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DOHVE: Design Options for Maternal,
Infant, and Early Childhood Home
Visiting Evaluation

A Working with US-DHHS to support the federal
Maternal, Infant, and Early Childhood Home Visiting
Program

A DOHVE:

V Design options for a federal evaluation of evidence-
based home visiting programs

V Evaluation-related Technical Assistance (TA) for
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Management Information System (MIS), and
benchmarks



DOHVE Evaluation TA Team

A James Bell Associates (JBA)

A MDRC
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Every Child Succeeds



Goals of Session

ARevisit what continuous quality
Improvement (CQI) Is

AUnderstand why CQI is so appealing

A Gain more knowledge of the components
of COI

A Learn how CQI can be used in Tribal home
visiting projects

A Provide next steps for developing CQI
process during planning year
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Wh at We Want éc¢

A Programs and supports that reflect,
respect, and leverage cultural values

A Programs that are effective and achieve
desired outcomes

A Programs that are feasible and can be
successfully adapted



What is Continuous Quality
Improvement?

AContinuously improving programs
through the systematic assessment and
feedback of information about planning,
Implementation, and outcomes.

(Chinman, Imm, Wandersman, 2004)



- What is Appealing about CQI?

ABuilds knowledge of program
Implementation

AAddresses variability
AAllows learning over a short time with

small numbers
"II\

AUses qualitative and quantitative
data to make decisions

ALocal programs own the process
of collecting, reviewing, and using
Information
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- What is Appealing about CQI?

AOffers a tool for reviewing progress
towards achieving outcomes and making
adjustments to program

AProvides a roadmap for adapting home
visitation programs to unique cultural
characteristics of local community while
retaining essential features of the
program and promoting fidelity




Components of CQOI

AProcesses and outcomes are
systematically and regularly measured

AData are useful, efficient, and reliable

AData are readily accessible to all team
members

AUtilization of data? both qualitative and
guantitative? to monitor program
progress and make changes

ACQI is a shared, inclusive process



CQI Process and
Outcome Measures

A When selecting measurement strategies,
focus on the processes and outcomes
that reflect primary objectives of the
program

A Transparency of measures and
expectations

A All process measures are tied to
outcomes

A Train and support staff in data collection



Data are useful, Efficient,
and Reliable

AData collection infrastructure exists
AData elements are relevant, accurate and

Im

ARe
ARe

portant
ports are timely and recent

norts show performance relative to

targets
AReports show changes over time
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- Monitoring Program Progress and

Making Changes

How is the program
functioning?

Adave the needs of the target
population changed?

Mave the resources available
to address the needs changed?

Adas the program been
Implemented according to
plan?

Adow do home visitors vary in
their ability to meet with clients
weekly?

ANhat causes variation in
outcomes among participants?

How can the program be
Improved?

Adow can we address
emerging needs?

Adow can we increase fidelity
to the program model?

Adow do we incorporate
traditional cultural practices
Into the positive parenting
education?

Adow do we better support
home visitors in their attempts
to make weeklynome visits?

Adow do we increase access to
iImmunizations?



- A Shared, Inclusive Process

AA
AO

APractices and methods are shared ===
AResults and outcomes are shared

| voices are heard

nen communication and constructive

criticism are welcomed

AShared learning decreases need to
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Plan-Do-Study-Act

ACT

PLAN

Summarise what was
learned

Flan the next cycle Define the objective,
Decide whether guestions and
the change cna be predictions. Plan to
implemented answer the guestions
(who? what? whera?
when?)
Plan data collection
to answer the questions
STUDY DO
Complete the analysis of Carry out the plan
the data Collect the data
Compare data to Begin analysis of the data
predictions




Qualitative Measurement:
An Example

A How did family react to the new materials?
A What was it like to present them?

A What was it like to use them?

A What barriers were encountered?

A What worked well?

A What else happened that seemed important?



Using CQI to Achieve Outcomes:

Sites
Indicator Target A B C D E F Program Total
Time to 1st Visit 70% 800% 765% | 76.5% 73.3%
Visit Frequency 50% 72.3% 94 0%

Referrals 50% 60.8%

Well-baby wvisits 75% 79.2%

Medical Home 85%  900% 926% 1000% 980% 958% 96.6% 95.5%

Immunizations 80%  100.0% 83.2% 87.2% 92.9% 84.8%




Using CQI to Adapt HV Models:
An Example

Average Percent of Visit Content Before and After Model Adaptation
2008 2009 2010 National HV | Local Objective
Model (since 2009)
Objective
N =40 N=45 [ N=50

Personal Health 40.6 38.5 37.2 35-40 35-40
Environmental 86 | 10.2 9.4 5.7 7-10
Health
Life-Course 12 10.8 7.4 10 - 15 8- 10
Development
Maternal Role 24.5 14.6 15.1 23-25 13-15
Friends & Family 14.2 15.1 14.1 10 - 15 10-15
Traditional - 108 | 16.6 0 15-20
parenting practices




- Using CQI to Adapt HV Models:

An Example
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Percent of Visits Completed by HV Before and After
Model Adaptation

@2008
02009
@2010
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CQI Planning

Bring everyone to the table
Define process and outcome measures
Develop/modify data system

. Ensure ongoing access to data

Establish a process for reviewing data
and making decisions

. Seek technical assistance if needed



Next Steps

Stay tuned for additional webinars,
Individualized TA, and other information
from the Evaluation TA team on:

V Selecting evaluation designs
V Data systems

V CQI systems

VITA 117 OAS8
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Southcentral Foundation

A Alaska Native-owned, urban-based
nonprofit health care organization

A Serves nearly 50,000 Alaska Native
and American Indian people living in
Anchorage and the Matanuska-
Susitna Valley

A Employs approximately 1,500 people

A Patient Centered "*
Medical Home 2z,

"
Southcentral 29"
Foundation %



Southcentral Foundation

A 65+ different programs:
I primary care clinics
I nurse home-visiting
I behavioral health
I optometry
I dental

I substances abuse treatment

A Part of the state-wide system of care for Alaska
Native and American Indian people.

Southcentral . ;
Foundation ‘/q "éﬁ




Mission and Vision

Mission:
A Working together with the
Native Community to

achieve wellness through
health and related services.

Vision:

| 4t A - A A Native Community that
| B enjoys physical, mental,
emotional and spiritual
wellness.

Katherine Gotﬂieb, MBA
President and CEO

-
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Sared

Responsibility

We value working
together with the
individual, the family,
and the community.

We strive to honor the
dignity of every
individual.

We see the journey to
wellness being traveled
in shared responsibility
and partnership with
those for whom we
provide services.

Key Points
C)mmitment to

Quality

We strive to provide the
best services for the
Native community.

We employ fully qualified
staff in all positions and
we commit ourselves to

recruiting and training
Native staff to meet this
need.

We structure our
organization to optimize
the skills and
contributions of our staff.

Eamily Wellness

We value the family as
the heart of the Native
community.

We work to promote
wellness that goes
beyond absence of illness
and prevention of

disease.

We encourage physical,
mental, social, spiritual,
and economic wellness in
the individual, the family,
the community, and the
world in which we live.

Foundation?‘j <> ¢
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SCF Operational Principles

A Relationships between the customer-owner, the family, and
provider must be fostered and supported

A Emphasis on wellness of the whole person, family, and
community including; physical mental, emotional, and
spiritual wellness

A Locations that are convenient for the customer-owner and
create minimal stops for the customer-owner

A Access is optimized and waiting times are limited
A Together with the customer-owner as an active partner

A Intentional whole system design to maximize coordination
and minimize duplication

QY
Southcentral SO/
Foundation 7§ £/



Operational Principles (continued)

A Outcome and process measures to continuously
evaluate and improve

A Not complicated but simple and easy to use
A Services are financially sustainable and viable
A Hub of the system is the family

A Interests of the customer-owner drive the system to
determine what we do and how we do it

A Population-based systems and services

A Services and systems build on the strengths of Alaska
Native cultures

QY
Southcentral SO/
Foundation 7§ £/



Nurse home visiting at SCF grew out of a healt
care improvement effort

A In 1993 the Institute for Health Care Improvement
partnered with teams from nine cities to address a
public health issue.

A The Alaska Native Medical Center chose to address
the infant mortality rate among the Alaska Native
and American Indian population in Anchorage.

I The post-neonatal death rate for this group was three
times higher than the rate for other Alaskan and US
infant population groups.

SOLY
Southcen’gral SO/
Foundation L



The ANMC team used quality improvement
principles to address infant mortality

A A review of 27 infant deaths led to theories about how to
address infant mortality for this group.
Review suggested:

A 1/3 of Anchorage Native perinatal women met high social
risk criteria (150-200/yr).

A Priorities for high riskclients differed.
I Lacked basic needs, child care, and transportation.
I Parents had developmental and learning disabilities.

I Existing service delivery and communication were not
effective in helping this group.

Southcentral <J><> - '(
Foundation ﬂ‘*@/g



Social Risk Criteria

A Homelessness A FASD or otherwise cognitively
A Prenatal care lacking, impaired mother
inconsistent, or starting in 3rd A Age 16 or under
trimester A History of SIDS/SUDS
A Current or recent OCS A History of childhood sexual
involvement abuse
A Positive urine drug screen for A worrisome parenting behaviors
mother or infant observed
A Recent domestic violence

A Current maternal psychiatric
A Maternal substance abuse disorder or depression

during pregnancy or risk for

Southcentral <J><> L (
c i)
Foundation *1@



Initial Objective:
Decrease infant mortality

ADays between deaths run chart created

AAdd deaths as information obtained &
recalculate

| Preprogram average ¢ 55 days

I Since home visiting ¢ 114 days

Southcentral A 2
Foundation ¢y = 'f
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H2:

H#3:
H4.
H5 :

Program Approaches

One Stop Clinic

One home visit per family (to transition clients
in to the One Stop Clinic)

Home visiting for high social risknoms

Home visiting for all new moms

Home visiting for first time and high social risk
moms

Southcentral <><> <> (
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The Nutagsiivik Program

Then (1994) Now (2010)
Home visitation program Home visiting ongoing.
formed in 1994 to address A 1 Clinical Coordinator
post—ngonatal infant A 8 community health nurses
mortality. . o ,
A 1 full time administrative

A 1 Certified Nurse Midwife
A 1 Part time Public Health
Nurse

A 1 Part time administrative
assistant

assistant

Southcentral 2 @'- A
Foundation %




Nutaqsiivik Program Goals

A To provide relationship-based education and supportive
home visiting to assist families through pregnancy and
preparation for parenthood

A To improve the post-neonatal infant mortality rate

A To improve access to the support and services families
need to create safe home environments, strengthen their
families, and move toward self-reliance

QLY
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Program Approa

A Focus on relationships,

A Foster self-sufficiency,
earn to use their healt

ch

build trust

1e|p customer-owners
N care system

A All services are cultural

y sensitive

AaSSi Of ASyua agKSNB
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Current Services

AComprehensive nursing assessment

AMEGSYaArodsS OFasS YIyl3asSySyi
life, supported by the Primary Care Team

Alactation education and support

AReferrals to and help navigating community resources
AHome-based birth control consultation and administration

ATransportation assistance to medical/social appointments

ASynagis & immunizations administered in the home

Southcentral <J><> L "'
Foundation P @
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ACtion — =—— Improvement

Knowledge
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Information
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Data
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CQl Challenges

A Data collection with a transient population
A Utilization of multiple data collection systems

A Attrition rates due to social risk factors, such as
domestic violence and unstable housing

A Program needs to address maternal behaworal health
systematically | R oo

A Availability of qualified nurses




Planning Year

A Focusing on continuous improvement of services, while
preserving what makes Nutagsiivik successful.

A Strategically redefining program goals, addressing data
collection challenges, and exploring service
improvement and sustainability.

A Integrating new tools
I electronic health record

I data collection and reporting tools (Data Mall)

Southcentral <J><> L (
D
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For further information?

Please contact:

Alexandria Mullan
Southcentral Foundation

(907) 729-8608
amullan@scf.cc

Or log onto our website at www.scf.cc/nuka

AW
Southcentral J‘ L
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-For more | nf o

Kate Lyon, James Bell Associates (JBA)
lyon@jbassoc.com

Robert Ammerman, Every Child Succeeds &
#E1T AET 1T AOE #EEI AOAT 60 (10
Robert. Ammerman@cchmc.org

Dolores Subia BigFoot, University of Oklahoma Health Sciences Center
DeeBigfoot@ouhsc.edu

Lauren Supplee, Administration for Children and Families
lauren.supplee@acf.hhs.gov

Carol Gage, Administration for Children and Families
carol.gage@acf.hhs.gov

Carlos Cano, Health Resources and Services Administration:
ccano@hrsa.gov




Questions, Comments, &
Discussion




