
state priority health issues, home visiting educational tools, the development of a family plan and
risk assessments, conflict resolution, crisis management, coping and problem-solving skills, and

prevent child abuse training.

Although Smart Start home visiting staff is required to have graduate degrees, the program will
require more specific training as a HFA program. Ongoing training will need to be developed in
the areas stressed in the HFA critical elements rationale and supporting literature sections.

Having a bachelor’s degree will not meet this requirement.

The need for ongoing initial training sessions will have to be addressed since turnover is to be

expected. This training is required and to be done by someone certified to do the training.

45



Critical Element #11: Service providers should receive intensive training specific to their role to

understand the essential components of supervision, family assessment and home visitation (i.e.,
identifying at-risk families, completing a standardized risk assessment, offering services and
making referrals, promoting use of preventive health care, securing medical homes, emphasizing
the importance of immunizations, utilizing creative outreach efforts, establishing and
maintaining trust with families, building upon family strengths, developing an individual family
support plan, observing parent-child interactions, determining the safety of the home, teaching

parent-child interaction, managing crisis situations, etc.).

The Smart Start staff support this critical element and feel it is a weak area in the current

program. (See above to #10.)

Critical Element #12: Service providers should have a framework, based on education or

experience, for handling the variety of experiences they may encounter when working with
overburdened families. All service providers should receive basic training specific to their roles
within the Healthy Families program and in areas such as cultural competency, substance
abuse, reporting child abuse, domestic violence, drug exposed infants, and services in their

community.

DPH will need to address the core education - bio-health and social sciences, as well as nursing

framework and conceptual/program under the Healthy Families America model.

Supervisors lead teams of 4-8 home visiting staff, make themselves available to take calls from
the field, review cases on a monthly basis, bring intense multi-faceted and complex cases to the
attention of the manager, and perform case reviews. There are informal meetings between the
disciplinary team members to make adjustments to the intensity and care plan of the family.
This Supervisory oversight is consistently monitored on an ongoing basis. However, HFA
requires that Supervisors meet with each staff member 1.5 hours per week, which might be a
challenge to accommodate on top of other Public Health responsibilities, but isn’t something we

cannot resolve.
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Ongoing training and education, determination of skills and education for an employee, diversity
and cultural sensitivity are areas that will need to be integrated into the Smart Start program’s
written policy and procedures manual. While Smart Start may be doing these things in the field

currently, it isn’t specifically addressed or documented that it is an expectation.

Technical Assistance

During this coming year, Prevent Child Abuse Delaware, in its role as the lead agency for the
Community Based Child Abuse Prevention Grant, will be working with all Delaware home
visiting partners to enhance the continuum of home visiting services that is available in the state,
determining the quantity and quality of parent education programs available and will provide
training and technical assistance as they increase their capacity to work effectively with families
building protective factors. These efforts represent an important part of Delaware’s long term,
strategic planning that has been going on within the state and are important components of the
family support continuum that we are working together to create. The following items are
suggested components that could be included in a cross program professional development
model, depending on the needs of the partner agencies, which will be identified through a survey.

This includes training and technical assistance for all DMIEC-HV programs on topics of mutual
concern and interest:
a) Develop/adopt a set of core competencies to guide training and technical
assistance activities.
b) Technical assistance can be provided in a variety of ways, including but
not limited to:
e Telephone conversations
e E-mails
e One on one meetings
e Group meetings

e \Webinars or video conference
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d)

9)

h)

Facilitate four quarterly meetings (i.e. “Networking Breakfast™) with
program supervisors/administrators; introduce the concepts of Reflective
Supervision. Two groups of supervisors will be assembled with
approximately 10 participants each. These groups would each meet for
approximately eight, 3 hour sessions for a total of 24 hours/group.
Conduct four annual networking meetings for home visitors. Networking
meetings for home visitors would take place 4x/year with two groups of
approximately 15 participants/group/county (24 meetings total). Each
meeting would be between 1.5 — 2 hours.

Provide technical assistance that is specific to the needs of individual
programs and sites.

Engage additional partners with specific areas of expertise to provide
training as needed.

Provide administrative support as needed to register participants for
training, arrange space, etc.

Establish priorities and develop a schedule of wrap around and advanced
trainings that includes topics like those listed below:

Identifying and Assessing Parental Mental Health Issues

- o

Identifying and Assessing Parental Substance Abuse Issues
Identifying and Assessing Domestic Violence in the Home

o o

Dealing with Children’s Mental Health Issues
Recognizing and Responding to Child Abuse and Neglect
Child Development

Connecting Families to Community Resources

> Q o

Trauma Informed Services

Building Collaborative Relationships with Families
j. Safety Issues in the Field

k. Client Engagement and Retention

I.  Managing Angry and Resistant Clients

m. Staff Retention

n. Time Management
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Delaware looks forward to working with our local and federal partners to refine and address its
Technical Assistance needs for the DMIEC-HV.
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SECTION IV: IMPLEMENTATION PLAN FOR PROPOSED STATE
HOME VISITING PROGRAM
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Description of the process for engaging the at-risk communities around Delaware’s
proposed State Home Visiting Plan, including identifying the organizations, institutions

or other groups and individuals consulted; (Also, See Section 3)

Background
Delaware took a mixed methods approach to engage the community into the DMIEC-HV

planning and implementation process to assess and determine the fit of the model and the
community’s readiness to implement it. To supplement the different approaches, based on
feedback from Delaware’s Home Visiting CAB stakeholders, there was a desire to get input from
individuals receiving or who have recently received home visiting services to design strategies to
engage and recruit the target population. First, a series of four focus groups were held in late
March targeting individuals receiving, or who have recently received, Home Visiting Services.
Second, several paper/pencil surveys (a bi-lingual paper and pencil survey; a companion on-line
version of the survey) were distributed targeting individuals receiving, or who have recently
received, Home Visiting Services. The third effort was the launch of a series of Community
Engagement forums targeting individuals who reside in high risk communities (Zones) defined
through Delaware’s comprehensive Needs Assessment process and based on eight key indicators
including infant mortality, pre-term/low birth weight babies, unemployment, poverty, substance

abuse rates, child abuse and domestic violence rates.

The findings of Delaware’s home visiting needs assessment, as reviewed by the Home Visiting
CAB, pointed toward the need for more information from those who use home visiting services.
In direct response to the CAB feedback, MCH shifted resources to a contractor, Health Equity
Associates (“HEA”) who would design, facilitate and report on the findings of a series of home
visits. The original plan devised in December of 2010 was based solely on focus group
methodology on a highly aggressive time line. Key program partners reviewed the focus group
plan and expressed concern with scope and timing of the plan in late January 2011. Based on
this feedback, the plan was revised in February and was based on a mixed-methods approach
using paper-and pencil surveys (in English and Spanish), a parallel on-line survey, and two focus

groups (with Spanish language interpreter available) with an extended time line.

51



In late March, four focus groups were scheduled and recruited for by our key home visiting
partners, Parents as Teachers, Smart Start staff, and Resource Mothers to collect feedback from

individuals receiving, or who have recently received DMIEC-HV services.

Each focus group session was scheduled to last 1.5 hours and was held in a well-known
community setting such as a federally-qualified health center. The sessions were tape recorded
to assist in accuracy of reporting statements. A photographer was present at two sessions.
Proper consent was gathered for collection of statements and images. The focus group questions
were tailored after reviewing material shared by the Chapin Hall group out of University of
Chicago and the 2004 Early Childhood Comprehensive Systems (ECCS) focus groups conducted
in Delaware as to the intent, format and specific questions used. HEA had one main team and
two “back up” facilitators. The focus groups were facilitated by a mid-senior career community
health worker (CHW, African-American) woman and an early career, but experienced and bi-
lingual CHW-educator community health advocate/educator (White). The back-up facilitators
included the HEA President, a mid-career master’s prepared CHES (White) and bi-lingual

interpreter.

Home Visitor providers helped recruit participants. HEA provided a flyer and on-line
registration services. The flyer outlined the purpose of the focus groups, eligibility criteria,
location and time of the focus groups, and an incentive (a $20 gift card from Walmart). Home
Visitor providers collected flyers and entered the registrant data into an on-line system. HEA

made follow-up and reminder calls (and cell phone texts) to the registrants.

The goal was to recruit 12 participants for each session and achieve a participation rate of 50 to
75%, that is, 6-8 individuals attend the session. This recruitment approach was used with the
Division of Public Health’s 2004 Early Childhood Comprehensive Systems focus group process
with success. The use of the on-line registration system helped reduce the administrative burden

for the Home visitor providers.

Sessions were conducted on Friday and Saturday (10:00 am and 1:00 pm). Of the two groups set

for Sussex County, the most southern county in the State of Delaware, (State Service Center,
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Georgetown, Friday March 25, targeting high risk community Zones 15, 17, 18), two individuals
attended each session. Of the two groups set for Wilmington (Westside Family Health Care,
Saturday, March 26, targeting high risk Zones 1, 2, and 4), no one RSVP'd for the morning
session and three individuals pre-registered for the afternoon session, but did not attend.
Reminder phone calls (and texts) were attempted to the three individuals with two messages of
non-working numbers and one wrong number was received. This presented a challenge to our
focus group strategy to obtain feedback. The single and most important lesson learned was that

this population is very transient.

Input from the Sussex sessions suggests that participants agreed to the home visiting services,
but had no idea as to what to expect when the home visitor came the first time (a specific line of
inquiry of the focus groups). The participants verbalized that they wanted all the
advice/information they could get — but, didn't realize until they had several visits how rich of an
array of education and support that they and their partner would receive. The young women
interviewed were asked how they had heard about the program. Several paths to engaging with
the programs emerged — word of mouth from a friend, recommendation by either a program

representative or health care provider.

Recommendations

This feedback suggests that it may be useful to investigate how the referral to home visiting
service is given, what information is shared about home visiting services and identify which
community organization generated the referral. When asked about one thing they would change
about the home visiting service that they received, the few individuals expressed the desire for

more frequent home visits (more frequent than 1 x/month).

The feedback from the women interviewed also suggests several possible avenues to pursue with
respect to increasing enrollment and retention. Potential participants need to know what to
expect. If one does not what to expect, it is difficult to assess the risk and benefits of that choice.
It is possible that information may need to be presented in multiple formats and venues in order
to be “processed” and acted upon by potential participants. DMIEC-HV staff need to examine

and document (“process map’’) how the different programs approach recruitment and
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engagement. Examine written materials and protocols for oral explanations of the program.
Consider use of testimonials, especially around “fear” and “mistrust” issues. Streamline and
make consistent how the program is promoted.

Given the power of word of mouth, participants or recent participants could be given incentives

for enrolling new participants who engage and remain in the program for some minimum period.

Participant “testimonials” should be used in program marketing and enrollment materials —
especially around “fear” issues of “being told what to do” (versus support and advice), bias, and
judgmental attitudes. Because other parts of this analysis reveal a desire for new mothers to have
time with other new mothers, perhaps the use of “house parties” might be a way to recruit new
participants. Each participant could bring one new recruit to a social gathering where
attachment, information and support needs could be met.

One of the questions asked the participants to reflect on the entire period of home visiting
services to elicit a valued, or most important, aspect of the whole experience. Respect,
reinforcement and support were the three themes inherent in the responses of the young women.

Surveys®
An orientation to the survey process was delivered at the March 3 and 7 ‘In-service Home

Visiting Training’ meetings, which was attended by DPH leadership, Smart Start, Resource
Mothers, Nurse Family Partnership and Parents as Teachers staff. The orientation included a
written protocol for survey administration, background on the focus groups, example copies of
surveys and bright yellow English/Spanish information cards that could be given to all program
participants and return envelopes. The information cards listed date, time and location for the
focus groups and contact information for a bi-lingual staff person who could accept reservations

by phone or text. The cards also listed a link to the on-line survey.

The protocol training established how to introduce the survey to the family, how to ask for their

participation, how to assist the family with completion (if asked for), and how to return the

2 State of Delaware Home Visiting Program Participant Feedback. Winter/Spring 2011. May 30, 2011. Health
Equity Associates, Inc.
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completed surveys. The protocol was based, in part, on strategies previously used by “Parents as
Teachers,” an established home visiting program in Delaware. The survey administration time
period was one month based on the premise that most families receive one visit per month. Each
home visitor was to invite the participation of every family they visited during the survey period,
thus number of visits made is the denominator for the response rate. The home visitor presented
the survey, explained they would pick it up on the next visit and offered an envelope if the
family wanted to do the survey. In cases where there was a known, or suspected, literacy issue,
the home visitor offered to help the family complete the survey. The survey team understood
that having the home visitor assist survey completion could introduce bias into the study and that
it was a potential limitation of the study. This potential down-side to the study was offset,
however, by a value of giving participants maximum opportunity to express themselves and
provide input into this program. Further, the instrument included a number of open-ended
questions where the respondent could offer perspectives unconstrained by multiple choice
options. The themes determined through this process could become a foundation for further
research on family perspective of home visiting services. Each respondent was given the chance
to enter themselves into a random drawing for $20 gift cards (i.e. Walmart) that would be

detached from the survey thereby ensuring confidentiality of responses.

The bi-lingual paper-and pencil and English on-line surveys were identical and were derived, in
part and with permission, from work done by Dr. Deborah Daro of Chapin Hall on “Engagement
and Retention Study — Participant Interview” research tool. The surveys incorporated multiple
choice questions and a number of open-ended questions designed to encourage feedback from a
participant’s point-of-view, unencumbered by survey design or question bias. The main
objective was to understand what the home visiting experience was like for participants with the
desire to elicit information that would be helpful in understanding what engaged them at first and
what kept them in the program. Because the surveys were administered to individuals engaged
in the program, not to individuals who either rejected the program or who had left the program, it
is not possible to draw direct conclusions about causes of attrition or lack of engagement.

However, data suggesting possible lines of inquiry in future efforts was obtained.
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The survey period began on March 7 and ran one month for Kent and Sussex Counties. New
Castle County’s survey period was from March 17 — April 18. Each Home Visitor was to visit
each person in the program at least once during the survey period and present the opportunity to
give feedback through either survey or focus group events. The home visitors would also apprise
participants of the opportunity to participate in focus groups, offer an on-line survey option, offer
assistance with completion of the survey and also give the participant a return envelope that
could be used to keep responses private. The on-line survey was built and conducted with
Survey Monkey (Premium) and was set-up to allow only one response per computer. While this
feature potentially prevents a single user from making multiple entries, thereby skewing data, it
can also limit access. Unfortunately, no family chose to use this method to provide feedback so

the theoretical limitation of the “single use” option is moot.

Data entry started on March 26", and analysis was completed in late April. A total of 371
surveys were completed and returned out of a total of 1199 home visits conducted during the
survey period. This represents a 31% response rate. Half of the 371 respondents were from New
Castle County with just over a third, 38.1% (149) from Sussex County. Nearly one quarter,
23.5% (87), surveys were completed in Spanish 84) or both Spanish and English (3). Overall,
first time participants who completed surveys in Spanish comprised 90.5% of all those who
completed a survey in Spanish. This is in contrast to the 66.2% ““first time in program” rate seen

for those who completed the survey in English.

Study Strengths

Chief among the strengths of this study were the strong response rate (31%), the participation of
individuals who communicate in Spanish, exceptional collaboration of program partners, and the

richness of qualitative data.

Limitations of Survey Approach

All studies have some type of limitations and the principal limitation of this study was that only
individuals currently engaged or who had been in the program were targeted so that it is not
possible to assess directly the reasons for lack of matriculation or for early attrition. A study of

this type is intensive and requires significant resources. However, it is possible to glean
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information what motivates individuals to seek and acquire services, what benefited many
participants (key features to “sell” the program, and what, if anything, participants recommended
as changes to the program.) While the number of responses from Sussex is encouraging, it is

noted that Kent County is under-represented in these findings.

This instrument did not collect race or ethnicity data directly, nor did it collect age. The
completion of a survey in Spanish implies that the respondent is of Hispanic origin however it is
possible that individuals of Hispanic origin responded in English. What this approach can do is
derive information about individuals who prefer to, or who can only, communicate in Spanish.
This tool did not collect age although there is a fairly narrow age range and differentiation
between narrow cohorts would likely be difficult given sample size. Future efforts could include

these variables.

Survey Findings Overview

Table 2. Language by County

New Castle Kent Sussex Total
n % n % n % n %
English 141 79.2 44 100.0 99 55.6 284 76.5
Spanish 37 20.8 0 0.0 50 44.4 87 23.5
Total 178 50.0 44 11.8 149 38.1 371 100.0

The Home Visiting program staff (i.e. Smart Start, Parents as Teachers, and Resource Mothers)
contributed a tremendous amount of support throughout the entire survey process. The section
and tables below profiles the respondents by program in which they are participating, which is

the county where they live by the language of survey completion.
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Table 3. Program by County by Language

New Castle Kent Sussex Total
English n % n % n % n %
Parents as 129 91.5 43 97.7 70 70.7 242 85.2
Teachers
Smart Start 5 35 0 0.0 15 15.2 20 7.0
Resource Mothers 7 5.0 1 2.3 14 14.1 22 7.7
Total 141 49.6 44 15.5 99 34.9 284 100.0
Missing = 1
New Castle Kent Sussex Total
Spanish n % n % n % n %
Parents as 34 91.9 0 0.0 42 84.0 76 87.4
Teachers
Smart Start 3 8.1 0 0.0 1 2.0 7 8.0
Resource Mothers 0 0.0 0 0.0 7 14.0 4 4.6
Total 37 100.0 0 0.0 50 100.0 87 100.0
Missing =0
Table 4. Question 1 by Language of Survey Completion
English Spanish and All
Q1. Please tell us how you heard about Spanish/English
home visiting? You may check more Valid Valid
than one answer. n % n % n %
Parent or other relative 44 15.4 13 14.9 57 13.6
Friend 57 20.0 25 28.7 82 19.5
Neighbor 7 2.5 9 10.3 16 3.8
Someone at work 7 2.5 0 0.0 7 1.7
Doctor or health care provider 61 21.4 25 28.7 86 20.5
Another community service provider 38 13.3 13 14.9 51 12.1
Welfare caseworker 17 6.0 6 6.9 23 5.5
Other * 75 26.3 11 12.6 86 20.5
Cannot remember 11 3.9 1 1.1 12 2.9
Total Responses 317 103 420

Missing =0

*For those who checked “Other,” there was no open fields to collect that response. The large response, 20%, suggests that there

is an important source of referral not included in list above, or possible confusion with the term “Another Community Service

Provider” and key programs such as Parents as Teachers, Resource Mothers or Smart Start. Recommend programs be listed by

name in future surveys.

Table 5. Question 2

Q2. What made you decide to accept English Spanish and All

home visiting? You may check Spanish/English

more than one box. I wanted ... Valid Valid Valid
n=285 % n =87 % n=372 %

to be sure | was feeding my baby the 63 221 14 16.1 77 20.7

right way

help knowing how to change and 38 13.3 12 13.8 50 13.4
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Q2. What made you decide to accept English Spanish and All

home visiting? You may check Spanish/English

more than one box. I wanted ... Valid Valid Valid
n =285 % n =87 % n=372 %

bathe my baby

to know how to keep my baby safe 94 33.0 34 39.1 128 34.4

at home

to know how to keep my baby safe 63 22.1 20 23.0 83 22.3

outside of my home

help understanding “normal” baby 232 81.4 74 85.1 306 82.3

behavior

help in dealing with the changes in 97 34.0 24 27.6 121 325

my life

help in understanding how other 25 8.8 13 14.9 38 10.2

people were treating me

help in finding work 17 6.0 5 5.7 22 3.5

help in figuring out how to get back 10 35 3 34 13 35

to work

help in figuring out how to get back 16 5.6 2 2.3 18 4.8

to school

help with things like paying bills, 21 7.4 2 2.3 23 6.2

finding a better place to live

to know what programs | could 41 144 14 16.1 55 14.8

qualify for

to talk with someone who 93 32.6 29 33.3 122 32.8

understood what | was going through

Other* 7 2.5 0 0.0 7 1.9

Total Responses 817 246 1063
Missing 5 0 5

*Although less than 1% of responses to this question were “Other,” recommend an open field for elaboration on the

response be included in future surveys.

Table 6. Question 3

Q3. Who in your life supported you English Spanish and
enrolling in a home visiting program? Bi-Lingual All
(multiple selections allowed)
Valid Valid Valid

n =285 % n =87 % n =372 %
Parent or other relative 136 49.3 14 16.1 150 40.3
Partner 156 56.5 56 64.4 212 57.0
Friend 67 24.3 19 21.8 86 23.1
Neighbor 9 3.3 2 2.3 11 3.0
Health care provider 34 12.3 14 16.1 48 12.9
Caseworker 25 9.1 8 9.2 33 8.9
Someone from church 5 1.8 0 0.0 5 1.3
Other* 23 8.3 10 115 33 8.9

Total Responses 455 123 578

Missing 9 0 9

*For those who checked “Other,” there was no open fields to collect that response. The modest response, 8.9%, suggests that
there is a source of referral not included in list above, or possible confusion with the term “Another Community Service
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Provider” and key programs such as Parents as Teachers, Resource Mothers or Smart Start. Recommend programs be listed by
name in future surveys.

Table 7. Question 4

Q4. Was there anyone in your life who English Spanish and All
discouraged you from enrolling in the Bi-Lingual
home visiting program? You may Valid Valid n=59 Valid
check more than one box. n=46 % n=13 % %
Parent or other relative 6 13.0 1 7.7 7 11.1
Partner 10 21.7 1 7.7 11 17.5
Friend 3 6.5 0 0.0 3 4.8
Neighbor 0 0.0 0 0.0 0 0.0
Health care provider 0 0.0 1 7.7 1 1.6
Caseworker 1 2.2 0 0.0 1 1.6
Someone from church 0 0.0 0 0.0 0 0.0
Other* 30 65.2 10 76.9 40 63.5
Total Responses 46 13 59
Missing 239 74 133

*An open field was not provided for respondent to elaborate on the response. Thirty respondents, or two-thirds of
those who reported another person(s) discouraged them did not specify who discouraged them from home visiting
services. This may be an effect of the home visitor’s participation in disseminating and collecting surveys, even
though #10 envelopes had been provided to home visitors to promote confidentiality.

Open-Ended Questions

A series of open-ended questions were included in the survey to approximate some of the input
the MCH Bureau may have been able to garner through focus groups. A sample of the questions

and a summary of the responses follow in the section below.

Q5. Can you please share with us the part of parts of home visiting you liked best? [open
ended]

Table 8. Question 5

Q.5 — Multiple selections were given and coded N %
n=374 valid respondents
Advice, warmth, support, encouragement, convenience 123 32.89
Mother’s learning 114 30.48
Information 64 17.11
Activities 56 14.97
Relationship with educator, bonding with child 52 13.90
Child’s learning 28 7.49
Materials 19 5.08
Better mother 16 4.28
Other* 8 2.13

Other responses, presented below as written by the respondents, included:
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e The developmental assessments. Ability of the home visitor to observe child in their

home environment.

e After speaking with the parent educators about my son and the things he does, it was

nice for them to see him.

e The sharing of information. The help with paperwork with WIC & Medicaid.

e Privacy, no "interruptions.”

e Watching videos.

e Just having someone to come out and teach you things you need to know about

having a baby.

e The transportation.

e | liked that my worker was caring and | got the services | needed.

e They come to your home. They have been very informative and even pointed out

some things to question our doctor about that turned out helping our child.

e | enjoy learning all kinds of relevant information about early childhood and finding

out about different opportunities/events in the community.

Q7. Thinking back to when you first started to receive home visits, what was the most valuable

to you? [open ended]

This question asked the respondent to recall the beginning of their home visiting experience and
identify the most valuable component to the respondent, note use of the word “you” in the
question. This word choice leads the respondent to give a “parent” focused response. The two
main themes of responses were learning/information for the mother/parent and a cluster of
responses relating to support. “Reinforcement” was used to code responses which were specific

to the DMIEC-HV staff member observing a parent use knowledge or skills that were previously

taught and then applied at another point in time.

Table 9. Question 7

Q7 — multiple responses given and coded
N= 361 valid respondents

%

Coaching, parent learning, information, knowledge, normal baby

. 197 54.6
behavior
Support, Confidence, Time, Help, Understanding 130 36.0
Other* 36 10.0
Child development 29 8.0
Reinforcement 26 7.2




| All or everything was valuable | 9 | 2.5 |

*The “other” responses were quite varied and difficult to collapse into a category; examples are listed below for ease in reference

by the reader.

e Liked the school supplies that P.A.T. gave my child.

e Understanding her sight and what helped develop it best. Also home made things and
ideas for her.

e The developmental evaluation of my son.

e Knowing that I'm not the only one who is raising grandchildren. Also knowing that the
child is on the right track.

e All or everything was valuable

e Knowing age appropriate expectations. - A base to share conversations w/ husband about

babies development.
e It’s more convenient because I travel on a day to day basis.
e Spend more time with my kids. And play with them.
e Respectful, nurse and very nice.

e The nurse always came. Very organized.

Q8. Did your needs change over the time you received home visits? If so, what changed?
[open ended]

This question was intended to elicit information about the experience of the parent as the
program was unfolding. The responses related mostly to needing to know new or different
information relating to the child’s development. There were few responses relating to other

themes, see Table below for more information.

Table 10-Question 8

Q8 — multiple responses given and coded n %
n=169 valid respondents
Child’s learning 41 24.3
Parent’s learning 36 21.3
Major life event, moving, new baby, separation from partner 22 13.0
Knowledge of normal baby behavior 24 14.2
Reinforcement 18 10.7
Other 15 8.9
Support, Confidence, Time, Help 14 8.3
A lot or All (but not specific example) 2 1.2
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A sense of personal transformation emerged from the responses to this question which, while

framed in terms of “needs,” was answered more in the sense of “what changed” — and in many

cases it was the person’s ability to parent. Listed below is a sampling of telling responses.

Change the way | deal with my children.

Yes, now | paid more interest in my child and what his needs are.

| became more prepared for everything.

To have more security around to care for my child.

| changed because | learned to play and how to care.

| was able to teach my daughter to learn day to day.

After learning my son was not delayed, the focus changed to learning about what to
expect and how to handle certain behaviors.

Yes. At first | was interested in her physical development, now | am more focused on
cognitive skills.

| understood more on how to deal with temper. Life became easier.

"Change many things because | learn to speak to my son."

"Yes they change because I learn how to discipline my son."

"Help me to develop as a mother."

My needs changed from validation as a parent to developmental checks on my child.
My needs changed from validation as a parent to developmental checks on my child.

Now it is easier for me to help my child in the school.

Q9. Looking back now, is there any specific thing that you can say was the most important

part of the experience? [open ended]

Note that this question asks the respondent to reflect back over the entire experience and asks for

the most important part of the experience (in general, not just for the parent/respondent).

Multiple responses were coded. A parent’s learning and general knowledge was cited by nearly

two-thirds of the respondents as the most important part of the experience, specifically, 214 of

the 326, or 65.64%, gave this answer. The second leading response was a child’s learning with

25.8% (84).
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Table 11. Question 9

Q9 — multiple responses given and coded N %
n=331 valid respondents
Parent’s learning, general knowledge 214 65.6
Child’s Learning 84 25.8
Support, Help 66 20.3
Relationship — Child to Educator or Parent to Educator 62 19.0
Access to Pre-Natal Care 32 9.82
Screenings, Evaluations, Pamphlets, Handouts 28 8.59
Child’s Speech, Talking, Child Safety 25 7.67

Community Engagement Forums

Zip codes across Delaware were aggregated into 18 geographic high risk “zones.” The following
health indicators were assessed for each zone. (Letters following each health indicator are used
for shorthand identification later in this report.)

e Child maltreatment (A)

e Domestic violence (C)

e High school completion (D)

e Infant mortality (B)

e Low birth weight infants (F)

e Poverty (G)

e Premature births (H)

e Substance abuse (I)

e Unemployment (J)

As a result of this assessment, six zones were identified as being especially at risk. (These are
shown in table 12)

Following the identification of the six zones, four “Community Forums” were commissioned in
order to solicit community input into the Home Visiting model selection process. Three forums
were held at the offices of Aloysius Butler & Clark in Wilmington, and one at the Georgetown
Comfort Inn and Suites in Georgetown. Separate forums were held for Central Wilmington, East

Wilmington and Northeast Wilmington. The Georgetown forum included residents of Kent and
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Sussex counties from the communities of Laurel, Seaford, Dagsboro, Millsboro, Milford and

Harrington.

The research objective of the Community Engagement forums was to solicit community input
into the evidence based model selection process by capturing opinions, ideas and suggestions
from affected community residents regarding how the program should be structured, and what
services would best meet the needs of residents of the at risk community zones. Delaware
strongly feels that the most effective way to achieve this goal was to actively engage those living
in the community in a comfortable setting, talk to those who are interested in maternal and child
health issues, and hear from community members who understand firsthand the community that

they live in.

In each community forum, 10 participants were recruited according to very specific criteria that

were developed by analyzing the demographics with respect to race, income and education for

each forum area. Age was purposely skewed to individuals of childbearing age. Criteria

included:

e Respondent age range of 18 to 44.

o Respondents should be parents of children aged 0 to 5, currently expectant parents, or
planning to have children within the next five years.

e Recruit a total of 10 respondents per group, at least 6 females and 3 males.

e Try for a mix of education and income (High school completion, GED, some college, 4 yr
college graduate, post graduate; less than $30K, more than $30K, more than $50K).

« Try for a mix of respondents who have health insurance (HMO, Medicaid) and those who are
uninsured.

o Respondent incentives of $75 per person.

Respondents were also recruited by posting flyers in several Public Health clinics in the target

Zones and potential participants were also identified through DPH’s Office of Minority Health.
The object of the demographic analysis and specific recruiting requirements was to ensure that
the forum included a representative sample of the kind of people who lived in the specific high

risk communities (“Zones”).
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The individuals were asked to arrive at least 15 to 30 minutes before the scheduled session, and
were provided with light refreshments while waiting. At the end of the session, participants were
paid an incentive ($75) as compensation for their time and participation. The community forums
lasted about 2 hours each, and were held in the evenings to accommodate and provide flexibility
to participants. Groups were videotaped in order to have a record of the research and audio taped
so the moderator could listen to tapes and prepare a summary report of the discussion. The
moderator listened to each tape, analyzed the findings and prepared a written report on the

highlights of the discussion.

Table 12. At-Risk Community Zones

Zone Location Zip codes Number of indicatorsin  Indicators (by code—see
top 5 ranking above)
4 Central 19804, 19805 8 A, C,D,F,G,H,1,J
Wilmington
East
3 A 19801, 19802, 19806 7 A, D,B,FGH,)J
Wilmington
1 Northeast 19703, 19809 5 AEF H,I
Wilmington
Sussex:
17 Laurel, 19933, 19940, 19956, 7 A D,FGH,IJ
19973
Seaford
Sussex: 19930, 19939, 19944,
18 Dagsboro, 19945, 19966, 19967, 6 A CD,EH,I
Millsboro 19970, 19975
Kent/Sussex: 19941, 19942, 19946,
15 Milford, 19950, 19952, 19954, 5 A D, EG,I
Harrington 19960, 19963

Specific details of the individual community forums are:

Forum 1

The first forum was held at the offices of Aloysius Butler & Clark in Wilmington, Delaware, on
April 19, 2011. There were 10 participants: four men and six women. Seven participants were
Caucasian, two African-American and one Hispanic. Ages ranged from 24 to 41. Annual
household income ranged from less than $25,000 per year to $75,000-$100,000 per year. Five of
the individuals resided in zip code 19805 and five in zip code 19804.
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Forum 2

The second forum was held on April 20, 2011, at the Georgetown Comfort Inn and Suites in
Georgetown, Delaware. There were nine participants: four women and five men. Eight
participants were Caucasian and two were African-American. Ages ranged from 24 to 39 years
old. Annual household income ranged from less than $25,000 to $75,000-$100,000 per year. Zip
codes represented included 19960, 19963, 19966, 19950, 19945, 19973, 19970 and 19952.

Forum 3

The third forum was held on April 21, 2011, at 6 PM in the offices of Aloysius Butler & Clark in
Wilmington, Delaware. There were seven participants: three women and four men. Two of the
participants were Caucasian and five were African-American. Ages ranged from 21 to 33 years
old. Annual household income ranged from less than $25,000 to $75,000-$100,000 per year.
Participants resided in zip codes 19801, 19802 and 19806.

Forum 4

The fourth forum was held on April 21, 2011, at 8 PM in the offices of Aloysius Butler & Clark
in Wilmington, Delaware. There were 10 participants: seven women and three men. Ages ranged
from 22 to 39 years old. Eight of the participants were Caucasian and two were African-
American. Annual household incomes ranged from less than $25,000 per year to more than
$100,000 per year.

Agenda and Discussion
The forums were moderated by Dr. Devona Williams, an experienced moderator with more than
25 years of experience in the fields of public policy, planning and public affairs. Each forum

followed a preapproved agenda.
Participants were asked to discuss what they thought the needs were in their community for

pregnant women and families in the prenatal, postpartum and developmental stages of child

rearing. They were asked to discuss:
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e The kind of information that would be valuable to parents,

e Any specific challenges to pregnant women in their individual communities,

e Any specific support programs that were available to pregnant women in their communities,
and

e Their reaction to various types of home visit programs to support new mothers, babies and

families.

Following those discussions, participants were shown descriptions of seven different Home
Visiting programs that met the criteria for evidence of effectiveness for DMIEC-HV program
and asked who they felt would benefit from that type of service, and if they thought the program
would work for pregnant women and families in their communities. Participants were asked to
comment on each best promising model/approach, select the model that closely matched the
needs of their specific community and more importantly, the model that would have maximum
impact. The descriptions were developed based on information profiles made available on the

HomVEE website (http://www.acf.hhs.gov/programs/opre/homvee) .

Summary of Findings

The following page lists the results we found from the forums and surveys. We believe this
information is valuable to improving and enriching DMIEC-HV programs. We will use the
feedback to strengthen the programs and better tailor them to individual needs. All DMIEC-HV
program staff will review findings and incorporate results into the upcoming data collection

process, CQI activities, as well as daily activities.
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What Kkind of information would be valuable to a young woman who’s just learned that she

is pregnant?

e Types of information that participants thought would be valuable included:

v

S X X

Information about what to expect regarding health issues. How to take care of themselves
to stay healthy. What kinds of physical and emotional changes to expect.

Nutrition information, what a pregnant mother should eat, and things she should stay
away from such as tobacco, drugs and alcohol.

Health information such as the necessity of prenatal care, how to find a pediatrician and
how frequently to have prenatal visits with her physician.

Financial information such as what to expect as far as financial requirements for the child
and resources that may be available for low-income families. Also mothers-to-be should
make financial plans to cover the time they will be away from work and without income.
Any possible restrictions on physical activities.

Stress management.

Insurance programs that might be available.

A realistic depiction of the responsibilities they will soon have for taking care of the
child.

Some participants suggested that before becoming pregnant a young woman should
carefully consider the support available from her family, and especially whether she is

ready to have a baby with her current partner.

What kind of help would’ve been useful to you at that time?

e Types of help that would have been useful included:

v
v

Better support system from family and others.

Information on how to care for a baby, i.e. holding, bathing, feeding, what to do when
they cry, etc. Practical, hands-on experience.

Being aware of how big a responsibility being a parent is, financially, emotionally and
otherwise, and how hard work it is.

Information on how partners can better communicate with each other during pregnancy.

Information on weight gain and weight management during pregnancy.
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v

A strong recommendation to wait until after schooling is completed and a career started

before having a child.

v A 24-hour hotline for those questions a pregnant mother might be embarrassed to ask her

parents or a physician. Hotline would involve anonymity so the caller wouldn’t have to

worry about being embarrassed.

Was there something you needed to know that you didn’t learn about until later?

e Respondents said that they wish they had known more about the financial obligations of

having a child and how expensive they really are.

e How having a child would change the relationship between the parents.

e What they needed to do to prepare for the financial responsibility for having a child.

e For those who give birth while in high school, more support for pregnant students in high

school.

e Some participants said that the most important information they were lacking had to do with

the character of the person they chose to have the child with. In some instances partners may

not have the emotional stability to stay with the mother after the child is born.

What are the biggest challenges faced by a woman who is about to become a mother for the

first time?

e Challenges include:

v
v

D N N NN

<

Stress of having to care for her new baby and lack of sleep.

Being unprepared for negative changes in her body image, and how to deal with those
changes.

How to deal with postpartum depression.

Need to find day care.

Balancing work, day care and other activities of daily living.

For low-income parents, how to find additional financial resources to cover the extra
costs associated with having a baby.

Dangers associated with living in crime-ridden neighborhoods.

Lack of appreciation by the community of the negative consequences of young teens
becoming pregnant.
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v’ Fathers failing to take financial or emotional responsibility for the pregnancy and the
child.

v Multicultural neighborhoods limit the amount of support that’s available from some
neighbors who may be experienced parents because they speak different languages.

v Understanding that she may have difficulties changing from a “partying lifestyle” to one
that is responsible and nurturing for the child. The need to place the child first in her life.

v How to deal with in-laws who often may have different opinions about child rearing from
the parents.

v How to deal with separation while she has to be away at work.

Do you think pregnant women in your community face any specific challenges that are
different from other communities in the state?
e Perceived unique challenges include:
v Poverty or making just a little too much money to qualify for day care and other support
programs.
v High-crime neighborhoods and friends who are a bad influence.
v Acceptance and endorsement of teenage pregnancy by some community members who
should be encouraging teenagers to wait to have babies.
v’ Fathers who fail to accept financial and emotional responsibility.
v Lack of adequate family or other support systems.
v"Increasing numbers of bilingual families, which reduces the ability of all community
members to communicate and bond with one another.
v Lack of a child-/parent-friendly attitude in local workplaces.
v Lack of jobs, especially in Sussex County and in the wintertime, when business there is
slow.
v’ For very young teenage girls, a general lack of self-esteem that allows them to be easily

persuaded by men in the community to have sex and become pregnant.
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Are there any specific support programs or other things that may help women in your

community to have a healthy baby?

Participants mentioned:

Wilmington Health Clinic for Women
The WIC program

Medicaid

The Boys and Girls Clubs

The Nurses 'n Kids program

Catholic Charities

The Early Childhood Center of Delaware
Planned Parenthood

YMCA

AN N NN Y U N NN

Do you think the community is supportive of pregnant women in your community?

While some participants perceive that the community is responsible toward and supportive of
pregnant women, others say they believe that the older generation is not supportive of young
pregnant women, especially teenagers who become pregnant. In some areas there is a need
not only for support services, but also an overall helpful attitude toward pregnant women in
the community.

Some churches are supportive of their members who are expectant parents.

Some participants perceive unhelpful or arrogant attitudes in staff of programs that are
supposed to help. These kinds of situations cause clients to mistrust programs.

Some participants perceive that young teenage mothers are more likely to receive support
through the state than are older mothers. They do not see communities providing broader
support in the same way that communities support, for example, job growth programs

through career fairs.
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Do you think pregnant women in your community who are at risk of having a baby born

too soon or too small would be open to receiving home visits by a nurse or trained health

professional?

e Most participants thought that women who are targets of the program would be receptive to

having home visits by a nurse or other trained professional. However, some people may be

uncomfortable having a stranger in their home, or they may feel uncomfortable because they

have some undesirable personal issues, such as say alcohol or drug abuse, which they may

not want to reveal. Others may decline the program out of a sense of pride that they do not

need someone to “check up on their child.”

Some women live in such poor conditions that they may be ashamed to even have someone

in their home. Such people might respond better to a program in which they can go to a

central site to participate.

What do you think they would want to get from a home visit?

e Respondents thought that pregnant women would be looking for:

v
v
v
v
v

Advice, encouragement and comfort.

A nonbiased, confidential resource who could direct them to available resources.
Reassurance, guidance and emotional support.

Coupons for formula.

Program staff could evaluate homes for child safety.

e Some concerns expressed were:

v

v
v
v

Women with resources and good health insurance may not need the program.

Women at the early stage of pregnancy may not know that they are at risk.

Staff members must be low-key, approachable and able to make the client feel at ease.
Some participants believe the doctors’ offices should be better informed regarding
programs that are available to help new mothers such as WIC.

Transportation programs should be available to help new mothers keep medical

appointments, etc.
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How often should the visits be?

e Suggestions regarding visit frequency ranged from weekly to biweekly to monthly. Some

participants thought that the visit frequency probably should increase as the pregnancy

progresses.

What is the best kind of person to visit and provide the necessary information?

e Participants believe that the visiting person should be a nurturing clinical professional, a

woman and preferably someone who has been pregnant before. A visiting staff member

could be a midwife, counselor, pediatrician or religious person. The person should be upbeat,

cheerful, nonjudgmental and compassionate.

Many participants are suspicious of social workers because of previous negative interactions,

and fear that social workers would be there to judge or criticize.

Postpartum Stage

What kind of help can be provided by this program to help new or expecting parents

become more comfortable with taking care of a new child?

e Suggestions included:

v
v
v

Information about changes a woman’s body goes through after pregnancy.

Information about breastfeeding.

How to do day-to-day things with the baby—changing a diaper, giving a bath, feeding,
etc.

Identifying needs of the baby. Learning how babies communicate with their parents
(through crying).

Information on financial management.

Information on techniques that single mothers successfully use in order to manage a
family.

Consider “pregnancy fairs,” similar to career fairs, where people can get general

information in a group setting on prenatal care, postpartum care and child care.
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Program staff should visit mothers in the hospital immediately after birth in order to
make sure that the mother knows how to properly care for the baby. Also, because the
mother will have already met the visiting staff member, she will be more comfortable
when the staff person visits her at home.

What kind of information would be valuable to a young woman who has just given birth to
her first child?

e Suggestions include:

v
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v

How to care for a new baby—feeding, clothing, bathing, sleeping, what to do when they
cry, etc.

Lists of assistance programs available to parents and how to apply for them.

Information regarding where to get the best deals on baby supplies.

Develop a parent mentoring program.

Develop a website to help new parents with common questions.

What the mother can do to help regain her figure.

Information about the developmental path for the child, including information on the
dangers of the use of tobacco, alcohol and drugs by nursing mothers.

Information about sleeping arrangements—baby should never sleep with parents.

e Consider using some method to “feed” information to the mother over a period of time,

instead of all at once right after delivery. Some mothers may find the amount of information

they receive overwhelming and may be unable to absorb everything they need to know.

Consider production of a CD, DVD or website for new mothers to use for answering

everyday questions. Consider a telephone hotline that mothers can call to ask questions

anonymously so they can avoid feeling embarrassed by asking their doctor, family or other

support system members.

Does your community have any assets or programs that can be used to support new

families?

e Community assets included those mentioned below.

v
v

Catholic Charities
The West End Neighborhood House
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Brandywine Counseling

Door of Hope

Bayhealth Center (unknown program)

Northeast Building (The Northeast Community Center?)

AN N NN

Children and Families First
v" Child Inc.

Would it have been useful to you to have a skilled professional visit you shortly after the

birth of your child to answer any questions or to address any concerns?

Participants had mixed opinions about whether or not it would have been useful to have a
skilled professional visit them shortly after the birth of their child. For parents with a good
family support system, the visits are probably not necessary. For those that do not have a
good support system, or for those with special problems with her children, such visits
probably would be useful.

Participants said that some insurance companies offer home visits to new parents. Others said
home visits might be helpful to address specific problems. Still others said that hospitals

provide new mothers so much information before they leave, that they never had a question.

What kinds of male mentoring or fatherhood support would be effective to support your

role as a new father or expectant parent?

It might be useful to have experienced fathers who can coach and counsel new fathers.

One participant thought that some new fathers may be “too proud” to accept mentoring from
an older man about how to be a good father.

Some new fathers receive support from the churches.

Participants suggested parenting classes for fathers or group meetings where fathers or
prospective fathers could learn about families and childcare in a supportive, nonjudgmental
environment. Many participants believe that group functions would serve fathers more
effectively than individual programs.

One participant observed that most programs are aimed at mothers, and that if more
programs were available for mentoring fathers-to-be, perhaps the number of fathers who

abandoned families might be decreased.
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e Men should be made aware of the physical and emotional changes that women go through

while they’re pregnant, and especially after delivery. They should be made aware of the

dangers and symptoms of postpartum depression so they can assist if that occurs rather than

be concerned or feel left out.

e Fathers should be told of the social importance of fatherhood and be helped to understand

their role, even if mothers do much of the direct caregiving.

Developmental Stage

What kind of information would be helpful for a parent who has a child who is one or two

years old?

e Responses included:

v
v
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Information on proper nutrition.

Information on child safety and “childproofing” a residence. How to deal with active
toddlers.

Information on parenting skills, especially on learning patience. Guidelines on
disciplining a child and especially on the dangers of shaking a young child. How to deal
with temper tantrums, crying and inappropriate behavior.

Tips on how to socialize children. Parents need to keep in mind that children copy their
undesirable behaviors such as cursing, smoking, drinking, etc.

Information on hyperactivity.

Information on stimulating a child for good development and on what to do if they
suspect that their child is developing inappropriately.

Information to help the parent assess whether or not the child is receiving appropriate
medical care and preventive services.

Information about hearing loss due to ear infection.

Information on specific state-sponsored public assistance programs that might be
available.

The importance of reading to a child.

Limiting the amount of TV a child watches.

Information on state-sponsored programs and sources of information.

How to deal with fevers, ear infections, vaccinations and regular checkups.
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v

Information on potty training.

What kinds of things can be done to build trust between the new parents and the program

staff so parents can be assured that staff is there to help and not criticize or spy on them?

e Responses included:

v

Potential clients should be assured that the program is not temporary and will be there
when they need it.

Staff needs to build a good rapport with individual clients.

Consider online testimonials by existing clients so prospective clients can get an idea of
how other people feel.

Services need to be delivered consistently and fairly, i.e. all clients should be treated
alike.

Staff should act professionally and treat clients with respect.

Privacy must be ensured.

Staff should be trained in trust-building skills, because clients who don’t trust people in
general will have a difficult time trusting program staff.

Consider implementing seminars or study groups consistent with the particular stage the
new parents are going through, i.e. expecting, postpartum and developmental.

The program must be voluntary.

Also, program staff must feel comfortable going into communities where they normally
may feel uncomfortable.

Perhaps the most effective way of building trust is word of mouth from satisfied clients.
Consider having the client complete a pre-registration questionnaire so the visiting staff

person knows that person’s strengths and weaknesses before visiting.

Delaware Helpline and the 211 access number

e Inall four groups, only about three or four participants in total were familiar with the 211

Delaware Helpline access number. Only about twice that number were aware of Delaware

Helpline at all.
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Participant assessment of various programs.
e Respondents were asked to identify a favorite program. The table below shows the overall
preferences for the programs. (Note there are only 35 votes because one person did not

choose a preference.)

Program Number
Preferring

Healthy Families America

Healthy Steps

HIPPY

Early Head Start
Parents As Teachers
Nurse Family Partnership
Family Check-Up 2

e Respondents were asked who they thought would benefit from each particular program.

wWwoo N O

There were no discernible patterns in the responses.

Will the programs work?
Respondents were asked to judge whether or not they thought the programs would work in
their community. Responses to that question are summarized in the table below. In all four
groups participants thought Healthy Steps was most likely to work (8 yes votes), followed by
Parents As Teachers (7 yes votes), Nurse Family Partnership (6 yes votes) and Family
Check-Up (6 yes votes).

Table 13
Yes No Possibly N/A

Healthy Steps 8 1 1 0
Parents As Teachers 7 1 1 1
Nurse Family Partnership 6 1 3 0
Family Check-Up 6 2 1 1
HIPPY 5 4 1 0
Healthy Families America 4 3 3 0
Early Head Start 4 4 2 0
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Other Comments

e One participant suggested using direct mail to notify residents of high-risk areas of the
program’s existence. Information about programs could be distributed in public places like
post offices and libraries. Also, consider using Facebook and Twitter to publicize the
program.

e Program should not target only the lower socioeconomic areas. Problems with children can
occur at any household income level.

e One participant recommended an incentive to make sure that participants complete the
program, similar to the kinds of financial incentives used by Career Team.

e Participants feel these types of programs should not be limited only to very low-income
people.

By holding these community engagement forums, Delaware concludes that Healthy Families
America is the right framework for transforming Public Health’s Smart Start program to an
evidence based program, which builds upon existing resources and demonstrates measurable

positive outcomes for pregnant women, infants and their families.
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¢ Delaware’s approach to development of policy and to setting standards for the
DMIEC-HV program,;
Delaware is using a six stage process to assist with our implementation efforts and our plans to
develop a successful early childhood home visitation system.*

Stage One: Form a Planning Group

Stage Two: Build Trust and Ownership

Stage Three: Think Strategically and Plan

Stage Four: Design Your Program

Stage Five: Promote and Maintain Program

Stage Six: Delivery of Services

As 0of 2008, Delaware’s home visiting administering agencies have collaborated to create a

continuum of home visiting services where families are referred to the program that is most in

line with their needs and transition seamlessly to a different service if/when needed. With strong
support from the state executive branch (e.g. Lt. Governor’s Office), key state agencies (e.g.
DPH, Department of Education and Department of Services for Child, Youth & their Families)
and advocacy organizations (Children and Families First and Community-Based Child Abuse
Prevention organization); Delaware is well poised to implement the intent and goals of the
Affordable Care Act Maternal, Infant and Early Childhood Home Visiting Program.

Delaware’s capacity to assemble the needed data is facilitated by the existing leadership network
for home visiting services. Key organizations that deliver home visiting programs, along with
partners, work collaboratively on the Delaware CAB, in place since 2008. Organizations with
data needed for the assessment are members of the CAB and have agreed to provide data or

facilitate access to required data.

Delaware stakeholders have “buy-in to the benefit of home visiting, have a shared understanding
of the needs of new parents in the community, and are knowledgeable about existing resources

available to address new and expectant parent’s needs. Therefore, the initial consensus building

® Healthy Families America Site Development Guide (2000). Prevent Child Abuse America.
www.preventchildabuse.org

* Key Components of a Successful Early Childhood Home Visitation System. Zero to Three. National Center for
Infants, Toddlers and Families.
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and partnership development steps have taken place and will continue to foster and expand the
family support system in the community. In addition, this group is committed to looking beyond
the obvious partnership base (i.e. Fatherhood Coalition) and will consider adding those
individuals and organizations who can help build a broad early childhood foundation necessary

for implementation and sustainability.

The CAB is comprised of providers, policy makers, and other advocates and includes:

CB-CAP, Child Welfare, Division of Child Mental and Behavior Health, Division of Public
Health, ECCS Coordinator, United Way, Family Court, Child Death Review Board, Office of the
Child Advocate, Christiana Health Systems, Federally Qualified Health Centers, University of
DE School of Nursing, University of DE School of Urban Affairs and Public Policy, Medicaid
managed care, three private foundations and other home visiting programs (Division of Public
Health—Smart Start Program; Department of Education—Parents as Teachers; Early Head Start

Programs; Resource Mothers Program).

A table of the primary members and roles’ of the Community Advisory Board can be found in

“Appendix F”.

Through the CAB, members share their expertise, discuss each other’s systems and programs
and explore a successful referral and linkage process, identify common data variables for a
coordinated early childhood data collection system, plan for professional workforce development
and competencies for home visitors, explore outreach and public engagement strategies, and
discuss long-term sustainability. As a result of many discussions, a Home Visiting Decision
Tree Matrix (See Appendix “B”) was developed to align and coordinate multiple home visiting
programs, identify key components for a single point of entry and referral system, and to
evaluate the current systems’ capacity or incapacity to support pregnant women, children and
their families. Another work product of the CAB was the development of the Home Visiting
Program Comparison Table, which is an inventory and “cross-walk” of Delaware’s existing
home visiting program models, program standards, populations served, geographic area covered,

and basic services provided.
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It is the intention of the CAB to assemble a smaller committee to discuss policies and standards
that is more directly responsible for implementation, oversight and support of a continuum of
home visiting services. This committee will report back to the full CAB and provide

recommendations for consideration.

Smart Start — Division of Public Health

In 1987, the Health Care Financing administration (HFCA) issued a clarification to State
Medicaid programs to further define the scope of services that Medicaid was mandated to
provide pregnant women, as well as those services that Medicaid was given the option to cover.
These optional services, called “extended services to pregnant women” were limited to

conditions that may complicate pregnancy.

Delaware elected to offer these optional services to high-risk pregnant women and as of July 1,
1988, amended its State plan to expand the normal pregnancy-related and postpartum services to
include services for any other medical conditions that might complicate pregnancy. Smart Start
services include nutrition assessment, nursing assessment and social services. In 1989, the

Division of Public Health began Smart Start services for pregnant women.

On January 1, 1996, Medicaid began a system of managed care for services provided to many of
its recipients, including pregnant women. Managed Care Organizations (MCO’s) contracted with
the Division of Public Health to provide Smart Start services to their clients. A comprehensive
multidisciplinary care (case) management model of service delivery is designed to address the
needs of clients.

Our vision, as an affiliate of Healthy Families America, is an integrated nurse home visiting
program that improves the health and well-being of women, infants, children, and families.
Home visits will deliver a variety of services and support in the home, and will also aim to
improve parents’ capacity and skills and children’s health and developmental outcomes. This
integrated program is Smart Start, which will consolidate other DPH home visiting programs (i.e.

Kids Kare and Home Visiting for first time parents) under one name. Pregnant women and
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children will continue to be served based on established criteria. Smart Start intends to use only
evidence-based strategies and standardized assessments in order to measure client impact.
These include:

e Standardized depression assessment

e Evidence—based curriculum

e Uniform up-to-date educational materials for clients

e Annual continuing education and best practices training for home visiting staff

Over the past two years, the DPH’s MCH Director, MCH Bureau Chief, Director of Nursing and
Directors of Northern and Southern Health Services have led an internal workgroup to modify
and improve DPH home visiting services. This internal workgroup will continue its work to
implement a research-based best practice program, one that integrates home visiting services
under one name, one shared vision and one set of eligibility criteria to improve the health and
well-being of women, infants, children and families, called Smart Start. An internal Smart Start
Home Visiting Program Steering Committee provides oversight and direction of a formalized
state-wide Smart Start Implementation Workgroup. Brief descriptions of the structure of Smart

Start Steering Committee & Implementation Work Groups are highlighted below.

Smart Start Steering Committee

i.  Provide overall direction

ii.  Help to define Work Groups and designate lead facilitators

iii.  Support/serve as Work Group participant(s)

iv.  Generate and facilitate discussion to help develop short and long-term goals

V. Review & formalize work group recommendations

vi.  Make decisions on Implementation Plan
o Liaison to the Home Visiting Community Advisory Board
e Grant writing
o Liaison with third party payers to determine long-term sustainability financing model
o Evaluation/assessment
« Identify resources, costs, staff, program sustainability and structural challenges
« HFA transition oversight
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o Oversight of the development of a data system

Smart Start Implementation Work Group

To keep the Implementation Work Group at a manageable size and to accomplish many hands-
on tasks, the Implementation Workgroup split into smaller sub-workgroups. Each Work Group
is assigned a lead facilitator and is encouraged to invite additional representatives from different
units in the Division of Public Health that have the knowledge and expertise for critical input and
discussion. A timeline for work group meetings and tasks was developed for a one year period.
The workgroup reports on progress made on a monthly basis to the full Smart Start

Implementation Workgroup.

Functions include, but are not limited to:

¢ Implement, review, revise, and monitor Quality Assurance and Training and Technical
Assistance Plans;

¢ Develop the policies and procedures and make recommendations to the Steering Committee
for incorporation in the overall Plan;

¢ Oversee training and technical assistance for the Smart Start/HFA;

¢ Review annual status reports and other statewide data sets as appropriate, and review the
assessments during the credentialing and re-credentialing processes, (TBD)

¢ Advise program manager on the effective implementation of training, technical assistance,
quality assurance plans, and other areas of program functioning,

¢ Designate ad-hoc work groups as needed to address specific issues. These smaller
workgroups report to the full Smart Start Implementation Workgroup, and issues that cannot
be addressed are elevated to the Steering Committee.

¢ Serve as a forum for communication among state trainers, program manager, MCH Deputy

Director, home visiting staff (Nurses, social workers, nutritionists).

Data & Information Management Sub-Work Group

This work group gathers the information and data to help establish a data management system

that facilitates data collection and tracking. Information gathered by this group will be the basis
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for many of the other work groups’ efforts. Therefore, completion of this group’s tasks should

be a priority. Tasks include:

o Develop business requirements and case summary for IT development process

o Collect reliable, comprehensive, statewide data to monitor current conditions and
predict future needs

e Collect and review regional and national best practice data systems

« Develop reporting capability/data collection strategy and tracking system

« Data system must have web-based capability, case management note taking, etc.

o Develop Timeline

o Catalogue home visiting program data (i.e. NFP, PAT, SS, Resource Mothers, Head
Start) and keep it in one place

« Discuss potential partnerships that we can establish and connect to in order to reduce

burden on respondents to surveys, questionnaires, and general inquiries

Training and Curriculum Sub-Work Group

This work group will also assess the level of skill, education and training for a competent home

visiting workforce. In addition, this work group is responsible for identifying and compiling best

practices for recruitment and retention strategies. Tasks include:

Coordinate HFA training for home visiting staff
Coordinate Partners for a Healthy Baby Curriculum training for home visiting staff
Explore training and mentorship opportunities
Workforce skills, education, and training inventory
Review ‘Just in Time Parenting” newsletters
Discuss curriculum orientation
Develop a timeline
Behavioral health skills training
e Explore the core home visiting core competencies
e Leadership development & trained supervisors/managers (i.e. recognizing a multi-
generational workforce)

Examine training program development and career progression
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e Identify best practice models and evaluate

Policy and Procedures Sub-Work Group

This work group will develop a program policy manual that includes operational procedures.

This work group should also identify duties of home visiting staff, including time spent on home

visiting and other public health duties. Tasks include:

Align Smart Start operational manual with HFA standards (there is flexibility of
initiation into the program. Eighty percent of families must enroll during prenatal
period and 20% can enroll over the age of 3 months.
Clear policy is required when transitioning from one home visiting program to the
next (i.e. Smart Start transition to Parents as Teachers).
Initiation of the program. Ideally, clients start prenatally but may begin at any point.
Criteria for increasing/decreasing service intensity over time
Can services be provided over the phone? What are the indications when this is
appropriate?
Clients remain in the program from prenatal period through 1 year of age (TBD). If
there are additional health or family risks (e.g. substance abuse) the child can remain
through age 2.
Case loads are not to exceed 15 families with health/social risks. Case loads not to
exceed 10 families with mental health/nutrition only — where nurse serves in case
oversight role only for ancillary staff.

e Determine “creative outreach” to ensure weekly visits during first 6 months of

program enrollment
e Strategies to meet 75% engagement goal on a monthly basis.
e Determine Level 1 and Level 2 engagement (level 1=high intensity and level
2= outreach)

e Criteria for case closure

o Identify best practice models and evaluate

e Review Forms

e Develop a timeline
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An overall project timeline is attached (See Appendix “C”), which is subject to change.

¢ A plan for working with the national model developer and a description of the
technical assistance and support to be provided through the national model.

As an affiliate of Healthy Families America (HFA), Prevent Child Abuse America assigns a
Regional Coordinator to each state to provide support and guidance on the implementation
process and ensure program quality and development. To cover the costs associated with the
provision of technical assistance to HFA sites, affiliated sites are responsible for an annual
affiliation fee. Additionally, HFA program sites are responsible for the costs associated with
the HFA Peer Review Team to perform an on-site review during the accreditation process.

HFA national staff are available to provide individual on-site technical assistance to programs at
any time upon request. However, there is a cost for on-site technical assistance: $1250 fee per
day, with a full day minimum, plus all related staff travel and materials.

HFA national center staff provide the following technical assistance to members of the HFA
network:

e Provide guidance around outcome tool selection;

e Conduct literature reviews for pertinent articles;

e Answer questions about research, evaluation, data management; and

e Link members of the network to evaluation experts and resources;

e Provide access to an evaluation database which provides information on evaluations that

have been done;
e Conduct conference presentations and workshops.
e Learn about the accreditation process, completion of the self-study, standards

interpretation, and/or the process

Smart Start Delaware is keeping a list of technical assistance needs. One primary technical
assistance request is around program evaluation, especially with respect to internal evaluation
methods in a context of continuous quality improvement. A second primary technical assistance

request focuses on the general issue of attrition of families and relates to a more intensive
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external evaluation strategy (such as the ChapinHall engagement survey process, which was

substantive and represented a significant investment of funding).

¢ A timeline for obtaining the curriculum or other materials needed.
Smart Start Delaware plans to purchase the Florida State University’s Center for Prevention &
Early Intervention Policy Partners for a Healthy Baby Curriculum by Summer 2011 and will
plan an orientation for new and existing staff to introduce them to the materials and incorporate
the instruction manual into their home visits. An estimated timeline is below:

e Price quote received 5/27/11

e Purchase Order created 5/31/11

e Fiscal Processing time 2 weeks 6/15/11

e Approved purchases order faxed to FSU Center for Prevention & Early Intervention

Policy 6/16/11

e Allow 4 weeks for delivery

e Delivery of curriculum 7/14/11

e Staff Orientation Fall 2011

Florida State University’s Partners for a Healthy Baby (available in both English and Spanish)
Home Visiting Curriculum, a research-based, practice-informed curriculum used in evidence-
based programs that have achieved positive outcomes was selected as the primary evidence
based curriculum for Smart Start Delaware to promote knowledge about positive parenting skills.
Several different curricula was reviewed based on a thorough assessment and was selected to
meet the individual needs of the family, with attention paid to cultural, linguistic, cognitive
factors, and the interests of the family. The Partners for a Healthy Baby curriculum materials are
sensitive to diverse learning styles and levels, cognitive abilities, primary languages, and cultures
among the families served in Delaware. The choice of curriculum reflects respect for diversity
and is individualized to meet the unique needs and interests of the family whenever possible.
The curriculum is based on best practices in child development, parent-child interactions and

parenting practices.
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Smart Start Delaware also plans to incorporate Just in Time Parenting newsletters, research-
based age-paced information that helps guide and educate parents on healthy pregnancies and
child development (social, emotional, physical, and intellectual based on developmental
milestones), which is a publication of the University of Delaware’s Cooperative Extension

Program.®

Home Visitors will have access to an array of books, videos, resource files and best

practices in child development, parent-child interactions and parenting practices. Every

effort will be made to stay current with the research and materials will be updated on a regular
basis. Materials given to families will also be in accordance with the recommendations of the
American Academy of Pediatrics (AAP). Smart Start Delaware will include in the policy and
procedures manual that additional curricula and materials used in home visitation must first be
approved by the Program Supervisor prior to use to assure quality, consistency and agreement
with the AAP.

¢ A description of how and what types of initial and ongoing training and professional
development activities will be provided by the State or the implementing local agencies,

or obtained from the national model developer.

Smart Start DE (SS DE) will ensure that new staff, volunteers and interns receive orientation
specific to their role prior to direct work with families utilizing the Smart Start DE Orientation.
SS DE Supervisors ensure that all new direct service staff are registered for Healthy Families
America (HFA) Core Training upon hire. SS DE annually updates a Program Training Plan that
assures access to required trainings in a timely manner for all home visitors and program
Supervisors. The training plan is based on requirements determined by the program management
and HFA. HFA Certified trainers provide Core Training for home visitors, supervisors, and
program managers. Core Trainings will be held as needed. Additional wrap-around training

sessions will be scheduled as needed and will be based on resources available.

° Just in Time Parenting. University of Delaware, Cooperative Extension Program. Patricia Tanner Nelson, Ed.D.,
Extension Family and Human Development Specialist, University of Delaware.
http://www.parentinginfo.org/index.php
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An Individual Training Plan (ITP) will be created for each direct service employee, based on the
Healthy Families America training requirements, which will document completed trainings and
training gaps for orientation, 6-month, 12-month and on-going wrap-around training
requirements. The ITP will also indicate which trainings have been entered in the an on-line
Training tracking system. The ITPs are used by the Home Visiting Coordinator to analyze
training strengths and gaps for the program. Supervisors and staff will use their ITPs to analyze

each staff person’s training needs and set individual professional development goals.

As previously mentioned, Prevent Child Abuse Delaware will be working with all Delaware
home visiting partners to enhance the continuum of home visiting services by providing training
and technical assistance as they increase their capacity to work effectively with families building
protective factors.

¢ A plan for recruiting, hiring, and retaining appropriate staff for all positions.
The State of Delaware’s hiring policy is that programs actively recruit, employ, and promote
qualified personnel and administer its personnel practices without discrimination based upon age,
sex, race, ethnicity, nationality, sexual orientation, handicap, or religion of the individual under
consideration. In addition, recruitment and selection practices are in compliance with Delaware
law and the State of Delaware’s hiring policies and procedures and include:®
« Notification of its personnel of available positions before or concurrent with
recruitment elsewhere,
« Utilization of standard interview questions that comply with employment and
labor laws, and

« Verification of two to three references and credentials.

Screening and selection of a program manager considers characteristics including, but not
limited to:

A. A solid understanding of and experience in managing staff,

® Office of Management and Budget/Human Resource Management, State of Delaware. State job descriptions,
essential functions and qualifications for a Nurse, Nurse Supervisor, Social Worker and Nutritionist are available at
http://www.jobaps.com/de/auditor/classreports.asp
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. Administrative experience in human service or related program(s), including experience

in quality assurance/improvement and program development, and
A Bachelor’s degree in human services administration or related field or an equivalent

co