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SECTION I

INTRODUCTION

1.01

CAHF MISSION STATEMENT

The Mission of the Community Alliance for Healthy Families is to help families provide safe, warm, and nurturing environments in which children grow, develop and experience success.

1.02

CAHF GOALS

Evaluation Goals:

95% of families who have participated for at least 24 visits in the Healthy Families program will demonstrate no evidence of substantiated abuse and/or neglect until the target child reaches age six (as evidenced by no substantiations of abuse and/or neglect at the Allen County Office of Family and Children).

95% of families will demonstrate no evidence of child abuse and/or neglect (i.e., substantiated by the Office of Family and Children) during their participation in the program.

40% of families, who have participated for at least 24 visits in the Healthy Families program, will demonstrate improvement in parental and family functioning as measured by the Healthy Families Parenting Inventory (HFPI) and Home Inventory (Home Scales responsivity and acceptance).  

Process Goals:

●
60% of families who screen positive will agree to assessment.

●
90% of families who assess positive will accept services (enroll + 1 visit).

●
85% of families will engage in services (four plus visits).  Engagement.
●
70% of families will remain in services for at least 24 visits. Secondary Engagement.
●
60% of families engaged at 12 visits will remain in services.  (Ex.-12 mos.)

●
80% of families will remain active in the program (not on creative outreach).

●
100% of visits due will be attempted.

●
90% of visits due will be done.

●
95% of children will have a medical home.

●
95% of children will have up-to-date immunizations.
●
90% of children will have timely Denver’s.

●
100% of children with developmental delays will have referrals to early interventions and/or their pediatrician.

●
99% of families who have had 24 or more visits will remain abuse/neglect substantiation free.

1.03

SERVICE PRINCIPLES

A. Healthy Families America Affiliation

CAHF is an affiliate of HFA.  As such, services are provided to families based on the twelve critical elements of Healthy Families America.  Those elements are:

1. Initiate services prenatal or at birth.

2. Use a standardized (i.e., consistent for all families) assessment tool to systematically identify families who are most in need of services.  This tool 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).

3. Offer services voluntarily and use positive outreach efforts to build family trust.  

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).

5. Services should be culturally competent such that staff understands, acknowledges, and respects cultural differences among participants; staff and materials should reflect the cultural linguistic, geographic, racial and ethnic diversity of the population served.

6. Services should focus on supporting the parent(s) as well as supporting parent-child interaction and child development.

7. At a minimum, all families should be linked to a medical provider to assure optimal health and development (e.g., timely immunizations, well-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.

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, meeting their unique and varying needs and to planning for future activities.  In many communities a home visitor will do best serving no more than 15 families on the most intense service level; in some communities, the number may need to be significantly lower, for example, fewer than 10 families.

9. Service providers should be selected because of their personal characteristics (i.e., non-judgmental, compassionate, able to establish a trusting relationship, etc.), their willingness or experience working with culturally diverse communities, and their skills to do the job.

1.03 (continued)

10. Service providers should have a framework based on education or experience for handling the variety of situations they may encounter when working with at-risk families.  All service providers should receive basic training in areas such as: cultural competency, substance abuse, child abuse reporting, domestic violence, drug-exposed infants, and services in their community.
11. Service providers should receive intensive training specific to their role to understand the essential components of 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.)

12. Service providers should receive ongoing, effective supervision so that they are able to develop realistic and effective plans to empower families to meet their objectives; to understand why a family may not be making progress and how to work with the family more effectively; and to express their concerns and frustrations so that they can see that they are making a difference, and in order to avoid stress-related burnout.

1.04

NATIONAL AND STATE LINKAGES

1.04. A 

Linkage to Healthy Families America

CAHF is a Healthy Families America affiliated site.  CAHF participates in the HFA multi-site accreditation process. Staff are trained by HFA certified trainers.  At least two CAHF staff are peer reviewers for HFA.  Managers, administrators and supervisors participate in HFA conferences and committees.

1.04. B  

Linkage to Healthy Families Indiana

CAHF is a Healthy Families Indiana affiliated site.   CAHF policies are in compliance with HFI policies (unless waivers have been granted).  CAHF participates in the HFI sponsored multi-site accreditation process.  CAHF staff participates in state sponsored training.  The site participates in HFI Quality Assurance processes and is included in the statewide evaluation.  CAHF is linked to the statewide database tracking system (HVTIS).

CAHF services are based on the Healthy Families Indiana Mission:

The mission of Healthy Families Indiana is to promote supportive environments that optimize child growth and development and encourage resilient, healthy families.

Consistent with that mission, the following outcomes are expected for families participating in Healthy Families Indiana statewide system:

1. Prevention of negative outcomes.

2. Increase in parenting skills/behaviors.

3. Increase in healthy pregnancy practices.

4. Increase in ongoing health care practices.

5. Increase in mental health indicators.

6. Increase in social support systems.

7. Improvement of family environmental factors.


























SECTION II

HOW TO USE THIS MANUAL

2.01

DEVELOPMENT OF MANUAL

This manual is developed by the management team and coordinated by the lead manager.  Policies are approved by the Governance Council.  Procedures are written and approved by the management team.  Staff and supervisors are consulted.  HFA accreditation standards, HFI policies, grant requirements, agency requirements, Advisory Committee, and by-laws input are used in the development of policies and procedures.

2.02

REVISIONS TO THE MANUAL

This manual is maintained by the lead (administrative) agency.  Revisions can be recommended by families, staff, AFS specialists, supervisors, managers, administrators, funders, evaluators, or Governance Council.

Procedures must be written and approved by the management team.  Policies must be approved by the Governance Council.

All revisions require implementation date and documented staff receipt and training.

2.03

FORMAT FOR THIS MANUAL

This manual is divided into two sections:


Policy Manual


Standard Operating Procedures (SOPS)

The section number for each coincides, for example Policy 2.01 will have SOP 2.01.

Specific forms which are used in documenting services and supervision are maintained in the “Forms Manual”.

Management specific procedures are maintained in a separate “Management Manual”.

2.04

AVAILABILITY 

Central Office – One copy, one on computer, and one on SCAN website

Each agency – One copy for the agency.   Manuals are kept where staff can easily access.

Each agency is responsible for requesting additional copies from the lead agency.

2.05

AGENCY POLICIES

Agency policies always take precedence over CAHF.  Managers are to notify central office when in conflict.  If the conflict will impact services to families or accreditation, the lead manager notifies Governance Council.

It is expected that the CAHF Policy Manual, SOP and agency policies will guide employees in doing their jobs.

SECTION III

TARGET POPULATION

3.01

PROCESS FOR DETERMINING TARGET 

The target population is determined by using input from program evaluation, the community, (via surveys and Advisory Committee), research regarding “at-risk” families, community trends, funders and families who are, or have been in service.

Governance Council determines who the target population will be.  Managers and administrators determine procedures for accessing the target group.

3.02

CAHF TARGET POPULATION

Screening
All families who live in Allen County, with a child two weeks or under or prenatal parents who are referred by the five local hospitals, WIC, social service agencies, and self referrals, and give consent will be screened for risk factors which lead to negative childhood outcomes. 

Assessment

All families who screen positive, live in Allen County, indicate intent to parent their child, and consent, are offered assessment services.

Short-Term (HOPE) Services

· Families who are referred prenatal, screen positive, and assess 5-35 on the Kempe assessment are offered home visitation services until the child of focus is born.  When the child is born, the family may request or the manager may deem that the family can transfer to long-term services. 
· Families who screen positive and score 5-35 on the Kempe assessment are offered services for up to three months after the birth of their baby.  The home visitors, supervisors, program manager or AFSS may request admission to long-term service based on needs identified during short-term service.  The manager has final approval. 

· See priority plan.
Long-Term Services (Healthy Families) (Minimum of three years of service)

· Families who screen positive and score 40 or above on the Kempe and indicate they are going to be involved in parenting their child are offered long-term home visiting services.

· Families who screen positive and score 5-35 on the Kempe will be offered long-term services if the date of admission into home-base services is after two weeks from baby’s date of birth when space is available.  It is not practical to offer shorter services when it would be available for less than 3 months.

· See priority plan.
3.02 (continued)

*Note:  The assessment manager may request consideration for services where assessment staff or other medical or social service providers have concerns for the family.  This is referred to as “clinical override”.  The management team must approve all clinical overrides. 
3.03  


REACHING TARGET
CAHF assessment services are conducted by LSSI.  CAHF has relationships with all Allen County hospitals and WIC.  LSSI staff screen all referrals from these sources and referrals from medical providers, schools, social services, and self referrals with consent of the potential recipient.

Transfers from out of county Healthy Families programs are accepted when there are program openings.  If there is a waiting list at the time for the referral, they are declined and the referring agency is given other community resources that can be shared with the family.

3.04

TRACKING TARGET DATA

Lutheran Social Services of Indiana (LSSI) collects data on community births and tracks screening, assessment, and referral services.  This information is collected monthly and submitted to the central office.  This information is compiled, along with other data, and reported monthly to managers, administrators and Governance Council.  Quarterly, the information is shared with the CAHF Advisory Committee.

3.05

Handling Non-Target Population

Due to the broad range of screening and assessment services offered by CAHF, many families assessed do not qualify for CAHF services.  Assessment staff offer alternative resources to families who do not qualify for Healthy Families.  Due to the nature of partner agencies, many times families can be referred to other services within one of those agencies.

The assessment manager has the authority to override assessment scores and offer services to families who have clinical reasons for services which may not have been determined by the assessment, with approval of the management team. Examples may include but are not limited to: the age of the mother, current high level stress, previous reported difficulties with parenting, family instability, and concerns by nursing or social service staff.

Families who score 5-35 and are initially assigned to short-term services may be admitted to Healthy Families long-term at the discretion of the program managers.
Families who “score” outside the target population or who do not meet age requirements for the baby may request services.  Each case is reviewed by the management team to determine if services can be offered.

3.06
PRIORITY PLAN

Based on funding available there are a limited number of slots available for families.  Each year the management team, in collaboration with the Governance Council establish priorities for admission.  Priorities are based on assessment scores, clinical review and management team consensus about need for services.  New priorities are established at the beginning of each fiscal year or as caseloads are full.

2008-2009 Priority Plan

Goal:
1432 families served

1003 in service at any given time

Plan: 
No family scoring 50+ on the Kempe will be denied service.  This may create a waiting list.  Families may remain on the waiting list until the child is 3 months old or an opening occurs.  If no opening becomes available, the family will be notified and be linked to other services.  LSSI staff provide emergency referrals for any needs for families while on the waiting list.

When the program is full:

· Intakes continue with the assumption that room will become available for 50+ families.

· No out-of-county transfers occur during waiting lists

· Intakes are prioritized by score, with higher scores getting in first and by date of birth of the baby and postnatal getting in before prenatal.  Prenatal are prioritized by due date and score with late stage prenatal with higher scores getting in immediately after high scoring postnatal.

· The lead manager, in coordination with the assessment manager, determines the threshold entry score when the program is full.

When the program is not full:

· Short term services are offered to families who score 5-35.

· All 40+ families are offered services.

· Out-of-county transfers are accepted.

· Scores determine timing.  If there are limited openings, post natal high scores are served first then high score prenatal then lower scoring.

· The lead manager, in coordination with the assessment manager, determines the threshold entry score.

SECTION IV

ASSESSMENT/INTAKE

4.01

GENERAL ASSESSMENT POLICIES

A. CAHF uses a modified three item screening tool (See SOP for specific screening guidelines).

B. CAHF uses the Kempe Family Stress Checklist as a basis of assessment.  All questions asked during the assessment serve to address the 10 areas scored on the Stress Checklist.  The tool assesses for increased risk of maltreatment and poor childhood outcomes.

C. All families who accept home based services will have an assessment which includes comprehensive and clear narrative information in their permanent family file.

D. CAHF uses the same screening and assessment tools on all families who consent to screening and assessment.  Criteria are applied uniformly.

E. Each FAW administering the screening and assessment tools has training and observation time before conducting assessments with families.  On-site training is conducted as a precursor to the Healthy Families Indiana Core training.  All FAW staff have 40 hours of FAW Core training with Healthy Families trainers.  Attendance at Core training is mandatory.  Following CORE training the assessment manager or supervisor shadows the FAW for at least the next month and then ongoing, to establish inter-rater reliability.  The assessment manager, supervisor or designee reviews all assessments.  Each FAW will be shadowed at least four times per year by the assessment manager, supervisor or designee as well as having an additional annual shadow by the assessment administrator or manager.

F. If volunteers are used for assessment they will receive training comparable to the FAW staff.

4.02

SCREENING, ASSESSMENTS FOR ALLEN COUNTY BIRTHS

· CAHF Assessment accepts referrals for assessment from all Allen County Hospitals, WIC Offices, Neighborhood Health Clinic, OB/GYN offices, Teen Parenting Project, other clinics and health providers, community agencies serving families and families themselves, prenatal or immediately following the birth of a child.

· All families that are referred and give consent are screened.  Screens are conducted by assessment staff, as determined by work agreements between CAHF and the specific agency.  

· Families who screen positive are assessed, when they consent, and when staff are available to conduct the assessment.  Assessments are conducted prenatal, or within two weeks of the birth of the baby, unless approved by the assessment manager.  All services are voluntary.

· If the screen is negative the FAW briefly discusses Healthy Families/HOPE services.  Families are mailed information packets within the next week and again when baby is two months, if family consents to do so. If assessment is attempted at one of the area hospitals, developmental information, First Step Checklist and a Healthy Families Brochure are left in the room for all families that are not available at the time the FAW is at the hospital.
· All families who are assessed and accept home-based services are asked to sign a Consent to Release and Request Information forms as well as the Participant Rights form.  PARTICIPATION IS VOLUNTARY, but written consent is needed before services can begin.
· All families who are assessed and express an interest in the program are asked to consider participation in a comparison group for evaluation purposes.  The family is asked to voluntarily sign an informed consent in order for CAHF to follow the family.
· All families who are assessed are asked to complete an income guideline form to determine what funding source will be used to serve the family.  Income is verified by the client’s signature on the declaration form. 

· When the assessment is complete, the assessment manager or supervisor reviews and verifies eligibility.   The management team reviews all assessments and assigns to the appropriate home-based agency.
· If case openings are not available at a specific agency, the agency is omitted from the rotation at that time.  Conflicts of interest are assigned to another agency (example: family members, previous clients, and staff).
· Families assigned to agencies may ask to be transferred to another home based CAHF agency, if they are not comfortable with their 

4.02 (continued)
assignment.  The re-assignment will be determined by the agency’s availability of services.

· When there are no vacancies at any CAHF home-based agency, the family is sent a letter, as well as community resources, informing them 

that the program is full at this time.  The letter also states that the family will be receiving information packets within the next week and again when baby is two months.  A developmental calendar will be sent along with the two month packet.   Families that receive a letter informing them that the program is full can call back to request services anytime before the baby is three months old.  These families will be given priority at the next available home based agency vacancy.

· Families, who score 40 or more on the Kempe Assessment, are offered Healthy Families long-term home based services upon completion of the assessment interview.  Families scoring 50 or more and accepting services are not denied home based services and are considered priority.  Families will be referred, based on assessment date, at the next available vacancy.

· Families scoring 5 to 35 on the Kempe Assessment are offered the HOPE Project; a short-term three month home based service that is similar to the long-term Healthy Families service.  
· Any family referred for home base services, where the baby is older than two weeks, will be directly enrolled into Healthy Families long-term services despite the Kempe assessment score.

· All services are voluntary and families may refuse services at any point in the assessment, assignment, or service delivery process.

4.03 

ELIGIBILITY GUIDELINES

A. Eligibility guidelines are determined by the CAHF Governance Council.  They are based on the Healthy Families America Critical Elements and the recommendations of Healthy Families America.

B. No family is denied services based on religion, sex, race, ethnicity, disability or income.

C. The management team reserves the right to review cases for eligibility, when recommended by the assessment manager.

D. Families may be denied services by a home-based agency if the referral would violate their individual agency policies.  Services would be offered at another CAHF agency if possible.

E. There is no financial charge to families for service.

F. Families are eligible for services if:

· they reside in Allen County;

· they are pregnant.  Priority is given to families in the second and third trimesters, when they screen positive. (Prenatals below 40 go to HOPE);

· they assess positive within two weeks after the birth of the baby, or, if older, by assessment manager approval or management team when necessary. 
· the MOB is 13 years of age or older or if younger by management approval;

· either parent scores five plus on the Kempe Assessment. 

· they have not previously received five years of Healthy Families services (families who are readmitted will only be served to a maximum of five years);

· they report being a United States citizen and have a valid social security number.

4.04

SCREENING AND ASSESSING OUT OF COUNTY BIRTHS

A. CAHF assessment accepts referrals from all Allen County Hospitals and WIC Offices.
B. Those families that are referred and give consent are screened using the screening tool recommended by Healthy Families America.  Screens are conducted by assessment staff as determined by work agreements between CAHF and the agency.

C. Families that reside in Noble, Stueben, Dekalb, Whitley, Huntington and Wells counties who screen positive are assessed, when they consent, and when staff are available to conduct the assessment.

All families assessed positive and who express an interest in the program are asked to sign a consent form allowing for the transfer of assessment information.  The assessment manager or supervisor reviews and verifies eligibility.  Only families scoring 25 or above on the Kempe Assessment are offered home based services.  Those scoring 20 or below are not eligible for services.  The CAHF assessment supervisor or FAW mail the assessment to the supervisor of the appropriate county where services will be initiated if program openings are available.   Outlying counties offer service based on their admissions criteria.
D. Families residing in other counties, not listed prior, and who screen positive have their screen mailed to the supervisor of the Healthy Families program in the appropriate county where they will attempt to contact the family.  Additional verbal consent from the family is needed before this can be done. 
E. All further contact and follow-up is made by the Healthy Families program where the family resides.

F. All services are voluntary and families may refuse services at any point in the assessment, assignment, or service delivery process.

4.05

LEVEL UE

1. A family is moved to the UE level once the assessment is completed and an additional visit is necessary.

2. The family will be assigned an admission date and transferred from LSSI assessment side to the LSSI home based side.

3. All UE families will be terminated on the LSSI home-based side.

4. If the UE visit occurs within the same month the family is assigned to one of the three home-based agencies, that agency will bill for the UE visit.

5. The Family Data sheet, as well as, the Referral and Follow Up record will indicate which agency can bill for the visit.  The Referral and Follow Up record will also indicate what level the family will move to from UE the following month.

6. If the UE visit occurs within a different month then when the family is assigned to one of the three home-based agencies, LSSI will bill for the UE visit.

7. A family can only be billed on the UE level for one month and by only one of the four agencies.
4.06

ASSESSMENT CPS REPORTING POLICY

A. If at any time the FAW has a concern about the MOB/FOB or the safety or care of the newborn child, the following policies are used as well as consulting with the hospital social worker when necessary.

B. Automatic referral to CPS for families where any one of the following apply:

· Newborn has a positive drug screen or symptoms of Fetal Alcohol Syndrome.

· Mother refuses to see, feed or care for the baby throughout stay in the hospital.

· Mother or father has a current active case with CPS for another child.

· In cases where there is no home for the baby to go to, e.g. parent without shelter, living in a car, and all available means have been exhausted by hospital social service department and others and/or mother has refused housing.

· Mother is under the age of sixteen, 15 at conception no matter the age of the alleged father.

· Mother or father displays evidence of current psychiatric problems or mental retardation, which endangers the well being of the child.

· Reports of, or observation of, parent shaking or hitting the baby.

· Known current substance abuse by either parent which endangers the well being of the child.

C. If assessment staff have questions regarding the appropriateness of CPS reporting they discuss the case with the assessment manager/supervisor.

4.07 

ACCEPTANCE MONITORING 

Acceptance is measured at assessment and again at home based services after one visit.

Acceptance rates are defined as:

· At assessment – families who screen positive and accept an assessment.

· At assessment – families who assess positive and accept home-based services.

· At home-based – families who accepted home visiting and had one home visit.

Calculating acceptance rates:

· Number of families who accept assessment divided by positive screens.

· Number of families who accepted home-based services divided by positive assessments.

· Number of families who had one home visit  divided by families who accepted home-based services.

It is important to regularly monitor acceptance at each of the above points in service.  CAHF is responsible to engage positive screens in assessments and positive assessments in home visiting.

The assessment manager monitors acceptance rates for screens and assessments monthly.  Data is reported to the management team via the CAHF report.

At least annually, the CAHF management team reviews and analyzes demographic, social and programmatic data.  The team formulates a plan of correction when acceptance falls below CAHF goals.

Analysis considers age of MOB, ethnicity, prenatal vs. post natal status, zip code, marital status, language, number of children, referral source, time between referral and assessment staff, home visiting staff, reasons for refusals, QA results, observation of assessments, observation of first home visits, risk scores, and waiting list status.
SECTION V

SHORT-TERM SERVICES

5.01

REASONS FOR SHORT-TERM SERVICES

During the evaluation process, which began in 1996, it was determined that all families should be offered screening and assessment services, but all families do not require the same “dosage” of home-based service.  In consultation with the HFA Research Roundtable and the local evaluator, it was decided that Kempe scores of 5-35 warranted some service but not long-term service.  It was determined that Kempe scores of 40+ warranted long-term intensive services.

Short-term services are only available when funding is available to provide for staffing.  Families with Kempe scores of 40+ are always given priority.

5.02

SHORT-TERM TARGET POPULATION
HOPE (short-term services) are offered to:

· Parents who screen positive and score 5-35 on the Kempe assessment.

5.03

SHORT-TERM SERVICE DELIVERY

HOPE (short-term) services are offered in the same manner that long-term services are provided.  Services are offered prenatal and up to 89 days after the birth of the child of focus.  Closure or transfer procedures begin at approximately 60 days.  Families receive weekly or bi-weekly home visits which focus on short-term goals of the family, parenting skills, healthcare linkage for the family, child development, and linkage to community resources.

Under some circumstances families can transfer to long-term Healthy Families services (see 5.04).  Families who complete HOPE services or drop out are provided community resource information related to their identified needs.

HOPE PROJECT INTAKE PROCEDURES

1. Parents are screened postpartum in the hospitals and prenatal per CAHF policy.

2. All parents who screen positive are offered a Kempe Assessment by an FAW.  

3. “Long term service” is used as a descriptive term for Healthy Families’ services and “short term service” is used as a descriptive term for HOPE services.

4. Parents who screen positive and score 5-35 on the Kempe assessment are offered short term services.  These families are not eligible to transfer into long term services unless they have the agency manager approval.  Prenatal parents who screen positive and score 5-35 on the Kempe are offered short term services until the birth of the baby.  

5. Families who accept short term services are asked by the FAW to sign the Participant’s Rights, Informed Consent, Income Declaration (required for services), Consent to Release and Request Information, and Consent to Communicate forms if they agree.  If the FAW is unable to have these forms completed, that is indicated in the assessment packet.  
6. The FAW supervisor or Manager can refer families with lower Kempe scores to Healthy Families if the family has been referred too late (more 
than two weeks after birth) for the family to engage in the HOPE Project, complete the assessment process, and receive a first Healthy Families home visit by three months from the date of birth of the child of focus.  This is at the discretion of the FAW supervisor/manager, with input from the lead manager.

8. HOPE families are entered into HVTIS as “clients” with a client number and transferred to the home based agencies per CAHF policy.  HOPE families are designated with a “PST” level for prenatal or an “ST” level for all other short term clients.

5.03 (continued)

9. The FAW hand carries signed forms to the home based agencies for assignment based on the rotation.

10. The Follow Up and Referral Record indicates “HOPE” and the client number.

ASSIGNMENT AND CASELOAD MANAGEMENT SYSTEM
i. All HOPE families, with the exception of prenatal clients, will enter the program on the short term (ST) level.  This level is weighted at 2 points and requires a minimum of one home visit per week.  Prenatal clients will enter on the prenatal short term (PST) level.  This level is weighted 1 point and requires a minimum of two home visits per month prenatal, or more visits, as needed.

ii. Cases are assigned according to caseload availability and the apparent compatibility of the family and FSW, according to Healthy Families guidelines.

iii. The FSW must make contact with the family within 48 hours of the case being assigned.

iv. The FSW must attempt to schedule a home visit within one week of the case being assigned.

INITIATING SERVICES
1. The FSW must work to establish rapport with the family as quickly as possible considering the limited time available for services.

2. The FSW explains the HOPE Project in the same way Healthy Families is explained, with the exception of services being limited to three months.
3. FSWs are available to provide the same services in both HOPE and Healthy Families.  Continuity of services between the two programs in critical.

HOME BASED SERVICES

1. The FSW is responsible for completing the following paperwork during the early home visits: Transportation Consent, Program Tool Consent and Consent to Communicate (if not provided by the FAW).

2. Within three months the child of focus is to have a medical provider listed in HVTIS and in the IFSP in the supervision book.  Within 45 days, the FSW has the family complete the Read to Me pre-assessment.  The supervisor will have also reviewed all assessment data with the FSW and the FSW will complete all Target Child Data in HVTIS.

5.03 (continued)

3. The FSW and the family will complete an IFSP (within 45 days) with appropriate short-term goals that the family can achieve within the timeframe of HOPE.

4. Visits are conducted in the same manner as for long-term services, with the focus on providing relevant information on child care and development, identifying and assisting with family stressors, conducting curriculum based activities, and delivering service based on IFSP needs.  Immunizations are tracked for short-term families, also.

5. For those families who do not transfer into long-term services, the termination process is completed before the 89th day from the birth of the child of focus.  The supervisor has the file audited prior  to closure to determine compliance or if there is a need for a plan of correction (based on CAHF policy) and a HOPE termination form is completed.  The Supervisor is responsible for ensuring the timeliness of the process and that the family is correctly terminated out of the HVTIS system.

6. Families may request to be transferred to long-term services if there are openings and management team approves.

TRANSFERING FAMILIES FROM HOPE TO HEALTHY FAMILIES

1. If a family has been determined to be in need of long term services as evidenced by an elevated CAP or circumstances are present which adversely affect a parent’s ability to properly care for their child and the management team approves a family may transfer into Healthy Families services by signing the top portion of the consent for Healthy Families consideration form.  The consent must be signed before the child of focus is 90 days old.
2. If a family has been determined to be in need of long-term services or circumstances which may be present which adversely affect a parent’s ability to properly care for their child and the agency manager or management team’s approval has been given, a family may transfer into Healthy Families services by signing the top portion of the consent for Healthy Families consideration form.  The consent must be signed before the child of focus is 90 days old.
3. NO FAMILY IS ACCEPTED INTO LONG-TERM SERVICES IF THE CHILD OF FOCUS IS OVER 90 DAYS OF AGE (unless approved by the management team).

4. Once the consent for Healthy Families Consideration is signed by the family, the FSW and the Supervisor complete the Request to Transfer to Healthy Families.  The date which is placed in the first home visit due blank is calculated from 90 days from DOB, not from admission to Healthy Families.  After the form is completed, it is given to the Manager who approves signs and dates.  The date the management team signs off is 
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the date the level changes in HVTIS and the transfer to Healthy Families is effective.  All requests for transfers must be submitted within 60 days from the baby’s DOB.

5. The first Healthy Families home visit occurs before the child of focus is 90 days of age.
6. Once families are transferred, FSWs are responsible for completing all required Healthy Families paperwork including a new IFSP and Healthy Families consents. 
7. The Healthy Families date of admission for transfer families is the same as the HOPE admission date.

8. All Healthy Families policies and procedures are put into place upon transfer.

HOPE CLIENT LEVELS

1. Short-term

a. Families may remain on ST for 89 days from baby’s DOB.

b. ST clients are seen at least once a week and are valued at 2 points.

2. Prenatal Short-Term

a. PST can be admitted after the first trimester and remain on PST until the baby is born.  After the birth, the family may be re-assessed and moved to Healthy Families if the requirements are met or may move to ST for 89 days.

b. PST clients are seen 2 to 4 times a month and are valued at 1 point.

OUTREACH

1. Outreach begins when the client no-shows or cancels with no attempt to reschedule.  HOPE clients are not moved to level X.

2. Four attempts (scheduled or unscheduled) must be made to visit the client prior to closure or they will close at their 89 days, which ever comes first.

COMPLETION OF THE HOPE PROJECT

1. Families who were admitted into HOPE as ST but do not qualify for Healthy Families services are terminated by the 89th day from the COF’s DOB.  Prenatal families who came in as PST but did not score 
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40 or above on reassessment also must to close by the 89th day from the COF’s DOB.

2. Families, who believe their needs have been met through the HOPE Project and express no interest in long-term services, may terminate at any time up to 89 days from the DOB of the baby.  Referrals or links to appropriate agencies for the families are made.

3. Families who choose not to receive long-term service or do not qualify, but have completed their short-term goals may be considered as “Completing Short-Term Services Successfully”.  Families who do not 
complete their short-term goals but are terminated from short-term services are considered as “Family/Child Aged Out”.  Families who refuse services are discharged with the appropriate reason.

4. A Termination/Closure form is completed and approved by the manager prior to 89 days from the DOB of the baby.  All closure paperwork is filed into the client file per CAHF policy.

EVALUATION OF THE HOPE PROJECT

1. All HOPE participants (not including Healthy Families transfers) partake in an annual evaluation of the HOPE Project.

2. CAHF managers set the timelines and design the evaluation.  The evaluation is performed by CAHF Managers’ designees.

3. Results of the HOPE evaluation are reviewed by the Management Team and shared with the Governance Council and the Advisory Board.

5.04

SHORT-TERM TRANSFERS TO HEALTHY FAMILIES

The following families may be transferred from HOPE to Healthy Families:

Prenatal parents who scored 5-35 on the Kempe prior to the birth of the child are reassessed at birth, only if they were assessed initially before their second trimester.  If they score 40+ on the Kempe reassessment they are offered long-term services (Healthy Families).

The FAW supervisor/manager or management team can refer families with low Kempe scores to Healthy Families, if the family is referred too late for the assessment to occur within two weeks of the birth or too late for the first home visit to occur within three months.  This is determined by the FAW/supervisor/manager with approval from the management team.

5.05

TRACKING SHORT-TERM DATA

HOPE (short-term) services documentation is entered into HVTIS.  All documentation of services is entered on Monday following the week of service.  All due dates are tracked via the home-based tracking system.

All reports separate Healthy Families and HOPE.  Results are reported to the CAHF Advisory Committee and Governance Council.

SECTION VI

HOME-BASED SERVICES
6.01

CONSENTS
Consents to Serve

All parents referred to Healthy Families in Allen County sign a consent  for the CAHF assessment staff to visit their hospital room or home. Consents for screening are maintained by referring agencies.  

· All parents who are referred to Healthy Families are approached by CAHF assessment staff and offered a screen and/or assessment.  Those who are not available at the time of the visit are sent a letter requesting they call LSSI.  

· All parents who assess positive are informed of their rights (as of 2002 at first visit by assessment staff) and sign a consent to serve  as well as a release form to refer them to a home based Healthy Families and other service providers to meet their needs and coordinate services.  
· When there are openings in the program, parents are referred to home- based services.  When there are no openings they are offered other referrals and “Development Packets” for which they sign consents to do so.

Prior to 2002 consents to serve and release were reviewed annually.  At the guidance of SCAN attorneys the consent and release are valid for the duration of services.  Families may revoke, in writing, any consent or release at any time during services.  Both consents and releases are void at the termination of service.  A copy of the participant rights is kept by the family, one at LSSI and one in the home-based file.

Informed Consent (For Evaluation)

All families who accept services are asked, by assessment staff, to participate in a program evaluation.  Those who agree, after having the evaluation explained, sign the informed consent.  Services are not affected by consenting or refusing to participate in the evaluation.  Families remain in the evaluation until the child of focus reaches eighteen years of age or until they revoke their consent.  Parents may revoke their release at any time, in writing.  Informed consent forms are kept at the CAHF Administrative Offices and at LSSI.
Releases

In order to coordinate services it is often necessary for CAHF staff to communicate with other service providers, physicians, schools, or family members.  All contact with these people requires a written release from the 
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participant.   No information may be requested or shared without permission from participant, in writing.  Due to confidentiality issues, the participant will sign a 
Consent to Communication
Allows Healthy Families staff to leave messages on voice mails or answering machines.  Participants will also list names of people Healthy Families staff can talk to in the household during home visit services.  Releases are re-signed annually. Participants may change or revoke releases at any time, in writing.  Releases are kept in participant’s files.

Participant Rights
All participants have their rights explained to them at assessment (or) on their 1st home visit.  They are asked to sign a copy and one is left with them.  These rights are in place throughout the duration of service.
Prior to 2002 participant rights were reviewed annually.  At the guidance of SCAN attorneys, they are now in place for the duration of service.

Families may request a copy of their rights at anytime.  The CAHF Lead Manager periodically sends rights to all clients or publishes them in the CAHF newsletter.

6.02 
ENGAGEMENT

It is important that every effort be made to engage families in home visiting, while not overwhelming them early in the process.

· While families are waiting to be assigned to a home-based agency they have contact with LSSI.

· When the family has been assigned to a home-based agency they are sent a letter by LSSI to let them know where they have been assigned.  They are sent a letter by the CAHF administrator to welcome them to the program.

· Once assigned, the home visitors are expected to review the assessment and make contact with the family within 48 hours.  If unable to reach by phone, a letter is sent to the family to invite them to call or to announce when the home visitor will visit.

· If the assessment indicates the father or a partner are involved in the home, the staff are expected to invite him to be part of the visits.

· No attempted unscheduled home visits are to take place within five days of the letter being sent.

6.03

FIRST HOME VISIT

Within 48 hours of receiving a newly assigned case, the FSW is to make contact with the family to introduce themselves and welcome the family to Healthy Families.  Both parents are to be included in the first visit if FOB/partner are involved.  All first home visits are to be scheduled within one week of assignment.  All first home visits must be completed within three months after the birth of COF.

If the family cannot be contacted by phone, a letter is sent to the home.  Offering a visit time in the letter is acceptable.  Five days should be allowed for the family to receive the letter.  (Note: if a visit is scheduled by letter and the family is not at the visit, it is classified as an Attempted Unscheduled Visit).  

To maintain the family’s confidentiality, all notes left at the family’s home must not be identifiable by anyone but the family.  All notes are left in plain white envelopes.

The first home visit is used to build rapport.  No forms are to be completed during this visit unless consents were not done by the FAW.  Complete a Communication Consent if anyone other than the participant(s) are present.  Describe what the program offers (number of visits, child development, etc.).  Discuss that goals will be written to guide services.  Set boundaries about pets, etc.  Discuss any imminent harm issues that need to be addressed (domestic violence, suicide, post-partum, etc.).  Bring a brief curriculum activity so that families get used to it being part of the visit.

At the end of the visit give emergency contact information and attempt to schedule the next visit.
6.04

LINKING ASSESSMENT TO SERVICE DELIVERY 
Kempe Assessments 

All participating families receive the Kempe assessment at or before the birth of their babies.  The assessment is given to the FSW at the time of assignment to the case.  All assessments are read by the FSW prior to initiating contact with the family.  The FSW and supervisor discuss any issues indicating the possibility of imminent harm.  The FSW is to discuss these issues with the participant at the first home visit and provide appropriate interventions.

During the first supervision (or before) following assignment of the case, the FSW and supervisor review the assessment.  The supervisor and FSW will develop possible interventions.  Issues may also be addressed as goals on the Individual Family Service Plan (IFSP).  Interventions are addressed during home visits and the supervisor will document follow-up on the Kempe Intervention Discussion form.  Progress on Kempe interventions are reviewed as part of the process when determining level changes.

HOME Scale 

Implemented 7/1/02, discontinued 10/1/07.

Home Scales will remain in records until case closes.

DLC (Difficult Life Circumstance) Tool by N-Cast. 

Implemented 2/1/02, discontinued in 8/03.

CLSS  “Community Life Skills Scales” – Tool by N-Cast 

Implemented 11/1/01, discontinued on new participants 8/03 and completed one additional evaluation on remaining participants to conclude evaluation by December 2004.

Child Abuse Potential Inventory (CAP) - tool by Milner 

Implemented 6/97, revised 9/07, discontinued 3/09 (on all families unless an intervention is in process)
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The CAP is administered within 90 days of admission, at six months, one year and at least annually thereafter until the family graduates or discontinues the Healthy Families program.  Families receive the assessment if they are 18 years old and speak English and can read at a third grade level.  If a mother is prenatal without any other biological children in the home, she must wait to take the CAP until giving birth.  Parents must consent to participate in the CAP assessment.  Refusal to participate in the CAP assessment does not affect services.  The tool results are tracked by the CAHF administrative assistant.  Tool results are used for evaluation and service delivery.  CAPs are not part of the participant record.

All staff are trained regarding general CAP information.  Each agency employs specific staff who administer CAPs.  These CAP administrators are trained prior to use.  CAP administrators are not permitted to administer the CAP to families on their own caseload.  CAPs are completed by the primary caregiver (and other parent if requested).  They are submitted to the CAHF administrative assistant for double computer scoring.  They are then submitted to the CAP interpreter (licensed clinician) for interpretation.

All CAP scores of 185 or above generate a “CAP Intervention Recommendation” based on the domains of evaluated risk (unless the family is on AFSS interventions).  Families and staff are not given scores but are told when there are elevations.  Intervention recommendations are guidelines used by staff and supervisors to plan services.  AFS specialists maintain documentation on the effectiveness of the recommendations.  Copies of documentation are submitted to the AFS specialist.  AFS supervisors periodically review documentation to determine if recommendations need revised.

CAP scores above 350 are mandated to be assigned to AFSS staff for evaluation.  Evaluations are completed by AFS specialists.  Once approved they are shared with the FSW and supervisor.

Evaluation (AFSS)
Evaluations may be initiated by:

1. Families who score 60+ prenatal or 70+ postnatal on the initial Kempe assessment are automatically assigned an AFS specialist, based on management team review during case staffing.
2. Families who score 350 and above on the CAP are automatically assigned an “AFS specialist”.

3. Families may be referred for evaluation by home visitors, supervisors, or Advanced Family Support.  Each request is evaluated by an AFS specialist for evaluation.
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Evaluations are based on at least one (sometimes more) interview with the family, discussion with the FSW or supervisor and review of the file.  The family’s history and current living conditions are summarized with strengths and concerns identified.  The AFS supervisor makes recommendations for service delivery.  AFS evaluations are voluntary and families may refuse at any time.
Families may refuse any recommendation.  Staff must attempt to implement recommendations and provide AFS with documentation of implementation.  Documentation of interventions is maintained by the assigned AFS. The AFS supervisor is available for consultation with both the FSW and the family.

NOTE: AFSS services are an “add-on” to Healthy Families.  These services are only available when funding is available.  There is a priority plan for gradual reduction of services if downsizing occurs.

Outside Evaluations 
Healthy Families focuses efforts on linking families to needed services.  When evaluations (psychological, developmental, employment, etc) are necessary, every effort will be made to coordinate appropriate services.  When invited, supervisors and FSWs will participate in interdisciplinary processes.  Supervisors or managers must approve all coordination.  Documentation of all interactions is kept in the participants file.

Post Partum Checklists (EPDS)
At assessment, the FAW will provide a pamphlet and discuss signs and symptoms of PPD with every mother.

After admission into home-based services, the Edinburgh PPD scale is administered at assessment, 6 weeks, 3 months (if indicators deem necessary), and 6 months of the birth of the child and at 6 months of service (or at any time staff witness signs of PPD).  Appropriate interventions and referrals are completed with anyone who scores “at risk”, based on the recommendations of the tool and the CAHF Positive Postnatal Depression Scale Protocol.  

Participants sign the consent upon entering services which includes whether they agree or do not agree to be administered the Edinburgh PPD Scale.  They are informed that their choice will not affect the services they receive.  This consent is filed in the participant’s file.  If the participant refuses the Edinburgh PPD Scale, a copy of the consent form or the PPD Scale with “refused”, the date, and the staff initials should be submitted to the CAHF Administrative Assistant.  
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Otherwise, a copy of the completed Edinburgh PPD Scale should be submitted to the CAHF Administrative Assistant.  Edinburgh Scales are entered into HVTIS.

Healthy Families Parenting Inventory (HFPI)

CAHF implemented the HFPI on 10/1/07 and is done on all families admitted from that date on.  The tool is an inventory which examines feelings, attitude, and behaviors related to parenting as well as identification of areas of strengths and concerns for the parent.  The tool identifies potentiality for child abuse and neglect as well as depression.

The HFPI was designed to measure clearly changeable parental factors such as social support, coping ability, and depression.  Low scores on any of the subscales suggest home visitors need to do more in addressing this area.  A low score on any subscale suggests that area should be a target for additional treatment through the use of curriculum, activities, referrals, or as a potential goal on an IFSP.  If any of the seven “red flag” questions (which are in the Depression and Role Satisfaction categories) score 4 or 5, then the FSW and supervisor must develop an intervention to address parental concerns.
The tool is self-administered and takes approximately 15-20 minutes to complete.  It consists of 63 questions which ask a parent whether or not a statement is true, “Always or most of the time,” “A good part of the time,” “Some of the time,” “A little of the time,” or “Is rarely or never true.”  The tool is administered at baseline (within three months of the birth of the child of focus or prenatal if this is not MOB’s first birth), six months, twelve months, and annually thereafter.  All HFPI scales administered are entered into HVTIS.

Family Development Matrix

Implemented 10/1/06, discontinued 10/08.

HOME VISIT CONTENT

Scheduling

Home visits are scheduled at the convenience of the family.  Visits are available from 8:00 a.m. to 8:00 p.m. Monday through Friday. Evening and weekend visits are available when coordinated with the supervisor.  Staff are encouraged to set routine visit times and send reminder cards or letters.  Visits are only considered “scheduled” when the family has agreed to the time.

Planning

All staff are required to have a plan for each visit.  Supervisors may assist in planning.  There are recommended procedures for visit planning.  Visit planning is based on IFSP goals, requests from the family, directions from AFS staff, program goals, the developmental needs of the family, events within the family, and paperwork due.

People Present for Visits

Program participants determine who is present during the visit.  At a minimum the primary caregiver must be present.  There are occasions when another family member will be visited, this should be the exception not the rule.  It is encouraged that the child of focus (COF) be involved in every visit, but this may not always be possible (sleeping, etc.).  The COF must be seen at least once per month (or quarter for Level IV).

If children are in the custody of someone else other than the program participant (other parent, CPS, grandparent, etc.) then at least one visit per month must be scheduled with the custodial provider.  If COF is removed from the home by CPS then 3 months of service continue to facilitate cooperation during this time.  The child of focus may not be present during these visits.

All people present during a visit must be identified in the Home Visit Report.  Participants must be asked to sign Consent to Communicate when there are visits with non-participants present. Communication consent must be signed to discuss anything about the program or participants with anyone besides the custodial provider.

Staff are encouraged to invite anyone who lives with the COF to participate in family activities.  In a home where multiple children are present, staff are 
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encouraged to offer activities for all children and/or take another staff to work with other children while the FSW works with the caregiver and COF.

Types of Visits

Visits are conducted when and where the family needs and wants.  At least once per month (for level 3 or 4), at least half the visits must take place in the home (where the participant resides).  Visits may take place while transporting to doctors or social services, at appointments with service providers, a park, to group activities, at school, or work, as appropriate for the needs of the family.  The COF must be present at least once per month (or quarterly for level 4).  Program components must be addressed.  Non-custodial fathers may be assigned their own home visitor who will visit when the father has visitation with the child at least once per month.

Time in Visits

The amount of time spent with a family is based on the needs of the family.  Some families may need multiple short visits to accomplish required activities, they do not “count” as home visits.  Transportation, advocacy, and medical appointments are frequently lengthy visits.  Visits (in home or other location) must be at least one hour and include program components on most visits (see below).  “Secondary Activities,” as defined by HVTIS, are all other activities conducted with or on behalf of the family.  CAHF considers both types of activities key to the success of families.

Home Visit Components

The principles of the program are reinforced during visits of all types.  Staff are expected to seize all “teachable moments” to promote positive parenting, parent-child interaction, child development, and family health and safety.  All of these areas are monitored via home visit reporting.

Goal Planning

Reference section 6.09
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Enhanced Family Functioning

In addition to promoting positive parenting, it is often necessary to address physical, mental, and spiritual needs of families.  Healthy Families’ primary function is to improve childhood outcomes which lead to abuse and neglect.

In order to do this, staff may need to provide case management related to mental and physical health, housing, food, school, employment, citizenship issues, etc.  When possible, referrals are made to appropriate providers for these services.  

These services may not be available anywhere else, in which case, Healthy Families staff provide assistance.  Due to this approach, staff and supervisor caseloads are closely monitored and staff receive extensive training in case management.  Staff support is provided via AFSS, outreach workers, and clerical support.  All staff are provided seven day a week 24 hour management assistance and all agencies provide EAP to deal with stress.  CAHF is fully aware that case management is a secondary function of the program, but is committed to the needs of families.

Crisis Management (On-call)

Each CAHF agency is expected to have crisis management availability for staff and families 24 hours per day, seven days a week.  Each agency has a written plan.

Referrals/Linkage to Other Services

Referrals to services are made based on the needs of the family and with written consent of the family.  Referrals are made for specific purposes and outcomes of referrals are tracked by the home visitor and supervisor.  Every effort is made to link the families by providing transportation, accompanying to appointments for support, and modeling appropriate behavior when needed.  This is a key area where “Do For, Do With, Cheer On” is used.

When providing medical or legal referrals staff are required to offer at least two alternatives.

Referrals to CPS for suspected abuse/neglect do not require consent.  Staff are encouraged to tell families about the report if it will not create potential danger for the child or home visitor.  This is decided in consultation with the supervisor.

Staff may accompany program participants to court to provide support but any testimony can only be provided with a subpoena and a supervisor present.
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Written requests for information regarding families are only granted with the written consent of the program participant.  CPS may request information in writing and it is released due to the consent, which is signed at initiation of service.

6.06

BASIC HOME VISITOR RULES

This list is guidance for staff in order to comply with CAHF philosophies:

· All families are treated with respect.

· The participant decides when and where visits will occur unless there are issues of safety for the home visitor.  Families agree to “home” visits, which implies workers will most often visit where families reside.

· Participants decide who participates in visits.  They may not refuse to allow a supervisor/QA to accompany workers unless granted permission by the lead manager.  Managers resolve conflicts with families regarding this.

· Visits focus on program components.

· Visits are scheduled in advance when possible.

· If workers are going to be late or need to cancel, families are notified with an apology.

· Participants are asked if visits can occur when other people are present.  The Consent to Communicate is used to document this.
· Workers ask before moving throughout a family’s home.

· No gifts are given or accepted.  Refusals are handled tactfully and explained as policy.

· All families are treated equally in regards to treatment and giving of incentives.

· Families’ cultural differences are valued and respected.

· The “program” is promoted with families, not the relationship with the worker.

· Boundaries are tactfully established early in the relationship.

· Confidentiality is always protected:

· Information regarding families is only discussed when the participant signs releases.

· Releases are never for more than one person or provider.

· Releases can be withdrawn at any time by the participant.

· Notes are left on plain paper or note cards, in white envelopes, and no confidential information is included.

· Phone messages are general and do not indicate the program name. Consent to Communicate is used to determine when and to whom staff may leave messages.
· When in public, staff wait for participants to identify them.

· Advocacy is used as a modeling opportunity.  

· When working with other agencies, workers are acting as a “program” representative.  Behavior is professional and positive.  Inappropriate or negative behavior reflects on the program or family and may cause future consequences.
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· When making medical or legal referrals two or more alternatives are always given.

· Families are always involved in the development and implementation of their goals.  Staff guide the process.

· Families are encouraged to seek medical, dental, and mental health services.  Their right to be non-compliant is respected.

· Families can refuse visits or drop out at any time.  Staff may encourage participation because the program can benefit the family.  Staff do not say “I have to make weekly visits”, “I have to stay an hour”, or other remarks that place a burden on the families.

· Visits are generally at least one hour.  This is not for billing; it is to allow enough time to address program components.

· “Do For, Do With, Cheer On” is the service philosophy of the program.  Staff are responsible to measure a parent’s ability to act independently and assist, model, and/or encourage as appropriate.

· Partners and/or fathers are highly encouraged to participate in activities.

· Parents of teens are encouraged to participate.  Their permission is required to provide services unless the teen is emancipated.

· Discipline is promoted as teaching positive behavior modification. Parents are discouraged from using corporal punishment but are not chastised if they choose to use it.  Assistance is always offered to help them use alternatives.

· All families are provided curriculum based services.  This is not “giving” curriculum.  It is teaching a concept from a curriculum with activities that are appropriate to teach.

· Transportation may be provided with a signed consent and appropriate car/booster seat.

6.07

LEVEL SYSTEM

The level system has been established based on Healthy Families Indiana guidelines, CAHF evaluation results, and CAHF management team observations.  Levels are used to determine service delivery, caseload size, and caseload assignment.  The premise behind the level system is that all families enter on the most intensive level (weekly home visits) and remain there until they have met established criteria which measures their progress related to parenting and self-sufficiency.  The system assumes that it is necessary to involve the family, the home visitor, and the supervisor in the decision to increase or decrease service.

Case Review and Level Moves

All cases are reviewed at least one time per month. The levels are reviewed, at a minimum, every six months unless the families do not change levels and then it is reviewed, at a minimum, every three months until the family moves to the next level.  Level movement begins during supervision, based on this conversation.  Discussion centers on completion of level requirements and the strengths/needs of the family.  Supervisors document the date of all discussions.  The FSW then discusses reducing/increasing visits with the family.  “Levels” are not discussed with families.  If the family refuses to increase/decrease visits, the supervisor will review again in three months.  If, at that time, if families refuse, the supervisor will contact the family.

· If the family agrees to the change the date of discussion is recorded on Level Change form. Supervisor’s change the level in the database files; place a database copy in client file, and documents in the supervision book.

· Any family that has been on a level for more than six months must be reviewed for level appropriateness quarterly and documented on the “Level Tracking Form.”

· All families enter the Healthy Families program on level P1 or IA.  All families are offered weekly home visits for at least six months after the child of focus is born.

· Level PI (prenatal) families may move to level IA or SS upon the birth of the baby, based on the needs of the family.

· Families must meet criteria for level moves in order to reduce visits; it cannot be based on time in the program alone or to make them “billable”.

· Families are offered appropriate numbers of visits but are not to feel forced to be compliant.  There are times when circumstances prohibit families from keeping required visits or prohibit families from visiting in their home if on level IA.  The program manager may continue to offer these families services by placing them on level IC. 

6.07 (continued)

· There are times when circumstances prohibit families from keeping required visits or prohibit families from visiting in their home if on P1 or IA.  The program manager may continue to offer these families services by placing them in level IC. 

· Families who participate in the supplemental service for BSF may move to 1C or X2 after they begin group services.  Once group services are completed they are moved to the level appropriate to their needs.  BSF 
level assignments are determined by the program manager.  Prior to using this level the manager must determine that it is based on the needs of the family and that staff have made every effort to be creative and flexible.  Reasons for use of  IC  include: unsafe home; teen whose parent won’t allow visits in the home; child is in custody temporarily of CPS, other parent, etc.;  parent is working or going to school and is unable to meet weekly; parent had limited understanding of parenting issues and limited social issues; or parent request.  Only managers may approve the use of IC.  The lead manager oversees use of this level to determine that it is used appropriately.

Level Description

PST


1 point


1 visit per month

ST


2 points


2 visits per month

Level P1

1 point


2 visits per month

Level I


2 points


4 visits per month

Level IC

1 point


2 visits per month
Level II

1 point


2 visits per month

Level III
          .5 points


1 visit per month

Level IV
        .25 points


1 visit per quarter

Level SS

3 points


2 visits per week - 1 visit & 1







other contact or 2 visits

Level X (all types)
.5 points


4 contacts per month

· See SOP for specific service and movement requirements of each level.

· Movement to Level IV is determined by the management team at the request of the agency manager and following discussion of the post Level III assessment (done by LSSI staff), progress of the family and reduction of abuse risks.  The child of focus must be at least two years old, the family must be stable and use positive parenting techniques.

· Families may graduate after the child reaches age three and the family has met all Level IV requirements.

6.07 (continued)
· Families “age out” of the program when the child of focus reaches age five or begins kindergarten (child may be six) as deemed appropriate by the manager.  Managers monitor client lists monthly to determine who is “aging out” and documents reasons for keeping past the age of 5.

· Families who enter the program through the HOPE Project are not considered Healthy Families until they agree to long-term services and their level is changed from PST or ST to Level IA.

· Tracking level progress is the responsibility of the supervisor (see Supervisor Book Procedures).

· Supervisors monitor each staff’s compliance to visit expectations based on assigned families’ levels of service.

· Supervisors and managers monitor caseloads based on weights of levels of families.

· Managers monitor agency compliance and the lead manager monitors the overall program compliance.

6.08

HOME VISITING – OUTREACH/CLOSURE

CAHF is committed to making available every opportunity for families to participate in services.  It is assumed that families may lack trust and stability and may require creative and persistent outreach to engage or re-engage them in services.

Families who have not engaged or are disengaged are placed on creative outreach.  All staff are trained to use creative outreach.  Each agency may choose to use specialized “Outreach Workers’ to conduct these services.

Creative outreach level is referred to as UE, X-1 and X-2.  Families who have not engaged or are disengaged must remain on creative outreach for at least three months (UE 30 days) unless:

· the family resumes consistent visits for their agreed upon level of service; or 

· the family moves from the service area (linkage to other programs must be attempted); or

· the family refuses service (see procedures for specific criteria).
· the family had been on UE for thirty (30) days or more.
· the family moves with no contact information available (no phone number, no one at house, letter with no forwarding address, calls to other services with no address). 
Families are not moved “up” levels to reduce visit expectations.  They must meet established level criteria in order to reduce visit expectations.  Family choice and circumstances are respected. 

All levels of service are agreed upon with the family, (except X) FSW and supervisor.  The manager at each agency must approve all closures. The agency manager and CAHF Lead Manager must approve closure without outreach.

Each supervisor monitors outreach cases on their caseload.  Each manager monitors caseloads and compliance to outreach guidelines.  The lead manager monitors outreach compliance via monthly reports.  The management team 

periodically discusses progress toward reengaging families.

All families on creative outreach are included on mailings, newsletters, and surveys in order to give them opportunities to give their input.

6.08 (continued)
Closures may occur under the following circumstances:

Families will be closed from Healthy Families Allen County under the following circumstances:

· Families may request closure at any time because services are voluntary (Creative Outreach procedures defined by Healthy Families America are exhausted unless a “No Contact Form” is signed).

· Families have moved from the service area.

· When CPS is involved the manager determines when and if the case will close.  Closure is only approved when and (if) there is no indication of reunification.

· Graduation (after minimum of three years of service), or completion of program (five years of service calculated from the COF’s date of birth).

· Death of primary caregiver (if new caregiver does not choose to remain in the program) or death of the child of focus.  Three months of follow-up, to include grief counseling, may be provided.

· Transfer of custody of target child, if new primary caregiver does not choose to participate in the program.

· Violence towards staff.  The CAHF management team may approve closure of a case when staff are assaulted or threatened.  Management intervention must be attempted first.

· Un-enrolled families (UE) have not agreed to enroll in Healthy Families services.
· The family has not responded to creative outreach which has been offered for at least three months.
6.09

INDIVIDUAL FAMILY SUPPORT PLAN (IFSP) 

Individual Family Support Plans are the documents completed by home visitor with the families to direct the services that will be provided by Healthy Families.

IFSPs are completed by 45 days from admission and every six months thereafter or as goals are completed.  Current IFSPs are reviewed regularly in supervision and the review is completed at the same time a new IFSP is written.  Participants must have an active IFSP to drive services at all times.  All IFSPs must be signed by the FSW, the supervisor, and the family.

All goals must be measureable and achievable within six months.  Strengths and needs (barriers) must be linked to the goals chosen by the family.

Refer to SOP 6.09 for details for completing and IFSP.

6.10

DEVELOPMENTAL SCREENING

CAHF is committed to promoting positive childhood outcomes, one of which is child development.  In addition to teaching parents what to expect, child development is monitored through use of the Denver II Screen.

All staff and supervisors are trained prior to use of the screening tool.  Inter-rated reliability is established as part of the training.  Staff who begin working with families prior to receiving Denver II training are required to have their developmental screens completed by qualified staff.  Each agency may choose to use specific staff to complete Denvers (i.e., Outreach Workers, Case Managers, etc.).

The Denver II screen is encouraged with all families, but is voluntary.  Refusal to complete is documented.  Supervisors or Denver trainers are required to meet with families who refuse.  Children who are receiving services elsewhere, (First Steps, physician, etc.) for developmental delays may be “contraindicated” for the Denver II.  If this is the case, the FSW must collaborate with the provider by obtaining consent from the family.  FSWs are required to conduct activities which address areas of delay.

Denvers are administered at three months, six months, 12 months, 18 months, 24 months, 30 months and annually thereafter.  The “window of opportunity” for screening is two weeks before and two weeks after.  Denvers are completed at appropriate intervals, even if late.

Children who score “Suspect” on the Denver II are re-screened, on the suspect areas, within 30 days of the initial screen.  The re-screen is used to track the child’s development.    It is recommended that the home visitor take developmental information to the family.  Any child with a “Suspect” re-screen Denver is to be referred to appropriate services –early intervention, physician, etc.  The FSW is expected to follow-up with parents regarding the referral.  If services are received the FSW is expected to coordinate with the provider.  If no services are received (lack of parental compliance or lack of available services) then the FSW is expected to conduct activities which promote improvement in the areas of delays.

Denver results and related activities are documented in HVTIS.  Supervisors routinely review timeliness and outcomes, referrals, activities related to the child’s development.  

Managers are expected to track compliance to timeliness, referrals, and follow-up for the overall program.

6.11 

HEALTH AND SAFETY

Family Linkage to Healthcare

CAHF is committed to adequate healthcare for all families.  In addition to working with individual families, management and administrative staff are continuously seeking partnerships which aid families with meeting their physical and mental health needs.

Home visitors are responsible for routinely monitoring the physical and mental health of families.  Observations are documented in HVTIS and discussed in supervision. Home visitors are responsible for linking families to appropriate medical care by making referrals, transporting, and accompanying to appointments as requested.  This is a key area where “Do For, Do With, Cheer On” is used.  Families frequently need modeling and advocacy in order to access services.  Health and safety issues for COF are addressed at least quarterly and at least annually for the family

Supervisors oversee medical linkages for families assigned to their caseloads.  Managers are responsible for monitoring medical linkages for their overall agency caseload.

Medical Homes

A medical home is defined as any medical provider who provides both well and sick care and who maintains medical records for the patient.  This can be a clinic, practitioner, pediatrician, etc.  CAHF acknowledges diversity and accepts cultural variation.  

All families are encouraged to maintain a medical home for the entire family. Home visitors are responsible for monitoring and documenting the medical home for the COF. This is based on verbal reports given by the MOB or FOB.  Home visitors do not contact doctors unless a release is signed and there is a significant medical concern that requires Healthy Families’ assistance or intervention or the FSW is attempting to obtain proof of immunizations.  FSWs do not give medical advice.  Whenever possible, releases are signed by the family so that collaboration with the medical provider can occur when appropriate.  The medical home for the COF is documented in HVTIS.  Supervisors are responsible for monitoring overall caseload compliance.  Managers monitor compliance for their agency and CAHF compliance is monitored by the administrative agency and reported monthly.

6.11 (continued)

Immunizations

CAHF is committed to assisting with immunizations for all children.  Home visitors are responsible for educating parents on the importance of immunizations.  Immunizing children is optional for parents.  CAHF follows the schedule chosen by the families’ individual physician, generally the Centers for Disease Control or American Academy of Pediatrics or the Indiana State Department of Health

While staff assist families in getting timely immunizations, program compliance is determined by the number of children who have “up to date” immunizations.  

Each family in the program will be given a brochure, “What Should Parents Ask About Baby Shots?”  This brochure or other record should be kept by the family to show the home visitor each time shots have been updated.  The home visitor will then copy the dates of shots received onto a copy of the same brochure and keep it in the family’s working file.  This information is then entered into HVTIS.  Records to be recorded are for COF only.  The immunization schedule will also be on the tickler.  Families who’s immunizations are up to date for the COF will receive an A Baby’s Closet coupon.

Home visitors will also discuss immunizations with the family and offer assistance to the family to get the immunizations up to date if needed.  The discussion is documented in the home visit report.

Frequently, immunizations are not timely due to the child being premature or ill or lack of availability of serum.  Supervisors should document as such in reports.

Managers are responsible for monitoring overall program compliance.

Linkage to Health Related Services

· Hoosier Healthwise:  Any family who does not have medical insurance for their children is referred to Hoosier Healthwise.  All agencies have intake schedules and referral forms.  SCAN and Arc are intake sites.

· Super Shots:  Any family who does not have medical insurance is referred to Super Shots for immunizations.

· WIC:  All families are referred to WIC for an intake assessment.  Staff are expected to monitor WIC eligibility and utilization.

· Lead Screening: Each agency maintains the Board of Health list of indicators of lead poisoning and the map of zip codes where targeted 
homes are located.  Staff make referrals and assist with testing and treatment as appropriate.
6.11 (continued)

· Family Planning: All families are asked about their family spacing plan.  Based on this discussion, education and referrals are made as appropriate.  Absolutely no medical advice is given.  No one method of 

birth control is promoted.  Family choice is respected.  When medical information is requested at least two sources are given.

· Prenatal/Postnatal Care: Home visitors monitor pre and post natal care.  Referrals and transportation are provided as appropriate.

· Substance Abuse:  Addressing all addictions are non-confrontive and non-judgmental.

Home Safety

Staff are expected to monitor the safety of all homes as related to the developmental stages of the children and based on Community Standards (as trained by CPS).  Home Safety Checklists are completed at admission and when the living arrangements change.  Any concern identified must be discussed with the family.  Home visitors make referrals to appropriate agencies for assistance.  All curricula used by CAHF include home safety tips and techniques.  SCAN is a member of the community  ”Kids Safe” project.  CAHF funds may be accessed to provide safety devices if necessary (see each manager).
Transportation Safety

All staff are required to use seat belts and appropriate child restraints when transporting families.  Families are educated in the proper use of both.  All staff are trained in proper car seat installation.  FSWs assist in accessing the training.

Shaken Baby Prevention

Due to the age of the children served by CAHF, Shaken Baby Syndrome is a serious concern.  Early in services all families receive education on the prevention of shaking.  All staff are trained to monitor for risks and indicators of shaking.  This is documented in Home Visit Reports.
SIDS Prevention

All families receive SIDS Prevention Education.  This training includes “Back to Sleep”.  Staff are trained to monitor for risks and provide support to families who have concerns.  This is documented in Home Visit Reports.
6.11 (continued)

Abuse/Neglect Prevention

Due to the target population served by CAHF, child abuse and neglect are serious concerns.  All staff are trained at hire and annually on topics such as: indicators, etiology, reporting, and working with survivors.  Families under extreme stress are referred to AFSS.  Staff should remove themselves from the situation and notify police if there is imminent harm possible to a child.  They make an immediate CPS report and then notify their supervisor.  A report is documented in the participant file and on a “CPS Referral” form which is signed by the manager and lead administrator.  When staff are not sure whether to report to CPS they are encouraged to request supervisor assistance.  Whenever possible, families are encouraged to report themselves.  Support is provided during the process.  Services continue to be provided to the family unless there is potential physical harm for the worker.

CAHF staff complete a “CPS Report” as soon as they have knowledge that CPS is involved with a family.  There are two separate forms – one when CAHF staff make the report and one when staff become aware of a report.  CPS reports are due to the agency manager within 24 hours and to the CAHF lead manager within 72 hours.

6.12

MENTAL HEALTH SERVICES

Families are encouraged to seek help to cope with depression and other mental illnesses.  Home visitors may seek assistance from AFS speicalists in evaluation and making appropriate referrals for families.  When making referrals for outside assessments and counselors, at least two sources must be given.  Releases are expected to be secured before sharing collaborative information.  All staff are trained to work with high needs families, in suicide prevention, and crisis interventions.  Only AFS specialists are permitted to provide advanced support, all other staff provide referrals, transportation and support. All staff have access to AFS staff to assist with mental health related issues.

6.13
ADVANCED FAMILY SUPPORT SERVICES

Advanced Family Support Services (AFSS) include: Evaluation, AFSS case review, AFSS case staffing, Limited Home-Based Advanced Family Support. All AFSS are an “add-on” to the Healthy Families Program and are dependent on available funding.  

All AFSS are coordinated by the CAHF central administration.  Supervision for AFSS staff is provided by the CAHF lead manager.

Monitoring of implementation is done during management team and by the CAHF administrator.

Advanced Family Support Services Practice Standards
Discontinued March 2009
CAP Administration

Each agency has (up to four at SCAN) designated staff who meet with families and “give” the CAP.  Completion of the CAP is voluntary for the family.  Consents are maintained in the participant file.  The completed CAPS are submitted to CAHF Central Administration Office.  CAP Administrators receive initial and annual training by Advanced Family Support Specialist staff.

CAP Scoring

All completed CAPS are double scored (on the computer) by CAHF central administration staff.  The CAP license is held by the Senior Program Administrator (Lead Manager).   The scored CAPS are given to the Advanced Family Support Specialist Interpreter for interpretation.

CAP Interpretation

Completed and scored CAPS are interpreted by licensed AFSS staff who have been trained by the CAP certified administrator.  All AFSS staff are trained to interpret CAPS but no more than two people are assigned at any time.  

CAPS are interpreted by Central Administration Advanced Family Support Staff.  Interpretation includes determining validity and verifying the score.  CAPS with elevated scores of 185 and above are provided with Intervention Recommendations.  Scored CAPS, summary reports, and Intervention Recommendations are stored at the  CAHF Central Office.  Copies of the 
6.13 (continued)

summary report and Intervention Strategies are sent to the appropriate agency Manager.

CAP Intervention Strategies

Intervention Recommendations are written by licensed Advanced Family Support staff.  All recommendations are to assist with services. 

AFSS Evaluations

Evaluations are completed by licensed Advanced Family Support staff and approved by the CAHF administrator or designee. There are multiple types of evaluations and ways to access them.  Evaluations are coordinated through the CAHF lead manager or designee.  Advanced Family Support evaluations are optional for families but may be completed for those scoring 70+ on the Kempe or may be requested by the FSW with manager approval and at the discretion of the CAHF lead manager or designee and management team.  Copies of evaluations are maintained in books and at the Central Administration Office.

Advanced Family Support Supervisor Case Review
All FSWs and supervisors receive AFSS case review with the AFSS staff person at least bi-monthly.  All cases are reviewed in a six month period. All cases with an active evaluation or CAP interventions are reviewed monthly.  Advanced Family Support staff are supervised monthly by the CAHF lead manager.  Day to day activities are monitored by each agency manager.  Compliance with supervision is monitored by each agency manager.  Issues concerning participant danger or needed follow-up are shared with the program manager.  Documentation of AFS case review is maintained in the case review book.  Advanced Family Support case review may replace one Healthy Families supervision per month.

Limited Home-Base Intensive Services with Advanced Family Support Supervisor 
Following Advanced Family Support evaluation, the CAHF lead manager may approve up to nine hours of home based support for families.  The support is provided by licensed Advanced Family Support staff.  This is only offered to families with serious mental or physical concerns which prevent them from accessing traditional support.  This support must always include linkages to other counseling resources.

6.14 

UNUSUAL OCCURENCES
Any activity which affects the health or safety of a worker or family or is a possible news headline is documented on an Unusual Occurrence form.

Examples of issues reported on Unusual Occurrence forms:

· Exposure of hazards – chemical, unsafe house, animals, gangs, diseases, violence, pests (OSHA) forms must also be completed as necessary).

· Disputes that the worker is involved in or aware of – reported or witnessed domestic violence, arguments between parents and children, arguments with friends/neighbors.

· Illegal activity reported by parents* 

· Disruptive or unusual behavior by parents

· Anything that could result in the press being involved. 

· Anything deemed necessary to report by the supervisor or manager.

· At assessment, parents who report any form of current depression or psychological medications within the last two years or depression with previous pregnancies.

Unusual Occurrence forms are completed WITHIN 24 HOURS and are signed by the FSW/FAW and supervisor.  Managers review and initial and send to the central office.

At least twice per year unusual occurrences are reviewed by the management team and are reported to Governance Council to determine if safety issues are being addressed appropriately.

* If it is decided that an illegal act should be reported to the police or the participant reports that they or a family (household) member were involved with the police, a CPS/Police Report (Healthy Families or Non-Healthy Families) is completed in place of the Unusual Occurrence Form.
POLICE REPORTS
Any time CAHF staff become aware of police involvement in a participating family a report is completed.  There is a report for CAHF calls to police and one for staff being aware of call to police.  Reports are due to the agency manager within 24 hours and to the CAHF administrator within 72 hours.
6.15
GRIEVANCE POLICY
Each agency is required to maintain Client Grievance Procedures within their agency.  CAHF managers maintain the “Complaint Response” system.

Any complaint received by a manager or the lead manager is documented on a “Complaint Response” form.  Managers are expected to respond promptly to client complaints.  If the complaint will affect the overall program, the response is discussed with the lead manager.  All documentation is sent to the lead agency and is reviewed by them.

At least monthly complaints are reviewed at management team meetings in order to assure that all managers respond similarly and to build skills of newer managers.

At least annually the lead manager reviews unusual occurrences and complaints with the Governance Council.  Complaints (and/or grievances) which may affect the partners are shared as needed.

6.16
REPORTING DEATHS 

Any death of a participant, their family (household) member, parent of target child or the target child must be reported to the following people immediately:

· Supervisor

· Program Manager

· Agency Executive Director

· CAHF Administrator

The CAHF Administrator notifies the chair of the Governance Council and the DCS state coordinator within 24 hours.

If staff are present at the time of death, the appropriate authorities are notified, the worker and other family members are moved to safety, and the worker’s agency is notified immediately.  Staff are required to cooperate with authorities.

Staff complete a “HF Participant-Family Member Death” report and submit the report to the CAHF central office within 24 hours.

All staff and family members that are affected are offered grief counseling.  This is documented on the death report.
6.17

HOME VISITOR SAFETY

The safety of home visitors and families being served is a primary concern of the program.  The following safety guidelines are minimum expectations:

· All new staff receive basic safety training as part of Orientation.

· Existing staff periodically receive update training to keep safety as a priority.

· All staff are CPI trained.

· Visits routinely occur between 8:00 a.m. and 8:00 p.m.  

· Visits beginning before 8:00 a.m. and ending after 8:00 p.m. must be approved by managers.  Certain areas may not be visited in the dark.

· Schedules are maintained so supervisors can provide necessary assistance.

· All staff have the right to ask for assistance if they feel unsafe.

· All staff carry cell phones.

· All safety concerns are discussed with supervisors.

· Nighttime, weekend, or holiday crisis calls are responded to by phone only, unless permission to visit is granted by the manager of the agency (or their designee). 

· Crisis numbers (First Call For Help and Park Center) are given to all families to use as alternatives to their FSW.

· Suicide or hostile threats are taken very seriously.  Follow No Harm protocols for each. 

· Guns kill.  If guns are in use during a visit – leave.  The program manager will determine the appropriate follow through.

· Never intervene during fights – leave.  Leave the house and call the police.

· Never withhold information from your supervisor.

· Periodically review the “Home Visiting Safety” packet to help keep skills up to date (included in SOP).

· Visit expectations may need to be adjusted for client communicable diseases which may harm staff, their families, or other families on their caseload.

Remember:

· Staff safety is our primary concern.

· The safety of the children we serve is secondary.

· Our obligation to serve is third.

6.18

RETENTION ANALYSIS AND REVIEW

Annually the management team collects and analyzes demographic, social, and programmatic data.  The review is conducted at the end of the fiscal year.  The review occurs in November and is reported to the Advisory Committee and Governance Council.  Information from the review is incorporated into the annual report and funding reports.  A plan of correction is formulated when issues arise or patterns are discovered.

Retention is defined and measured several ways:

· Initial Retention (also referred to as engagement): “Of those families who should have 24 visits how many do?”  This is measured by looking at all families who were admitted at least six months prior to the measurement date and looking at the number of visits they have received.  (It is assumed 24 are due since all families are on Level I for 6 months).  This measure was developed in collaboration with evaluators of the program.

· Interval Retention is measured by asking “Of those families who should have been in the program (six months, 12 months, 18 months, 24 months, etc) how many are still in the program?”

Calculation of Retention:

· Families active in program divided by families who were enrolled in program (based on the date of birth of the baby = Interval Retention).

Case Flow:
· Numbers of cases which are admitted and discharged monthly are monitored but this is not considered retention.

SECTION VII

CULTURAL COMPETENCE

7.01

EXPECTATIONS

CAHF makes every effort to provide services in a culturally competent manner, as defined by, “the capacity to relate with persons from diverse cultures in a sensitive, respectful, and productive way.”

Developing cultural competence and sensitivity is an ongoing and ever changing process.

“We don’t really see things as they are, we see them as we are.”  Anais Nan

We cannot change personal history but can reduce the impact of history.  CAHF is respectful of the fact that all staff come to the job with their own “baggage”.  Support and training are provided to assure that CAHF staff are promoting CAHF philosophies and standards of treatment.

Some basic CAHF philosophies are:

· All people have value

· “Families” are defined by the people we serve.

· All families have value to a child

· It is okay to ask people about their traditions and rituals and ask what is important to them.  It is easier to respect and honor what is known.

· Communication is more effective and sensitive when the participant is included in the decision about how they best give and receive information.

· All forms, letters, etc. are provided in the primary language of the recipient.

· Families are asked open ended questions and are permitted to refuse to respond.

· All service components are voluntary.

· Support plans and services are only provided with the participants input.

· Families are given written “welcomes” which explain what they can expect from the program.

· Materials (pictures) represent the groups being served.

· Services are respectful of families differences related to parenting such as discipline, communication, parent/child interactions, family roles and structure.  

(Because CAHF is a child abuse prevention program, it is necessary for staff to address issues related to physical punishment.  Discussions related to this are to be supportive and educational in nature.)

7.01 (continued)

· Staff are encouraged to explore their own feelings and discuss them in supervision.  Support and education are offered.  

· Staff interpreters, materials and services will be designed for any population that is two percent of the target population.  When there are less people in any group CAHF will attempt to serve or link to appropriate services.

· Every effort is made to match ethnic, cultural, linguistic, and special needs of families to appropriate workers. (See SOP for case assignment).

7.02

STAFF TRAINING


All CAHF training is based on the premise that everyone needs to learn more.  Cultural competency training is based on basic principles:

· Culture is more than age, race, and sex.  All areas of cultural competence are open to training.

· Everyone has his or her own cultural biases.  Everyone is expected to be willing to recognize their own biases and move through their current stage into heightened cultural awareness.

· CAHF seeks experiential learning from many cultures.

· Staff understand the difference between equal and equitable and attempt to move toward equitability.

· Staff understand the role of power and privilege and are aware of their position in relating to participants in an equitable manner.

· Staff may be uncomfortable in both service and training situations.  Everyone has the right to openly share their concerns with their supervisor or management without fear of reprisal.

· Staff will be offered training in groups and individually to enhance their cultural awareness.

All CAHF training incorporates cultural sensitivity into the lesson. All new staff receive components of cultural sensitivity training during Orientation, Foundations I, CORE, Foundations II. 

Annually staff and families are surveyed for input related to cultural sensitivity and training needs.  CAHF training is developed with these results in mind.  At a minimum, once per year training is conducted on one or more topics chosen by staff.  

Staff attend workshops and conferences as deemed appropriate.  Individual training and support are offered for staff who are struggling with any area of cultural sensitivity.

7.03

FAMILY INPUT

· At admission all families receive a welcome letter, which describes what they can expect from services and encourages them to give input into services.

· Families who refuse the program are surveyed to determine patterns and causes.

· CAHF managers all have “open door” policies, encouraging families to visit or call.

· Supervisors and managers conduct routine quality assurance calls and observations, which include discussion or observation of communication/treatment. 

· Annually, families are surveyed for program satisfaction.  There are questions related to cultural “respect” included in the languages spoken.

· Annually, families are surveyed specifically for cultural competence, culturally sensitive practice, materials, communications, staff-family participant interaction.

· Families are invited (and encouraged) to participate on the CAHF Advisory Committee.

· Annually families receive a letter from the management team encouraging them to make suggestions for services.

· Quarterly, newsletters are given to families.  Contact names and numbers are included in each.

7.04

MATERIALS
CAHF has an expansive library, which includes curricula, curricula supplies, video and audio tapes, books, magazines, brochures, and handouts. 

In order to assure that all materials are culturally sensitive a committee of CAHF employees reviews all materials.  The committee is comprised of staff from various ages, races, ethnicity, religions and gender.  Staff who serve specialized caseloads or who have specialized training (i.e., teens, multi-generational families, poverty, development disabilities, Spanish language, immigrants) are included on the committee.

The committee reviews materials for sensitivity related to reading level, language, racial makeup, activities respectful of limited skills or money, religious differences, gender differences, pictures that do not perpetuate negative stereotypes, and whether  materials are appropriate for specified populations or general use.  The review is summarized and the committee makes recommendations to the management team regarding use of materials.

Once the materials are approved by the management team, the committee is responsible for arranging training for use.  If materials are not approved by the management team the committee is responsible to find appropriate alternatives and to provide feedback to the creator of the material.

All staff are encouraged to find materials which are individualized to families.  All materials must be approved by the manager of the agency to assure compliance with CAHF Sensitivity Standards.

7.05

CULTURAL COMPETENCE REVIEW

At least annually the CAHF management team conducts a thorough review of services as related to cultural competence.  The process begins in the fall following the end of the fiscal year.  Data for the previous year is used for the analysis.

The analysis includes:

· data analysis related to the target population, refusals, closures and active families;

· analysis of staff makeup;

· analysis of governance and advisory group makeup;

· review of cultural competence committee report;

· analysis of satisfaction surveys and cultural competence surveys with families;

· analysis of staff surveys, which includes input of assessment home visitor and supervisor, as well as, materials and training;

· analysis of participants complaints and closure surveys;

· review of training surveys and compliance with staff requests;

· review of advisory group input and follow-up.

Data collected on families includes: age of MOB (primary caregiver), ethnicity of MOB and COF, partner/FOB involvement, living arrangements of parents, language, working status, number of children, zip code area, and functioning level of MOB (development delay or mental illness).  Other data may be collected if complaints or concerns have arisen during the year.

The data collection and analysis may take two - three months.  At the end of the data collection the management team “retreats” and analyzes all input.  The analysis is reviewed by the Advisory Committee and Governance Council.  Feedback from both groups and from staff is reviewed by the management team.  Plans of action are created.  These plans are reviewed periodically by the management team.  Progress on the plan is reported to Advisory Committee and Governance Council.

Results of the Cultural Competence review process are incorporated into the annual service review and annual report.

Analysis of acceptance, retention and home visiting are done within those reviews and not in the cultural competency analysis.

7.06

USE OF TRANSLATORS

CAHF is committed to providing services to every family who fits in the target population and wants service.  Due to a lack of community and financial resources it is the policy of CAHF to hire translators (as regular or contract employees) when a language barrier prevents the program from serving one percent of the target population.  Anytime a family enters the target area and is referred for service, effort is made to secure a translator for the assessment process.   If none are available, the referral source is notified.  

Families are assigned to the agency where the appropriate FSW or translator is available.  If there are neither available the family is referred to other community services by the assessment staff. Translators have very specific duties when assisting with services to families.  No translator meets or communicates with families unless FAW, FSW or supervisor is present.  Translators communicate what each party says.  They do not interject their own comments.  Due to cultural differences the interpreter may alert the Healthy Families staff to issues which will make services most appropriate.

Because some language based communities are inter-connected it is the responsibility of the translator to let the program staff know when there is a conflict of interest.  The CAHF management team uses annual service review information to determine what needs will be addressed by hiring staff or using translators.

Translators may be secured from churches, schools, other social service agencies or the Red Cross.  All translators sign a confidentiality agreement.  Translators who are employed by individual agencies must meet basic agency orientation training requirements.  They are encouraged to participate in Foundations I and II and CORE training as their schedules allow.

SECTION VIII

CASELOAD MANAGEMENT
8.01

WAITING LIST

In December of 2004, the Governance Council determined that no family who scores 50 or above on the Kempe would be denied service.  Due to improved participant retention and capitated funding it was necessary to develop a waiting list.

Priority for assignment to a home-based agency is given to families with higher scoring Kempe assessments and teens.  If families who score 50 and above are waiting, no family scoring less than 50 on the Kempe is placed on the waiting list. No short-term services are offered when there is a waiting list.  No short-term services are offered and no out-of-county transfers are accepted when there is a waiting list.
Families who are waiting are given resources as needed and contacts are attempted at least bi-weekly by FAWs.  Every effort is made to assign families to a home visitor within the first month.

The assessment manager notifies the central management team of the list and scores.  The list is reviewed and prioritized at each case staffing meeting.

8.02

RE-ADMISSION

CAHF allows families who have been served previously to be readmitted under the following circumstances:

1 The family dropped out prior to five years of service and gives birth to a new child.  The family can be readmitted if they meet current eligibility guidelines.  The family can only receive five years of total service (unless management team approves service beyond five years due to safety concerns).  The decision to readmit is made by the management team.

2 The family has been closed less than three months.  The manager of the appropriate agency has the ability to determine if a family is readmitted.  Families who are denied by one agency may be reviewed at management team and be admitted at another agency.  Families who are denied readmission are sent a letter from the management team.  Reasons for refusal to re-admit can include: less than one year of service eligibility is left, there was violence in the home; the children are removed from the home; there is no staff person available to meet the needs of the family.

8.03

LEVEL IV DECISIONS

When an FSW and supervisor determine that a family is ready to move to Level IV a request for an FAW to complete a modified assessment is sent to LSSI.  Once the assessment is completed the assessment manager takes it to management team for review.  Managers are reviewing for family stability, ability to handle crises, ability to access resources, and positive parenting.  

Parents who indicate they hit their children for punishment during the interview are not allowed to move to Level IV.  It is the philosophy of the program that families may not graduate from Healthy Families if they hit their children.  Parents who hit may remain on Level III and “age out” of the program.  The parent may appeal the decision or may request a new assessment when they choose alternative discipline.  The manager of the appropriate agency notifies the staff of Level IV decisions.

FSWs are encouraged to know the forms of discipline used by the family prior to submitting a request for an assessment.  Ideally, this discussion with the parent is to occur within one month of the home based level review.  Direct questions, regarding spanking, typically yield an honest response.  Parents who report spanking are usually open to finding an alternative discipline technique that works for their family.

8.04

TRANSFERS
Between Agencies

Occasionally, families may need to transfer from one CAHF agency to another.  The manager of the transferring agency brings a case summary to management team meeting and the group determines if and where the family will transfer.  If a transfer is approved, the transferring agency copies the entire file and sends it  to the receiving agency.  The original file is kept at the agency of origin.  The transferring FSW or supervisor discusses the case with the recipient FSW.  

Reasons transfers may occur:  conflict of interest due to participant being family member of staff; conflict of interest due to services provided in other programs of the agency; no staff available with skills to meet the needs of the family; loss of staff at the transferring agency; effort of staff have not been effective and the team feels the family may be better served at another agency.  If there is no staff available at the recipient agency then the transferring agency must continue to serve.

Out of County Transfers

CAHF is committed to serving families.  Out-of-county transfers are accepted when the program has openings.  The agency who receives the transfer must first receive a consent form signed by the family from the other county.  The other program sends copies of the file (per HFI policy).  The family enters service at Level IA.  They may move levels once it is determined that they meet CAHF criteria.  Out-of-county transfers are not accepted if there is an existing waiting list that will last more than one week.  If unable to accept the family, the assessment manager or supervisor provides the other program a list of community resources.

8.05

CASELOAD SIZES

FSWs are limited to no more than 30 points (at various levels).  They are limited to no more than 15 families at the most intensive level of service.  

Caseload weighting is determined by the amount of time families have been in the program along with the needs of the families.  Weights are determined by levels:


Level SS


3 points


Level 1 or ST


2 points


Level 2 or PI,PST

1 point


Level 3, X


.5 points


Level 4


.25 points

Caseloads are managed in order to assure that families receive the amount of service they are due.  When visit numbers fall below 90% done, the supervisor analyzes caseload size as well as other issues, which might be interfering with home visits.
8.06

CASELOAD MANAGEMENT SYSTEM
Based on available funding, a projected number of families to be served is divided among the three home-based agencies.  Projections are the basis for the staffing plan with each agency.  Caseload sizes are based on the experience and current workload of each worker, while making every effort to meet projections.  Supervisors, outreach workers, and case managers serve families in order to cover vacations, leaves, staff shortages, and to avoid overloading caseloads.

Caseload sizes are monitored by each FSW’s supervisor and by the program manager.  Monthly the lead manager reviews caseload sizes and staffing patterns.

In order to match skills and culture of workers with families, each agency maintains a staff roster which includes listing of staff strengths, experience, or skills.  Staff are listed according to linguistic skills, ethnicity, education and selected skills such as mental health, discipline/parenting, substance abuse, child abuse, CPS, working with fathers, relationships, domestic violence, education services, housing, employment, criminal justice system, MR/DD, special needs, child development, attachment/bonding, financial assistance, supply/resource needs, teens, or prenatals.  This list is created by the supervisor and individual staff. The master list is maintained by the supervisor who assigns incoming cases.

Cases are assigned after the “assignment supervisor” has reviewed the assessment, listing needs for the family and matching it against skills of staff, who have room on their caseload.  When staff are not available with the specific characteristics which are needed, supervisors, case managers, and outreach workers assist.

Managers at each agency maintain caseload records and monitor staff activities in order to assure compliance to caseload management policies.

The lead manager monitors overall caseload sizes and staff productivity.

SECTION IX

SUPERVISION
9.01

SUPERVISION OF DIRECT SERVICE STAFF

Quality services to families are a direct result of quality staff.  Quality staff is a result of effective hiring and meaningful supervision.

Supervision is one technique for providing staff with skill development, support, and accountability.  Each supervisor adapts their supervision style to meet the needs of staff and the families they serve. 

All direct service supervision must meet the following guidelines:

· Supervision sessions are scheduled weekly for at least two hours of “protected time.”  Part-time staff are required to have one hour.  This may be a combination of regular and AFSS supervision.  All staff are provided drop-in and on-call support.  All staff may request additional protected time.

· Direct staff review the activities of all their families or their assessments at least monthly.  Supervision is “case review”.  It is not just a review of the last home visit or assessment.  The session includes an opportunity for the staff to share successes as well as struggles they have with each family.  Topics covered during a typical session include:  level progress, assessment and evaluation tool results and interventions, AFS evaluations and interventions, progress on IFSP goals, referral follow-up, medical follow-up, developmental screening results and planning, PCI, curriculum planning, outreach approaches.  For FAW’s specifically, it includes review of families in the assessment process, assessment outcomes and reviews, families receiving developmental packets, families on the waiting list and status of referrals.  Assessment workers also discuss interactions with hospital personnel.

· Supervision sessions include opportunities for staff development and support.  Areas included may be:  discussion and planning related to QA results, role playing of a new skill, brainstorming techniques, practice case of curriculum, follow-up on training needs, follow-up on performance goals, conducting sample assessments to determine inter-rater reliability, discussion of survey results, opportunities for assistance with actual home visits or assessments and respite.

· For home-based staff, an AFS supervision per month may replace supervision with a HF supervisor.  
· Staff accountability is monitored through supervision, “forms supervision”, and performance reviews.  Each agency determines how their staff will be held accountable.  At a minimum staff are held accountable for program outcomes, goals, and standards related to their specific position.

· Staff that are in specialized positions (outreach, and QA) are provided with supervision similar to FAW/FSW.  Their supervision will also include review of their specific assignments.

9.01 (continued)

· If supervisors are serving families directly they are provided supervision content similar to the FSW/FAW by a peer or by the program manager.

· Volunteers and interns do not provide services to families without the oversight of a home visitor/assessment worker.  Volunteers/interns receive regular supervision based on their assignments.

· AFS supervision may replace HF supervision but does not necessarily have to be in lieu of regular supervision. AFS supervision can be used to discuss families needing immediate intervention and may be less than 1 hour, if it is not substituting for regular supervision.
· Each supervisor meets (at least) monthly with their team.  The meeting includes announcements, procedural updates, group support, case reviews (optional), group brainstorming and informal training.  Minutes are kept for the meeting (s).  Staff that are excused are expected to review the minutes.  Departmental meetings may replace team meetings.
· All CAHF supervisors and managers are qualified to provide supervision to FSWs.  During periods of absence, a supervisor from another team(s) or another agency may provide supervision.  FAWs may be supervised by the FAW manager, FAW administrator, another agency manager, or lead agency manager in the absence of the FAW supervisor.

· At least one supervisor and manager/administrator are available at all times to provide problem-solving and support for direct service staff.  All agency executive directors have open door policies.  All staff has access to the lead agency administrator or executive director at any time assistance is needed.

· Documentation of direct service staff supervision is maintained in notebooks for each staff, according to agreed upon CAHF procedures (See SOP).  Documentation of supervision is routinely reviewed as part of CAHF file reviews.

Supervision of Direct Service (FAW)

CAHF FAW Supervision

All CAHF Family Assessment Workers (FAW) will receive weekly supervision.  Supervision should attempt to be scheduled between the Supervisor and the FAW at the same day and time each week.  However, if this is not possible, supervision is scheduled a week in advance so the FAW has adequate time to arrange their week accordingly.  If the Supervisor or FAW is unable to meet at the scheduled time, the supervision should be rescheduled for the same week.  When the Supervisor is unable to meet at all during a certain week, the Supervisor should arrange for the FAW Manager or Administrator to cover the supervision for them.

9.01 (continued)

The Supervisor will address staff issues to include development, support, and training needs.  The number of completed screens and assessments as well as the outcomes, referrals, case discussion, the number of families to receive development packets, families on the waiting list and any other concerns that FAW may have, are discussed during every supervision.  

On an as needed basis, Supervisors will discuss assessment summaries with FAWs to ensure inter-rater reliability.  Supervisors will make suggestions, recommendations and give input regarding assessment write ups.

Other topics that may be covered during supervision include, but are not limited to discussion related to QA results, hospital relations, performance evaluations and goals, staff meeting topics, scheduling, HF online system, policy and procedure changes.  FAWs are always encouraged to ask questions, give suggestions, and provide feedback.

9.02

SUPERVISION OF SUPERVISORS  

· All CAHF supervisors receive individual and group supervision with their manager, administrator, or AFSS at least twice per month.  At least one of these must be one on one.

· Supervision sessions for supervisors include: review of staffing issues, ensuring confidentiality and monitoring boundary issues, discussion of client service issues, review of compliance to goals, outcomes, and standards; discussion of QA results and plans; performance review follow-up; discussion of training, committees, and special projects; case review of each client for those supervisors who have a caseload of families, or assessments for FAW supervisors.  Support of skill building is incorporated in each session.

· AFS supervision includes review of staff/client service issues, discussion of staff or families the supervisor feels need a more clinical evaluation, and general clinical skill building for the supervisor.  This session may be individual or a group activity based on the needs of the agency.  Documentation of this supervision is completed by the Advanced Family Support Staff.

9.03

SUPERVISION OF MANAGERS

· Each agency manager has a direct supervisor within their organization.  Managers meet with their agency director/administrator according to each agency’s policy.  Monthly reports are provided to the director for purposes of outcome review.

· At least one time per month, CAHF managers meetings, which include the senior program administrator, are organized to provide regular support, skill development and accountability.  Meetings follow a routine agenda which includes:

1. Client Issues

2. Governance Council preparation

3. HFI Committee preparation

4. Monthly Report/Plan of Correction

5. Staffing

6. Reviews

7. AFSS Issues

8. Evaluation Issues

9. Work assignments

10. Credentialing

11. Scheduling

· Meetings are conducted in a similar fashion as group supervision.  While meetings are the mechanism for program oversight, they are conducted in team building consensus fashion.

· Each manager has the opportunity to meet individually with the senior administrator for support and direction related to specific Healthy Families issues upon request of either party.
· Documentation of manager meetings and individual support meetings is maintained at the lead agency.

9.04

SUPERVISION OF AFS STAFF

· All AFSS staff are master’s level staff.  They are expected to act relatively independently.  Their duties include:  AFSS evaluation, case reviews, AFS supervision and limited AFS support.

· AFS staff are held accountable for their performance through routine review of their work and performance reviews conducted by the director of AFSS in conjunction with input from managers.  All evaluations, assessments, and AFS support are approved by the AFS specialist prior to implementation. All AFS support is approved by the senior program administrator.

· AFS staff meet monthly as a group.  Sessions include discussion of difficult cases, procedural changes, announcements, planning, work assignments and support.

· Documentation of AFSS meetings is maintained at the lead agency.

9.05

SUPERVISORY CASELOAD RATIOS

· Supervisor Staffing Caseloads

· Caseload size is based on the needs of the agency, other duties, client caseload sizes of staff, training needs of staff, and skills of the supervisor.

· Maximum supervisor caseload size for FAW or FSW supervisors is six staff, if they have no other duties.  Supervisors who serve families or have other special assignments are assigned 4-5 staff.

· Manager Staffing Caseloads

· Each agency determines the work assignments for the Healthy Families manager in their agency.  They must have adequate time to provide support to supervisors and staff; oversee program outcomes, goals, and standards; participate in CAHF manager meetings; complete CAHF training; and participate in HFI and HFA committees.

· Generally managers supervise 8 – 10 supervisors and/or staff.

9.06

DOCUMENTATION OF SUPERVISION

· Direct Service Staff

Logs, which document date and time of each supervision, are kept in each staff person’s supervision book.  Documentation of staff development and case review are kept in individual staff books on standardized CAHF forms (See SOP), kept by the supervisor.

Documentation is reviewed during file audit for compliance to standards. 

All documentation is treated with confidentiality according to CAHF policies.

Team meeting minutes are kept by each supervisor.

· Supervisors

Managers complete supervision notes each time they meet with supervisors.  Logs with dates and times are maintained by the manager.  Supervisors who provide services to families maintain documentation in the same manner as direct service staff.  Team meeting minutes are kept by each manager.

· Advanced Family Support Supervision

Advanced Family Support Supervisors document supervision on a specialized clinical form.  The form is kept in the HF supervision book so that supervisors can follow-up on issues.

· Manager Supervision

Team meeting minutes are maintained at the lead agency.

Overall, supervision is treated with confidentiality per CAHF policy.  Supervision notes are not part of the participant file.

SECTION X

MANAGEMENT
10.01

MANAGEMENT TEAM
Members 

Each CAHF agency has a program manager (may have other titles) who is responsible for oversight of the Healthy Families program in the agency.  This manager represents the agency as a member of the CAHF management team.

Coordination of the team is the responsibility of the lead agency.  The “lead manager” (senior program administrator) is employed by the lead agency.

Managers meet at least once per month (more often as needed).  Meetings are consensus based.  Meetings focus on accountability, planning, uniform implementation of the program, and support/training for the managers.  The management team periodically “retreats” to handle large projects such as acceptance/retention analysis, cultural competence reviews, annual planning, etc.

The “lead manager” represents the management team at Governance Council meetings.  The lead manager is the liaison between the two groups.  Each manager is encouraged to discuss Healthy Families issues with the administrator or executive director at their agency.

Administrators from each agency are invited to attend meetings at any time.

Due to the nature of decisions which are made at management meetings, attendance of each manager is required.  Meetings are scheduled as a group to assure attendance.  Only an administrator or executive director can substitute for a manager (unless otherwise approved by the management team).
10.02

MANAGEMENT TEAM OVERSIGHT DUTIES

The management team is responsible for the following activities:

· Monitoring of program outcomes

· Monitoring of staffing patterns/turnover

· Monitoring of billable units

· Analyzing acceptance and retention data

· Analyzing cultural competence

· Reviewing quality assurance reports

· Analyzing service implementation

· Analyzing satisfaction surveys

· Analyzing training surveys and planning based on them

· Procedure development, implementation, and review

· Policy recommendations

· Review of all evaluation/research proposals with recommendations to the Governance Council

· Review and analysis of client issues such as Level IV movement, death reporting, unusual occurrence reporting, CPS reporting, client complaint, and grievance reviews.

· Participation in routine cross agency QA audits

· Sharing resources

· Problem solving case management and clinical issues of participants.

10.03

LEAD MANAGER ROLE

In 1997, the CAHF management team and Governance Council determined that an independent executive director was not effective.  It was determined that the CAHF management team, with the leadership of a lead manager, would be responsible for day to day operations.  The Governance Council is responsible for budgets, collaboration, community support, and compliance monitoring.  It was also decided that leadership was needed for Governance Council.  The lead agency provides the executive director who chairs the Governance Council and the Lead Manager (Senior Program Administrator).

The lead manager is responsible for:

· Coordination of management team meetings


· Acts as liaison between CAHF managers and Governance Council

· Meets at least quarterly with Governance Council

· Grant and report writing

· Acts as CAHF representative at HFI & HFA

· Tracks compliance to funding, HFI policy, and HFA critical elements

· Proposes changes and updates to policies and procedures

· Coordinate internal quality assurance system

· Provide monthly reports to managers and Governance Council

· Completes annual service review

· Creates annual report

· Oversees response to client/child deaths, unusual occurrences, complaints and clinical service requests

· Monitors CPS referrals via the system established in 1998

· Distributes and collates annual satisfaction surveys, and staff surveys

· Coordinates annual reviews of acceptance/retention; cultural competence, staff training needs
· Tracks staff utilization and turnover
· Reviews and discusses research/evaluation proposals with Governance Council giving final approval
· Oversees CAHF committee and task force work – training, forms, HOPE, family input

· Makes public presentations on behalf of CAHF

· Responds to all community, funders, or state complaints

· Coordinates data collection for evaluators

10.04

MANAGEMENT TEAM BUDGET RESPONSIBILITIES

Each year the lead manager and Governance Council project the number of families who are to be served.  Each agency is given an estimated number to serve.

Each manager (in conjunction with their agency controller and/or administrator) develops a budget within the guidelines of current funders.  Budgets are submitted to the lead agency controller.  The lead agency controller, executive director, and lead manager reconcile the budgets to match available funding.  When cuts are necessary the decisions are discussed with each manager.  The final budget is taken to Governance Council for approval.

Once the budget is approved each manager is responsible to monitor spending within the rules of each agency.  The overall CAHF spending is monitored by the CAHF Finance Committee (lead agency executive director, controller, lead manager, and executive director from one partner agency).

CAHF managers are responsible to manage spending and generate billables to stay within the “bottom line”.  While each agency has a budget and spending plan, managers negotiate spending and billables changes across agencies.  These changes must meet funding guidelines and must be approved by the CAHF Finance Committee.  Managers receive at least quarterly “cost center” reports from the lead agency.

Each manager (on their designee) reviews their agency spending and provides the lead agency controller with an explanation of variances.  The management team reviews the report and plans changes as necessary.


10.05

ADVISORY COMMITTEE (Management Responsibilities)

The lead manager is responsible to recruit and convene Advisory Committee four times per year.  Managers rotate presenting information to the Advisory Committee.  Information shared may include:

· Monthly reports on outcomes


· Acceptance/retention studies

· Cultural competence reviews

· Policy manual revisions

· Client grievances

· Staff turnover analysis

· Problem solving related to any client or staffing issue where managers feel community input would be helpful

Agendas and planning for the meeting are the responsibilities of the lead manager.

10.06

MANAGER LINKAGE TO HEALTHY FAMILIES INDIANA/HEALTHY FAMILIES AMERICA

As an affiliated site of Healthy Families America, the CAHF partners are committed to the success of the national home visiting program.  Each agency is encouraged to budget for the manager (or designee) to attend regional and national conferences.  Agencies are also encouraged to have one manager or supervisor from each participate in peer review training and two peer reviews for Healthy Families America per year.

CAHF managers are expected to attend Central Site Healthy Families Indiana functions.  They are encouraged to participate on Health Families Indiana Committees.  CAHF is expected to have representation on every Healthy Families Indiana committee. If agency managers are unable to participate then the lead agency manager is responsible.

Healthy Families Indiana provides both mandatory and optional meetings and trainings.  CAHF managers attend only those mandated by the Healthy Families Indiana policies and grants.

Due to the size of the CAHF partnership, the management team attempts to host meetings and trainings to avoid excessive travel costs.

10.07

INDIVIDUAL MANAGER DUTIES

Each manager is employed by a partner agency.  Each agency has a job description and duties for their manager that includes agency duties and expectations for CAHF.  CAHF expectations for managers are:

· They have adequate time to oversee the program within their agency and participate in CAHF management team activities

· They spend time in program activities proportionate to their budgeted allocation (example: manager is assigned .5 Healthy Families manager then 50% of their time is spent in Healthy Families)

· They supervise Healthy Families supervisors and staff as necessary.  Direct service staff receive weekly 1 hour supervision. Supervisors receive twice per month supervision
· They conduct at least monthly supervisory meetings with supervisors;

· They meet at least monthly with their agency administrator or executive director to review program outcomes, etc.
· They conduct periodic quality assurance visits and audits of people they supervise

· They participate in monthly or as scheduled CAHF cross agency quality assurance

· They routinely interview and hire staff – they provide discipline and performance reviews which hold staff accountable for program outcomes.

· They monitor caseloads of supervisors and staff

· They monitor visit numbers, compliance to standards, and program goals;

· They provide ongoing training and support to their staff

· They complete activities as related to management team responsibilities (see previous section)

· They develop and monitor procedures for the Healthy Families program at their agencies which are compliant with CAHF policies and procedures

· They develop plans of correction any time their agency does not meet standards

· They collect data required for management team projects and compliance tracking

· They plan and conduct CAHF training as needed

SECTION XI

ADMINISTRATION
11.01

ADMINISTRATIVE (LEAD) AGENCY

SCAN, as the most senior partner, acts as the administrative (lead) agency.  As administrative agency, SCAN provides the lead manager and the executive director.  Responsibilities of the lead agency include:

· Writing all CAHF grants, (individual agencies contribute funds and/or in-kind services for which each agency writes and monitors its own grants)

· Budget writing and monitoring (all budgets are approved by the Governance Council prior to implementation).  This responsibility includes approval of expenditures, review of budgets with Governance Council, and the continued seeking of diversified funds to support the collaboration

· Monitoring credentialing compliance

· Monitoring grant compliance

· Monitoring policy compliance

· Reporting all of the above to Governance Council

· Updates to and maintenance of the CAHF Policy and Procedure manual

· Provides the community with an annual CAHF report (to include both program outcomes and financial statistics)

See the Management Section for specific duties of lead manager.

11.02

FISCAL AGENCY

SCAN currently serves as the fiscal agency.  Government revenue is paid to the fiscal agency.  Each agency then bills the fiscal agency for expenses (per system developed by the fiscal agency, based on funding requirements).  The fiscal agency is responsible for monitoring expenses for budget compliance and reporting to the CAHF Finance Committee.  Each agency is subject to individual audit.  CAHF will have a separate audit of the fiscal agency, to include all programs of the agency.  Individual agency Healthy Families program audits may be requested by the Fiscal Agent.

The budget development process is:

· Managers and/or administrators meet to discuss program needs and changes.

· The lead manager discusses these with the Administrative Agent who takes proposals to the Governance Council.  Proposals are approved and prioritized.

· The administrative agent meets with the controllers from each agency to discuss format and guidelines for budget development.

· Managers/Administrators are encouraged to work with their controller and executive director to develop budgets.

· Each agency submits a budget with explanations to the Administrative Agent.

· The CAHF budget is compiled by the Administrative Agency.  It is reviewed by the lead manager.

· The compiled budget is sent to the Governance Council for approval.

· The fiscal agent oversees the utilization of dollars.

· SCAN oversees the compliance to grant requirements and business practice.

· Each agency is encouraged to involve their Board of Directors in the approval and oversight of budget.

SECTION XII

GOVERNANCE









12.02

GOVERNANCE COUNCIL COMPOSITION

Governance Council is comprised of the Executive Directors of the partner agencies.  Partner agencies are recruited that meet the needs of the target population.

Current partners are:

ESA (Easter Seals Arc of Northeast Indiana)


Agency services are focused on people with physical and mental disabilities.

CANI (Community Action of Northeast Indiana) 

Agency services are focused on assistance to alleviate poverty.

LSSI (Lutheran Social Services of Indiana) 

Agency services are focused on counseling and case management.

SCAN (Stop Child Abuse and Neglect) 

Agency services are focused on preventing and treating child abuse.

The lead agency Executive Director is chair of the Governance Council. They convene meetings and maintain minutes.

12.03

GOVERNANCE COUNCIL RESPONSIBILITIES

· Governance Council is responsible for oversight, policy development, budget development and expenditure monitoring, program growth and development , goal development and monitoring, establishment and review of the mission statement (at least every four years), establishment and monitoring of by-laws, response to research/evaluation requests, response to client grievances, response to staff input, representing CAHF at community meetings, etc., accountability for management team activities, response to request for media presentations.

· Governance Council meets at least quarterly.  At a minimum, program reports and financial reports are reviewed.  Meetings may occur more often as needed.

· Governance Council members are invited to Advisory Committee which meets quarterly.

· Governance Council members are invited to Participant Graduation which is held annually.
· Governance Council members are invited to attend management team meetings or training at any time.

· All Governance Council members maintain open door practices to allow staff or clients to give input.

· Annually Governance Council and the Lead Manager review acceptance/retention, cultural competence, participant satisfaction, quality assurance, and evaluation results.

· The Lead Manager attends Governance Council meetings in order to act as liaison between the two groups.

12.04

BY LAWS

12.05

MISSION STATEMENT

CAHF MISSION STATEMENT

The Mission of the Community Alliance for Healthy Families is to help families provide safe, warm, and nurturing environments in which children grow, develop and experience success. 

12.06

ADMINISTRATVE/FISCAL DUTIES

See Section XI of this manual.

12.07

ADVISORY COMMITTEE

The Advisory Committee is comprised of program participants, hospital representatives, Teen Parenting Program representatives, religious leaders, and social service agency representatives.  Members are recruited from organizations who interface with CAHF participants.

· The Advisory Committee is chaired by rotating CAHF managers.  The CAHF administrative assistant coordinates these meetings.

· The Advisory Committee is asked to give input related to participant services, acceptance/retention, cultural competence, satisfaction surveys, training, quality assurance and participant complaints.  The vision for the group is “Advisory Committee is the eyes and ears of the community.”  The CAHF management team and Governance Council review input and recommendations.

ADVISORY COMMITTEE JOB DESCRIPTION

The CAHF Advisory Committee was formed to ensure that services to families are of the highest quality possible.  Input from participants, partners, and community members is imperative to the success of the program.

Time Commitment

Quarterly meetings are 1 hour each.  Committee members will be invited to group activities for families and will be welcome to participate in staff training and in-services.

Responsibility

Members will be asked to give recommendations related to service delivery, family retention, staff training, quality assurance and the cultural competence review.  Recommendations will be forwarded to the management and administrative teams.  Any recommendations, which impact finances or individual agency policies, will be forwarded to the CAHF Governance Council.

All committee members are encouraged to give input, make suggestions or voice concerns at any time.  Members are asked to call the administrative assistant or Lead Manager at any time.  Input regarding specific families or staff are directed to individual program managers.  Programmatic issues are shared at management and administrative meetings.

· Confidentiality

Out of respect of families and due to sensitivity of materials shared, all committee members are asked to sign a confidentiality statement.

SECTION XIII

RESEARCH AND EVALUATION

13.01

PHILISOPHICAL OVERVIEW

CAHF is committed to the evaluation of the effectiveness of the Healthy Families program.  This commitment includes willingness to participate in local, state and national projects.

CAHF will only participate in projects which meet the approval process listed in this manual.

13.02

PROPOSAL REVIEW AND APPROVAL PROCESS

Any evaluator/researcher wishing to evaluate the CAHF program must submit a written proposal to the Governance Council.  The proposal must include literature search, timelines, proposed methodology, proposed target group, proposed use of funding, assurance of protection of clients’ rights and IRB approval.  The Governance Council reviews the proposal.  If Governance Council approves the proposal it is sent to the Healthy Families Indiana Evaluation Committee for approval.  DCS must approve any proposal due to fact that 90% of funding for the program comes from DCS.

If all parties agree to the proposal, the Lead Manager is responsible for coordinating the process.  Release of information must be approved by CAHF Governance Council and DCS.

13.03

PROTECTION OF PARTICIPANT RIGHTS

· All families are notified when evaluations/research are going to occur.

· Families are asked to sign consents to participate in the evaluation/research.

· Informed consents explain what information is being collected, for what purpose, for what timeframe and where/with whom the information will be shared.  Informed consents are signed once for the duration of service and/or the project.  Families may request to be removed from evaluation at any time.

· Informed consents and request to withdraw are shared with evaluators (copies).  The originals are maintained at the Central Site.

· No family is required to participate in evaluation/research.  CAHF services are not contingent upon participation in evaluation/research.

13.04

HEALTHY FAMILIES INDIANA/HEALTHY FAMILIES AMERICA EVALUATORS

CAHF is committed to participating in evaluations done by Healthy Families Indiana or Healthy Families America.  All evaluations must meet requirements listed in section 13.03.

The CAHF Lead Manager (or appointee) will participate on the HFI Evaluation Committee.

13.05

CPS LINKAGE

Because child abuse data is needed to evaluate the effectiveness of the Healthy Families program, CAHF has formed a close partnership with CPS.

Child Protective Service data is highly confidential.  In order to assure the security of that data, only three people have access to individual client data shared between CPS and CAHF (CPS data technician, SCAN administrative assistant and CAHF Lead Manager).

Quarterly, the SCAN administrative assistant submits a list of all participant social security numbers to the CPS technician.  The technician runs a query to determine if families have been reported to CPS and if they have had a substantiated case of abuse/neglect.  The list is returned to the CAHF administrative assistant.  The administrative assistant keeps the report on a disk in a secured drawer.  The Lead Manager reviews the list and reports data as aggregate information only.  Quarterly aggregate data of reporting of abuse and neglect is reported to Governance Council, management team, and the Advisory committee.  No individual client information is shared with anyone.  The information is used for program evaluation only.

SECTION XIV

STAFFING
14.01

STAFFING PATTERNS

Each year the Governance Council establishes a budget and a projected number of families to be served.  The Lead Manager projects the number of families to be served by each agency based on their agency budgets.

Each agency develops staffing patterns which meet the caseload needs as defined by CAHF policy.

14.02

AGENCY ROLES

Each agency has a manager and supervisor to support direct service caseloads of no more than six staff each.  These six staff includes specialists and support positions.  Each agency determines what support and specialty positions are needed.

Each agency maintains its own hiring procedures, job descriptions, and salary ranges.  Agency job descriptions must include CAHF requirements.

14.03

HIRING PRACTICES
· Each agency is expected to comply with EOE and other legal requirements.

· Each agency is expected to have job descriptions for each position which includes CAHF requirements. 

· Each agency is expected to have an internal posting procedure which provides career ladder opportunities for existing staff.  External postings are expected to meet EOE guidelines.

· Each agency is expected to have interviewing procedures which include at least two interviews that incorporate standardized questions which identify specific skills and characteristics required by the Healthy Families program.

· Each agency is expected to check three references prior to work with families.

· Each agency is expected to conduct background checks (police, FBI, etc.) prior to work with families.

· CAHF receives state and federal funding which requires drug screening prior to work with families.

· Because CAHF staff routinely provide transportation to participants, each agency is expected to conduct BMV checks on driver’s license and liability insurance verification.  

· If agencies choose to use volunteers or interns they must follow the same procedures used for paid staff.

· CPS checks

· Fingerprinting

14.04

STAFF CHARACTERISTICS

Each agency has hiring guidelines and job descriptions which require at a minimum the following characteristics:

· Managers: a solid understanding and experience in managing staff; administrative experience in human service or related programs, experience with quality assurance and program development; a minimum of a bachelor’s degree in human services or related fields (Master’s preferred).

· Supervisors: must have a solid understanding of and experience in supervising and motivating staff, as well as providing support to staff in a stressful work environment; knowledge of infant and child development and parent-child attachments; experience with family services that are family centered and strength based; knowledge of maternal-child health and dynamics of child abuse/neglect; experience in providing services to culturally diverse communities; experience in home visitation with a strong background in prevention services in the zero to three age population; bachelor’s degree in human services or related fields (Masters preferred).

· Assessment and Home Visitors (FAW/FSW): Ability to establish trusting relationships, acceptance of individual differences; experience and willingness to work with the culturally diverse populations which are present among the target population – multiple races, religions, age groups, multi-generational families; various languages, various incomes, families with alternative lifestyles; knowledge of infant and child development.

· MIS (computer):  must have basic computer skills which include use of Access based programs, Excel spreadsheets and Word processing; ability to take theoretical questions and process into concrete data responses, ability to handle multiple tasks, ability to communicate with direct service staff as well as management, ability to work under pressure and short deadlines, basic understanding of the Healthy Families program.

· Advanced Family Support Supervisor: must have a Master’s Degree in MSW, LCSW, LMFT, LMHC, MS Psych, MS Child Development; ability to establish rapport quickly, flexibility in scheduling, ability to work within various cultures, ability to quickly analyze family strengths, needs and make service recommendations.

· Miscellaneous positions: (QA, Outreach, Case Managers, and Developmental Specialists): must meet the characteristics and training requirements of direct service staff.  If the employee carries supervisory responsibilities the staff person must meet the supervisory requirements.

14.04 (continued)

· Support Staff: In addition to routine administrative and secretarial duties, Healthy Families support staff must be able to plan group activities, communicate with funders and executive directors as well as direct line staff and clients.  They must have or acquire basic knowledge of the Healthy Families program.

14.05

EDUCATIONAL REQUIREMENTS

Each agency establishes their own educational requirements.  CAHF is focused on the experience, which is needed to meet the needs of families, coordinate with other agencies and document their activities.  Agencies may choose to use para-professional staff.  All staff must have a minimum of a high school diploma/GED.

Any staff person who does not meet optimal education requirements will have a training plan which will bring their skills to the level of staff with the optimal education.

14.06

VOLUNTEERS/INTERNS
CAHF encourages the use of volunteers and interns to provide support for staff while meeting their educational needs.  Volunteers and interns do not replace regular staff.

14.07

MONITORING STAFF TURNOVER

· Each manager is responsible for measuring and analyzing staff turnover within his or her agency.

· Turnover is monitored by measuring staff retention.  Retention is calculated; 1) by dividing the number of people who leave by the number of positions; and 2) it is monitored in October of each year by asking: “Of the people who were here last October, how many are still here?”  The number who stayed are the retention rate.  Those who left are turnover.  The turnover is measured annually by job classification, by titles within the budget.

· The manager collects demographics, training, caseload and exit information on all staff who leave.

· Annually managers review the compiled reports, analyze the data and make plans of correction as needed.

· Turnover analysis is shared with supervisors at each agency as they are integral to the solutions to turnover issues.

· The analysis, which is conducted by the managers, is shared with Governance Council and Advisory Committee.

14.08

EEOC REQUIREMENTS

· Each agency is required to meet EEOC hiring and employment practices.

· EEOC regulations are posted within each agency.

· Staff receive initial and ongoing training related to EEOC requirements.

· The program actively recruits, employs, and promotes qualified personnel and administers its personnel practices without discrimination based upon age, gender, race, ethnicity, nationality, sexual orientation, handicap, or religion of the individual under consideration.

· Each agency must have an EEOC policy.

· Each agency must have an Affirmative Action Plan (SCAN provides a plan which includes CAHF).

14.09

DIRECTION OF STAFF AT CAHF AND COMMUNITY EVENTS

CAHF is a partnership of four agencies.  Each agency hires and directs their own staff.  When staff are in training and other community events they represent their employer agency and CAHF.  Professional dress and behavior is expected at all community events.  

Periodically, staff attend trainings/events where there is no management, from their agency, present.  Occasionally, staff do not act in a professional manner.  It is agreed upon by all agencies that any supervisor or manager from a partner agency is expected to address inappropriate behaviors when they occur and notify the manager of the staff person immediately following the event.  This direction is not construed as discipline.

SECTION XV

STAFF TRAINING
15.01

TRAINING OVERVIEW

CAHF is committed to equipping staff to meet the needs of families.  As a part of the Healthy Families Indiana and Healthy Families America networks, CAHF provides training to meet standards of training.  Due to the high needs families served by CAHF, there is additional training provided.

Because CAHF is a large collaboration, all required training is available in Allen County. CAHF employs Healthy Families America certified trainers and has an agreement with Healthy Families Indiana to provide CORE training for Allen County and surrounding counties.

Partner agencies provide agency orientation for their staff, as well as any agency specific training which is required.  All Healthy Families Indiana and Healthy Families America required training is provided by the CAHF lead agency.  Outlines and post tests are maintained by CAHF Central Site.

Training is tracked in individual training books which are routinely monitored by supervisors and audited by managers twice per year.  All staff training is entered into a database maintained at the CAHF Central Site.  Required Healthy Families training is entered into the Healthy Families Indiana database.

15.02

ORIENTATION (HFA STANDARDS 10.2 A-E)

· Orientation requirements specific to individual agencies are met at the agency according to agency policies.

· CAHF orientation requirements can be met through Healthy Families Individual Training (HFIT).

· HFIT is an individual training module which includes video tapes, reading, resource scavenger hunts, post tests, and interviews with supervisors as well as shadowing of other staff.

· HFIT includes:

· Orientation to staff roles as they relate to the program’s goals, services, policies, and operating procedures, philosophy of home visiting, the program’s relationship with other community resources, child abuse and neglect indicators, abuse reporting requirements, confidentiality and boundaries.  

· All staff must complete the above orientation prior to their work with families.
· Foundations I is structured classroom training taught by CAHF trainers.  Independent study modules are available for all sessions for people unable to attend.  Foundations I is advanced orientation to assist staff in their first six months on the job (see Policy 15.03).

· New supervisors complete CORE, HFIT, Foundations I and II and Supervisor’s CORE if they were not previously HF staff. If staff are promoted from within the program, they repeat CORE and complete supervisor CORE.  Supervisors complete an individual study module specifically related to their role as it relates to the program’s goals, services, policies and operating procedures, and philosophy of home visiting/family support prior to supervision of staff.  Shadowing other supervisors is part of supervisor orientation. 

15.03 

SIX MONTH TRAINING STANDARDS

CAHF provides independent study and/or classroom training referred to as Foundation I and II to assist staff in meeting local, state and national training requirements.  In the 1st six months all staff are expected to complete the following training at a minimum.

Orientation (prior to contact with families)

· CORE (specific to their role)

· CPR

· CPI

· 1 Curriculum (MELD, PIPE, Make Parenting a Pleasure)

· Tools (Denver, HFPI, EPDS, etc.)

HFA 10-4 (Sub-categories)

· Infant Care

· Child Health and Safety

· Maternal and Family Health

· Infant and Child Development

· Role of Culture in Parenting

· Supporting Parent-Child Relationship

15.04

TWELVE MONTH TRAINING

CAHF provides independent study and/or classroom training to assist staff in meeting local, state, and national training requirements.  In the first twelve months all staff are expected to complete the following training at a minimum:

Sub-categories
· Child Abuse and Neglect

· Family Violence

· Substance Abuse

· Staff Related Issues

· Family Issues

· Mental Health

15.05 

ROLE SPECIFIC TRAINING

CAHF requires that all FAWs, FSWs, supervisors, and managers complete CORE training specific to their role, within six months of hire.  CORE training is based on the HFA training module and is approved by HFI.  It is taught by HFA certified trainers.

CAHF provides FSWs CORE quarterly to assure timeliness of training.  FAW CORE is provided regularly (usually quarterly) by HFI.  All CAHF supervisors and managers complete FSW CORE and Supervisors Training.  Due to the nature of the CAHF collaboration, FSW supervisors and managers are not required to complete FAW CORE because the assessment agency conducts all assessments.  The FSW supervisors and managers receive FAW cross training conducted by the FAW manager or certified trainer.

CAHF support staff and specialty positions are required to complete FSW CORE. 
15.06

HFI REQUIREMENTS

CAHF requires staff to meet HFI training requirements.  Due to the size of the program, these trainings are conducted locally to make them cost effective.
15.07 

ON-GOING TRAINING

HFA Standard 10.6

CAHF requires each Healthy Families staff member who has been employed one year or more to continue their professional growth through on-going training.  This training may be acquired through CAHF, HFI, HFA, agency, community based curriculum, etc., as deemed appropriate by the manager of each program.  The amount of training is determined by staff skill, professional development, plans or job requirements.  CAHF requires a minimum of 10 hours to be provided for each staff person.  The supervisor of the staff is required to document training received in each staff’s training book. CAHF provides regular training to meet needs identified by staff and community need.

Annually, the CAHF Training Committee surveys staff and supervisors regarding their training needs.  The committee chairperson and the management team meet and prioritize training to be provided by CAHF.

The CAHF Training Committee is comprised of one HFA trainer and at least one staff person from each agency.  The committee conducts the survey and organizes independent study and CAHF All-Staff trainings/retreats/workshops.

There are four mandatory CAHF trainings per year based on training survey. Training is offered based on staff need could include: Child abuse/Neglect, Domestic Violence, Working with Difficult Families, and Policy Review.  These are planned and coordinated by the committee.  Policy Review is conducted by the Management Team.  All other CAHF training is based on results of staff surveys.

Once the management team approves the priority list, the committee plans and coordinates training.  All training outlines must be approved by the management team prior to the training.

An annual training calendar is prepared to coordinate with the fiscal year.  Training which is not included on the CAHF calendar may be received from schools, workshops, or other agency in-services.  All partner agencies open their in-services to CAHF partners.  The CAHF budget allows for staff to attend outside workshops as needed.  If the management team is aware of meaningful training they coordinate sending staff who can come back and train other staff

(See Sample CAHF Calendar)

15.08

“TOOLS” TRAINING

CAHF uses several standardized “tools” to assist in serving families.  No “tool” may be used by a staff member until they have completed training and have been determined to be inter-rater reliable when required.

Each tool has its own training module.  Trainers meet the requirements of the specific tool.  Training may be done classroom style or independent study, depending on the “tool”.

“Tools” used by CAHF include:

· Kempe Assessment

· Child Abuse Potential Inventory (CAP)

· Denver II Developmental Screen (only staff who do Denvers do training)

· HFPI

See SOP for implementation/training.

15.09

SUPERVISOR TRAINING

All supervisors are required to complete Orientation, HFIT, CORE, Foundation I, Foundation II, and CORE Supervisor trainings.  FAW Supervisors must complete FSW CORE also.  FSW supervisors receive FAW cross training.

Each agency maintains a supervisor self-study manual.  All supervisors shadow assessments, home visits, and supervisions done by other supervisors.  They are mentored by the manager or existing supervisors prior to conducting supervision on their own.

Ongoing Supervisor training is offered by HFA trainers.  Supervisors are also encouraged to attend outside training to enhance their management skills.

15.10

MANAGER TRAINING

Managers must complete all initial training required by their staff.  It is assumed that they will possess basic management skills at the time of hire.  Additional management training is done through mentoring with an existing manager, the Lead Manager, or the administrator within their agency.

Managers all have access to the Lead Manager or an agency Administrator for assistance at any time.  Also, CAHF operates with a team concept so managers are expected to support each other.

15.11

VOLUNTEER/INTERN TRAINING

Volunteers / Interns are not used to replace regular staff.  Volunteers are encouraged to attend as much CAHF training as possible.  Volunteers receive one-on-one Orientation to the program prior to volunteer work.  Interns are required to attend the same training that is required of FAWs or FSWs.

15.12

TRAINING TRACKING

All CAHF staff have an Individual Training Book where all training is tracked for each employee.  Supervisors must approve all entries into the book.

When staff attend training they complete a training log which has the name of the training and amount of time in training.  Supervisors must approve all training logs prior to submission to the CAHF Training department.  The CAHF training support staff enters training information into the CAHF database and the HFI database.  Forms are then returned to supervisors or designee who keeps staff training books.

Training books are periodically reviewed by supervisors and are audited twice a year during CAHF audits.
SECTION XVI

QUALITY ASSURANCE

16.01

QUALITY ASSURANCE  CONCEPTS AND APPROACHES
Community Alliance for healthy Families takes great effort to ensure that participants receive the highest quality of support possible.  The annual service review ensures that participants and staff have input based on data provided by the staff that participants are receiving “best practice” services. Quality assurance practices help monitor individual staff performance, ensure compliance to credentialing standards, ensure compliance to CAHF and Healthy Families’ Indiana policies and procedures, and promote client service satisfaction.  

CAHF conducts an annual service review to address all components of the service delivery system:  assessment, service planning, home visitation, supervision, etc.  The review also addresses the cultural competency of those services provided.  Materials, training, and service delivery are analyzed and a plan to address areas that need improvement is developed.  The review includes the following information based on the fiscal year:

· An up-to-date description of the target population,

· Analysis of assessment outcomes and rates,

· The acceptance rates of participants into the program, definition of acceptance rate, analysis of who refused the assessment and home visiting services and the reason for refusal, and a plan for increasing acceptance rates based on the analysis,

· Description of the program’s collaboration with community agencies that allow the program to screen and assess the target population and how this compares with the birth rate,

· The retention of rate participants in the program, definition of retention rate, analysis of who left the program and the reasons for closure, and a plan for increasing retention rates based on the analysis,

· A description of the cultural, racial/ethnic, and linguistic characteristics of all groups within the current service population,

· Materials provided to families which have been reviewed for cultural competency and service needs based on staff input,

· Training provided on culturally competent practices based on the unique characteristics of the population based on staff input,

· Rate of personnel turnover and analysis of factors resulting in turnover

· Program’s recruitment, selection and promotion of staff,

· Analysis of home visit completion rate and plan to increase the rate, and

· Summary of participant satisfaction survey results.

The review is presented to the CAHF Advisory Board and the CAHF Governance Council for feedback/recommendations.

16.01 (continued)
In addition to this formalized review, CAHF also receives an annual Quality Assurance and Technical Assistance visit from Healthy Families’ Indiana or another qualified designee selected by the Lead Agency.  

To prepare for this visit, CAHF conducts it’s own internal quality assurance processes.  The outcomes of the processes are summarized semiannually with reports due 2/7 and 8/8.  The following grid summarizes the processes:
	QUALITY ASSURANCE AREA OF FOCUS
	QUALITY INDICATOR SOURCES
	PARTIES RESPONSIBLE

	Client QA Indicators
	Annual contact with all admitted families through face to face, or via phone.  Letters or e-mails count if response from family documented.
	Manager, FSW supervisor, or designee

	
	Annual client satisfaction surveys
	Administration

	
	Ongoing case review and documentation
	Manager, FAW/FSW supervisor

	
	Supervisor contact prior to closure
	FSW supervisor

	Staff Performance QA Indicators
	Supervision provided to FAW/FSW; biweekly team meetings
	FAW/FSW supervisor 

	
	Supervision provided to supervisors; quarterly supervisor meetings
	Managers

	
	Supervision provided to managers; monthly manager meetings
	Administration team at home agency 

	
	Annual Performance Evaluations
	Direct supervisor

	
	Assessment observations and documentation review*
	Manager, FAW supervisor or designee

	
	Home visit observations and documentation review*
	Manager, FSW supervisor, or designee

	
	Supervision observations and documentation review*
	Manager or designee

	Collaboration Functioning QA Indicators
	Monthly management team meetings
	Lead Manager

	
	Outcome attainment*
	Lead Manager/Agency

	QUALITY ASSURANCE AREA OF FOCUS
	QUALITY INDICATOR SOURCES
	PARTIES RESPONSIBLE

	
	One on one staff and supervisor interviews*
	Management team

	
	CAHF policy and procedure compliance
	Lead Manager and Management Team

	
	HFI policy and procedure compliance
	Lead Manager/Agency

	
	Community/funder Satisfaction
	Lead Manager/Agency

	
	Unusual Occurrence/CPS Reporting and Death Reporting review*
	Management team

	Credentialing QA Indicators
	Case review and documentation*
	Manager, FAW/FSW supervisor

	
	Supervision documentation review*
	Management team

	
	Annual Service Review 
	Lead Manager and Management Team

	
	Training Book audit*
	FAW/FSW supervisor

	
	IFSP, Denver, Consents and Immunization audits8
	FSW supervisor


*See procedure manual for frequency and content requirements.

16.02
QUALITY ASSURANCE OVERSIGHT

· The CAHF Lead Manager is responsible for the coordination of all Quality Assurance measures.

· The CAHF Lead Manager reports all QA results to the Governance Council annually.

· CAHF members participate annually in the HFI site visit process

· Individual partner agency managers are responsible for plans of correction for any deficiencies discovered during the QA process.

· The CAHF Lead Manager conducts satisfaction surveys each year and reports results to management team, Governance Council and Advisory Committee.

SECTION XVII

DATA TRACKING

17.01  

DATA TRACKING

· All CAHF partner agencies maintain consistent data.

· The database system approved by HFI is used. (Currently HVTIS)

· All staff are trained to use the database system.

· A database manual is maintained to assist staff (attached).

· A database QA person is assigned at each agency to maintain systems, implement upgrades, and monitor data for quality of consent.

· The CAHF Administrative Assistant is linked to all partner agencies.  The assistant will compile reports for all funders, HFI and HFA through use of the database system.

· All families are notified that their information is collected electronically and that all information is shared with funders and evaluators.

· One person is designated at the lead agency to contact Datatude regarding the home based system and one person is designated for the assessment system from the assessment site.

· Changes to the database that require additional programming which incur costs must be approved by the Governance Council.

· Billing function are performed as instructed by the state.  All copies of the database data and paper copies of the billing are due to the CAHF Administrative Assistant by the 5th of the following month.

· All participant files contain the same forms with documentation recorded in similar fashion.  File order will be the same, file holders do not have to be.  
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