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EXECUTIVE SUMMARY

The Healthy Families Montgomery Program continued to exceed its stated objectives as
it concluded its thirteenth year of operation. Despite recent funding cuts, the program
was able to continue to provide quality services to meet the needs of its participating
families. High levels of staff retention, as well as ongoing comprehensive professional
development training, have been instrumental in contributing to low levels of participant
attrition, particularly over the past two years.

Following an exhaustive self-assessment that involved a review of policies and
procedures in every part of the program and a highly successful 3-day site visit, HFM
received an expedited four-year credential from Healthy Families America in December
2008. The reviewers indicated that HFM is an extremely strong site i among the top 2%

nati onwi de. FSI 6s HFM prndNgvenaber 1999, wheti i becante a

the first nationally credentialed Healthy Family America site in the State of Maryland.
The HFM program was built on research-based best practices and has drawn upon
these practices as it has grown over the years.

Year 13 demographic data reveals a population of increasingly older mothers, the
majority of whom were single (52%) and Hispanic (82%). At enrollment, approximately
half of mothers had less than a HS education (45%) and most were unemployed (65%).
HFM achieved success in strengthening family sufficiency. By the end of Year 13,
marital status has improved slightly as the percentage of mothers who were neither
married nor living with a partner had decreased from 52% to 47%. Additionally, 81% of
mothers had improved or maintained their educational or employment status, while 96%
either maintained stable housing or improved their housing status.

For the third consecutive year, there were no founded CWS reports among families in
the HFM program. This was achieved despite the increase in initial risk status of
families enrolled in Year 13. Analysis of parent assessment data indicated Year 13
families were at higher risk for physical abuse than in previous years. This finding
supports the effecti ve afferson reducingitReMidcslence ofe v
child maltreatment with high-risk families.

In the area of health, almost all children (99%) were linked with medical providers and
were enrolled in Medical Assistance ( MA)
97% of all target children were current with their immunizations. This is especially
impressive when compared to the national immunization rate (77%) and the State of
Maryland (80%), as well as the national immunization rate for Hispanics (78%) (CDC,
2008). The high percentage of mothers who completed post-partum care (96%) was no
doubt linked to the fact that almost all mothers (99%) did not have a repeat birth within a
24-month period. In addition, 92% of all babies and 95% of research sample babies
born in Year 13 were a healthy birth weight.
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Administration of the Ages and Stages Questionnaire (ASQ) at regular intervals

provides a means of sooial ierhotondl, sognitieealanhuage and | ¢

motor development. During Year 13, 95% of target children who were due for an ASQ
received one. Of these, 92% demonstrated normal child functioning and are meeting
developmental milestones. This data provides strong evidence of the impact of the

programbs devel opment al a c htal fagtorsithat snayiinterfenee dji

with optimal child development.

In the area of positive parenting, statistically significant increases (p=.000) were
measured in parentsd knowledge of chil

adequate safety knowledge after one year of program participation. Results from the
recently re-normed Healthy Families Parenting Inventory (HFPI) revealed a higher

percentage of participants identified as

been identified with the measure. Despite this, statistically significant improvement was
made in Home Environment scores after 12 months of enroliment, providing evidence of

the programdés success in helping parents
developmentally stimulat i ng environment, devel op rou

teacher. The HFM program was also successful in reducing risk for maternal
depression, a potent risk factor for child maltreatment. Analysis of scores on the Center
for Epidemiological Studiesi Depression (CES-D) showed a significant decrease in
depression risk after 12 months of program participation.

As in past years, participant satisfaction with the program remains high. The HFM
participants appear genuinely appreciative of the care and concern shown by the FSWs,
and value the knowledge they gain as a result of participation. Results of the
satisfaction surveys demonstrate program fidelity as evidenced in participant reports of
the timing of first home visits, the frequency of home visits, the content of home visits
focusing on child development, parenting efficacy, and self-sufficiency, as well as the
cultural competence and sensitivity of their FSW and the program. Participant
comments also reveal a population that recognizes the strength of the relationships they
have developed with their FSWs and see
healthy development and their growth as parents.
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INTRODUCTION

In June 2009, Healthy Families Montgomery (HFM) concluded its thirteenth year of
service to high-risk families in Montgomery County, Maryland. The comprehensive
services offered by the HFM program are designed to reduce family risk factors and
enhance protective factors in order to prevent child abuse and neglect and promote
optimal child development. Over the past thirteen years, HFM has demonstrated its
ability to maintain high quality standards and consistently achieve positive maternal and
child health outcomes despite funding challenges and a changing political landscape.

HFM received an expedited four-year credential from Healthy Families America in
December 2008. The reviewers indicated that HFM is an extremely strong site T among
the top 2% nationwi de. FSI 6s HFM progran
when it became the first nationally credentialed Healthy Family America site in the State
of Maryland. The HFM program was built on research-based best practices and has
drawn upon these practices as it has grown over the years.

During the intensive accreditation process, sites prepare a lengthy written self-
assessment that is submitted to a team of peer reviewers for evaluation prior to a two-

to three-day site visit. It is through the self-assessment and site visit that the trained
revi ewers are abl e to amsetetiesl? reseach-pased griticalmd
elements, a set of guidelines for best practices in a home visitation program.
Accreditation ensures that programs implement evidence-based effective practices and
adhere to quality standards on a regular basis over time. Additionally, HFM has twice
received awards from the Montgomery County Council for the excellence of its services

to families, once with a special mention with regard to cultural competence.

This report describes the program implementation and outcomes achieved in Year 13.
Detailed historical and program information is also available in the HFM Year 10
Longitudinal and Year 12 Annual Reports.

Family Services, Inc. (FSI)

Family Services, Inc., (formerly the Family Services Agency, Inc), an affiliate of the
Sheppard Pratt Health System, is the oldest private nonprofit social service and
behavioral health organization in Montgomery County. Founded in 1908, FSI has
extensive experience developing and implementing in-home and community-based
services for children, adolescents, and families. FSI operates prevention and early
intervention programs that address family functioning and child developmental issues,
manages an outpatient mental health clinic and provides psychiatric rehabilitation
services to persons with persistent mental illness.

In addition to operating the Healthy Families Montgomery Program, FSI hosts a variety
of other programs and activities, including:

wa s
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Baby Steps nurses provide universal hospital-based health screenings to over 5,400
new mothers and babies at Shady Grove Adventist and Holy Cross Hospitals. Baby
Steps nurses link new parents to community health services and provide appropriate
follow up as needed through telephone consultations and/or home visits. The program
also distributes over 3,000 new parent packets in English and Spanish each year.

Early Head Start, a federally funded child development program, serves over 100
very low-income families with children from birth to three years in upper Montgomery
County. The program provides home visitation services and/or the Discovery Station
child development center that focuses on the needs of teen parents. A child
development class and summer program are offered to teen parents from area high
schools. Home visitors use the Parents as Teachers curriculum and utilize Ready at
Five materials when working with families.

Early Childhood Education and Training offers training and consultation services to
home visitors and child care providers. As the Maryland State office for Parents as
Teachers, FSI sponsors state-wide trainings for home visitors. MSDE-approved
trainings are provided on many aspects of early childhood development, as well as
strategies to support school readiness. Early childhood professionals offer mental health
consultation and mentoring services to child care providers.

The Ed Bohrer Parent Resource Center (PRC) serves over 3,000 Spanish and
English speaking persons each year as they access needed services in the community
and pursue educational goals for themselves and their children. The PRC hosts a
Parent Homework Club, three levels of Adult ESOL classes taught by instructors from
Montgomery College, and basic literacy, computer, and parenting classes. The
Housing Solutions program provides comprehensive services including renter
assistance, eviction prevention and money/debt management. These programs are
available only to residents of the City of Gaithersburg.

Frameworks for Families provides home, group, and community-based services to
80 families identified by Child Welfare Services as being at low to moderate risk of
child abuse and neglect.

Help Me Learn is a home visiting program for families with young children in the Silver
Spring, MD area who are not enrolled in an organized preschool program. During the
home visits, parents learn the importance of good health habits and school readiness
and how to encourage their children develop their language skills. Help Me Learn also
hosts monthly Early Learning Literacy Parties and connects families to resources in
the community.

The Neighborhood Service Center i s a partnership with

Department of Health and Human Services, IMPACT Silver Spring, Interfaith Works, the
City of Gaithersburg and the MC Community Foundation to bring emergency food and
housing stabilization services to Montgomery County residents. Staff assist residents
with filling out complicated applications for temporary cash assistance, food stamps,
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utility assistance, eviction prevention, medical and health services, home energy
programs and rental assistance, as well as collecting documentation required for the
applications and making referrals to other resources as needed.

The Outpatient Mental Health Clinic provides individual, family and group counseling
for over 800 children, adults, couples and families each year. Its professional staff
includes child and adult psychiatrists, licensed clinical social workers, and licensed
professional counselors.

Psychiatric Rehabilitation - Montgomery Station provides services to 130
individuals with serious and persistent mental health issues and their families.
Services include the Day Program, which teaches daily living skills, a Residential
Program that provides general and intensive levels of residential support, outreach
services for those who live independently in the community, and a Vocational Program
to assist clients in obtaining and maintaining competitive employment.

Substance Abuse Prevention and Education provides DARE to be You workshops in
English and Spanish to 60 preschoolers and their parents to focus on improving parent
and child interaction in the areas of communication, problem solving, self-esteem, and
family skills. Strengthening Families workshops are offered to families with children
ages 10 to 17 years whose parents are enrolled in a certified substance abuse program.

Watch Me Grow Child Development Center (WMG) in Clarksburg, MD, is dedicated
to providing high quality childcare for preschool children (ages 6 weeks to 5 years). Our
mission is to create a warm, secure and nurturing environment that encourages children
to explore, grow, thrive and develop a life-long love of learning. WMG promotes the gifts
and talents of each individual child and meets the highest quality standards established
by the Maryland State Department of Education (MSDE). The program uses MSDE-
approved Creative Curriculum for Preschool that translates early care research and
theory into a fun program that will interest and challenge children.

As the host agency, FSI provides HFM with support through its strong infrastructure, in-
kind services and information sharing available with its other programs, and its expertise
in advocacy and resource development. In addition to providing access to these
services, FSI is located within a complex of other nonprofit providers, including
HomeFree-USA, Manna Food, the Dwelling Place, Guide, Interfaith Clothing Center,
Teen and Young Adult Health Connection (TAYA), Community Clinic and WIC.
Referrals are made to each of these providers by FSI staff in order to provide additional
services to customers who need further assistance.

See Appendix A: HFM Organizational Chart




Partners

In addition to the collaborative programs and services that are available within Family
Services, Inc., HFM has established numerous formal and informal partnerships with
community agencies outside of FSI. HF Mo s partnerships Wi
behavioral/mental health, education and physical/medical health organizations have
continued to enrich the services it is able to provide to its clients. Currently, the program
is supported by the following partnerships:

e Montgomery County Department of Health and Human Services (Health, Child
Welfare, Early Childhood and Family Support Services)
Child Center and Adult Services, Inc.

Judy Centers

Montgomery County Infants and Toddlers Program
Montgomery County Home Visitation Consortium
Healthy Families Maryland Site Network

Rockville Caregivers Association

Gaithersburg Providers Coalition

Shady Grove Adventist Hospital

Holy Cross Hospital

Betty Ann Krahnke Center

Teen and Young Adult Health Connection (TAYA)

Funders

During Year 13, the HFM program maintained its diversified funding streams, including
private foundations such as Freddie Mac, William S. Abell Foundation, TD Charitable
Foundation and the PNC Bank Foundation, as well as public funding from the Cities of
Gaithersburg and Rockville, and State funding through the Montgomery County
Collaboration Council and the Department of Health and Human Services. The HFM
program also receives private donation and in-kind funding from a variety of local
businesses and charitable organizations. Although overall funding decreased by about
$100,000 in Year 13, the program worked hard to maximize its existing resources and
was, therefore, able to retain all staff and services (see Appendix B: HFM Funding
Sources: July 2008-June 2009 and HFM Program Expenditures: July 2008-June 2009).

Advisory Board

Since the programdés inception, an advi s
efforts of advocacy, community awareness, strategic planning, and coordination of
program services within the community. During Year 13, the HFM Advisory Board was
comprised of 13 local private and public stakeholders who serve for a 2-year term and
meet regularly. Unfortunately, the Advisory Board lost its HFM participant member in the
past year and is attempting to replace that member. The HFM Advisory Board was able
to provide invaluable assistance to the program during the year as it reviewed and
revised policies and procedures in preparation for the PCA reaccreditation. The Board
provides the program with oversight and guidance and has been able to review and
assist with program operations in numerous areas. The Board is comprised of
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individuals representing diverse ethnic and professionals sectors, as well as a range of
expertise and culture. Members are able to provide support to ensure that the program
serves the community to the best of its ability. See Appendix C: HFM Advisory Board
Members 2008-2009

National Accreditation

The HFM program was built on research-based best practices and has drawn upon
these practices as it has grown over the years. All Healthy Families programs must
participate in the accreditation process in order to be considered an official Healthy
Families site. During this intensive process, sites prepare a lengthy written self-
assessment that is submitted to a team of peer reviewers for evaluation prior to a two to
three-day site visit. It is through the self-assessment and site visit that the trained
reviewers are able to assess t he -pasedgrticalmd
elements, a set of guidelines for best practices in a home visitation program.
Accreditation ensures that programs implement evidence-based effective practices and
adhere to quality standards on a regular basis over time.

The program has been accredited since November 1999 (Year 4 of the program), when
it received the first national credential of all the Healthy Family America sites in the
State of Maryland. In Year 8 of the program, HFM received an expedited credential with
no follow-up work needed, which is rare, based on exemplary scores on the Preliminary
Credentialing Report. Most recently, HFM underwent the new accreditation process,
during which revised standards and criteria were applied. Upon completion of the site
visit in September 2008, HFM once again received an expedited accreditation.

Additionally, the program has twice received awards from the Montgomery County
Council for the excellence of its services to families, once with a special mention of the
cultural competence of its services.




METHODS

Donna D. Klagholz, Ph.D. & Associates, LLC designed the HFM program evaluation
when the program was originally funded over thirteen years ago. Since then, DDK &
Associates has conducted an annual external evaluation of the program, creating a
detailed historical record of the HFM pro
The continuity of external evaluator and consistency of methodology and measures for
the past thirteen years has enhanced quality and increased the credibility of longitudinal
outcomes.

The comprehensive evaluation for the HFM program is a quasi-experimental pre/post-
test research design that utilizes both qualitative and quantitative data and methods
dat a. It i ncludes a formative =evaluatio
outcome evaluation of the programds | mpa
years, HFM has also developed internal monitoring mechanisms that enable
management to evaluate program operations and fidelity, staff training, quality
assurance of data integrity, service utilization and participant dosage. The Program
Assistant and Program Manager ensure consistency and quality of data entry. Quality
Assurance is monitored regularly. Data entry is reconciled monthly. Team Leaders
review all scoring of standardized measures. As reports are run, the Program Manager
reviews them for completeness and accuracy. Through monthly tracking of screening,
assessment and enrollment data, HFM is also able to identify gaps in service.
Furthermore, adding a supplemental tracking system for outcome measures to the
database has enabled the program to monitor compliance to the measures
administration schedule, as well as to report on participant progress and program
outcomes on a more frequent basis.

The Program Information Management System (PIMS) developed by the HFA national
office is the primary repository of program data. HFM began using PIMS in 2001 and
since that time the external evaluators have relied on data exports and reports from the
PIMS database for the bulk of participant data. During Year 12, HFM transitioned to the
recently updated PIMS6 version and received training on its applications and new
features. The data from PIMS6 is imported on a quarterly basis for the quarterly reports
to the county and for the annual report. The repository for all data, from program
inception to the present, is an SPSS longitudinal dataset created by the evaluators in
1996.

A. Theory of Change
The logic model provides a useful framework for conceptualizing the program model
and evaluation. It clearly links the key program components and activities to targeted
change in the participants and to intermediate and long-term outcomes. Appendix D:
HFM Logic Model provides a graphic illustration of the theory of change for the HFM

gr am

ct

of



program. Although modified over the past eleven years, the plan was developed at
program inception and has been implemented consistently since that time.

B. Target Population
The HFM program targets first-time parents residing in Montgomery County who receive
prenatal care through Montgomery County Health Services and become involved while
the mother is pregnant or at the time of birth. These parents are identified to be at risk
for child abuse and neglect based on a standardized screening and assessment
process. All HFM families screened and assessed in Year 13 were identified at one of
three Montgomery County Health Centers (Germantown, Silver Spring and Piccard). As
initial points of entry for the majority of pregnant women throughout the county who are
in need of government health assistance for themselves and their unborn babies, these

health <centers are i deal screeni ngA haclk a

smaller number of screens are completed on women who utilize other community
services and are referred to the program. Potential participants represent a range of
racial and ethnic diversity.

Women with a positive screen indicating multiple stressors (i.e., single parent, self-
report of depression, or history of abuse) are contacted by the HFM Family Resource
Specialist (FRS) to schedule a home visit to complete an in-depth assessment. The
Parent Survey, formerly the C.H. Kempe Family Stress Checklist (FSC), is designed to
assess ten risk domains, including substance abuse, self-esteem and depression, as
well as perceived expectations about childrearing and bonding and attachment. The
Family Resource Specialist administers the Parent Survey to eligible individuals.
Families who score at or above 25 are considered overburdened and at risk for poor
outcomes.

C. Research Sample

All Year 13 participants (n=130) are included in the analysis of enroliment data (attrition,
retention, duration and service levels) and all target children (n=132) are included in
ASQ analysis. However, in order to accurately represent the impact of program
participation on outcomes, a subset of participants (research sample) is created based
on a minimum amount of documented program participation. To be included in the
research sample, participants must have been enrolled by the end of the Year 13 fiscal
year (June 30, 2009), and must have completed a minimum of eight home visits. Thus,
the Year 13 research sample includes n=120 families. The research sample is used for
all outcome analyses.

For some variables, data was not available or was unknown; therefore, the sample size
(n) varies within the report. Finally, sample sizes are larger when examining goals
pertaining to screening and assessment. This is either due to the inclusion of families
who participate in these aspects of the program, yet do not meet the criteria for the
research sample described above, or due to staffing limitations are unable to be
enrolled in services.

0nNns



D. Procedure

The evaluators have worked with HFM to develop and implement mechanisms for
participant protection, including consent and confidentiality procedures (see Appendix
E: Parental Consent for Participation). Evaluation components were implemented
consistently across all program years. The consent forms are written at an appropriate
reading level for the client base and also written in Spanish. Consent forms were also
given to parents to allow minors to participate in the HFM program (see Appendix F:
Parental Consent for Participation of a Minor). Finally, clients were given consent forms
to be used in evaluative studies. This was written at an appropriate reading level and
provided in Spanish (see Appendix G: Parental Consent to Participate in Program
Evaluation).

E. Process Evaluation

The process evaluation documents the evolution and implementation of the program in
order to provide feedback to administrators, interpret mediating influences on outcomes,
and replicate the program. Two major sources of data were used for this task: 1)
existing program reports and 2) the PIMS database. Reports and data to support this
include DHHS Quarterly Reports, the Annual Statistical Report, and staff and participant
satisfaction survey data. This data was collected by HFM staff and provided to
evaluators.

The HFM program database (PIMS6) includes data on enrollment, demographics, dates
and content of home visits and other services, number and types of referrals for outside
services, and program management (administration, staffing, and organizational
linkages). This data was imported into SPSS by the evaluator and analyzed with
outcome measures data. Enrollment is defined by initial contact with the FSW and a
signed consent to participate in the program. Duration of enrollment was calculated
using enrollment and termination dates.

F. Outcome Evaluation

A quasi-experimental design with repeated measures has been implemented since
program inception. A brief description of the standardized measures and the schedule
of assessment are provided in Appendix H: HFM Description of Evaluation Measures
and Appendix I: HFM Evaluation Administration Schedule. In addition, the Instrument
Administration Matrix (Table 1) outlines the data collection measures, domain,
administration and data points. The schedule is determined by the date of enroliment for
most measures, but by the age of the baby for the ASQ and ASQ:SE. Therefore, there
are no fixed data points, data collection is ongoing as determined by those dates.
Baseline data is collected within two months of enrollment or infant date of birth with
follow-up data collected at 12 months and annually thereafter for all measures.
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Table 1. HFM Instrument Administration Matrix

Measure Domain # It_em_s/ Source Data Points
Admin Time
Ages & Stages Child 30 items/ Parent & | Baseline (baby 4
Questionnaire (ASQ) Development 30 min child months old)/
every four months
Ages & Stages: Social Child Social 30 items/ Parent & | Baseline (baby 6
Emotional (ASQ: SE) Emotional 30 min child months old)/
Development every six months
Center for Mental Health/ 20 items/ Parent Baseline (prenatally
Epidemiologic Studies Maternal 15 min and/or postnatally baby
(CES-D) Depression 2-3 months)/
annually
Healthy Families Parenting skills | 63 items/ Parent Baseline (béa
Parenting Inventory and behavior (9 | 20-30 min birth)/annually
(HEPD subscales)

The Year 13 outcome evaluation examined the impact of the program activities on
participants and progress towards meeting stated goals and objectives from July 1,
2008 - June 30, 2009. Repeated measures research design and program service
statistics were used to determine program efficacy.

G. Program Goals and Objectives
Derived from the Healthy Families America program model, the HFM goals and
objectives have remained fairly consistent over the past twelve years, focusing on
parenting, child health and development, family self-sufficiency, and the reduction of

child maltreatment.

l. Reduce Incidence of Child Maltreatment
1. 95% (target unchanged) of families with no previous CWS history will not have

founded reports to Child Welfare Services while enrolled.

Il. Promote Preventive Health Care

1.

95% (target unchanged) of participating children will have a primary health
care provider or will complete certification for Medicaid within 2 months of
enrollment.

90% (target unchanged) of participating children will receive all immunizations
on schedule and by the age of two.

90% (former target 75%) of mothers will not have additional births within two
yearsof target childdés birth.

85% (former target 75%) of enrolled mothers will complete post-partum care.
90% (target unchanged) of mothers enrolled within the first two trimesters will
deliver newborns weighing 2500 grams (5.5 Ibs.) or more.

11




2. 90% (former target 85%) of participants will score at or above program-

Optimize Child Development

1. 95% (former target 75%) of children will demonstrate normal child functioning
through ASQ developmental screening.

2. 100% (target unchanged) of children actively enrolled will be screened for
developmental delays in accordance with an ASQ schedule.

3. 100% (target unchanged) of children who screen at risk for developmental
delays will be informed of the Montgomery County Infant and Toddlers
Program (MCITP) for assessment/ servigfges
consent).

Promote Family Self-Sufficiency

1. 75% (target unchanged) of families will have improved self-sufficiency within
12 months of enrollment as measured by improved education or employment
status.

2. 95% (former target 75%) of families will have improved self-sufficiency within
12 months of enroliment as measured by improved housing.

Promote Positive Parenting

1. 85% (target unchanged) of participants will score at or above normal range
for knowledge of child development after one year and annually thereafter as
measured on the HFPI.

determined level for knowledge of child safety after one year and annually
thereafter as measured on the Safety Checklist (version 5).

12




RESULTS

A. PROCESS EVALUATION

Program Description

Healthy Families Montgomery (HFM) is based on the Healthy Families America (HFA)
model, a nationally recognized voluntary program for the prevention of child
maltreatment. HFA was first implemented by Prevent Child Abuse America (PCA
America) in 1992, building on two decades of research in the field of home visitation.
The program connects expectant parents and parents of newborns with health and child
development assistance in their homes. Highly trained home visitors, with an average of
four years home visiting experience and three years tenure with their HFA program,
provide the services. Nationally, 76% of HFA home visitors have some college
experience or college degrees. The home visitors provide guidance, information and
support to parents to promote optimal long-term mental and physical health for their
children.

The quality of HFM services is assured through adherence to best practice guidelines
defined through twelve Critical Elements based on 20 years of research. An HFA site
accreditation is required every three to four years. The accreditation process involves

aninndepth examination of each sitebs oper

visits (see Appendix J: HFM Critical Elements). This means that the program has high
guality practices across program services, from the amount of participant contact and
supervision to the content of home visits and supervision. Other key elements of the
model include intensive, comprehensive, long-term (3-5 years), flexible and culturally
competent services. In this way, the program is able to best serve the community and
ensure that it is delivering quality program services to promote healthy growth and
development to the parents and children it serves.

Screening and assessment are the processes through which families are either
identified as eligible for HFM home visitation services or may be referred to other
community agencies based on family need and willingness. Most families are referred to
the program through local clinics and outreach efforts. Familieswhomayb e i n t
ri sko category are identified based on
workers make efforts to contact these families. A highly trained Family Resource
Specialist conducts individual family interviews, or assessments, with potential HFM
families to identify family assets and challenges. Through the use of the standardized
Parent Survey (formerly the Kempe Family Stress Checklist-FSC), the assessment
team is able to identify those families most in need of supportive services and offer
them the home visitation services. Due to the voluntary nature of the program, families
may decline services if for any reason they do not wish to participate. Furthermore, a
family may terminate services at any time during their program participation.
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Through the HFA Leveling System (see Appendix K: HFM Service Level System), HFM
ensures that families are seen regularly and frequently, especially early in their program
tenure. During pregnancy, families are seen at least bi-weekly, if not weekly, depending
on the familyds situation and the trimes
weekly beginning three months before the
family is seen weekly until a minimum of six months after the birth of the baby. The
program has the flexibility to provide the intensity of services based on the needs of the
family. Some may continue with weekly home visits for a year or more. However, once
families are meeting certain guidelines regarding self-sufficiency, child development
knowledge, and understanding of external support, they will progress through the level
system to bi-weekly, monthly, and then quarterly home visits. Home visits terminate only
after a family has been in the program for three to five years, graduates, ages out, or
voluntarily discontinues program services.

Home visits are at the core of the HFM program and can be a balancing act of focusing
on the parent, child, and parent-child interaction. The principal aim of the home visits is
to ensure that children are healthy and ready for school by conducting developmental
activities with children and modeling positive parent-child interaction. In addition, FSWs
focus on the parentsdéd needs, goal s, str
provide the best possible care for their children. In utilizing empowering, strength-based
techniques, parents come to see their FSW as an individual who advocates for their
best interests.

Parents as Teachers (PAT), a nationally recognized child development curriculum that
outlines common behaviors children display at varying ages, is used regularly with
parents. Additionally, the Ages and Stages Questionnaire (ASQ), a screen administered
with all target children of appropriate developmental stages, allows parents the
opportunity to increase and solidify their knowledge of developmental milestones and to
ensure that they have realistic expectations of child behavior patterns.

Family Support Plans (FSPs) are completed with each family on an ongoing basis
throughout their tenure in the HFM program. Initially completed within 30 to 45 days of
enrollment, FSPs help the family focus on short-term goals. FSWs encourage families
to choose goals that are realistically obtainable within a three to six month timeframe.
Every three to six months goal plans are reviewed, achievement of goals is assessed,
and new goals are formulated.

Additional key features of the HFM program are the attributes of the program staff and
the quality and quantity of supervision and trainings offered. HFM staff members are
chosen based on a variety of factors including personal and professional experience,
education and personality traits that make them qualified to work with an overburdened
population (see Appendix L: Staff Tenure). HFM staff members, past and present, have
high tenure with most staying with the program for multiple years. This attribute allows
the HFM program to have more consistency in the services and programs it provides.
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The program also emphasizes the importance of ongoing supervision and staff training.
Supervisors provide a minimum of one-and-a-half to two hours per week of one-on-one
supervision to all direct service staff. Supervision, like home visits, is strength-based.
HFM believes that in order to prevent burnout and to ensure that staff members feel
supported when working with families with multiple stressors; frequent strength-based
supervision is a necessity. During both supervision and in-group training sessions, the
staff is offered high-quality trainings in work-related areas. Topics such as domestic
violence, cultural competency and/or burnout prevention are fully explored to ensure
that staff members feel fully equipped in their roles. Additionally, supervisors may
arrange for individual or group trainings based on specific needs or desires identified
during supervision sessions (see Appendix M: Year 13 Staff Trainings).

The HFM program also supports its staff members by assigning each a limited
caseload. Each full-time FSW has a maximum caseload capacity of 15-25 families. A
weighted system is used to determine the amount of time the FSW spends with a family
based on their level, allowing a maximum case weight of 24. This helps the FSWs to
devote time and attention to each family without feeling overwhelmed or rushed.

The Baby Steps Program works closely with HFM as a partner and conducts hospital
screens and universal assessments of newborns and mothers in order to determine
medical risk. They make telephone consultations, follow-up phone calls, and home
visits, as well as receive calls from mothers after the initial health screen. HFM offers
translation services to assist Baby Steps Nurses with phone calls or home visits and
arranges for the distribution of 3,000 new parent packets throughout the County each
year.

Screening, Assessment and Enrollment

The HFM program has a longstanding partnership with the Montgomery County
Department of Health and Human Services. As the major provider of reproductive
health and social services to income-eligible families in the County, DHHS conducts
universal screening of all prenatal, perinatal and postnatal female clients. The screen
consists of 15 items measuring self-sufficiency and psychosocial factors, such as
marital status, income, housing status, history of substance abuse, depression, etc. If
the woman is single, has had late or no prenatal care, or unsuccessfully sought or
attempted an abortion, the screen is positive. If any two factors are true or if seven
factors are unknown the screen is also positive. All positive and negative screens are
sent to the HFM program for tracking. Positive screens are reviewed by the Family
Resource Specialist (FRS), who completes assessments on families in the order of their
due date.

Families who receive a positive score on their initial screen are referred for a more in-
depth assessment i nterview, conducted

standardized measure known as the Parent Survey, formerly the Kempe Family Stress
Checklist-FSC, measures risk in ten domains, including self-esteem, depression, and
substance abuse, as well as perceived expectations regarding childrearing, bonding
and attachment. Therefore, there is no single eligibility requirement, but rather
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information is collected on a range of possible risk factors. Families must score 25 or
higher to be eligible for the program. Since the program is voluntary, if eligible families
decline home visitation services or if there is no available space in HFM for new
families, the FRS uses her in-depth knowledge of community resources to connect
families to needed linkages immediately.

Figure 1 below shows the total screening and assessment data for Program Year 13.
Almost all screens that were completed resulted in a positive outcome, 92% (n=1144).
Of these, only 13% were assessed because there was only one Family Resource
Specialist available to assess families. Of those assessed, 54% (n=80) were eligible for
the program, less than half of which (43%; n=43) were able to be enrolled into the
program due to capacity limitations. Finally, when the number of families enrolled (n=34)
is compared to the total number of positive screens (n=1144), only a small fraction (3%)
of families determined to be at-risk ultimately receive the intensive home-based services
offered by HFM. This shows a large gap in services for the at-risk population in
Montgomery County. However, HFM makes every attempt to refer families to other
services as appropriate.

Figure 1. Screening, Assessment and Enrollment: Year 13
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Over the past thirteen years, more than 10,000 positive screens for risk of child
maltreatment have been made by HFM. Table 2 below displays information for all
program years regarding screening, assessment and enrollment. Only four eligible
familiesdec | i ned enrol |l ment, which provides ev
families. The refusal rate (those who were offered services but refused participation)
has ranged from 0% in Year 3 to 40% in Year 7, with an average refusal of 11% over
the lifetime of the program.
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Table 2. Screening, Assessment and Enrollment: Years 1-13

Total Total Total Total Total New Total Program
YEAR* | Positive Assessments | Positive Negative Enrollments | Refusals | Capacity

Screens Completed Assessments Assessments
YR1 - - - - 45 - 50
YR 2 393* - - - 54 - 75
YR 3 787 49 49 0 49 0 75
YR 4 824 110 108 2 104 4 150
YR5 828 63 60 3 50 3 160
YR 6 854 146 127 19 116 10 150
YR7 941 259 192 67 66 77 150
YR 8 934 190 136 54 39 15 150
YR9 934 293 179 114 86 36 150
YR 10 755 298 180 118 60 11 140
YR 11 1090 162 110 49 65 28 130
YR 12 1244 165 100 53 43 25 130
Yr13 1144 147 80 62 34 4 130
TOTAL 10,728 1,882 1,321 541 811 213 -

* Screening and Assessment Data from DHHS incomplete for Years | and 2 of the program

Enrollment and Attrition

A total of 130 families and 132 children were served in Year 13. Of these, 34 families
were new enrollees. During Program Year 13, a total of 3 families met all of their
program goals and graduated from the program. Excluding these graduating families, a
total of 30 families terminated services for a variety of reasons, as shown in Figure 2
below. Most of the cases (40%, n=12) were closed due to the participant refusing
services or the programods
(27%, n=8) of closed cases were due to the family moving out of the service area and
10% (n=3) were due to scheduling conflicts with their job or school. Another 7% (n=2)
were closed because they refused a change in their FSW. The remaining 5 cases (16%)
were closed due to other reasons, such as the target child living with another caregiver,
participant applied for or enrolled in an Early Head Start program, or never engaged.
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Figure 2. Reasons for Case Closures: Year 13 (n=30)
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Table 3 shows attrition rates across the thirteen years since the program began in 1996.
During Year 13, the HFM program served 131 families. Of these, 33 families terminated
during the fiscal year. A total of three families left due to graduation, leaving 30 families
who closed for other reasons. The Year 13 attrition rate of 23% sustains the new trend

for low attrition begun in Year 12.

Table 3. HFM Attrition: Years 1-13

Year Carryover Enrolled | Total enrolled Closed* Graduated | Attrition
from in fiscal during fiscal during fiscal / Age >5 Rate*
previous yr year year year years
Year 1 - 48 48 10 - 20%
Year 2 38 50 88 31 - 35%
Year 3 57 47 104 26 - 25%
Year 4 78 104 182 34 - 19%
Year 5 148 53 201 54 7 27%
Year 6 140 86 226 78 11 35%
Year 7 137 83 220 82 10 37%
Year 8 128 39 167 53 2 32%
Year 9 112 86 198 51 16 26%
Year 10 131 60 191 69 9 36%
Year 11 113 65 178 67 9 38%
Year 12 101 43 144 33 15 22%
Year 13 96 34 130 30 3 23%
Longitudinal X=29%
*Doesnot include case closures due to program gf
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Over the course of the 13 years, attrition rates ranged from a low of 19% in Year 4 to a
high of 38% in Year 11. The average attrition rate is 29%, less than half of the national
rate of 60%.

Figure 3. Attrition Rates: Percentage Profile
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As would be expected, there is an inverse relationship between attrition and duration of
enrollment. As seen in Figure 4, the trend toward lower attrition since Year 2
corresponds to a trend for longer duration of enroliment for closed cases over the past
13 years.
Figure 4. Duration of Enrollment/Closed Cases for Years 1- 13
(Mean number in years)
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(n=10) (n=31) (n=26) (n=34) (n=61) (n=89) (n=92) (n=55) (n=67) (n=78) (n=77) (n=45) (n=30)
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Attrition and retention analyses were completed on Year 13 participants to ascertain if
there were any trends or mediating variables that influence program retention. When
length of enrollment was analyzed by attrition status for only those participants who
remained open at the end of the year and those who were closed for reasons other than
graduation, there was a significant difference (t=2.47; df=127; p=.015) in average length
of enrollment. The mean duration of enrollment and range for each group is
summarized in Table 4. It is not surprising that families who terminated had a shorter
length of enrollment (just over a year) and families who remained in the program and
who graduated had durations of 2-5 years.

Table 4. Enrollment Mean and Range: Year 13

Enroliment Status Mean Length of Enrol_lment Range
Enrollment (in years) (in years)
Open 2.1 .05t05.0
Closed (non-Graduates) 1.4 .041t04.3
Closed (Graduates) 3.5 2.2t04.3
Total Year 13 2.0 .041t05.0

Population Demographics

The characteristics that define the program population are important because they act
as mediating influences on the program effects. These demographics illuminate the risk,
strength and resiliency factors with which families enter the program and assist in
interpreting outcome-evaluation results. Both standard population demographics, such
as level of education and marital status, and measured risk factors, such as
assessments from the Parent Survey or depression symptomology, can contribute to a

participantos |l evel of ri sk f orainscdmialreddy m

stressed families.

Age

As seen in Figure 5, almost half of the mothers (49%) in Year 13 were between the
ages of 20-25 years at the time of enrollment. More than a third (37%) of mothers were
older, between the ages of 26-45 years. Only a small percentage of mothers (14%)
were teenagers at enrollment, however, it is notable that 3% (n=4) were under the age
of 17 years, significantly increasing their risk status.
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Figure 5. Mot hersd Age Groups: |[Year
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Datacol |l ected across all program years on |mot hi
in Figure 6. There has been a general trend toward increasingly older participants
entering the program. The sudden rise and drop in mean age in Year 2 reflects the
creatonofa separate fATeen Mothers Programo by the
the trend from Year 3 to Year 13 is indicative of a decline in teen pregnancy over the
past decade or if there are other programs that are specifically targeting teens.

Figure 6. Mean Ages of Program Enrollees: Years 11 13
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Race

As seen in Figure 7, the majority of families in the HFM program during Year 13 were
Hispanic (86%, n=113), as compared to 10% Black and 2% White. The remaining 2% of
participants were Asian/Pacific Islander or multi-racial.

21







enrollment, which research has indicated is significantly associated with economic risk
and instability and places them and their babies at greater risk.

Figure 9. Mothersdéd Marital Stat

O Single O Married
B Living Together O Separated

Education

Education is strongly encouraged in the HFM program because it plays an essential
part in the development of self-sufficiency, resiliency and economic independence.
Quality education also aids participants in learning parenting skills and fostering
learning in their children. Our past findings have noted a significant relationship between
having a high school degree and increased scores on measures of parenting
knowledge. In examining the highest level of education achieved by participants at
enrollment, more than half (55%; n=71) of active participants 18 years of age or older
had obtained their high school diploma, GED or higher at the time of enroliment. As
seen in Figure 10, 25% (n=33) of active participants had also attended at least some
post high school training as well, 10% (n=14) of whom obtained an Associates or

Bachel ords Degree. However, a |l arge "mmdec e

education (45%) and 17% had less than a 7" grade education. This is not due to age,
since teens younger than 18 years were not included in this analysis. It is more likely
attributable to large proportion of newly immigrated mothers from Latin America and the
lack of education offered young women in their native countries. As adults, it is
extremely difficult for them to increase their education level, particularly if they are not
English speaking, but many do pursue a GED.
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Figure 10. Participantsdé Education Sftatu:

(n=129)
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*Enrollees over 18 only

Employment

Financial stability is also integral to self-sufficiency and plays a role in participant
resiliency. The HFM program fosters financial stability by offering assistance with
employment-related issues, connecting families to community resources and
opportunities, and providing encour ageme
employment status at enrollment was examined for participants who were not enrolled
in school (n=120). As seen in Figure 11, most (65%) participants were unemployed and
not looking for a job at enrollment; this is not surprising since the mothers were either
perinatal or within 3 months postnatal. Eleven mothers were in school at enrollment.

Figure 11, Mot her sd6 Empl oyment Status
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As seen in Figure 12, employment rates were higher in the initial years of the program,
but decreased significantly in Year 4.
remained approximately 25%-31% over the years, in Year 13, 31% (n=37) of
participants were employed full or part-time at enrollment.

Mo

Figure 12. Employed Participants at Program Entry:* Years 1 - 13
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Risk Factors
In addition to examiningd e mogr aphic dat a, the HFM pro
initial measured level of risk for child abuse and neglect. Risk factors such as maternal
depression, maternal social isolation, and overall parental stress have been associated
with heightened risk for child abuse, neglect, and poor outcomes. Families are initially
assessed for program eligibility using the Parent Survey, formerly the C.H. Kempe
Family Stress Checklist (FSC), in order to identify the level of risk for child maltreatment.
The survey assesses mothersé and fathersé cur
across ten domains including substance abuse, mental illness, criminality, self-esteem,
violence potential, developmental expectations, child discipline and bonding/attachment.
Scores are grouped into three categories of risk: High/Severe (=>40), Moderate (25-35),
and Low (<25). Families with scores of 25 or greater are offered services.

While eligibility criteria pre-selects a participant population that is at moderate risk or
greater for child abuse and neglect, many families present a constellation of factors that
place them at severe risk. Figure 13 below shows the categorization of the FSC/Parent
Survey scores of 131 active enrollees during Year 13.

25

t her

gram

rent



Figure 13. FSC/Parent Survey Risk Scores at Program Entry: Year 13
(n=131)

OLow Risk O Moderate Risk B High Risk

*Based on FSC/Parent Survey Scores

It has been found that psychosocial factors play a significant role in assessing the
mot her 6s | evel of risk. Etera addresset onotime Pardnt
Survey shows the areas associated with the highest levels of risk for the HFM mothers
as they entered the program. The possible scores for each factor, O (low risk), 5
(moderate risk), or 10 (severe risk), were averaged and the mean score for each
calculated. Results for active participants in Year 13 indicate that the four most
significant risk factors based on mean score are displayed in Table 6 in rank order. This
constellation of severe risk factors places these mothers and their children at very high
risk for child maltreatment.

Table 5. Risk Factors with Highest Mean Score (n=131)

Parent Survey Risk Factor Mean Score
1. Having Unrealistic Expectations of their Child 8.0
2. Violence Potential 7.4
3. Poor Bonding 6.5
4. Being Abused as a Child 5.0

The mean scores for all ten factors on the Parent Survey are shown below in Figure 14.
These scores assist the HFM program in targeting their interventions to address the
overall risk of the participants and to guide the FSWs individual work with the family.
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Figure 14. Parent Survey Item Mean Scores by Subscale: Year 13 (n=131)
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In order to get a better sense of the number of mothers who are high/severe risk on all
factors, Parent Survey results are examined in terms of the percentage of participants
who scored in the fAsevered risk range
factors parallels that of the mean scores. In rank order, they are:

1. Factor #7: Unrealistic Expectations of the Infant. This is consistent with the
highest mean score (x=8) and is the highest percentage (65%) of mothers in
the severe risk range

2. Factor #5: Violence Potential. This is also consistent with the mean score
(x=7.4) and indicates that most mothers (57%) are at high risk for violence.

3. Factor #1: Poor Bonding and Attachment with the Infant. This factor also has
a high mean score (x=6.5) and almost half (47%) of mothers have poor
bonding and attachment.

4. Factor #10: Abused as Child. Although this factor had one of the highest
mean scores (x=5), the percentage of mothers (12%) who scored in the
severe range is relatively small. However, the mean score is elevated due to
the fact that most mothers (79%) have experienced at least moderate abuse
as a child.
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Figure 15. Percentages of Mothers Scoring in Severe Range by Subscale
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The overall pattern of risk in Year 13 is NOT consistent with previous years in which
both mean scores and percentages ranked social isolation and/or depression as the
highest risk, followed by multiple stressors/concerns, being abused as a child, and poor
bonding. The pattern that emerges from the Year 13 profile of risk factors is one that
reflects an increased potential for physical abuse. In previous years, the prevalence of
social isolation and depression were more closely associated with potential for neglect.
The fact that almost all mothers (88%) experienced moderate to severe abuse as a
child indicates the long-term role child maltreatment plays into adulthood. The
identification of these at-risk mothers provides the Healthy Families Montgomery
program the opportunity to break the cycle of abuse with these new mothers and their
babies.

Maternal Depression

Depression is a potent correlate of child abuse and neglect, thus it is important to
screen for depression and provide linkages to intervention services. The HFM program
has used the Center for Epidemiologic Studies-Depression (CES-D), a self-report
measure, to determine risk for maternal depression prenatally, post-partum and on an
annual basis. Scores of 16 or above indicate risk for maternal depression. At program
entry, over one-third (37%; n=28) of Year 13 participants scored at risk for depression,
as indicated in Figure 16 below.
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Figure 16. Maternal Depression at Program Entry: Year 13 (n=75)

O At Risk O Not at Risk

Staffing

During Year 13, the HFM program employed 17 staff members (12 FTEs). Staff
positions include one Program Manager, two Clinical Supervisors, one Family Resource
Specialist, 6.5 Family Support Workers, one Early Intervention Specialist and one
Program Assistant. In order to ensure cultural and linguistic competence, the HFM
program hires staff that reflects the ethnic and cultural composition of the target
population. All staff were female and most were Hispanic (65%; n=11), while the
remaining staff were Asian Pacific Islander (17%; n=3), White (12%; n=2) or Black (6%;
n=1), see Figure 17. Almost all staff were bilingual in English and Spanish (65%; n=11)
or English and another language (18%; n=3).

Figure 17. Staff Ethnicity: Year 13
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Over the years, the educational level of staff has steadily increased, enhancing the
programdés ability to offer high quality
educated and highly trained, as evidenced by their education level and the extensive
trainings completed (see Staff Training section below). All staff had obtained a high
school degree and had some post-high school training or college. Additionally, the

majority of staff had attained eit h e r an Associates Degree

Degree (35%; n=6) or a Graduate Degree (29%; n=5).

Figure 18. Staff Education Levels: Year 13
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Staff Attrition/Retention

The HFM program has retained many of its staff over the past thirteen years. High
levels of staff retention reflect a stable program that values its staff and provides
opportunities for feedback and growth. Staff retention has also been linked to family
retention, particularly retention of the Family Support Workers who engage the families
and are directly involved with them on a regular basis. All staff have been with the
program for at least three years and several staff have been with the program for over
nine years, one of whom has been employed by HFM since the program began in 1996.
During Year 13 three staff members left for an 82% staff retention rate (see Appendix L.
Staff Tenure Dates: Years 1-13).

Staff Development

HFM provides rigorous, continuous and varied training as part of its commitment to
supporting staff and ensuring that employees feel competent and prepared for their
work with families. The required 32-h o u r Heal t hy Families
training cover topics such as the history and philosophy of home visitation, the core
strength-based approach of the Healthy Families model, identification of child abuse
and neglect, professional boundaries, and limit setting and confidentiality. Additionally,
wrap-around trainings on varied topics are offered on an ongoing basis.
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As part of the HFA accreditation process, certain trainings have been identified as
required at various timeframes. For example, some core trainings, such as those
mentioned above, are required prior to FSWs completing any home visits with families.

Othertraini ngs are required within six months
aroundo trainings are required on an ong

the HFM program provides trainings particular to its service population and staff
makeup. For example, supervisors may identify a training area need based on a

particular staff membero6s interest or req

Trainings for Year 13 are provided in detail by date (see Appendix M: HFM Year 13
Staff Trainings). The extensive number and type of trainings offered demonstrate the
programds dedication to expanding the Kk
trainings covering over 40 different topics. In addition, staff attended a variety of other
external trainings and professional conferences. The trainings can be divided into four
topic areas: Professional Development, Family Mental Health and Well-Being, Family
and Child Health Care, and Child Development. Most trainings fell within the first two
areas.

. Professional Development

Trainings and conferences in this area are related to program implementation,
management, data and evaluation. These included: PIMS, PEMINIC Training, Family
Services Incident Reporting, Supervision, HFM Policies and Procedures, Mistake Free
Grammar and Proof Reading, Orientation to FSI, Child Welfare Indicators and
Reporting, and Working with Resistant Families. Additionally, staff attended a Home
Visitors Conference and some staff completed the Parent Survey Core Training and the
Healthy Families 6-month and 12-month trainings as necessary. A variety of local,
national and federal conferences, as well as the HFA core training, was also provided.

. Family Mental Health and Well-Being

This area focuses on general family functioning, parenting and father involvement
issues, as well as mental health, substance abuse and domestic violence. Topics
included Cognitive Therapy Today, Emergency Evaluation of Suicidal Patients, Maternal
Depression and Post-Partum Depression, Victimization and Domestic Violence, Genetic
and Environmental Factors in Human Response to Alcohol, Establishing Paternity,
Perinatal Mood Disorders, Motivational Interviewing, and Home Safety.

. Family and Child Health Care

These trainings covered topics related to the health care of children and families,
including preparing families for emergencies, breastfeeding, first aid, CPR and child
abuse and neglect.

. Child Development

These trainings focused on the area of child development and education. Topics
included Boys will be Joys, Autism Red Flags, Bilingualism and Language
Development, Floor Time Approach, ASQ-3 and ASQ:SE.
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Staff Satisfaction

In May 2009, 12 staff members completed a staff questionnaire designed to solicit
feedback on HFM staff ds p adioam ivorkerelaged stresg, a r
views on program strengths and areas for improvement, as well as perceptions of
support and benefits they have received while working for HFM (see Appendix N: Staff
Satisfaction Survey).

Staff members were asked to identify their roles in the program. Two full-time and one
half-time staff identified themselves as a Manager or Team Leader, eight as Family
Support Workers (FSWs) or Family Resource Specialists (FSRs), and one full-time and
one half-time as other (Early Intervention, Administrative). The questionnaire also
contained a section consisting of 13 statements accompanied by a 5-point Likert scale.
Respondents were asked to indicate if they strongly agree, agree, are not sure,
disagree or strongly disagree for each item. Table 6 below illustrates the responses to
the current yeards survey.

Table 6. Staff Agreement with Various Program Aspects

Strongly | Agree | Not Sure | Disagree | Strongly
Agree Disagree
| understand the goals and objectives of 10 2
HEM.
HFM is a strength-based and family 10 2
centered program.
HFM trainings have adequately prepared 10 2
me for my position.
My supervisor is responsive and supportive 7 5
of my needs.
The program uses materials that are 11 1
culturally and linguistically appropriate.
The program uses bilingual materials as 9 3
appropriate.
| feel comfortable working with the culturally 10 2
diverse families served by HEM.
| enjoy being part of the HFM team. 11 1
My work is worthwhile and has a positive 10 2
impact on children and families.
The work | do uses my skills, knowledge 10 1 1
and experience.
| generally feel safe in the communities | 2 6 2
visit (one did not answer; one said n/a).
HFM management shows appreciation for 6 6
the work | do for the program.
| am adequately compensated for my 3 4 5
position.

Staff were asked to indicate how often they feel stressed at work. In contrast to previous

year s, no staff reported feeling stresse
Figure 19, the majority of staff members (75%; n=9) feel a moderate degree of stress
associated with their work, as indicated
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Figure 19. Staff Report of Job Stress: Year 13
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Staff were asked to respond to a question about whether they had received or taken
part in any employment incentives during the past year. Compared to previous years,
more staff (75%; n=9) reported receiving a pay increase (annual cost of living increase),
participat i ng i n a staff appreciation event
Prai seso, FSI 6s internal staff recogniti
receiving a Training Certification (42%; n=5) and no staff received promotions. Figure
20 shows staff reports of the employment incentives received within the past year.

Figure 20. Staff Report of Employment Incentives Received: Year 13

12+

Annual Cost of  Promotion Training Staff Smiles and
Living Certification  Appreciation Praises
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Il n order to assess staff bs

weaknesses of the program, they were presented with two
open-ended questions. Additional strengths were noted in
the Ocommentsd section. Wh ¢
program are particularly strong, 11 staff members provided
18 responses. The three areas mentioned the most were:
1) the quality of staff/FSWSs, 2) staff training and 3) helping children and families. Table
7 shows all current strengths cited by the staff in rank order, along with the frequency
with which they appeared.

I try to do
pplying my skills and

n oand e @ @ e &y htal
rogram Ssucc¢d

D D

T

Table 7. Program Strengths Identified by Staff (n=9)

Strength Frequency
Staff Characteristics and Teamwork/Collaboration 6
Making a difference and helping children and Families 4
Training 3

When asked which areas of the program need improvement, 14 individuals offered a
total of 17 r esponses. Addi tional recommendat
section also. Three key areas emerged as targets for improvement: 1) funding, 2) the
database and 3) program issues. The majority of responses focused on a lack of funds
for activities, such as holiday parties and summer picnics, transportation for families,
program resources and training opportunities (particularly in child psychology), salaries
and promotions, and for the expansion of program services to more families and a
broader range of ethnicities. Database recommendations
were more general, noting that better software and | AiPrai se FSWO0 s
improved data entry were needed. Several respondents | heworkwe dois hard
identified a program area or service, such as Creative | 2Nd stressful
Outreach, the Family Support Plan Process, and their
supervisor as needing improvement.

Participant Satisfaction

The Healthy Families Montgomery program strongly values fidelity to its model and to
providing its families with the best quality support, information, and services. To this
end, HFM administers annual participant satisfaction surveys to gather anonymous
information from families regarding various program areas (see Appendix O: Participant
Satisfaction Survey). As in past years, surveys in English and Spanish were distributed
to participants during home visits. In Year 13, 98 surveys were distributed and 67
participants returned the survey, representing a response rate of 68%. The majority of
- respondents were between 21 and 30 years old
iThey teach me | gaoy n=43), while 22% (n=14) were 31 years old or

gogdcrr:)otrr;eé an?nr:)m:“eo i nd older and 12% (n=8) were teens between 14 and 20
years old.
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Home visits are a core component of the HFM program. Survey results show that the
majority of participants were receiving the most intensive level of services, as indicated
by frequent home visits, reflecting that they were at the highest level of risk. A majority
of the respondents reported that they received home visits once a week (62%), as
depicted in Figure 21 below. An additional 28% reported that they were visited twice a
month and 9% indicated that they were visited once a month. One participant reported
being visited once every three months. Almost all respondents (97%; n=62) reported
that they received their first home visit before their babies were 3 months old.

Figure 21. Frequency of Home Visits

1%

>, |

OWeekly BBiweekly OMonthly BEvery3M

» —1 Participants were also asked when their most recent home
Eo'me \)Iivsic'[)s:Jllon? elt' visit occurred. Results for Year 13 indicate a smaller
Visits oyngc o percentage of particip_ants were visited We_3ekly _(62%; n=41)

than last year (87% in Year 12). As depicted in Figure 22
below, a higher percentage of respondents
reported being visited within the past two weeks | iy worker gives me good

(24%; n=16) and 8% (n=5) reported being visited | information about how to take care

within the past month. These responses | of my baby. Bel i e
correspond to partici panapat@ipantietipisprogram, f trlequert
visits. woul dnét be the 1

35




Figure 22. Last Home Visit

@ Past Two Weeks O Past Week
O Past Month @ One Month Ago

Participants were asked how effective they thought the program was in various areas by

ci

rcling iyBabled 8 me | ofimos o ws t he percent a

Respondents unanimously perceived the program to be effective in all categories.

Table 8. Participant Perception of Program Effectiveness (n=67)

1. My Family Support Worker visited me as agreed upon. 100%
2. My Family Support Worker gives me information on how to care for my baby. 100%
3. My Family Support Worker is helping me learn about my child's development. 100%
4. My Family Support Worker helps me with my needs and the needs of my baby 100%
and family. 0
5. My Family Support Worker is respectful of my baby, my family and me. 100%
6. My Family Support Worker accepts and respects my culture. 100%
7. My Family Support Worker speaks to me in a language | can understand 100%
8. My Family Support Worker helps me to be more independent by helping me
o _ 100%
make my own decisions. (n=54)
9. My Family Support Worker has helped me to become a better parent. 100%
10. My Family Support Worker has made a positive impact. 100%
When asked what they liked best about the program, 64 [ .
- . o AThe truth
participants responded with positive comments about the | . o 5| | y do a
program. Most of the comments 59% (n=38) focused on how

the HFM program has helped them to be a better parent by teaching them about child
development and strategies for helping their child learn. Parents also valued the
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program and recommendations for improvement, 45 participants responded. All of the
responses reiterated how much they like the program and that there is nothing that they
do not i ke. Al | the recommendations fo
services, such as mothersoé groups, mor e
personal interaction with their FSW.

Families were also asked to rate their FSW and the HFM program. The majority of

c

respondents reported that both their FSW

shown in Figure 23 bel ow, one participant rated

t

respondents rated their FSW or the progra

Figure 23. Participant Ratings of FSWs and HFM
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All respondents (100%; n=67) agreed that they would recommend the program to a
friend or relative, with 90% responding

In summary, the HFM participants are overwhelmingly satisfied with the program and
the services they are receiving. They appear genuinely appreciative of the care and
concern shown by the FSWs, and value the knowledge they have gained as a result of
participation. Results demonstrate program fidelity as evidenced in participant reports of
the timing of first home visits, the frequency of home visits, the content of home visits
focusing on child development, parenting efficacy and self-sufficiency, and the cultural
competence and sensitivity of their FSW and the program. Comments also reveal a
population that recognizes the strength of the relationships they have developed with
their FSWs and see these relationships
and their growth as parents.
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B. OUTCOME EVALUATION

Achievement of Goals and Objectives

In the past thirteen years, Healthy Families Montgomery has continually met its goals
and outcomes successfully, as well as exceeded many of its targets for key outcomes.
As seen bel ow, current o uwtallity toesstain its BUCCeSSan
through its twelfth year of operation as well (see Table 11: Summary of Goals,
Objectives, and Program Outcomes: Years 1-13 and Table 12: Summary of Goals,
Objectives, Program Outcomes and Comparative Statistics: Year 13).

Goal I: Reduce Incidence of Child Maltreatment

Families will have no founded reports while enrolled

The overarching goal of the Healthy Families program is to prevent or reduce child
abuse and neglect. Families found eligible for the HFM program are identified as
experiencing multiple stressors and risk factors that place them at moderate to high risk
for child maltreatment. Given this level of risk, it is particularly impressive that 100% of
families during Program Year 13 had no founded Child Welfare Services (CWS) cases.
This finding provides solid evidence of the positive impact that prevention can have on
reducing the incidence of child maltreatment with high-risk families. Over the thirteen
years of program implementation, there have only been six cases of founded child
maltreatment, all of which were cases of neglect.

Goal Il. Promote Preventive Health Care

Health Care Provider

An important goal of the HFM program is ensuring that program participants are linked
with primary health care providers and health insurance, specifically Medical Assistance
(MA) or private insurance. The State of Maryland provides health coverage for low-
income children through its MCHIP program. All mothers are covered prenatally, but
medical coverage is generally not available for the working poor through the state,
particularly for undocumented immigrants. The Montgomery Cares (formerly Rewarding
Work) and Project Access programs were established in Montgomery County to fill
these gaps, increasing coverage for the uninsured. HFM has consistently been able to
link families to health insurance programs and primary care physicians ever since its
inception in 1996.

As seen in Figure 24, at the end of Year 13, 130 children were at least 2 months of age,
indicating they should be linked to a medical provider for immunizations and well-child
checkups. Of these children, 99% (n=129) were linked with medical providers,

exceeding t he programos goal . I n addi ti

enrolled in MA.
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Figure 24: Access to Health Care Provider:*Babies Years 1-13

100%:- A e o A = /= [ ey
90%1 | B
80%1] N
70%7] B
60%1 | B

500 = e el e e e e e
Yrl Yr2 Yr3 Yr4 Yr5 Yr6 Yr7 Yr8 Yr9 Yr10 Yr11Yr 12 Yr 13
O %Babies with Provider

*Access is defined as having health insurance and/or linked to a provider.

Current Immunizations

FSWs work with families to ensure that babies are immunized in a timely fashion. This
is done through providing information to families on the importance of immunizations for
preventing serious medical diseases and by assisting with linkage to healthcare
providers, helping to set up appointments when needed, and giving reminders about
appointments as necessary. As a result, HFM has achieved impressive success rates
with infants receiving their immunizations on schedule. Families are more likely to follow
up on immunizing their children if they have both health insurance and a medical
provider. Consequently, this goal is closely linked to the previous goal of assisting
families in securing medical homes. When examining children who were active during
Year 13 and were old enough to be due for immunizations, HFM exceeded their goal of
90% of children immunized on schedule by having 97% of all target children (n=112)
current on their immunizations as recommended by their medical provider. This is
especially impressive when compared to the Centers for Disease Control 2008 findings
on immunization rates for the nation (76%) and the State of Maryland (80%), as well as
the national and Maryland immunization rate for Hispanics (78%) (see Figure 25 below).
(CDC, 2008)
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Figure 25. HFM Immunization Rates: Years 1-13
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*National and State average taken from the CDC immunization 4:3:1:3:3:1 2008 report

Additional Births

It is recommended that mothers, and particularly young teenage mothers, wait a period
of at least 24 months between pregnancies. The HFM program provides information on
family planning to participants immediately upon enrolling in the program. FSWs alert
new parents to the fact that additional pregnancies can happen at any time, even when
the mother is breastfeeding just after the birth of the baby. The necessity of using family
planning methods to prevent unwanted pregnancies is stressed. Related to its success
in linking mothers to a health care provider and to health insurance, the HFM program
has also been successful in educating participating mothers in family planning with the
goal of decreasing unwanted pregnancies.

In Year 13, 99% (n=129) of mothers did not have a repeat birth within a 24-month
period during their enroliment in the HFM program. No teen mothers had a repeat birth
within 24 months. HFMés success rate in t
and national statistics.

Post-Partum Care

Post-partum visits provide physicians with the opportunity to evaluate both the physical
and emotional status of the mother postnatally and to discuss family planning options.
Related to the low percentage of repeat births is the high rate of post-partum visits
completed by program mothers. During Year 13, 96% (n=27) of enrolled mothers who
gave birth while in the program completed their post-partum care (see Figure 26 below).
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