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[bookmark: PART_I:_OVERVIEW]PART I: OVERVIEW

1. [bookmark: 1._Introduction][bookmark: _bookmark0]Introduction

The California Department of Social Services (Department) is requesting county proposals for the California Work Opportunity and Responsibility to Kids (CalWORKs) Home Visiting Program (HVP).

a) [bookmark: a)_Background]Background

The CalWORKs HVP is a voluntary program supervised by the Department and administered by participating California counties established by Welfare and Institutions Code (W&IC) § 11330.6-11330.9.

b) [bookmark: b)_Purpose]Purpose

The purpose of the CalWORKs HVP is to support positive health, development and well-being outcomes for pregnant and parenting individuals, families, and infants born into poverty. By helping families achieve stability while participating in the HVP, the program hopes to lay the foundation for other long-term goals such as future educational opportunities, economic progress, and greater financial opportunities.
This two-generational approach to service delivery will improve family engagement practices, support healthy development of young children living in poverty, and prepare parents for robust engagement in Welfare-to-Work activities and employment.

c) [bookmark: c)_HVP_Participant_Eligibility]HVP Participant Eligibility

To be eligible for home visiting services, a voluntary participant must meet criteria (I) and one description under criteria (II):

(I) The individual is pregnant, or the individual is a parent or caretaker relative of a child less than 24 months of age at the time the individual enrolls in the program; and

(II) The individual is:

(i) A member of the CalWORKs assistance unit; or

(ii) The parent or caretaker relative of a child-only case; or

(iii) A pregnant individual who has applied for CalWORKs aid within 60 calendar days prior to reaching the second trimester of pregnancy and would be eligible for CalWORKs aid other than not having reached the second trimester of pregnancy; or

(iv) An individual who is apparently eligible for CalWORKs aid.


A county may serve additional CalWORKs individuals not described above in (i) with Department approval.

More information regarding CalWORKs HVP eligibility can be found in ACL No. 20-13.

A county and its selected home visiting model may also incorporate participation of the noncustodial parent of a child who is a member of a CalWORKs assistance unit into home visiting services. Noncustodial parent participation is subject to the mutual agreement of the custodial and noncustodial parents.

CalWORKs Cal-Learn participants are also eligible to receive home visiting services through CalWORKs HVP funding. To give counties flexibility to determine the best approach to serving their unique client populations, counties may opt to use the CalWORKs HVP to provide Cal-Learn teens with case management support.

Participation in the HVP is optional for CalWORKs clients. Participation does not affect a family’s application for aid or eligibility for any other CalWORKs benefits, supports or services such as Welfare-to-Work exemptions.

d) [bookmark: d)_Funding_Award]Funding Award

The Department will award funds on a competitive basis to provide participating counties with resources to offer HVP services. It is possible that counties may not receive funding or may not receive the full amount of their request. Counties may limit the number of families participating in the program to ensure that costs do not exceed the amount of funds awarded to them, as HVP services are not entitlement services.

2. [bookmark: 2._County_Participation]County Participation

The Department will accept one application per county from the County Welfare Department (CWD) or the CWD in partnership with another county department. Counties shall state which county department has the greatest capacity to meet the requirements of the program and will deliver services effectively and efficiently. A Memorandum of Understanding (MOU) between the participating county agencies must be submitted with the application. This agreement should include, but not be limited to, each agencies’ specific roles and responsibilities, data sharing and reporting, claiming funds, enrollment and outreach policies, and communication expectations. The CWD must serve as the fiscal lead and agree to participate and collaborate with all partners within the MOU.

Participating counties shall select an approved home visiting model(s) for the delivery of HVP services. Counties that choose to participate in the program must ensure the home visiting model(s) used meets the minimum requirements established by the Department. All submitted county plans will be assessed by the Department staff to determine that they are complete and meet the criteria outlined.


a) [bookmark: a)_Regional_Partnerships]Regional Partnerships

Counties may choose to partner with other counties to deliver home visiting services regionally. Partnering counties must submit a joint RFCP by the due date. Regional partnerships require the involvement of all CWDs in partnering counties. Additional agencies may also be involved in regional partnerships. An MOU between the counties, and an outline of specific roles and responsibilities, including which county CWD is the lead, in the implementation of the HVP shall be submitted to the Department with the county plan.

3. [bookmark: 3._Requirements_for_Home_Visiting_Models]Requirements for Home Visiting Models

To be eligible for funding and approved for participation in the program, the home visiting model(s) must have demonstrated evidence of effectiveness (See HomVEE in the Glossary of Terms). Evidence-based home visiting models that are not identified by HomVEE to meet United States Department of Health and Human Services (HHS) criteria for evidence-based home visiting programs must submit a copy of the model’s evaluation of efficacy to the Department with the application.

Unless approved in a prior application cycle, the Department will give priority to counties that are utilizing HomVEE approved home visiting models.

Funding eligibility and approval of the county plan are also contingent upon a county’s and the home visiting model’s ability to both implement the mandatory criteria and demonstrate the capacity to integrate additional criteria in the delivery of home visiting services. The Department will utilize the scoring criteria as referenced below.

a) [bookmark: a)_Mandatory_Criteria]Mandatory Criteria

	Criteria
	Description

	Home Visiting Model
☒ Yes ☐ No
	The home visiting model is identified by HomVEE to meet the HHS criteria for evidence-based home visiting programs or the home visiting model is an evidence-based model with an evaluation included with the RFCP. Please note, home visiting models without an evaluation will not be considered for funding.

	Capacity
☒ Yes ☐ No
	The home visiting model demonstrates capacity to serve the linguistic and cultural needs of the target population.

	Ability to Serve Target Populations
☒ Yes ☐ No
	The home visiting model demonstrates a plan to offer and continue to provide home visiting services to the target population.

	Home Visitor Qualifications
☒ Yes ☐ No
	Home visitors are registered nurses, nurse practitioners, social workers, or other persons able to provide culturally and linguistically appropriate services who are trained and have completed a background check (W&IC) 11330.7(d)).




	Criteria Training
☒ Yes ☐ No
	Description
Home visitors will complete all required trainings below, prior to serving CalWORKs HVP clients (W&IC 11330.7(g)).

1. CalWORKs, Medi-Cal, CalFresh, California Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), and other programs, with county-specific information about how the home visiting professionals can help a parent access additional services for which the parent may be eligible and troubleshoot problems with benefits or eligibility that would impact the parent’s access to services.
2. Cultural competency and implicit bias.
3. Strength-based practices for working with families with unmet needs.

The county in conjunction with their contractor(s) has a plan developed/identified to ensure that these trainings listed above are effective and occur in a timely manner.

	Duration
☒ Yes ☐ No
	The home visiting model includes the provision of home visiting services for 24 months or until the child’s second birthday, whichever is later.

	Home Visiting Outcome Domains
☒ Yes ☐ No
	The home visiting model includes collaboration with other service providers to leverage and expand resources and referrals relating to all of the following:

	
	☒Prenatal, infant, and toddler care;
☒Infant and child nutrition;
☒Developmental screening and assessments;
☒Parent education, parent and child interaction, child development, and childcare;
☒Job readiness and barrier removal; and,
☒Domestic violence and sexual assault, mental health, and substance abuse treatment.

	Case Management
	The home visiting agency and the county have, or plan to establish, a collaborative case management plan.

	☒ Yes ☐ No
	

	Screening and Assessment Tools
☒ Yes ☐ No
	The home visiting agency uses standardized data collection tools (e.g. screenings, assessments, questionnaires, interviews), and procedures to evaluate the status and track progress in educational, developmental, health, mental health, and other domains for the child and the adult.

	Model Fidelity
☒ Yes ☐ No
	The home visiting agency has the appropriate supervision and infrastructure to maintain fidelity to its chosen model.

	Data Collection
    ☒ Yes ☐ No	
	The home visiting model has policies, procedures, and systems in place to collect data for evaluation purposes. The home visiting




Criteria	Description

model and county have a system that will collect the specific
outcome data mandated by W&IC 11330.8(d).

The county and their contractor(s) have policies and procedures in place for submitting the monthly status report (HVP19), working with the program evaluator (University of California, San Francisco), and sharing individual and aggregate data with the Department’s data
 	systems.	

If you answered “NO” to any of the above mandated requirements, please DO NOT complete the RFCP. All the mandatory criteria listed above are required.


b) [bookmark: b)_Additional_Criteria]Additional Criteria

County plans will also be scored and evaluated on the following criteria:

	Criteria
	Description

	Experience
	The home visiting agency has a minimum of three years of experience serving CalWORKs clients or CalWORKs-eligible clients.

	Outreach
	Home visiting recruitment and outreach strategies are established.

	Frequency
	The home visiting agency has a demonstrated capacity to provide services to the same participant at least monthly and multiple times per month as needed in alignment with model
fidelity.

	Attrition
	Home visiting agency has a plan to minimize attrition.

	Early Learning Setting
	Home visitors encourage CalWORKs participants to engage in high-quality early learning settings.

Parents should have an opportunity to select from high-quality early learning settings that may provide developmental screenings and assessments, and offer a core curriculum that is developmentally, culturally, and linguistically appropriate. If a parent volunteers in the early learning setting, these hours shall count towards their allowable activities under their Welfare-to-Work (WTW) plan per Section 11325.21. Children enrolled in an early learning setting through the HVP, may remain enrolled for 24-months regardless of the parent’s participation in activities.

	Resources for Immigrants
	Home visiting agency has a resource list to ensure home visitors connect families with immigration services and resources.

	Material Goods
	There is an established procedure to allocate funds for health and safety related items.

	Co-location
	The home visiting agency co-locates with a CWD or provides a feasible reason as to why they are unable to co-locate.

	Collaboration
	Participation in a local multi-disciplinary group that focuses on home visiting. The workgroup will share best practices, improve service delivery, ensure systems integration, and develop solutions to issues that arise locally.

	Sustainability
	The home visiting agency has a strategic plan for sustainability of funding for home visiting services to the CalWORKs populations. (E.g. funding from local sources, leveraging federal or other resources).



c) [bookmark: c)_Home_Visitor_Qualifications]Home Visitor Qualifications

In its county plan, counties must describe how they will ensure that home visiting agencies recruit and retain home visitors that reflect the demographic population of the clients of the CalWORKs program. Home visits must be provided by a registered nurse, nurse practitioner, social worker, or other person able to provide culturally appropriate services, who is trained in the home visiting model and has completed a background check.

The Department recommends that cultural competency and implicit bias training be ongoing. Establishing minimum training standards as a basis for ensuring cultural sensitivity, understanding, and decision making, should be embedded in the overall principles of home visiting practices. Beyond the required minimum training standards, counties are strongly encouraged to 1) recruit home visitors that are culturally and linguistically matched to the CalWORKs population served, 2) utilize culturally relevant community-based partners for resource and referral services, and 3) integrate cultural competency into other training topics.

d) [bookmark: d)_Co-location_and_Collaboration]Co-location and Collaboration

Participating counties are strongly encouraged to co-locate home visitors and county CalWORKs staff in order to facilitate communication and coordination of services.

The county and home visiting agency are highly encouraged to participate in a local multi-disciplinary group that focuses on home visiting. The workgroup will have the opportunity to share best practices, improve service delivery, ensure systems integration, and develop solutions to issues that may arise.

Local home visiting workgroup partners may include, but are not limited to: local and state home visiting agencies, representatives of counties, CalWORKs clients, advocates, home visitors, home visiting experts, home visiting model experts, behavioral health organizations, family resource center; local First 5 Commissions, and other interested partners.

4. [bookmark: 4.__Allowance_for_Multiple_Home_Visiting]Allowance for Multiple Home Visiting Models

Counties have the flexibility to use multiple evidence-based home visiting models. If counties choose to use more than one home visiting model, a MOU, or other formal agreement between the county and each home visiting agency must be submitted prior to implementation. All the home visiting models chosen must be approved by the Department and meet the minimum requirements for the CalWORKs HVP.

5. [bookmark: 5._Statewide_and_County_Stakeholder_Coll]Statewide and County Stakeholder Collaboration Meetings

The Department will convene counties with participating home visiting programs twice annually to share challenges, lessons learned, and best practices. These meetings shall be convened indefinitely to provide continuous quality improvement utilizing the


data collected. These meetings will be open to all stakeholders listed in W&IC 11330.8(a).

6. [bookmark: 6._Modifying_Application_Information]Modifying Application Information

A county may request to change their county plan, specifically their evidence-based home visiting model(s). If they choose to add to or change their current model, they will need to re-submit their RFCP with the updated information. Adding or changing a home visiting model requires Department approval prior to implementation.

At any time, a county may also request to change their projected caseload or the expanded population they plan to serve. The updated information must be sent in writing, on county letter head, to the CalWORKs HVP email address (CalWORKsHVP@dss.ca.gov).

7. [bookmark: 7._Data_Collection_and_Evaluation]Data Collection and Evaluation

Data Collection
The Department will collect the following types of data from counties in the monthly status report (HVP 19) monthly:
· Home Visiting Program Models. Summarizes the total number of cases enrolled by model type.
· Home Visiting Program Caseload. Summarizes the caseload, which includes parents or caretakers and children receiving services.
· Home Visiting Program Referrals and Services. Summarizes referrals made to various services.

Applicants can find more information regarding the HVP 19 monthly status report in All County Letter (ACL) NO. 19-82. This letter also includes the form and instructions for completing the form.

Evaluation
The Department will work with counties and other stakeholders, including independent research-based institutions, to establish outcome and process measures to evaluate the impact and effectiveness of the HVP.

Outcome measures related to the following areas will be used to track performance (W&IC § 11330.8(d)):

(A) Rates of children receiving regular well-child check-ups and, if available, immunization rates according to the American Academy of Pediatrics Bright Futures guidelines.
(B) Rates of children receiving developmental screening and referrals for further assessment.
(C) Rates of participation in early learning programs.
(D) Service referrals by type.
(E) Services accessed by type.


(F) Number of home visits completed, including data on duration of families’ enrollment in home visiting services.
(G) Parental satisfaction with their gains in parenting skills and knowledge.
(H) Food and housing stability.
(I) Workforce training, employment, and financial stability.
(J) Participation in educational programs or English as a Second Language programs, or both, as applicable.
(K) Access to immigration services and remedies.
(L) Indicators of home visiting program workforce capacity, including demographics, characteristics, composition, including employer and certification status, and future training needs of the home visiting workforce.
(M) Child welfare referrals and outcomes.
(N) Additional descriptive and outcome indicators, as appropriate.

It is the responsibility of the counties to ensure that the Department and their evaluation team receives the necessary data to conduct an efficient and effective evaluation.

8. [bookmark: 8._Glossary_of_Terms]Glossary of Terms

Academic or Instructional Services: Organized educational programs that are directly related to preparation of Parent/Caretaker for employment in current or emerging occupations, and includes, but is not limited to, college and community college education, adult education, regional occupational centers, and other occupational programs.

CalFresh: A federally mandated, state-supervised, and county-operated government entitlement program that provides monthly food benefits to assist low-income households in purchasing the food they need to maintain adequate nutritional levels.

Cal-Learn: The Cal-Learn Program serves CalWORKs recipients under 19 years old who are custodial parents or pregnant. To encourage these teen parents to stay in or return to high school or an equivalent program and earn a diploma or its equivalent, the Cal-Learn Program provides fiscal incentives and disincentives as well as needed supportive services and intensive case management (Manual of Policies and Procedures (MPP) Section 42-762). Individuals under the age of 19 are mandatory Cal-Learn participants, and individuals who were enrolled in the program prior to their 19th birthday and have turned 19 may voluntarily participate (MPP Section 42- 763.12). Cal-Learn is an eligible target population to receive CalWORKs HVP services.

California Work Opportunity and Responsibility to Kids (CalWORKs): A public assistance program that provides cash aid and services to eligible families that have a child(ren) in the home. The state-supervised program serves all 58 counties in the State and is operated locally by CWDs.

CalWORKs Assistance Unit (AU): A group of related persons living in the same home who have been determined eligible for CalWORKs and for whom cash aid

has been authorized (MPP Section 80-301(a)(8)).

Caretaker Relative: An individual related by blood, marriage or adoption who is within the fifth degree of kinship to the dependent child (MPP Section 82-808.11).

Child-Only Cases: For CalWORKs HVP implementation purposes, child-only cases occur when parents are ineligible for CalWORKs due to immigration status, receipt of Supplemental Security Income (SSI), or when the child is living in the home of a non-needy caretaker relative, and the child is eligible for aid. Cases involving an adult who was previously eligible for cash-aid or SSI but is excluded from the case requesting HVP is considered child-only. For HVP purposes, child-only cases do not include cases with an adult timed out of cash aid or an adult who is currently sanctioned due to non-compliance with WTW requirements.

Community Resource Mapping: Community resource mapping is a system-building process used by many different groups at many different stages in order to align resources and policies in relation to specific system goals, strategies, and expected outcomes.

Coordinated Services Approach: Coordinated services programs seek to address the multi-faceted needs of families and to support children’s development by providing access to high quality early care and education while simultaneously addressing additional family needs such as parenting education, supports for family economic security, and other health and human services. (Administration for Children and Families)

County Welfare Department (CWD): The agency that administers the CalWORKs programs at the county level (MPP Section 42-701.2(c)(6)).

Cultural Competence: The ability to interact effectively with people of different cultures.

Developmental Screening: A developmental screening which measures if a child is learning basic skills when they should, or if there are delays. The person screening might ask some questions or talk and play with the child during an examination to see how they play, learn, speak, behave, and move. (Center for Disease Control and Prevention).

Early Head Start-Home Based Option (EHS-HBO) Model: An evidence-based home visiting model that provides early, continuous, intensive, and comprehensive child development and family support services.

Early Learning Setting: A licensed environment that provides high-quality developmentally appropriate, care, instruction, and activities that engage children during their early years.

English as Second Language Services: Services to help Parents/Caretakers who do not speak, read, write, or understand English well because of English not being the Parent/Caretaker’s home language. The goal of the service is to improve


English skills.

Evidence-Based Home Visiting Model: A home visiting model approved by the Department, considering criteria developed by the HHS for evidence-based home visiting. (See HomVEE).

Expanded Population: Parents/Caretakers enrolled in the CalWORKs HVP program that are not included in the target population.

First-Time Parents: A parent who has one child and no other children during the month.

Healthy Families America (HFA): An evidence-based home visiting model with goals that include reducing child maltreatment, improving parent-child interactions and children's social- emotional well-being, and promoting children’s school readiness.

Home: A temporary or permanent residence or living space, or another location identified by the AU (W&IC § 11330.6(e)(3)).

Home Visiting Program (HVP): CalWORKs Home Visiting Program, formerly the CalWORKs Home Visiting Initiative (HVI) (W&IC §11330.6 through 11330.8).

Home Visitor: A registered nurse, nurse practitioner, social worker, or other or other person able to provide culturally appropriate services who is trained and certified according to the requirements of W&IC Sections 11330.6 and 11330.7 and has completed a background check. The home visitor regularly meets with participants to provide guidance, coaching, access to prenatal and postnatal care, and other health and social services.

Home Visits: A home visit occurs when the home visitor meets with the CalWORKs HVP participant to provide guidance, coaching, access to prenatal and postnatal care, and other health and social services. A home visit can occur in a temporary or permanent residence or living space, or another location identified by the assistance unit (W&IC §11330.6(e)(3)). A home visit shall not be mandatory, random, or unannounced.

Home Visiting Evidence of Effectiveness (HomVEE): HomVEE provides an assessment of the evidence of effectiveness for home visiting models targeting families with pregnant women and children from birth to kindergarten entry. HHS uses this assessment to determine which models meet the HHS criteria for an evidence-based early childhood home visiting service delivery model. (Administration of Children and Families HomVEE)

Housing Support Services and the CalWORKs Housing Support Program (HSP): Housing support programs, including but not limited to, CalWORKs HSP, which assists homeless CalWORKs families in quickly obtaining permanent housing and providing wrap-around supports to foster housing retention. HSP defines


homelessness as lacking a fixed or regular nighttime residence, and either:

· Having a primary nighttime residence that is a supervised publicly or privately-operated shelter designed to provide temporary living accommodations; or
· Residing in a public or private place not designed, or ordinarily used as, a regular sleeping accommodation for human beings; or
· In receipt of judgement for eviction, as ordered by the court.

CalWORKs HVP Participants: Parents/Caretakers who are receiving services funded by the CalWORKs HVP.

CalWORKs HVP Referrals: A referral is made when the Home Visitor provides information on a specific resource to the Parents/Caretakers receiving home visiting services. A referral may be oral or written, unless otherwise specified by the receiving agency.

Infant and Child Nutrition Services: Programs that provide healthy food, culturally and developmentally appropriate nutrition education, and support for families with infants and children. These services may include but are not limited to those provided by the Women, Infants, and Children program. The Women, Infants, and Children program is a supplemental nutrition program for women, infants, and children that provides Federal grants to States for supplemental foods, health care referrals, and nutrition education for low-income pregnant, breastfeeding, and non- breastfeeding postpartum women, and to infants and children up to age five who are found to be at nutritional risk (Health and Safety Code Sections 123225 through 123371).

Infant and Toddler Health Care Services: Any physical health care service for infants and toddlers including medical, dental, and vision care services. This does not include mental health services.

Intimate Partner Violence: Assaultive or coercive behavior which includes physical abuse, sexual abuse, psychological abuse, economic control, stalking, isolation, threats, or other types of coercive behaviors occurring within a domestic relationship.

Intimate Partner Violence Services: Services that provide safety assistance and education to victims of intimate partner violence. These services include but are not limited to; counseling, safety planning, legal advocacy, and safe shelter.

Material Goods Fund - Goods purchased for a program participant’s household related to care, health, and safety of the child and family. Material goods include, but are not limited to: child safety kits, car seats, appliance repairs, adaptive equipment for children with disabilities, and resources related to child and family language and literacy needs. The material goods funds are not intended to be an incentive for individuals to participate, but rather a response to the specific needs of the participant and their families. The material goods fund should not exceed a total of five hundred dollars ($500) per case. The funding amount ($500 total) is cumulative per case and

does not reset annually or otherwise. This money does not need to be spent on one item or at one point in time (All County Information Notice (ACIN) No. I-4-20).

Mental Health Services: Mental health services designed to enable participants to make the transition from WTW as defined in MPP Section 42-716.2(2).

MOU: Memorandum of Understanding

Immigration Legal Services: Information or legal advice provided to a foreign- born Parent/Caretaker about their immigration legal status, including the impact of their immigration status on eligibility for services and benefits.

No Wrong Door Policy: A streamlined enrollment policy that aims to enable people seeking coverage to complete one application to determine which health and social services program they are eligible for.

Nurse-Family Partnership (NFP) Model: An evidence-based home visiting model designed to improve mothers’ prenatal health and pregnancy outcomes, reduce instances of child neglect and maltreatment, improve children’s health and development, and increase families’ economic self-sufficiency and/or maternal life course development.

Outcome Domain: A group of related outcomes that measure the same or similar constructs (HomVEE)

Parent and Child Interaction Activity: Information and activities that increase parents’ knowledge about children’s physical, emotional, and cognitive development. Parents learn to engage in developmentally-age appropriate child- focused learning experiences.

Parents as Teachers (PAT) Model: An evidence-based home visiting model with the goal to provide parents with child development knowledge and parenting support, provide early detection of developmental delays and health issues, prevent child abuse and neglect, and increase children’s school readiness.

Population Mapping: Mapping of a specific area to better understand the demographics and the needs of the people residing in that area.

Prenatal Care Services: Any physical health care service for pregnant women including medical, dental and vision care services. This does not include mental health or substance abuse services.

RFCP: Request for County Plan

Substance Abuse Services: If a CalWORKs participant is evaluated and determined to have a substance abuse problem, the CWD shall offer them the opportunity to receive treatment services (MPP Section 42-716.3).

Target Population: An individual who is pregnant, or a parent or caretaker relative of

a child less than 24 months of age at the time the individual enrolls in the program, and one of the following: (i) a member of a CalWORKs assistance unit, (ii) the parent or caretaker relative for a child-only case, (iii) a pregnant individual who has applied for CalWORKs aid within 60 calendar days prior to reaching the second trimester of pregnancy and would be eligible for CalWORKs aid other than not having reached the second trimester of pregnancy, (iv) an individual who is apparently eligible for CalWORKs aid. (W&IC §11330.6(c)(2). Cal-Learn clients are included in the target population.

Welfare-to-Work (WTW): The employment and training aspect of CalWORKs designed to enable participants to achieve self-sufficiency (MPP Section 42-701.1).

Welfare-to-Work Exempt: A CalWORKs adult applicant or recipient who is not required to participate in WTW activities as a condition of eligibility for cash aid (MPP Section 42-701.2(e)(3)).

[bookmark: PART_II:_REQUEST_FOR_COUNTY_PLAN_INFORMA]PART II: REQUEST FOR COUNTY PLAN INFORMATION AND IMPORTANT DATES

1. [bookmark: 1._RFCP_Submission_Instructions]RFCP Submission Instructions

Counties must submit a completed county plan that complies with the requirements established in this RFCP along with all the requested documents to CalWORKsHVP@dss.ca.gov no later than May 28, 2020.

Include in the subject line: CalWORKs HVP Request for County Plan (2020-2022)

2. [bookmark: 2._Application_Technical_Assistance]Application Technical Assistance

The Department will provide intensive individual technical assistance to any county that requests assistance with the application. A county can request a conference call through the CalWORKs HVP email address (CalWORKsHVP@dss.ca.gov). During this conference call, the Department can either provide a high-level overview of the entire application, or answer specific questions posed by the applicant.

3. [bookmark: 3._RFCP_Implementation_and_Reporting_Tim]RFCP Implementation and Reporting Timeline

	ACTIVITY
	DATE2

	RFCP Release Date
	March 25, 2020

	RFCP Due Date
	May 28, 2020

	Tentative Award Notification and All County Letter for Participating Counties
	June 12, 2020

	County and Home Visiting Program MOU/Formal Agreement/Contracting and Data Sharing Agreements Due
	
Prior to Implementation

	
Data Collection and Monthly Reports
	5th calendar day of the
second month following the report month

	CalWORKs HVP Continuous Quality Improvement (CQI) Workgroup
	TBD TBD

	Evaluation Report Due to the Legislature
	January 10, 2022



4. [bookmark: 4._RFCP_Technical_Assistance]RFCP Technical Assistance

During the application process, counties can fill out the county conference call tool (on the Department HVP webpage). This tool allows counties to submit specific questions based on a subject area, which they can then send through the HVP email address. The Department will then setup a phone call with the county representatives to discuss the questions posed. The conference call tool can be found by clicking on the following link: Conference Call Request Document.

[bookmark: _bookmark1]1 All dates are subject to change at the discretion of the Department.

Additionally, counties can directly send any questions they have regarding the application to the CalWORKs HVP email address. The email address is CalWORKsHVP@dss.ca.gov.

5. [bookmark: 5._Home_Visiting_Model_Selection]Home Visiting Model Selection

Counties are expected to plan for and select a home visiting model(s) that would best meet the need of eligible individuals and families and align to local capacity and resources.

a) Population mapping and community resource mapping are important factors in helping choose which home visiting model(s) will best serve their county’s vulnerable populations.

b) Counties are also encouraged to explore the dosage and duration requirements for all evidence-based home visiting models prior to home visiting model selection. In order to maintain fidelity to the home visiting model, counties may need to blend/braid other funding sources in order to ensure that clients receive services consistent with the home visiting model’s minimum requirements without a break in service.

c) Counties are encouraged to consider Medi-Cal birth rates as a factor in projecting the likely CalWORKs-eligible population of pregnant and newly parenting individuals.

d) Counties should also research the eligibility criteria for all evidence-based home visiting models prior to home visiting model selection. If a home visiting model’s requirements are too restrictive to best serve the county’s population, counties are encouraged to leverage other evidence-based home visiting programs that are more inclusive to better meet the needs of the target population. Counties can also implement additional evidence-based home visiting model(s) in order to serve more clients.

6. [bookmark: 6._Home_Visiting_Models_Resources]Home Visiting Models Resources

Information for the 2019-2020 four home visiting models selected by counties can be found by clicking on the links below:

Early Head Start – Home Based Option (EHS-HBO) Healthy Families America (HFA)
Home Instructions for Parents of Preschool Youngsters (HIPPY) Nurse-Family Partnership (NFP)
Parents-As-Teachers (PAT)

More information about additional home visiting models that meet U.S. Department of Health and Human Services evidence-based criteria can be found by clicking on the following link:


Home Visiting Evidence of Effectiveness

7. [bookmark: 7._Implementation_Process]Implementation Process

Technical assistance will be provided to participating counties by the Department. The Department will use the National Implementation Research Network (NIRN) framework for implementation support planning. The NIRN framework provides information to help establish and track implementation processes and practices for evidence-based programs. The NIRN encourages an active implementation framework that offers purposeful and persistent supports to achieve successful implementation of evidence- based programs. The Department will track counties’ implementation progress with activities that include, but are not limited to, surveys, in person meetings and one-on- one phone conferences. The NIRN implementation stages listed below represent activities counties should incorporate in their implementation practices.

· Exploration: During exploration, readiness is assessed by an implementation team. The implementation team is accountable for helping create readiness, an important function when the goal is to reach an entire population. This stage should occur prior to or during the application process – while an applicant is identifying the home visiting model that will best serve the needs of their population.

· Installation: The function of the installation stage is to acquire or repurpose the resources needed to do the work ahead. Tasks in this phase include, but are not limited to, selecting staff, identifying sources for training and coaching, providing initial training for staff, finding or establishing performance assessment (fidelity) tools, locating office space, assuring access to materials and equipment.

· Initial Implementation: Initial implementation is the time when an evidenced- based program is being used for the first time. During this stage, practitioners and staff are attempting to use newly learned skills in the context of a provider organization that is just learning how to change or accommodate and support new ways of work.

· Full Implementation: Full implementation is reached when 50% or more of the intended practitioners, staff, or team members are using an effective evidence- based program with fidelity and good outcomes.

For more information regarding NIRN, counties are encouraged to visit their website listed below. National Implementation Research Network

Counties can find more information about implementing the CalWORKs HVP and technical assistance provided by the Department in ACIN No. I-56-19.


[bookmark: PART_III:_COUNTY_PLAN]PART III: COUNTY PLAN

CalWORKs Home Visiting Program County Plan

Term: July 2020 – June 2022

1. [bookmark: 1._Cover_Sheet]Cover Sheet

	DATE
	4/17/20

	COUNTY
	Siskiyou County

	CWD ADDRESS
	810 South Main Street

	AUTHORIZED CONTACT (CWD ONLY)
	Sarah Zwetsloot RN, BSN, PHN

	AGENCY/DEPARTMENT
	Siskiyou County Health & Human Services Agency, Public Health Division

	EMAIL
	
szwetsloot@co.siskiyou.ca.us

	PHONE
	
(530) 841-2130

	SECONDARY

AUTHORIZED COUNTY CONTACT (CWD or DPH)
	

Brenda Harris RN, BSN, PHN

	AGENCY/DEPARTMENT
	Siskiyou County Health & Human Services Agency, Public Health Division

	EMAIL
	bharris@co.siskiyou.ca.us

	PHONE
	        (530) 841-2124

	AUTHORIZED PARTNER CONTACT (Home
Visiting Agency)
	
Tahnee Peters FRS, FSS, LVN

	AGENCY
	Siskiyou County Health & Human Services Agency, Public Health Division

	EMAIL
	 tpeters@co.siskiyou.ca.us


	PHONE
	
        (530) 841-2139



2. [bookmark: 2._Home_Visiting_Model(s)_(More_than_one]Home Visiting Model(s) (More than one may be selected):

	Indicate the evidence-based home visiting model(s) the county will utilize below

	☐Early Head Start–Home Based Option (EHS-HBO)
☒Healthy Families America (HFA)
☐Nurse-Family Partnership (NFP)
☐Parents as Teachers (PAT)
☐Home Instruction for Parents of Preschool Youngsters (HIPPY)
☐Other (See below)

	
If the home visiting model is not listed above, please enter the name(s) of the model(s) here:

Is the home visiting model evidence-based?
☒[image: ] Yes - An evaluation with outcomes in several HVP domains must accompany the RFCP. (See home visiting outcome domains on page 6. Additionally, please answer Question 8 in Part III of the application.)
☐ No - Please do not complete the RFCP.



3. [bookmark: 3._Caseload_Proposal][image: ]Caseload Proposal

Enter the total unduplicated caseload your county intends to serve. When determining the caseload, assess your county’s capacity to manage the caseload.

The services offered via the HVP are not entitlement services and participating counties may limit the number of families participating in the program to ensure that the costs do not exceed the amount of funds awarded to the county for this purpose. Funding awarded for the purpose of home visiting services provided under this article shall not supplant expenditures from any other existing funding sources subject to county control for home visiting services.

Target Population

	Population Description
	Proposed Unduplicated Caseload Count

	CalWORKs Assistance Units
	One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 families when served most intensely and a maximum of 20-25 families when at a variety of service levels.  Currently Siskiyou County has 40 families eligible for services.	

	Child-Only
	One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 children when served most intensely and a maximum of 20-25 children  when at a variety of service levels.  Currently Siskiyou County has 8 children eligible for services.




4. [bookmark: 4._Expanded_Population]Expanded Population

If a county chooses to serve additional individuals beyond the target population (as defined on page 13 of this document), include the proposed caseload below.

	Types of Cases (Description of Expanded Population)
	Proposed Unduplicated Caseload Count

	First time Parent/caretaker with a child over 24 months or Child only case, but younger than 3 years old at time of enrollment.
	This population may only be added after the target population above is served first and budget allows. One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 families when served most intensely and a maximum of 20-25 families when at a variety of service levels.  Currently we have  14 families eligible for services

	Pregnant or parent/caretaker with more than one child at time of enrollment, with at least one child 24 months old or less
	This population may only be added after the target population above is served first and budget allows. One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 families when served most intensely and a maximum of 20-25 families when at a variety of service levels.  Currently we have 6 families eligible for services.

	Timed-out cases that fall within the Target population and first two Extended population age range.
	This population may only be added after the target population above is served first and budget allows. One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 families when served most intensely and a maximum of 20-25 families when at a variety of service levels.  Currently we have  23 families eligible for services

	Sanctioned Clients that fall within the Target population and first two Extended population age range.
	This population may only be added after the target population above is served first and budget allows. One full time (40hrs/wk) home visitor will have a caseload of not more than 12-15 families when served most intensely and a maximum of 20-25 families when at a variety of service levels.  Currently we have 10 families eligible for services



Describe why the county is proposing to offer services to this population. Include any additional outcomes that would be expected based on this population. Please include the data used to determine the need for this population.

Siskiyou County is a geographically large, rural county with a population of approximately 42,000. According to the 2018 County Health Rankings, 27% of children live in poverty and 38% of children are in single parent homes in Siskiyou County.  Children in poverty are at greater risk for food insecurity, academic failure and poor health outcomes.  Children raised in single parent homes often have less stability and supervision and are more likely to be living in poverty as well. Participation in evidence based home visiting model such as Healthy Families America, is based on the belief that early nurturing relationships are the foundation for life-long, healthy development. Interactions between the home visitor and the family are relationship based, designed to promote positive parent-child relationships and healthy attachment. Desired outcomes include; fewer infant deaths and injuries, fewer child neglect referrals, increased access to primary care medical services and community services, improved parent-child interactions, improved child social-emotional well-being, increased school readiness, increased family self-sufficiency, and better overall physical health and development. When services are discontinued for families, transitional plans will be developed and resources and referrals identified as is appropriate.



5. [bookmark: 5._Proposed_Budget_and_Scope_of_Work]Proposed Budget and Scope of Work

[bookmark: Home_Visiting_Caseload_and_Cost]Home Visiting Caseload and Cost
	
	CalWORKs Assistance Units2
	
Child-Only
	
Cal-Learn
	Expanded Population

	Number of families the county will serve in their CalWORKs HVP
	
12
	
2
	
	
10

	Estimated cost per case3
	$694.70
	$694.70
	
	$694.70

	Total funding requested
	$100,037.40
	$16,672.90
	
	$83,364.50



[bookmark: County_Administrative_Costs]County Administrative Costs
	Budget Item
	Estimated Cost (FY 2020-2021)
	Estimated Cost (FY 2021-2022)

	Amount anticipated for administrative costs
	
$35,886.71
	
$35,886.71

	Outreach (Brochures, outreach
fliers, social media, bus ads, etc.)
	$1,500.00
	$1,500.00

	Personnel
	$143,546.85
	$143,546.85

	Training (Initial/Ongoing)
	$3,570.72
	$3,570.72

	Equipment
	
	

	Subcontractor
	
	

	Coordination (Initial/Ongoing)
	
	

	Planning (Initial/Ongoing)
	
	

	Material Goods Fund
	$12,000.00
	$12,000.00

	Other (Please include description of items.)
	
$3,570.72 Travel Expenses & Office Supplies
	
$3,570.72 Travel Expenses & Office Supplies



[bookmark: Contractor_Administrative_Costs_(Subcont]Contractor Administrative Costs (Subcontractor)
	Budget Item
	Estimated Cost (FY 2020-2021)
	Estimated Cost (FY 2021-2022)

	Amount anticipated for administrative costs
	
	

	Outreach (Brochures, outreach fliers, social media, bus ads, etc.)
	
	

	Personnel
	
	

	Training (Initial/Ongoing)
	
	

	Equipment
	
	

	Travel
	
	

	Coordination (Initial/Ongoing)
	
	

	Planning (Initial/Ongoing)
	
	

	Material Goods Fund
	
	

	Other (Please include description of items.)
	
	



[bookmark: _bookmark2]2 This number should exclude Child-Only and Cal-Learn cases.
[bookmark: _bookmark3]3 This cost per case estimate is the average cost per family per month.



Please include the following attachments when submitting your RFCP:
A Scope of Work (SOW) containing any milestones, reports, deliverables, and end products that are expected to be provided by the performing party. The SOW California Department of Public Health (CDPH)
CalWORKs Home Visiting Program ( CHVP)
Scope of Work (SOW)


The Local Health Jurisdiction (LHJ), in collaboration with the State CalWORKs Home Visiting Program, shall strive to develop systems that protect and improve the health of California’s women of reproductive age, infants, children, adolescents and their families. The goals and objectives in this CHVP SOW incorporate local problems identified by LHJs in the 5-Year Needs Assessments and reflect the Title V priorities of the CalWORKs Division. The local 5-Year Needs Assessment identified problems that LHJs may address in their 5-Year Action Plans. The LHJ 5-Year Action Plans inform the development of the annual CHVP SOW.

All LHJs must perform the activities in the shaded areas in Goals 1-3 and monitor and report on the corresponding evaluation/performance measures.  In addition, each LHJ is required to develop at least two local objectives in Goal 1, one to address the health of reproductive age women and one to address the needs of pregnant women and two local objectives for Goal 3, a SIDS/SUID objective and an objective to improve infant health. LHJs that receive FIMR funding will perform the activities in the shaded area in Goal 3.5, including one local objective addressing fetal, neonatal, post-neonatal and infant deaths. In the second shaded column of 3.5a, Intervention Activities to Meet Objectives, insert the number and percent of cases that will be reviewed for the fiscal year. Lastly, if resources allow, LHJs should develop additional objectives, which can be placed under any of the Goals 1-5. All activities in this SOW must take place within the fiscal year. 

The development of this SOW was guided by several public health frameworks including the ones listed below. Please consider integrating these approaches when conceptualizing and organizing local program, policy, and evaluation efforts. 

· The Ten Essential Services of Public Health	
· The Spectrum of Prevention
· Life Course Perspective
· The Social-Ecological Model
· Social Determinants of Health	
· Strengthening Families


CDPH/CHVP Division expects each LHJ to make progress towards Title V State Performance Measures and Healthy People 2020 goals. These goals involve complex issues and are difficult to achieve, particularly in the short term.  As such, in addition to the required activities to address Title V State Priorities and requirements, the CHVP SOW provides LHJs the opportunity to develop locally determined objectives and activities that can be realistically achieved given the scope and resources of local CHVP programs. 

LHJs are required to comply with requirements as stated in the CHVP Program Policies and Procedures Manual, such as attending statewide meetings, conducting a Needs Assessment every five years, submitting Agreement Funding Applications, and completing Annual Progress Reports.


	CHVP

	CHVP
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	CHVP
	Assessment

1.1a
i. Identify and monitor the health status of women of reproductive age, pregnant women, infants, children, adolescents, and CYSHCN, including the social determinants of health and access/barriers to the provision of:
· Preventive, medical, dental, and social services
	

1.1a
i. This deliverable will be fulfilled by completing and submitting your Community Profile with your Agreement Funding Application each year.
	

1.1a


	
	ii. Review data books and monitor trends over time, geographic areas and population group disparities.
	ii. Briefly describe process for monitoring and interpreting data.
	

	
	iii. Annually, share your data with key local health department leadership.
	iii. Report the date data shared with the key health department leadership. Briefly describe their response, if significant.
	

	CHVP
	1.1b 
Participate in collaborative, coalitions, community organizations, etc., to review data and develop policies and products to address social determinants of health and disparities.
	1.1b 
Report the total number of collaborative with CHVP staff participation.

Submit online Collaborative Surveys that document participation, objectives, activities and accomplishments of CHVP –related collaborative.
	1.1b 
List policies or products developed to improve infrastructure that address CHVP priorities.


	CHVP
	Policy Development
1.1c
i. Review, revise and enact protocols or policies that facilitate access to Medi-Cal, California Children’s Services (CCS), Covered CA,  and Women, Infants, and Children (WIC)
	
1.1c
i. List types of protocols or policies developed or revised to facilitate access to health care services.

	
1.1c
i. List formal and informal agreements in place including Memoranda of Understanding with Medi-Cal Managed Care Plans (MCP) or other organizations that address the needs of mothers and infants. 

	CHVP
	ii. Develop and implement protocols to ensure all clients in CHVP programs are enrolled in a health insurance plan, linked to a provider, and complete an annual visit. Protocols include the following key components:
· Assist clients to enroll in health insurance.
· Link clients to a health care provider for a preventive and/or medical visit.
· Develop a tracking mechanism to verify that the client enrolled in health insurance, completed a preventive or well medical visit.
	ii. Briefly describe the key components of the protocols developed to ensure all clients in CHVP programs are enrolled in insurance or a health plan, linked to a provider and complete an annual preventative and/or medical visit.
	ii. Describe and summarize the impact of protocols or policy and systems changes that facilitate access to Medi-Cal, CCS, Covered CA, and WIC.

	CHVP
	Assurance
1.1d
Develop staff knowledge and public health competencies for  CHVP related issues.
	
1.1d
Summarize staff knowledge and competencies gained. 
	
1.1d


	CHVP
	1.1e
Conduct activities to facilitate referrals to Medi-Cal, Covered CA, CCS, and  other low cost/no-cost health insurance programs for health care coverage2
	1.1e
Describe activities to ensure referrals to health insurance, programs and preventive visits.
	1.1e
Report the number of referrals to Medi-Cal, Covered CA, CCS, or other low/no-cost health insurance or programs.

	CHVP
	1.1f
Provide a toll-free or “no-cost to the calling party” telephone information service and other appropriate methods of communication, e.g., local CHVP Program web page to the local community2 to facilitate linkage of CHVP population to services.
	1.1f
Describe the methods of communication, including the, cultural and linguistic challenges and solutions to linking the CHVP population to services.
	1.1f
Report the following:
· Number of calls to the toll-free or “no-cost to the calling party” telephone information service.
· The number of web hits to the appropriate local CHVP Program webpage.


Agency:  Siskiyou		Fiscal Year: 2020-2022
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Goal 1.2:	WOMEN/MATERNAL DOMAIN: Improve access to and utilization of comprehensive, quality health and social services for reproductive age women.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	REQUIRED LOCAL OBJECTIVE: Insert locally developed Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.  Each LHJ is required to develop at least one specific short and/or intermediate SMART outcome objective(s) to address access to needed preventive services.  Number each locally developed objective as follows: 1.2, 1.2a, 1.2b, 1.2c, 1.2d, etc.

	Objective 1.2

Insert a local objective to address increasing access to and utilization of preventive health services1 for reproductive age women

By June 30, 2022 continue to implement a home visiting program with 50 (Total for year) women enrolled, to improve health in women of the reproductive age.

	1.2  Maintain a evidence based home visiting model using Healthy Families America.
·  Review county data and target women of reproductive age to participate in our home visiting program Identify community or system barriers that impact the health of reproductive age women.
· Develop protocols and criteria for home visiting.
· Establish sustainable funding sources to support home visiting. Collaborate with WIC, First 5, Early Head Start, Head Start and providers.
· Organize intervention activities and performance measures using the three core functions of public health.
· Develop a provider referral system to sustain Home visiting.
· Educate the community and Public Health on positive evidence based results regarding home visiting.
· Enroll 50 number of women.
· Develop an evaluation process to ensure that protocols are implemented as intended and revised.

	1.2 Develop process measures for   home visiting.

          Home visiting was offered to 100 number of women of   reproductive age by end of year.

          Describe outcomes of collaborative efforts with WIC, First 5, Early Head Start, Head Start and providers.

         Describe outcomes  of education provided to the  community on the importance of home visiting. 

         Describe the outcome of home visiting education to community members regarding to enrollment into home visiting.


	1.2 Analyze and evaluate data to   adjust SOW as indicated to improve the health of reproductive age women. 

· Document what home visiting model that is implemented.

· Number of women   enrolled 80 (total)

·  Protocols and criteria developed

· Document and evaluate support from WIC, First 5, Early Head Start, Head Start and providers.  

· Document funding sources provided.

· Describe the process developed to evaluate implemented strategies for effectiveness and identify next steps.






	
Goal 1.3:	WOMEN/MATERNAL DOMAIN: All pregnant women will have access to early, adequate, and high quality perinatal care with a special emphasis on low-income and Medi-Cal eligible women.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	Objective 1.3

All women will have access to quality maternal and early perinatal care, including CPSP services for Medi-Cal eligible women by:
· Increasing first trimester prenatal care initiation1
· Increasing postpartum visit1
· Increasing access to providers that can provide the appropriate services and level of care for reproductive age women1
	Assurance

1.3a
i. Develop CHVP staff knowledge of the system of maternal and perinatal care.
	

1.3a
Report the following:
i. List of trainings received by staff on perinatal care, such as roundtables, regional meetings, collaborative work.
	

1.3a
Provide the number and describe the outcomes of:
· Roundtable meetings
· Regional meetings 
· Other maternal and perinatal meetings

	
	ii. Develop a comprehensive resource and referral guide of available health and social services.
	ii. Submit resource and referral guide.
	

	
	iii. Attend the yearly CPSP statewide meeting.
	iii. Date and attendance at the CPSP yearly meeting.
	

	
	iv. Conduct local activities to facilitate increased access to early and quality perinatal care.
	iv. List activities implemented to increase access of women to early and quality perinatal care. Identify barriers and opportunities to improve access to early and quality perinatal care.
	



	Goal 1.3:	WOMEN/MATERNAL DOMAIN: All pregnant women will have access to early, adequate, and high quality perinatal care with a special emphasis on low-income and Medi-Cal eligible women.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	
	1.3b
Outreach to perinatal providers, including Medi-Cal Managed Care.
i. Enroll in CPSP (Fee-for- Service and FQHC/RHC/IHC providers).
	1.3b


i. Enroll FFS and FQHC/RHC/IHC providers
Identify the MCP liaison(s).
	1.3b


	
	ii. Identify and work with MCP liaisons to provide CPSP comparable services.
	ii. Work with MCP(s) to provide CPSP comparable services.
	

	
	iii. Assist MCP providers to provide CPSP comparable services.
	iii. Work with MCP providers to provide CPSP comparable services.
	

	
	1.3c 
Coordinate perinatal activities between CHVP and the Regional Perinatal Programs of California (RPPC) to improve maternal and perinatal systems of care, including coordinated post-partum referral systems for high-risk mothers and infants upon hospital discharge.	
	1.3c
List number of meetings attended to facilitate coordination of activities between RPPC and CHVP and briefly describe outcomes.
	1.3c


	
	1.3d
Conduct technical assistance and face-to-face quality assurance/quality improvement (QA/QI) activities with CPSP providers or managed care providers in collaboration with MCP(s) liaison to ensure that CPSP services are implemented and protocols are in place.
	1.3d
Report the number of CPSP provider technical assistance activities conducted by phone or email. 

Report the number of QA/QI face-to-face site visits conducted with:
· Enrolled CPSP providers.  
· MCPs providers (with MCP liaison(s)).
· Number of chart reviews. 

List common problems or barriers and successful interventions.
	1.3d
Describe the results of technical assistance provided by phone or email. 

Describe the results of QA/QI activities that were conducted with:
· Enrolled CPSP providers.
· MCPs providers (with MCP liaison(s))
· Summary of findings from the chart reviews.








	




























	Goal 1.4:	WOMEN/MATERNAL DOMAIN: Improve access to and utilization of comprehensive, quality health and social services for pregnant women.

		Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)


REQUIRED LOCAL OBJECTIVE: Insert locally developed Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.  Each LHJ is required to develop at least one specific short and/or intermediate SMART outcome objective(s) to address access to needed preventive services.  Number each locally developed objective as follows: 1.4, 1.4a, 1.4b, 1.4c, 1.4d, etc.

	Objective 1.4
1.4a By June 30, 2022:
100% of women enrolled in CHVP’s Prenatal Care Guidance (PCG) Program will be screened for health insurance coverage and a primary care provider.   100% of pregnant women will be screened for a prenatal care provider.
· 100% of those without coverage and/or a provider will be referred to a resource for assistance (eligibility, community health advocate, covered California, etc.)


 By June 30, 2022, the PCG Program nurse/health educator will demonstrate understanding about educating pregnant PCG clients about the importance of prenatal care in pregnancy.






 By June 30, 2022, the PCG clients and medical/substance abuse/mental health providers that received health educational materials from the PCG Program will demonstrate understanding of the educational materials distributed by the PCG Program.

  
1.4b.  By June 30, 2022 continue to maintain a home visiting program with 50 (Total for year) number of women enrolled, to improve health of pregnant women using Healthy Families America

	1.4a. Include questions about health insurance coverage, primary care provider and prenatal care provider PCG client assessment form.
· Make referrals to appropriate resources for any PCG Program clients not already connected to health insurance coverage.

· Develop protocols to link CHVP Clients to health insurance and Preventive visits.

· Make referral to a prenatal care provider for pregnant woman who has not established a health care provider.

· Track data on PCG Program clients’ existing resources and referrals made.

· Identify training resources and/or reliable online information (e.g. from CDPH, CDC, etc.) on educating clients about reproductive life planning and contraception.

· Obtain and/or develop educational materials/messages on the importance of the first 9 months.
1.4b. Maintain an evidence based home visiting model using Healthy Families America.
·  Review county data and target pregnant women to participate in our home visiting program Identify community or system barriers that impact the health of pregnant women
· Develop protocols and criteria for home visiting.
· Establish sustainable funding sources to support home visiting. Collaborate with WIC, First 5, Early Head Start, Head Start and providers.
·  Organize intervention activities and performance measures using the three core functions of public health.
·   Develop a provider referral system to sustain Home visiting.
·  Educate the community and Public Health on positive evidence based results of home visiting.
·  Enroll 50 number of pregnant women.

· Develop an evaluation process to ensure that protocols are implemented as intended and revised as needed.

 
	1.4













































1.4b. Develop process measures for home visiting.

· Home visiting was offered to 75 number of pregnant women by end of year.

·  Describe outcomes of collaborative efforts with WIC, First 5, Early Head Start, Head Start and providers. 


· Describe outcomes of education provided to the  community on the importance of home visiting 

· Describe the outcome of home visiting education to community members regarding to enrollment into home visiting.
	1.4












































1.4b. Analyze and evaluate data to adjust SOW as indicated to improve the health of pregnant women.

· Document home visiting model that is implemented.

· Document and evaluate support from WIC, First 5, Early Head Start, Head Start and providers.

·  Document funding sources provided.

· Describe the process developed to evaluate implemented strategies for effectiveness and identify next steps.

· Describe the outcome of home visiting education to community members regarding enrollment into home visiting.






	Goal 2:	CHILD/CYSHCN DOMAIN: Improve the cognitive, physical, and emotional development of all children, including children and youth with special health care needs. 
The shaded and bolded areas represent required activities.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	Objective 2.1

Provide developmental screening for all children1 in CHVP programs

· All children, including CYSHCN, receive a yearly preventive medical visit.
· Increase the rate of developmental screening for children ages 0-5 years according to AAP guidelines – 9 months, 18 months and 30 months. 

	Child Objective

2.1a 
Promote the American Academy of Pediatrics (AAP) developmental screening guidelines. 
	

2.1a

	

2.1a


	
	The following bolded activities, i, ii, are required:
i. Promote regular preventive medical visits for all children, including CYSHCN, in CHVP Home Visiting and Case Management programs, per Bright Futures/AAP, 
	Required

Describe or report the following for CHVP programs:
i. Activities to promote the yearly preventive medical visit.
	Required

Describe or report the following for children in CHVP programs
i. Number of children, including CYSHCN, receiving a yearly preventive medical visit.

	
	ii. Adopt protocols/policies, including a QA/QI process, to screen, refer, and link all children in CHVP Home Visiting or Case Management Programs.
	ii. Describe protocols/policies including QA/QI process to screen, refer and link all children in CHVP programs.
	ii. Number of children in  CHVP programs receiving developmental screening.

· Number of children with positive screens that complete a follow-up visit with their primary care provider.

· Number of children with positive screens linked to services.

· Number of calls received for referrals and linkages to services.

	
	CYSHCN Objective(s)
At least one activity is required. Choose from activities 2.1.b-2.1. (highlight your choices in yellow):

	Report the following based on the activities you chose to implement in the second column (highlight your choices in yellow):

	Describe the following based on the activities you chose to implement in the second column
(highlight your choices in yellow):


	
	2.1b
Promote the use of Birth to 5; Watch Me Thrive, Learn the Signs, Act Early or other screening materials consistent with AAP guidelines.
	2.1b
Number of providers or provider systems receiving information about Birth to 5, Learn the Signs, Act Early or other screening materials.
	2.1b
.

	
	2.1c
Participate in Help Me Grow (HMG) or programs that promote the core components of HMG.
	2.1c 
Describe participation in HMG or HMG like programs.

	2.1c
Outcomes of participation in HMG or HMG like programs. Describe results of work to implement HMG core components.

	
	2.1d
Increase understanding of the specific barriers to referral and evaluation by early intervention or pediatric specialists (including mental/behavioral health).
	2.1d
Describe barriers to referral and evaluation by early intervention or pediatric specialists.

	2.1d
.

	
	2.1e
Plan and implement a family engagement project to improve local efforts to serve children and youth with special health care needs (e.g., convene a family advisory group to assess how CYSHCN. are served in local home visiting or case management programs).
	2.1e
Describe project activities, goals, and outcomes such as number of family members engaged, number of community meetings, and other process measures specific to the planned project. 

	2.1e
.

	
	2.1f
Work with health plans (HPs), including MCPs, to identify and address barriers to screening, referral, linkage and to assist the HPs in increasing developmental screenings for their members, per AAP guidelines, through education, provider feedback, incentives, quality improvement, or other methods.
	2.1f
Describe barriers and strategies to increase screening, referral and linkage.
· Number of HPs requiring screenings per AAP guidelines.

	2.1f


	
	2.1g
Identify methods to measure and monitor rates of developmental and other types of childhood screening, referrals, and successful linkages to care in your jurisdiction.
	2.1g
If applicable, provide data on developmental and other screening rates, referrals, and successful linkages to care for the target population. 
	2.1g


	
	2.1h
Based on local needs, develop strategies to promote awareness of and address childhood adversity and trauma, including Adverse Childhood Experiences (ACEs), and build family and community resilience.
	2.1h
Provide a description, and data if applicable, on process measures and outcomes relevant to the planned activities .
	2.1h


	
	2.1i
Outreach and education to providers to promote developmental screening, referral and linkages.
	2.1i
Describe type of outreach/education performed and results of outreach to providers.
	2.1i


	
	2.1j
Provide care coordination for CYSHCN, especially non-CCS eligible children or children enrolled in CCS in need of services not covered by CCS.
	2.1j
Describe activities for care coordination provided.
	2.1j
List the number of children receiving care coordination.



	Goal 2:	CHILD/CYSHCN DOMAIN:  Improve the cognitive, physical, and emotional development of all children, including children and youth with special health care needs. 

The shaded and bolded areas represent required activities.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	OPTIONAL LOCAL OBJECTIVE: Insert locally developed Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.   Number each locally developed objective as follows: 2.2, 2.2a, 2.2b, 2.2c, etc.

	Objective 2.2 

By June 30, 2022 continue to maintain a home visiting program with 50 (Total for year) number of children enrolled, to improve health of children using Healthy Families America.



	2.2
      Maintain an evidence based home visiting model using Healthy Families America.
·  Review county data and target children to participate in our home visiting program. Identify community or system barriers that impact the health of children.
· Develop protocols and criteria for home visiting.
· Establish sustainable funding sources to support home visiting. Collaborate with WIC, First 5, Early Head Start, Head Start and providers.
· Organize intervention activities and performance measures using the three core functions of public health.
· Develop a provider referral system to sustain Home visiting.
·  Educate the community and Public Health on positive evidence based results of home visiting.
·  Enroll 50 number of children.




	2.2
Develop process measures for home visiting.

· Home visiting was offered to 75 number of children by end of year.
·  Describe outcomes of collaborative efforts with WIC, First 5, Early Head Start, Head Start and providers. 
· Describe outcomes of education provided to the  community on the importance of home visiting.
·   Describe the outcome of home visiting education to community members regarding to enrollment into home visiting.


	2.2
Analyze and evaluate data to adjust SOW as indicated to improve the health of children

· Document what home visiting model is implemented. 
· Document and evaluate support from WIC, First 5, Early Head Start, Head Start and providers.  
· Document funding sources provided. 
· Describe the process developed to evaluate implemented strategies for effectiveness and identify next steps.
· Describe the outcome of home visiting education to community members regarding enrollment into home visiting.





	Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality by reducing the rate of SIDS/SUID deaths
The shaded area represents required activities.

	Short and/or Intermediate Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome Measure(s)

	Objective 3.1

All parents/caregivers experiencing a sudden and unexpected death will be offered grief and bereavement support services
	Assurance

3.1a
Establish contact with parents/caregivers of infants with presumed SIDS death to provide grief and bereavement support services3

Provide grief and support materials to parents
	

3.1a
(Insert number) of parents/caregivers who experience a presumed SIDS death and the number who are contacted for grief and bereavement support services.

	

3.1a
Nothing is entered here


	
	3.1b
Contact local coroner office to ensure timely reporting and referral of parents of all babies who die suddenly and unexpectedly regardless of circumstances of death
	3.1b
Report the coroner’s notifications received

Briefly describe barriers and opportunities for success
	3.1b
Nothing is entered here


	Objective 3.2.  
All professionals, para-professionals, staff, and community members will receive information and education on SIDS risk reduction practices and infant safe sleep
	3.2a
Disseminate AAP guidelines on infant safe sleep and SIDS risk reduction to providers, pediatricians, CPSP providers, parents, community members and other caregivers of infants
	3.2a
Numbers receiving AAP guidelines on infant safe sleep: 
· Providers
· Pediatricians
· CPSP providers
· Child care providers
· Other – list
	3.2a
Nothing is entered here





	Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality by reducing the rate of SIDS/SUID deaths
The shaded area represents required activities.

	Short and/or Intermediate Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome Measure(s)

	
	3.2b
Attend the SIDS Annual Conference/SIDS training(s), SIDS Coordinators’ meeting and other conferences/trainings related to infant health3.
	3.2b
Provide staff member name and date of attendance at SIDS Annual Conference/SIDS training(s) and other conference/trainings related to infant health.
	3.2b
Describe results of staff trainings related to infant health.



	Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality by reducing the rate of SIDS/SUID deaths
The shaded area represents required activities.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	REQUIRED LOCAL OBJECTIVE: Insert Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.  Each LHJ must provide at least one specific short and/or intermediate SMART outcome objective(s) to address SIDS/SUID.  Number each locally developed objective as follows: 3.3, 3.3a, 3.3b, 3.3c., etc.

	Objective 3.3
         By June 30, 2022, at least 30 community members will receive training pertaining to SIDS/SUID risk reduction.

By June 30, 2022, at least 30 community members will demonstrate an increase in knowledge and intent to implement what was learned of SIDS/SUID risk reduction and infant safe sleep.


	3.3 Provide SIDS/SUID education and resources to at least 30 community members (parents, expectant parents, foster parents, childcare providers, family resource center employees, Local Planning Council members, emergency personnel, healthcare professionals, public health professionals and others involved in the care of children <age 1.)

· Administer SIDS/SUID general knowledge pre-and post-tests at each presentation/training.

· Develop a PSA during SIDS Awareness month. 

· Develop a process to measure focus group understanding (potentially a post-training test


	3.3

· Describe SIDS/SUID resources distributed and the number given to parents and/or partner agencies.

· List dates and locations of presentations/trainings.

· Describe the evaluation process used to measure knowledge gained from each training/presentation.

· Describe results of the focus group

· Description of post-test given at trainings focus group


	3.3
Number of community members educated/30
· Number of community members demonstrating an increase in knowledge and intent to implement what was learned regarding SIDS/SUID risk reduction and infant safe sleep/30.

· Average pre- and post-test scores. Brief description of the knowledge change and intent to implement what was learned

· Description of PSA  and feedback if any




	Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality
The shaded area represents required activities.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	REQUIRED LOCAL OBJECTIVE: Insert Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.  Each LHJ must provide at least one specific short and/or intermediate SMART outcome objective(s) to address perinatal/infant health.  Number each locally developed objective as follows: 3.4, 3.4a, 3.4b, 3.4c., etc.

	Objective 3.4

By June 30, 2022 Continue to implement a home visiting program with 50 (Total for year) number of perinatal/infants enrolled, to improve health.


	3.4
Maintain evidence based home visiting model. 
        Review county data and target perinatal/infants to participate in our home visiting program Identify community or system barriers that impact the health of perinatal/infants.

        Develop protocols and criteria for home visiting.

        Establish sustainable funding sources to support home visiting. Collaborate with WIC, First 5, Early Head Start, Head Start and providers.

        Organize intervention activities and performance measures using the three core functions of public health.
        Develop a provider referral system to sustain Home visiting.

        Educate the community and Public Health on positive evidence based results of home visiting.

·  Enroll 50 number of perinatal/infants.
· Develop an evaluation process to ensure that protocols are implemented as intended and revised as needed.


	3.4

Develop process measures for home visiting.

· Home visiting was offered to 75 number of perinatal/infants by end of year.

· Describe outcomes of collaborative efforts with WIC, First 5, Early Head Start, Head Start and providers.

·  Describe outcomes of education provided to the  community on the importance of home visiting  Describe the outcome of home visiting education to community members regarding to enrollment into home visiting.

	3.4
Analyze and evaluate data to adjust SOW as indicated to improve the health of perinatal/infants.

· Document and evaluate support from WIC, First 5, Early Head Start, Head Start and providers.
  
· Document funding sources provided. 

· Describe the process developed to evaluate implemented strategies for effectiveness and identify next steps.

· Describe the outcome of home visiting education to community members regarding enrollment into home visiting.










	
	
	
Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	
For FIMR LHJs only complete 

Objective 3.5
Reduce preventable fetal, neonatal and post-neonatal and infant deaths.
	For FIMR LHJs only complete Assessment
3.5a
Complete the review of at least __ cases, which is approximately __% of all fetal, neonatal, and post-neonatal deaths.
	For FIMR LHJs only complete Assessment
3.5a
Develop a process for sample.
Submit number of cases reviewed as specified in the Annual Report table.
	For FIMR LHJs only complete Assessment
3.5a
Submit annual local summary report of findings and recommendations (periodicity to be determined by consulting with CHVP).

	
	Assurance
3.5b
Establish, facilitate, and maintain a Case Review Team (CRT) to review selected cases, identify contributing factors to fetal, neonatal, and post-neonatal deaths, and make recommendations to address these factors.
	
3.5b
Submit FIMR Tracking Log and FIMR Committee Membership forms for CRT and CAT with the Annual Report.
	
3.5b and c
Nothing is entered here

	
	3.5c
Establish, facilitate, and maintain a Community Action Team (CAT) to recommend and implement community, policy, and/or systems changes that address review findings.
	
	












	Goal 3:	PERINATAL/INFANT DOMAIN: Reduce infant morbidity and mortality

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	
REQUIRED LOCAL OBJECTIVE for FIMR LHJs Only:  Insert Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below. Each LHJ must provide at least one specific short and/or intermediate SMART outcome objective(s) to address perinatal/infant health.  Number each locally developed objective as follows: 3.6, 3.6a, 3.6b, 3.6c, etc.

	Objective 3.6

Insert a local objective that addresses reducing the number of preventable, fetal, neonatal, post-neonatal, and infant deaths.

Examples of focus areas can include but are not limited to:
· Prematurity/Low birth weight  
· Perinatal substance use
· Access to enhanced perinatal (neonatal) services
· Birth intervals/Birth Spacing
	3.6

Based on CRT recommendations, identify and implement at least one evidence based or informed intervention involving policy, systems, or community norm changes here
	3.6

Develop process measures for applicable intervention activities here
	3.6

Develop short and/or intermediate outcome-related performance measures for the objectives and activities here



	Goal 4:	CROSSCUTTING DOMAIN: Increase the proportion of children, adolescents and women of reproductive age who maintain a healthy weight.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	OPTIONAL LOCAL OBJECTIVE:  Insert locally developed Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below.  Number each locally developed objective as follows: 4.1, 4.1a, 4.1b, 4.1c, etc.

	Objective 4.1

Insert a local objective that addresses the proportions of children, adolescents and women of reproductive age who maintain a healthy weigh by:
· Increasing consumption of a healthy diet1
· Increasing physical activity1

Examples of focus areas can include but are not limited to:
· Overweight/obesity in children
· Physical activity 
· Recommended weight gain during pregnancy
· Recommended intake of folic acid
· Food security
· Access to WIC services
	4.1 

List evidence-based or informed activities to meet the objective(s) here. 

Organize intervention activities and performance measures using the three core functions of public health: Assessment, Policy Development and Assurance.
	4.1 

Develop process measures for applicable intervention activities here.
	4.1 

Develop short and/or intermediate outcome related performance measures for the objectives and activities here.









	Goal 5:	ADOLESCENT DOMAIN: Promote and enhance adolescent strengths, skills, and supports to improve adolescent health.

	Short and/or Intermediate  Objective(s)
	Intervention Activities to Meet Objectives (Describe the steps of the intervention)
	Evaluation/Performance Measures
Process, Short and/or Intermediate Measures
(Report on these measures in the Annual Report)

	
	
	Process Description and Measures
	Short and/or Intermediate Outcome
Measure(s)

	OPTIONAL LOCAL OBJECTIVE:  Insert locally developed Short and/or Intermediate Outcome Objective(s), Activities, Evaluation/Performance Measures in the appropriate column below. Number each locally developed objective as follows: 5.1, 5.1a, 5.1b, 5.1c, etc.

	Objective 5.1

Insert a local objective that promotes and enhances adolescents strengths, skills and supports improve health by:
· Decreasing teen pregnancies1
· Reducing teen dating violence, bullying and harassment 1

Examples of focus areas can include but not limited to: 
· Adolescent sexual health, including contraception, preconception health, STIs
· Racial ethnic disparities in adolescent birth rates
· Adolescent injuries
· Adolescent violence
· Adolescent mental health
· Development of a Positive Youth Development framework
· Reducing suicides
	5.1

List evidence-based or informed activities to meet the objective(s) here.

Organize intervention activities and performance measures using the three core functions of public health: Assessment, Policy Development, and Assurance. 
	5.1

Develop process measures for applicable intervention activities here.
	5.1

Develop short and/or intermediate outcome related performance measures for the objectives and activities here.



· should also contain a timeline for all deliverables.


6. [bookmark: 6._County_Plan_Questions]County Plan Questions

Please read the statements and questions below and provide a comprehensive response. Responses will be used to determine if the county has the capacity to implement the HVP as required by the Department.

[bookmark: Home_Visiting_Model(s)]Home Visiting Model(s)

a. Please identify the organizations and stakeholders the county consulted with to select the home visiting model(s) for the CalWORKs HVP. Include in your response why this home visiting model(s) was selected and how stakeholders will be engaged in implementation. Please include research findings on effectiveness and meeting the population needs.
Siskiyou County Public Health Division (PHD) consulted with Siskiyou County Welfare Department (CWD) also refered to as SSD throughout this document, Early Head Start, Head Start, Shasta Head Start, First 5 Siskiyou, the county Home Visiting Advisory Board, members of Siskiyou Early Childhood Team (SECT) and State MCAH Nurse Consultants (Richard Rockwell & Paula Curran) along with the Director of Public Health (Shelly Davis), Program Manager (Daniele Minock) and Nursing Supervisor (Brenda Harris) to determine the best home visiting model for Siskiyou County.  In the past, the PHD utilized Nurse Family Partnership (NFP) as an evidenced based model to provide home visits. NFP required a Public Health Nurse (PHN) to do the home visits and in recent years, PHD has experienced difficulty recruiting and hiring PHN’s. NFP guidelines also targeted a narrower population of first time mothers during pregnancy only.  The Healthy Families America (HFA) model was selected in part because it allows for a more expanded client base and a variety of professionals to be home visitors.  HFA allows for the hiring of a trained registered nurse, PHN, nurse practitioner, social worker, or other person able to provide culturally appropriate services.  The proposed home visiting program will be implemented in a manner that engages stakeholders by maintaining a local multi-disciplinary work group that will share best practices, work to improve service delivery, ensure systems integration, and develop solutions to issues that may arise.  The stakeholders will meet once a month to focus on program planning, implementation, and assessment of site related activities.  Currently Siskiyou County has two Community Advisory/Planning groups: Siskiyou Early Childhood Team (SECT) and the Home Visiting Advisory Board (HVAB).  SECT meets every three months and the meetings involve many countywide partners such as Shasta Head Start/Early Head Start, Siskiyou Child Care Council, Siskiyou Early Head Start, Karuk Tribal Head Start, Choices Pregnancy & Parenting Support, Partnership Health Plan, Far Northern Regional Center and Siskiyou Domestic Violence & Crisis Center.  The HVAB meets monthly and includes other home visitor providers such as Early Head Start and First Five Siskiyou.  These workgroups will monitor and evaluate the quality of services through analysis of data collected and through the implementation of a quality assurance plan.


b. Describe how the model(s) selected will address the specific needs of the populations identified to be served. Did your county do a needs assessment prior to choosing your home visiting model? If so, please describe the community’s profile. (Counties can use the following tools to assess community needs: Community Readiness: A Toolkit to Support Maternal, Infant, and Early Childhood Home Visiting Program Awardees in Assessing Community Capacity.
The Public Health Division (PHD) conducted a Community Health Improvement Plan during 2019-2022. Siskiyou County is a geographically large, rural county with a population of approximately 42,000. According to the 2018 County Health Rankings, 27% of children live in poverty and 38% of children are in single parent homes in Siskiyou County.  Children in poverty are at greater risk for food insecurity, academic failure and poor health outcomes.  Children raised in single parent homes often have less stability and supervision and are more likely to be living in poverty as well. Participation in evidence based home visiting model such as Healthy Families America, is based on the belief that early nurturing relationships are the foundation for life-long, healthy development. Interactions between the home visitor and the family are relationship based, designed to promote positive parent-child relationships and healthy attachment. Desired outcomes include; fewer infant deaths and injuries, fewer child neglect referrals, increased access to primary care medical services and community services, improved parent-child interactions, improved child social-emotional well-being, increased school readiness, increased family self-sufficiency, and better overall physical health and development. When services are discontinued for families, transitional plans will be developed and resources and referrals identified as is appropriate. PHD has a history of serving CalWORKs customers for 20 years in Siskiyou County.


c. Describe how the home visiting agency and staff have the capacity to serve the linguistic, cultural, and demographic needs of the target population. Also include the policies and strategies that will be used by the program to address and avoid implicit bias when serving participants.
This home-visiting program will address the specific needs of the targeted population by ensuring that staff are qualified and are trained to be culturally respectful to each families unique characteristics and to view each family’s culture broadly beyond just ethnicity, race, language, or other cultural characteristics.  We have purchased Nurturing Parenting curriculum specifically to address cultural context in a way that can be incorporated into service design and delivery. PHD will be utilizing AAPI Online Assessments thru Family Development Resources, Inc. to conduct the initial assessments and follow up with a second assessment according to HFA guidelines.  Staff will receive at least annual training designed to increase understanding of the unique characteristics of the service population.  Our policy will be to offer training that will focus on cultural diversity, avoiding bias, sharing challenges, lessons learned, and best practices.  At least annually, our site will evaluate through the development of a written Cultural Analysis Plan (CAP).  The CAP will evaluate all aspects of its service delivery system (initial engagement, home visiting, supervision, and management) and will take into account the culture of families served.

d. Describe the county’s plan for home visitor qualifications and training requirements. Include in your response how the home visiting agency and staff have the capacity to respond to participants who have experienced, or are experiencing, trauma related to adverse childhood experiences or other traumatic events. Also include how the agency will meet the required pre- service training requirements (See Part III - Assurances for more information).
Home visitors are registered nurses, public health nurses, nurse practitioners, social workers, or other persons able to provide culturally and linguistically appropriate services and will be required to pass a background check. During the interview process, potential home visitors will be screened utilizing the HFA tool designed specifically to screen for bias. Home visitors will complete all required trainings as outlined in the Part III-Assurances, prior to visiting homes. Home visitors are screened and selected based on qualifications and personal characteristics. (I.e. non-judgmental, compassionate, ability to establish a trusting relationship, dedicated to serving clients, willingness to work in a variety of situations and experience working with culturally diverse communities.) All HFA home visitors are required to complete orientation training and a Core HFA training on intensive role specific functions. Supervisors must complete the same courses as the home visitors with additional implementation training. There are also ongoing trainings for wrap-around topics, cultural humility, ASQ-3 and ASQ: SE-2, depression screens, child abuse and neglect, and any other evaluation tools for screening/assessment.   All home visiting providers shall complete training in the following areas before providing services: (A) CalWORKs, Medi-Cal, CalFresh, Special Supplemental Nutrition Program (SNAP-Ed), and Women, Infants, and Children (WIC); (B) Cultural competency and implicit bias (CalWORKs contracts with UC Davis to provide culturally sensitive training and will be utilized by Public Health); and (C) Strengths-based practices for working with families with unmet needs. Training will be administered by the county and include, but not be limited to, the demographics of the population served and the supports and services available for CalWORKs customers. All home visiting staff, Supervisors and Program Managers, must receive “HFA Core Parent Survey” and “Integrated Strategies” training from a certified HFA trainer within 6 months of hire. This training will equip staff to be able to deal with participants who have experienced, or are experiencing trauma related to adverse childhood experiences (ACES) or other traumatic events. Siskiyou County is actively participating in ACES education for our educators, medical providers, Family Resource Centers, childcare centers, and the public. County staff and partners will be participating in a training that includes unique developmental needs of young children, the impact of trauma, and review of mandates guiding the work of the Child Welfare system.  


e. Describe the model’s standards of practice, curriculum used, and how the home visiting model ensures local home visiting agencies deliver the program with fidelity. Include in your response the supervision and support that will be offered to home visitors.
Public Health will operate the proposed home visiting program by adhering to the “HFA Best Practice Standards”: A best practice is a method or technique that sets the standard by consistently resulting in outcomes superior to those achieved by other means. Serving as an alternative to mandatory legislated standards, best practices are used to formulate self-assessments and benchmarks as a mechanism to maintain quality.  Best practices define a standard way of operating across multiple organizations. Not intended to be stagnant and immovable, best practices can and do evolve to become better as improvements are discovered.

The HFA Best Practice Standards (BPS) describes expectations for fidelity to the Healthy Families America model.  Herein referred to as the Standards, they are structured around the twelve research-based critical elements upon which the Healthy Families America (HFA) model is based. The critical elements serve as the overarching “big ideas” defining the Healthy Families America model. The Standards also have a section on Governance and Administration, which articulates expectations for effective site management.

The policies, procedures and practices within each critical element are defined specifically so that HFA sites have clear direction on how to implement the HFA model. The expectation is not that sites would implement these policies, procedures, and practices to perfection, but that sites engage in a process of continuous quality improvement to strive for these benchmarks and goals. In order to ensure that all families being served through the HFA model receive high quality services, all HFA sites regularly submit themselves to HFA’s Accreditation process, which evaluates the site’s current degree of implementation.

Public Health will maintain fidelity by having a quarterly Community Advisory group to review program planning, implementation, assessment, and evaluation of site related activities.  Caretaking adults will have a mechanism for providing feedback that at minimum relates to service satisfaction, and whether services offered are culturally appropriate.  Additional opportunities for caretaker involvement are encouraged, for example, parent advisory committees and focus groups.  Public Health will also have a process for families to follow should there be a grievance.  Public Health will monitor and evaluate the quality of services through analyzing the ability to meet site goals and objectives, and through the implementation of a quality assurance plan.  Public Health will adopt HFA policy and procedure for reviewing and recommending approval or denial of research proposals, whether internal or external, which involve past or present families.  Public Health will have a policy, procedures and practice for informing families of their rights and ensuring confidentiality of information both during the intake process as well as during the course of services.  Forms will meet specifications outlined in the HFA Best Practice standards.  Public Health will also track and measure retention of families at different intervals (6 months,12 months, and 24 months) and complete a retention analysis of families who discontinue services compared to families who remain in services and identify strategies to increase retention rates at least once every two years. The Nurturing Parenting curriculum by Family Development Resources, Inc. is and evidence-based program that will be utilized as a teaching resource for home visitors.
 
The HVP supervisor will utilize specific criteria when assigning and managing staff caseloads to ensure home visitors have adequate time to spend with each family and meet their needs.  Direct service staff (home visitors and assessment workers) must receive weekly, individualized supervision (minimum of 1.5 hours per week for employees that are .75-1.0 FTE). Direct service staff must receive skill development and professional support and be held accountable for the quality of their work.  Supervision includes administrative, clinical, and reflective components. Supervisors and Program Managers will be held accountable for the quality of their work and be provided with skill development and professional support.  Supervisors are required to receive at least monthly meetings with the PHD Program Manager.   PHD will utilize Nurturing Parenting program as meeting evidence-based status. The trauma lens is detailed to provide an understanding of the use of trauma informed practices and how the effort to implement resiliency building approaches have been shown throughout history to be pivotal in reducing the effects of trauma. Additionally, client engagement and the benefit from parent education programing was looked at through the idea of dosage, referring to the duration and depth of program participation


[bookmark: Outreach_and_Implementation_Strategies]Outreach and Implementation Strategies

a. Please describe the plan for identifying, screening, and recruiting participants. Include in your response a timeline, specifying when outreach will begin, what modalities will be used, and who will be conducting the outreach. Please include the role of each partner involved in the CalWORKs HVP.
The Home Visiting Supervisor and main Home Visitor family support and resource specialist will conduct outreach in OB/GYN offices, resource centers, WIC offices, and other programs in the county that may have eligible families. The PHD started outreach in October 2019 and will continuously to do so until a full caseload is reached. CalWORKs workers will screen for participants in the target population during enrollment. Participation will be voluntary and priority will be given to a CalWORKs Assistant Unit, who are pregnant at the time of enrollment, is a first-time parent, or parent/caretaker of a child less than twenty-four months at the time he or she enrolls in the HVP.  The PHD may serve additional CalWORKs customers with children in the expanded population noted above as long as the county continues to offer and provide home visiting services to the primary target population noted above for a minimum of two years.  A two-step eligibility process, based on the established target population demographics will be utilized to determine eligibility. After the initial eligibility is determined by a CalWORKs worker, a referral will be made to the PHD Home Visiting Supervisor. The Supervisor will contact the customer to see if they are receptive to home visiting services and refer those that are to be screened using the Parent Survey assessment tool. Those with a positive assessment result will be offered services.  Home visiting services will be offered in accordance with the standards of the HFA Best Practice Standards.
 
PHD has been keeping community members along with other home visiting agencies informed of our progress, while working to build a home visiting program.  In 2018, PHD offered a countywide Nurturing Parenting training.  This training certified 18 professionals to teach Nurturing Parenting during home visits and group classes. Outreach efforts will be conducted using a multi-pronged approach.  Currently PHD implements a Perinatal Care Guidance program and this program connects staff with Medi-Cal eligible pregnant women to promote early access to prenatal care and other services. PHD annually sponsors a Baby Friendly Rest Area at the County Fair, which promotes contact with local families and helps create personal and positive interactions. Every six months PHD will provide an in-service on screening and recruiting customers for the home visiting program to all CalWORKs workers.  


b. If your county is currently providing outreach to potential clients, please
describe your best practices and lessons learned.
Public Health Home Visitor bases outreach work on a number of principles. Many of these principles relate to the importance of the human connection and how to create it, including building trust, developing a sense of community, dignity and respect, and honesty. Public Health principles involve relationship dynamics such as giving individuals the choice of whether or not to engage, the need for a give-and-take relationship between the Home Visitor and client, letting the client lead, appearing visible and approachable, taking small steps toward progress, not making promises, ensuring consistent follow-up, and not pushing an agenda. Some other principles of importance include serving as a patient advocate; reducing barriers to services, follow evidence based-models of care, motivational interviewing, harm reduction, and trauma-informed care.

However, core outreach principles should always include the following:
· Meet people where they are-geographically. 
· Emotionally, and physically. 
· Meet basic needs. 
· Be respectful and treat everyone with dignity. 
· Recognize that the relationship is central to outreach and engagement.
·  Create a safe, open, friendly space, regardless of the setting.
 
Some techniques the PHD Home Visiting program was to implement face-to-face contact with informational resources, explanation of the program and there for any questions the future participant may have. Having established good partnerships with the community resource centers and WIC program has helped the HVP increase outreach as well. 




c. How will your county coordinate and partner across multiple agencies, community-based organizations and other key entities to maximize reaching and serving the target population(s)?

The PHD will utilize the Healthy Families America strategy that is theoretically rooted in the belief that early, nurturing relationships are the foundation for lifelong, healthy development and that interaction between home visitors and families are relationship based and extend over a period of years. Public Health also plans to minimize attrition by intensive case management. The home visiting model includes collaboration with other service providers to leverage and expand resources and referrals relating to all of the following: (1) Prenatal, infant, and toddler care; (2) Infant and child nutrition; (3) Developmental screening and assessments; (4) Patient education, parent and child interaction, child development, and child care; (5) Job readiness and barrier removal; and (6) Domestic violence and sexual assault, mental health, and substance abuse treatment. PHD and County Welfare Department (CWD/SSD) currently co-locate Supervisors and staff in a shared building, where Eligibility Workers, Social Workers, Registered Nurses, Licensed Vocational Nurses, Public Health Nurses, Assessment Workers, and Home Visitors can work effectively and efficiently. Public Health, along with the CWD/SSD will continue to work together collaboratively to case manage clients and to minimize duplicating services and be the most effective with each home visit and family.
 
  d.    How will your county coordinate and collaborate across multiple agencies, community-based organizations, other key entities to maximize reaching, and serving the target population?

The PHD  and Siskiyou Early Childhood Team (SECT), currently meets every three months and involves many  other community partners including;  Shasta Head Start/Early Head Start, Siskiyou Child Care Council, Siskiyou Early Head Start, Karuk Tribal Head Start, Choices Pregnancy & Parenting Support, Partnership Health Plan, Far Northern Regional Center (FNRC) and Siskiyou Domestic Violence & Crisis Center.  Public Health will invite SNAP-Ed, the Oral Health Program, Mental Health Services, Immigration Legal Services, Substance Abuse Staff, CHDP Coordinator, and CalWORKs eligibility workers to join or participate in meetings.  Home visitors will be actively involved in Siskiyou County Resource Centers, Pre-schools, Early Head Start, Head Start, Shasta Head Start, Siskiyou Child Care Council, and quality pre-schools. Home visitors will also be teaching group parenting classes that will be facilitated at local resource centers. These early learning programs will provide developmental screenings and assessments, offer a core curriculum that is developmentally, culturally, and linguistically appropriate. The Home Visiting Advisory Board meets once a month.  The group works with the Ford Family Foundation and Portland University to conduct studies, quality assurance and implement a systems informational hub throughout Southern Oregon and Siskiyou County. This larger Advisory board meets annually in September in Roseburg, Oregon at the Ford Family Foundation to collaborate and improve “Systems Building” for all home visiting agencies.
   

[bookmark: Connection_to_Community_Resources]Connection to Community Resources

a. Please outline the plan for coordination between the home visiting agency and community resources and referrals relating to all of the following: (1) Prenatal, infant, and toddler care; (2) Infant and child nutrition; (3) Developmental screening and assessments; (4) Parent education, parent and child interaction, child development, and child care; (5) Job readiness and barrier removal; and, (6) Domestic violence and sexual assault, mental health, and substance abuse treatment. Include in your response how the home visitor will connect the families to these resources.
Currently the PHD and the MCAH Director who is the supervisor for the Home Visiting Program  and the Current Home Visitor, meet monthly with all county wide home visitors and periodically provides education/training regarding all community resources available in Siskiyou County. Resources include but are not limited to referrals relating to all of the following: (1) Prenatal, infant, and toddler care; (2) Infant and child nutrition; (3) Developmental screening and assessments; (4) Parent education, parent and child interaction, child development, and child care; (5) Job readiness and barrier removal; and, (6) Domestic violence and sexual assault, mental health, and substance abuse treatment. In addition, Siskiyou County has a Home Visiting Advisory Board (HVAB) that includes the MCAH Director, Siskiyou First 5, Early Head Start, Shasta Head Start, and Head Start. The HVAB also meets once a month with a focus on program planning, implementation and assessment of all home visiting programs and also site related activities. PHD plans to continue to utilize this already established board to coordinate between the home visitors and all of our community resources.  

Furthermore, Siskiyou Early Childhood Team (SECT), currently meets every three months and involves many  other community partners including;  Shasta Head Start/Early Head Start, Siskiyou Child Care Council, Siskiyou Early Head Start, Karuk Tribal Head Start, Choices Pregnancy & Parenting Support, Partnership Health Plan, Far Northern Regional Center (FNRC) and Siskiyou Domestic Violence & Crisis Center.  Public Health will invite SNAP-Ed, the Oral Health Program, Mental Health Services, Immigration Legal Services, Substance Abuse Staff, CHDP Coordinator, and CalWORKs eligibility workers to join or participate in meetings.  


b. Describe how the home visitor will encourage participants to engage in a high-quality early learning setting? What resources will be used to identify these settings?
Home visitors will encourage CalWORKs customers to engage in high-quality early learning settings by promoting the referral process for families to enroll their child in early learning settings, participate in playgroups, and engage in child enrichment activities. Home visitors will be actively involved in Siskiyou County Resource Centers, Pre-schools, Early Head Start, Head Start, Shasta Head Start, Siskiyou Child Care Council, and quality pre-schools. Home visitors will also be teaching group parenting classes that will be facilitated at local resource centers. These early learning programs will provide developmental screenings and assessments, and offer a core curriculum that is developmentally, culturally, and linguistically appropriate. If the parent also volunteers in these early learning setting, the hours volunteered shall count toward their allowable activities under their Welfare-to-Work (WTW) plan. 
Go to the next question below.


c. Will the county be offering material goods related to the health and safety of the child and family? If no, please specify why the county chose not to provide these resources. If yes, describe how the county will operationalize this component, including how the home visitor will identify needs and distribute the goods and services. (Note: no more than $500 of CalWORKs HVP funding can be used to support material goods for each family for the duration that the family receives home visiting services. This funding may be leveraged from other sources.)
Yes. This component will be operationalized by having the home visitor conduct a home safety assessment. This assessment will determine what health and safety related items are needed. These provisions may also require the cost of installation if needed. The supervisor will approve these transactions or installations on a case by case basis.  The home visitor will then be responsible for delivering the material goods to the appropriate families. All transactions and receipts will be logged and documented appropriately for each family to ensure the $500.00 limit is not exceeded.

The following list is comprised of the possible items for use of supportive service funds under this agreement but not limited to:
1. Electrical covers
2. Safety latches/locks for cabinets and/or doors
3. Baby gates to block off unsafe areas
4. Safe place to sleep for the infant (i.e. crib, bassinet)
5. Items for the child/family to stay warm (i.e. jackets, shoes, clothing, heater)
6. Mat or area rug for homes that do not have a safe floor space for infants to have floor time
7. Smoke/carbon monoxide detectors (including batteries)
8. Bath tub mat or safe place to bathe an infant
9. Safety straps for items that could fall onto a child
10. Storage containers for items that need to be kept away from the child
11. Items for furniture safety (i.e. sharp edges, etc.)
12. Safe car seat
13. Baby supplies (i.e. baby wipes, diapers, baby food/formula)
14. Personal care items (i.e. deodorant, body wash, shampoo, conditioner, soap, razors, toothpaste, toothbrushes, toilet paper, haircuts, feminine hygiene products)
15. First aid kits (i.e. band aids, Neosporin or any other over-the-counter medications for small injuries, medicated wipes, ace bandages)
16. Cleaning items (i.e. broom, mop, vacuum, paper towels, dish soap, laundry soaps, disinfecting supplies, sponges)
17. Sleep items (i.e. crib/playpen, beds, bedding, blankets, sheets)
18. Lice treatment kits and pest management items (i.e. lice, roaches, mice, rats, fleas)
19. Windshield wipers
20. File box for family record keeping
21  Utility bill payment
22. Bus passes
23. Household items (i.e. pots/pans, small household appliances, furniture, lamps, flashlights, hot plate, refrigerator)

d. Does your county currently have a coordinated services approach to providing home visiting? If so, what are the most commonly/frequently used services in the approach? If not, does your county plan to dedicate any funds to a coordinated services approach?
Yes, currently Siskiyou County is utilizing a MOA between all of the home visiting agencies.  The participating organizations are Modoc Early Head Start, Shasta Head Start, Siskiyou Early Head Start, Siskiyou Community Recourse Collaborative, and Siskiyou County Health and Human Services, PHD.  Together we have developed a referral process with a universal referral tool that is used to all families in our community.  We work together to facilitate referrals to early childhood home visiting and Help Me Grow Screening systems. 


[bookmark: Collaboration_between_the_CWD_and_the_Ho]Collaboration between the CWD and the Home Visiting Agency

a. Will county CalWORKs staff and home visitors be co-located? If yes, provide information about the co-location arrangement. If no, please describe why this is not feasible.
Yes, the PHD and CWD/SSD currently are housed in the same building, in different areas.


b. Describe how county staff and home visitors will coordinate case management of HVP participants. (Include information such as how often county staff and home visitors will meet, how agencies collaborate and share information to ensure all eligible clients learn about this program, etc.)
PHD and CWD/SSD have established a collaborative case management plan to have home visitors coordinate closely with county CalWORKs staff and meet on a monthly basis.  Close coordination and communication between home visitors and the CalWORKs staff is essential to ensure that the families are served in a comprehensive and streamlined manner.  These case management activities include assessing the family needs, developing a case plan, monitoring progress in achieving case plan objectives, and ensuring the provision of all services specified in the case plan.  The case plan will build on the strengths established during the home visiting period. Home visitors will work with families in an ongoing way to develop “Family Goals” that build on family strengths and support the family in what they want to accomplish.  Families will have an “active goal” at all times that they will be striving to achieve.  The home visitor assists the family in the process of achieving these goals and “family goals” will be reviewed and modified if needed periodically by supervisor. 




c. Do the county and home visiting agency currently participate in a workgroup that include discussions related to continuous quality improvement (CQI) in home visiting? If yes, provide information about this workgroup. If no, please describe how the agencies will work together on CQI efforts.
Yes,this group is called Home Visiting Advisory Board and meets once a month.  The group works with the Ford Family Foundation and Portland University to conduct studies, quality assurance and implement a systems informational hub throughout Southern Oregon and Siskiyou County. This larger Advisory board meets annually in September in Roseburg, Oregon at the Ford Family Foundation to collaborate and improve “Systems Building” for all home visiting agencies.  

[bookmark: Data_Collection_and_Security]Data Collection and Security

a. Describe the tools (E.g. developmental screenings, assessments, questionnaires, interviews) that will be utilized by the home visitor. Explain how these tools will be used to evaluate and track progress in educational, developmental, health, and other domains for the child(ren) and the adult(s).

     The Public Health Department (PHD) will utilize Healthy Family America (HFA) screening tools and assessments and use them in a manner that ensures fidelity and that is compliant with the HFA Best Practice Standards. The initial assessment tool that is used for determining eligibility and service planning is the Parent-Survey. The Parent Survey is administered in a standardized manner by staff trained in the use of the tool.  The initial assessment process is designed to more thoroughly explore family strengths and needs. This assessment is done conversationally, face-to-face and is completed in the home during the prenatal-newborn period or in the hospital. The assessment is then used to support the development of the individualized Service Plan, which is created from risk identified during the assessment process. The Service Plan will be continuously updated throughout the course of home visiting services.  Home visitors will work with families in an ongoing way to develop “Family Goals” that build on family strengths and support the family in what they want to accomplish.  Families will have an active goal at all times. The home visitor assists the family in the process of achieving goals, and “family goals”, which are reviewed in supervision.  Annually an intensive observation of the parent-child interaction will be conducted utilizing the CHEERS observation tool. CHEERS is an acronym for; Cues, Holding, Expression, Empathy, Rhythmicity/Reciprocity, and Smiles. Following the observation of the parent-child interaction, the home visitors utilize reflective strategies and other activities to address and promote parent-child interactions during each subsequent visit.  Other screening tools that will be utilized are Ages and Stages Questionnaire (ASQ’s), Social Emotional (SE-2), and a prenatal and postnatal Edinburgh Depression Screen (EPDS). The ASQ and the SE-2 will be administered during home visits to monitor child development and social emotional development respectively, at specified intervals. All children will be screened for potential developmental delays. Home visitors will complete an EPDS screening at the initial visit and within three months following birth and within three months of all subsequent births. Additional tools may be used depending on the needs of each individual family. 

b. Describe the information management systems that will be used to collect the data by all the involved partners. How will the county manage scheduled reporting on data and deliverables, and ensure quality control?

1. For counties who choose to adopt HVP for Cal-Learn case management, explain how the county will ensure Cal-Learn Data Collection and reporting meet the standards established by MPP 42- 762.5.

c. Describe the key components and timeline to develop the data sharing arrangement between the county and home visiting agency. Include how the county and other participating agencies and organizations will protect the privacy, confidentiality and personal information of individuals and families against loss, unauthorized access, and illegal use or disclosure, consistent with applicable state and federal laws.

PHD is subject to the Health Insurance and Portability and Accountability Act of 1996 (HIPAA). This privacy rule establishes national standards to protect individual’s medical records and other personal health information.  Our site also follows HIPAA guidelines with a paper trail of confidentiality starting with referrals and an additional signed release required to share any information with specific persons. Additionally, as part of this MOU,PHD is subject to provisions of Welfare & Institution Code Section 10850 and 5328, CDSS Manual of Policies and Procedures Division 19, the Medi-Cal Data Privacy and Security Agreement between the CA Department of Health Care Services and the County of Siskiyou, Health and Human Services Agency, and the Agreement between the Social Security Administration and The Department of Health Care Services.  This is for the protection of personal identifying information (PII). PHD and SSD agree to comply with and require their officers, employees, agents, volunteers, contractors and subcontractors to comply with all federal and state confidentiality requirements, including the provisions of Welfare and Institutions Code Sections 10850 and 5328, the California Department of Social Services’ Manual of Policies and Procedures, Division 19, the Medi-Cal Data Privacy and Security Agreement between the California Department of Health Care Services and the County of Siskiyou, Health and Human Services Agency, and the Agreement between the Social Security Administration and the Department of Health Care Services, otherwise referred to as the 1137 Agreement to assure that:
All confidential documents will be kept in a locked file cabinet in our office.  While out in community doing home visits this information will be kept in a locked portable case in the trunk of the visiting personnel’s car.  Any electronic information will be encrypted, password protected, and this site maintains a policy that is consistent with all state and federal laws. All families will be informed and receive a copy of their family rights and confidentiality, on or before the first home visit, both verbally and in writing. All shared data will be washed of personal identifiers and presented according to Healthy Families America Best Practices, utilizing tools and spreadsheets provided by HFA. Data is collected by the home visiting staff and will be issued to their home visiting supervisor/program manager.  This data will be shared during monthly case management meetings with CalWORKs staff.


[bookmark: Program_Sustainability]Program Sustainability

a. Describe the plan for sustainability of funding for home visiting services for CalWORKs participants.
The CalWORKs allocation would have a lasting impact on Siskiyou County’s most vulnerable population.  Currently we have families 103 and children that would be eligible for home visiting services in the targeted population alone. CalWORKs funding would be pivotal to our sustainability. The MCAH Director will be supervising the CalWORKs HVP, which is approved and supported from the MCAH budget.  This allows any funding from CalWORKs to be used directly for hiring home visitors and its program sustainability.  In addition to this funding, the California Department of Public Health (CDPH) MCAH program approved a Scope of Work to support and include the needed staff to meet these objectives with short and long term goals. 


[bookmark: Subset_Populations]Subset Populations

a. Cal-Learn: To give counties flexibility to determine the best approach to serving their unique Cal-Learn client populations, CWDs may opt to use case management models approved by the Department as part of the HVP.

If your county has chosen to provide Cal-Learn clients with case management through the HVP, please describe how the case management model(s) utilized by the county (Adolescent Family Life Program (AFLP), HVP-funded, and/or other HomVEE approved models) ensure all Cal-Learn teens will have access to at least one case management model they are eligible to enroll in.

b. Child-Only: For CalWORKs HVP implementation purposes, child-only cases occur when parents are ineligible for CalWORKs due to immigration status, receipt of Supplemental Security Income (SSI), or when the child is living in the home of a non-needy caretaker relative. Cases involving an adult, who was previously eligible for cash-aid or SSI but is excluded from the case requesting HVP, is considered child-only. For HVP purposes, child-only cases do not include cases with an adult timed out of cash aid or an adult who is currently sanctioned due to non-compliance with WTW requirements.

Describe the county’s immigration resources and supports for CalWORKs child-only cases. Include any existing collaborations with immigrant- serving partners and describe the working relationship. Include how the county and their contactor plans to ensure that this population is being reached.

Siskiyou County has limited immigration resources and supports for CalWORKs cases. While there are no true collaborations with immigrant serving partners, referrals are made to the existing resources. Resources include; Northern Valley Catholic Social Services (NVCSS) and Legal Services of Northern California. NVCSS is located in Redding, California, in Shasta County, but services are provided for Siskiyou County. NVCSS has an Immigration Legal Services Program, which provides limited legal immigration services, including the following; 1. Naturalization & Citizenship Applications, 2. Citizenship Preparation, 3. Green Card Renewals, 4. Deferred Action for Childhood Arrivals (DACA) Initial and Renewals, 5. Employment Authorization Applications, 6. Translation, and 7. Legal Services Referrals. Legal Services of Northern California (LSNC) is also located in Redding, California and offers a variety of services related to; housing, health, CalWORKs, CALFRESH, Unemployment Insurance and General Assistance. LSNC travels to Tulelake, in the Northeastern part of the County to conduct a Legal Services Workshop by a Family Law Facilitator on a monthly basis. Northeastern Siskiyou County is agricultural and is where the majority of Hispanic residents live. There are also Hispanic and Hmong residents in the Weed, California area.  Additional resources for referral include the Citizenship and Immigration Services in Northern California and the Immigration Center for Women and Children, which are both located in the Bay Area. Referrals are also made to the U.S. Citizenship and Immigration Services.



[bookmark: Local_Models]Local Models

(Only respond to the following questions if your county is applying to use a local home visiting model.)

a. Please describe the county’s evaluation process.

b. What additional evaluation plans do you have in place to ensure the ongoing efficacy of the model?

7. [bookmark: 7._RESOURCES]RESOURCES

Bills and Regulations
· Senate Bill 80
· Welfare and Institutions Code 11330.6-11330.9

Helpful Websites
· CalWORKs HVP Webpage
· Home Visiting Evidence of Effectiveness
· Home Visiting Evidence of Effectiveness Review (Executive Summary)
· National Home Visiting Resource Center

Letters and Notices
· All County Welfare Directors Letter (July 2018)
· County Fiscal Letter No. 18/19-51
· County Fiscal Letter No. 18/19-50
· County Fiscal Letter No. 18/19-49
· All County Welfare Directors Letter (April 2019)
· All County Information Notice I-4-20 - $500 Material Goods Fund
· All County Letter 19-82 – HVP19 Monthly Status Report

Tools
· CalWORKs HVP Conference Call Tool
· CW 2224 – Informing Notice


8. [bookmark: 8._ASSURANCES]ASSURANCES

The following section reflects statutory provisions of the HVP and guidance issued by the Department. The implementation of these provisions is a requirement for county participation in the HVP. Counties must assure the implementation of the provisions indicated below.

[bookmark: Case_Management_W&IC_§_11330.7(a)]Case Management W&IC § 11330.7(a)

A primary component of the program described in this article shall be case management and evidence-based home visiting for the purpose of family support which shall commence upon the determination that an individual is eligible in accordance with paragraph (2) of subdivision (c) of Section 11330.6 and shall continue until the eligible individual completes the evidence-based home visiting program or terminates their own participation. The county and home visiting agency shall establish a collaborative case management plan, which shall include assessing the family’s needs, developing a case plan, monitoring progress in achieving case plan objectives, and ensuring the provision of all services specified in the case plan. The case plan should build on the strengths established during the home visiting period, and the family’s associated connections to childcare.

[bookmark: Home_Visitation_W&IC_§_11330.7(a)_throug]Home Visitation W&IC § 11330.7(a) through (e)

Home visiting shall, but not be limited to, resources and referrals to all of the following: (1) Prenatal, infant, and toddler care; (2) Infant and child nutrition; Developmental screening and assessments; (4) Parent education, parent and child interaction, child development and child care; (5) Job readiness and barrier removal; and, (6) Domestic violence and sexual assault, mental health, and substance abuse treatment, as applicable. Home visiting services and visits shall not be mandatory, random, or unannounced.

CalWORKs participants electing to participate in the HVP will receive coaching and guidance through regular, planned home visits. Participants will obtain information about strategies to improve their family's health and provide better developmental opportunities for their children. CalWORKs participants will also receive information that will connect them to an array of employment and other services. Home visitors will provide resources directly and refer families to services so that families can receive the support they need. If a family chooses to participate in this program, their participation shall not affect their application for aid nor eligibility for any other CalWORKs benefits, supports, or services.

[bookmark: Home_Visitor_Qualifications_W&IC_§_11330]Home Visitor Qualifications W&IC § 11330.7(d)

Home visiting services shall only be those intended to achieve the goals established in subdivision (a) of Section 11330.6 and that are provided in the home of an assistance unit or at a location agreed upon by the parent or caretaker relative and the home visitor.


Home visiting services shall only be provided through an approved evidence-based model by a registered nurse, nurse practitioner, social worker, or other person able to provide culturally appropriate services who is trained and certified according to the requirements of according to the requirements of W&IC Sections 11330.6 and 11330.7, and has completed a background check.

[bookmark: Training_W&IC_§_11330.7(g)(1)(i)(3)]Training W&IC § 11330.7(g)(1)(i)(3)

All home visiting providers shall complete training in the following areas before providing services to a CalWORKs recipient: (A) CalWORKs, Medi-Cal, CalFresh, Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), and other programs, with county-specific information about how the home visiting professionals can help a parent access additional services for which they may be eligible and troubleshoot problems with benefits or eligibility that would impact their access to services; (B) Cultural competency and implicit bias; and, (C) Strengths- based practices for working with families with unmet needs.

Training must be administered by the county or contractor and include, but not be limited to, the demographics of the population served and the supports and services available for CalWORKs recipients. Contractors are encouraged to partner with local organizations to develop a training curriculum that best suits the needs of the home visiting program participants. The training must be administered prior to serving CalWORKs clients.

A county that staffs its home visiting program solely with county staff is exempt from the training requirements to the extent the training would duplicate training already received.

[bookmark: High-Quality_Early_Learning_11330.7(c)]High-Quality Early Learning 11330.7(c)

Home visitors shall encourage participants to enroll their child in a high-quality, early learning setting, or participate in playgroups, or other child enrichment activities, as appropriate.

[bookmark: County_and_Home_Visiting_Program_Co-Loca]County and Home Visiting Program Co-Location W&IC § 11330.7(f)

Counties may give preferential treatment to contractors of home visiting programs that are able to co-locate home visitors and CalWORKs caseworkers in order to facilitate communication and coordination.

[bookmark: Data_Collection_11330.8(c)]Data Collection 11330.8(c)

The Department shall collect, and counties and participating home visitation organizations shall provide, as a condition of funding, data that is necessary to administer the program and demonstrate the outcomes of participants and children, including by race, ethnicity, national origin, primary and secondary language, and county. The data shall include program outcomes for the parents and children served in the program, models utilized, and measures specific to CalWORKs


objectives. These data components shall be developed in consultation with the stakeholder workgroup referenced in subdivision (a) and pursuant to subdivision (c). All state, county, and other participating organizations shall protect the personal information of individuals and families collected or maintained against loss, unauthorized access, and illegal use or disclosure, consistent with applicable state and federal laws. Counties must develop a data sharing agreement with the home visiting agency and provide a copy of the agreement(s) to the Department.

[bookmark: Legislative_Evaluation_Report_W&IC_§_113]Legislative Evaluation Report W&IC § 11330.8(d)(1)(A) through (N)

As a condition of funding, participating counties and home visiting agencies are required to collect data for the purpose of informing a longitudinal study and evaluation. The information must include but is not limited to:

(A) Rates of children receiving regular well-child check-ups and, if available, immunization rates according to the American Academy of Pediatrics Bright Futures guidelines.
(B) Rates of children receiving developmental screening and referrals for further assessment.
(C) Rates of participation in early learning programs.
(D) Service referrals by type.
(E) Services accessed by type.
(F) Number of home visits completed, including data on duration of families’ enrollment in home visiting services.
(G) Parental satisfaction with their gains in parenting skills and knowledge.
(H) Food and housing stability.
(I) Workforce training, employment, and financial stability.
(J) Participation in educational programs or English as a Second Language programs, or both, as applicable.
(K) Access to immigration services and remedies.
(L) Indicators of home visiting program workforce capacity, including demographics, characteristics, composition, including employer and certification status, and future training needs of the home visiting workforce.
(M) Child welfare referrals and outcomes.
(N) Additional descriptive and outcome indicators, as appropriate.

Counties must fully participate in the data collection and evaluation components and meet submission deadlines set by the Department.

[bookmark: The_County_agrees_to_provide_the_followi]The County agrees to provide the following RFCP information prior to implementation:

A copy of the MOU or other formal agreement between the county and the home visiting program(s).

A copy of the MOU or other formal agreement if proposing a regional approach.

The county agrees to deliver A-I by signing below.


I, Sarah Collard, the undersigned, as a representative of (Insert County) County, approve and agree to the provisions as outlined in this RFCP.

[bookmark: _GoBack]Authorized Contact’s Name & Title: Sarah Collard, PHD, Director of Health Human Services Agency.	


Authorized Official Signature: 	Date:

Provide additional signatures for each county participating if this a regional partnership plan and request for funding.

Authorized Contact’s Name, Title, & County: 						 


Authorized Official Signature: 	Date:


Authorized Contact’s Name, Title, & County: 						


Authorized Official Signature: 	Date
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