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BACKGROUND

Maternal, Infant, Early Childhood Home Visiting Program
(MIECHV)

The Maternal, Infant, Early Childhood Home Visiting Program (MIECHV) was
authorized by the 2010 federal Affordable Care Act. This program is designed to
improve Title V programs by strengthening activities for at-risk communities. Through
Home Visiting, trained visitors meet with at-risk families at home to evaluate
circumstances and connect families to services beneficial to child health, development,
and ability to learn. Outcome measures are categorized into 6 benchmark domains.

Specific MIECHV benchmark domains include:

= Benchmark 1. Maternal and Newborn health

= Benchmark 2. Child Injuries, Abuse, Neglect, Maltreatment
= Benchmark 3. School Readiness

= Benchmark 4. Domestic Violence'

= Benchmark 5. Family Economic Self-Sufficiency

= Benchmark 6. Coordination and Referrals

The lowa MIECHYV targets at-risk families in 18 high-need counties in lowa (see list
below). The program aims to improve outcomes for families from the prenatal period
through the child’s start of school. This report provides population-based baseline data
corresponding to 5 of the 6 benchmark outcome domains in lowa’s MIECHV plan, and
focuses on health and well-being of children ages 0 — 5 years in these target counties
(Figure 1): (See appendix 2 for a complete listing of benchmark outcomes)

The 18 high-need lowa counties targeted by MIECHYV are:

1. Appanoose 10. Marshall

2. Black Hawk 11. Montgomery
3. Buena Vista 12. Muscatine

4. Cerro Gordo 13. Page

5. Clinton 14. Pottawattamie
6. Des Moines 15. Scott

7. Hamilton 16. Wapello

8. Jefferson 17. Webster

9. Lee 18. Woodbury

' The 2010 IHHS contains no data corresponding to the Domestic Violence benchmark
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Figure 1. Distribution of counties in the MIECHV

2010 lowa Child and Family Household Health Survey
(IHHS)

These data are derived from questions in the 2010 lowa Child and Family Household
Health Survey (IHHS). The 2010 IHHS is the third comprehensive, statewide study to
evaluate the health status, access to health care, and social environment of children in
families in lowa. Previous IHHS surveys were conducted in 2000 and 2005. This report
of baseline data for the lowa MIECHV program is the third in a series of reports
presenting results from the 2010 IHHS.

This study represents a collaboration between the lowa Department of Public Health
(IDPH), the University of lowa Public Policy Center (PPC), and Child Health Specialty
Clinics (CHSC). Funding for the 2010 survey was provided by the IDPH, with additional
funding from: the U.S. Department of Health and Human Services Maternal and Child
Health Bureau (MCHB), Blank Children’s Hospital; American Academy of Pediatrics —
lowa Chapter; Child Health Specialty Clinics; and ARRA funding through Early
ACCESS.

The primary goals of the 2010 IHHS were to: 1) assess the health and well-being of
children and families in lowa, 2) assess a set of early childhood issues, 3) evaluate the
health insurance coverage of children in lowa and features of the uninsured, and 4)
assess the health and well-being of racial and ethnic minority children in lowa.
Questions in the 2010 survey included a wide range of topic areas encompassing the
health, overall well-being, and family environment of children in lowa with a special
emphasis on early childhood issues.
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Topic areas in the 2010 survey include:

= Functional health status

= Access/need

= Medical home

=  Prescription medication

= Dental care

= Emergency room use

= Behavioral and emotional health

= Early childhood

= Child care

= Social determinants of health

= Nutrition, physical activity, food insecurity

= Parent health status/family health

= Substance use and gambling

= Demographics
A complete list of MIECHV benchmark outcomes, as well as results for individual
questions from the survey relevant to MIECHYV, can be found in the appendices of this

report. These items compare results from the MIECHYV target counties with data from
the rest of the state.

Methods

The 2010 lowa Household Health Survey was a population-based statewide survey
using a mixed-mode approach to data collection; it included an oversample of African-
American and Latino children. The survey was conducted with parents of children in
lowa using an address-based sampling design. Data collection was completed using a
combination of telephone and Internet survey methods. The University of Northern
lowa Center for Social and Behavioral Research coordinated the data collection
efforts.

For the survey process: 1) A packet was mailed to a statewide random sample of
addresses drawn from the United States Postal Service (USPS) Delivery Sequence
File (DSF). The packet included an information letter with instructions for completing a
web-based questionnaire; 2) The USPS DSF included telephone numbers for about
60% of addresses. Non-respondents for whom a phone number was available were
called if they did not complete the web survey within the first week.

During the core data collection period, 2,386 participated: 1,859 phone and 527 online
interviews took place with the parent or guardian of one randomly selected child age 0-
17 years living in the household. The data were weighted to account for family size and
post-stratified to reflect the 2010 child population in lowa. As the 2010 Census had just
been completed at the time of the 2010 lowa Household Health Survey, a relatively
precise count of children in lowa was obtained. This was used to determine if the
characteristics of the population who completed the survey varied significantly from the
total population as identified in the census data.
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A weight related to the design effect was added to the analysis in order to make
statistical testing more accurate. Weights for individual cases range from .28 to 3.84,
with a mean weight of .7629.

Respondents were primarily mothers (78%), although 16% were fathers. The
remaining 6% were other types of guardians, primarily relatives of the child. There
were almost equal numbers of boys (51%) and girls (49%) represented in the sample.

For this report, data were used only for children ages 0-5. The total number of families
with young children for these analyses was 660. In the Home Visiting Intervention
counties, there were 166 respondents with children ages 0-5; the rest of the state was
represented by 494 children. On some items, we were able to look at differences by
urban-rural status using USDA Urban-Rural Continuum codes.” We looked at results
comparing rural/mostly rural counties in MIECHV counties vs. rural/mostly rural
counties in the rest of the state, and Urban/mostly urban MIECHV counties vs.
urban/mostly urban counties in the rest of the state. Appendix 3 shows the breakdown
of counties and the number of respondents from each category. For the most part, our
numbers were not large enough to show significant differences, but we have
highlighted a few areas where differences did occur. Results for individual questions in
this study can be found in Appendix 1.

BENCHMARK 1: MATERNAL AND
NEWBORN HEALTH

Tobacco, Alcohol, and Drugs

Young children in the MIECHV counties were more likely than those in the rest of the
state to have a parent report a problem with cigarettes in the household (12% vs. 7%).
This finding did not show a statistically significant difference.

Problems with alcohol use were about equally likely in the MIECHV and non-MIECHV
counties (4% and 6%).

Over 99% of responses in both the MIECHV and non-MIECHV counties indicated that
there were no problems with drug use in the household

Depressive Symptoms

About 9% of young children in both the MIECHV and non-MIECHYV counties had a
primary parent with a ‘poor mental health’ score on the mental health measure (MHI-
5). This primarily measures problems with depression and anxiety.

2 USDA Rural-Urban Continuum Codes: http://www.ers.usda.gov/data-products/rural-urban-
continuum-codes.aspx
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Breastfeeding

About one in five children in both the MIECHV and non-MIECHYV counties were never
fed breast milk. However, children in rural areas were less likely to have been
breastfed, and in Home Visiting rural counties were least likely (Figure 2).
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Figure 2. Percent of children ages 0 — 5 who were ever fed breast milk,
by urban — rural status and Home Visiting county status

Among those who were ever breastfed, twenty-five percent of children in MIECHV
counties stopped being fed breast milk before 6 weeks of age, compared with 13% of
children in the rest of the state (Figure 3).

100
90
80
70
60
50
40
30
20
10

0

e==mHome visiting

<1tweek 1-6wks 7wks-3 4-6mos 7-9mos 10-12 12+ mos
mos mos

Figure 3. Age of child when stopped breastfeeding, by percent;
Home Visiting and the rest of lowa
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Preventive Care/Guidance

Parents in MIECHYV counties were statistically significantly less likely to report receiving
anticipatory guidance from a health care professional. Fifty-eight percent of MIECHV
parents reported this guidance, while 71% reported it in the rest of the state.

Health Insurance

Children

Although it was rare in lowa for young children to lack insurance, children in the
MIECHYV counties were statistically significantly more likely to have insurance than
those in the non-MIECHV counties (<1% MIECHV vs. 2% non-MIECHV counties).
Young children in MIECHYV counties were more likely to be covered by Medicaid or
hawk-I (Figure 4).

Parents

Parents in both MIECHV and non-MIECHYV counties were more likely to be uninsured
than their children, and less likely to be covered by public insurance (Figure 4).
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Figure 4. Insurance status of lowa children ages 5 and under and their
parents, by Home Visiting Intervention county status
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BENCHMARK 2: CHILD INJURIES,
ABUSE, NEGLECT, MALTREATMENT

Emergency Room

About 30% of young children in lowa had at least one emergency room visit in the past
year. Children in MEICHV counties were not significantly more likely to have a visit to
the ER than those who were not in MIECHV counties.

Primary reasons for ER visits for young children in lowa were: trauma, broken bones,
or stitches (30%), high fever (12%), and ear infections (9%).

A health care provider had suggested that the child be seen in the ER for 40% of
children with an ER visit.

About three-quarters of respondents believed that the care they received could have
been provided in a doctor’s office or clinic if one had been available.

BENCHMARK 3: SCHOOL READINESS

Child Development Activities

There were no significant differences between children in the MIECHV counties and
the rest of the state on school readiness issues

95% of children in both MIECHV counties and the rest of lowa had parents who did
NOT have concerns about their young child’s learning, development, or behavior.

However, 3% of parents had concerns about how their child makes speech sounds;
2% were concerned that their child did not understand what they say; and 1% had
concerns about how their child uses hands and fingers, and arms and legs. Figure 5
shows specific issues among lowa parents.
5%
4%
3%
2% ‘ ]
3%
1% 1 ; 2%
1% 1%
0%
Speech Understands Uses hands  Uses arms
sounds what you say and fingers and legs

Figure 5. Specific issues among the 5% of lowa parents of
young children who had concerns about child development
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Among all young children in lowa, 48% had parents who were asked by health care
providers if they had concerns about their child’s learning, development, or behavior,
and 35% were asked by a health care provider to fill out a developmental screening
questionnaire. Three percent of children in lowa ages 4 months — 5 years had parents
who reported their child to have an IEP, or were enrolled in Early Access or Early
Intervention.

Parenting Stress

Aggravation in parenting of young children in the MIECHV counties was about the
same as the rest of the state. About 3% of parents of young children indicated that
they had high levels of stress related to parenting their child, using a 4-question
composite scale. *

Child Behavioral Health

About 3% of young children had parents who had concerns about their child’s
behavior. Two percent had concerns about how their child gets along with others.
Additionally, about 2% of young children had parents with concerns about
independence, and 1% had concerns about how their child is learning preschool skills
(Figure 6).
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others things for self

Figure 6. Percent of children with parents who had concerns about
behavior and learning of young children in lowa

3 Aggravation in parenting scale.
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Overall Health Status

Ninety-six percent of young children in the MIECHV counties were reported to be in
good, very good, or excellent health, while only 1% were reported to be in fair or poor
health. This was comparable to the rest of the state.

Young children in the MIECHV counties were statistically significantly more likely to
have a special health care need. Fifteen percent in the MIECHV counties were
CSHCN, compared with 8% in the rest of the state (Figure 7).

25%

20%
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Figure 7. CSHCN: Percent of young children in lowa with a
special health care need by home visiting county status

Note: The 2010 IHHS contains no data corresponding to MIECHV Benchmark 4: Domestic Violence.
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BENCHMARK 5: FAMILY ECONOMIC
SELF-SUFFICIENCY

Income and Federal Poverty Level Status

Young children in MIECHYV counties had lower incomes than those in the rest of lowa.
Nineteen percent of children in MIECHV counties had incomes below 134% of the
Federal Poverty Level (FPL), while 10% of children in the rest of the state fell into this
category. This difference in income levels was statistically significant (Figure 8).

100%

80%

62%
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Figure 8. Percent of young children living in FPL categories,
by MIECHV county status

Parent Education

Children in MIECHV counties were more likely to have a primary parent who did not
complete high school (9% vs. 3%), or who did not go on to college (16% vs.12%) than
children in the rest of lowa (Fig 9). Parents in non-home visiting counties were much
more likely to have a 4-year degree or higher (38% MIECHV vs. 53% non-MIECHV).

100%
80% - 38%
53%
4 yr degree or more
60%
Some college/2-yr degree
38%
40% ‘ ‘ High School
32%
20% " 16% Less than High school
—r— 12%
0% i %

Home Visiting Rest of lowa

Figure 9. Educational attainment by parents
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Educational Expectation for Child

Most children in lowa have parents who would like their children to achieve a 4-year
college degree or more. There were not statistically significant differences in parental
expectations for MIECHYV counties compared with non-MIECHYV counties. About 50%
of children were expected to complete a 4-year degree, and another 34% were
expected to go to school beyond a 4-year degree. It is interesting to note that children
living in rural counties were less likely to have parents with lower educational
expectations.

BENCHMARK 6: COORDINATION AND
REFERRALS

Medical Home

Young children in MIECHV and non-MIECHYV counties were equally likely to have a
medical home, based on parent report using a combined series of questions. More
details about the methods used for determining medical home can be found in
Appendix 4 of this report. Using this medical home measure, about 82% of young
children in lowa had a medical home.

Referrals

About 28% of children in MIECHV-counties were reported to have need for a referral to
a medical specialist. Among those children, 11% had a small problem getting a needed
referral. No children were reported to have a big problem getting such referrals. There
were not statistically significant differences by MIECHV county status.

Care Coordination

Most children in the state had parents who did not wish to have extra help with care
coordination; however, about 7% of children statewide had parents who said they
could use extra help arranging or coordinating care among health care providers or
services. Of those, 59% said they never or only sometimes got the care coordination
they needed. There were not statistically significant differences in MIECHV-counties
compared with the rest of the state.

CONCLUSIONS

These analyses from the 2010 lowa and Family Household Health Survey were
designed to provide a baseline overview of the health and well being of young children
age 0-5 in the state, with special consideration given to the children and families in
MIECHYV counties. The MIECHV program seeks to serve some of the most vulnerable
families in these counties.
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Overall, children ages 0 — 5 years in lowa are very healthy and likely to have health
insurance, and the counties in the MIECHYV are no exception. However young children
living in MIECHYV counties have less positive outcomes than the rest of the state in a
few key areas. For example, the prevalence and length of time breastfeeding is an
area that could be improved upon, and will be directly addressed by the MIECHV.

Children in MIECHV counties were more likely to live in a household where smoking
was reported to be a problem. Children were more likely to live in low-income
households, and to have a parent who did not complete high school. MIECHV
interventions that focus on family issues such as poverty, smoking, and educational
attainment have the potential to provide a healthier environment for children in
MIECHYV counties.

“Another area of concern is a higher rate of Children with Special Health Care Needs
in the MIECHV counties. The MIECHV program can address this by making sure
children and their families have adequate access to services and support. One positive
factor in this direction is that children are more likely in MIECHV counties to have
health care coverage. The primary difference appears to be higher enroliment in
Medicaid and hawk-i.

The MIECHV program in lowa has the potential to assist families in a number of key
areas that will affect the health and well-being of children in lowa. The program is well-
positioned to help families in some of the most vulnerable areas of the state to improve
outcomes for children who may be at-risk for health and developmental issues.

14




Appendix 1

Data tables for selected variables

MIECHV benchmarks





Benchmark 1: Maternal and Newborn Health

SM1. In the last 12 months, how much of a problem for your household, if any, has been caused by a
household members use of cigarettes? (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
A big problem 3 .0 A
A moderate problem 2.6 7 1.1
A small problem 8.1 4.8 5.7
Not a problem 88.0 93.3 92.0

SM2. In the last 12 months, how much of a problem for your household, if any, has been caused by a
household members use of either prescription or illegal drugs? (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
A big problem 3 .0 A
A moderate problem 3 .0 A
A small problem .0 5
Not a problem 99.5 99.5 99.5

SM4. In the last 12 months, how much of a problem for your household, if any, has been caused by a
household members use of alcohol? (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
A big problem .0 .8 .6
A moderate problem 3 14 1.1
A small problem 3.6 4.4 4.2

Not a problem 96.0 93.4 94.1






SM5. In the last 12 months, how much of a problem for your household, if any, has been caused by
gambling in your household? (HV n = 166, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
A big problem .0 .0 .0
A moderate problem .0 .0 .0
A small problem
Not a problem 99.2 99.3 99.3

PH1 — PH5. Parent's mental health status (HV n = 166, State n =492)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Poor mental health score 8.7 8.6 8.6
Normal mental health score 91.3 91.4 91.4

SD14. Was CHILD ever breastfed or fed breast milk? (HV n = 166, State n =490)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 80.0 80.6 80.4
No 20.0 19.4 19.6

SD15. How old was CHILD when CHILD completely stopped breastfeeding or being fed breast milk? (HV
n = 128, State n =387)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Less than 1 week 1.6 9 1.1
1 week to 6 weeks 23.2 11.9 14.8
7 weeks to 3 months 16.6 16.8 16.7
4 months to 6 months 20.0 16.5 17.4
7 months to 9 months 5.9 12.9 1.1
10 months to 12 months 9.1 13.0 12.0
More than 12 months 13.3 18.4 171
Still breastfeeding 10.3 9.6 9.8

MIECHYV Appendix 1: tables for selected variables 3





SD16. How old was CHILD when CHILD was first fed formula? (HV n = 129, State n =388)

HOME VISITING  NOT HOME VISITING STATEWIDE TOTAL (0-5)

At birth 12.8 11.7 12.0
Less than 1 week 9.6 7.6 8.2
1 week to 6 weeks 17.9 13.3 14.5
7 weeks to 3 months 14.6 15.2 15.0
4 months to 6 months 14.5 15.0 14.9
7 months to 9 months 7.0 7.6 7.5
10 months to 12 months 22 4.1 3.6
More than 12 months 4 1.2 1.0
Child has never been fed formula 21.0 24.3 23.4

AN14a. During the last 12 months, has CHILD h.c. professional encouraged you to take any type of
preventive health steps for CHILD e.g. watching what eats or using car seats? [Age < 3] (HV n = 45, State
n = 144)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 63.7 72.9 70.7
No 36.3 271 29.3

AN14b. In the last 12 months, has CHILD h.c. professional ... preventive health steps for CHILD e.g.
watching what eats or using bike helments or seat belts? [Age 3-5] (HV n = 49, State n = 147)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 51.3 69.0 65.0
No 48.7 31.0 35.0

2010 lowa Child and Family Household Health Survey 4





AN15. When was CHILD last visit for routine preventive care such as a check-up or vaccination shots?
(HV n =93, State n = 293)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Less than 12 months ago 97.5 95.3 95.8
1-2 years ago 7 3.8 3.0
More than 2 years ago .0 4 3
Never 1.8 .6 .9

IC1 —1C2. Child Health Insurance (HV n = 166, State n = 493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Don't have insurance .6 2.3 1.9
Private insurance 65.1 73.2 71.2
Public Insurance: Medicaid, Hawk-i, VA 34.2 24.5 27.0

IC13 — IC15. Parent Health Insurance (HV n = 164, State n = 491)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Don't have insurance 15.1 11.2 12.2
Private insurance 75.9 81.0 79.7
Public Insurance: Medicaid, Hawk-i, VA 9.0 7.8 8.1

MIECHV Appendix 1: tables for selected variables





Benchmark 2:Child injuries, abuse, neglect, maltreatment

AN8. During the last 12 months, how many times did CHILD go to a hospital emergency room? (HV n =
93, State n = 294)

HOME VISITING NOT HOME VISITING  STATEWIDE TOTAL (0-5)
1 time 23.5 194 20.3
2 to 4 times 10.0 9.2 9.4
5 to 9 times 28 4 1.0
10 or more times .0 .0 .0
NONE 63.7 71.0 69.3

AN9. What was the main reason for this visit to the ER? [Thinking about last ER visit] (HV n = 86, State
n = 36)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Trauma/broken bones/stitches 30.2 29.7 29.9
Cold/flu 7.9 5.3 6.0
Ear infection 10.3 8.7 9.1
High fever only 12.5 12.4 12.4
Trouble breathing (asthma) 45 7.6 6.8
Severe cough/croup only 1.4 3.1 2.7
Rash 25 .6 1.1
Other [SPECIFY] 30.6 32.6 32.0

AN10. Did a doctor, nurse, or emergency personnel tell you to go to the ER for this care? [Thinking about
last ER visit] (HV n = 87, State n = 36)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 31.8 42.5 39.6
No 68.2 57.5 60.4

2010 lowa Child and Family Household Health Survey 6





AN11. Do you think this care could have been provided by a doctor's office or clinic if one had been
available? [Thinking about last ER visit] (HV n = 84, State n = 36)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 72.8 73.6 73.4
No 27.2 26.4 26.6

AN12. What was the main reason you did not go to a doctor's office or clinic for this care? [Thinking about
last ER visit] (HV n = 61, State n = 25)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Could not afford the care or have no insurance .0 .0 .0
Insurance/HMO coverage was inadequate .0 .0 .0
Trouble getting an appointment 7.0 .0 1.9
Distance or transportation problems .0 3.3 2.4
Not comfortable with providers available at the

ime 0 .0 0
Available providers did not have expertise child 0 o 0
needed

Inconvenient hours not open when care needed 83.2 79.9 80.8
Did not know where to go at night or on weekend 4.2 15.2 12.2
Could not get off work .0 .0 .0
Language or communication problems .0 .0 .0
Bad past experience or heard about bad 0 o 0
experiences

Child was too afraid to go .0 .0 .0
Not comfortable due to cultural ethnic or religious 0 o 0
reasons

Family not comfortable seeking care for specific

problem 0 0 0
Doctor/Nurse sent me to the ER .0 .0 .0
Doctor wouldn't prescribe the medicine child

needed 0 0 0
OTHER [SPECIFY] 5.6 1.6 2.7
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Benchmark 3: School Readiness

EC1. Do you have any concerns about CHILD learning, development, or behavior? [Asked if Under 6]
(HV n = 166, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 6.0 4.8 5.1
No 94.0 95.2 94.9

EC1a. Are you concerned about how CHILD talks and makes speech sounds? [Asked if 4 month to 5
years] (HV n =10, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 70.4 52.9 58.1
No 29.6 47.1 41.9

EC1b. Are you concerned about how CHILD understands what you say? [Asked if 4 month to 5 years]
(HV n =10, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 74.7 24.4 39.3
No 25.3 75.6 60.7

EC1c. Are you concerned about how CHILD uses hands and fingers to do things? [Asked if 4 month to 5
years] (HV n =10, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 28.0 16.6 20.0
No 72.0 83.4 80.0
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EC1d. Are you concerned about how CHILD uses arms and legs? [Asked if 4 month to 5 years] (HV n =
10, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 23.2 18.4 19.8
No 76.8 81.6 80.2

EC1e. Are you concerned about how CHILD behaves? [Asked if 4 month to 5 years] (HV n = 10, State
n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 91.4 52.6 64.1
No 8.6 47.4 35.9

EC1f. Are you concerned about how CHILD gets along with others? [Asked if 4 month to 5 years] (HV n
=10, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 37.9 58.1 52.1
No 62.1 41.9 47.9

EC1g. Are you concerned about how CHILD is learning to do things for himself or herself? [Asked if 10
months to 5 years] (HV n =9, State n =24)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 32.8 49.8 44.9
No 67.2 50.2 55.1
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EC1h. Are you concerned about how CHILD is learning pre-school or school skills? [Asked if 18 months
to 5 years] (HV n = 8, State n =23)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 51.0 31.0 35.3
No 49.0 69.0 64.7

EC3. During the last 12 months, did CHILD doctors or other health care providers ask you if you have
concerns about CHILD learning, development, or behavior? (HV n = 164, State n =488)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 42.9 50.3 48.4
No 57.1 49.7 51.6

EC4. During the last 12 months, did CHILD doctors or other health care providers give you specific
information to address your concerns about learning, development, or behavior? (HV n = 8, State n =14)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 65.6 86.9 80.4
No 34.4 13.1 19.6

EC5. During the last 12 months, did a doctor or other hcp have you fill out a questionnaire about specific
concerns or observations ...? [Asked if 10 months+] (HV n = 126, State n =408)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 27.6 37.8 35.3
No 72.4 62.2 64.7
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EC6. Does CHILD have any developmental problems for which CHILD has a written intervention plan
called an Indiv Ed Program, IEP, or is enrolled in Early Access or Early Intervention? (HV n = 165, State
n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 4.2 2.6 3.0
No 95.8 97.4 97.0

EC7. How often during the last week did you or someone in your family read to CHILD? (HV n = 166,
State n =494)

HOME VISITING NOT HOME VISITING  STATEWIDE TOTAL (0-5)
Almost every day 58.7 65.2 63.6
Most days 20.2 19.2 19.4
Some days 18.5 12.9 14.3
Not at all 2.6 2.8 2.7

EC8a. In the last week, did a family member, tell CHILD a story? (HV n = 166, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 93.0 94.4 94.0
No 7.0 5.6 6.0

ECS8b. In the last week, did a family member, work with CHILD on letters, words, or numbers? (HV n =
165, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 76.5 79.2 78.5
No 23.5 20.8 215
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EC8c. In the last week, did a family member, sing CHILD songs or play CHILD music? (HV n = 165,
State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 96.0 97.3 97.0
No 4.0 2.7 3.0

ECS8d. In the last week, did a family member, work on arts and crafts with CHILD? (HV n = 165, State n
=493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 63.1 66.4 65.6
No 36.9 33.6 34.4

EC8e. In the last week, did a family member, play a game with CHILD? (HV n = 165, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 85.0 88.1 87.3
No 15.0 11.9 12.7

SD3 — SD6. Aggravation parenting scale (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

High aggravation in parenting score 3.7 2.8 3.1
Moderate aggravation in parenting score 66.2 60.6 62.0
Low levels of aggravation in parenting 30.1 36.6 34.9
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HS1. In general, how would you rate CHILD’S overall health now? (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Excellent 62.7 68.1 66.7
Very Good 26.3 23.9 24.5
Good 8.7 71 7.5
Fair .8 7 7
Poor 1.4 .3 .6

HS2 — HS6. Children with Special Health Care Need (HV n = 166, State n =494)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
No-CSHCN 85.2 92.3 90.5
Yes-CSHCN 14.8 7.7 9.5

MIECHV Appendix 1: tables for selected variables
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Benchmark 5: Family Economic Self-Sufficiency

DM10 AND FAMILY SIZE. Federal poverty line categories (HV n = 145, State n =435)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
<134% FPL 19.0 10.1 12.3
134-200% FPL 18.9 171 17.5
>200% FPL 62.1 72.8 70.2

DM7. What is the highest grade or level of school that you have completed? (HV n = 166, State n =493)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

8th grade or less 2.0 1.1 1.3
Some high school but did not graduate 6.6 2.0 3.1
High school graduate or GED 15.5 11.8 12.7
Some college or 2-year degree 37.9 32.0 33.5
4-year college graduate 28.8 34.5 331
More than 4-year college degree 9.3 18.7 16.3

DM?7. How far would you like to see CHILD go in school? [Asked if 4+] (HV n = 51, State n =143)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)

Leave high school before getting [his/her] diploma .0 1.0 7
Get a high school diploma 1.0 3 5
Graduate technical school .0 .0 .0
Get a 2-year college degree 3.9 2.0 25
Attend 4-year college 6.0 12.1 10.5
Get a 4-year college degree 55.7 47.8 49.8
Get more than 4-year college degree 33.3 33.7 33.6
Other [SPECIFY] .0 3.0 2.2
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Benchmark 6: Coordination and Referrals

MEDICAL HOME (HV n = 163, State n =485) (SEE APPENDIX 4)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
No 18.2 18.6 18.5
Yes 81.8 81.4 81.5

MH9. During the last 12 months, did CHILD need a referral to see any doctors or receive any services?
(HV n =93, State n = 292)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 34.7 27.9 29.5
No 65.3 721 70.5

MH10. Was getting a referral a big problem, small problem, or not a problem? (HV n = 32, State n = 80)

HOME VISITING NOT HOME VISITING  STATEWIDE TOTAL (0-5)
A big problem .0 .0 .0
A small problem 134 10.8 11.5
Not a problem 86.6 89.2 88.5

MH16. During the last 12 months, did you feel you could have used extra help arranging or coordinating
care among different health care providers or services? (HV n = 94, State n = 294)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 8.4 6.9 7.2
No 91.6 93.1 92.8
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MH17. During the last 12 months, how often did you get as much help as you wanted with arranging or

coordinating CHILDs care? (HV n =9, State n =19)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Never 7.8 7.7 7.8
Sometimes 42.8 53.9 50.9
Usually 13.7 24.3 21.4
Always 35.6 14.1 20.0

MH18. Do CHILDs doctors or other health care providers need to communicate with CHILDs child care

providers or school? (HV n =93, State n =289)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Yes 12.2 15.8 15.0
No 87.8 84.2 85.0

Mh19. Overall, are you very satisfied, somewhat satisfied, somewhat dissatisfied, or very dissatisfied

with that communication? (HV n =11, State n =41)

HOME VISITING NOT HOME VISITING STATEWIDE TOTAL (0-5)
Very satisfied 85.3 69.0 72.2
Somewhat satisfied 14.7 27.9 25.3
Somewhat dissatisfied .0 3.1 25
Very dissatisfied .0 .0 .0
No Communication Needed or Wanted .0 .0 .0

2010 lowa Child and Family Household Health Survey

16
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Benchmark 1: Maternal and Newborn Health

Construct Performance Operational Measurement | Definition of Persons Source/Justification Population Schedule Data Analysis Plan and Use of
Measure Definition (Tool or Improvement responsible (Frequency) Data for CQl
Administrative)

1) Prenatal care Number of # of enrolled LSP #17 Increase in the HV Life Skills Progression Enrolled Enrollment, Data will be reviewed at enrollment
pregnant pregnant % of enrolled Instrument (See pregnant every 6 months | and every six months thereafter and
women who women scoring pregnant Section Five of the women until case at case closing. An analysis will be
received 4 0r5on LSP women updated state plan closed. completed down to the home visitor
prenatal health 17/# enrolled receiving for more information level. System level and community
care. pregnant prenatal care (4 on the LSP) level barriers to accessing prenatal

women or 5 on scale) care will be addressed by

enrolled in from year 1 to implementing new strategies to

program year 3 overcome these barriers. Individual
worker barriers will be addressed
through supervision and professional
development

2) Parental use of | Number of # of parents LSP #25 Decrease in the HV Life Skills Progression Enrolled Enroliment, This is a sensitive topic that will most

alcohol, tobacco, parents who who score 1 to % of parents Instrument (See parents who every 6 months | likely be artificially scored higher at

or illicit drugs decrease their 3 at enroliment who use Section Five of the use tobacco until case the time of enroliment due to the
use of tobacco and show tobacco updated state plan closed. home visitor not having the intimate
increase on LSP for more information knowledge of the family to score this
25/# of parents on the LSP) accurately. It is anticipated that
enrolled scores at the first six month interval
will actually decrease as the home
visitor will have more accurate
knowledge of the family. This is why
we will measure this construct at
yearly intervals although we will
monitor more frequently. System
level and community level barriers to
accessing treatment will be
addressed by implementing new
strategies to overcome these
barriers. Individual worker barriers
will be addressed through
supervision and professional
development.

3) Preconception Number of # of non- Primary source Increase in the HV Parent Interview Non-pregnant Annually This measure will require the home

care mothers pregnant of parent % of mothers women that are visitor to ask questions about the
receiving women, that interview. who receive planning or at health care services that women are

preconception
care, as defined
by the CDC,
between births
of their
child(ren.)

are planning or
at risk for an
unplanned
pregnancy who
receive
preconception
care from their
medical
provider/# of
non-pregnant
women who
are planning or

Interview based
on CDC
preconception
guidelines.

preconception
care from year 1
toyear 3

risk for an
unplanned
pregnancy

receiving from their health care
provider. By asking the questions we
are also assisting women to
understand and initiate
conversations with their health care
provider about preconception care.
Non-health prepared home visitors
may need additional supervisor
support including training to feel
comfortable with these questions.
Questions will be incorporated in the
REDCap system. There may be






Section Five: Table 10 lowa Benchmark Plan

at risk for an
unplanned
pregnancy

system or community level barriers
that are uncovered in this process
that will need to be addressed by
implementing new strategies.

4) Inter-birth
intervals

# of women
who have a
subsequent
pregnancy, that
occurs within a
24-month
interval

# of women
who have a
subsequent
pregnancy, that
occurs within a
24-month
interval / # of
women

Primary source
of parent
interview
regarding their
child(rens)
birthdates.

Decrease in the
% of women
that have 24
months or less
of interval
between
pregnancies

HV

Parent Interview

Women with a
subsequent
pregnancy

Annually

The baseline will be determined in
the first year of service. We will also
analyze the state average for this
measure and compare between our
targeted communities and
neighboring communities as well.
The goal is to increase the amount of
time between subsequent
pregnancies with a minimum
standard of 24 months. Questions
regarding children’s birthdates will
be incorporated into the REDCap
system. The parent interview
regarding preconception care will
also assist in providing education
regarding the rationale for spacing
between pregnancies. Family
cultural will also need to be
considered as a factor including
religious beliefs. Home visitors will
need to particularly sensitive in
addressing this topic.

5) Screening for
maternal
depressive
symptoms

Percentage of
enrolled
postpartum
women that are
screened for
postpartum
depression

# of women
that are
screened for
postpartum
depression/# of
enrolled
postpartum
women

Edinburg
Postnatal
Depression
Screening

Increase in the
number of
women
screened for
postpartum
depression. We
will consider
this measure to
be met when
we achieve and
maintain a rate
of 95% or higher

HV

EPDS (please see
narrative of this
section for more
information on this
tool)

Postpartum
women

The EPDS is
designed to be
given
postpartum at
the ten week
mark.
Additional
screenings may
be warranted
based on
individual
circumstances
including past
history.

The baseline will be determined in
the first year of service. We will also
analyze the state average for this
measure and compare between our
targeted communities and
neighboring communities as well. An
additional goal for CQl purposes is
to increase the percentage of women
that are screened and that receive
treatment for postpartum
depression. We will also analyze for
system and community level barriers
such as availability of treatment and
put in place strategies to overcome
any barriers. Due to the sensitive
nature of this construct we will also
pay close attention to home visitors
that seem to have few if any families
score high on the EPDS. This may be
an indication of a need for additional
training for the worker.

6) Breastfeeding

percentage of
moms
breastfeeding
when baby is six
months old

#of mothers
who are
breastfeeding
when baby is
six months
old/total # of

Primary source —
parent interview

The baseline will
be determined
in the first year
of service and
compared to
year three to

HV

Parent Interview

Mothers of six
month olds

As needed
within 30 days
of the child’s six
month
birthday.

Self reporting can be impacted by the
relationship between the home
visitor and the parent. Home Visitors
may also use observation but
determination if this measure is
being met or not will be dependent
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mothers with
six month old
children

measure
improvement in
the percentage
of moms that
breastfeed at
least until the
child’s six
month birthday.

upon the parent interview.

The baseline will be determined in
the first year of service. We will also
analyze state and community level
data compared to the targeted
community data for trends. System
and community level barriers to
breastfeeding will be addressed
through new strategies. Individual
worker barriers may be addressed
through supervision or professional
development. Cultural customs must
also be considered when analyzing
this measure.

7) Well-child visits | Percentage of # of children in Primary source — | The baseline will | HV Parent Interview Parent(s) of six As needed The baseline will be determined in
enrolled compliance parent interview | be determined and twelve within 30 days the first year of service. We will also
children that are | with the in the first year month olds before or after analyze state and community level
in compliance recommended of service and the child’s six data compared to the targeted
with the immunization compared to and twelve community data for trends. System
recommended schedule at 6 year three to month and community level barriers for
immunization and 12 months/ measure birthday. immunization will be addressed
schedule at six #of 6and 12 improvement in through new strategies. Individual
and twelve month old the percentage worker barriers may be addressed
months. enrolled of 6 and 12 through supervision or professional

children month old development. Cultural issues will
children in also need to be taken into
compliance with consideration.
the
recommended
immunization
schedule. Rates
achieved and
maintained at
95% or higher
will be
considered
improved for
purposes of
meeting this
measure.
8) Maternal and percentage of # of mothers Primary source — | The baseline will | HV Parent Interview Mothers and Annually Timing of gathering this information

child health
insurance status

mothers and
their children
with health
insurance

and their
children who
have health
insurance/# of
mothers and
their children
enrolled in the
program

parent interview

be determined
in the first year
of service and
compared to
year three to
measure
improvement
on the rate of
mothers and
their children
that have health
insurance

their children 0
—kindergarten
entry

may impact the data. For instance a
mother may have had health
insurance for the previous 11 months
but recently lost her coverage and
has not yet been approved for
coverage in the state system at the
time of the interview. Technically
the mother is without health
insurance and yet if approved for
state coverage, it will be retroactive
resulting in no gap in coverage.
Employment fluctuations may have a






Section Five: Table 10 lowa Benchmark Plan

coverage. Rates
of 95% or higher
will be
considered
improved for
purposes of
meeting this
measure.

significant impact on this measure.
In addition, eligibility guidelines for
the state health insurance program
for children may be reduced
rendering children ineligible for
coverage but not eligible for
Medicaid. Systematic and
community level data will be
analyzed for these trends.

Benchmark 2: Child Injuries, abuse, neglect, maltreatment

Construct Performance Operational Measurement | Definition of Persons Source Population Schedule Data Analysis Plan
Measure Definition (Tool or Improvement responsible (Frequency)
Administrative)
9) Visits for percentage of # of children, 0 Primary source — | The baseline will | HV Parent Interview Enrolled monthly The increased frequency in gathering
children the children0-5 -5, that have parent interview | be determined children 0 - this information will assist in parents
emergency that have not not yet entered in the first year kindergarten remembering with accuracy if their
department yet entered kindergarten of service and entry child has been seen in the ER. The
kindergarten, receiving health compared to data will be analyzed for community
from all causes receiving health | careinan year three to level trends and compared with
careinan emergency measure available health care options in the
emergency room of a improvement. community such as urgent care or
room of the hospital/# of Improvement the lack of a medical home. Home
hospital children0-5 will be a Visitors will work with families to
(not yet decrease in the establish a medical home for their
entered percentage of children for all health care needs.
kindergarten) children Home Visitors will be instructed to
enrolled in the receiving health ask parents for the underlying reason
program carein an why their child was seen in the ER
emergency versus by their medical provider to
room of a establish if there are underlying
hospital issues within the community or with
the family.
10) Visits for percentage of # of mothers Primary source — | The baseline will | HV Parent Interview Enrolled monthly Please see the data analysis plan for
mothers the mothers receiving health | parentinterview | be determined mothers the construct above. The same
emergency receiving health | careinan in the first year applies to this construct with a focus
department careinan emergency of service and on mothers.
emergency room of the compared to
from all causes room of the hospital/# of year three to
hospital mothers measure
enrolled in the improvement.
program Improvement
will be a
decrease in the
percentage of
mothers
receiving health
careinan
emergency
room of a
hospital
11) Information percentage of # of families Home Visitor Baseline will be HV Home Visitor Enrolled Every six This construct does not measure
families that that receive documentation created in year documentation in families months change in behavior only that

provided or






Section Five: Table 10 lowa Benchmark Plan

training on
prevention of
child injuries

report that they
receive
childhood injury
prevention
information has
increased

childhood
injury
prevention
information / #
of enrolled
families

of services
provided

one of service
and subsequent
years will
measure
improvement.
A rate of 95% or
higher being
maintained will
be considered
to be improved
and count
toward meeting
this construct.

family file of services
provided

information has been given. For CQl
purposes, we will also measure
effectiveness of injury prevention
materials by surveying parents one
month after information was given to
determine knowledge gained. Injury
prevention lessons including
materials will be developmental
appropriate and based on the
family’s needs. Materials that do not
demonstrate that they were effective
at imparting knowledge will be
revised. In addition home visitors
that show a trend in an inability to
impart knowledge will be given
additional supervision and training
and re-evaluated.

12) Incidence of | percentage of # of children 0 Primary source — | The baseline will | HV Parent Interview Enrolled monthly The frequency is set at monthly to
child injuries children 0— —kindergarten parent interview | be determined children 0- assist in assuring accuracy of the
requiring kindergarten entry, suffering in the first year kindergarten data. For CQl purposes this data may
medical entry, suffering injuries that of service and entry be cross-referenced with child
injuries that require medical compared to maltreatment data for injuries that
treatment require medical treatment from year three to fall within that category. Also for CQl
treatment from a recognized measure purposes, unintentional injuries may
a recognized medical improvement. result in more frequent injury
medical professional/ # Improvement prevention lessons and home visit
professional of children 0 — will be a safety analysis to increase the
kindergarten decrease in the parent’s ability to create and
entry enrolled percentage of maintain a safe home environment.
children Analysis may demonstrate a parent’s
suffering lack of understanding about child
injuries that development therefore resulting in
require medical increased injuries. Supervisors
treatment from should complete a case review when
a recognized there is more than one child injury in
medical the family per year. The supervisor
professional can than provide consultation to the
home visitor regarding the course of
action. In addition from a state
perspective we will analyze the data
to see if the injuries are farm related
and if new strategies need to be in
place to prevent farm related
injuries.
13) Reported percentage of # of reported Primary source — | The baseline will | HV Parent Interview Children 0 to quarterly This construct will be challenging to
suspected reported suspected parent interview | be determined kindergarten report with accuracy. Reports that
maltreatment suspected maltreatment in the first year entry do are not substantiated are not
for children in maltreatment of | of children 0— of service and available from DHS for cross
children 0 - kindergarten compared to reference with parent interview
the program kindergarten entry/# of year three to results. We will compare the results
entry enrolled measure to reports of unsubstantiated
children 0 to improvement. maltreatment in the county. Analysis
kindergarten Improvement may result in systematic, community
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entry will be a level or sub-target level issues
decrease in the arising. The response will vary
percentage of depending upon the level of the issue
reports of discovered. Parents may not be
suspected aware that a report has been filed
maltreatment against them if it is dismissed at the
DHS investigative level.
14) Reported percentage of # of reported lowa DHS The baseline will | Data Lead lowa DHS Children 0 to quarterly The Data Lead has access to DHS
substantiated reported substantiated administrative be determined administrative data kindergarten administrative data through a
maltreatment substantiated maltreatment data in the first year entry research agreement. The research
maltreatment of | of children 0 — of service and agreement will need to be expanded
children 0 - kindergarten compared to to include this information.
kindergarten entry /#0of 0— year three to
entry enrolled in | kindergarten measure Analysis will include system level,
the home entry children improvement. community level and worker level for
visiting program | enrolled in the Improvement trends. System and community level
home visiting will be a negative trends will result in new
program decrease in the strategies being implemented.
percentage of Individual worker trends will result in
reports of additional supervision and/or
substantiated professional development.
maltreatment
Families with an substantiated report
will be asked to sign a release of
information to coordinate services
with CPS
15) First-time percentage of # of reported lowa DHS The baseline will | Data Lead lowa DHS Children 0 to quarterly The Data Lead has access to DHS
victims of reported first first time administrative be determined administrative data kindergarten administrative data through a
maltreatment time victims of victims of data in the first year entry research agreement. The research
maltreatment of | maltreatment of service and agreement will need to be expanded
children 0 — of children 0 — compared to to include this information.
kindergarten kindergarten year three to
entry enrolled in | entry/ # of measure Analysis will include system level,
the home children improvement. community level and worker level for
visiting program | enrolled in the Improvement trends. System and community level
program 0 to will be a negative trends will result in new
Kindergarten decrease in the strategies being implemented.
entry percentage of Individual worker trends will result in
reports of first additional supervision and/or
time victims of professional development.
maltreatment
Families with an substantiated report
will be asked to sign a release of
information to coordinate services
with CPS
Benchmark 3: School Readiness
Construct Performance Operational Measurement | Definition of Persons Source Population Schedule Data Analysis Plan
Measure Definition (Tool or Improvement responsible (Frequency)
Administrative)
16) Parent Number of # of families Life Skills Improvement HV LSP, scale #7 Parents Enrollment, LSP scores will be entered in the
support for parents that that show Progression will be Please see narrative enrolled in the every 6 months | state data system at enrollment and
children's show support support for Instrument measured by in section five that program until case then at six month intervals. Data will
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learning and for their child’s their child’s the percentage provides additional closed be analyzed for trends particular to a
development learning and learning and of parents that information on the certain demographic, certain
development development/ # increase their LSP geographic location and down to the
of families score on scale 7 individual home visitor level.
enrolled in the of the LSP or Concerning trends from individual
program maintain a score home visitors will be analyzed for
of 4 or 5 on the appropriate action ranging from
LSP. more intense supervision to
professional development
opportunities for the home visitor.
17) Parent Number of # of parents Life Skills Improvement HV LSP, scale #7 Parents Enrollment, LSP scores will be entered in the
knowledge of parents that that show Progression will be Please see narrative enrolled in the every 6 months | state data system at enrollment and
child show knowledge of Instrument measured by in section five that program until case then at six month intervals. Data will
development knowledge of their child’s the percentage provides additional closed be analyzed for trends particular to a
K their child’s developmental of parents that information on the certain demographic, certain
and of their developmental progress/ # of increase their LSP geographic location and down to the
child's progress parents score on scale 7 individual home visitor level.
developmental enrolled in the of the LSP or Concerning trends from individual
progress program maintain a score home visitors will be analyzed for
of 4 or 5 on the appropriate action ranging from
LSP. more intense supervision to
professional development
opportunities for the home visitor.
For additional CQl purposes, a
sampling of ASQ scores completed by
the parents and compared to the
home visitor scores will be analyzed.
In addition when there is more than
a ten percent deviation, additional
supervision in the form of
consultation will be provided
18) Parenting Number of # of parents Life Skills Improvement HV LSP, scale #5 and #6 Parents Enrollment, LSP scores will be entered in the
behaviors and parents that that Progression will be Please see narrative enrolled in the every 6 months | state data system at enrollment and
parent-child demonstrate demonstrate Instrument measured by in section five that program until case then at six month intervals. Data will
relationship appropriate appropriate the percentage provides additional closed be analyzed for trends particular to a
L discipline and discipline and of parents that information on the certain demographic, certain
(e-g., d|.SC|p||ne nurturing nurturing/ # of increase their LSP geographic location and down to the
strategies, play parent enrolled score on scale 5 individual home visitor level.
interactions) in the program or 6 of the LSP Concerning trends from individual
or maintain a home visitors will be analyzed for
score of 4 or 5 appropriate action ranging from
on the LSP. more intense supervision to
professional development
opportunities for the home visitor.
For additional CQl purposes, the
state will compare low (0 — 3) LSP
scores on scales 5 and 6 with
substantiated maltreatment reports.
19) Parent Number of # of parents Child Health and After a family is HV CHDR parental stress Parents Intervals in Results of the CHDR will be used to
emotional well- | parents indicating a Development identified as surveillance questions | enrolled in the conjunction formulate appropriate lesson plans
being or indicating a high | high stress level | Record (CHDR) needing program with well child with an emphasis in areas that need
parenting stress stress level on on the Child assistance with exams strengthening. State and community
the Child Health Health and stress-related level trends will be analyzed for

(note: some of
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these data may
also be

and
Development

Development
Record (CHDR)

issues in the
home and these

system and community barriers and
strategies implemented to overcome

captured for Record (CHDR) surveillance issues are being any barriers including appropriate
maternal health surveillance questions/# of addressed referrals for comprehensive mental
questions parents through health services. Program level data
under that enrolled in the community- will be analyzed for strengthening
benchmark program based resource, the program interventions including
area). then the level of home visitor supervision and needed
stress will professional development.
decrease over
time with the
group of
families as a
composite.
20) Child’s Number of # of children Ages and Stages % of children HV and Ages and Stages Children 0 - ASQ - 3 The ASQ results will be compared to
communication, | children showing szestionnaire — | showing parent Questionnaire — 3" kindergarten edition children at risk to determine if
language and showing improvementin | 3™ edition improvement in edition entry enrolled prescribed 21 children are developing as normal or
emergent improvement in | the areas of the areas of (communication in the program intervals of: within the standard deviation.
i the areas of communication communication questions) 2,4,6,8,9, 10, Parents will be advised whenever
literacy communication / emergent / emergent 12, 14, 16, 18, children according to the ASQ
/ emergent literacy/ # of literacy from 20, 22, 24,27, guidelines fall within the “watch”
literacy age eligible first year of 30, 33, 36, 42, category. The home visitor, with
enrolled enrollment to 48, 54, 60 parents permission, will share the
children year three. months ASQ with the child’s primary
Children that physician. The home visitor will also
score within the make a referral to the Area
mean for Education Agency for any child that
communication indicates further evaluation is
and maintain necessary.
that score will
also be counted Supervisors will receive all ASQ
as improved. scores and provide additional
consultation when necessary. Home
Visitors that have consistently low or
high scores will be provided
additional training on the use of the
ASQ. At the state level, ASQ scores
will be evaluated for geographic and
demographic trends. In geographic
areas where scores tend to be low,
after calculating for risk, community
solutions will be sought including
evaluation of the quality of child care
environments in the area.
21) Child’s Number of # of children Ages and Stages % of children HV and Ages and Stages Children 0 — ASQ - 3 The ASQ results will be compared to
general children showing Questionnaire— | showing parent Questionnaire — 3" kindergarten edition children at risk to determine if
cognitive skills showing improvement in 3" edition improvement in edition entry enrolled prescribed 21 children are developing as normal or
improvement in | the overall their overall in the program intervals of: within the standard deviation.
the overall score of the score from first 2,4,6,8,9, 10, Parents will be advised whenever
score of the ASQ/ # of age year of 12, 14, 16, 18, children according to the ASQ
ASQ eligible enrolled enrollment to 20, 22, 24, 27, guidelines fall within the “watch”
children year three. 30, 33, 36, 42, category. The home visitor, with

Children that

48, 54, 60

parents permission, will share the
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score within the months ASQ with the child’s primary
mean and physician. The home visitor will also
maintain that make a referral to the Area
score will also Education Agency for any child that
be counted as indicates further evaluation is
improved. necessary.
Supervisors will receive all ASQ
scores and provide additional
consultation when necessary. Home
Visitors that have consistently low or
high scores will be provided
additional training on the use of the
ASQ. At the state level, ASQ scores
will be evaluated for geographic and
demographic trends. In geographic
areas where scores tend to be low,
after calculating for risk, community
solutions will be sought including
evaluation of the quality of child care
environments in the area.
22) Child’s Number of # of families Positive Behavior | % of families HV Positive Behavior Families annually This construct only measures the
positive families that that have been Intervention that have Intervention Supports | enrolled in the receipt of training not behavior
approaches to have been trained by their | Supports — received PBIS — Parent Modules program change. For CQl purposes we will
learning trained by their home visitor in Parent Modules training PBIS parent modules measure the effectiveness of the
. R home visitor in Positive increasing from were developed by PBIS parent modules by
Includ{ng Positive Behavior the first year of The Center on the administering an evaluation yearly to
attention Behavior Intervention enrollment to Social and Emotional all participating parents. Parent
Intervention Supports / # of year three Foundations for Early survey results will be incorporated
Supports. enrolled Learning (CSEFEL) . into service delivery. We will also
families PBIS is a state-wide monitor for CQl purposes referrals
initiative. for additional assessment.
23) Child’s Number of age # of age eligible | ASQ-SE % of children HV and ASQ-SE — please see Age eligible At prescribed For additional CQl efforts we will also
social behavior, eligible children children scoring scoring within parent the narrative of children intervals (6, 12, measure the percentage of children
emotion scoring within within the the normal section five for more enrolled in the 18, 24, 30, 36, screened with the ASQ-SE that are
regulation, and the normal normal mean of mean of the information about program (6 to 48, 60 mths.) referred to the AEA for additional
X ! mean of the the ASQ-SE/ # ASQ-SE from the ASQ-SE 60 mths.) evaluation.
erTTotlonal well- ASQ-SE of age eligible year one to year
being enrolled three will System and community level barriers
children increase or will be analyzed and new strategies
maintain if is at developed to overcome any barriers.
90% or greater Individual home visitor barriers will
be addressed through supervision
and professional development
24) Child’s Number of # of children Primary source — | % of children HV Parent Interview Age eligible Annually For CQl purposes, home visitors will
physical health children thatare | thatare up-to- parent interview | that are up-to- children have a tickler loaded into the data
and up-to-date on a dateona dateona system that will prompt them to
development. schedule of age- | schedule of schedule of age- remind families about upcoming well
appropriate age- appropriate child exams.

preventative
and primary
health care

appropriate
preventative
and primary

preventative
and primary
health care

System and community level
negative trends will be examined for
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according to the
lowa EPSDT
schedule for
well child care.

health care/ #
of enrolled
children

according to the
lowa EPSDT
schedule for
well child care
from year one
to year three
will increase or
maintain if it is
95% or greater

solutions such as the need for
medical homes, lack of health care
access, and other barriers.

Benchmark 4: Crime or Domestic

Violence nNote: lowa has chosen to report on domestic violence

Construct Performance Operational Measurement | Definition of Persons Source Population Schedule Data Analysis Plan
Measure Definition (Tool or Improvement responsible (Frequency)
Administrative)
Domestic
Violence
27) Screening Number of # of mothers Domestic Percentage of HV DOVE - has been Mothers and Mothers and Permission of the model developers
for domestic mothers that that were Violence families tested and validated infants/toddlers | infants/toddlers | to enhance the EHS and the HFA
violence were screened screened for Enhanced Home screened for DV by research findings enrolled in the will be assessed | model will need to be gained to
for domestic domestic Visiting Project will be program at birth, 3, 6, implement the DOVE.
violence violence/ # of (DOVE) compared in 12,18, and 24 In addition, since it is a new
mothers that screening tool year one to the months screening tool for lowa, additional
were enrolled percentage postpartum training for all home visitors will
in the program screened in year need to be offered prior to
three. An implementation to ensure we

increase in the
percentage or
maintenance of
95% or higher
will be
considered
improved

implement with fidelity. We will also
seek the assistance of our partners in
Missouri who have experience with
the screening tool.

This is a sensitive subject for both
parents and home visitors. Home
Visitors must use caution to not put
the parent at greater risk or
jeopardize their own safety.

At this point in time, we will routinely
screen all mothers. It may be
advised to only screen certain
subsets of mothers. Unaddressed
domestic violence can hamper any
positive effects the home visiting
program may have on the family
including life-long child trauma as
reported in the Adverse Childhood
Experiences (ACE) study conducted
by the CDC. In lowa all health
providers are encouraged to ask
mothers if they feel safe in their
home? Routine screening by home
visitors will align with the systematic
effort to identify and support
families.

We will seek technical assistance
from HRSA and the model developer
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to determine an appropriate
implementation plan.

28) Of families Number of # of mothers Administrative — Percentage of HV Home visitor Mothers and Mothers and This construct measures referrals
identified for mothers screened Home visitor mothers that documentation in infants/toddlers | infants/toddlers | given. For CQl purposes we will also
the presence of screened positive for DV documentation screen positive REDCap enrolled in will be assessed | measure if the referral was helpful to
domestic positive for DV and received of screening and for domestic program at birth, 3, 6, the parent.

R and received referrals for referrals violence and 12,18, and 24 Geographic differences may occur in
violence, referrals for relevant DV receive referrals months the data since the resources vary
number of relevant DV supports/ # of for DV support postpartum greatly across the state particularly
referrals made supports. mothers in year three comparing rural lowa to urban.
to relevant screened will increase Disparities that exist because of a
domestic positive for DV from year one. lack of resources will be addressed at
violence If the measure is the state and local level. New
services (e.g., at 95% in year strategies will be implemented to
shelters. food one, provide needed resources in rural

o improvement areas of our state.
pantries); will be The need for accurate and timely
considered to documentation is critical in
be met by measuring our CQl efforts for this
maintaining at measure. We will use the REDCap
95%. system to create a tickler to remind
the home visitor to follow up with
the parent to rate the helpfulness of
the referral at follow up home visits.
29) Of families Number of # of safety Administrative — Percentage of HV Home visitor Mothers and Mothers and Safety plans will vary based on the
identified for safety plans plans Home visitor mothers that documentation in infants/toddlers | infants/toddlers | severity of the risk assessed by the
the presence of completed completed for documentation screen positive REDCap. The safety enrolled in will be assessed | DOVE. In cases where a family is
domestic families of screening and for domestic plan will be created program at birth, 3, 6, working with a DV advocate, the DV

R identified for safety planning violence and to contain all 12,18, and 24 advocate may be the principal
violence, the presence of have a safety elements required by months support to the family in the
number of DV/# of families plan in year the DOVE project for postpartum development of a safety plan.
families for that were three will an acceptable safety
which a safety identified for increase from plan.
plan was the presence of year one. If the
completed. DV measure is at

95% in year one,
improvement
will be
considered to
be met by
maintaining at
95%.
enchmark 5: Family Economic Self-Sufficiency
Construct Performance Operational Measurement | Definition of Persons Source Population Schedule Data Analysis Plan
Measure Definition (Tool or Improvement responsible (Frequency)
Administrative)
30) Household number of # of families Life Skills Increase in the HV LSP Parents residing | Enrollment, Data will be reviewed at enrollment
income and families that that show an Progression number of See narrative in in the home every 6 months | and every six months thereafter and
benefits show an improvement in | Instrument #34 families that Section 5 that with the until case at case closing. An analysis will be
improvement in income/ # of scores improve describes the validity targeted child closed. completed down to the home visitor
income enrolled from enrollment and reliability of the enrolled in the level. System level and community
families to year three. LSP program level barriers to employment will be
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Scores that
maintainata 4
ora 5 will also
be considered
to have met this

addressed by implementing new
strategies to overcome these
barriers. Individual worker barriers
will be addressed through
supervision and professional

measure. development
31) Number of # of families Life Skills Increase in the HV LSP Parents residing | Enrollment, Data will be reviewed at enrollment
Employment or | families that that show an Progression number of See narrative in in the home every 6 months | and every six months thereafter and
Education of show an improvement in | Instrument #12, families that Section 5 that with the until case at case closing. An analysis will be
adult members improvement in | employmentor | #13, #14, #15 show describes the validity targeted child closed. completed down to the home visitor
education or education / # of improvement in and reliability of the enrolled in the level. System level and community
of the employment enrolled any one of these LSP program level barriers to employment and
household families scales from training will be addressed by
enrollment to implementing new strategies to
year three. overcome these barriers. Individual
Scores of four or worker barriers will be addressed
five that are through supervision and professional
maintained are development
also considered
improvement.
32) Health Number of # of household Life Skills Increase in the HV LSP Parents residing | Enrollment, Data will be reviewed at enrollment
insurance household members with Progression number of See narrative in in the home every 6 months | and every six months thereafter and
status members with health Instrument, families that Section 5 that with the until case at case closing. An analysis will be
health insurance Scale #33 show describes the validity targeted child closed. completed down to the home visitor
insurance coverage/ # of improvement and reliability of the enrolled in the level. System level and community
coverage household from enrollment LSP program level barriers to health insurance
members to year three. coverage will be addressed by
Scores of three, implementing new strategies to
four or five that overcome these barriers. Individual
are maintained worker barriers will be addressed
are also through supervision and professional
considered development
improvement.
Benchmark 6: Coordination and Referrals
Construct Performance Operational Measurement | Definition of Persons Source Population Schedule Data Analysis Plan
Measure Definition (Tool or Improvement responsible (Frequency)
Administrative)
33) Number of Number of # of families Administrative — Percentage of HV Administrative Data— | Parents of the At least These are sensitive topics so care will
families families screened for HV families HV documentationin | targeted child annually or be used to make the screening a
identified for screened for mental health, documentation screened for REDCap. Actual that reside in more routine part of the home visiting
necessary mental health, domestic in REDCap mental health, screening tools will the same frequently program. This should also help
. domestic violence, and domestic vary from the EPDS, household. depending alleviate any anxiety the home visitor
services violence, or substance violence and DOVE to a yet to be upon the may feel about discussing these
substance abuse | abuse substance abuse determined screening protocol of the sensitive issues. At the local level,
services services/# of will increase tool for SA. individual supervisors will carefully evaluate
families from year one screening any trend data for individual home
enrolled to year three. A developer visitors to identify those that may

rate of 95% or
higher that is
maintained will
be considered
improvement

benefit from additional consultation
or training.

At the state level, care will be used to
evaluate the impact of available
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for this
measure.

referral sources to positively
identifying families with these issues.
In areas where there may be a
limited cadre of referral sources,
fewer families may be identified as
needing the services. Home Visitors
may feel that they have an “ethical”
obligation to not identify potential
problems if they do not have
adequate referral sources at their
disposal.

34) Number of Number of # of families Administrative — Percentage of HV Administrative Data— | Parents of the At least At the state level, care will be used to
families that families screened for HV families HV documentationin | targeted child annually evaluate the impact of available
required screened for mental health, documentation screened for REDCap. Screening that reside in referral sources to positively
services and mental health, domestic in REDCap mental health, results that require a the same identifying families with these issues.
R domestic violence, or domestic referral will be noted household. In areas where there may be a
received a violence, or substance violence and in the data collection limited cadre of referral sources,
referral to substance abuse | abuse services substance abuse system. fewer families may be identified as
available services that that required and required needing the services. Home Visitors
community required services that services and may feel that they have an “ethical”
resources services that were referred received a obligation to not identify potential
were referred to | to available referral to problems if they do not have
available community available adequate referral sources at their
community resources/# of community disposal.
resources. families resources will
screened that increase from An additional CQl protocol will be to
required year one to year evaluate the effectiveness of the
services three. A rate of referral. A tickler will be established
95% or higher for the home visitor to follow up with
thatis the family to gauge the helpfulness
maintained will of the referral to the family.
be considered
improvement
for this
measure.
35) MOUs: Number of # of MOUS Administrative Increase in the MIECHV Administrative data Social service At least MOUs may already be in place in
Number of MOUs between | between the Data number of administrative | on file at IDPH agencies atthe | annually Black Hawk County since we are
Memoranda of the home home visiting MOUs between staff state and local expanding an existing program. That
Understanding visiting program | program and the home level may cause an inflation of numbers in
and other social other social visiting program year one that is not reflective of
or other formal service agencies | service and other social establishing a new program.
agreements in the agencies in year service agencies
with other community 1is less than in the The MIECHYV staff in conjunction with
social service the # of MOUS community the community advisory board will
agencies in the between the from year one create a resource list reflective of
community home visiting to year two community resources that families
program and need in order to be successful.
other social MOUs will be obtained from those
service resources. The prospective list will
agencies in year be updated at least annually and as
3. needed in between the annual
updates.
36) Information Number of # of releases of Administrative Increase in the HV Administrative data Parents residing | annually For CQl purposes, we will also be
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sharing:
Number of
agencies with
which the home
visiting provider
has a clear
point of
contact.

releases of
information that
the family has
signed between
the home
visiting program
and other
service
providers.

information
that the family
has signed
between the
home visiting
program and
other service
providers/ # of
enrolled
families

Data in Home
Visitor Client
Record

rate of ROIs on
file between
year one to year
three

with the
targeted child
enrolled in the
program

comparing the rate of ROI’s between
our urban community and our rural
community. In rural communities
there is a tendency to share
information without a written ROI. If
the rate is significantly lower, a
sampling of case files by the
supervisor will occur to determine
the cause of the lower rate.

37) Number of
completed
referrals

# of referrals
provided that
were acted
upon by the
family

# of referrals
provided that
were acted
upon by the
family/ # of
referrals
provided

Administrative
Data in Home
Visitor Client
Record

Increase in the
rate of referrals
that were acted
upon between
year one to year
three

HV

Administrative data

Parents residing
with the
targeted child
enrolled in the
program

annually

A tickler will be developed in the
REDCap system when a referral is
given for the home visitor to follow
up on the referral with the family at
the next home visit. In addition for
CQl purposes, the helpfulness of the
referrals provided will be evaluated
by parents annually. An analysis of
the parent evaluation will be
completed to determine any trends
amongst workers or any specific
communities. Workers that seem to
have a higher success rate will have
further exploration about what
personal attributes do they possess
that motivates their clients to follow
through on referrals.







Appendix 3: MIECHV Counties and number of respondents
2010 lowa Child and Family Household Health Survey

County Respondents
Appanoose 10
Black Hawk 99
Buena Vista 12
Cerro Gordo 43
Clinton 42
Des Moines 28
Hamilton 9
Jefferson 11
Lee 14
Marshall 29
Montgomery 12
Muscatine 27
Page 8
Pottawattamie 57
Scott 95
Wapello 14
Webster 22
Woodbury 53

Total 585







Defining Medical Home in the 2010 lowa Child and Family Household Health Survey

eLI9}lI) aseg

paJajuan Ajiwe4

Does child have a personal doctor? (MH1) %

ff

Did child need care? (AN1) ( No

fh

No Medical

Does child have a usual source of sick care? (MH11-12)
AND
Does child have a usual source of well-child care? (MH13-15)

ff

Is the usual source of care a hospital emergency room?

No

Home

Medical
Home

No Medical
Home

No Medical
Home

BIlY

Did providers Usually or Always spend enough time with
child? (MH2)
AND

Did providers Usually or Always listen carefully? (MH3)
AND

Did parents Usually or Always feel like a partner in care?
(MH4)
AND

Were parents Usually or Always able to get the information
they want from providers? (MH6)
AND

Were providers Usually or Always sensitive to family values
and customs? (MH20)

Yes

"/
S

No Medical
Home
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®_ Did child need a referral?(MH9)

!

Was it a problem to get a referral? (MH10)

No

No Medical
Home

-

pajeuipioo)

R4

@_ Did parents need help coordinating care? (MH16)

{h

Did parent Usually or Always get as much
help as needed coordinating care? (MH17)

Yes

A 4

Did providers need to communicate with school/child
care? (MH18)

v

Parent is Very Satisfied with communication (MH19)

Yes

No Medical
Home

No Medical
Home

Child has a

medical home






