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1. INTRODUCTION

1.1. Purpose and Overview

This Request for Proposals is published to solicit proposals for the provision of home
visiting services for expectant women and newly parenting families with children up to
the age three (3) in Belknap, Cheshire, Grafton, Hillsborough, Merrimack and
Rockingham Counties. Services must address the diverse needs of children and
families in order to improve health and development outcomes for at-risk children
through evidence-based home visiting programs with fidelity to the Healthy Families
America Home Visiting Model Standards (Appendix F).

The Department is seeking vendors who can:

Provide home visiting services to pregnant women, their infants and their families.

Become an affiliate of Healthy Families America (HFA) and validated (when the
program completes the HFA accreditation process) within one year.

Select and implement one of the following curricula:
o Parents as Teachers (PAT) as an annually trained “Approved User.”
o Growing Great Kids (GGK) with certification of training.

Collaborate with other early childhood serving agencies including those that
provide home visiting and family support services.

Ensure the twelve (12) critical elements that make up the essential components
of the HFA Model are addressed in agency policies.

Enter personally identifiable health data, for all children served under this
contract, into the designated Home Visiting Data System.

1.2. Request For Proposal Terminology

DHHS — Department of Health & Human Services
DPHS - Division of Public Health Services

FTE - Full time equivalent is a figure calculated from the number of full-time
and part-time employees in an organization that represents these workers as a
comparable number of full-time employees

GGK - Growing Great Kids™ is a user friendly and truly comprehensive
strength-based approach to growing nurturing parent-child relationships and
supporting healthy childhood development.

HFA Model- Healthy Families America Home Visiting Model Standards
(Appendix F)
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1.3.

HVNH — Home Visiting New Hampshire - a preventive program established in
2003 that provides health, education, support and linkages to other community
services for Medicaid-eligible pregnant women and their families in their homes.

HRSA - Health Resources and Services Administration is the primary Federal
agency for improving access to health care services for people who are
uninsured, isolated, or medically vulnerable and the funding source of the
MIECHYV program.

MCH — Maternal and Child Health

MIECHV - Maternal, Infant and Early Childhood Home Visiting — a program
that supports pregnant women and families and helps at-risk parents of
children from birth to kindergarten entry to tap the resources and hone the skills
they need to raise children who are physically, socially and emotionally healthy
and ready to learn.

MOU/MOA - Memorandum of Understanding/Memorandum of Agreement — a
written agreement between two parties to provide certain services.

PAT — Parents As Teachers - a foundational curriculum used as an approach
to working with families that is relationship-based and parenting-focused.

RFP — Request for Proposals
Contract Period

Contracts will be effective July 1, 2016, or upon Governor and Executive Council
approval, whichever is later, through June 30, 2018.

The Department reserves the option to renew contract services for up to two (2) years
upon satisfactory delivery of services, continued funding and Governor and Executive
Council approval.
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2. BACKGROUND AND REQUIRED SERVICES

2.1. New Hampshire DHHS Division of Public Health, Maternal
and Child Health Section

Research shows that home-visitation programs can be an effective early-intervention
strategy to improve the health and well-being of children, particularly if they are
embedded in comprehensive community services to families at risk.

Early in the summer of 2010, the Department submitted an application for funding that
included plans for completing a statewide needs assessment and initial State plan for
developing the Maternal, Infant and Early Childhood Home Visiting (MIECHV) program,
in order to meet the criteria identified in the federal legislation. Throughout the summer
of 2010, the Department and its partners conducted a statewide needs assessment as a
condition for receiving FY 2011 Title V Block Grant allotments.

Through a deliberative and transparent process that included public and private
stakeholders, MCH identified Healthy Families America (HFA) as the evidence-based
home visiting model that would best meet the needs of the at-risk communities identified
in the Needs Assessment 2010. HFA is designed for parents facing challenges such as
single parenthood, low income, childhood history of substance abuse, mental health
issues, and/or domestic violence.

The purposes of the Home Visiting New Hampshire Health Families America (HVNH-
HFA) program is to strengthen and improve the programs and activities carried out
under Title V as well as improve coordination of services for at-risk communities.
Additionally the HVNH-HFA program will identify and provide comprehensive services
that improve outcomes for families who reside in at-risk communities.

HVNH-HFA requires specially trained home visitors and nurses to regularly visit
expectant women along with children and newly parenting families with children up to
the age three (3) in their homes to deliver a health and parenting education curriculum
(such as Parents as Teachers (PAT) or Growing Great Kids (GGK)), information,
referrals, and support to participants.

17-DHHS-DPHS-MCH-01
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3. STATEMENT OF WORK

3.1. Covered Populations and Services

Pregnant women and newly parenting families with children up to age three (3) who fall
within one or more of the federal priority demographics below:

Are first time mothers.
Have low incomes.
Are less than twenty-one (21) years of age.

Have a history of child abuse or neglect or have had interactions with child
welfare services.

Have a history of substance abuse or need substance abuse treatment.
Are users of tobacco products in the home.

Have or have had children with low student achievement.

Have children with developmental delays or disabilities.

Are in families that include individuals who are serving or have formerly served in
the armed forces, including such families that have members of the armed forces
who have had multiple deployments outside of the United States.

3.2. Scope of Services

3.2.1. Home visiting is one of several service strategies embedded in a
comprehensive, high-quality early childhood system that promotes
maternal, infant, and early childhood health, safety, and development, as
well as strong parent-child relationships. New Hampshire partners,
including Division for Children, Youth and Families (DCYF), DPHS, and
Spark NH, the state’s Early Childhood Advisory Council, to name a few,
envision high-quality, evidence-based home visiting programs as part of
an early childhood system for promoting health and well-being for
pregnant women, children through age eight and their families.

Q1. Describe your experience and capacity to provide home visiting
services with fidelity to the Healthy Families America Home Visiting
Model. Identify your service area as one of the following: Belknap,
Hillsborough, Merrimack, Rockingham, Cheshire and Grafton Counties.

3.2.2. The selected vendor will provide home visiting services to pregnant and
parenting women with children up to age three (3), as described in the
Healthy Families America Model.

Q2. How will you determine eligibility for program services? Identify your
agency’s specific target population. Describe your proposed
recruitment plan and include the number of families that will be served.

17-DHHS-DPHS-MCH-01
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Q3.

3.2.3.

Q4.

3.2.4.

Q5.

Q6.

Q7.

3.2.5.

3.2.6.

Q8.

3.2.7.

3.2.8.

Qo.

Provide your proposed plan that describes how you will maintain
enrollment at a minimum of 85% capacity. Capacity is calculated using
HFA weighted caseloads based on your site’s full time equivalent
(FTE) of home visitor(s). Include the number of FTEs in your
proposed plan and complete Appendix |, FTE/Capacity Worksheet.

Program staff must identify positive ways to establish a relationship with
each family and to keep families interested and connected over time.
Participants may be reluctant to engage in services and may have
difficulty building trusting relationships. This includes using creative
outreach efforts to offer services.

How will you retain families to stay engaged in your program? Provide
your proposed retention plan.

Home visiting services must include home visits by nurses during the
prenatal and post-partum periods, as set forth in the Healthy Families
America model.

Provide your proposed home visiting plan for nurse visits. Include the
number of visits and frequency.

How will you ensure families receive the sufficient number of visits
according to HFA standards? Include all methods and frequency of
proposed communications.

How will you ensure availability of services/staff to clients during
nonscheduled times and times of staff shortages/absence?

The vendor must offer services that are comprehensive and focus on
supporting the parent as well as supporting the parent-child interaction
and child development. Additionally, all families should be linked to a
medical provider and other services, as appropriate.

The vendor must obtain all necessary authorizations for release of
information.  All forms developed for authorization for release of
information must be approved by DPHS prior to their use.

How will your program ensure HFA strategies and assessment
tools/screens are used in accordance with HFA and state guidelines?

The vendor must coordinate, where possible, with other local service
providers including but not limited to health care providers, social
workers and early interventionists.

The vendor must have a broadly-based, advisory/governing group which
serves in an advisory and/or governing capacity in the planning,
implementation, and assessment of site related activities.

Please identify your collaborative partners. How will you maintain your
collaborative relationships? Include letters of commitment,

17-DHHS-DPHS-MCH-01
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Memorandums of Understanding and/or Agreement. Provide your
proposed meeting schedule and sample agenda.

3.2.9. The vendor must evaluate the progress of program participants as well
as the performance of the programs and services provided.

3.2.10. The vendor must submit a proposed Work Plan (Appendix H, Work Plan)
that includes:

3.2.10.1. Input/resources.

3.2.10.2. Activities/action plan.

3.2.10.3. Performance measures (See Appendix G) outcomes.
3.2.10.4. Continuous Quality Improvement (CQI) activities.
3.2.10.5. Brief narrative describing strategies for CQI.

3.2.10.6. Sample Authorization for Release of Information form(s).

Q10. Provide your proposed work plan for the CQI of your programs and
services. Complete the template in Appendix H and include indicators
and quantifiable measures that will be collected throughout the course
of the contract period.

3.3. Staffing Requirements

3.3.1. Staff should not be hired based on formal education alone. Staff should
be selected because they possess characteristics necessary to build
trusting, nurturing relationships and work with families with different
cultural values and beliefs than their own. Staff must be hired in
accordance with the requirements of the HFA Model Standards.

3.3.2. Staff must complete basic training in areas such as cultural competency,
reporting child abuse; determining the safety of the home; managing
crisis situations; responding to mental health, substance abuse, and/or
domestic violence issues; drug-exposed infants; and services available
in the community. Training must be provided in accordance with the
requirements of the HFA Model Standards.

3.3.3. Home visiting staff must receive ongoing, reflective supervision so they
are able to develop realistic and effective plans to empower families.
Supervision must be provided in accordance with the requirements of
the HFA Model Standards.

3.3.4. Direct Service Staff Supervisors should have a solid understanding of
and experience in supervising and motivating staff, as well as providing
support to staff in stressful work environments. Supervisors must meet
the minimum qualifications outlined in the HFA Model Standards.

3.3.5. Program managers should have qualifications as outlined in the HFA
Model Standards (See Appendix F).

17-DHHS-DPHS-MCH-01
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3.3.6.

3.3.7.

3.3.8.

Q11.

Q12.

Registered Nurses (RN’s) must have a current license to practice in
accordance with RSA 326-B and a minimum of 2 years of experience in
maternal and child health nursing.

The vendor’s staff must attend meetings and training required by the
Division of Public Health Services, Maternal and Child Health Section,
including but not limited to:

3.3.7.1. MCH Agency Directors’ Meetings
3.3.7.2. MCH MIECHV Coordinators Meetings
3.3.7.3. MIECHYV staff training

The vendor must designate a liaison for all programmatic
correspondence between the Department and the vendor for matters
including but not limited to: program announcements, clinical updates,
reporting changes, errors and requests.

Provide your proposed staffing plan including the number of FTEs for
each HFA role. (Use your completed Appendix I, FTE Capacity, for
reference.) Include your organizational chart and staff resumes for
filled positions and job descriptions for vacant positions.

Provide your proposed staff development plan.

3.4. Reports and Monitoring

3.4.1.
3.4.2.

3.4.3.

3.4.4.

The vendor must submit a report of caseload analysis each month.

The vendor must collaborate with the Department to collect participant
and program data and other pertinent information used for the purpose
of program evaluation.

The vendor must, for the purposes of program evaluation and federal
reporting, enter personally identifiable health data for all program
participants into the Home Visiting Data System. The vendor will be
responsible for obtaining any authorizations for release of information
from program participants that is necessary to comply with federal and
state laws and regulations. All forms developed to obtain participant
authorizations for release of information must be approved by the
Department prior to use.

The vendor must submit a report highlighting the program activities for
each quarter. This report must describe:

3.4.4.1. The progress in achieving the stated outcomes;

3.4.4.2. The number and percent of women enrolled in the program
who received at least one Edinburgh Postnatal Depression
Scale screening between 6-8 weeks postpartum.

17-DHHS-DPHS-MCH-01
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3.4.4.3. The number and percent of families who remain enrolled in
HFA for at least 6 months.

3.4.4.4. The number and percent of children that receive further
evaluation after scoring below the "cutoff" on the ASQ-3.

3.4.4.5. The number and percent of direct service staff receive a
minimum of 75% of required weekly individual supervision
according to the HFA Standards.

3.4.5. The Vendor must submit an annual report to DPHS that includes, but is
not limited to:

3.4.5.1. Information regarding accomplishments and challenges for the
program.

3.4.5.2. Systemic barriers.
3.4.5.3. Action plans to address batrriers.

3.4.5.4. Family satisfaction survey results that demonstrate a minimum
of 80% rating of consumer satisfaction each year.

3.4.6. The selected vendor must submit all Quarterly reports to DPHS no later
than the 15™ day of the month following the reporting period of each
contract year, with the first report due by October 15, 2015.

3.4.7. The selected vendor must submit annual reports by July 31% of each
contract year, with the first report due on July 31, 2016.

3.5. Culturally and Linguistically Appropriate Standards

3.5.1. The New Hampshire Department of Health and Human Services (DHHS)
is committed to reducing health disparities in New Hampshire. DHHS
recognizes that culture and language can have a considerable impact on
how individuals access and respond to health and human services.
Culturally and linguistically diverse populations experience barriers in
their efforts to access services. As a result, DHHS is strongly committed
to providing culturally and linguistically competent programs and
services for its clients, and as a means of ensuring access to quality
care for all. As part of that commitment DHHS continuously strives to
improve existing programs and services, and to bring them in line with
current best practices.

3.5.2. DHHS requires all contractors and sub-recipients to provide culturally
and linguistically appropriate programs and services in compliance with
all applicable federal civil rights laws, which may include: Title VI of the
Civil Rights Act of 1964, the Americans with Disabilities Act of 1990, the
Age Discrimination Act of 1975, and the Rehabilitation Act of 1973.
Collectively, these laws prohibit discrimination on the grounds of race,
color, national origin, disability, age, sex, and religion.

17-DHHS-DPHS-MCH-01
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3.5.3. There are numerous resources available to help recipients increase their
ability to meet the needs of culturally, racially and linguistically diverse
clients. Some of the main information sources are listed in the Bidder’s
Reference Guide for Completing the Culturally and Linguistically
Appropriate Services Section of the RFP, and, in the Vendor/RFP
section of the DHHS website.

3.5.4. A key Title VI guidance is the National Standards for Culturally and
Linguistically Appropriate Services in Health Care (CLAS Standards),
developed by the U.S. Department of Health and Human Services in
2000. The CLAS Standards provide specific steps that organizations
may take to make their services more culturally and linguistically
appropriate. The enhanced CLAS standards, released in 2013, promote
effective communication not only with persons with Limited English
Proficiency, but also with persons who have other communication needs.
The enhanced Standards provide a framework for organizations to best
serve the nation’s increasingly diverse communities.

3.5.5. Bidders are expected to consider the need for language services for
individuals with Limited English Proficiency as well as other
communication needs, served or likely to be encountered in the eligible
service population, both in developing their budgets and in conducting
their programs and activities.

3.5.6. Successful applicants will be:

3.5.6.1. Required to submit a detailed description of the language
assistance services they will provide to LEP persons to ensure
meaningful access to their programs and/or services, within 10
days of the date the contract is approved by Governor and
Council;

3.5.6.2. Monitored on their Federal civil rights compliance using the
Federal Civil Rights Compliance Checklist, which can be found
in the Vendor/RFP section of the DHHS website.

3.5.7. The guidance that accompanies Title VI of the Civil Rights Act of 1964
requires recipients to take reasonable steps to ensure meaningful
access to their programs and services by persons with Limited English
Proficiency (LEP persons). The extent of an organization’s obligation to
provide LEP services is based on an individualized assessment involving
the balancing of four factors:

3.5.7.1. The number or proportion of LEP persons served or likely to
be encountered in the population that is eligible for the
program or services (this includes minor children served by
the program who have LEP parent(s) or guardian(s) in need of
language assistance);

17-DHHS-DPHS-MCH-01
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3.5.8.

3.5.9.

3.5.7.2. The frequency with which LEP individuals come in contact with
the program, activity or service;

3.5.7.3. The importance or impact of the contact upon the lives of the
person(s) served by the program, activity or service;

3.5.7.4. The resources available to the organization to provide
language assistance.

Bidders are required to complete the TWO (2) steps listed in the
Appendix E to this RFP, as part of their proposal. Completion of
these two items is required not only because the provision of language
and/or communication assistance is a longstanding requirement under
the Federal civil rights laws, but also because consideration of all the
required factors will help inform bidders’ program design, which in turn,
will allow bidders to put forth the best possible proposal.

For guidance on completing the two steps in Appendix E, please refer to
Bidder's Reference Guide for Completing the Culturally and Linguistically
Appropriate Services Addendum of the RFP, which is posted on the
DHHS website. http://www.dhhs.nh.gov/business/forms.htm.
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4. FINANCE

4.1. Financial Standards

The Department’s access to funding is contingent upon meeting the requirements of the
Catalog of Federal Domestic Assistance (CFDA) # 93.505, Agency: United States
Department of Health and Human Services, Health Resources and Services
Administration (HRSA).

Vendors must indicate the amount of funding that is needed to serve families according
to the definition of HFA Capacity in Critical Element #8 (page 100 of the HFA Home
Visiting Model Standards).

5. PROPOSAL EVALUATION
5.1. Technical Proposal

a) Agency Experience & Capacity (Q1) 20 Points
b) Enroliment/Family Engagement/Retention (Q2, Q4) 30 Points
c) HFA Capacity (Q3 & Appendix I) 20 Points
d) Home Visiting Plan (Q5-Q7) 30 Points
e) HFA Fidelity (Q8) 25 Points
f)  Collaboration (Q9) 20 Points
g) Work Plan & CQI (Appendix H, Q10) 30 Points
h) Staffing Plan (Q11) 15 Points
i) Staff Development (Q12) 15 Points
5.2. Cost Proposal
a) Budget 30 Points
(Includes Appendix C, Budget and Appendix D, Personnel Sheet)
b) Budget Narrative 30 Points

(Narrative detail explaining each line item in Appendix C and Appendix D)

Total Points Available for this RFP 265 Points

17-DHHS-DPHS-MCH-01
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6. PROPOSAL PROCESS

6.1. Contact Information: - Sole Point of Contact

The sole point of contact, the Procurement Coordinator, for this RFP relative to the bid
or bidding process for this RFP, from the RFP issue date until the selection of a Bidder,
and approval of the resulting Contract by the Governor and Executive Council is:

State of New Hampshire

Department of Health and Human Services
Denise Sherburne

Contracts & Procurement Unit

Brown Building

129 Pleasant St.

Concord, New Hampshire 03301

Email: dsherburne@dhhs.state.nh.us

Fax: 603-271-4232

Phone: 603-271-9540

Other personnel are NOT authorized to discuss this RFP with Bidders before the
proposal Submission deadline. Contact regarding this RFP with any State personnel not
listed above could result in disqualification. The State will not be held responsible for
oral responses to Bidders regardless of the source.

6.2. Procurement Timetable

Procurement Timetable

Item Action Date

1. Release RFP December 16, 2015

2. Optional Letter of Intent December 30, 2015

3. RFP Technical questions due January 13, 2016

5. DHHS answers to Technical questions posted January 15, 2016

0. Technical and Cost Bids due at DHHS by 4:00pm
February 5, 2016

All times are according to Eastern Time.
DHHS reserves the right to modify these dates at its sole discretion.

17-DHHS-DPHS-MCH-01
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6.3. Letter of Intent
A letter of intent to submit a proposal in response to this RFP is optional.

Receipt of the Letter of Intent by DHHS will be required in order to receive any
correspondence regarding this RFP, any RFP amendments in the event such are
produced, or any further materials on this project, including electronic files containing
tables required for response to this RFP, any addenda, corrections, schedule
modifications, or notifications regarding any informational meetings for bidders, or
responses to comments or questions.

The Letter of Intent may be transmitted by e-mail to the procurement coordinator
identified in 6.1, but must be followed by delivery of a paper copy within two (2)
business days to the procurement coordinator identified in 6.1.

The potential bidder is responsible for successful e-mail transmission. DHHS will
provide confirmation if the name and e-mail address or fax number of the person to
receive such confirmation is provided.

The Letter of Intent must include the name, telephone number, mailing address and e-
mail address of the Bidder's designated contact to which DHHS will direct
correspondence.

6.4. Bidders’ Questions and Answers

6.4.1. Bidders’ Questions

All questions about this RFP, including but not limited to requests for clarification,
additional information or any changes to the RFP must be made in writing, citing the
RFP page number and part or subpart, and submitted to the Procurement Coordinator
identified in Section 6.1.

DHHS may consolidate or paraphrase questions for efficiency and clarity. Questions
that are not understood will not be answered. Statements that are not questions will not
receive a response.

Questions will only be accepted from those Bidders who have submitted a Letter of
Intent by the deadline given in Section 6.2, Procurement Timetable. Questions from all
other parties will be disregarded. DHHS will not acknowledge receipt of questions.

The questions may be submitted by fax or e-mail; however, DHHS assumes no liability
for assuring accurate and complete fax and e-mail transmissions.

Questions must be received by the deadline given in Section 6.2 Procurement
Timetable.

6.4.2. Vendors’ Conferences
There are no vendors’ conferences scheduled for this RFP.

6.4.3. DHHS Answers

DHHS intends to issue responses to properly submitted questions by the deadline
specified in Section 6.2 Procurement Timetable. Oral answers given are non-binding.
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Written answers to questions asked will be posted on the DHHS Public website
(http://Iwww.dhhs.nh.gov/business/rfp/index.htm. This date may be subject to change at
DHHS'’s discretion.

6.5. RFP Amendment

DHHS reserves the right to amend this RFP, as it deems appropriate prior to the
proposal submission deadline on its own initiative or in response to issues raised
through Vendor questions. In the event of an amendment to the RFP, DHHS, at its sole
discretion, may extend the proposal submission deadline. Vendors who submitted a
Letter of Intent will receive notification of the amendment, and the amended language
will be posted on the DHHS Internet site.

6.6. Proposal Submission

Proposals submitted in response to this RFP must be received no later than the time
and date specified in Section 6.2: Procurement Timetable. Proposals must be
addressed for delivery to the Procurement Coordinator, as specified in 6.1, and marked
with RFP # 17-DHHS-DPHS-MCH-01.

Late submissions will not be accepted and will remain unopened. Disqualified
submissions will be discarded if not re-claimed by the bidding Bidder by the time the
contract is awarded. Delivery of the Proposals shall be at the Bidder's expense. The
time of receipt shall be considered when a Proposal has been officially documented by
DHHS, in accordance with its established policies, as having been received at the
location designated above. The State accepts no responsibility for mislabeled mail.
Any and all damage that may occur due to shipping shall be the Bidder’s responsibility.

6.7. Compliance

Bidder must be in compliance with applicable federal and state laws, rules and
regulations, and applicable policies and procedures adopted by the Department of
Health and Human Services currently in effect, and as they may be adopted or
amended during the contract period.

6.8. Non-Collusion

The Bidder's required signature on the Transmittal Cover Letter for a proposal
submitted in response to this RFP guarantees that the prices, terms and conditions, and
services quoted have been established without collusion with other Bidders and without
effort to preclude DHHS from obtaining the best possible competitive proposal.

6.9. Collaborative Proposals

Proposals must be submitted by one organization. Any collaborating organization must
be designated as subcontractor subject to the terms of Exhibit C Special Provisions
(see Appendix B: Contract minimum requirements).

6.10. Validity of Proposal
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Proposals must be valid for two hundred forty (240) days following the Closing Date for
receipt of proposals as listed in Section 6.2, Procurement Timetable or until the effective
date of any resulting contract, whichever is later. This period may be extended by
mutual written agreement between the Bidder and DHHS.

6.11. Property of Department

All material property submitted and received in response to this RFP will become the
property of DHHS and will not be returned to the Bidder. DHHS reserves the right to use
any information presented in any proposal provided that its’ use does not violate any
copyrights or other provisions of law.

6.12. Proposal Withdrawal

Prior to the Closing Date for receipt of proposals, a submitted Letter of Intent or
proposal may be withdrawn by submitting a written request for its withdrawal to
Procurement Coordinator identified in Section 6.1.

6.13. Public Disclosure

A Proposal must remain confidential until the Governor and Executive Council have
approved a contract as a result of this RFP. A Bidder’s disclosure or distribution of
Proposals other than to the State will be grounds for disqualification.

The content of each Bidder's proposal and addenda thereto will become public
information once the Governor and Executive Council have approved a contract. Any
information submitted as part of a bid in response to this RFP may be subject to public
disclosure under RSA 91-A. In addition, in accordance with RSA 9-F:1, any contract
entered into as a result of this RFP will be made accessible to the public online via the
website Transparent NH (www.nh.gov/transparentnh/). Accordingly, business financial
information and proprietary information such as trade secrets, business and financials
models and forecasts, and proprietary formulas may be exempt from public disclosure
under RSA 91-A:5, IV.

Insofar as a Bidder seeks to maintain the confidentiality of its confidential commercial,
financial or personnel information, the Bidder must clearly identify in writing the
information it claims to be confidential and explain the reasons such information should
be considered confidential. This should be done by separate letter identifying by page
number and proposal section number the specific information the bidder claims to be
exempt from public disclosure pursuant to RSA 91-A:5.

Each Bidder acknowledges that DHHS is subject to the Right-to-Know Law New
Hampshire RSA Chapter 91-A. DHHS shall maintain the confidentiality of the identified
confidential information insofar as it is consistent with applicable laws or regulations,
including but not limited to New Hampshire RSA Chapter 91-A. In the event DHHS
receives a request for the information identified by a Bidder as confidential, DHHS shall
notify the Bidder and specify the date DHHS intends to release the requested
information. Any effort to prohibit or enjoin the release of the information shall be the
Bidder's responsibility and at the Bidder's sole expense. If the Bidder fails to obtain a
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court order enjoining the disclosure, DHHS may release the information on the date
DHHS specified in its notice to the Bidder without incurring any liability to the Bidder.

6.14. Non-Commitment

Notwithstanding any other provision of this RFP, this RFP does not commit DHHS to
award a Contract. DHHS reserves the right to reject any and all proposals or any
portions thereof, at any time and to cancel this RFP and to solicit new proposals under a
new bid process.

6.15. Liability

By submitting a Letter of Intent to submit a proposal in response to this RFP, a Bidder
agrees that in no event shall the State be either responsible for or held liable for any
costs incurred by a Bidder in the preparation or submittal of or otherwise in connection
with a proposal, or for work performed prior to the Effective Date of a resulting contract.

6.16. Request for Additional Information or Materials

During the period from date of proposal submission to the date of Contractor selection,
DHHS may request of any Bidder additional information or materials needed to clarify
information presented in the proposal. Such a request will be issued in writing and will
not provide a Bidder with an opportunity to change, extend, or otherwise amend its
proposal in intent or substance. Key personnel shall be available for interviews.

6.17. Oral Presentations and Discussions

DHHS reserves the right to require some or all Bidders to make oral presentations of
their proposal. Any and all costs associated with an oral presentation shall be borne
entirely by the Bidder. Bidders may be requested to provide demonstrations of any
proposed automated systems. Such a request will be in writing and will not provide a
Bidder with an opportunity to change, extend, or otherwise amend its proposal in intent
or substance.

6.18. Contract Negotiations and Unsuccessful Bidder Notice

If a Bidder(s) is selected, the State will notify the Successful Bidder(s) in writing of their
selection and the State’s desire to enter into contract negotiations. Until the State
successfully completes negotiations with the selected Bidder(s), all submitted Proposals
remain eligible for selection by the State. In the event contract negotiations are
unsuccessful with the selected Bidder(s), the evaluation team may recommend another
Bidder(s).

In accordance with New Hampshire Statutes Chapter 21-1:13-a, no information shall be
available to the public, the members of the general court or its staff, notwithstanding the
provisions of RSA 91-A:4, concerning specific invitations to bid or other proposals for
public bids, from the time the invitation or proposal is made public until the bid is
actually awarded, in order to protect the integrity of the public bidding process. This
means unsuccessful Bidders shall not be notified until after the Governor and Executive
Council have approved the selected bid awards. No information can be provided to
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non-selected bidders until after contracts are awarded, at which time non-selected
bidders may submit a written request for more information about the reasons for not
being selected and recommendations that may make future proposals more effective.
Such requests are not considered appeals. Once a bidder has submitted a letter,
DHHS will attempt to accommodate such requests within a reasonable time.

6.19. Scope of Award and Contract Award Notice

DHHS reserves the right to award a service, part of a service, group of services, or total
proposal and to reject any and all proposals in whole or in part. The notice of the
intended contract award will be sent by certified mail or overnight mail to the selected
Bidder. A contract award is contingent on approval by the Governor and Executive
Council.

If a Contract is awarded, the Bidder must obtain written consent from the State before
any public announcement or news release is issued pertaining to any Contract award.

6.20. Site Visits

DHHS reserves the right to request a site visit for DHHS Staff to review Vendor’s
organization structure, subcontractors, policy and procedures, and any other aspect of
the proposal that directly affects the provisions of the RFP and the delivery of services.
Any and all costs associated with the site visits incurred by the bidder shall be borne by
the bidder.

Prior to implementation, DHHS reserves the right to make a pre-delegation audit by
DHHS staff to the bidders site to determine that the bidder is prepared to initiate
required activities. Any and all costs associated with this pre-delegation visit shall be
borne by the bidder.

6.21. Protest of Intended Award

Any protests of intended award or otherwise related to the RFP, shall be governed by
the appropriate State requirements and procedures and the terms of this RFP. In the
event that a legal action is brought challenging the RFP and selection process, and in
the event that the State of New Hampshire prevails, the Bidder agrees to pay all
expenses of such action, including attorney’s fees and costs at all stages of litigations.
Legal action shall include administrative proceedings.

6.22. Contingency

Aspects of the award may be contingent upon changes to State or federal laws and
regulations.
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7. PROPOSAL OUTLINE AND REQUIREMENTS
7.1. Presentation and ldentification

7.1.1. Overview

Bidders are expected to examine all documentation and other requirements. Failure
to observe the terms and conditions in completion of the Proposal are at the Bidder’s
risk and may, at the discretion of the State, result in disqualification.

Proposals must conform to all instructions, conditions, and requirements included in
the RFP.

Acceptable Proposals must offer all services identified in Section 3 - Statement of
Work, unless an allowance for partial scope is specifically described in Section 3,
and agree to the contract conditions specified throughout the RFP.

Proposals should be received by the date and time specified in the Procurement
Timetable identified in Section 6.2 and delivered, under sealed cover, to
Procurement Coordinator identified in Section 6.1.

Fax or email copies will not be accepted.
Bidders shall submit a Technical Proposal and a Cost Proposal.
7.1.2. Presentation

. Original copies of Technical and Cost Proposals in separate three-ring
binders
o Copies in a bound format (for example wire bound, coil bound, saddle

stitch, perfect bound etc. at minimum stapled) NOTE: loose proposals will
not be accepted

o Major sections of the Proposal separated by tabs
. Standard eight and one-half by eleven inch (8 2" x 11”) white paper

. Font size of 10 or larger
7.1.3. Technical Proposal
. Original in 3 ring binder marked as “Original”
. The original Transmittal Letter (described in Section 7.2.2.1) must be the
first page of the Technical Proposal and marked as “Original”
. 4 copies in bound format marked as “Copy”
o 1 electronic copy (divided into folders that correspond to and are labeled

the same as the hard copies)

NOTE: In the event of any discrepancy between the copies, the hard copy marked
“Original” will control.

o Front cover and spine labeled with:

17-DHHS-DPHS-MCH-01
Home Visiting New Hampshire — Healthy Families America
Page 21 of 29



New Hampshire Department of Health and Human Services
Home Visiting New Hampshire — Healthy Families America
(HVNH-HFA)

o Name of company / organization.
o RFP# 17-DHHS-DPHS-MCH-01.
o Technical Proposal.
7.1.4. Cost Proposal

o Original in 3 ring binder marked as “Original”

o A copy of the Transmittal Letter marked as “Copy” as the first page of the
Cost Proposal

o 2 copies in bound format marked as “Copy”

o 1 electronic copy (divided into folders that correspond to and are labeled

the same as the hard copies)

NOTE: In the event of any discrepancy between the copies, the hard copy marked
“Original” will control.

. Front cover and spine labeled with
o Name of company / organization
o RFP# 17-DHHS-DPHS-MCH-01
¢ Cost Proposal

7.2. Outline and Detail

7.2.1. Proposal Contents - Outline

Each Proposal shall contain the following, in the order described in this section. (Each
of these components must be separate from the others and uniquely identified with
labeled tabs):

Technical Proposal

Transmittal Cover Letter

Table of Contents

Executive Summary

Proposal Narrative, Project Approach, and Technical Response
Description of Organization

Bidder's References

Bidder’'s Staff and Resumes (if applicable)
Subcontractor Letters of Commitment (if applicable)
License, Certificates and Permits as Required
Affiliations — Conflict of Interest statement

Required Attachments

Cost Proposal (in separate binder)

° Transmittal Cover Letter
o Cost Proposal
. Statement of Bidder’'s Financial Condition
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o Required Attachments
7.2.2. Technical Proposal Contents - Detail

7.2.2.1. Transmittal Cover Letter
A Transmittal Cover Letter must be:

o On the Bidding Company’s letterhead

o Signed by an individual who is authorized to bind the Bidding Company to
all statements, including services and prices contained in the proposal

o Contain the following:

o Identify the submitting organization

o Identify the name, title, mailing address, telephone number and email
address of the person authorized by the organization to contractually
obligate the organization

o ldentify the name, title, mailing address, telephone number and email
address of the fiscal agent of the organization

o Identify the name, title, telephone number, and e-mail address of the
person who will serve as the Bidder’'s representative for all matters
relating to the RFP

o  Acknowledge that the Bidder has read this RFP, understands it, and
agrees to be bound by its requirements

o  Explicitly state acceptance of terms, conditions, and general
instructions stated in Section 8 Mandatory Business Specifications,
Contract Terms and Conditions

o  Confirm that Appendix A Exceptions to Terms and Conditions is
included in the proposal

o  Explicitly state that the Bidder’'s submitted Proposal is valid for a
minimum of two hundred forty (240) days from the Closing Date for
receipt of proposals

o  Date proposal was submitted

o  Signature of authorized person

7.2.2.2. Table of Contents
The required elements of the Proposal shall be numbered sequentially and
represented in the Table of Contents.

7.2.2.3. Executive Summary
The Bidder shall submit an executive summary to:

o Provide DHHS with an overview of the bidder’s organization and what is
intended to be provided by the Bidder.

o Demonstrate the Bidder's understanding of the services requested in this
RFP and any problems anticipated in accomplishing the work.

o Show the Bidder’s overall design of the project in response to achieving
the deliverables as defined in this RFP.
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o Specifically demonstrate the Bidder's familiarity with the project elements,
its solutions to the problems presented and knowledge of the requested
services.

7.2.2.4. Proposal Narrative, Project Approach, and Technical
Response

The Bidder must answer all questions and must include all items requested for the
proposal to be considered. The Bidder must address every section of Section 3
Statement of Work, even though certain sections may not be scored.

Responses must be in the same sequence and format as listed in Section 3 Statement
of Work and must, at a minimum, cite the relevant section, subsection, and paragraph
number, as appropriate.

7.2.2.5. Description of Organization

Bidders must include in their Proposal a summary of their company’s organization,
management and history and how the organization’s experience demonstrates the
ability to meet the needs of requirements in this RFP.

. At a minimum respond to:

o  General Company Overview

o  Ownership and Subsidiaries

o  Company Background and Primary Lines of Business

o  Number of Employees including FTEs worked in the program by role
o  Headquarters and Satellite Locations

o  Current Project commitments

o  Major Government and Private Sector Clients

o  Mission Statement

° This section must include information on:

o  The programs and activities of the organization.
o  The number of people served.
o  Programmatic accomplishments.

. And also include:

o Reasons why the organization is capable to effectively complete the
services outlined in the RFP.
o  All strengths that are considered an asset to the program.

° The Bidder should demonstrate:

o  The length, depth, and applicability of all prior experience in providing
the requested services.

o The skill and experience of staff and the length, depth and
applicability of all prior experience in providing the requested services.

7.2.2.6. Bidder’s References
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The Proposal must include relevant information about at least three (3) similar or related
contracts or subcontracts awarded to the Bidder. Particular emphasis should be placed
on previous contractual experience with government agencies. DHHS reserves the
right to contact any reference so identified. The information must contain the following:

o Name, address, telephone number, and website of the customer.

o A description of the work performed under each contract.

o A description of the nature of the relationship between the Bidder and the
customer.

. Name, telephone number, and e-mail address of the person whom DHHS

can contact as a reference.
o Dates of performance.
7.2.2.7. Staffing and Resumes

Each Bidder shall submit an Organizational Chart and a staffing plan for the program.
For persons currently on staff with the Bidder, it shall provide names, title, qualifications
and resumes. For staff to be hired, Bidder shall describe the hiring process and the
gualifications for the position and the job description. The State reserves the right to
accept or reject dedicated staff individuals.

7.2.2.8. Subcontractor Letters of Commitment (If Applicable)

If subcontractors are part of this proposal, signed letters of commitment from the
subcontractor are required as part of the RFP. The Bidder shall be solely responsible for
meeting all requirements and terms and conditions specified in this RFP, its Proposal,
and any resulting contract, regardless of whether or not it proposes to use any
subcontractors. The Bidder and any subcontractors shall commit to the entire contract
period stated within the RFP, unless a change of subcontractors is specifically agreed to
by the State. The State reserves the right to approve or reject subcontractors for this
project and to require the Bidder to replace subcontractors found to be unacceptable.

7.2.2.9. License, Certificates and Permits as Required

This includes: a Certificate of Good Standing or assurance of obtaining registration with
the New Hampshire Office of the Secretary of State. Required licenses or permits to
provide services as described in Section 3 of this RFP.

7.2.2.10. Affiliations — Conflict of Interest

The Bidder must include a statement regarding any and all affiliations that might result
in a conflict of interest. Explain the relationship and how the affiliation would not
represent a conflict of interest.

7.2.2.11. Required Attachments

The following are required statements that must be included with the Proposal. The
Bidder must complete the correlating forms found in the RFP Appendices and submit
them as the “Required Attachments” section of the Proposal.
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Bidder Information and Declarations will include:
e Exceptions to Terms and Conditions Appendix A
e CLAS Requirements Appendix E
e Work Plan Appendix H
e FTE/Capacity Worksheet Appendix |
7.2.3. Cost Proposal Contents - Detail
7.2.3.1. Cost Bid Requirements

Cost proposals may be adjusted based on the final negotiations of the scope of work.
Reference Section 4 for specific requirements.

7.2.3.2. Statement of Bidder’s Financial Condition

The organization’s financial solvency will be evaluated. The Bidder's ability to
demonstrate adequate financial resources for performance of the contract or the ability
to obtain such resources as required during performance under this contract will be
considered.

Each Bidder must submit audited financial statements for the four (4) most recently
completed fiscal years that demonstrate the Bidder’s organization is in sound financial
condition. Statements must include a report by an independent auditor that expresses
an unqualified or qualified opinion as to whether or not the accompanying financial
statements are presented fairly in accordance with generally accepted accounting
principles. A disclaimer of opinion, an adverse opinion, a special report, a review report,
or a compilation report will be grounds for rejection of the proposal.

Complete financial statements must include the following:

Opinion of Certified Public Accountant

Balance Sheet;

Income Statement

Statement of Cash Flow

Statement of Stockholder’s Equity of Fund Balance; and
Complete Financial Notes

Consolidating and Supplemental Financial Schedules.

A Bidder, which is part of a consolidated financial statement, may file the audited
consolidated financial statements if it includes the consolidating schedules as
supplemental information. A Bidder, which is part of a consolidated financial statement,
but whose certified consolidated financial statements do not contain the consolidating
schedules as supplemental information, shall, in addition to the audited consolidated
financial statements, file unaudited financial statements for the Bidder alone
accompanied by a certificate of authenticity signed by an officer of the corporation,
partner, or owner under penalty of unsworn falsification which attests that the financial
statements are correct in all material respects.
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If a bidder is not otherwise required by either state or federal statute to obtain a
certification of audit of its financial statements, and thereby elects not to obtain such
certification of audit, the bidder shall submit as part of its proposal:

1) Uncertified financial statements; and

2) A certificate of authenticity which attests that the financial statements are
correct in all material respects and is signed by an officer of the corporation,
partner, or owner under penalty of unsworn falsification.

7.2.3.3. Required Attachments

The following are required statements that must be included with the Proposal. The
Bidder must complete the correlating forms found in the RFP Appendices and submit
them as the “Required Attachments” section of the Proposal.

Bidder Information and Declarations will include:

. Budget — Appendix C
. Personnel Sheet — Appendix D
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8. MANDATORY BUSINESS SPECIFICATIONS
8.1. Contract Terms, Conditions and Penalties, Forms

The State of New Hampshire sample contract is attached; bidder to agree to minimum
requirement as set forth in the Appendix B.

The Department and the Contractor agree that the actual damages that the Department
will sustain in the event the Vendor fails to maintain the required performance standards
throughout the life of the contract will be uncertain in amount and difficult and
impracticable to determine. The Contractor acknowledges and agrees that any failure
to achieve required performance levels by the Contractor will more than likely
substantially delay and disrupt the Department’s operations. Therefore the parties
agree that liguidated damages shall be determined as part of the contract specifications.

Assessment of liquidated damages shall be in addition to, and not in lieu of, such other
remedies as may be available to the Department. Except and to the extent expressly
provided herein, the Department shall be entitled to recover liquidated damages
applicable to any given incident.

The Department will determine compliance and assessment of liquidated damages as
often as it deems reasonable necessary to ensure required performance standards are
met. Amounts due the State as liquidated damages may be deducted by the State from
any fees payable to the Contractor and any amount outstanding over and above the
amounts deducted from the invoice will be promptly tendered by check from the
Contractor to the State.

The State intends to negotiate with the awarded vendor to include liquidated damages
in the Contract in the event any deliverables are not met.
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9. ADDITIONAL INFORMATION

9.1.
9.2.
9.3.
9.4.
9.5.
9.6.
9.7.
9.8.
9.9.

Appendix A - Exceptions to Terms and Conditions
Appendix B — Contract minimum requirements
Appendix C — Budget

Appendix D — Personnel Sheet

Appendix E — CLAS Requirements

Appendix F — HFA Home Visiting Model Standards
Appendix G — Performance Measures

Appendix H — Work Plan

Appendix | - FTE/Capacity Worksheet
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APPENDIX A
EXCEPTIONS TO TERMS AND CONDITIONS

A Responder shall be presumed to be in agreement with the terms and conditions of the RFP
unless the Responder takes specific exception to one or more of the conditions on this form.

RESPONDERS ARE CAUTIONED THAT BY TAKING ANY EXCEPTION THEY MAY BE
MATERIALLY DEVIATING FROM THE RFP SPECIFICATIONS. IF A RESPONDER
MATERIALLY DEVIATES FROM A RFP SPECIFICATION, ITS PROPOSAL MAY BE
REJECTED.

A material deviation is an exception to a specification which 1) affords the Responder taking the
exception a competitive advantage over other Responders, or 2) gives the State something
significantly different than the State requested.

INSTRUCTIONS: Responders must explicitly list all exceptions to State of NH minimum terms
and conditions. Reference the actual number of the State's term and condition and Exhibit
number for which an exception(s) is being taken. If no exceptions exist, state "NONE" specifically
on the form below. Whether or not exceptions are taken, the Responder must sign and date this
form and submit it as part of their Proposal. (Add additional pages if necessary.)

Responder Name:

Term & Condition | Explanation of Exception
Number/Provision

By signing this form, | acknowledge that the above named Responder accepts, without
gualification, all terms and conditions stated in this RFP Section 8- Mandatory Business
Specifications, Contract Terms and Conditions except those clearly outlined as exceptions above.

Signature Title Date



Appendix B
FORM NUMBER P-37 (version 5/8/15)

Notice: This agreement and all of its attachments shall become public upon submission to Governor and
Executive Council for approval. Any information that is private, confidential or proprietary must
be clearly identified to the agency and agreed to in writing prior to signing the contract.

AGREEMENT
The State of New Hampshire and the Contractor hereby mutually agree as follows:

GENERAL PROVISIONS
1. IDENTIFICATION.

1.1 State Agency Name 1.2 State Agency Address

1.3 Contractor Name 1.4 Contractor Address

1.5 Contractor Phone 1.6 Account Number 1.7 Completion Date 1.8 Price Limitation
Number

1.9 Contracting Officer for State Agency 1.10 State Agency Telephone Number

1.11 Contractor Signature 1.12 Name and Title of Contractor Signatory

1.13 Acknowledgement: State of , County of

On , before the undersigned officer, personally appeared the person identified in block 1.12, or satisfactorily

proven to be the person whose name is signed in block 1.11, and acknowledged that s/he executed this document in the capacity
indicated in block 1.12.

1.13.1 Signature of Notary Public or Justice of the Peace

[Seal]

1.13.2 Name and Title of Notary or Justice of the Peace

1.14 State Agency Signature 1.15 Name and Title of State Agency Signatory

Date:

1.16 Approval by the N.H. Department of Administration, Division of Personnel (if applicable)

By: Director, On:

1.17 Approval by the Attorney General (Form, Substance and Execution) (if applicable)

By: On:

1.18 Approval by the Governor and Executive Council (if applicable)

By: On:
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2. EMPLOYMENT OF CONTRACTOR/SERVICES TO
BE PERFORMED. The State of New Hampshire, acting
through the agency identified in block 1.1 (“State”), engages
contractor identified in block 1.3 (“Contractor”) to perform,
and the Contractor shall perform, the work or sale of goods, or
both, identified and more particularly described in the attached
EXHIBIT A which is incorporated herein by reference
(“Services”).

3. EFFECTIVE DATE/COMPLETION OF SERVICES.
3.1 Notwithstanding any provision of this Agreement to the
contrary, and subject to the approval of the Governor and
Executive Council of the State of New Hampshire, if
applicable, this Agreement, and all obligations of the parties
hereunder, shall become effective on the date the Governor
and Executive Council approve this Agreement as indicated in
block 1.18, unless no such approval is required, in which case
the Agreement shall become effective on the date the
Agreement is signed by the State Agency as shown in block
1.14 (“Effective Date”).

3.2 If the Contractor commences the Services prior to the
Effective Date, all Services performed by the Contractor prior
to the Effective Date shall be performed at the sole risk of the
Contractor, and in the event that this Agreement does not
become effective, the State shall have no liability to the
Contractor, including without limitation, any obligation to pay
the Contractor for any costs incurred or Services performed.
Contractor must complete all Services by the Completion Date
specified in block 1.7.

4, CONDITIONAL NATURE OF AGREEMENT.
Notwithstanding any provision of this Agreement to the
contrary, all obligations of the State hereunder, including,
without limitation, the continuance of payments hereunder, are
contingent upon the availability and continued appropriation
of funds, and in no event shall the State be liable for any
payments hereunder in excess of such available appropriated
funds. In the event of a reduction or termination of
appropriated funds, the State shall have the right to withhold
payment until such funds become available, if ever, and shall
have the right to terminate this Agreement immediately upon
giving the Contractor notice of such termination. The State
shall not be required to transfer funds from any other account
to the Account identified in block 1.6 in the event funds in that
Account are reduced or unavailable.

5. CONTRACT PRICE/PRICE LIMITATION/
PAYMENT.

5.1 The contract price, method of payment, and terms of
payment are identified and more particularly described in
EXHIBIT B which is incorporated herein by reference.

5.2 The payment by the State of the contract price shall be the
only and the complete reimbursement to the Contractor for all
expenses, of whatever nature incurred by the Contractor in the
performance hereof, and shall be the only and the complete
compensation to the Contractor for the Services. The State
shall have no liability to the Contractor other than the contract
price.

5.3 The State reserves the right to offset from any amounts
otherwise payable to the Contractor under this Agreement
those liquidated amounts required or permitted by N.H. RSA
80:7 through RSA 80:7-c or any other provision of law.

5.4 Notwithstanding any provision in this Agreement to the
contrary, and notwithstanding unexpected circumstances, in
no event shall the total of all payments authorized, or actually
made hereunder, exceed the Price Limitation set forth in block
1.8.

6. COMPLIANCE BY CONTRACTOR WITH LAWS
AND REGULATIONS/ EQUAL EMPLOYMENT
OPPORTUNITY.

6.1 In connection with the performance of the Services, the
Contractor shall comply with all statutes, laws, regulations,
and orders of federal, state, county or municipal authorities
which impose any obligation or duty upon the Contractor,
including, but not limited to, civil rights and equal opportunity
laws. This may include the requirement to utilize auxiliary
aids and services to ensure that persons with communication
disabilities, including vision, hearing and speech, can
communicate with, receive information from, and convey
information to the Contractor. In addition, the Contractor
shall comply with all applicable copyright laws.

6.2 During the term of this Agreement, the Contractor shall
not discriminate against employees or applicants for
employment because of race, color, religion, creed, age, sex,
handicap, sexual orientation, or national origin and will take
affirmative action to prevent such discrimination.

6.3 If this Agreement is funded in any part by monies of the
United States, the Contractor shall comply with all the
provisions of Executive Order No. 11246 (“Equal
Employment Opportunity”), as supplemented by the
regulations of the United States Department of Labor (41
C.F.R. Part 60), and with any rules, regulations and guidelines
as the State of New Hampshire or the United States issue to
implement these regulations. The Contractor further agrees to
permit the State or United States access to any of the
Contractor’s books, records and accounts for the purpose of
ascertaining compliance with all rules, regulations and orders,
and the covenants, terms and conditions of this Agreement.

7. PERSONNEL.

7.1 The Contractor shall at its own expense provide all
personnel necessary to perform the Services. The Contractor
warrants that all personnel engaged in the Services shall be
qualified to perform the Services, and shall be properly
licensed and otherwise authorized to do so under all applicable
laws.

7.2 Unless otherwise authorized in writing, during the term of
this Agreement, and for a period of six (6) months after the
Completion Date in block 1.7, the Contractor shall not hire,
and shall not permit any subcontractor or other person, firm or
corporation with whom it is engaged in a combined effort to
perform the Services to hire, any person who is a State
employee or official, who is materially involved in the
procurement, administration or performance of this
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Agreement. This provision shall survive termination of this
Agreement.

7.3 The Contracting Officer specified in block 1.9, or his or
her successor, shall be the State’s representative. In the event
of any dispute concerning the interpretation of this Agreement,
the Contracting Officer’s decision shall be final for the State.

8. EVENT OF DEFAULT/REMEDIES.

8.1 Any one or more of the following acts or omissions of the
Contractor shall constitute an event of default hereunder
(“Event of Default”):

8.1.1 failure to perform the Services satisfactorily or on
schedule;

8.1.2 failure to submit any report required hereunder; and/or
8.1.3 failure to perform any other covenant, term or condition
of this Agreement.

8.2 Upon the occurrence of any Event of Default, the State
may take any one, or more, or all, of the following actions:
8.2.1 give the Contractor a written notice specifying the Event
of Default and requiring it to be remedied within, in the
absence of a greater or lesser specification of time, thirty (30)
days from the date of the notice; and if the Event of Default is
not timely remedied, terminate this Agreement, effective two
(2) days after giving the Contractor notice of termination;
8.2.2 give the Contractor a written notice specifying the Event
of Default and suspending all payments to be made under this
Agreement and ordering that the portion of the contract price
which would otherwise accrue to the Contractor during the
period from the date of such notice until such time as the State
determines that the Contractor has cured the Event of Default
shall never be paid to the Contractor;

8.2.3 set off against any other obligations the State may owe to
the Contractor any damages the State suffers by reason of any
Event of Default; and/or

8.2.4 treat the Agreement as breached and pursue any of its
remedies at law or in equity, or both.

9. DATA/ACCESS/CONFIDENTIALITY/
PRESERVATION.

9.1 As used in this Agreement, the word “data” shall mean all
information and things developed or obtained during the
performance of, or acquired or developed by reason of, this
Agreement, including, but not limited to, all studies, reports,
files, formulae, surveys, maps, charts, sound recordings, video
recordings, pictorial reproductions, drawings, analyses,
graphic representations, computer programs, computer
printouts, notes, letters, memoranda, papers, and documents,
all whether finished or unfinished.

9.2 All data and any property which has been received from
the State or purchased with funds provided for that purpose
under this Agreement, shall be the property of the State, and
shall be returned to the State upon demand or upon
termination of this Agreement for any reason.

9.3 Confidentiality of data shall be governed by N.H. RSA
chapter 91-A or other existing law. Disclosure of data
requires prior written approval of the State.

10. TERMINATION. In the event of an early termination of
this Agreement for any reason other than the completion of the
Services, the Contractor shall deliver to the Contracting
Officer, not later than fifteen (15) days after the date of
termination, a report (“Termination Report”) describing in
detail all Services performed, and the contract price earned, to
and including the date of termination. The form, subject
matter, content, and number of copies of the Termination
Report shall be identical to those of any Final Report
described in the attached EXHIBIT A.

11. CONTRACTOR’S RELATION TO THE STATE. In
the performance of this Agreement the Contractor is in all
respects an independent contractor, and is neither an agent nor
an employee of the State. Neither the Contractor nor any of its
officers, employees, agents or members shall have authority to
bind the State or receive any benefits, workers’ compensation
or other emoluments provided by the State to its employees.

12. ASSIGNMENT/DELEGATION/SUBCONTRACTS.
The Contractor shall not assign, or otherwise transfer any
interest in this Agreement without the prior written notice and
consent of the State. None of the Services shall be
subcontracted by the Contractor without the prior written
notice and consent of the State.

13. INDEMNIFICATION. The Contractor shall defend,
indemnify and hold harmless the State, its officers and
employees, from and against any and all losses suffered by the
State, its officers and employees, and any and all claims,
liabilities or penalties asserted against the State, its officers
and employees, by or on behalf of any person, on account of,
based or resulting from, arising out of (or which may be
claimed to arise out of) the acts or omissions of the
Contractor. Notwithstanding the foregoing, nothing herein
contained shall be deemed to constitute a waiver of the
sovereign immunity of the State, which immunity is hereby
reserved to the State. This covenant in paragraph 13 shall
survive the termination of this Agreement.

14. INSURANCE.

14.1 The Contractor shall, at its sole expense, obtain and
maintain in force, and shall require any subcontractor or
assignee to obtain and maintain in force, the following
insurance:

14.1.1 comprehensive general liability insurance against all
claims of bodily injury, death or property damage, in amounts
of not less than $1,000,000per occurrence and $2,000,000
aggregate ; and

14.1.2 special cause of loss coverage form covering all
property subject to subparagraph 9.2 herein, in an amount not
less than 80% of the whole replacement value of the property.
14.2 The policies described in subparagraph 14.1 herein shall
be on policy forms and endorsements approved for use in the
State of New Hampshire by the N.H. Department of
Insurance, and issued by insurers licensed in the State of New
Hampshire.
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14.3 The Contractor shall furnish to the Contracting Officer
identified in block 1.9, or his or her successor, a certificate(s)
of insurance for all insurance required under this Agreement.
Contractor shall also furnish to the Contracting Officer
identified in block 1.9, or his or her successor, certificate(s) of
insurance for all renewal(s) of insurance required under this
Agreement no later than thirty (30) days prior to the expiration
date of each of the insurance policies. The certificate(s) of
insurance and any renewals thereof shall be attached and are
incorporated herein by reference. Each certificate(s) of
insurance shall contain a clause requiring the insurer to
provide the Contracting Officer identified in block 1.9, or his
or her successor, no less than thirty (30) days prior written
notice of cancellation or modification of the policy.

15. WORKERS’ COMPENSATION.

15.1 By signing this agreement, the Contractor agrees,
certifies and warrants that the Contractor is in compliance with
or exempt from, the requirements of N.H. RSA chapter 281-A
(“Workers’ Compensation”).

15.2 To the extent the Contractor is subject to the
requirements of N.H. RSA chapter 281-A, Contractor shall
maintain, and require any subcontractor or assignee to secure
and maintain, payment of Workers” Compensation in
connection with activities which the person proposes to
undertake pursuant to this Agreement. Contractor shall
furnish the Contracting Officer identified in block 1.9, or his
or her successor, proof of Workers’ Compensation in the
manner described in N.H. RSA chapter 281-A and any
applicable renewal(s) thereof, which shall be attached and are
incorporated herein by reference. The State shall not be
responsible for payment of any Workers’ Compensation
premiums or for any other claim or benefit for Contractor, or
any subcontractor or employee of Contractor, which might
arise under applicable State of New Hampshire Workers’
Compensation laws in connection with the performance of the
Services under this Agreement.

16. WAIVER OF BREACH. No failure by the State to
enforce any provisions hereof after any Event of Default shall
be deemed a waiver of its rights with regard to that Event of
Default, or any subsequent Event of Default. No express
failure to enforce any Event of Default shall be deemed a
waiver of the right of the State to enforce each and all of the
provisions hereof upon any further or other Event of Default
on the part of the Contractor.

17. NOTICE. Any notice by a party hereto to the other party
shall be deemed to have been duly delivered or given at the
time of mailing by certified mail, postage prepaid, in a United
States Post Office addressed to the parties at the addresses
given in blocks 1.2 and 1.4, herein.

18. AMENDMENT. This Agreement may be amended,
waived or discharged only by an instrument in writing signed
by the parties hereto and only after approval of such
amendment, waiver or discharge by the Governor and
Executive Council of the State of New Hampshire unless no

such approval is required under the circumstances pursuant to
State law, rule or policy.

19. CONSTRUCTION OF AGREEMENT AND TERMS.
This Agreement shall be construed in accordance with the
laws of the State of New Hampshire, and is binding upon and
inures to the benefit of the parties and their respective
successors and assigns. The wording used in this Agreement
is the wording chosen by the parties to express their mutual
intent, and no rule of construction shall be applied against or
in favor of any party.

20. THIRD PARTIES. The parties hereto do not intend to
benefit any third parties and this Agreement shall not be
construed to confer any such benefit.

21. HEADINGS. The headings throughout the Agreement
are for reference purposes only, and the words contained
therein shall in no way be held to explain, modify, amplify or
aid in the interpretation, construction or meaning of the
provisions of this Agreement.

22. SPECIAL PROVISIONS. Additional provisions set
forth in the attached EXHIBIT C are incorporated herein by
reference.

23. SEVERABILITY. In the event any of the provisions of
this Agreement are held by a court of competent jurisdiction to
be contrary to any state or federal law, the remaining
provisions of this Agreement will remain in full force and
effect.

24. ENTIRE AGREEMENT. This Agreement, which may
be executed in a number of counterparts, each of which shall
be deemed an original, constitutes the entire Agreement and
understanding between the parties, and supersedes all prior
Agreements and understandings relating hereto.
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Exhibit C

SPECIAL PROVISIONS

Contractors Obligations: The Contractor covenants and agrees that all funds received by the Contractor
under the Contract shall be used only as payment to the Contractor for services provided to eligible
individuals and, in the furtherance of the aforesaid covenants, the Contractor hereby covenants and
agrees as follows:

1.

Compliance with Federal and State Laws: If the Contractor is permitted to determine the eligibility
of individuals such eligibility determination shall be made in accordance with applicable federal and
state laws, regulations, orders, guidelines, policies and procedures.

Time and Manner of Determination: Eligibility determinations shall be made on forms provided by
the Department for that purpose and shall be made and remade at such times as are prescribed by
the Department.

Documentation: In addition to the determination forms required by the Department, the Contractor
shall maintain a data file on each recipient of services hereunder, which file shall include all
information necessary to support an eligibility determination and such other information as the
Department requests. The Contractor shall furnish the Department with all forms and documentation
regarding eligibility determinations that the Department may request or require.

Fair Hearings: The Contractor understands that all applicants for services hereunder, as well as
individuals declared ineligible have a right to a fair hearing regarding that determination. The
Contractor hereby covenants and agrees that all applicants for services shall be permitted to fill out
an application form and that each applicant or re-applicant shall be informed of his/her right to a fair
hearing in accordance with Department regulations.

Gratuities or Kickbacks: The Contractor agrees that it is a breach of this Contract to accept or
make a payment, gratuity or offer of employment on behalf of the Contractor, any Sub-Contractor or
the State in order to influence the performance of the Scope of Work detailed in Exhibit A of this
Contract. The State may terminate this Contract and any sub-contract or sub-agreement if it is
determined that payments, gratuities or offers of employment of any kind were offered or received by
any officials, officers, employees or agents of the Contractor or Sub-Contractor.

Retroactive Payments: Notwithstanding anything to the contrary contained in the Contract or in any
other document, contract or understanding, it is expressly understood and agreed by the parties
hereto, that no payments will be made hereunder to reimburse the Contractor for costs incurred for
any purpose or for any services provided to any individual prior to the Effective Date of the Contract
and no payments shall be made for expenses incurred by the Contractor for any services provided
prior to the date on which the individual applies for services or (except as otherwise provided by the
federal regulations) prior to a determination that the individual is eligible for such services.

Conditions of Purchase: Notwithstanding anything to the contrary contained in the Contract, nothing
herein contained shall be deemed to obligate or require the Department to purchase services
hereunder at a rate which reimburses the Contractor in excess of the Contractors costs, at a rate
which exceeds the amounts reasonable and necessary to assure the quality of such service, or at a
rate which exceeds the rate charged by the Contractor to ineligible individuals or other third party
funders for such service. If at any time during the term of this Contract or after receipt of the Final
Expenditure Report hereunder, the Department shall determine that the Contractor has used
payments hereunder to reimburse items of expense other than such costs, or has received payment
in excess of such costs or in excess of such rates charged by the Contractor to ineligible individuals
or other third party funders, the Department may elect to:
7.1. Renegotiate the rates for payment hereunder, in which event new rates shall be established;
7.2. Deduct from any future payment to the Contractor the amount of any prior reimbursement in
excess of costs;
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7.3. Demand repayment of the excess payment by the Contractor in which event failure to make
such repayment shall constitute an Event of Default hereunder. When the Contractor is
permitted to determine the eligibility of individuals for services, the Contractor agrees to
reimburse the Department for all funds paid by the Department to the Contractor for services
provided to any individual who is found by the Department to be ineligible for such services at
any time during the period of retention of records established herein.

RECORDS: MAINTENANCE, RETENTION, AUDIT, DISCLOSURE AND CONFIDENTIALITY:

8. Maintenance of Records: In addition to the eligibility records specified above, the Contractor
covenants and agrees to maintain the following records during the Contract Period:

8.1. Fiscal Records: books, records, documents and other data evidencing and reflecting all costs
and other expenses incurred by the Contractor in the performance of the Contract, and all
income received or collected by the Contractor during the Contract Period, said records to be
maintained in accordance with accounting procedures and practices which sufficiently and
properly reflect all such costs and expenses, and which are acceptable to the Department, and
to include, without limitation, all ledgers, books, records, and original evidence of costs such as
purchase requisitions and orders, vouchers, requisitions for materials, inventories, valuations of
in-kind contributions, labor time cards, payrolls, and other records requested or required by the
Department.

8.2. Statistical Records: Statistical, enroliment, attendance or visit records for each recipient of
services during the Contract Period, which records shall include all records of application and
eligibility (including all forms required to determine eligibility for each such recipient), records
regarding the provision of services and all invoices submitted to the Department to obtain
payment for such services.

8.3. Medical Records: Where appropriate and as prescribed by the Department regulations, the
Contractor shall retain medical records on each patient/recipient of services.

9. Audit: Contractor shall submit an annual audit to the Department within 60 days after the close of the
agency fiscal year. It is recommended that the report be prepared in accordance with the provision of
Office of Management and Budget Circular A-133, "Audits of States, Local Governments, and Non
Profit Organizations" and the provisions of Standards for Audit of Governmental Organizations,
Programs, Activities and Functions, issued by the US General Accounting Office (GAO standards) as
they pertain to financial compliance audits.

9.1.  Audit and Review: During the term of this Contract and the period for retention hereunder, the
Department, the United States Department of Health and Human Services, and any of their
designated representatives shall have access to all reports and records maintained pursuant to
the Contract for purposes of audit, examination, excerpts and transcripts.

9.2. Audit Liabilities: In addition to and not in any way in limitation of obligations of the Contract, it is
understood and agreed by the Contractor that the Contractor shall be held liable for any state
or federal audit exceptions and shall return to the Department, all payments made under the
Contract to which exception has been taken or which have been disallowed because of such an
exception.

10. Confidentiality of Records: All information, reports, and records maintained hereunder or collected
in connection with the performance of the services and the Contract shall be confidential and shall not
be disclosed by the Contractor, provided however, that pursuant to state laws and the regulations of
the Department regarding the use and disclosure of such information, disclosure may be made to
public officials requiring such information in connection with their official duties and for purposes
directly connected to the administration of the services and the Contract; and provided further, that
the use or disclosure by any party of any information concerning a recipient for any purpose not
directly connected with the administration of the Department or the Contractor's responsibilities with
respect to purchased services hereunder is prohibited except on written consent of the recipient, his
attorney or guardian.
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Notwithstanding anything to the contrary contained herein the covenants and conditions contained in
the Paragraph shall survive the termination of the Contract for any reason whatsoever.

11. Reports: Fiscal and Statistical: The Contractor agrees to submit the following reports at the following
times if requested by the Department.

11.1.  Interim Financial Reports: Written interim financial reports containing a detailed description of
all costs and non-allowable expenses incurred by the Contractor to the date of the report and
containing such other information as shall be deemed satisfactory by the Department to
justify the rate of payment hereunder. Such Financial Reports shall be submitted on the form
designated by the Department or deemed satisfactory by the Department.

11.2.  Final Report: A final report shall be submitted within thirty (30) days after the end of the term
of this Contract. The Final Report shall be in a form satisfactory to the Department and shall
contain a summary statement of progress toward goals and objectives stated in the Proposal
and other information required by the Department.

12. Completion of Services: Disallowance of Costs: Upon the purchase by the Department of the
maximum number of units provided for in the Contract and upon payment of the price limitation
hereunder, the Contract and all the obligations of the parties hereunder (except such obligations as,
by the terms of the Contract are to be performed after the end of the term of this Contract and/or
survive the termination of the Contract) shall terminate, provided however, that if, upon review of the
Final Expenditure Report the Department shall disallow any expenses claimed by the Contractor as
costs hereunder the Department shall retain the right, at its discretion, to deduct the amount of such
expenses as are disallowed or to recover such sums from the Contractor.

13. Credits: All documents, notices, press releases, research reports and other materials prepared
during or resulting from the performance of the services of the Contract shall include the following
statement:

13.1.  The preparation of this (report, document etc.) was financed under a Contract with the State
of New Hampshire, Department of Health and Human Services, with funds provided in part
by the State of New Hampshire and/or such other funding sources as were available or
required, e.g., the United States Department of Health and Human Services.

14. Prior Approval and Copyright Ownership: All materials (written, video, audio) produced or
purchased under the contract shall have prior approval from DHHS before printing, production,
distribution or use. The DHHS will retain copyright ownership for any and all original materials
produced, including, but not limited to, brochures, resource directories, protocols or guidelines,
posters, or reports. Contractor shall not reproduce any materials produced under the contract without
prior written approval from DHHS.

15. Operation of Facilities: Compliance with Laws and Regulations: In the operation of any facilities
for providing services, the Contractor shall comply with all laws, orders and regulations of federal,
state, county and municipal authorities and with any direction of any Public Officer or officers
pursuant to laws which shall impose an order or duty upon the contractor with respect to the
operation of the facility or the provision of the services at such facility. If any governmental license or
permit shall be required for the operation of the said facility or the performance of the said services,
the Contractor will procure said license or permit, and will at all times comply with the terms and
conditions of each such license or permit. In connection with the foregoing requirements, the
Contractor hereby covenants and agrees that, during the term of this Contract the facilities shall
comply with all rules, orders, regulations, and requirements of the State Office of the Fire Marshal and
the local fire protection agency, and shall be in conformance with local building and zoning codes, by-
laws and regulations.

16. Equal Employment Opportunity Plan (EEOP): The Contractor will provide an Equal Employment
Opportunity Plan (EEOP) to the Office for Civil Rights, Office of Justice Programs (OCR), if it has
received a single award of $500,000 or more. If the recipient receives $25,000 or more and has 50 or
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more employees, it will maintain a current EEOP on file and submit an EEOP Certification Form to the
OCR, certifying that its EEOP is on file. For recipients receiving less than $25,000, or public grantees
with fewer than 50 employees, regardless of the amount of the award, the recipient will provide an
EEOP Certification Form to the OCR certifying it is not required to submit or maintain an EEOP. Non-
profit organizations, Indian Tribes, and medical and educational institutions are exempt from the
EEOP requirement, but are required to submit a certification form to the OCR to claim the exemption.
EEOP Certification Forms are available at: http://www.ojp.usdoj/about/ocr/pdfs/cert.pdf.

17. Limited English Proficiency (LEP): As clarified by Executive Order 13166, Improving Access to
Services for persons with Limited English Proficiency, and resulting agency guidance, national origin
discrimination includes discrimination on the basis of limited English proficiency (LEP). To ensure
compliance with the Omnibus Crime Control and Safe Streets Act of 1968 and Title VI of the Civil
Rights Act of 1964, Contractors must take reasonable steps to ensure that LEP persons have
meaningful access to its programs.

18. Pilot Program for Enhancement of Contractor Employee Whistleblower Protections: The
following shall apply to all contracts that exceed the Simplified Acquisition Threshold as defined in 48
CFR 2.101 (currently, $150,000)

CONTRACTOR EMPLOYEE WHISTLEBLOWER RIGHTS AND REQUIREMENT TO INFORM EMPLOYEES OF
WHISTLEBLOWER RIGHTS (SEP 2013)

(a) This contract and employees working on this contract will be subject to the whistleblower rights
and remedies in the pilot program on Contractor employee whistleblower protections established at

41 U.S.C. 4712 by section 828 of the National Defense Authorization Act for Fiscal Year 2013 (Pub. L.
112-239) and FAR 3.908.

(b) The Contractor shall inform its employees in writing, in the predominant language of the workforce,
of employee whistleblower rights and protections under 41 U.S.C. 4712, as described in section
3.908 of the Federal Acquisition Regulation.

(c) The Contractor shall insert the substance of this clause, including this paragraph (c), in all
subcontracts over the simplified acquisition threshold.

19. Subcontractors: DHHS recognizes that the Contractor may choose to use subcontractors with
greater expertise to perform certain health care services or functions for efficiency or convenience,
but the Contractor shall retain the responsibility and accountability for the function(s). Prior to
subcontracting, the Contractor shall evaluate the subcontractor’s ability to perform the delegated
function(s). This is accomplished through a written agreement that specifies activities and reporting
responsibilities of the subcontractor and provides for revoking the delegation or imposing sanctions if
the subcontractor’s performance is not adequate. Subcontractors are subject to the same contractual
conditions as the Contractor and the Contractor is responsible to ensure subcontractor compliance
with those conditions.

When the Contractor delegates a function to a subcontractor, the Contractor shall do the following:

19.1.  Evaluate the prospective subcontractor’s ability to perform the activities, before delegating
the function

19.2. Have a written agreement with the subcontractor that specifies activities and reporting
responsibilities and how sanctions/revocation will be managed if the subcontractor’s
performance is not adequate

19.3.  Monitor the subcontractor's performance on an ongoing basis

Exhibit C — Special Provisions Contractor Initials

06/27/14 Page 4 of 5 Date



Appendix B
New Hampshire Department of Health and Human Services
Exhibit C

19.4. Provide to DHHS an annual schedule identifying all subcontractors, delegated functions and
responsibilities, and when the subcontractor’s performance will be reviewed
19.5. DHHS shall, at its discretion, review and approve all subcontracts.

If the Contractor identifies deficiencies or areas for improvement are identified, the Contractor shall
take corrective action.

DEFINITIONS
As used in the Contract, the following terms shall have the following meanings:

COSTS: Shall mean those direct and indirect items of expense determined by the Department to be
allowable and reimbursable in accordance with cost and accounting principles established in accordance
with state and federal laws, regulations, rules and orders.

DEPARTMENT: NH Department of Health and Human Services.

FINANCIAL MANAGEMENT GUIDELINES: Shall mean that section of the Contractor Manual which is
entitled "Financial Management Guidelines" and which contains the regulations governing the financial
activities of contractor agencies which have contracted with the State of NH to receive funds.

PROPOSAL: If applicable, shall mean the document submitted by the Contractor on a form or forms
required by the Department and containing a description of the Services to be provided to eligible
individuals by the Contractor in accordance with the terms and conditions of the Contract and setting forth
the total cost and sources of revenue for each service to be provided under the Contract.

UNIT: For each service that the Contractor is to provide to eligible individuals hereunder, shall mean that
period of time or that specified activity determined by the Department and specified in Exhibit B of the
Contract.

FEDERAL/STATE LAW: Wherever federal or state laws, regulations, rules, orders, and policies, etc. are
referred to in the Contract, the said reference shall be deemed to mean all such laws, regulations, etc. as
they may be amended or revised from the time to time.

CONTRACTOR MANUAL: Shall mean that document prepared by the NH Department of Administrative
Services containing a compilation of all regulations promulgated pursuant to the New Hampshire
Administrative Procedures Act. NH RSA Ch 541-A, for the purpose of implementing State of NH and
federal regulations promulgated thereunder.

SUPPLANTING OTHER FEDERAL FUNDS: The Contractor guarantees that funds provided under this
Contract will not supplant any existing federal funds available for these services.

Exhibit C — Special Provisions Contractor Initials
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REVISIONS TO GENERAL PROVISIONS

1. Subparagraph 4 of the General Provisions of this contract, Conditional Nature of Agreement, is

replaced as follows:

4, CONDITIONAL NATURE OF AGREEMENT.
Notwithstanding any provision of this Agreement to the contrary, all obligations of the State
hereunder, including without limitation, the continuance of payments, in whole or in part,
under this Agreement are contingent upon continued appropriation or availability of funds,
including any subsequent changes to the appropriation or availability of funds affected by
any state or federal legislative or executive action that reduces, eliminates, or otherwise
modifies the appropriation or availability of funding for this Agreement and the Scope of
Services provided in Exhibit A, Scope of Services, in whole or in part. In no event shall the
State be liable for any payments hereunder in excess of appropriated or available funds. In
the event of a reduction, termination or modification of appropriated or available funds, the
State shall have the right to withhold payment until such funds become available, if ever. The
State shall have the right to reduce, terminate or modify services under this Agreement
immediately upon giving the Contractor notice of such reduction, termination or modification.
The State shall not be required to transfer funds from any other source or account into the
Account(s) identified in block 1.6 of the General Provisions, Account Number, or any other
account, in the event funds are reduced or unavailable.

2. Subparagraph 10 of the General Provisions of this contract, Termination, is amended by adding the
following language;

10.1 The State may terminate the Agreement at any time for any reason, at the sole discretion of
the State, 30 days after giving the Contractor written notice that the State is exercising its
option to terminate the Agreement.

10.2 In the event of early termination, the Contractor shall, within 15 days of notice of early
termination, develop and submit to the State a Transition Plan for services under the
Agreement, including but not limited to, identifying the present and future needs of clients
receiving services under the Agreement and establishes a process to meet those needs.

10.3 The Contractor shall fully cooperate with the State and shall promptly provide detailed
information to support the Transition Plan including, but not limited to, any information or
data requested by the State related to the termination of the Agreement and Transition Plan
and shall provide ongoing communication and revisions of the Transition Plan to the State as
requested.

10.4 In the event that services under the Agreement, including but not limited to clients receiving
services under the Agreement are transitioned to having services delivered by another entity
including contracted providers or the State, the Contractor shall provide a process for
uninterrupted delivery of services in the Transition Plan.

10.5 The Contractor shall establish a method of notifying clients and other affected individuals
about the transition. The Contractor shall include the proposed communications in its
Transition Plan submitted to the State as described above.

Exhibit C-1 — Revisions to Standard Provisions Contractor Initials
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CERTIFICATION REGARDING DRUG-FREE WORKPLACE REQUIREMENTS

The Contractor identified in Section 1.3 of the General Provisions agrees to comply with the provisions of
Sections 5151-5160 of the Drug-Free Workplace Act of 1988 (Pub. L. 100-690, Title V, Subtitle D; 41
U.S.C. 701 et seq.), and further agrees to have the Contractor’s representative, as identified in Sections
1.11 and 1.12 of the General Provisions execute the following Certification:

ALTERNATIVE | - FOR GRANTEES OTHER THAN INDIVIDUALS

US DEPARTMENT OF HEALTH AND HUMAN SERVICES - CONTRACTORS
US DEPARTMENT OF EDUCATION - CONTRACTORS
US DEPARTMENT OF AGRICULTURE - CONTRACTORS

This certification is required by the regulations implementing Sections 5151-5160 of the Drug-Free
Workplace Act of 1988 (Pub. L. 100-690, Title V, Subtitle D; 41 U.S.C. 701 et seq.). The January 31,
1989 regulations were amended and published as Part Il of the May 25, 1990 Federal Register (pages
21681-21691), and require certification by grantees (and by inference, sub-grantees and sub-
contractors), prior to award, that they will maintain a drug-free workplace. Section 3017.630(c) of the
regulation provides that a grantee (and by inference, sub-grantees and sub-contractors) that is a State
may elect to make one certification to the Department in each federal fiscal year in lieu of certificates for
each grant during the federal fiscal year covered by the certification. The certificate set out below is a
material representation of fact upon which reliance is placed when the agency awards the grant. False
certification or violation of the certification shall be grounds for suspension of payments, suspension or
termination of grants, or government wide suspension or debarment. Contractors using this form should
send it to:

Commissioner

NH Department of Health and Human Services
129 Pleasant Street,

Concord, NH 03301-6505

1. The grantee certifies that it will or will continue to provide a drug-free workplace by:

1.1.  Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession or use of a controlled substance is prohibited in the grantee’s
workplace and specifying the actions that will be taken against employees for violation of such
prohibition;

1.2. Establishing an ongoing drug-free awareness program to inform employees about
1.2.1. The dangers of drug abuse in the workplace;

1.2.2. The grantee’s policy of maintaining a drug-free workplace;

1.2.3. Any available drug counseling, rehabilitation, and employee assistance programs; and

1.2.4. The penalties that may be imposed upon employees for drug abuse violations
occurring in the workplace;

1.3. Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

1.4. Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will
1.4.1. Abide by the terms of the statement; and
1.4.2. Notify the employer in writing of his or her conviction for a violation of a criminal drug

statute occurring in the workplace no later than five calendar days after such
conviction;

1.5. Notifying the agency in writing, within ten calendar days after receiving notice under
subparagraph 1.4.2 from an employee or otherwise receiving actual notice of such conviction.
Employers of convicted employees must provide notice, including position title, to every grant
officer on whose grant activity the convicted employee was working, unless the Federal agency

Exhibit D — Certification regarding Drug Free Contractor Initials
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has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;
1.6. Taking one of the following actions, within 30 calendar days of receiving notice under
subparagraph 1.4.2, with respect to any employee who is so convicted
1.6.1. Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
1.6.2. Requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;
1.7.  Making a good faith effort to continue to maintain a drug-free workplace through
implementation of paragraphs 1.1, 1.2, 1.3, 1.4, 1.5, and 1.6.

2. The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant.

Place of Performance (street address, city, county, state, zip code) (list each location)

Check O if there are workplaces on file that are not identified here.

Contractor Name:

Date Name:
Title:

Exhibit D — Certification regarding Drug Free Contractor Initials
Workplace Requirements
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CERTIFICATION REGARDING LOBBYING

The Contractor identified in Section 1.3 of the General Provisions agrees to comply with the provisions of
Section 319 of Public Law 101-121, Government wide Guidance for New Restrictions on Lobbying, and
31 U.S.C. 1352, and further agrees to have the Contractor’s representative, as identified in Sections 1.11
and 1.12 of the General Provisions execute the following Certification:

US DEPARTMENT OF HEALTH AND HUMAN SERVICES - CONTRACTORS
US DEPARTMENT OF EDUCATION - CONTRACTORS
US DEPARTMENT OF AGRICULTURE - CONTRACTORS

Programs (indicate applicable program covered):
*Temporary Assistance to Needy Families under Title IV-A
*Child Support Enforcement Program under Title IV-D
*Social Services Block Grant Program under Title XX
*Medicaid Program under Title XIX

*Community Services Block Grant under Title VI

*Child Care Development Block Grant under Title IV

The undersigned certifies, to the best of his or her knowledge and belief, that:

1. No Federal appropriated funds have been paid or will be paid by or on behalf of the undersigned, to
any person for influencing or attempting to influence an officer or employee of any agency, a Member
of Congress, an officer or employee of Congress, or an employee of a Member of Congress in
connection with the awarding of any Federal contract, continuation, renewal, amendment, or
modification of any Federal contract, grant, loan, or cooperative agreement (and by specific mention
sub-grantee or sub-contractor).

2. If any funds other than Federal appropriated funds have been paid or will be paid to any person for
influencing or attempting to influence an officer or employee of any agency, a Member of Congress,
an officer or employee of Congress, or an employee of a Member of Congress in connection with this
Federal contract, grant, loan, or cooperative agreement (and by specific mention sub-grantee or sub-
contractor), the undersigned shall complete and submit Standard Form LLL, (Disclosure Form to
Report Lobbying, in accordance with its instructions, attached and identified as Standard Exhibit E-I.)

3. The undersigned shall require that the language of this certification be included in the award
document for sub-awards at all tiers (including subcontracts, sub-grants, and contracts under grants,
loans, and cooperative agreements) and that all sub-recipients shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction
was made or entered into. Submission of this certification is a prerequisite for making or entering into this
transaction imposed by Section 1352, Title 31, U.S. Code. Any person who fails to file the required
certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for
each such failure.

Contractor Name:

Date Name:
Title:

Exhibit E — Certification Regarding Lobbying Contractor Initials
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CERTIFICATION REGARDING DEBARMENT, SUSPENSION
AND OTHER RESPONSIBILITY MATTERS

The Contractor identified in Section 1.3 of the General Provisions agrees to comply with the provisions of
Executive Office of the President, Executive Order 12549 and 45 CFR Part 76 regarding Debarment,
Suspension, and Other Responsibility Matters, and further agrees to have the Contractor’s
representative, as identified in Sections 1.11 and 1.12 of the General Provisions execute the following
Certification:

INSTRUCTIONS FOR CERTIFICATION
1. By signing and submitting this proposal (contract), the prospective primary participant is providing the
certification set out below.

2. The inability of a person to provide the certification required below will not necessarily result in denial
of participation in this covered transaction. If necessary, the prospective participant shall submit an
explanation of why it cannot provide the certification. The certification or explanation will be
considered in connection with the NH Department of Health and Human Services’ (DHHS)
determination whether to enter into this transaction. However, failure of the prospective primary
participant to furnish a certification or an explanation shall disqualify such person from participation in
this transaction.

3. The certification in this clause is a material representation of fact upon which reliance was placed
when DHHS determined to enter into this transaction. If it is later determined that the prospective
primary participant knowingly rendered an erroneous certification, in addition to other remedies
available to the Federal Government, DHHS may terminate this transaction for cause or default.

4. The prospective primary participant shall provide immediate written notice to the DHHS agency to
whom this proposal (contract) is submitted if at any time the prospective primary participant learns
that its certification was erroneous when submitted or has become erroneous by reason of changed
circumstances.

5. The terms “covered transaction,” “debarred,” “suspended,” “ineligible,” “lower tier covered
transaction,” “participant,” “person,” “primary covered transaction,” “principal,” “proposal,” and
“voluntarily excluded,” as used in this clause, have the meanings set out in the Definitions and
Coverage sections of the rules implementing Executive Order 12549: 45 CFR Part 76. See the

attached definitions.

6. The prospective primary participant agrees by submitting this proposal (contract) that, should the
proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered
transaction with a person who is debarred, suspended, declared ineligible, or voluntarily excluded
from participation in this covered transaction, unless authorized by DHHS.

7. The prospective primary participant further agrees by submitting this proposal that it will include the
clause titled “Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion -
Lower Tier Covered Transactions,” provided by DHHS, without modification, in all lower tier covered
transactions and in all solicitations for lower tier covered transactions.

8. A participant in a covered transaction may rely upon a certification of a prospective participant in a
lower tier covered transaction that it is not debarred, suspended, ineligible, or involuntarily excluded
from the covered transaction, unless it knows that the certification is erroneous. A participant may
decide the method and frequency by which it determines the eligibility of its principals. Each
participant may, but is not required to, check the Nonprocurement List (of excluded parties).

9. Nothing contained in the foregoing shall be construed to require establishment of a system of records
in order to render in good faith the certification required by this clause. The knowledge and

Exhibit F — Certification Regarding Debarment, Suspension Contractor Initials
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information of a participant is not required to exceed that which is normally possessed by a prudent
person in the ordinary course of business dealings.

10. Except for transactions authorized under paragraph 6 of these instructions, if a participant in a
covered transaction knowingly enters into a lower tier covered transaction with a person who is
suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in
addition to other remedies available to the Federal government, DHHS may terminate this transaction
for cause or default.

PRIMARY COVERED TRANSACTIONS
11. The prospective primary participant certifies to the best of its knowledge and belief, that it and its
principals:

11.1. are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded from covered transactions by any Federal department or agency;

11.2. have not within a three-year period preceding this proposal (contract) been convicted of or had
a civil judgment rendered against them for commission of fraud or a criminal offense in
connection with obtaining, attempting to obtain, or performing a public (Federal, State or local)
transaction or a contract under a public transaction; violation of Federal or State antitrust
statutes or commission of embezzlement, theft, forgery, bribery, falsification or destruction of
records, making false statements, or receiving stolen property;

11.3. are not presently indicted for otherwise criminally or civilly charged by a governmental entity
(Federal, State or local) with commission of any of the offenses enumerated in paragraph (1)(b)
of this certification; and

11.4. have not within a three-year period preceding this application/proposal had one or more public
transactions (Federal, State or local) terminated for cause or default.

12. Where the prospective primary participant is unable to certify to any of the statements in this
certification, such prospective participant shall attach an explanation to this proposal (contract).

LOWER TIER COVERED TRANSACTIONS
13. By signing and submitting this lower tier proposal (contract), the prospective lower tier participant, as
defined in 45 CFR Part 76, certifies to the best of its knowledge and belief that it and its principals:
13.1. are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded from participation in this transaction by any federal department or agency.
13.2. where the prospective lower tier participant is unable to certify to any of the above, such
prospective participant shall attach an explanation to this proposal (contract).

14. The prospective lower tier participant further agrees by submitting this proposal (contract) that it will
include this clause entitled “Certification Regarding Debarment, Suspension, Ineligibility, and
Voluntary Exclusion - Lower Tier Covered Transactions,” without modification in all lower tier covered
transactions and in all solicitations for lower tier covered transactions.

Contractor Name:

Date Name:
Title:
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CERTIFICATION OF COMPLIANCE WITH REQUIREMENTS PERTAINING TO
FEDERAL NONDISCRIMINATION, EQUAL TREATMENT OF FAITH-BASED ORGANIZATIONS AND
WHISTLEBLOWER PROTECTIONS

The Contractor identified in Section 1.3 of the General Provisions agrees by signature of the Contractor’s
representative as identified in Sections 1.11 and 1.12 of the General Provisions, to execute the following
certification:

Contractor will comply, and will require any subgrantees or subcontractors to comply, with any applicable
federal nondiscrimination requirements, which may include:

- the Omnibus Crime Control and Safe Streets Act of 1968 (42 U.S.C. Section 3789d) which prohibits
recipients of federal funding under this statute from discriminating, either in employment practices or in
the delivery of services or benefits, on the basis of race, color, religion, national origin, and sex. The Act
requires certain recipients to produce an Equal Employment Opportunity Plan;

- the Juvenile Justice Delinquency Prevention Act of 2002 (42 U.S.C. Section 5672(b)) which adopts by
reference, the civil rights obligations of the Safe Streets Act. Recipients of federal funding under this
statute are prohibited from discriminating, either in employment practices or in the delivery of services or
benefits, on the basis of race, color, religion, national origin, and sex. The Act includes Equal
Employment Opportunity Plan requirements;

- the Civil Rights Act of 1964 (42 U.S.C. Section 2000d, which prohibits recipients of federal financial
assistance from discriminating on the basis of race, color, or national origin in any program or activity);

- the Rehabilitation Act of 1973 (29 U.S.C. Section 794), which prohibits recipients of Federal financial
assistance from discriminating on the basis of disability, in regard to employment and the delivery of
services or benefits, in any program or activity;

- the Americans with Disabilities Act of 1990 (42 U.S.C. Sections 12131-34), which prohibits
discrimination and ensures equal opportunity for persons with disabilities in employment, State and local
government services, public accommodations, commercial facilities, and transportation;

- the Education Amendments of 1972 (20 U.S.C. Sections 1681, 1683, 1685-86), which prohibits
discrimination on the basis of sex in federally assisted education programs;

- the Age Discrimination Act of 1975 (42 U.S.C. Sections 6106-07), which prohibits discrimination on the
basis of age in programs or activities receiving Federal financial assistance. It does not include
employment discrimination;

- 28 C.F.R. pt. 31 (U.S. Department of Justice Regulations — OJJDP Grant Programs); 28 C.F.R. pt. 42
(U.S. Department of Justice Regulations — Nondiscrimination; Equal Employment Opportunity; Policies
and Procedures); Executive Order No. 13279 (equal protection of the laws for faith-based and community
organizations); Executive Order No. 13559, which provide fundamental principles and policy-making
criteria for partnerships with faith-based and neighborhood organizations;

- 28 C.F.R. pt. 38 (U.S. Department of Justice Regulations — Equal Treatment for Faith-Based
Organizations); and Whistleblower protections 41 U.S.C. §4712 and The National Defense Authorization
Act (NDAA) for Fiscal Year 2013 (Pub. L. 112-239, enacted January 2, 2013) the Pilot Program for
Enhancement of Contract Employee Whistleblower Protections, which protects employees against
reprisal for certain whistle blowing activities in connection with federal grants and contracts.

The certificate set out below is a material representation of fact upon which reliance is placed when the
agency awards the grant. False certification or violation of the certification shall be grounds for
suspension of payments, suspension or termination of grants, or government wide suspension or
debarment.
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In the event a Federal or State court or Federal or State administrative agency makes a finding of
discrimination after a due process hearing on the grounds of race, color, religion, national origin, or sex
against a recipient of funds, the recipient will forward a copy of the finding to the Office for Civil Rights, to
the applicable contracting agency or division within the Department of Health and Human Services, and
to the Department of Health and Human Services Office of the Ombudsman.

The Contractor identified in Section 1.3 of the General Provisions agrees by signature of the Contractor’s
representative as identified in Sections 1.11 and 1.12 of the General Provisions, to execute the following
certification:

1. By signing and submitting this proposal (contract) the Contractor agrees to comply with the provisions
indicated above.

Contractor Name:

Date Name:
Title:
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CERTIFICATION REGARDING ENVIRONMENTAL TOBACCO SMOKE

Public Law 103-227, Part C - Environmental Tobacco Smoke, also known as the Pro-Children Act of 1994
(Act), requires that smoking not be permitted in any portion of any indoor facility owned or leased or
contracted for by an entity and used routinely or regularly for the provision of health, day care, education,
or library services to children under the age of 18, if the services are funded by Federal programs either
directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The
law does not apply to children’s services provided in private residences, facilities funded solely by
Medicare or Medicaid funds, and portions of facilities used for inpatient drug or alcohol treatment. Failure
to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to
$1000 per day and/or the imposition of an administrative compliance order on the responsible entity.

The Contractor identified in Section 1.3 of the General Provisions agrees, by signature of the Contractor’s

representative as identified in Section 1.11 and 1.12 of the General Provisions, to execute the following

certification:

1. By signing and submitting this contract, the Contractor agrees to make reasonable efforts to comply
with all applicable provisions of Public Law 103-227, Part C, known as the Pro-Children Act of 1994.

Contractor Name:

Date Name:
Title:
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HEALTH INSURANCE PORTABLITY ACT
BUSINESS ASSOCIATE AGREEMENT

The Contractor identified in Section 1.3 of the General Provisions of the Agreement agrees to
comply with the Health Insurance Portability and Accountability Act, Public Law 104-191 and
with the Standards for Privacy and Security of Individually Identifiable Health Information, 45
CFR Parts 160 and 164 applicable to business associates. As defined herein, “Business
Associate” shall mean the Contractor and subcontractors and agents of the Contractor that
receive, use or have access to protected health information under this Agreement and “Covered
Entity” shall mean the State of New Hampshire, Department of Health and Human Services.

(1) Definitions.

a. “Breach” shall have the same meaning as the term “Breach” in section 164.402 of Title 45,
Code of Federal Regulations.

b. “Business Associate” has the meaning given such term in section 160.103 of Title 45, Code
of Federal Regulations.

c. ‘“Covered Entity” has the meaning given such term in section 160.103 of Title 45,
Code of Federal Regulations.

d. “Designated Record Set” shall have the same meaning as the term “designated record set”
in 45 CFR Section 164.501.

e. “Data Aggregation” shall have the same meaning as the term “data aggregation” in 45 CFR
Section 164.501.

f. “Health Care Operations” shall have the same meaning as the term “health care operations”
in 45 CFR Section 164.501.

g. ‘HITECH Act’ means the Health Information Technology for Economic and Clinical Health
Act, TitleXIll, Subtitle D, Part 1 & 2 of the American Recovery and Reinvestment Act of
2009.

h. “HIPAA” means the Health Insurance Portability and Accountability Act of 1996, Public Law
104-191 and the Standards for Privacy and Security of Individually Identifiable Health
Information, 45 CFR Parts 160, 162 and 164 and amendments thereto.

i. “Individual” shall have the same meaning as the term “individual” in 45 CFR Section 160.103
and shall include a person who qualifies as a personal representative in accordance with 45
CFR Section 164.501(g).

j-  “Privacy Rule” shall mean the Standards for Privacy of Individually Identifiable Health
Information at 45 CFR Parts 160 and 164, promulgated under HIPAA by the United States
Department of Health and Human Services.

k. “Protected Health Information” shall have the same meaning as the term “protected health
information” in 45 CFR Section 160.103, limited to the information created or received by
Business Associate from or on behalf of Covered Entity.

3/2014 Exhibit | Contractor Initials
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“‘Required by Law” shall have the same meaning as the term “required by law” in 45 CFR
Section 164.103.

. “Secretary” shall mean the Secretary of the Department of Health and Human Services or

his/her designee.

“Security Rule” shall mean the Security Standards for the Protection of Electronic Protected
Health Information at 45 CFR Part 164, Subpart C, and amendments thereto.

“Unsecured Protected Health Information” means protected health information that is not
secured by a technology standard that renders protected health information unusable,
unreadable, or indecipherable to unauthorized individuals and is developed or endorsed by
a standards developing organization that is accredited by the American National Standards
Institute.

Other Definitions - All terms not otherwise defined herein shall have the meaning
established under 45 C.F.R. Parts 160, 162 and 164, as amended from time to time, and the
HITECH

Act.

Business Associate Use and Disclosure of Protected Health Information.

Business Associate shall not use, disclose, maintain or transmit Protected Health
Information (PHI) except as reasonably necessary to provide the services outlined under
Exhibit A of the Agreement. Further, Business Associate, including but not limited to all
its directors, officers, employees and agents, shall not use, disclose, maintain or transmit
PHI in any manner that would constitute a violation of the Privacy and Security Rule.

Business Associate may use or disclose PHI:
. For the proper management and administration of the Business Associate;
Il. As required by law, pursuant to the terms set forth in paragraph d. below; or
1. For data aggregation purposes for the health care operations of Covered
Entity.

To the extent Business Associate is permitted under the Agreement to disclose PHI to a
third party, Business Associate must obtain, prior to making any such disclosure, (i)
reasonable assurances from the third party that such PHI will be held confidentially and
used or further disclosed only as required by law or for the purpose for which it was
disclosed to the third party; and (ii) an agreement from such third party to notify Business
Associate, in accordance with the HIPAA Privacy, Security, and Breach Notification
Rules of any breaches of the confidentiality of the PHI, to the extent it has obtained
knowledge of such breach.

The Business Associate shall not, unless such disclosure is reasonably necessary to
provide services under Exhibit A of the Agreement, disclose any PHI in response to a
request for disclosure on the basis that it is required by law, without first notifying
Covered Entity so that Covered Entity has an opportunity to object to the disclosure and
to seek appropriate relief. If Covered Entity objects to such disclosure, the Business
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Associate shall refrain from disclosing the PHI until Covered Entity has exhausted all
remedies.

If the Covered Entity notifies the Business Associate that Covered Entity has agreed to
be bound by additional restrictions over and above those uses or disclosures or security
safeguards of PHI pursuant to the Privacy and Security Rule, the Business Associate
shall be bound by such additional restrictions and shall not disclose PHI in violation of
such additional restrictions and shall abide by any additional security safeguards.

Obligations and Activities of Business Associate.

The Business Associate shall notify the Covered Entity’s Privacy Officer immediately
after the Business Associate becomes aware of any use or disclosure of protected
health information not provided for by the Agreement including breaches of unsecured
protected health information and/or any security incident that may have an impact on the
protected health information of the Covered Entity.

The Business Associate shall immediately perform a risk assessment when it becomes
aware of any of the above situations. The risk assessment shall include, but not be
limited to:

o The nature and extent of the protected health information involved, including the
types of identifiers and the likelihood of re-identification;

o The unauthorized person used the protected health information or to whom the
disclosure was made;

o Whether the protected health information was actually acquired or viewed

o The extent to which the risk to the protected health information has been
mitigated.

The Business Associate shall complete the risk assessment within 48 hours of the
breach and immediately report the findings of the risk assessment in writing to the
Covered Entity.

The Business Associate shall comply with all sections of the Privacy, Security, and
Breach Notification Rule.

Business Associate shall make available all of its internal policies and procedures, books
and records relating to the use and disclosure of PHI received from, or created or
received by the Business Associate on behalf of Covered Entity to the Secretary for
purposes of determining Covered Entity’s compliance with HIPAA and the Privacy and
Security Rule.

Business Associate shall require all of its business associates that receive, use or have
access to PHI under the Agreement, to agree in writing to adhere to the same
restrictions and conditions on the use and disclosure of PHI contained herein, including
the duty to return or destroy the PHI as provided under Section 3 (). The Covered Entity
shall be considered a direct third party beneficiary of the Contractor’s business associate
agreements with Contractor’s intended business associates, who will be receiving PHI

Exhibit | Contractor Initials
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pursuant to this Agreement, with rights of enforcement and indemnification from such
business associates who shall be governed by standard Paragraph #13 of the standard
contract provisions (P-37) of this Agreement for the purpose of use and disclosure of
protected health information.

Within five (5) business days of receipt of a written request from Covered Entity,
Business Associate shall make available during normal business hours at its offices all
records, books, agreements, policies and procedures relating to the use and disclosure
of PHI to the Covered Entity, for purposes of enabling Covered Entity to determine
Business Associate’s compliance with the terms of the Agreement.

Within ten (10) business days of receiving a written request from Covered Entity,
Business Associate shall provide access to PHI in a Designated Record Set to the
Covered Entity, or as directed by Covered Entity, to an individual in order to meet the
requirements under 45 CFR Section 164.524.

Within ten (10) business days of receiving a written request from Covered Entity for an
amendment of PHI or a record about an individual contained in a Designated Record
Set, the Business Associate shall make such PHI available to Covered Entity for
amendment and incorporate any such amendment to enable Covered Entity to fulfill its
obligations under 45 CFR Section 164.526.

Business Associate shall document such disclosures of PHI and information related to
such disclosures as would be required for Covered Entity to respond to a request by an
individual for an accounting of disclosures of PHI in accordance with 45 CFR Section
164.528.

Within ten (10) business days of receiving a written request from Covered Entity for a
request for an accounting of disclosures of PHI, Business Associate shall make available
to Covered Entity such information as Covered Entity may require to fulfill its obligations
to provide an accounting of disclosures with respect to PHI in accordance with 45 CFR
Section 164.528.

In the event any individual requests access to, amendment of, or accounting of PHI
directly from the Business Associate, the Business Associate shall within two (2)
business days forward such request to Covered Entity. Covered Entity shall have the
responsibility of responding to forwarded requests. However, if forwarding the
individual’s request to Covered Entity would cause Covered Entity or the Business
Associate to violate HIPAA and the Privacy and Security Rule, the Business Associate
shall instead respond to the individual’s request as required by such law and notify
Covered Entity of such response as soon as practicable.

Within ten (10) business days of termination of the Agreement, for any reason, the
Business Associate shall return or destroy, as specified by Covered Entity, all PHI
received from, or created or received by the Business Associate in connection with the
Agreement, and shall not retain any copies or back-up tapes of such PHI. If return or
destruction is not feasible, or the disposition of the PHI has been otherwise agreed to in
the Agreement, Business Associate shall continue to extend the protections of the
Agreement, to such PHI and limit further uses and disclosures of such PHI to those
purposes that make the return or destruction infeasible, for so long as Business
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Associate maintains such PHI. If Covered Entity, in its sole discretion, requires that the
Business Associate destroy any or all PHI, the Business Associate shall certify to
Covered Entity that the PHI has been destroyed.

Obligations of Covered Entity

Covered Entity shall notify Business Associate of any changes or limitation(s) in its
Notice of Privacy Practices provided to individuals in accordance with 45 CFR Section
164.520, to the extent that such change or limitation may affect Business Associate’s
use or disclosure of PHI.

Covered Entity shall promptly notify Business Associate of any changes in, or revocation
of permission provided to Covered Entity by individuals whose PHI may be used or
disclosed by Business Associate under this Agreement, pursuant to 45 CFR Section
164.506 or 45 CFR Section 164.508.

Covered entity shall promptly notify Business Associate of any restrictions on the use or
disclosure of PHI that Covered Entity has agreed to in accordance with 45 CFR 164.522,
to the extent that such restriction may affect Business Associate’s use or disclosure of
PHI.

Termination for Cause

In addition to Paragraph 10 of the standard terms and conditions (P-37) of this
Agreement the Covered Entity may immediately terminate the Agreement upon Covered
Entity’s knowledge of a breach by Business Associate of the Business Associate
Agreement set forth herein as Exhibit I. The Covered Entity may either immediately
terminate the Agreement or provide an opportunity for Business Associate to cure the
alleged breach within a timeframe specified by Covered Entity. If Covered Entity
determines that neither termination nor cure is feasible, Covered Entity shall report the
violation to the Secretary.

Miscellaneous

Definitions and Regulatory References. All terms used, but not otherwise defined herein,
shall have the same meaning as those terms in the Privacy and Security Rule, amended
from time to time. A reference in the Agreement, as amended to include this Exhibit I, to
a Section in the Privacy and Security Rule means the Section as in effect or as
amended.

Amendment. Covered Entity and Business Associate agree to take such action as is
necessary to amend the Agreement, from time to time as is necessary for Covered
Entity to comply with the changes in the requirements of HIPAA, the Privacy and
Security Rule, and applicable federal and state law.

Data Ownership. The Business Associate acknowledges that it has no ownership rights
with respect to the PHI provided by or created on behalf of Covered Entity.

Interpretation. The parties agree that any ambiguity in the Agreement shall be resolved
to permit Covered Entity to comply with HIPAA, the Privacy and Security Rule.
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e. Segregation. If any term or condition of this Exhibit | or the application thereof to any
person(s) or circumstance is held invalid, such invalidity shall not affect other terms or
conditions which can be given effect without the invalid term or condition; to this end the
terms and conditions of this Exhibit | are declared severable.

f. Survival. Provisions in this Exhibit | regarding the use and disclosure of PHI, return or
destruction of PHI, extensions of the protections of the Agreement in section (3) I, the
defense and indemnification provisions of section (3) e and Paragraph 13 of the
standard terms and conditions (P-37), shall survive the termination of the Agreement.

IN WITNESS WHEREOF, the parties hereto have duly executed this Exhibit I.

The State Name of the Contractor

Signature of Authorized Representative Signature of Authorized Representative

Name of Authorized Representative Name of Authorized Representative

Title of Authorized Representative Title of Authorized Representative

Date Date

3/2014 Exhibit | Contractor Initials
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CERTIFICATION REGARDING THE FEDERAL FUNDING ACCOUNTABILITY AND TRANSPARENCY
ACT (FFATA) COMPLIANCE

The Federal Funding Accountability and Transparency Act (FFATA) requires prime awardees of individual
Federal grants equal to or greater than $25,000 and awarded on or after October 1, 2010, to report on
data related to executive compensation and associated first-tier sub-grants of $25,000 or more. If the
initial award is below $25,000 but subsequent grant modifications result in a total award equal to or over
$25,000, the award is subject to the FFATA reporting requirements, as of the date of the award.

In accordance with 2 CFR Part 170 (Reporting Subaward and Executive Compensation Information), the
Department of Health and Human Services (DHHS) must report the following information for any
subaward or contract award subject to the FFATA reporting requirements:

Name of entity
Amount of award
Funding agency
NAICS code for contracts / CFDA program number for grants
Program source
Award title descriptive of the purpose of the funding action
Location of the entity
Principle place of performance
Unique identifier of the entity (DUNS #)

0. Total compensation and names of the top five executives if:
10.1. More than 80% of annual gross revenues are from the Federal government, and those
revenues are greater than $25M annually and
10.2. Compensation information is not already available through reporting to the SEC.

SOONORWN =

Prime grant recipients must submit FFATA required data by the end of the month, plus 30 days, in which
the award or award amendment is made.

The Contractor identified in Section 1.3 of the General Provisions agrees to comply with the provisions of
The Federal Funding Accountability and Transparency Act, Public Law 109-282 and Public Law 110-252,
and 2 CFR Part 170 (Reporting Subaward and Executive Compensation Information), and further agrees
to have the Contractor’s representative, as identified in Sections 1.11 and 1.12 of the General Provisions
execute the following Certification:

The below named Contractor agrees to provide needed information as outlined above to the NH
Department of Health and Human Services and to comply with all applicable provisions of the Federal
Financial Accountability and Transparency Act.

Contractor Name:

Date Name:
Title:

Exhibit J — Certification Regarding the Federal Funding Contractor Initials
Accountability And Transparency Act (FFATA) Compliance
CU/DHHS/110713 Page 1 of 2 Date
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FORM A

As the Contractor identified in Section 1.3 of the General Provisions, | certify that the responses to the
below listed questions are true and accurate.

1. The DUNS number for your entity is:

2. In your business or organization’s preceding completed fiscal year, did your business or organization
receive (1) 80 percent or more of your annual gross revenue in U.S. federal contracts, subcontracts,
loans, grants, sub-grants, and/or cooperative agreements; and (2) $25,000,000 or more in annual
gross revenues from U.S. federal contracts, subcontracts, loans, grants, subgrants, and/or
cooperative agreements?

NO YES
If the answer to #2 above is NO, stop here
If the answer to #2 above is YES, please answer the following:

3. Does the public have access to information about the compensation of the executives in your
business or organization through periodic reports filed under section 13(a) or 15(d) of the Securities
Exchange Act of 1934 (15 U.S.C.78m(a), 780(d)) or section 6104 of the Internal Revenue Code of
19867

NO YES
If the answer to #3 above is YES, stop here

If the answer to #3 above is NO, please answer the following:

4. The names and compensation of the five most highly compensated officers in your business or
organization are as follows:

Name: Amount:
Name: Amount:
Name: Amount:
Name: Amount:
Name: Amount:
Exhibit J — Certification Regarding the Federal Funding Contractor Initials

Accountability And Transparency Act (FFATA) Compliance
CU/DHHS/110713 Page 2 of 2 Date



Appendix C - Budget Form

Bidder/Program Name:

Budget Request for:

Budget Period:

(Name of RFP)

New Hampshire Department of Health and Human Services
COMPLETE ONE BUDGET FORM FOR EACH BUDGET PERIOD

Total Program Cost

Contractor Share / Match

Funded by DHHS contract share

Line Item

Direct
Incremental

Indirect
Fixed

Total

Indirect
Fixed

Direct
Incremental

Total

Direct
Incremental

Indirect
Fixed

Total

1

Total Salary/Wages

. _Employee Benefits

Consultants

2
3.
4

. _Equipment:

Rental

Repair and Maintenance

Purchase/Depreciation

. Supplies:

Educational

Lab

Pharmacy

Medical

Office

)

. Travel

._Occupancy

. Current Expenses

Telephone

Postage

Subscriptions

Audit and Legal

Insurance

Board Expenses

Software

10.
11.

Marketing/Communications

Staff Education and Training

12.

Subcontracts/Agreements

13.

Other (specific details mandatory):

TOTAL

@|elelelv|lve|e|elv|v|le|vle|elelv|lv|e|ele|lv|lv|e|e|v|e|le|e|e|s|e
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sllen|e|a|e|e|e|e|n|v|le|vle|ele|o|lv|e|e|e|lv|le|e|e|o|v|le|e|e|s|e
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R | oy R R R g ey R R P o R Ry ey 0o U Rod ) o 1 1R g Py e R R R Py e R
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Ro2Y |23 (G2 R 18 R Y R Ro R P o R ) R 0o 8 Rooq ) o 18 18 g ) e R R R Ry e Y

Indirect As A Percent of Direct

#DIV/O!

Budget One Budget Period

Page 1



Appendix D

Program Staff List

New Hampshire Department of Health and Human Services

COMPLETE ONE PROGRAM STAFF LIST FOR EACH STATE FISCAL YEAR

Proposal Agency Name:

Program:
Budget Period:

A B C D E E F
Amnt Amnt
Projected Funded | Funded
Hrly Rate by this | by other
as of 1st program | sources
Day of for for
Current Individual in| Budget |Hours per| Budget | Budget
Position Title Position Period Week Period Period Site*
Example:
Program Coordinator Sandra Smith $21.00 40 $43,680 [$43,680
Administrative Salaries
Total Admin. Salaries $0 $0
Direct Service Salaries
Total Direct Salaries $0 $0
Total Salaries by
Program $0.00 $0.00

Please note, any forms downloaded from the DHHS website will NOT calculate.
electronically via e-mail to all programs submitting a Letter of Intent by the due date.
*Please list which site(s) each staff member works at, if your agency has multiple sites.

Forms will be sent

January 2013



APPENDIX E

Addendum to CLAS Section of RFP for
Purpose of Documenting Title VI Compliance

All DHHS bidders are required to complete the following two (2) steps as part of their
proposal:

(1) Perform an individualized organizational assessment, using the four-factor analysis, to
determine the extent of language assistance to provide for programs, services and/or
activities; and;

(2) Taking into account the outcome of the four-factor analysis, respond to the questions
below.

Background:

Title V1 of the Civil Rights Act of 1964 and its implementing regulations provide that no person
shall be subjected to discrimination on the basis of race, color, or national origin under any
program that receives Federal financial assistance. The courts have held that national origin
discrimination includes discrimination on the basis of limited English proficiency. Any
organization or individual that receives Federal financial assistance, through either a grant,
contract, or subcontract is a covered entity under Title VI. Examples of covered entities include
the NH Department of Health and Human Services and its contractors.

Covered entities are required to take reasonable steps to ensure meaningful access by persons
with limited English proficiency (LEP) to their programs and activities. LEP persons are those
with a limited ability to speak, read, write or understand English.

The key to ensuring meaningful access by LEP persons is effective communication. An agency
or provider can ensure effective communication by developing and implementing a language
assistance program that includes policies and procedures for identifying and assessing the
language needs of its LEP clients/applicants, and that provides for an array of language
assistance options, notice to LEP persons of the right to receive language assistance free of
charge, training of staff, periodic monitoring of the program, and translation of certain written
materials.

The Office for Civil Rights (OCR) is the federal agency responsible for enforcing Title VI. OCR
recognizes that covered entities vary in size, the number of LEP clients needing assistance, and
the nature of the services provided. Accordingly, covered entities have some flexibility in how
they address the needs of their LEP clients. (In other words, it is understood that one size
language assistance program does not fit all covered entities.)

The starting point for covered entities to determine the extent of their obligation to provide LEP
services is to apply a four-factor analysis to their organization. It is important to understand that
the flexibility afforded in addressing the needs of LEP clients does not diminish the obligation
covered entities have to address those needs.



Examples of practices that may violate Title VI include:

e Limiting participation in a program or activity due to a person’s limited English
proficiency;

e Providing services to LEP persons that are more limited in scope or are lower in quality
than those provided to other persons (such as then there is no qualified interpretation
provided);

e Failing to inform LEP persons of the right to receive free interpreter services and/or
requiring LEP persons to provide their own interpreter;

e Subjecting LEP persons to unreasonable delays in the delivery of services.

BIDDER STEP #1 — Individualized Assessment Using Four-Factor Analysis

The four-factor analysis helps an organization determine the right mix of services to provide to
their LEP clients. The right mix of services is based upon an individualized assessment,
involving the balancing of the following four factors.

(1) The number or proportion of LEP persons served or likely to be encountered in the
population that is eligible for the program;

(2) The frequency with which LEP individuals come in contact with the program, activity or
service;

(3) The importance or impact of the contact upon the lives of the person(s) served by the
program, activity or service;

(4) The resources available to the organization to provide effective language assistance.

This addendum was created to facilitate bidders’ application of the four-factor analysis to the
services they provide. At this stage, bidders are not required to submit their four-factor analysis
as part of their proposal. However, successful bidders will be required to submit a detailed
description of the language assistance services they will provide to LEP persons to ensure
meaningful access to their programs and/or services, within 10 days of the date the contract
is approved by Governor and Council. For further guidance, please see the Bidder’s
Reference for Completing the Culturally and Linguistically Appropriate Services (CLAS)
Section of the RFP, which is available in the Vendor/RFP Section of the DHHS website.



Important ltems to Consider When Evaluating the Four Factors.

Factor #1 The number or proportion of LEP persons served or encountered in the
population that is eligible for the program.

Considerations:

The eligible population is specific to the program, activity or service. It includes LEP
persons serviced by the program, as well as those directly affected by the program,
activity or service.

Organizations are required not only to examine data on LEP persons served by their
program, but also those in the community who are eligible for the program (but who are
not currently served or participating in the program due to existing language barriers).
Relevant data sources may include information collected by program staff, as well as
external data, such as the latest Census Reports.

Recipients are required to apply this analysis to each language in the service area. When
considering the number or proportion of LEP individuals in a service area, recipients
should consider whether the minor children their programs serve have LEP parent(s) or
guardian(s) with whom the recipient may need to interact. It is also important to
consider language minority populations that are eligible for the programs or services,
but are not currently served or participating in the program, due to existing language
barriers.

An effective means of determining the number of LEP persons served is to record the
preferred languages of people who have day-to-day contact with the program.

It is important to remember that the focus of the analysis is on the lack of English
proficiency, not the ability to speak more than one language.

Factor #2: The frequency with which LEP individuals come in contact with the program,
activity or service.

The more frequently a recipient entity has contact with individuals in a particular
language group, the more likely that language assistance in that language is needed. For
example, the steps that are reasonable for a recipient that serves an LEP person on a
one-time basis will be very different from those that are expected from a recipient that
serves LEP persons daily.

Even recipients that serve people from a particular language group infrequently or on an
unpredictable basis should use this four-factor analysis to determine what to do if an
LEP person seeks services from their program.

The resulting plan may be as simple as being prepared to use a telephone interpreter
service.

The key is to have a plan in place.




Factor #3 The importance or impact of the contact upon the lives of the person(s) served
by the program, activity or service.

The more important a recpient’s activity, program or service, or the greater the possible
consequence of the contact to the LEP persons, the more likely language services are
needed.

When considering this factor, the recipient should determine both the importance, as
well as the urgency of the service. For example, if the communication is both important
and urgent (such as the need to communicate information about an emergency medical
procedure), it is more likely that immediate language services are required. If the
information to be communicated is important but not urgent (such as the need to
communicate information about elective surgery, where delay will not have any adverse
impact on the patient’s health), it is likely that language services are required, but that
such services can be delayed for a reasonable length of time.

Factor #4 The resources available to the organization to provide effective language
assistance.

A recipient’s level of resources and the costs of providing language assistance services
is another factor to consider in the analysis.

Remember, however, that cost is merely one factor in the analysis. Level of resources
and costs do not diminish the requirement to address the need, however they may be
considered in determining how the need is addressed;

Resources and cost issues can often be reduced, for example, by sharing language
assistance materials and services among recipients. Therefore, recipients should
carefully explore the most cost-effective means of delivering quality language services
prior to limiting services due to resource limitations.




BIDDER STEP #2 - Required Questions Relating to Language Assistance Measures

| certify that | have completed the four-factor analysis as part of my process for creating the best
possible proposal, in response to the RFP.

Signature:

Print Name and Title:

Taking into account the four-factor analysis, please answer the following questions in the six
areas of the table below. (Do not attempt to answer the questions until you have completed the
four-factor analysis.) The Department understands that your responses will depend on the
outcome of the four-factor analysis. The requirement to provide language assistance does not
vary, but the measures taken to provide the assistance will necessarily differ from organization to
organization.

1. IDENTIFICATION OF LEP PERSONS SERVED OR LIKELY TO BE
ENCOUNTERED IN YOUR PROGRAM

a. Do you make an effort to identify LEP persons served in your Yes No
program?

(One way to identify LEP persons served in your program is to
collect data on ethnicity, race, and/or preferred language.)

b. Do you make an effort to identify LEP persons likely to be Yes No
encountered in the population eligible for your program or
service?

(One way to identify LEP persons likely to be encountered is by
examining external data sources, such as Cenus data)

c. Does you make an effort to use data to identify new and Yes No
emerging population or community needs?

2. NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE
Do you inform all applicants / clients of their right to receive Yes No
language / communication assistance services at no cost?

(Or, do you have procedures in place to notify LEP applicants /
clients of their right to receive assistance, if needed?)

Example: One way to notify clients about the availability of
language assistance is through the use of an “I Speak” card.

3. STAFF TRAINING

Do you provide training to personnel at all levels of your Yes No
organization on federal civil rights laws compliance and the
procedures for providing language assistance to LEP persons, if
needed?

| 4. PROVISION OF LANGUAGE ASSISTANCE \




Do you provide language assistance to LEP persons, free of
charge, in a timely manner?

(Or, do you have procedures in place to provide language
assistance to LEP persons, if needed)

In general, covered entities are required to provide two types of
language assistance: (1) oral interpretation and (2) translation of
written materials. Oral interpretation may be carried out by
contracted in-person or remote interpreters, and/or bi-lingual staff.
(Examples of written materials you may need to translate include
vital documents such as consent forms and statements of rights.)

Yes

No

5. ENSURING COMPETENCY OF INTERPRETERS USED IN
THE ACCURACY OF TRANSLATED MATERIALS

PROGRAM AND

a. Do you make effort to assess the language fluency of all
interpreters used in your program to determine their level of
competence in their specific field of service?

(Note: A way to fulfill this requirement is to use certified
interpreters only.)

Yes

No

b. As a general rule, does your organization avoid the use of
family members, friends, and other untested individual to
provide interpretation services?

Yes

No

c. Does your organization have a policy and procedure in place
to handle client requests to use a family member, friend, or
other untested individual to provide interpretation services?

Yes

No

d. Do you make an effort to verify the accuracy of any
translated materials used in your program (or use only
professionally certified translators)?

(Note: Depending on the outcome of the four-factor analysis, N/A
(Not applicable) may be an acceptable response to this question.

Yes

No

N/A

6. MONITORING OF SERVICES PROVIDED

Does you make an effort to periodically evaluate the effectiveness
of any language assistance services provided, and make
modifications, as needed?

Yes

No

If there is a designated staff member who carries out the evaluation
function?
If so, please provide the person’s title:

Yes

No




AFFIRMATIONS

| understand that Title VI of the Civil Rights Act of 1964 requires me to take reasonable steps to
ensure meaningful access to all LEP persons to all programs, services, and/or activities offered
by my organization.

SIGN

| understand that, if selected, I will be required to submit detailed description of the language
assistance services | will provide to LEP persons to ensure meaningful access to programs and/or
services, within 10 days of the date the contract is approved by Governor and Council.

SIGN
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HFA Best Practice Standards

© Prevent Child Abuse America Updated 04/01/15

Table of Contents

1. Initiate services prenatally or at birth

1-1.A Target Population

1-1.B_Referring Organizations

4-2.E Level Change (practice)

4-3.A Services for 3+ Years (policy)

1-1.C_Monitoring Screens

1-2.A Screening Process (policy)

1-2.B Screening (practice)

4-3.B_Services for 3+ Years (practice) Sentinel
Standard

4-4.A Case Closing/Transition Planning (policy)

1-2.C_Measure Eligibility Timeframe

4-4.B Case Closing/Transition Planning (practice)

5. Services Culturally Sensitive

1-2.D Monitor and Address Not Offered

1-2.E Monitor and Address Declines

5-1. Service population

1-3.A _First Home Visit within 3 months (policy)

5-2.A Appropriate staff, materials & partnerships

1-3.B_ First Home Visit within 3 months (practice)

5-2.B Cultural Characteristics considered

1-4.A  Measure Acceptance Rate

1-4.B  Acceptance Analysis

5-3  Training on unique characteristics

1-4.C_ Plan to Increase Acceptance

2. Standardized Assessment Tool

5-4.A Cultural Sensitivity Review

2-1.A Eligibility (policy)

5-4.B Staff and Family Input Obtained

2-1.B Eligibility (practice)

5-4.C Cultural Sensitivity Review Discussed with
Advisory

2-2.A Parent Survey Assessment (policy)

6. Promote PCl, Childhood Growth & Dev

2-2.B Parent Survey Assessment (practice)

6-1.A. Address Parent Survey risk factors (policy)

3. Offer services voluntarily

3-1.A Voluntary Services (policy)

6-1.B_ Sup/HV discussion Parent Survey (practice)

3-1.B_Voluntary Services (practice)

6-1.C HV/Fam discussion Parent Survey (practice)

3-2.A Trust Building (policy)

6-2.A. Development of Family Goal Plan (policy)

6-2.B. HV/Fam Goal Collaboration (practice)

3-2.B Trust Building (practice)

6-2.C. HV/Sup Goal Review (practice)

3-3.A Creative Outreach (policy)

6-2.D Family Goal Plan Implementation (practice)

3-3.B Creative Outreach (practice)

6-3.A. PCI CHEEERS (policy)

3-4.A Measure Retention

3-4.B_Retention Analysis

3-4.C_Plan to Increase Retention

4. Offer services intensely

6-3.B CHEEERS Used to Assess PCI (practice) Sentinel
Standard

6-3.C PCl Addressed and Promoted (practice)
Sentinel Standard

6-4.A. Child Dev, Parenting , Health & Safety (policy)

4-1.A Offering Weekly Visits Six Months (policy)

6-4.B _Child Dev, Parenting (practice)

4-1.B Weekly Visits (practice)

4-2.A Level System (policy)

6-4.C. Health & Safety (practice)

4-2.B Level System/Home visit completion (practice)
Sentinel Standard

6-5.A. Evidence Informed Curriculum Use (policy)

4-2.C_Monitor Home Visit Completion

6-5.B. Evidence-informed Curriculum Use (practice)

4-2.D Level Change Based on Progress and
Discussions (policy)

6-6.A ASQ (policy)

6-6.B_Administer ASQ (practice) Sentinel Standard

@ QUALITY ASSURANCE AND ACCREDITATION

Appendix F
Page - 3 -




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

6-6.C Staff Trained on ASQ Prior to Use 6-7.B Track, Refer & Follow up on DD (practice)
Sentinel Standard

6-7.A Tracking and Follow-up Developmental Delay

(policy)

7. Health Care and Community Resources

7-1.A Medical/Health Providers for Target

Children (policy) 10._Intensive Role Specific Training
7-1.B_Medical/Health Provider (practice) 10-1.A-F Orientation Training
7-2.A Timely Receipt of Immunizations (policy) 10-1.C - CAN Orientation Prior to Work w/ Family)
7-2.B _Immunization Rates Measured (practice) Safety Standard
7-3.A Health and Community Resource Info, 10-2.A Stop-Gap Training (policy)
Referrals & Follow-up (policy) 10-2.B-D Stop-gap Provided Prior to Parent
7-3.B Health Care Info, Referrals & Linkage Survey (B), HV (C) & Sup (D)
(practice) — ]
7-3.C_Community Resource Info and Referral 10-3.A _HFA Core Assessment Training Sentinel
(practice) Standard
7-3.D_Follow-up on Receipt of Referrals (practice) 10-3.B_HFA Core Home Visitor Training Sentinel
7-4.A Addressing Challenging Issues (policy) Standard

10-3.C HFA Core Supervisor Training Sentinel

7-4.B Challenging Issues Addressed (practice)

Standard

7-5.A Depression Screening (policy)

11. Basic Training

7-5.B Depression Screen before 3 months (1 -Pre

11-1 Training Plan/Policy

& 1 Post) Sentinel Standard
7-5.C Referral & F/U for Elevated Risk, based on

11-2.A-C Three Month Wraparound Training

11-3.A-D Six Month Wraparound Training

tool criteria

7-5.D Staff & Sup Trained on Depression Tool 11-4.A-E Twelve Month Wraparound Training
Prior to Use

8. Limited caseload Sizes 11-5.A-D Prenatal, FGP, CAN and Ongoing Training
8-1.A Policy for Caseload Size (most intense 12. Ongoing, Effective Supervision

service level

12-1.A Supervision Frequency & Duration (policy)

8-1.B Policy for Maximum Caseload (all service

levels) 12-1.B_Supervision Frequency and Duration
8-1.C Caseload size 8-1.A & 8.1B Followed Measured Sentinel Standard

[practice) - - 12-1.C_Group Reflective Consultation

8-2.A Managing Caseloads (policy)

8-2.B Managing Caseloads (practice) 12-1.D Ratio of Supervisors to Staff

9. Service Providers Selection 12-2.A Administrative, Clinical & Reflective

9-1.A Screening & Selection of Program Supervision and Professional Support (policy)
Managers 12-2.B_Reflective, Clinical & Administrative

9-1.B Screening & Selection of Supervisors supervision provided (practice) Sentinel Standard

9-1.C Screening & Selection of Direct Service 12-2.C_Professional Support Provided (practice)

Staff 12-3.A Supervisor Supervision (policy)

9-2  Equal Opportunity Employment 12-3.B Supervision of Supervisor (practice)

12-4.A Program Manager Support, Accountability

9-3.A Job Postings, Interviews & references

(practice)
9.3.B _Legally Permissible Background Checks -
12-4.B Program Manager Receives Support
Safety Standard (practice)
9-4  Staff Retention and Satisfaction
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GA - Governance and Administration

GA-1.A Organization and Function of Advisory Group

GA-1.B_Advisory with Wide Range of Skills &
Knowledge

GA-1.C_Program Manager & Advisory Group Work as
Team

GA-2.A Formalized Input from Families and Grievance

(policy)

GA-2.B Formalized Input from Families (practice)

GA-2.C_Grievance Process (practice)

GA-3.A Review of Progress Program Goals &
Objectives

GA-3.B Quality Assurance Plan

GA-4.A Policy & Procedure Research Proposals

GA-4.B Policy followed (practice)

GA-5.A Family Rights & Confidentiality, Release of
Information and Privacy (policy)

GA-5.B_Family Rights & Confidentiality _Sentinel
Standard

GA-5.C Informed & Signed Consent_Sentinel
Standard

GA-5.D Participant Privacy & Voluntary Choice w/
Research

GA-6.A Policy for criteria to identify C.A. & N. Safety
Standard

GA-6.B_implement Child Abuse Reporting _ Safety
Standard

GA-7.A Participant Death & Grief Counseling (policy)

GA-7.B Implement support when participant death
(practice)

GA-8 Policy & Procedure Manual

GA-9 HFAST Data Up-to-Date Sentinel Standard

GA-10 HFA Fees Paid and Up-to-Date Sentinel
Standard
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HEA BEST PRACTICE STANDARDS:

A best practice is a method or technique that has consistently shown results superior to those achieved
with other means, and that is used as a benchmark. In addition, a "best" practice can evolve to become
better as improvements are discovered. Best practice is used to describe the process of developing and
following a standard way of doing things that multiple organizations can use.

Best practices are used to maintain quality as an alternative to mandatory legislated standards and can
be based on self-assessment or benchmarking.! Best practice is a feature of accredited management
standards.

The HFA Best Practice Standards describe expectations for fidelity to the Healthy Families America
model. Herein referred to as the “Standards”, it is the tool used to identify the policies, procedures and
practices necessary for HFA sites to implement. It is also the tool used for accreditation to measure site
performance relative to the each standard.

WRogan, C.E. and English, M.J. (1994). Benchmarking for Best Practices: Winning Through Innovative Adaptation. New York: McGraw-Hill.
Definition of best practice from Wikipedia

THE QUALITY ASSURANCE AND ACCREDITATION PROCESS:

The Healthy Families America (HFA) model is based upon twelve research-based critical elements. Sites
that implement HFA commit to provide high quality home visiting services and demonstrate model fidelity
through the Quality Assurance (QA) and Accreditation process. The “Standards” are at the heart of the
QA and Accreditation process and serve as the site’s guide to model implementation. The “Standards”
are also the tool used to determine the site’s status toward achieving model fidelity. The tool identifies
the policies, procedures and practices necessary for site implementation. The “Standards” define the
Healthy Families America model and are organized by each of the twelve critical elements and a section
on Governance and Administration (GA).

Coupled with each standard are rating indicators used to determine the site’'s current degree of
implementation. The rating indicators are used to determine if the site is exceeding, meeting, or not yet
meeting the expectation of the standard. Each rating indicator is represented by a numerical system (3-
exceeds, 2-meets, 1-does not meet).

The QA and Accreditation process is structured into three steps or phases. Each of these steps allows
the site to modify or tailor its current policies, procedures, and/or practices. While the QA process is
required every four years to maintain HFA accreditation, sites are encouraged to embrace a philosophy
of continuous quality improvement by making the “Standards” a part of every day practices (i.e.,
referencing standards and intents in team meetings, supervision, training, etc.).

Step 1 - The Self-Study

The initial step in the QA and Accreditation process is the development of the site’s self-study. The self-
study is the site’s first opportunity to demonstrate implementation of the “Standards” and serves as both
a process and ultimately a prepared document compiled by the site to reflect its policies, procedures and
practices. The first page of each site’s self-study is a completed face sheet, which is required to
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serve as the cover page of the self-study. Site staff is required to engage in a process of self-study as
they pull together the evidence necessary to illustrate implementation of the requirements indicated
throughout the “Standards”. This self-study process is one of continuous quality improvement whereby
growth and positive change is achieved through an intense examination of each site’s policies,
procedures and practices. The process also reinforces the maintenance of standards that are already
fully implemented to fidelity.

Step 2 - The Site Visit

The second step in the QA and Accreditation process is the peer review site visit. The self-study
document is used in conjunction with the peer review site visit to determine the site’s current rating for all
the “Standards”. Peer Review teams familiarize themselves with the site’s processes during the weeks
leading up to the site visit by reviewing the self-study and identifying areas requiring further clarification.
On-site, the peer team completes a review of family files and other documentation (i.e., personnel
records, meeting minutes, supervision documentation, training logs, etc.) and conducts detailed
interviews with site staff, families and advisory board members. Once compiled, the peer team utilizes
its findings to determine the rating of each standard. As described above, a rating of 1, 2 or 3 is
assigned to each standard and when a 1 rating of non-adherence is assigned to a standard, peer teams
are required to provide detailed information to indicate the basis for the rating. The peer team’s rating
for each of the standards is provided in the Accreditation Site Visit Report (SVR).

Step 3 - Response Period

The final step in the QA and Accreditation process requires sites to address the standards rated out of
adherence as outlined in the SVR. Sites submit detailed narratives, much like a Quality Improvement
Plan, coupled with evidence of implementation to the HFA Accreditation Panel (the Panel). Upon review
of the materials, the Panel determines if the site has shown sufficient evidence to warrant an upgrade of
the standard. The final decision to accredit a site is made by the Panel based on the site’s demonstrated
improvement and ability to fully implement a minimum number of standards. All sites must meet the
established minimum threshold requirements (certain percentage of standards in adherence). The
minimum threshold requires 100% of 1* order standards rated as a 2 or a 3, 100% of safety standards
rated as a 2 or a 3, plus at least 85% of all remaining 3™ order and unsupported 2™ order standards
(standards with Rating Indicators) rated as a 2 or a 3.

THE STRUCTURE OF THE HFA BEST PRACTICE STANDARDS:

The Standards:

The HFA Best Practice Standards contain a series of inter-related standards. A standard establishes the
expectation for policy and practice that has been determined either through research or consensus from
the field, as a demonstration of excellence. The “Standards” are broadly organized by the first order
standards (the critical elements) and a section on governance and administration. The first order
standard states the overall purpose or aim of the practice within each section. Each first order standard
is supported by a series of second order standards (e.g., 1-1, 1-2, 2-1, etc.). While the second order
standards provide more detail and specificity than the first order standards, their main purpose is to
provide further context for the third order standards. In some cases second order standards are
unsupported or stand-alone (e.g. 5-1, 5-3, 11-1, etc.), meaning they are not broken down any further into
third order standards; however, most second order standards are supported by a series of third order
standards (e.g., 1-1.A, 1-1.B, 1-2.A, 1-2.B, etc.). The third order standards and the stand-alone second
order standards are the building blocks of the system. They allow for the formation of strong
programmatic practice and are the most specific standards with which the site needs to show evidence of
implementation.
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Adaptations to the HFA Best Practice Standards:

The HFA National Office views an adaptation as an actual adjustment or modification to the specific best
practices that relate to the critical elements. In rare situations, a site or system may be compelled to seek
an adaptation to the model. In these situations, the site/system must complete and submit to the HFA
National Office an Adaptation Request Form. Permission to implement any proposed adaptation is at the
sole discretion of the HFA National Office. The HFA National Office will approve or deny the adaptation
request and will provide its decision in writing. Whether the adaptation will be considered in adherence
to HFA standards is also at the sole discretion of the HFA National Office. Sites should be aware that
requests pertaining to any 1* order standard, safety standard or sentinel standard will not be approved.

1% Order Intent:

The 12 Critical Elements and Governance and Administration (GA) are represented in the first order
standards 1-12 and GA and are found at the beginning of each section. Immediately following each of
the 1* order standards is the overall intent of the critical element. The intent provides the context or
foundation for the critical element. The HFA Literature Review can also be utilized to provide greater
understanding of the context of the critical elements.

2" Order and 3™ Order Standards Intent:

Intent has been added to many of the 2™ and 3™ order standards to further clarify what is expected, or
the purpose of the standards as they relate to the best practice process. The intent focuses on providing
more detail on the “why” behind the standards.

Rating Indicators:

Rating indicators are provided for every third order and stand-alone/unsupported second order standard
in the “Standards”. They were developed to help site’s measure their own level of quality and model
fidelity, and to assure consistency of ratings from peer team to peer team. These rating indicators
provide further interpretation of the standard. They also provide assurance to a site that standards are
measured objectively, and help to identify any improvements that may be advisable. The rating
indicators are used, in combination with the standard and intent, as part of the criteria with which to
evaluate site performance. The rating indicators have been designed using a three point system. Each
rating indicator is represented by a numerical system (3-exceeds, 2-meets, 1-does not yet meet).

Tips:
The tips were designed to help sites with implementation of standards. The tips are not required, but
typically focus on ideas related to how a site might choose to document or implement the standard.

Safety Standards:

These are standards that must be met in order to be accredited as they impact the safety of the families
being served. Safety standards include personnel background checks (9-3.B), orienting staff on child
abuse and neglect indicators and reporting requirements (10-1.C), and child abuse and neglect policy
and procedures that include reporting criteria, definitions and practice (GA-6A, GA-6B). Each of these
standards is identified as a safety standard in its respective rating indicator box.

Sentinel Standards:

Sentinel Standards are standards determined to be especially significant in the review of HFA site
quality. These standards include key site functions in the areas of home visit completion and length of
service (4-2.B, 4-3.B), parent-child interaction (6-3.B, 6-3.C), developmental screenings (6-6.B, 6-7.B),
depression screening (7-5.B), core training (10-3.A, 10-3.B, 10-3.C), supervision (12-1.B, 12-2.B),
notifying families of their rights, of confidentiality practices, and obtaining informed consent when family
information is to be shared with others (GA-5.B, GA-5.C), and upholding responsibilities as an HFA
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affiliate including maintaining up-to-date information in HFAST and having fees paid and up-to-date (GA-
9 and GA-10). While adherence to each of these standards is not required in order to receive HFA
accreditation, a site with any of these standards rated out of adherence will be required to prepare and
submit an improvement plan that clearly indicates the site’s efforts to bring the standard into compliance,
coupled with evidence of implementation.

Tables of Evidence:

At the end of each Critical Element and the Governance and Administration section is a Table of
Evidence. In preparation for accreditation, this table indicates if there is a requirement for a site’s Policy
and Procedures linked to the standard, along with any additional evidence related to particular
standards. The site will compile the indicated Policy and Procedures and additional evidence into its self-
study. The self-study is sent to the Peer Reviewers 6 weeks prior to the site visit. Sites should utilize the
Tables of Evidence to assist them in determining the necessary information to submit. Additionally, the
listing of on-site evidence provides guidance on materials that will need to be available to the peer team
when they arrive for the site visit.

Use of HFA Analysis Tools and HFA Tracking Forms:

For certain standards (1-1.C, 1-2.C-E, 1-3.B 1-4.A-C, 3-4.A-C, 4-1.B, 4-2.B, 6-6.B, 7-5.B, 12-1.B and all
required training in standards 10 and 11) forms have been created to support sites in presenting
evidence in a concise and manageable format. These forms should be used if the site does not have a
current system to present the information. If sites or systems provide their own tracking forms they
should ensure they include the same fields of information outlined in the tools.

Forms may be obtained here and include:

Standard 1 Spreadsheet (1-1.C, 1-2.C-E, 1-3.B and 1-4.A-C Screening/Assessment Data plus
Acceptance Analysis Grid), 3-4.A Retention Measurement Worksheet and 3-4.B-C Analysis Grid, 4-1.B
Tracking Form, 4-2.B Tracking Form, 6-6.B HFA ASQ Tracking Form, 7-5.B Depression Screening Form,
HFA Required Training Log, and 12-1.B Tracking Form

GLOSSARY OF COMMON TERMS USED (BOLDED) THROUGHOUT THE HFA BEST PRACTICE
STANDARDS:

ADVISORY GROUP:

An organized voluntary group with responsibilities to advise on aspects of the HFA site’s operations. The
functions and responsibilities of this group may include making recommendations to the HFA site and the
organization’s governing group (if different from the advisory group) regarding site policy, operations,
finances, community needs, etc. Advisory group members are a diverse group of individuals who
represent the interests of the community as guided by the critical elements.

ASSESSMENT TOOL:

HFA requires the use of the Parent-Survey/Family Stress Checklist as the initial assessment tool used
for eligibility and/or service planning. 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. An assessment is done face-to-face and is completed in the home during the
prenatal-newborn period or in the hospital (when conducted at birth). The Parent Survey is often used to
determine service eligibility, except for when the site has determined through extensive study that a
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comprehensive screening will be the basis for eligibility determination. Regardless if used to determine
eligibility or not, the Parent Survey assessment is completed at the start of services to support the
development of individualized service/intervention plans. Unless there are extenuating circumstances,
the Parent Survey is administered during one visit within 30 days of the first home visit. A site seeking
permission to use an alternate assessment tool instead of the Parent Survey must contact their HFA
Implementation Specialist to obtain the necessary request form and process for submitting all
assessment tool materials including instrument validity, training protocols for staff, etc. Approvals are at
the sole discretion of the National Office and the Accreditation Panel.

CASELOAD:
The total number of families assigned to a direct service staff person.

CHALLENGING ISSUES:

Standard 7-4 refers to parental capacities and/or behaviors which can place their children at especially
high risk and can be particularly challenging for home visitors to address. These include parental
substance use, mental illness, developmental delay, and intimate partner violence. Support from a
supervisor, use of reflective consultation groups (where available) and additional training are critical, as
are protocols for worker safety and addressing family safety concerns. This training developed by
FRIENDS NRC can be a useful resource as are the procedures outlined in this Safety Manual. The focus
of this manual and training is to provide general guidelines to enhance understanding and awareness of
safety issues for home visitors.

Safety considerations may vary from location to location as well as from situation to situation. For
example, safety issues in rural areas may differ somewhat from safety issues in urban areas. Because
each community is unique, the safety issues encountered in that community may also be unique. With
regard to safety issues, there are other factors, in addition to context, that may need to be
considered. Those factors include agency policies and procedures as well as current state laws.

Safety guidelines often need to be adapted and/or expanded to address the specific concerns of each
location or situation. Supervisory sessions provide an appropriate venue for discussion of specific
safety concerns and fine-tuning of safety procedures. The supervisor should be available and
immediately informed if the home visitor fears for his/her safety. The safety of the home visitor is of
utmost importance.

CHEEERS:

An acronym to support home visitors in understanding and observing the different dimensions of parent-
child interaction that ultimately result in attachment over time. The elements of the acronym include
Cues, Holding, Expression, Empathy, Environment, Rhythmicity/Reciprocity, and Smiles. These
observations are expected to be made during each home visit as specified in the standard and intent.
Training on CHEEERS is also a significant part of HFA Core — Integrated Strategies for Home Visitors
training.

CRITERIA:
Rules upon which judgment or decisions are based.

CULTURAL CHARACTERISTICS:

Distinguishing features and attributes such as the ethnic heritage, race, age, customs, values, language,
gender, religion, sexual orientation, social class, and geographic origin among others, that combine to
create a unique cultural identity for families, based on both experience and history.
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CULTURAL SENSITIVTY REVIEW:

A process the site undertakes to examine critically and deliberately its current ability to provide culturally
sensitive services. The Cultural Sensitivity Review (CSR), as a final product, is a written document that
summarizes the strengths and needs for improvement in all areas of the service delivery system. The
CSR includes recommendations/suggestions for how the site might advance its current level of cultural
sensitivity. Sites are encouraged to reference the Cultural Sensitivity Workbook as a resource tool when
compiling a CSR.

CULTURALLY SENSITIVE:

A site’s ability to be aware of and respectful to the diversity of each family it serves and its ability to
integrate this awareness into practice. It is the degree to which the site continually modifies or tailors its
system of service delivery to the cultural characteristics in its service population including personnel/staff
selection, training and all components of the service delivery system (assessment, home visiting and
supervision). In striving to find the richness of culture, both our own and that of the families we serve, we
are able to learn more about ourselves, our families and the context of their life circumstances.

ELIGIBILITY FOR SERVICES:

The process utilized to determine potential families who may be most in need of, or could benefit from
intensive home visiting services. This occurs through an objective screening and/or assessment process
with well-defined criteria.

ENGAGED FAMILIES:
Families, including all primary caregivers (i.e., mother, father, significant other, grandparents, etc.)
participating in services, who are interested in, actively participate and are consistently available for the
majority of home visiting services offered. Some engaged families may become disengaged from time to
time during the course of services, at which time sites will extend creative outreach activities in an effort
to re-engage the family.

ENROLLED FAMILIES:
Families who have accepted services and are considered to be participants in services. Enrolled families
may or may not be engaged in services.

EVIDENCE-INFORMED PARENTING CURRICULA:

Parenting curricula should be evidence-informed, meaning that the information contained within it is
based on scientific knowledge and/or research. Strategies employed, or goals of a curriculum, may also
be grounded in scientific research i.e. - strive to strengthen the parent-child relationship which research
has shown to be a key factor in healthy development. The reason there is a focus on the use of
evidence-informed materials is to ensure that families are receiving well-founded, relevant and credible
information versus materials that are opinion-based vs fact-based, or outdated and no longer accurate.

FAMILY-CENTERED:
Services that are designed to be flexible, accessible, developmentally appropriate, strength-based, and
responsive to family-identified needs.

GRADUATE:
A Healthy Families participant who has completed the program in its entirety (3 or 5 years as defined by
program).

HANDS-ON PRACTICE:
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Actual utilization of a tool during training, which may include role play, videotaping assessments, or
scoring a videotaped or shadowed assessment.

HFA CORE ASSESSMENT TRAINING:

In-depth, formalized training which outlines the specific duties of the assessment role within Healthy
Families and covers topics including, but not limited to: the role of family assessment, identifying
overburdened families, interviewing skills, conducting risk assessments, completing necessary
paperwork and documentation, family-centered support services, communication skills, etc. The trainer
is certified by the HFA National Office and has been trained to train others.

HFA CORE HOME VISITOR TRAINING:

In-depth, formalized training which outlines the specific duties of the home visitor’s role within Healthy
Families and covers topics including, but not limited to: establishing and maintaining trust with families,
completing necessary paperwork/documentation, the role of the home visitor, communication skills, and
crisis intervention, etc. The trainer is certified by the HFA National Office and has been trained to train
others.

HFA CORE SUPERVISOR TRAINING:

In-depth, formalized training which outlines the specific duties of the supervisor’s role within Healthy
Families and covers topics including, but not limited to: the role of family assessment staff and home
visitors, effective supervision, quality management techniques, crisis management, understanding the
site’s policy and procedures; and case management, etc. The trainer is certified by the HFA National
Office and has been trained to train others.

HOME VISIT:

A face-to-face interaction that occurs between the family and the home visitor. The goal of the home visit
is to promote positive parent-child interaction, healthy childhood growth and development, and enhance
family functioning. Typically, home visits occur in the home, last a minimum of an hour and the child is
present. Sites are permitted to count one group meeting per month as a home visit while families are on
Level 1, however to do so requires that the home visitor be present during the group meeting and that
the group meeting be documented on a home visit note, including some aspects of CHEEERS for that
particular family. The focus during home visits may include, but are not limited to:

Promotion of positive parent-child interaction/attachment:

Development of healthy relationships with parent(s)

Support of parental attachment to child(ren)

Support of parent-child attachment

Social-emotional relationship

Support for parent role in promoting and guiding child development
Parent-child play activities

Support for parent-child goals, etc.

Promotion of healthy childhood growth & development:

e Child development milestones

e Child health & safety,

e Nutrition

e Parenting skills (discipline, weaning, etc.)

e Access to health care (well-child check-ups, immunizations)

e School readiness
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e Linkage to appropriate early intervention services

Enhancement of family functioning:

Trust-building and relationship development

Strength-based strategies to support family well-being and improved self-sufficiency
Identifying parental capacity and building on it

Family goals

Building protective factors

Assessment tools

Coping & problem-solving skills

Stress management & self-care

Home management & life skills

Linkage to appropriate community resources (e.g., food stamps, employment, education)
Access to health care

Reduction of challenging issues (e.g., substance abuse, domestic violence)
Reduction of social isolation

Crisis management

Advocacy

IMMUNIZATION SCHEDULE:

Immunization schedules follow different guidelines, depending upon the schedule adopted by the
site/multi-site system. The American Academy of Pediatrics, the Centers for Disease Control, and most
Departments of Public Health at the state level issue immunization schedules which spell out what
immunizations a child should have and at what age. The CDC has an interactive immunization
scheduler where child’s name and birthdate can be entered and an individualized schedule created for
printing. HFA expects its sites site to follow one of these generally accepted immunization schedules, but
does not recommend one schedule over another.

INFANT MENTAL HEALTH:

Developing the capacity of the child from birth to age three to experience, regulate, and express
emotions; form close and secure interpersonal relationships; and explore the environment and learn - all
in the context of family, community and cultural expectations (Zero to Three IMH Task Force).
Additionally, children must master the primary emotional tasks of early childhood without serious
disruption caused by harmful life events. Because infants grow in a context of nurturing environments,
infant mental health involves the psychological balance of the infant-family system (World Assn. IMH).

MEDICAL/HEALTH CARE PROVIDER:

The primary individual, provider, medical group, public and/or private health agency, or culturally
recognized medical professional where participants can go to receive a full array of health and medical
services.

MONITORS & ADDRESSES:

Monitors: to keep track of through the ongoing collection of available information. The extent of the
information collected for tracking/monitoring purposes will vary and is a less rigorous process than
compiling data for an analysis. In some situations, available data will be minimal, such as when tracking
missed screens, in which case the site may not be able to determine much more than the total number
missed and possibly referral source. In other situations, such as when monitoring families that assessed
positive yet verbally declined further involvement, the site will have more data available that it can use to
address issues and inform its decision-making.
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Addresses: to attempt to resolve and/or improve that which is learned from the monitoring process
through identification of issues that may be affecting the outcome, along with development of strategies
that seek to improve the outcome.

MOTIVATIONAL INTERVIEWING (M.L.):

A collaborative, goal-oriented method of communication with particular attention to the language of
change. lItis intended to strengthen personal motivation for and commitment to a change goal by
eliciting and exploring an individual’s own arguments for change. --William Miller, Steve Rollnick, 2012

Example M.I. questions:

What would you like to see different about your current situation?

What has you thinking you need to change?

What will happen if you don’t change?

If you make changes, how would your life be different from what it is today?
How would you like things to turn out for you in 2 years?

ONGOING TRAINING:
Supportive and regularly scheduled training provided to staff based upon the specific needs, job
responsibilities and issues of families within the community served.

PARENT:
When referenced in the HFA Best Practice Standards, parent is inclusive of biological mother and father,
as well as parent figures who have a significant relationship with the target child.

PARENT GROUP MEETING:

HF sites are encouraged to hold regular parent group meetings as a way to build informal support
systems and reduce social isolation for participant families. For those families assigned to a weekly level
of service, one HF site hosted parent group meeting per month may be counted as a home visit if the
home visitor is present for the group meeting and the goals of a home visit are met.

PLANNING, IMPLEMENTATION, AND ASSESSMENT (ADVISORY GROUP ROLE):

Planning refers to the planning of events, additional referral sources, integration of services between
agencies serving families, etc. Implementation applies to supporting any implementation challenges the
program faces, such as striving for early enrollment, engaging fathers, etc. Assessment relates to
feedback from the group related to the analyses, cultural sensitivity reviews, and other performance
measures developed by the program.

POLICY:

Written statements of principles and positions that guide site operation and services which are typically
approved by the governing body, the host agency, and/or appropriate administrative body. Policy and
Procedure Checklist and Sample Policy and Procedure Template/Guide

PROCEDURE:

The step-by-step methods by which broad policies are expected to be implemented and site operations
are to be carried out. Procedures are clearly outlined in writing within the site’s Policy and Procedure
manual.

PROGRAM MANAGER:

Appendix F
) | S e =
a~ QUALITY ASSURANCE AND ACCREDITATION Page - 14 -


https://app.box.com/s/iff70zbofwkib1uwca3e6te3rrfyw6ry
https://app.box.com/s/iff70zbofwkib1uwca3e6te3rrfyw6ry
https://app.box.com/s/da70eikhwle7vu58ynky6p9vz9bzvqs7

HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

Program managers (PM) are responsible for the day-to-day, hands-on management of the program, and
are involved in program planning, budgeting, staffing, training, quality assurance and evaluation. PMs are
also responsible for ongoing collaboration with community/state partners, public relations and for
maintaining positive working relationships with early childhood partners and providers.

If a site has a supervisor, the PM typically provides supervision to that individual. The PM receives
regular supervision according to the personnel policies of the employing agency and in accordance with
the “Standards”. Depending on the size and resources of the site, program managers may also provide
supervision to Home Visitors and/or Assessment workers in a dual role as Supervisor (see Supervisor
definition).

PROTECTIVE FACTORS:

Parental resilience

Social connections

Concrete supports in times of need

Knowledge of parenting and child development

Nurturing & attachment (children’s social and emotional competence)

Additional description of these protective factors can be found at the Center for the Study of Social
Policy website. Staff are encouraged to also access free online Protective Factors training made
available by the National Alliance of Children’s Trust and Prevention Funds.

QUALITY ASSURANCE PLAN:

A plan to monitor and track quality of all aspects of implementation that includes performance measures,
screening process, program acceptance, family retention, satisfaction surveys, case file reviews,
shadowing, quality assurance phone calls, supervision rates, etc.

RECENT PRACTICE:

The period of time required to demonstrate consistent practice across all staff of any new policy or
procedural changes. Most often this period of time is a minimum of three consecutive months, though
there may be certain circumstances when a shorter period of time may be taken into account or when
additional time is necessary to illustrate implementation.

REFLECTIVE CAPACITY:

The readiness a particular individual may have for practicing in a reflective way. It may be worthwhile for
hiring organizations to think about an applicant’s reflective capacity during the recruitment and screening
process. Reflective Capacity questions may be useful at this stage.

REFLECTIVE CONSULTATION GROUPS:
Sessions last 2 or more hours and are conducted by an individual with advanced training and/or
credential in the area of reflective practice and professional group facilitation. Reflective consultation
groups include but are not limited to:
e Case presentation
e Focus on holding the space that encourages self-reflection and self-regulation, both physically
and emotionally
e Observation of the staff member’s internal responses to the work including parallels between
what might be going on for the worker as well as how that might impact the work
e Focus on the parallel process; expanding what might be going on for the staff to what might
the family and the baby might be experiencing
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e Considering what the supervisor might do differently for the next supervision, developing a
plan with the home visitor for work going forward
¢  Opportunities for participants in the group to reflect on the group session they just observed.

REFLECTIVE PRACTICE:

A safe place (where trust is established) for a regularly scheduled meeting to collaboratively examine
thoughts and feelings about an experience. The practice includes active listening and thoughtful
guestioning of both parties to gain a better understanding of the reasons for the thoughts and feelings
and thus determining the best interventions for moving forward. Example: How does it make you feel
when the participant doesn't accept your referral for substance abuse? What factors do you think
contribute to the participant not accepting your referral? How do you think she feels about it?

REFLECTIVE STRATEGIES:

Reflective Strategies are intervention tools that create an environment of empowerment in which the
parent can experience safety, predictability, comfort and pleasure; all of which lead to healthy
relationships. These Strategies build on parental competencies rather than teaching. Reflective
Strategies include: 1) Accentuate the Positive, 2) Strategic Accentuate the Positive, 3) Feel, Felt, Found
(with emphasis on the Feel), 4) Explore and Wonder, 5) Normalizing and 5) Problem Talk, all of which
are taught during HFA Core Integrated Strategies for Home Visitors training.

REFUSED SERVICES:

A family that is determined to be eligible for services, is offered services and declines participation in
services (either verbally or in writing). Or a family who has been enrolled, and for whatever reason
declines further participation.

RESEARCH:

Scientific research refers to a systematic examination of information to answer a question and advance
knowledge. Evaluation can be a type of research if the knowledge to be gained is applicable to and will
be applied beyond the immediate participants and context of the study. Evaluation solely for purposes of
guality assurance is not considered research and Standard GA-5D does not apply in these “evaluation
for QA purposes” situations.

REVIEWS (QUALITY ASSURANCE):

The process a site undertakes to examine or study judicially, to go over or examine critically or
deliberately an aspect or aspects of the site. The review (as a final product) should be in a narrative
format and identify areas for improvement.

RISK FACTORS (FROM PARENT SURVEY ASSESSMENT):
e Childhood history of abuse and/or other early childhood trauma

e Substance abuse, criminal history, mental iliness (depression)

e Past history with child welfare

o Compromised coping skills, social isolation

e Multiple stressors (housing, finances, relationship)

o Potential for violence and history or current intimate partner violence

e Unrealistic child development expectations

o Discipline methods that include physical punishment

o Perception of fetus/infant as difficult

¢ One or more biological parents not emotionally and/or physically available to child
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SCREEN/SCREENING: A process for early identification of potential families that often occurs via
medical record review, community or self-referral, questionnaire that gathers needs/risk data, or similar
information collection system. Sites may establish screening criteria that when evident either results in
the determination of service eligibility, or results in the completion of a more detailed assessment.

SELF-STUDY:

The self-study is the site’s opportunity to demonstrate implementation of the HFA Best Practice
Standards and is the compilation of all of the policy requirements and the pre-site evidence requirements
outlined in the Tables of Evidence (described below). The self-study serves as both a process and a
product. Sites are encouraged to initiate improvement strategies (with HFA National Office Technical
Assistance support as needed) whenever areas for improvement are identified during the compilation of
the self-study.

SERVICE POPULATION:
The individuals currently enrolled and receiving services.

SERVICES:

When referenced in the “Standards”, services include the Healthy Families assessment and home
visiting services delivered by the site, and does not include Healthy Families service enhancements (i.e.
groups, augmented support from clinicians, or other programs housed at the agency.

SITE:
The term used to describe an HFA affiliate.

STAFF DEVELOPMENT PLAN:

All staff bring professional experience and education to the job. Training and self-study are added to
broaden the knowledge base and expertise. Each staff member brings strengths to build on and will
develop goals for professional development with their supervisor. To understand and document previous
learning and experience, supervisors discuss topics with the staff member to ensure knowledge and how
it is used in the work. The staff member and supervisor then develop a plan to support ongoing staff
development. This can occur during regular supervision and often is formalized during an annual review
process.

SUPERVISOR:

Supervisors provide weekly individualized supervision to the home visitors and assessment workers
within a Healthy Families site that incorporates administrative, clinical and reflective practices. The
supervisor assures quality of service provision. The supervisor protects the integrity of the program and
demonstrates respect for the parallel process by supporting, guiding and building on the strengths of staff
so that they may best support, guide and build on the strengths of the families served.

TARGET POPULATION:

Members of a group the site has determined it will serve. The boundaries of the designated target
population may be set by a variety of factors such as specific social problems, age, and/or community
needs.

VOLUNTARY:
This term is used to differentiate between activities in which an individual chooses to participate (i.e.,
voluntary) and activities in which an individual is required, without choice, to participate (i.e., mandatory).
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COMMON TERMS ASSOCIATED WITH ACCEPTANCE & RETENTION RATES AND STANDARDS
REQUIRING AN ANALYSIS (1-4.A&B, 3-4.A&B)):

HFA ACCEPTANCE RATE:

The methodology for tracking the percent of families who accept HFA home visiting services during a
particular time period. The point at which a site offers services impacts the acceptance rate. The earlier
in the recruitment process a family may formally accept, the higher the acceptance rate will appear to be.
This is because some number of families may initially accept services (verbal acceptance), but quickly
change their mind.

To ensure uniformity in measurement, HFA requires sites to track the acceptance rate of families based
on the receipt of the first home visit (behavioral acceptance), regardless of how a site may define its
enrollment date. Sites may choose to measure rates at other intervals as well.

Measuring Acceptance Rates: HFA methodology for calculating a site’s acceptance rate is:

1. Count the total number of families, during a specified time period, who completed a first home visit,
and

2. Divide this number by the total number of potential families who, during the same time period, were
offered services after being determined eligible at the time of the initial screen/assessment
(whichever is used to determine eligibility).

The HFA National Office has a spreadsheet available that will calculate acceptance rates using HFA
methodology.

HFA RETENTION RATE:

HFA methodology requires that sites measure the percent of families who remain in the site over
specified periods of time (6 months, 12 months, 24 months, 36 months, etc.) after receiving a first home
visit.

Measuring Retention Rates: HFA methodology for calculating a site’s retention rate is:

1. Select a specified time period, e.g., January 1, 2012 to December 31, 2012;

2. Count the number of families who received a first home visit during this time period,

3. Count the number of families in this group that remained in services over specified periods of time
(six months, 12 months, two years or more, etc.);

4. Divide this number by the total number of families that received a first home visit during the time
period.

5. For accuracy, a time period must be selected that ended at least one year ago for one year retention
rate, two years ago for two year retention rate, three years ago for three year retention rate, and so
on. This is to ensure that all families beginning services during the specified time period have had
the opportunity to stay for the full retention period being measured. For example, a family enrolled in
December 2012 could not be counted as retained for one year until December 2013.

The HFA National Office has a spreadsheet available that will calculate retention rates using HFA
methodology.

NOTE: To improve measurement of retention rate, HFA requires that retention calculations use first and
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last home visit dates, even if sites define enrollment and termination differently. The retention rate is
impacted by the way sites measure from the beginning to the end of services. For example, if retention
is measured from initial screening/assessment date to termination date, retention will calculate lower
than it does for sites that define acceptance later in the recruitment process (e.g., first home visit). Also,
at the end of services, the termination date is often assigned after a period of creative outreach, which
artificially extends the period of time a family was considered to be receiving home visiting services.

ANALYSIS:

A detailed study and reporting of site patterns and trends. For the purposes of analyzing HFA

Acceptance Rates, sites should compare the families who accepted services (received first home visit) to

those who refused (never received first home visit). HFA Retention Rates measure families who stayed

in services (enrolled) compared to those who dropped out (terminated) of services. An analysis must

include:

1. Data (both raw numbers and percentages) that depicts demographic, programmatic, and social
factors, along with reasons why families refuse/drop-out of services;

2. A narrative that reflects informal findings from discussions with staff in team meetings or supervision
sessions, advisory board conversations etc.; and

3. A narrative summary of the data that illustrates the patterns and trends, or in some cases the
absence of patterns or trends among families. Patterns and trends are determined by comparing
data across opposing groups (i.e., those accept compared to those who do not or families that stay
compared to those that leave) over the same periods of time.

Below you will find suggestions of factors to use with regards to Acceptance and Retention analyses;
however, sites may consider utilizing certain criteria for other analyses.

Please note: Not all factors listed below are required to be analyzed, however sites should review
as many as possible in order to isolate those that may be impacting acceptance and retention
rates most. At a minimum, sites need to analyze at least one factor within each of the three
overall categories: demographic, programmatic and social. Doing so will increase the likelihood
of improvement given that targeted strategies can be developed to address the most highly
correlated factors.

PROGRAMMATIC FACTORS:

General site-related factors that impact service planning and delivery. Below are some suggested
factors that sites may consider using in the analysis. For ease with programmatic factors, they have
been separated out with regards to acceptance and retention analyses.

Programmatic Factors to consider for Acceptance Analysis

Target population

Referral sources

Staffing issues (patterns & trends among assessment staff)

Number of days between referral and assessment

Assessment timeframe (e.g., prenatal, at birth within two weeks, more than two weeks)
Training of staff

Site funding, etc.

Programmatic Factors to consider for Retention Analysis
e Target population
e Enroliment timeframe (e.g. enrolled prenatally, at birth, or at a later period)
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Staffing issues (patterns and trends among home visitors) depending on site size home visitor
trends can be evaluated by individual, by team and by satellite

Current service level

Length of time in services

Age of target child(ren)

Approaches to service delivery and evaluation of these approaches (use of curriculum, Family
Goal Plan development — information may be gathered through the Quality Assurance Plan)

How policies impact what happens with families and site outcomes

Relationships with other agencies or community providers

Training of staff

Site funding, etc.

DEMOGRAPHIC FACTORS:
General population characteristics. Below are some suggested demographic factors that sites may
consider using in the analysis.

Gender

Age

Race & ethnicity

Marital status

Education level (last grade completed)

Primary Language

Employment Status (not employed, employed part-time, full-time, or seasonally)
Income level

Location: urban, suburban, rural; and

City/zip code, etc.

SOCIAL FACTORS:

The set of characteristics linked to a family’s formal and informal support network that may contribute
and/or influence human development, relationships, way of life, group dynamics, etc. Below are some
suggested social that sites may consider using in the analysis.

Assessment score (level of risk)

Work or school issues (currently attends HS or college, significant commute, works night shift,
etc.)

Family or friend support

Teen parent(s) living independently or with parents
Grandparents raising target child

Linkages to other community resources

Religious affiliation

Domestic/family violence

Cognitively delayed parents

Substance abusing parents

Parents with mental health issues

Heightened gang or other criminal activity, etc.

REASONS WHY:

Staff should attempt to determine the reasons why a family did not want to accept services, or dropped
out of services prior to completion. At times the specific details may not be available (i.e., a family said
yes to assessment staff person’s offer, yet never received a first home visit or a family was on creative
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outreach and is eventually closed). In these instances, staff may draw upon anecdotal assumptions
about the reasons why.

COMPREHENSIVE:

A comprehensive analysis is a thoughtful and intentional selection and examination of key programmatic,
demographic and social factors that includes a combination of raw (numeric) and aggregate (percentage)
formal data as well as informal (anecdotal) data, and how various factors may relate to and influence
other factors. A comprehensive analysis also includes a narrative that summarizes the findings of any
patterns or trends.

PLAN FOR INCREASING ACCEPTANCE RATES AND RETENTION RATES:

The plans developed by staff to increase the acceptance and retention rates should be directly linked to
the patterns and trends identified in the analysis. Staff should utilize team meetings, supervision,
advisory board meetings as venues to strategize ways to increase these rates. Additionally, staff should
take sufficient time to implement the strategies, determine the effectiveness of a particular strategy, while
working to improve rates over time.

Summary and Guidance for Data Collection Timeframes

Timely and thorough data collection provides sites with an opportunity to study how particular practices are
being carried out, the degree to which those practices may or may not meet the expectations of the standard,
and the identification of data-informed opportunities for improvement. Therefore, where standards ask that sites
report data, the data must also be aggregated and summarized to ensure the site understands and can take
appropriate action based on their findings. For example, for standard 6-6.B, in addition to maintaining a list of all
developmental screens administered by staff, the site should also be able to interpret that data and report on
whether all target children have received the minimum expectation of two per year from birth to three and
annually thereafter, and if not the reasons why and how the practice might be improved. Please access your
Implementation Specialist for guidance on how to make the best use of data specific to expectations of the
standards.

Note: Spreadsheets are available to support data collection requirements. See page 8 for links to all of
the HFA spreadsheets.

Measuring/Monitoring/Reporting Timeframes

Annual Monitoring/Measuring/Reporting - Site selects the most recent 12 months, most recent calendar year, or
most recent fiscal year.

Quarterly Reporting - Site selects the most recent three months, or most recent full quarter (Jan-Mar, Apr-Jun,
Jul-Sept, Oct-Dec).

Acceptance & Retention Analysis, Cultural Sensitivity Review, Personnel Satisfaction & Retention - At least every
two years. Unless site is new and does not have 2 full years of data at the time of the first accreditation site visit,
in which case sites will use one year of data.

1-1.C Annual Reporting: Total in Target population and total screened/identified (number and percent).
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1-2.C

Annual Reporting: Total eligibility screens or assessments including (number and percent) completed
prenatally, within 2 weeks of birth and after two weeks of birth.

1-2.D0

Annual monitoring: Positive screens not assessed or not offered. Include strategies for improvement.

1-2.E

Annual monitoring: Families offered services that verbally decline services. Include strategies for
improvement.

1-3.B

Annual Reporting: Total first home visits including (number and percent) completed prenatally, prior to
three months of birth and after three months of birth.

1-4.A

Annual Measuring of Acceptance: Total number of eligible families offered home visiting services and
the number (and percent) of first home visits completed.

1-4.
B&C

At least every two years - Acceptance Analysis: Analyze both formally and informally families that
refused services in comparison to families who accept services. Analysis includes programmatic,
demographic and social factors as well as the reason why families decline. Develop a plan to increase
acceptance addressing any programmatic, demographic and social factors identified in the analysis.

3-4.A

Annual Measuring of Retention: Total number of families who received a first home visit in a specific
period of time that ended at least 12 months ago (for 12 month retention) and the number (and
percent) of those families who are still enrolled at least 12 months after the end of that time period. For
instance, if we look at the cohort of families who enrolled between Jan 1,2013 and Dec 31, 2013, the
families who enrolled in December of 2013, will not have had the opportunity to be enrolled for a full 12
months until December of 2014. After December 2014 (12 months after all families in that cohort
enrolled), you can look at this group of families (who received a first home visit between Jan 1,2013 and
Dec 31, 2013) and compare those families who remained in services with those who left to determine 12
month retention for that cohort of families. In December 2015, you could look at 24 month retention for
this same cohort of families.

B&C

At least every two years - Retention Analysis: Analyze both formally and informally families that remain
in services in comparison to families who leave. Analysis includes programmatic, demographic and
social factors as well as the reason why families leave. Develop a plan to increase retention addressing
any programmatic, demographic and social factors identified in the analysis.

4-1.B

Annual Reporting: Total number of families who have been enrolled at least six months after the birth
of the baby, or six months after enrollment (whichever is longer) and the number (and percent) of
those families who remained on level 1 (weekly visits) for a minimum of six months, excluding time on
creative outreach.
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4-2.B

Quarterly Reporting: All active families by home visitor including level of service, level changes that
quarter, number of expected home visits that quarter and number of completed home visits that
quarter. Summarize home visit completion (HVC) by home visitor by taking the number of families who
completed at least 75% of the expected home visits based on their level of service divided by the total
number of families on their caseload (exclude families who were on creative outreach the entire
quarter). Note: The overall site level HVC is determined by taking the total number of families who
completed at least 75% of the expected home visits based on their level of service, divided by the total
number of families on active caseloads for the site (exclude families who were on creative outreach the
entire quarter). It is NOT calculated by averaging the HVC for all home visitors.

4-3.B

Annual Reporting: Report families who were still enrolled on the target child's 3rd birthday.

5-4.A

At least every two years - Cultural Sensitivity Review (CSR): The CSR must include review of materials,
training and the service delivery system (assessment, home visits & supervision). Staff and families must
provide feedback on materials, communication or language factors and the staff-family interactions.
Many sites incorporate information gleaned from the acceptance analysis, retention analysis and staff
satisfaction to inform the CSR.

6-6.B

All Active Families: Report indicating which target children received at least two a developmental
screens per year (unless developmentally inappropriate) for children under the age of three and at least
one screen per year for children ages three through five years and which did not. Include if delay was
indicated. Provide a summary of the total families (number and percent) who received the required
screens divided by the total number of active families.

7-1.B

All Active Families: Report indicating which target children have a medical/health care provider and
which do not. Include a summary of the total number target children who do, divided by the total
number of active target children.

7-2.B

All Active Families: Report indicating which target children have up-to-date immunizations at one year
of age (received all scheduled immunizations through six months of age) and two years of age (received
all scheduled immunizations through 18 months of age). This standard allows a window of six months to
complete the scheduled immunizations (hence 6 month and 18 month timeframe expectations by the
first and second birthday). It may be easiest to provide one report for children between one and two
years of age and a separate report for children over two years of age. Include a summary of the total
number target children who are up-to-date, divided by the total number of active target children over
the age of one year.

7-5.B

All Active Families: Report indicating which mothers received depression screening prenatally (if
enrolled prenatally) and postnatally before the target child is three months of age. Include if the screen
indicates the mother is at-risk for depression and if she is already involved in treatment. Include a
summary of the total number of mothers meeting the screening requirement, divided by the total
number of active families.

8-1.C

All Active Families: Report indicating the active caseload for all current home visitors over the past 12
months. Include each home visitor’s caseload for the most recent quarter, the home visitor’s full time
equivalency, the number of families assigned to him or her, and the level/intensity of service each
family is receiving.
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9-4 All Current Staff: Monitor factors associated with staff turnover comparing circumstances and
characteristics of staff what leave with those who stay. Include strategies for improvement.
10-1 | All Current Staff: Submit training records indicating hire date and date all Orientation Topics were
completed.
10-2 | All Current Staff: Submit training records indicating hire date and date all Stop-Gap topics were
completed (if utilized).
10-3 | All Current Staff: Submit training records indicating hire date and date all HFA Core Trainings were
completed.
11-2
thru All Current Staff: Submit training records indicating hire date and date all Wrap Around Training topics
114 | \were completed. If The Learning Center (TLC) is utilized, submit TLC report to meet these standards.
11-5
All Current Staff: Submit training records indicating hire date and dates of all Ongoing Training topics.
12-1.8 Quarterly Reporting: Submit frequency and duration for the most recent quarter for all current direct
service staff.
Appendix F
LY QUALITY ASSURANCE AND ACCREDITATION Page - 24 -




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

1. Initiate services prenatally or at birth.
Standard 1 Intent: The overall intent of the standards in this section is to ensure the site has a

well-thought out mechanism for the early identification of families in the community that could
benefit from services.

1-1.  The site has a description of its target population and the community partnerships in place to ensure
it identifies and initiates services with families in the target population while the mother is pregnant
and/or at the birth of the baby.

1-1.A The site has a description of its target population and how the current target population
definition was decided upon. The description includes the use of relevant community data (i.e.
a needs assessment, state rankings, etc.) used in the decision-making.

Intent: Communities choose to implement the HFA model as a mechanism to improve family and
child outcomes and do so because there is local, state and/or federal interest in providing
supportive home visiting services to parents, infants and young children who reside in at-risk
communities or segments of a community where families or children may be experiencing
increased stress. It is therefore vitally important that site leadership has the data upon which to
base target population decisions and can utilize it to ensure that a systematic process for
identifying families is in place. Demographic data that quantifies (as closely as possible) the
volume of potential families (as defined by its target population) is gathered. This data is
specific to the families actually giving birth within the identified target population. Target
populations can be defined by factors such as: maternal age, Medicaid eligibility, geographical
area, first time pregnancy, etc. Some cities have multiple HFA sites working together by
serving different target populations.

The site’s target population is reviewed periodically and updated as changes in funding, site
structure and/or community demographics warrant. A site’s target population describes the
characteristics and total number (or close approximate) of all potential families. Each site
defines its own target population in order to meet the unigue needs of the community.

1-1.A RATING INDICATORS

3 - The site has a description of its target population including the relevant and up-to-
date community data that was used in the decision-making. Both the description
and data utilized are comprehensive and have been updated within the last two
years.

2 - The site has a description of its target population including the community data
that was used in the decision-making; however, the description and/or data utilized
could be more comprehensive and/or up-to-date.

1 - The site does not have a description of its target population; or community data
was not used when deciding on its current target population.

© Tip: Sites are encouraged to identify target populations that are realistic to reach. For
example, while it is commendable to want to reach out to all families giving birth in a
given year, staffing capacity may make this goal unrealistic.

© Tip: When compiling demographic data to quantify information about the target population,
applicable data should be used (e.g., if the site intends to serve teen parents from a
particular geographic area, then the site should gather data that establishes how many
teens from that area give birth in a given year; or if the target population is all families
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1-1.B

Intent:

1-1.C

Intent:

enrolling in WIC, the site should gather data to determine how many families make-up
this target population; or 1% time families giving birth at XYZ Hospital, etc.).

The site identifies places where the target population is found, and the site has established
organizational relationships with these entities for purposes of identifying families and
obtaining referrals (e.g., local hospitals, prenatal clinics, high schools, etc.).

In addition to the site’s target population definition/description of families it intends to serve, it
will also indicate the community partners which will enable the site to gain access to the
families. Sites are encouraged to focus on building these relationships with other community
entities to help ensure the target population is well defined and easy to access. In order for
sites to access families within the target population, it is essential to create relationships with
community entities that come into contact with potential families within the target population.
In some cases these community partnerships may require formal Memorandums of
Understanding/Agreements, and in other cases these relationships may be verbal agreements
or informal in nature. In either case, it is important that these relationships allow site staff to
connect with-families in the target population. These connections may include the agencies
providing referrals/screens and/or contact information to the HFA site for the purpose of
assessing families to determine eligibility.

1-1.B RATING INDICATORS

3 - The site identifies organizations within the community in which the target
population can be found; both formal and informal agreements are in place and
working smoothly to ensure families in the target population are identified and
referred.

2 - The site identifies organizations within the community in which the target
population can be found, and agreements (either formal or informal) are in place;
however relationships with some referral sources could be strengthened to
improve identification of families.

1 - Any of the following: the site does not identify organizations within the community
in which the target population can be found; or identified organizations are not
referring families.

The site measures the number of families in the target population that are identified/referred
through its system of organizational relationships and develops strategies to increase the
percentage screened/identified.

Measuring the percentage of families in the target population that are being reached allows
the site to utilize data effectively to advocate for families in the community whose needs may
go unmet. For example, it may be that there are many more potential families in the target
population than can be served owing to the site’s current capacity. Measuring the data in this
case provides the site with valuable information to support a funding request to increase
staffing. In other cases, the site might be reaching the vast majority of its target population yet
staff caseloads are not filled. The data can then help the site determine whether its current
target population definition is too restrictive. Monitoring the system of organizational
relationships is a key component to understanding how more families might be reached. And if
working in partnership with an external entity providing centralized intake, it will be important to
have an MOU/MOA in place to allow reciprocal sharing of aggregate data about how many
within the target population are being screened (by centralized intake) and how many are
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connecting to services (by the HFA site). The site will also use this data to develop strategies
for how the screening/referral process might be improved (e.g., strategies to form new
relationships, provide in-service training for referral agencies, create more effective ways to
screen/identify families in the target area, etc.).

To measure the percentage of the target population identified for HFA services, a site must
start with a total projected number of families in the service area over an upcoming 12 month
period that are believed will meet its target population descriptor(s). This does not have to be
an exact number and can be informed by both formal and informal data sources. At the end of
the 12 month period the site totals the number that were actually identified for services who
met target population descriptor(s). The actual number may be based on referrals received or
screens completed depending on how families are identified at the site). The actual number
identified/number projected x 100 = the percentage reached.

1-1.C RATING INDICATORS

3 - The site measures annually (as described in the intent) the percentage of families
from the target population that were identified/referred to Healthy Families
services, monitors the system of organizational relationships in place and has
implemented strategies to increase the percentage screened/identified and/or
strengthen relationships with referral sources.

2 - The site measures annually (as described in the intent) the percentage of families
from the target population that were identified/referred to Healthy Families
services, monitors the system of organizational relationships in place and has
developed, but not yet implemented, strategies to increase the percentage
screened/identified and/or strengthen relationships with referral sources.

1 - Any of the following: The site has not measured at least annually (as described in
the intent) the percentage of the target population being reached; the site has not
monitored the system of organizational relationships; and/or has not developed
any improvement strategies.

© Tip: Use of the Standard 1 Spreadsheet (1-1.C, 1-2.C-E, 1-3.B _and 1-4.A-C
Screening/Assessment Data plus Acceptance Analysis Grid) will allow the site to calculate
its rate of identifying potential families from the target population, and to do so the site will
want a close approximation of how many families in the service area potentially fit the target
population descriptors.

The site ensures screening/assessment processes are tracked and monitored, including all referrals
received, from initial referral to completion of contact to the offer of services.

1-2.A The site has policy and procedures regarding its screening/assessment processes and

mechanisms to ensure timely determination of eligibility. Policy and procedures also include
the site’s tracking and monitoring requirements. Please note: For sites providing “universal”
services (where all families are considered eligible to participate in site services), the
“universal” status is considered a positive screen.
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1-2.B

1-2.C

Intent:

1-2.A RATING INDICATORS
3 - No 3 rating indicator for standard 1-2.A.

2 - The site’s policy and procedures include the following information:
screening/assessment processes; mechanisms to ensure timely determination of
eligibility, including timeframes between receipt of a referral/screen to the completion
of contact to offer services (when used for eligibility) or assessment; and
the site’s tracking and monitoring requirements.

1 - One of the following: There is no policy and procedures; or the policy and
procedures do not address the requirements listed in the 2 rating.

© Tip: Sites are encouraged to follow-up with referring entities to provide information
regarding the outcome of their referral(s) especially when the initial contact with the family is
not completed.

The site follows its policy and procedures regarding its screening process and utilizes a
systematic process for receiving referrals and screening families in a timely manner.

1-2.B RATING INDICATORS
3 - The site utilizes a systematic process for receiving referrals and screening families.

2 - Past instances may have occurred when the site did not utilize a systematic
process for receiving referrals and screening families; however recent practice
indicates this is now occurring.

1 - The site does not utilize a systematic process for receiving referrals and screening
families.

Determination of eligibility for services occurs either prenatally or within the first two weeks
after the birth of the baby.

Screening/Assessment is used together in this standard to allow sites flexibility in determining
family eligibility. Please note: Sites are encouraged to utilize a 2-step process that includes
initial screening followed by the assessment (Parent Survey/Family Stress Checklist) to
determine family eligibility. For sites using a 2-step process, assessment data will be used as
evidence for this standard. For sites using a positive screen for determining eligibility,
screening data will be used for this standard. For sites providing “universal” home visiting
services (where all families are considered eligible to participate in site services), the
“universal” status is considered a positive screen. Sites will use the number of families
referred as evidence for this standard.

Appendix F

XY QUALITY ASSURANCE AND ACCREDITATION Page - 28 -



HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

1-2-D

Intent:

1-2.E

1-2.C RATING INDICATORS

3 - Ninety-five percent (95%) through one hundred percent (100%) of eligibility
screenings or assessments occur prenatally or within the first two weeks after the
birth of the baby.

2 - Eighty percent (80%) through ninety-four percent (94%) of all eligibility screenings
or assessments occur either prenatally or within the first two weeks after the birth
of the baby.

1 - Less than eighty percent (80%) of all eligibility screenings or assessments occur

either prenatally or within the first two weeks after the birth of the baby.

© Tip: Sites are encouraged to establish systems that allow the connection with families to
occur as early as possible, ideally during the prenatal period.

The site monitors and addresses families that screen positive but were not assessed and
either 1.) not offered services (when the site offers services universally or uses a positive
screen to determine eligibility or 2.) not offered assessment (when the site uses a positive
assessment to determine eligibility.

Many potential families miss the opportunity to participate in services because site staff is
unable, for a variety of reasons, to maintain contact with them subsequent to the initial
screening process. Therefore, sites are to monitor the screening/identifying process in order
to develop strategies for increasing the capacity of the site to connect with the target
population. The depth of the monitoring will depend on the amount of information gathered
through the screening/identifying process or from referral agencies, but at a minimum must
include the number of families over the course of a year that screen positive and the number
of those that are not offered service (for sites using a 1-step eligibility process), or assessed
(when using a 2-step process).

1-2.0 RATING INDICATORS

3 - The site monitors at least annually the screening process particularly as it relates
to any families who screen positive and then are not assessed (when assessment
is used to determine eligibility), or offered services (when screen is used to
determine eligibility) and has developed and implemented strategies to address
any issues.

2 - The site monitors at least annually the screening process particularly as it relates
to any families who screen positive and then are not assessed (when assessment
is used to determine eligibility), or not offered services (when screen is used to
determine eligibility) and has developed strategies to address any issues.

1 - Any of the following: The site has not monitored, at least annually, the screening
process as it relates to families who screen positive and then are not assessed
(when assessment is used to determine eligibility)or offered services (when screen
is used to determine eligibility), or has not developed strategies to address issues.

The site monitors and addresses families who verbally declined the offer of services
subsequent to either, 1.) a positive assessment (when the site uses assessment to determine
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eligibility), or 2.) the offer of services (when the site uses a positive screen to determine
eligibility or offers services universally).

Intent: Sites are to monitor families who verbally decline the offer of services after being determined

eligible in an effort to develop strategies for increasing the ability to connect with, engage and
enroll families.
1-2.E RATING INDICATORS

3 - The site monitors families who verbally decline the offer of services after a positive
assessment or when contacted to offer services (screen or universal determines
eligibility), and has implemented strategies to address any issues; or ninety to one
hundred percent (90-100%) of families offered services verbally accept, in which
case improvement strategies do not need to be developed or implemented.

2 - The site monitors families who verbally decline the offer of services after a positive
assessment or when contacted to offer services (screen or universal determines
eligibility), and has developed strategies to address any issues; however, these
strategies have not yet been implemented.

1 - Any of the following: The site has not monitored the families who verbally declined
services or has not developed strategies to address issues.

1-3.  The site ensures the first home visit occurs within three months after the birth of the baby.

Intent: HFA research, as well as significant anecdotal evidence, points clearly to a site’s ability to

achieve improved outcomes the earlier services are initiated. This is owing to multiple
variables including the particular vulnerability of the infant during the prenatal and newborn
period, and an opportunity to help shape better health, nutrition and lifestyle practices that can
impact the infant during this particularly sensitive period. The patterns of the parent-infant
relationship, including parental responsiveness and interpretation of infant behavior begin
during this period as well, and strategies employed by home visitors can promote healthier
bonding and attachment. Finally, and especially for families that have had limited exposure to
healthy, trusting relationships during their life, the ability to form a trusting relationship with a
home visitor requires time. Therefore, the earlier the alliance between home visitor and parent
is formed, the greater the likelihood of increased family retention.

1-3.A The site has policy and procedures stating that, for families who accept services, the first
home visit occurs prenatally or within the first three months after the birth of the baby, and
includes tracking and monitoring requirements.

1-3.A RATING INDICATORS
3 - No 3 rating indicator for standard 1-3.A.
2 - The site’s policy and procedures clearly indicate the following:
the first home visit occurs prenatally or within the first three months after the birth
of the baby; and detail the site’s tracking and monitoring requirements.
1 - One of the following: There is no policy and procedures; or the policy and
procedures do not address the requirements listed in the 2 rating.
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1-4.

1-3.B The site’s practices ensure that, for families who accept services, the first home visit occurs

prenatally or within the first three months after the birth of the baby. Please Note: When infants
begin life with an extended hospital stay in the NICU, it may not be possible to begin home
visits until after 3 months. These situations must be documented clearly and will be exempted
from the requirements of this standard.

1-3.B RATING INDICATORS

3 - Ninety-five percent (95%) through one hundred percent (100%) of first home visits
occur prenatally or within the first three months after the birth of the baby.

2 - Eighty percent (80%) through ninety-four percent (94%) of first home visits occur
prenatally or within the first three months after the birth of the baby.

1 - Less than eighty percent (80%) of first home visits occur prenatally or within the
first three months after the birth of the baby.

© Tip: Sites are encouraged to begin providing services as early as possible, ideally during
the prenatal period.

The site measures, analyzes, and addresses how it might increase the acceptance rate of families into
the site on a regular basis and in a consistent manner.

1-4.A

Intent:

1-4B

The site measures the acceptance rate of families using HFA methodology (based on receipt
of first home visit). Please see measuring acceptance rates on page 16. When measuring
and analyzing sites can use the Standard 1 Spreadsheet (1-1.C, 1-2.C-E, 1-3.B and 1-4.A-
C Screening/Assessment Data plus Acceptance Analysis Grid)

Calculating the rate of families accepting services is a critical quality improvement measure.
Sites are to look at the total number of families offered services over the course of a year and
what number and percent of those families accepted site services (as demonstrated by
completion of a first home visit after the offer was made). To ensure uniformity in
measurement, HFA requires sites to track the acceptance rate of families based on
acceptance of the first home visit, regardless of how a site may define its enrollment date.
Sites can measure rates at additional intervals if desired.

1-4.A RATING INDICATORS

3 - The site measures its acceptance rate of families (based on receipt of a first home
visit) into services and evidence indicates acceptance rates are being measured
more than once a year.

2 - The site measures its acceptance rate of families (based on receipt of a first home
visit) into services and evidence indicates acceptance rates are being measured at
least annually.

1 - The site is not measuring its acceptance rate at least annually.

The site comprehensively analyzes at least once every two years (e.g., both formally, through
data collection, and informally through discussions with staff and others involved in the
screening and assessment process), families that refused services among those determined
to be eligible for services and the reasons why. Please see common terms associated with
analyses on pages 17-19.
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Intent: Sites are to measure site acceptance data at least annually (as indicated in standard 1-4.A)

and conduct a thorough analysis, at a minimum, once every two years to determine patterns
or trends; the analysis compares families who accept site services with those who refuse site
services, and identifies potential improvement strategies to increase site acceptance, based
on the analysis. Sites may choose to analyze data more often if patterns or volume suggest
this need. Please Note: New sites without 2 full years since home visiting services
began will complete a first analysis with one year of data instead of two.

1-4.B RATING INDICATORS

3 - The site uses both formal and informal methods to analyze, at least once every
two years, families that refused services and why. This analysis is
comprehensive, addressing multiple factors within each of the 3 categories, 1)
programmatic, 2) demographic, and 3) social, and compares these factors for
those who accept and those who decline during the same time period; or at least
ninety percent (90%) of families offered services over the 2-year timeframe
accepted services by receiving a first home visit, in which case an analysis is not
required.

2 - The site uses both formal and informal methods to analyze, at least once every
two years, families that refused the services and why. This analysis compares
those who accept with those that declined during the same time period, and
addresses at least one factor within each of the 3 categories, 1) programmatic, 2)
demographic, and 3) social.

1 - Any one of the following: The site does not have an analysis of who refused
services and why; the analysis does not include both formal and informal
methodology; the analysis does not include at least one factor from each of the 3
categories, programmatic, demographic, or social; the analysis does not
include a comparison of those who accept and those who decline during the same
time period; or the analysis is not conducted at least once every two years.

NA - The site did not accept any new families in the last two years.

© Tip: The HFA 1-4 Acceptance Analysis Grid provides guidance on various programmatic,
demographic and social factors to consider when conducting a comprehensive
analysis.

© Tip: For those whose acceptance rate has remained 90% or more over a 2 year period (3
rating) the site is still encouraged to informally look at programmatic, social, and
demographic factors, along with reasons why a group might not be accepting program.

1-4.C The site addresses how it might increase its acceptance rate based on its analysis of those
refusing the site in comparison to those accepting services.
1-4.C RATING INDICATORS
3 - Based on the analysis, the site has implemented a plan for increasing its
acceptance rate among the individuals who are not currently choosing to
participate in services. The plan addresses programmatic, demographic, and/or
social factors identified within the analysis; or at least ninety percent (90%) of
individuals offered services over the two-year timeframe accepted services, in
which case an analysis and plan is not required.
2 - Based on the analysis, the site has a plan for increasing its acceptance rate
among the individuals who are not currently choosing to participate in services.
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The plan addresses the programmatic, demographic, and/or social factors
identified within the analysis; however, the plan has not yet been implemented.

1 - Any of the following: the site does not have a plan; the plan is not based on the
analysis; does not address programmatic, demographic, and social factors
identified within the analysis; or does not address how it might increase its
acceptance rate.

NA - The site did not accept any new families in the past two years.
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*Note: See Link for Self Study Face Sheet in Glossary section (page 5) to submit with Self Study

1. Initiate services prenatally or at birth

Standard

Required Policy and
Procedures

Additional Pre-Site Evidence in Self Study
Please note: Programs may submit the HFA Standard 1 Spreadsheet
(Standards 1-1.C, 1-2.C-E, 1-3.B, 1-4.A-C)

Site Visit Activities

1-1.A
Target Population

Submit a narrative definition of the current target population (who the program intends to
serve) including how the current target population was decided upon and the relevant and up-
to-date (within the last two years) community data that was used in the decision-making.

1-1.8
Referring
Organizations

Submit narrative indicating where the target population is found (e.g., local hospitals, prenatal
clinics, high schools, etc.) and the type of organizational relationship (formal or informal

agreement) that exists with those entities.
1-1.C Submit the total number of families in the target population and the number (and percent) of
Monitoring families in the target population who were screened/identified in the last year (or HFA
Screens Standard 1 Spreadsheet if used). Include the identified and implemented strategies to increase
the percent screened/identified.
1‘2:A The processes for initiating [Submit Policy
Policy for screening/assessment,

screening process

timely determination of
eligibility, and tracking and
monitoring mechanisms

1-2.B
Practice for
screening process

Submit documentation or form used for tracking of referrals and screens received.

1-2.C

Submit a report (or HFA Standard 1 Spreadsheet if used), illustrating the number of

Screening screens/assessments (whichever is used to determine eligibility) that occurred prenatally,
Timeframe within the first two weeks of the birth of the baby, more than two weeks after the birth of the
baby, and the total percentage within two weeks of the birth of the baby in the last year.
1-2.D Submit narrative (or HFA Standard 1 Spreadsheet if used), describing how the program
Monitor and monitors and addresses families who 1.) were not offered home visiting services (when the
Address Not program offers services universally or uses a positive screen to determine eligibility) or 2.)
Offered were not assessed (when the program uses a positive assessment to determine eligibility).

Include strategies developed to address any issues.

Interview:

* Program Manager

* Assessment supervisor
* Assessment Workers

* Partner agency where
families are identified (if
possible)

Review:

* formal and/or informal
agreements with
collaborating agencies

* updated reports showing
recent improvements if
needed

* Advisory Group Survey
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1-2.E
Monitor and
Address Declines

Submit a narrative (or HFA Standard 1 Spreadsheet if used), describing how the program
monitors and addresses families who verbally declined further program involvement
subsequent to either, 1.) a positive assessment (when program uses assessment to determine
eligibility), or 2.) the offer of services (when program uses positive screen to determine
eligibility or offers services universally). Include strategies developed to address any issues.

1-3.AFirst Home

The process and timeframe

Submit Policy

Visit within 3 for initiating home visiting
months services prenatally or within
the first 3 months, and
tracking and monitoring
requirements
1-3.8 Submit a report (or HFA Standard 1 Spreadsheet if used), indicating the date of the first home

First Home Visit
within 3 months

visit and the date of the baby’s birth for all families who entered the program during the last
year.

1-4.A
Measure
Acceptance Rate

1-4.B
Acceptance
Analysis

1-4.C
Plan to Increase
Acceptance

Submit a narrative describing the program’s definition of program acceptance rate, a
description of the program’s process for measuring the acceptance rate including method of
calculation, and the current acceptance rate.

Please note: programs may submit the HFA Standard 1 Spreadsheet or program database
report that includes all required elements (i.e., comprehensive, comparative and with reasons
why).

Submit a narrative describing how often the program conducts its acceptance analysis and a
copy of the most recent acceptance rate analysis.

Interview:

* Program Manager

* Supervisors

* Direct Service Staff as
needed

Review:

* Previous Acceptance Rates
* Previous acceptance
analysis and plans to
increase

A copy of the most recent plan to increase the acceptance rate based on the comprehensive
analysis.

* Staff Survey
* Advisory Group Survey
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2. Use standardized screening and assessment tools to systematically identify and assess families

most in need of services. The Parent Survey or other HFA approved tool is used to assess the

presence of various factors associated with increased risk for child maltreatment or other adverse

childhood experiences.

Standard 2 Intent: The overall intent of the standards in this section is to ensure the site has an

objective, standardized process for identifying and assessing the strengths and needs of families at

the onset of services.

2-1.

2-2.

[N

The site has clearly defined eligibility requirements for families offered services.

2-1.A The site has policy and procedures that clearly define the eligibility requirements for families
offered services.

2-1.A

3

2

RATING INDICATORS
No 3 rating indicator for standard 2-1.A.

The site has policy and procedures that clearly define eligibility requirements for
families offered services.

One of the following: there is no policy and procedures; or the policy and procedures
do not clearly define eligibility requirements for families offered services.

2-1.B The site follows its policy and procedures regarding eligibility requirements for families offered

services.

2-1.B

3

RATING INDICATORS

The site follows its policy and procedures regarding eligibility requirements for families
offered services.

Past instances may have occurred when the site did not follow its policy and
procedures regarding eligibility requirements for families offered services; however,
recent practice indicates this is now occurring.

Any of the following: the site does not follow its policy and procedures regarding
eligibility requirements for families in the target population; there is no policy and
procedures; or the policy and procedures do not clearly define eligibility requirements
for families offered services.

The site uses the Parent Survey/Family Stress Checklist or other HFA approved tool (must prepare and
submit request materials and receive approval — see Assessment definition on page 8) to assess for the
presence of factors that could contribute to increased risk for child maltreatment or other adverse
childhood experiences.

Intent: No single factor is sufficient to predict who faces the high levels of stress that may lead a parent
to abuse or neglect a child. It is also not possible for a single factor to predict when a child is at
risk for developmental delays, poor childhood outcomes or adverse childhood experiences.
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2-2.A

Intent:

Therefore, sites will use the Parent Survey or other HFA approved tool to determine family
strengths and needs. When it is not fiscally possible to provide services universally, standardized
assessment tools identify families most in need of services in an objective manner and ensure
services are offered to families the model is designed to serve.

The site has policy and procedures requiring that Parent Survey assessment criteria and
documentation of assessment narratives indicate the presence of factors that could contribute to
increased risk for child maltreatment and/or other adverse childhood experiences. The policy and
procedures identify who completes the narrative and the timeframe for completion.

Site policy and procedures ensure all staff involved in the assessment process provides such
service objectively and reliably, so that all families are assessed in the same way regardless of
who conducts the assessment. In addition, the policies are in line the HFA Core assessment
training expectations (sites may state in their policy “as referenced in HFA Core Parent Survey
training materials” as long as staff administering the tool have retained access to these
materials). Sites state clear expectations for the documentation of the assessment narrative to
ensure it conveys accurately the depth and detail of each family’s strengths, risk factors, and
needs. Consistent documentation in this way provides home visitors with an understanding of
each family, and affords the opportunity to provide individualized service that builds upon their
strengths and is specific to their unique needs.

Sites are also encouraged to highlight/document specific conversations that indicate a parent(s)
motivation for change (e.g. statements such as ’I dont want to parent the same way as my
parents”, “| really want to finish school”, “| want to learn everything | can to meet my baby's
needs”, “I want to stay clean for my baby,” and/or “I am not going to use a belt to discipline my
baby’”). Statements like these assist home visiting staff in identifying potential starting points for
home visit activities and can facilitate connections with families. The ongoing use of this
assessment documentation becomes the basis for standards 6-1.A, 6-1.B and 6-1.C.

Please note: If services are offered based on a positive screen or universally to all families in the
target population, The Parent Survey/Family Stress Checklist (or other HFA approved tool — see
glossary — Assessment Tool on page 8 for details on how to seek permission to use an alternate
tool) is to be completed at the onset of services (within first 30 days of first home visit) to provide
home visitors and supervisors with an understanding of the unique strengths, risk factors, and
needs of a family, such that interventions uniquely tailored to the family can be planned.

2-2.A RATING INDICATORS
3 - No 3 rating for standard 2-3.A.

2 - The site has policy and procedures regarding the following:
Assessment criteria and documentation of assessment narratives that detail the
presence of factors that could contribute to increased risk for child maltreatment or
other adverse childhood experiences (when using the Parent Survey, the site’s policy
may reference the HFA core training materials vs having extensive procedural
narrative). The policy and procedures identify who completes the narrative and the
timeframe for completion.

1 - The site does not have policy and procedures that meet the criteria listed in the 2
rating.
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2-2.B The Parent Survey/Family Stress Checklist or other HFA approved tool is administered uniformly
with the families and in accordance with site policy and procedures.

2-2.B RATING INDICATORS

3 - The Parent Survey/Family Stress Checklist or other HFA approved tool is
administered uniformly with families and in accordance with site policy and
procedures.

2 - Past instances may have occurred when the site did not administer the Parent

Survey/Family Stress Checklist (or other HFA approved tool) uniformly with families
and in accordance with site policy and procedures; however, recent practice
indicates this is now occurring.

1 - The site does not administer the Parent Survey/Family Stress Checklist (or other HFA

approved tool) uniformly with families and in accordance with site policy and
procedures.
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2. Standardized Assessment Tool

Required Policy and

Standard Additional Pre-Site Evidence in Self Study Site Visit Activities
Procedures
2-1.A Eligibility requirements Submit Policy and a copy of the screening and/or assessment tool along with any related | Interview:
Eligibility Policy for families documentation, and a description of the factors identified by each tool. * Program Manager
* Supervisors
2-1.B No additional pre-site evidence required. * Assessment Workers

Policy Followed

Review:
* Family Files
* Advisory Group Survey

2-2.A
Assessment Policy

Assessment criteria and
documentation of
assessment
summaries/narratives,
including who completes
assessment
documentation and
timeframe for
completion

Submit Policy

2-2.B

Parent
Survey/Assessment
Practice

No additional pre-site evidence required

Interview:

* Program Manager

* Supervisors

* Assessment Workers
Review:

* Family Files

* Staff Survey
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3. Offer services voluntarily and use positive, persistent outreach efforts to build family trust.
Standard 3 Intent: The overall intent of the standards in this section is to ensure the site has a

process for reaching out to and engaging families initially, as well as attempting to stay connected
with and re-engaging families who may have more barriers to accepting and maintaining services.

3-1. The site’s policy, procedures and practices ensure services are offered to families on a voluntary basis.

Intent: Offering services voluntarily (allowing families to choose to participate) increases trust and receptivity.
Research suggests that an important reason for voluntary services is that mandatory services shift
emphasis from one of social support to one of social control (Daro, 1988). Home visiting services must be
voluntary, such that the entire context and tone is one of respect for families — their desires and their
strengths (Gomby, 1993).

3-1.A The site has policy and procedures that state services are voluntary and include how this
information is shared with families. See Standard GA-5B regarding the need to have a written Family
Rights form that includes but is not limited to the voluntary nature of services and a family’s right to refuse
service.

3-1.A RATING INDICATORS
3 - No 3 rating indicator for standard 3-1.A.

2 - The site has policy and procedures regarding the voluntary nature of site
services, including how this information is shared with families.

1 - The site does not have policy and procedures regarding the voluntary nature of
services; and/or does not describe how this information is shared with families.

3-1.B The site’s practices ensure services are offered to families on a voluntary basis.

Intent: While HFA is very clear that services to families are offered voluntarily, there may be some
external agencies that require HFA as part of mandated treatment or service plans (e.g., child
welfare, court systems, substance abuse treatment facilities, etc.). HFA does not have authority
to prevent this type of referral, however must be certain to clarify with families that regardless of
the intent of the referral entity, HFA services are voluntary and families may end services at any
time.

Additionally, when the site accepts families that have active child welfare cases, staff may not
monitor family’s progress on behalf of the referral entity nor perform the job functions required by
that entity. Sharing of information with child welfare and/or other service systems is bound by
the confidentiality requirements of HFA and informed consent that indicates precisely what
information is to be shared. Additionally, it may be important to inform families that sharing such
information may not always be helpful to the family’s situation.
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3-1.B  RATING INDICATORS

3

- The site practice clearly indicates services are offered to all families solely on a
voluntary basis.

- Past instances may have occurred when services were not provided voluntarily to
all families; however, recent practice indicates that services are now offered to
families solely on a voluntary basis.

- There are instances in which services are not provided voluntarily.

3-2.  Staff utilizes positive methods to build family trust, engage new families, and maintain family involvement.

3-2.A

Intent:

3-2.B

Intent:

The site has policy and procedures specifying a variety of positive methods to build family trust,
engage new families, and maintain family involvement in the services.

This standard reflects the need for staff to utilize trust-building methods and tools, including
supervisory support, when establishing and maintaining relationships with families. Families are
often reluctant to engage in services and may have difficulty building trusting relationships.
Therefore, site staff must identify positive ways to establish a relationship with a family and keep
families interested and connected over time. Ultilizing a family centered approach, throughout
the course of services, allows staff to focus on what is important to the family. Supervision is an
excellent place to strategize ways to continue to build trust, engage families and maintain
involvement.

3-2.A RATING INDICATORS
3 - No 3 rating indicator for 3-2.A.

2 - The site has policy and procedures specifying a variety of positive methods (e.g.,
telephone calls, visits, mailings, parenting groups, family-centered practices, etc.) to
build family trust, engage new families, and maintain family involvement in services.

1 - The site has no policy and procedures or the policy and procedures do not address
the requirements in a 2 rating.

Staff utilize positive methods to build family trust, engage them in services, and maintain family
involvement.

Staff utilize a variety of strategies to connect with families both at intake and throughout the
course of service delivery. Research indicates that families who have experienced generational
abuse are at greater risk for difficulty in developing healthy relationships with others and are often
reluctant to accept a partnership with home visitors (Fraiberg, 1975). Staff will need to develop
creative and unique ways to connect with families. Sample strategies to use with all families,
including those who have experienced generational abuse, may include:

e Warm telephone calls focused on the family’s well being
Creative and upbeat notes that encourage parents to want to participate
Drop by visits leaving a card when families are not home
Texting when approved by site policy
Anchoring conversations with families to their interests and needs
Demonstrating joy in being with the parent(s)

3 QUALITY ASSURANCE AND ACCREDITATION
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3-3.

Offering playful/fun activities
e Utilizing music and art in initial interactions, and
e Personalizing engagement efforts

3-2.B RATING INDICATORS

3 - Site staff uses positive methods to build family trust, engage them in services, and
maintain family involvement.

2 - Past instances may have occurred when positive methods were not used; however,
recent practice indicates that the site now uses positive methods to build family trust,
engage them in services, and maintain family involvement.

1 - The site does not use positive methods to build family trust, engage them in services
and maintain family involvement.

The site offers creative outreach under specified circumstances for a minimum of three months for each
family before discontinuing services.

3-3.A

Intent:

The site policy and procedures specifies the circumstances under which a family is placed on
creative outreach status, the activities to be carried out during the course of creative outreach,
that creative outreach is continued for families for at least three months and is only concluded
prior to three months when families have (re)engaged in services, refused services, have
moved from the area, or other allowable reasons (bolded below in the intent).

It is the site’s responsibility to reach out to families who have accepted services, yet for a variety
of reasons, may not be comfortable availing themselves for an initial visit or consistent
participation in services. Often, families that have experienced trauma in their own childhood
histories find it difficult to openly trust and welcome others into their homes. Additionally, families
in crisis may find it difficult to continue participation due to a variety of factors.

The circumstances that warrant a family being placed on creative outreach may vary from site to
site; however, the number of missed visits or length of time without contact prior to placing the
family on creative outreach must be clearly outlined in the policy. Additionally, the activities
required to (re)engage families in services while on creative outreach are identified. Please keep
in mind services are to be uniquely tailored to the individual family. Activities are to be focused
on strategies that demonstrate to the family the home visitor is genuinely interested in them and
willing to continue to offer services. Creative activities designed to reach out to families occur
throughout the full three-month timeframe. Sites are advised to avoid correspondence that
threatens or demands the family to contact the site, lest they be terminated from services. While
services may in all likelihood be terminated after the three-month timeframe, correspondence
indicating that plan will likely add to the feelings of alienation and lack of trust that families have.
Personalized, handwritten notes may be more effective in establishing a trusting relationship.

The three-month creative outreach timeframe applies to families who have received a first home
visit subsequent to the offer and acceptance of services. Outreach to families after verbal
acceptance and prior to the first home visit is not bound by this standard nor held to the 90 day
requirement. Generally pre-engagement outreach (outreach services provided prior to the first
home visit) concludes within 30-45 days.

Policies include how the site will address other allowable reasons for ending services
(e.g., parent no longer has custody, pregnancy ended in miscarriage, target child or
primary care provider is deceased, significant staff safety issues, transferred to another
program, etc.).
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3-4.

[N

3-3.B

3-3.A

3

2

RATING INDICATORS
No 3 rating indicator for standard 3-3.A.

The policy and procedures specify:

- the types of circumstances under which a family is provided creative outreach,

- the activities to be carried out during the course of creative outreach,

- that creative outreach is continued to families for a minimum of three months, and is
only concluded prior to three months when families have engaged in services,
refused services, the family has moved from the service area, or other allowable
reasons listed in the intent.

Any one of the following: There is no policy and procedures; or the policy and
procedures do not address all points required in the 2 rating indicator.

© Tip: Often families with early childhood trauma may not have identified healthy support

systems. It is recommended that home visitors check in with families regularly to obtain
new or additional emergency contacts. Having updated secondary contact information
can make a significant difference in maintaining connections with families over the course
of service delivery.

The site places families on creative outreach, as defined by their policy and procedures, and
continues creative outreach for at least three months, only concluding creative outreach services
prior to three months when families have (re)engaged in services, refused services or moved
from the area.

3-3.B

3

RATING INDICATORS

The site places families on creative outreach at any time after a first home visit when
disengaging from services, conducts the activities to be carried out during the course
of creative outreach and continues creative outreach for at least three months. The
only instances found when outreach was concluded prior to three months occurred
when the families (re)engaged in services, refused services or moved from the area.

Past instances may have occurred when families were not placed on outreach
appropriately; however, recent practice indicates the site places families on creative
outreach, conducts the activities to be carried out during the course of creative
outreach and continues outreach for at least three months. The only instances found
when creative outreach was concluded prior to three months occurred when the
families (re)engaged in services, refused services or moved from the area.

Any of the following: The site does not place families on creative outreach when
families disengage; does not conduct the activities to be carried out during the course
of creative outreach; and/or does not continue creative outreach services for at least
three months.

The site measures, analyzes and addresses how it might increase the retention rate of families in a
consistent manner and on a regular basis.

3-4.A The site measures its retention rate using HFA approved methodology (first and last home visit —
(please see measuring retention rates on page 17). Other methodologies may be used in
addition. 3-4.A Retention Measurement Worksheet
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Intent:

3-4.B

Intent:

Calculating the length of time families are retained in services is a critical quality improvement
measure. Sites are to look at the length of time families remain in services and identify patterns
and trends associated with families dropping out of services at specified intervals. Please Note:
New sites without 2 full years since home visiting services began will complete an annual
measurement of retention based on 6-month retention data.

3-4.A RATING INDICATORS

3 - The site measures the retention rate of families in services (using HFA methodology)
and evidence indicates retention rates are being measured more than once a year.

2 - The site measures its retention rate using HFA methodology and evidence indicates
retention rates are measured at least annually.

1 - The site is not measuring its retention rate at least annually.

The site comprehensively analyzes at least once every two years (e.g., both formally through
data collection and informally, through discussions with staff and others involved in site services)
which individuals dropped out of the site, at what point in services, and reasons why. Please see
common terms associated with analyses beginning on pages 17-19. 3-4.B-C Analysis Grid

It is required that sites measure family retention annually and conduct a thorough analysis once
every two years to determine patterns or trends; to compare families who stay enrolled with those
who drop out of services, and to identify improvement strategies to increase family retention.
Sites may choose to analyze data more often if patterns or volume suggest this need. Please
Note: New sites without 2 full years since home visiting services began will complete its
first analysis with one year of data instead of two.

3-4.B RATING INDICATORS

3 The site uses both formal and informal methods to analyze, at least once every two
years, families that leave services and reasons why. This analysis is comprehensive,
addressing multiple factors within each of the 3 categories, 1) programmatic, 2)
demographic, and 3) social, and compares these factors for those who remain in
services and those who drop out during the same time period; Or no families have
dropped out in the past two years.

2 - The site uses both formal and informal methods to analyze, at least once every two
years, families that leave services and reasons why. This analysis compares those
who remained in service with those that dropped out during the same time period, and
addresses at least one factor within each of the 3 categories, 1) programmatic, 2)
demographic, and 3) social.

1 - Any of the following: the site does not have an analysis of families that dropped out of
services and reasons why; does not include both informal and formal methodology;
the analysis does not include at least one factor from each of the 3 categories,
programmatic, demographic, or social; the analysis does not include a comparison
of those who remained in service with those who dropped out during the same time
period and/or the analysis is not conducted at least once every two years.

© Tip: The HFA Retention Analysis Grid provides guidance on various programmatic,
demographic and social factors to consider when conducting a comprehensive analysis.
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3-4.C The site has a plan to address how it might increase its retention rate based on its analysis of
families that dropped out of services, at what point in services, and the reasons why.

Intent:

Some reasons for ending services are not factors that can typically be influenced by developing
retention strategies and therefore do not need to be included in the plan for increasing retention.
Though sites will be expected to capture all reasons why families are discontinuing services
earlier than expected, reasons that do not require improvement strategies include parent no
longer has custody, pregnancy ended in miscarriage, target child or primary care provider is
deceased, staff safety issues, transferred to another program, and/or family moved out of service

area.

3-4.C

3

RATING INDICATORS

Based on the analysis, the site has implemented a plan for increasing its retention
rate among the families currently dropping out of services. The plan addresses
programmatic, demographic, and/or social factors based upon the trends identified in
the analysis. Or no families dropped out of the site in the past two years.

Based on the analysis, the site has a plan for increasing its retention rate among the
families currently dropping out of services. The plan addresses programmatic,
demographic, and/or social factors based upon the trends identified in the analysis;
however, the plan has not yet been implemented.

Any of the following: the site does not have a plan; the plan is not based on the
analysis; does not address programmatic, demographic, and social factors; and/or
does not address how it might increase its retention rate.

© Tip: Sites should clearly connect the patterns or trend in the analysis to the items in the plan.
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3. Offer services voluntarily and use positive, persistent outreach efforts to build family trust
Standard Required Policy and Additional Pre-Site Evidence in Self Study Site Visit Activities
Procedures
3-1.A The voluntary nature of services and | Submit Policy Interview:
Voluntary Policy | how families are made aware that * Program Manager
services are voluntary * Supervisors
3-1.B No additional pre-site evidence required * Assessment Workers
Voluntary * Home Visitors
Practice * Families
Review:
* Materials/Forms Indicating
services are voluntary
* Family Files for those forms
* Staff Surveys
3-2.A The methods used to establish and Submit Policy Interview:
Trust Building build trusting relationships with * Home Visitor Supervisors
Policy families initially and throughout * Home Visitors
services * Families
Review:
— - - - * Family Files
3-2.B No additional pre-site evidence required
- * Staff Surveys
Trust Building
Practice
3-3.A The process for creative outreach Submit Policy Interview:
Creative services that specify the criteria * Home Visitor Supervisors
Outreach Policy | indicated in the standard * Home Visitors
— - - - * Families
3-3.B No additional pre-site evidence required .
. Review:
Creative —
Outreach * Closed Family Files
Practice

- 49 -

< QUALITY ASSURANCE AND ACCREDITATION




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

3-4.A Please submit the program’s definition of family retention and method | Interview:
Measure for calculating and a description of program’s process for monitoring * Program Manager
Retention retention and minimum of 12 month retention calculation. * Home Visitor Supervisors
Please note: programs may use the HFA Retention Spreadsheet to * Home Visitors
calculate Review:
- - — * Previous Retention Analyses
3-4.B Please submit a narrative describing how often the program conducts
. . . . . and Plans to Increase
Retention its retention analysis and a copy of the most recent retention rate . .
. . Retention, as appropriate
Analysis analysis.

* Staff & Advi
Please note: programs may submit the HFA Retention Analysis Grid or Staff & Advisory Surveys

program database report that includes all required elements (i.e.,
comprehensive, comparative and with reasons why) for 3-4.B&C.

3-4.C Please submit a copy of the most recent plan to increase the retention
Plan to Increase rate based on the analysis. When appropriate, the site should
Retention describe which aspects of the plan have been implemented.

-50 -
= QUALITY ASSURANCE AND ACCREDITATION




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

4. Offer services intensely and over the long term, with well-defined criteria and a process for

increasing or decreasing intensity of service-

Standard 4 Intent: The overall intent of the standards in this section is to ensure the site is providing

services intensively after the birth of the baby (weekly) and to ensure services are offered until the
child is a minimum of three years and up to five years of age. Additionally, the site must have a
well-thought out process for determining the intensity/frequency of home visits that is consistent
with the needs and the progress of each family.

4-1.  The site offers home visiting services intensively after the birth of the baby.

4-1.A

Intent:

The site’s policy and procedures state families are offered weekly home visits for a minimum of
six months after the birth of the baby or six months after enrollment (whichever is longer),
excluding time on creative outreach.

The first 6 months of involvement with a family, after a baby has been born, is critical for many
reasons including: parent-infant relationship development, newborn care and safety, and
adjustment to parenthood. While respecting the family’s schedule, weekly visits during this time
are essential. This standard does not require that all families receive weekly visits during this time
period, but is intended to ensure weekly services are offered during this time.

Policy regarding families being offered weekly home visits for 6 months after the birth of the baby
can provide exception for isolated instances (up to 10% of active caseload) due to family school
and/or work restrictions. However, when families request a less frequent home visiting schedule
during this timeframe, sites are encouraged to keep the family on level one, continue to offer
weekly visits as the family’s school and/or work situation may change. This also ensures the
home visitor’s caseload weight is safeguarded to allow for weekly home visits to resume under
those circumstances. This does not mean the home visitor must continually try to schedule or
engage the family into a weekly visiting schedule, but that they clearly indicate to the family the
availability of this weekly schedule.

In some situations, families may enter the site when the baby is older than 1 month, or some
families may have periods of being on creative outreach during the first six months, therefore it is
important to establish policy that indicates clearly that the time frame to offer weekly service is
intended as a full six month period of active family engagement versus until the baby is six
months old. This six month period also excludes time while on creative outreach. The HFA 4-1.B
Tracking Form (or equivalent) assists site in monitoring this.

4-1.A RATING INDICATORS

3 - No 3 rating indicator for standard 4-1.A.

2 - The site’s policy and procedures state the minimum length of time for offering weekly
home visits is at least six months after the birth of the baby or six months after
enrollment (whichever is longer), excluding time on creative outreach.

1 - The site’s policy and procedures state the minimum length of time for offering weekly

home visits is less than six months or minimum length of time for weekly visits is not
indicated in site policy and procedures.
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4-1.B

The site ensures families remain on a weekly home visiting level for a minimum of six months
after the birth of the baby, and develops strategies to improve if the rate less than 90%.4-1.B

Tracking Form

Intent: The site is expected to measure its rate of home visit intensity using the 4-1.B
spreadsheet. If using a data system report instead, it must apply the same HFA
methodology in its calculation. The site will need to be sure it aggregates and summarizes
its data and develop improvement strategies if the rate is below 90%.

It is important that when a family’s immediate work/school schedule precludes the offer of
weekly home visits, or when a family enters a level of creative outreach during the 6
month period, that their service level returns to weekly as soon as the family’s schedule
permits. It is not intended that families in these situations automatically be moved to Level
2, as progression to less intense services is based on indicators of increased family
stability and parent-child well-being as identified in level change criteria versus
scheduling conflicts.

4-1.B RATING INDICATORS

3 - At least ninety percent (90%) of families remain on a weekly home visiting level for a
minimum of six months after the birth of the baby or six months after enrollment
(whichever is longer), excluding time on creative outreach.

2 - Past instances may have occurred when less than 90% of families remained on a
weekly home visiting level for a minimum of six months after the birth of the baby or
six months after enrollment (whichever is longer), excluding time on creative
outreach; however, improvement strategies have been implemented and the most
recent level changes from Level 1 to Level 2 (weekly to bi-weekly) indicates at least
ninety percent (90%) of families remain on a weekly home visiting level for a minimum
of six months after the birth of the baby or six months after enroliment (whichever is
longer), excluding time on creative outreach.

1 - Less than 90% of families remain on a weekly home visiting level for a minimum of six
months after the birth of the baby or six months after enrollment (whichever is longer),
excluding time on creative outreach; or improvement strategies have not been
developed and/or implemented.

4-2.  The site has a well-thought-out system for managing the intensity/frequency of home visiting services.

4-2.A

Intent:

The site has policy and procedures that clearly define the levels of service (e.g., weekly visits, bi-
weekly visits, monthly visits, etc.) offered by the site and the criteria for moving to a different level
of service.

As a family-centered model, HFA endorses the use of a "level system" for managing the
intensity of services. A well-thought out system is sensitive to the needs of each family, the
changes in family needs and competencies over time, and the responsibilities of the home visitor.
Clearly defined levels reflect in measurable ways the capacity of the family, such that families
with higher needs are able to receive more intensive services, while less intensive services are
provided as stability and progress increases. Not only does an effective "level system™ allow for
individualized service delivery, it also provides sites a mechanism to monitor more effectively
caseload capacity, thus promoting higher quality services. It is important for home visitors to
know where to locate information regarding levels of service and to be familiar with the process of
how a family progresses from one level to another. Typical levels and associated case weights
are provided below:
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Level P =
Level 1 =
Level 1SS =
Level 2 =
Level 3 =
Level 4 =
Level X =

1-2 points

2 points (weekly)

3 points (weekly visits or more during temporary periods of intense crisis)

1 point (every other week)

.5 point (monthly)

.25 point (quarterly)

.5 point - 2 points

(Sites are encouraged to maintain a family’s case weight while on Level X equal
to the family’s level prior to being placed on creative outreach to ensure space is
retained to move family back to that level if re-engaged)

Sites use level change forms which detail expected parent progress expectations from one level
to another. In general, these expectations include:

demonstrating responsive, nurturing parenting practices (leading to secure
attachment)

engaging in child development activities with their children

providing a stimulating and safe home environment

screening negative for depression or being linked to appropriate mental health
services

working to accomplish individual/family goals

managing stress effectively

using nurturing and respectful discipline methods

developing healthy support systems

4-2.A RATING INDICATORS

3 - No 3 rating indicator for standard 4-2.A.

2 - The site’s policy and procedures define levels of service and criteria for level change
that include the level change criteria as detailed on level change forms.

1 - One of the following: There is no policy and procedures; or the policy and procedures
do not include the level change criteria as detailed on level change forms.

© Tip: When making decisions about frequency of visits prenatally, sites should keep in mind that
Healthy Families research has demonstrated higher rates of positive birth outcome when
visits are initiated as early in the pregnancy as possible, and no later than 32 weeks
gestation with a minimum of 7 visits received prior to birth. (Lee, E., et al, 2009. Reducing
low birth weight through home visitation: A randomized controlled trial. American Journal
of Preventive Medicine 36; 2: 154-160).

© Tip: Prenatally enrolled families should be assigned a case weight of 2 points in the last
trimester to ensure adequate space on the worker's caseload when family is moved to
Level 1.

© Tip: Home visitor responsibilities when moving families to different levels of service should

include:

addressing issues identified during the initial assessment

using a curriculum that promotes attachment and child development
conducting developmental screening

supporting parents in building healthy support systems

reducing parental stress

advocating for nurturing discipline techniques

collaborating with families to develop meaningful goal plans
conducting depression screening

making referrals based upon family needs
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4-2.B

Intent:

4-2.C

Intent:

" completing assessments required by the site

Families at the various levels of service (e.g., weekly visits, bi-weekly visits, monthly visits, etc.)
offered by the site receive the appropriate number of home visits, based upon the level of service
to which they are assigned. 4-2.B Tracking Form

In-home visits (taking place where the family resides) provide the opportunity to experience the
family’s living environment, to develop first-hand knowledge of the strengths and stresses of the
home environment, to implement home safety assessments with the family, and to engage the
family on “their turf”. It is acknowledged that not all visits will occur in the home. At times when
the home environment is overly chaotic or unstable, or when social isolation impedes the family’s
interaction with the larger community, occasional visits that occur outside the home can be
beneficial and are permissible. However, these visits can count as a home visit only when the
content of the visit matches the goal of a home visit and can be documented as such. The goal
of a home visit is to promote positive parent-child interaction, healthy childhood growth and
development, and enhance family functioning. Typically, a home visit lasts a minimum of an hour
and the child is present.

For those families assigned to a weekly level of service, one parent group meeting per month
may be counted as a home visit if the home visitor is present for the group meeting and the goals
of a home visit are met. Please note: The HFA 4-2.B form (or an equivalent database report)
measures home visit completion rates over a period of three months.

The home visit completion percentages detailed in the rating indicators are designed to account
for situations when staff and/or family may not be available due to iliness, vacation, training, etc.

4-2.B RATING INDICATORS

3 - Ninety percent (90%) of families receive at least seventy-five (75%) percent of the
appropriate number of home visits based upon the individual level of service to which
they are assigned.

2 - Seventy-five percent (75%) of families receive at least seventy-five (75%) percent of
the appropriate number of home visits based upon the individual level of service to
which they are assigned.

1 - Less than seventy-five percent (75%) of families receive at least seventy-five (75%)
percent of the appropriate number of home visits based upon the individual level of
service to which they are assigned.

Note: This is a Sentinel Standard

© Tip: Sites are encouraged to set thresholds to measure in-home home visit completion rates,
and when in-home visit rates fall below the threshold, supervision time should be used to
focus on exceptions, reasons, and problem-solving strategies to increase completion
rates. Be sure discussions are documented in supervision notes.

© Tip: When home visiting staff are away from the office for a period of longer than one week,
families should be provided with contact information of who to contact in their absence, if
needed. When extended absences occur i.e. due to family or medical leave, a more
formal coverage plan should be in place, so that families receive the necessary support
and services.

The site monitors and addresses annually how it might increase its home visit completion rate.

The HFA 4-2.B Tracking Form (or equivalent database report) along with supervision provides a
format for monitoring home visit completion rates for each home visitor, and ultimately for the site
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4-2.D

Intent:

4-2.E

Intent:

as a whole. Quarterly monitoring is ongoing, so determination of patterns and trends related to
home visit completion rates can be identified. A plan to improve home visit completion rates,
based on information from site monitoring, is to be developed annually. This in no way precludes
a site from taking earlier and more timely action when needed to correct a staffing or policy issue,
or other situation requiring immediate action. Please note: Monitors and Addresses is defined on
page 12.

4-2.C RATING INDICATORS
3 - Based on the most recent year of site monitoring, a plan has been implemented for

increasing its home visit completion rate or all staff achieved a rate of 90% of the
families receiving 75% of their home visits (no plan required).

2 - Based on the most recent year of site monitoring, a plan that addresses how it might
increase its home visit completion rate has been developed, but has not yet been
implemented.

1 - The site either has not monitored home visit completion rates; or does not have a plan

for how it might increase home visit rates; or site’s plan does not address a significant
issue that was identified through monitoring.

The site has policy and procedures regarding the process for reviewing progress made by
families that include how the home visitor, the family, and the supervisor are involved in the level
change decision.

This standard relates to the process a site utilizes to ensure families, home visitors, and
supervisors are all involved and agreeable to the level-change decision. Therefore, supervisors
and home visitors are to document conversations about potential level changes during routine
supervisory sessions where family progress is discussed. Likewise, home visitors and families
are to have documented conversations about family progress and discussions about any formal
change that might be made to home visit frequency. Sites ensure policy for level change criteria
is based upon family progress and is not dependent solely on the age of the child nor completion
of 6 months of intensive service. Please Note: This standard relates only to level change
decisions, not to Family Goal Plan progress which is covered in standard 6-2.

4-2.D RATING INDICATORS
3 - No 3 rating indicator for standard 4-2.D.

2 - The site’s policy and procedures include the process for reviewing progress made by
families and clearly define how the home visitor, the family, and the supervisor are
involved in the level change decision.

1 - One of the following: There is no policy and procedures; or the policy and procedures
do not address the requirements listed in the 2 rating.

Each family’s progress (as identified on level change forms) to a new level of service is reviewed
by the family, home visitor, and supervisor and serves as the basis for the decision to move the
family from one level of service to another. Please note: All parties do not have to be present at
the same time to conduct this review.

Family progress is reviewed in an ongoing fashion as often as needed (whether semi-annually,
quarterly or more frequently) based on the needs of the family and the current home visit
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frequency. The decision to change to a new level of service needs to be based on family
progress, which is most often outlined on level change forms. Level change decisions are not
made based on site needs, personnel issues, or the age of the child.

4-2.E

3 -

RATING INDICATORS

Each family’s progress (as identified on level change forms) to a new level of service
is reviewed by the family, home visitor, and supervisor and serves as the basis for the
decision to move the family from one level of service to another.

Past instances may have occurred when either families moved from one level of
service to another in absence of a review of family progress, or the appropriate
individuals (home visitor, family, and supervisor) were not involved with the level
change decision; however, recent practice indicates the site reviews and bases level
change decisions on progress made by families, and involves, the home visitor, the
family, and the supervisor in the level change decision.

One of the following: evidence indicates families are moved from one level of service
to another in absence of a review of family progress; reviews were not according to
site policy and procedures; or appropriate individuals (home visitor, family and
supervisor) were not involved with the level change decision.

4-3.  The site offers services to families for a minimum of three years (or up to five years when sites are
funded to do s0), after the birth of the baby.

4-3.A The site has policy and procedures specifying services are offered for a minimum of three years
after the birth of the baby.

4-3.A
3 -

2 =

OTip:

RATING INDICATORS
No 3 rating indicator for standard 4-3.A.

The site policy and procedures specify services are offered for a minimum of three
years after the birth of the baby.

One of the following: There is no policy and procedures; or the policy and procedures
do not address the requirements listed in the 2 rating.

Sites are encouraged to continue services beyond age 3, and up to age 5, whenever
family needs warrant, funding permits and transition to other services (e.g., Head Start) is
not possible.

4-3.B Services are offered to families for a minimum of three years after the birth of the baby.

4-3.B

RATING INDICATORS
Services are offered for a minimum of three years after the birth of the baby.

Services are offered for a minimum of three years after the birth of the baby. Past
instances may have occurred when the site did not offer services to families for at
least a minimum of three years; however, recent practice indicates the site is offering
services for a minimum of three years; or the site has not yet been in operation for 3
years.
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1 - Evidence indicates the site is not offering services for a minimum of three years.
Note: This is a Sentinel Standard

4-4.  The site ensures that families planning to discontinue or close from services have a well thought out
transition plan.

Intent: When a family prepares to terminate services (whether due to program completion, planned move out of
the service area, etc.), transition planning efforts that involve the family, home visitor, and supervisor, will
be made to ensure a successful transition. Please note: All parties do not have to be present at the
same time to develop the plan. While the decision to develop a transition plan is based on the wishes of
the family (the family may decline), the site is expected to be strongly proactive with respect to transition
planning. To increase the likelihood that needed supports and services will be accessed after service
closure, the site takes the initiative to explore suitable resources, contact service providers, and follow-up
on the transition plan, as appropriate, when possible, and with the permission of the family, ensuring
appropriate informed consents are signed.

Whenever possible, sites are to allow for sufficient time to ensure needed services will be planned for
and accessed after HFA services end. Typically, this process may take 3-6 months prior to the transition.

4-4 A The site has policy and procedures specifying the activities related to service closure and
transition planning for all families who have a planned closure (circumstances leading to an
unplanned or unexpected closure would not be held to the policy). The activities include the
following:
= the family, the home visitor, and the supervisor are involved, though not required to be
present at the same time, and sufficient time is allotted to conduct the plan,

= other collaborative service partners will be notified (when consents are in place to do so),

= resources and/or services needed or desired by the family are identified,

= steps are outlined to obtain any identified resources or services,

= prior to closure the site follows-up with identified resources to determine availability and assist
with successful case closing transition.

4-4.A RATING INDICATORS
3 - No 3 rating indicator for 4-4.A

2 - The site has policy and procedures specifying the process for service closure and
transition planning, that includes all components identified in the standard.

1 - One of the following: There are no policy and procedures; or the policy and
procedures do not include the activities outlined in the standard.

©Tip: Sites are encouraged to incorporate transition planning into the Family Goal Plan process
if families choose to do so.

©Tip: Program should begin transition planning with families when the child is 30 months of age
(when length of program is 3 years) or 54 months (when length of program in 5 years).
Following initial discussion, the topic of transition planning should be included in most
discussions with the family at subsequent home visits, including identification of available
resources/services that are needed or desired.

©Tip: As it relates to families who decline a transition plan, it will be useful for the site to
document or obtain a signature indicating the family has declined.
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4-4.B The site utilizes transition planning to support families discharging from services.
4-4.B RATING INDICATORS

3 - The site conducts transition planning with families when there is a planned closure and
activities include all items included in the standard.

2 - Past instances may have occurred when transition planning activities as outlined in the
standard were not conducted; however, recent practice indicates the site conducts
transition planning according to its policy and procedures; or there have been no planned
closures yet.

1 - One of the following: there are no policy and procedures or the policy and procedures are
not followed.
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4. Offer services intensely (e.g., at least once a week) with well-defined criteria for increasing or decreasing intensity of service and over
the long term (e.g., three to five years)

Standard Required Policy and Procedures Additional Pre-Site Evidence in Self Study Site Visit Activities
4-1.A The minimum length of time families Submit Policy Interview:
Policy Offering remain on the most intensive level of * Supervisors and Home
Weekly Visits Six | service with criteria as specified in the Visitors, if needed
Months standard Review:
* Family Files
4-1.B Submit report showing the total number of families who have been * Supervision Records

Measuring Home
Visit Intensity

enrolled at least six months after the birth of the baby, or six months
after enrollment (whichever is longer) and the number (and percent)
of those families who remained on level 1 (weekly visits) for a
minimum of six months, excluding time on creative outreach.

Please Note: The HFA 4-1.B Tracking Form may be used.

4-2.A
Level Change
Policy

The program's levels of service including
the level change criteria specified in the
standard

Submit Policy

4-2.B

Measure Home
visit Completion
Sentinel
Standard

Submit a report showing home visit completion rates by family for
each home visitor for the most recent quarter.
Please Note: The HFA 4-2.B tracking form may be used.

4-2.C
Monitor Home
Visit Completion

Submit plan to increase home visit completion including which
strategies have been implemented.

4-2.D

Policy Based on
Progress and
Discussions

The review of progress related to level
change and involvement of family,
home visitor and supervisor

Submit policy and blank level change forms.

4-2.E
Level Changes
Practice

No additional pre-site evidence required.

Interview:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* Family Files

* Supervision Records

* Staff Surveys

= QUALITY ASSURANCE AND ACCREDITATION
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4-3.A The length of time families can remain Submit Policy Interview:

3 Years Policy in the program * Home Visitor Supervisors
4-3.B Submit a report indicating the current number of families who have * Home Visitors

Services been enrolled for 3 or more years. If families graduate after three | Review:

provided 3-5 years of service, provide a report indicating all families who have | * Family Files

years Practice graduated within the last year. * Supervision Records
Sentinel

Standard

4-4.A Process for service closure and Submit Policy Interview:

Transition Policy

transition planning including
components in the standard

4-4.B
Transition
Planning Practice

No additional pre-site evidence required

* Home Visitor Supervisors
* Home Visitors

Review:

* Family Files

* Supervision Records

= QUALITY ASSURANCE AND ACCREDITATION
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5. Services are culturally sensitive such that staff understands, acknowledges, and respects
cultural differences among families; staff and materials used reflect to the greatest extent possible
the cultural, language, geographic, racial and ethnic diversity of the population served.

Standard 5 Intent: The overall intent of the standards in this section is to ensure the site is culturally sensitive
to each family’s unique characteristics. For services to be effective it is imperative that cultural context is
incorporated into program design and delivery. There are two underlying assumptions to this statement: 1) that
the diversity of families is of great significance to intervention programs; and 2) services may be provided by
persons whose culture differs from that of the participating family. Thus, in developing home visiting programs, it
is important to consider that:

» Family needs, health beliefs, coping mechanisms and child rearing practices vary by population - thus,
interventions reflect this variation;

» Valuing diversity in its many forms (e.g., cultural, language, racial, religious, geographic and ethnic) allows a
home visitor to establish quality relationships with families; and

» A home visitor's ability to establish strong relationships with families based on mutual respect and
understanding will enhance the opportunity for providers and families to work together.

Successful home visiting programs provide culturally sensitive services so that new skills and ideas being
shared with the family are respectful of each family’s values and decision-making systems. Providing culturally
sensitive services requires that knowledge of diversity be applied to policy and practice. Agencies and their staff
observe and understand differences among families so that new skills and ideas fit within existing family
behaviors and contexts. Home visitors facilitate the family's consideration of how new perspectives fit into their
lives. This practice allows families and home visitors to work together to craft positive family development
strategies.

Families vary in many ways, so it is important that home visitors understand differences among them. Cultural
groups may define "family" differently, which affects the audience for services. Home visitors observe cultural
differences and use them as a springboard for inquiry and understanding, asking families about particular
behaviors and practices. Family background and ethnicity influence value systems, how people seek and
receive assistance, and communication practices (e.g., native language, slang, body-language), among other
things. When home visitors express curiosity with open-ended questions and are non-judgmental in tone, families
have an opportunity to reflect and share. Answers to questions provide home visitors with greater understanding
and allow visitors to share alternate perspectives with families. In order to strengthen families' coping abilities and
independence, visitors must respect differences among families.

© Tip: The HFA National Office has produced Cultural Sensitivity: A Process of Self Awareness and
Integration; a workbook to assist sites with these standards.

5-1.  The site has a description of the cultural characteristics of its current service population that includes
data (numbers and percentages) and narrative detail.

Intent: The description of the service population is specific to the families who have accepted services. The
description may include features and attributes such as the ethnic heritage, race, customs, values,
language, age, gender, military service, religion, sexual orientation, social class, and geographic origin
among others. Additionally, sites are encouraged to look at other factors such as: domestic violence,
substance abuse, mental health and cognitive abilities, criminal history, and physical disabilities as it
relates to the families being served.
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5-2.

5-1.

© Tip:

RATING INDICATORS
No 3 rating indicator for standard 5-1.

The description (narrative with numbers and percentages) of the cultural characteristics of
the service population addresses all of the following:

— ethnic and/or racial characteristics

— language characteristics

— demographic characteristics and

— other cultural characteristics identified by the site

The site does not have a description or the description does not address all characteristics as
stated above.

Sites are encouraged to update the description of the cultural characteristics of the service
population every time review of cultural sensitivity is completed. Ideally, sites update it annually
to identify necessary training for staff as required in 5-3.

The site demonstrates culturally sensitive practices in all aspects of its service delivery.

5-2.A

Intent:

The site has the capacity to provide culturally sensitive and family-centered (e.g., photos
reflective of diversity of population, materials available in major languages spoken by target
population, materials reflect literacy level of families, etc.) services to the major group(s) within
the service population.

Racial and ethnic minorities often face barriers in receiving adequate services within their
communities. These include language barriers, marginalization, isolation, and other challenges
related to socio-economic status, and encounters with service providers lacking knowledge of the
family's culture. Home visitors have an opportunity to provide a voice for families who cannot
speak for, or represent, themselves.

Sites identify strategies or practices that will ensure families feel comfortable, respected and
represented in site services. It is the site’s responsibility to identify major cultural groups within
the service population and determine groups currently under-served. In addition to hiring staff
who may represent the major groups (through a variety of characteristics), sites are encouraged
to provide training through other community entities or other means in an effort to increase staff’s
ability to meet the cultural and language needs of families. This is an ongoing process for all
staff.

It is important to keep in mind how assessment staff represents a culturally sensitive and

family-centered program. Sites will also want to make sure any materials, literature; brochures
(in addition to staff) are reflective of the represented diversity in the community.
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5-2.B

Intent:

5-2.A RATING INDICATORS

3 - The site has the appropriate staff, materials (e.g., annual report, brochures, site
specific materials such as curricula, etc.), and community partners to meet the cultural
and language needs of the major population groups within the service population.

2 - While the site may not currently have all of the appropriate staff, materials (e.g.,
annual report, brochures, site specific materials such as curricula, etc.), and
community partners to meet the cultural and language needs of the major population
groups within the service population, it has a plan to address these needs.

1 - The site does not have the appropriate staff, materials (e.g., annual report, brochures,
site specific materials such as curricula, etc.), and community partners to meet the
cultural and language needs of most of the major population groups within the
service population.

© Tip: Incorporate the needs identified within this standard to meet the needs of standard 5-3.
Typically the unique characteristics identified as gaps in service delivery will correspond
with the site providing training on culturally sensitive practice to staff at least annually.

Ethnic, racial, language, demographic, and other cultural characteristics identified by the site
are taken into account in overseeing staff-family interactions.

In order to ensure staff are best equipped to connect with and relate to the unique characteristics
of families, sites are encouraged to utilize training, supervision, and/or development plans, etc. to
assist staff in supporting and respecting the family’s cultural, racial/ethnic, and language
characteristics. Itis also important to support assessment staff during the oversight of staff-family
interactions, because they are a family’s first experience with the program and set the tone for
participating in services. These activities can be linked to standards 5-2.A and 5-3.

5-2.B RATING INDICATORS

3 - The site takes into account ethnic, racial, language, demographic, and other cultural
characteristics identified by the site during oversight of staff-family interactions by
ensuring that the worker supports and respects the family’s cultural, racial/ethnic, and
language characteristics.

2 - Past instances may have occurred when the site did not take into account ethnic,
racial, language, demographic, and other cultural characteristics identified by the
site during oversight of staff-family interactions by ensuring that the worker supports
and respects the family’s cultural, racial/ethnic, and language characteristics;
however, recent practice indicates this is now occurring.

1 - Either the site does not take into account ethnic, racial, language, demographic, and
other cultural characteristics identified by the site during oversight of staff-family
interactions or it does not ensure the worker supports and respects ethnic, racial,
language, demographic, and other cultural characteristics identified by the site.

© Tip: Supervision is the ideal opportunity to monitor home visitor-family interactions, not only
during ongoing case review, but also during shadowing of home visits. It is an opportunity
to ensure staff is respecting a family’s cultural values and beliefs based on ethnic, racial,
language, demographic, and other cultural characteristics. Additionally, through the use
of the reflective practice, it provides an opportunity to support staff and strategize new
ways to relate to the family based on their unique characteristics.
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5-3.

Intent:

5-4.

© Tip: These activities may be challenging to document and illustrate through written
documentation; however, sites are encouraged to ensure staff is aware of the activities
and link them back to ensuring services are culturally sensitive with regards to staff-family
interaction.

The site ensures staff receives annual training designed to increase understanding and sensitivity of the
unique characteristics of the service population. Please Note: During the first year of hire, standard
10-4.E. (The Role of Culture in Parenting), may be used to satisfy this standard.

Staff is better prepared to serve and interact with families when they have increased understanding of
culturally sensitive practices linked to the family’s unique characteristics and values. Sites are
encouraged to reflect on a broad definition of culture and identify training related to characteristics
beyond race and ethnicity. This could include a variety of training topics such as the cultural dynamics
of substance-abusing parents, or parenting in households where there is domestic violence. It could also
include topics such as working with military families, immigrant families, grandparents raising
grandchildren, etc. Essentially, helping staff develop and enhance skills that allow them to work most
effectively with families being served.

5-3. RATING INDICATORS

3 - All staff receives training related to the unique characteristics of the service population at
least annually.

2 - Past instances may have occurred when training related to the unique characteristics of the
service population on an annual basis was not received; however, recent practice indicates
the site is now ensuring all staff receives training annually.

1 - Staff do not complete training related to the service population on an annual basis.

© Tip: Use the information gathered in 5-1 to identify training based on the unique characteristics of the
service population.

The site analyzes the extent to which all aspects of its service delivery system (assessment, home
visiting, and supervision) are culturally sensitive.

5-4.A The Cultural Sensitivity Review is completed at least every other year and it addresses the
following components: materials, training and the service delivery system, and integrates input
obtained from families and staff (see Standard 5-4.B).

Intent: A Cultural Sensitivity Review allows a site to continually modify or tailor its system of service
delivery based on the cultural characteristics of families being served. The review is in
narrative format and includes information about the site’s materials, training, and all aspects of
the delivery system (assessment, home visiting and supervision). It also includes summarized
input from families and staff and identify patterns and trends related to site strengths as well as
areas to improve upon. Please Note: New sites without 2 full years since home visiting
services began will complete its first Cultural Sensitivity Review with one year of data
instead of two.
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5-4.B

Intent:

5-4.A RATING INDICATORS

3 - The Cultural Sensitivity Review is completed at least every other year and
comprehensively addresses the following, including input obtained from families and
staff:

- materials,
- training, and
- the service delivery system (assessment, home visiting, and supervision).

2 - The Cultural Sensitivity Review is completed at least every other year and
addresses all the items listed in a 3 rating, but could be more comprehensive.

1 - Any of the following: there is no Cultural Sensitivity Review; it does not address the
components listed above; and/or it is not completed at least every two years.

© Tip: Sites are encouraged to reference the HFA Cultural Sensitivity Workbook for guidance on
all required components of the Cultural Sensitivity Review

© Tip: As itrelates to cultural sensitivity of supervision, sites could consider the following:
e how they assign families to staff

how unique cultural characteristics of families and staff are taken into account

cultural aspects of staff retention

supervisory support for additional training on various aspects of culture

diversity of the advisory group, etc.

The site has obtained family and staff input regarding the site’s ability to provide culturally
sensitive services.

The site has obtained includes feedback from both families and staff related to:

e the materials (brochures, flyers, curriculum, videos, etc.) used by the site,

e communication or language factors (language spoken and written, reading level, etc.), and

e culturally sensitive staff-family interaction (working with families in a manner that is
individualized and tailored to the unique strengths and needs of each family and is respectful
of family traditions, religious beliefs, values, norms, parenting styles, etc.).

The feedback can be gathered in various forms (e.g., surveys/questionnaires, interviews, family

advisory committees, focus groups, supervision, etc.). Sites prepare a descriptive narrative that

summarizes patterns and trends, strengths and areas to address, based on the feedback from

families and staff.

5-4.B RATING INDICATORS
3 - No 3 rating indicator for standard 5-4.B.
2 - The site has obtained direct input, within the last 2 years, from the families and staff

on the following culturally sensitive practices:
- site materials

- communication or language factors and

- staff-family interaction.

1 - The site has not obtained, within the last 2 years, family and/or staff input on the
areas listed in the 2 rating.
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© Tip: Sites are encouraged to include questions on their satisfaction survey related to cultural
sensitivity. Be sure to include questions that link back to the assessment process, or
even referral process, if appropriate.

© Tip: Staff surveys should be offered to all program staff, and ideally responses should be
obtained by all, protecting worker anonymity so as to encourage candid feedback without
repercussion.

5-4.C The Cultural Sensitivity Review is reported to the advisory/governance group and strategies for
growth are identified and/or discussed.

Intent: A site continually modifies or tailors its service delivery system by integrating information learned
in order to be sensitive to the cultural characteristics in the service population. It can be
difficult to self-identify gaps and determine strategies. This is why it is important to seek the
perspective and assistance from the site’s advisory/governance group. The advisory/governance
group may help to determine the necessary action to take. It is the expectation that each site will
have at least one improvement strategy in order to increase the site’s ability to be culturally
sensitive.

5-4.C RATING INDICATORS
3 - The Cultural Sensitivity Review is reported at least every other year to the

advisory/governance group. Strengths and strategies for growth are identified,
discussed and implemented.

2 - The Cultural Sensitivity Review is reported at least every two years to the
advisory/governance group. Strengths and strategies for growth are identified and
discussed.

1 - Any of the following: the Cultural Sensitivity Review is not reported at least every

two years to the advisory/governance group; there is no Review; or strengths and
strategies for growth were not identified and discussed.
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5. Services should be culturally sensitive such that staff understands, acknowledges, and respects cultural differences among families; staff
and materials used should reflect the cultural, linguistic, geographic, racial and ethnic diversity of the population served

Required Policy and

Additional Pre-Site Evidence in Self Study

Standard Please Note: The HFA Cultural Sensitivity Workbook: A Process of Self Awareness and Site Visit Activities
Procedures . L
Integration, may be used to assist with the development of these standards.
5-1.Service Policy not required Please submit a description of the program’s service population as indicated in the Interview:
population Please note: programs standard. * Program Manager

5-2.A Appropriate
staff, materials &
community
partnerships

5-2.B Cultural
Characteristics are
taken into account
when overseeing
staff-family
interactions

5-3 Training on
unique
characteristics

may have Policy and
Procedures related to
these standards and may
submit them for the
benefit of the peer review
team; however, they are
not required.

* Staff Surveys
* Advisory Group Surveys

If not already included in the Cultural Sensitivity Review (5-4-A), submit a narrative
describing how the program ensures it has the appropriate staff, materials (e.g., annual
report, brochures, program specific materials such as curricula, etc.), and community
partners to meet the cultural and linguistic needs of the major population groups
within the service population.

If not already included in the Cultural Sensitivity Review (5-4-A), submit a narrative
describing how the program takes into account ethnic, racial, linguistic, demographic,
and other cultural characteristics identified by the program in overseeing staff-family
interactions.

Interview:

* Program Manager

* Supervisors

* Direct Service Staff

* Families

Review:

* Supervision Documentation
* All relevant program
materials for the service and
target populations, (e.g.,
annual report, program
brochures, flyers curriculum,
etc.)

* Staff & Advisory Surveys

Submit a narrative describing the training offered to staff on cultural sensitive practices
and the particular group(s) represented in the service population for the most recent
year. Be sure to link the training to the characteristics identified in 5-1. Please submit
training logs or a list of all program staff in attendance at the training(s), and date
trainings were completed for the most recent year.

Interview:

* Program Manager

* Supervisors

* Direct Service Staff

Review:

* Any additional training logs,
if necessary

* Staff Surveys
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5-4.A Cultural
Sensitivity Review

5-4.B Family &
Staff Input

5-4.C Strategies
for growth are
identified

Submit the most recent Cultural Sensitivity Review which must include input from
families and staff regarding program materials, communication or linguistic factors,
and staff-family interaction. The review should be in narrative format and address at a
minimum information related to materials, training, and the services delivery system
(assessment, home visitation, and supervision).

Please submit advisory/governing group meeting minutes to illustrate review of the
Cultural Sensitivity Review and strategies that were developed with this group. If
identified strategies are documented elsewhere, submit relevant supplemental
documentation.

Interview:

* Program Manager

* Supervisors

* Direct Service Staff

* Advisory Members

* Families

Review:

* Staff & Advisory Surveys
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6. Services focus on supporting the parent(s) as well as the child by cultivating the growth of nurturing,
responsive parent-child relationships and promoting healthy childhood growth and development.

Standard 6 Intent: The overall intent of the standards in this section is to reduce risk factors and build
protective factors ensuring site staff provide services that are family-centered, process oriented, support
parents in nurturing their children and in setting meaningful goals, enhancing family functioning, and sharing
child development information.

HFA employs an infant mental health approach in which services are relationship focused, strength-based
(building on parental competencies), culturally sensitive, and are anchored to the parallel process during
interactions with families. HFA home visitors develop healthy relationships with families and an alliance
with parents to support them in responding sensitively in a nurturing manner with their young children.

6-1. Risk factors and stressors identified from the Parent Survey/Family Stress Checklist (or other HFA
approved tool) are discussed and addressed during the course of services.

6-1.A The site has policy and procedures regarding the review of each family’s risk factors and
stressors (as identified in the Parent Survey/Family Stress Checklist or other HFA approved tool)
that includes how the supervisor and home visitor work together to plan activities to address
these factors and how these activities will be implemented during home visits with the family,
initially and during the course of services.

6-1.A RATING INDICATORS
3 - No 3 rating for 6-1.A.

2 - The site has policy and procedures regarding the review of each family’s risk factors
and stressors as identified in the Parent Survey/Family Stress Checklist (or other HFA
approved tool) that includes 1) the supervisor and home visitor working together to
plan activities, and the timing of such, that address these factors, and 2) the home
visitor and family working together on the implementation of these the activities during
home visits initially and during the course of services

1 - Any one of the following: there is no policy and procedures; or the policy and
procedures do not address all the requirements listed in the 2 rating.

6-1.B The supervisor and home visitor review each family’s risk factors and stressors as identified in
the Parent Survey/Family Stress Checklist (or other HFA approved tool) and plan activities and
the appropriate timing of these activities, to address all issues with families initially and during the
course of services.

Intent: Supervisors and home visitors refer back to the Parent Survey/Family Stress Checklist (or other
HFA approved tools), during the course of services to clarify how the issues that place families at-
risk for poor childhood outcomes are addressed over time. The frequency of this review depends
on the level of service the family is on and the complexity of each family’s situation.

Additionally, the supervisor and home visitor plan how to discuss information from the Parent
Survey/Family Stress Checklist (or other HFA approved tool) with families. The activities that the
supervisor and the home visitor discuss are dynamic, incorporating input that home visitors
receive from families and acknowledgement of changing family dynamics over time. Activities
reflect a thoughtful, purposeful discussion that assists the home visitor in understanding how
early childhood trauma and the stressors experienced by the family impact parenting.
Discussions acknowledge and build on family strengths (protective factors) and guide the home
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visitor’s strategies to support the family. The content of these discussions is documented in the
supervisor logs. Clear documentation of these supervision discussions assures continuation of
services should there be any staff changes.

For sites that use a screening tool to determine eligibility of home visiting services, the Parent
Survey/Family Stress Checklist (or other HFA approved assessment tool) is conducted as part
of early home visits once the family is enrolled.

6-1.B RATING INDICATORS

3 - The supervisor and home visitor review all the risk factors and stressors identified in
the Parent Survey/Family Stress Checklist (or other HFA approved tool), and discuss
activities to address them with families initially and during the course of services.

2 - Past instances may have occurred when the supervisor and home visitor did not
review all the risk factors and stressors identified in the Parent Survey/Family Stress
Checklist (or other HFA approved tool), and/or discuss activities to address them with
families initially and during the course of services; however recent practice indicates
this is now occurring.

1 - Either the supervisor and home visitor do not review all the risk factors and stressors
identified in the Parent Survey/Family Stress Checklist (or other HFA approved tool),
and discuss activities to address them with families, or discussions do not occur
initially and/or during the course of services.

© Tip: Activities to address risk factors can be linked to the empowerment strategies covered in
the HFA Core training for home visitors along with intentional promotion of the protective
factors.

6-1.C The home visitor reviews and implements with the family activities/strategies to address the risk
factors and stressors identified in the Parent Survey/Family Stress Checklist (or other HFA
approved tools), during initial home visits and over the course of services.

Intent: The home visitor reviews and addresses with families the risk factors and stressors identified in
the Parent Survey/Family Stress Checklist over the course of a family’s enrollment in home visit
services, ensuring that families are offered ongoing opportunities and support to make positive
healthy changes in their lives. Please Note: it is not expected that a home visitor discuss all of
the risk factors and stressors at one time, or that the home visitor “enforce” behavior-change or
issue-resolution prior to a family’s readiness to do so. However, evidence of implementing the
activities discussed in supervision to address those issues over the course of services is present,
implementation is collaborative in nature (meaning family input and changing family dynamics are
incorporated), and discussions/activities are documented in the family file. Documentation of the
content of these discussions in the home visit notes clearly links back to the initial assessment
and the activities to support the family developed during supervision.
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6-1.C RATING INDICATORS

3 - The home visitor implements with families activities/strategies developed to address
all issues identified in the Parent Survey/Family Stress Checklist (or other HFA
approved tool), during the course of service.

2 - Past instances may have occurred when the home visitor did not implement with
families activities/strategies to address all issues identified in the Parent
Survey/Family Stress Checklist (or other approved tool), during the course of service;
however, recent practice indicates that this is now occurring.

1 - The home visitor did not implement with families activities/strategies to address all
issues identified in the Parent Survey/Family Stress Checklist (or other approved tool)
during the course of services.

© Tip: Sites are encouraged to discuss the risk factors and stressors identified by the family and
review progress as an integrated part of Family Goal Plan development.

6-2. The Family Goal Plan assists in the development of home visit activities, the identification of resources,
and the successful achievements that build a family’s resiliency and promote protective factors. The
process of developing the Family Goal Plan utilizes family-centered practices. Please Note: Family
Goal Plan is HFA'’s preferred way to reference what was previously referenced as an Individual Family
Support Plan or IFSP. These terms are synonymous.

Intent: Goal setting is designed to be a collaborative process between parents and the home visitor.
Supervision supports the development and completion of goals by helping home visitors identify
and resolve barriers families may be experiencing, and acknowledging progress made. The
process of developing goals is an essential part of HFA’s infant mental health approach.
Supporting parents in achieving success changes the way parents view the world, increases self-
efficacy, enhances internal motivation and builds protective factors. As a result families feel less
like victims and more in control of their lives.

Parents, whose needs were not met in infancy or who were raised with early childhood trauma
may be more focused on survival and may have a distorted perception of what they can
accomplish in their lives. This can limit their ability to think about the future and impact their
feelings of self-worth. Therefore a family’s ability to develop and achieve goals can be life
altering. The process is more important than the product which means the role of the home visitor
and the supervisor in the goal setting and achievement process is critical to family success.

6-2.A The site has policy and procedures regarding the Family Goal Plan process, such that families
have at least one active goal, and includes the development of goals that are meaningful to the
family; that include the timelines (target dates) for completing the plan, how the goal plans are
collaboratively developed, periodically reviewed and updated, and what resources are used.
Policy also addresses how strengths are identified that support goal development, and how goal
planning is supported through supervision.
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6-2.A RATING INDICATORS
3 - No 3 rating for 6-2.A.

2 - The site has policy and procedures regarding the development and review of
meaningful goal plans with families that include the timelines (target dates), how the
goal plans are collaboratively developed and updated, how strengths are identified
that support goal development, how goal planning is supported through supervision.

1 - Any of the following: there is no policy and procedures; or policy and procedures do
not address the requirements listed in the 2 rating.

6-2.B The home visitor and family collaborate to set meaningful goals with the family and develop
specific objectives taking into consideration family needs, cultural ideologies and concerns. Once
the goals are developed, the home visitor and family identify family strengths, resources, and
competencies specifically related to supporting parents in accomplishing the goals and objectives
developed, and build on these strengths to help overcome barriers that may arise.

Intent: The home visitor and family work together to develop goals and break those goals into
meaningful and manageable steps/objectives. There is a clear conversation and partnering
between the home visitor and parent that supports growth in families. Breaking larger goals into
small steps assists parents in developing problem solving skills, increases their sense of power
over their situations, and supports adult brain development. Steps are incremental, measurable,
and functional for the family. Please Note: Many sites develop goals and specific
objectives/strategies for both the family and parent-child interaction/child development needs;
however, from time to time the family’s capacity for goal achievement and/or the complexity of the
family’s desired goal may warrant only one goal being worked on at a time. The focus is not so
much about how many goals the families complete, but about the skills parents build in the
process of developing and working on goals. The process also supports parental empowerment,
enhances family functioning, and builds protective factors. The more success a family has the
more they change their world view.

Goal setting is an opportunity for the home visitor to discuss with the family issues that impact
parental attachment, child development, healthy parenting and healthy lifestyle issues (e.g.
issues identified in the Parent Survey/Family Stress Checklist (or other HFA approved tools), and
any additional issues identified from other tools used by the site in an open, honest way. Families
experience the greatest success when their home visitor clearly understands the family’s values
and works within a culturally sensitive framework to assist families in developing functional
goals.

The goal setting process is designed to support competency development and growth based
upon the family needs, cultural ideologies, and strengths that will support goal achievement.
Therefore the identification of needs and strengths applies to both the family goals and the
parent-child interaction/child development goals. Interacting with families to identify what
strengths and competencies they have to address their needs develops critical thinking and
problem solving skills and promotes protective factors. Staff are required to complete Family
Goal Plan training (see Standard 11-5.B) and can utilize the HFA Family Goal Plan webinar and
Handout Packet for this purpose. Staff are also encouraged to access free online Protective
Factors training made available by the National Alliance of Children’s Trust and Prevention
Funds.
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6-2.B RATING INDICATORS

3 - The home visitor and family collaborate to set meaningful goals and develop specific
objectives taking into consideration family needs and concerns. Once the goals are
developed, the home visitor and family identify family strengths, resources, and
competencies specifically related to supporting parents in accomplishing the goals
and objectives developed.

2 - Past instances were found when the home visitor and family did not collaborate to set
meaningful goals, develop specific objectives, and/or identify family strengths,
resources, and competencies; however, recent practice indicates the site is now
consistently applying these practices.

1 - The home visitor and family do not collaborate to set meaningful goals, develop
specific objectives and/or identify family strengths, resources, and competencies
specifically related to supporting parents in accomplishing the goals and objectives
developed.

© Tip The goal setting process takes time. Sites may use more than one tool or strategy to
develop goals and specific objectives to achieve the goals.

© Tip: ldentification of strengths and needs may be ongoing. Documentation of these
conversations may be found in home visit notes, the tools each site uses to “think about”
strengths and needs with families, and/or in actual Family Goal Plans. Typically, family
needs are identified first with the strengths/competencies developed that are specific to
those needs. Often, needs are developed into goals and strengths are used to support
the parent in accomplishing the goals. Sites are encouraged to articulate in their policy
and procedures how this collaboration is demonstrated and which tools are used to
identify strengths and needs for both family and child goals. Exploring the parent’s values
assists parents in identifying what they want for their family and increases motivation for
change.

6-2.C The home visitor and supervisor review Family Goal Plan progress on an ongoing basis.

Intent: In order to support growth in families, supervisors and home visitors review the progress that
families are making towards the achievement of their goals. The supervisor and home visitor
collaborate to ensure the goals for families remain relevant, challenges to achieving goals are
addressed, accomplishment of each step/objective is celebrated, and the services the home
visitor provides are connected to the goals. Additionally, the supervisor brainstorms with the
home visitor any barriers being faced regarding development of the Family Goal Plan with
families and supports the home visitor in increasing the quality and function of the Family Goal
Plan process.

6-2.C RATING INDICATORS

3 - The home visitor and supervisor review Family Goal Plan progress on an ongoing
basis.
2 - Past instances were found when the home visitor and supervisor did not review

Family Goal Plan progress on an ongoing basis; however, recent practice indicates
the site now ensures this occurs.

1 - The home visitor and supervisor do not review Family Goal Plan progress.
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© Tip: Supervisors are encouraged to document the review of family’s progress towards meeting
their goals in supervisory notes. Documentation should include any discussions of
progress and how the home visitor plans to use the Family Goal Plan to guide
interventions and activities with families. Additionally, supervisors are encouraged to
document collaboration between the supervisor and home visitor in the formal update of
the Family Goal Plan wherever appropriate.

© Tip: Intervals for reviewing the Family Goal Plan may be adjusted based upon the level of
service (i.e., weekly, biweekly, monthly or quarterly) the family is currently on.

6-2.0 The Family Goal Plan is used throughout the course of services in the development of home visit
activities and the identification of resources and referrals for the family.

Intent: The Family Goal Plan process provides a framework for home visitors to ensure that families are

getting what they need from site services. Home visitors use the Family Goal Plan as the guide
for home visits, to design activities and provide resources and referrals that support families in
accomplishing their goals. Home visitors support parents in attaining their goals through home
visit activities that connect to the steps/objectives on the Family Goal Plan, celebrate the
progress the parents have made on each step, and share with families how the progress they
make impacts both themselves and their children. In order to support the growth in families, home
visitors ensure families have a copy of their Goal Plan, review with families the progress that they
are making on their specific objectives and goals. These conversations/activities support the
family in addressing barriers, developing contingency plans, and celebrating the successes that
they have accomplished, thereby increasing confidence and building protective factors.
Celebrating the successes greatly increases a family’s capacity for making positive, healthy
changes and build family resiliency. There needs to always be current relevant goals (that have
been agreed upon but not yet achieved) to guide service delivery. Collaboration between the
home visitor and family strongly reinforces success in goal achievement and celebration of
accomplishments.
Please Note 1: If sites utilize a checkbox, be sure to include the details of the conversation in a
narrative. Please Note 2: the site determines how often the Family Goal Plan is re-developed or
updated. The formal update, or re-development, of a Family Goal Plan should be frequent
enough to ensure meaningful and relevant goals are being set. Collaboration between the
supervisor and home visitor strongly reinforces success in goal achievement and celebration of
accomplishments. Please Note 3: while families should be provided a copy of their Goal Plan,
home visitors should be cautious about doing so in circumstances where IPV issues are being
addressed on the goal plan.
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6-2.D RATING INDICATORS

3 - The Family Goal Plan is used in the development of home visit activities, and in the
identification of resources, all of which help to build protective factors. Practice can
include a variety of mechanisms such as:

- continually reviewing current goals and documenting when steps are achieved

- celebrating and/or affirming when steps/goals are accomplished

- keeping goals current (e.g., the timeframes reflect future activities)

- developing new goals when prior goals are accomplished

- developing home visit activities related to the steps/goals

- providing resources & referrals to families based upon steps/goals

- modifying goals that are no longer meaningful to families thereby increasing
opportunities for success

- retiring goals that the family no longer wishes to pursue and assisting them in
setting or identifying new goals

- creating contingency plans that “plan for” potential barriers as appropriate

- addressing barriers by building on family strengths and competencies

- ensuring steps/goals for children are anchored in the family’s general routines

2 - Past instances were found when the Family Goal Plan was not used in the development
of home visit activities, and the identification of resources; however, recent practice
indicates the site is now consistently applying these practices.

1 - The Family Goal Plan is not used in the development of home visit activities or the
identification of resources.

© Tip: Sites are also encouraged to document home visitor/family conversations regarding the
Family Goal Plan in home visit notes. Notes should detail the content of these discussions
including review of current goals, any revisions to plans that may be developed and
successes celebrated. As each specific objective or strategy is accomplished, home
visitors are encouraged to record the “date accomplished” on the Family Goal Plan
document indicating ongoing review of progress.

6-3. The site assesses, addresses, and promotes positive parent-child interaction, attachment, and bonding
and the development of nurturing parent-child relationships.

Intent: The promotion of parent-child relationships is a primary HFA goal. Many parents in HFA sites have
experienced significant early childhood trauma that can impact their ability to be emotionally present for
their children. Parents who themselves have experienced early childhood trauma often struggle in being
responsive and available to their children, distort emotional content in their relationships with others and
have a restricted ability to utilize cognitive reasoning until their own basic needs for safety and trust are
met. HFA home visitors are trained to use an infant mental health approach which supports the
formation of a dyadic alliance between the parents and the home visitor and provides an effective
strategy to mediate successful parenting. This parent-worker alliance provides the parent with an
experience of a strong and healthy relationship, and facilitates the strengthening of the parent-child
relationship through the parallel process. Utilizing an infant mental health approach reinforces that
child development occurs within the context of the parent-child relationship. Parent-child relationships
and child development are different frameworks (parent-child relationships focus on attachment; child
development focuses on developing cognitive, language/communication, social-emotional, fine motor,
gross motor, and self-help skills).

Sites develop clear policy and procedures for how home visitors will assess parent-child relationships
and how home visitors will partner with supervisors to develop plans for increasing positive parent-child
interactions that strengthen the parent-child relationship, beginning prenatally when services are initiated
prior to birth. Policy and procedures include how sites plan to use the strength-based intervention tools
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introduced in HFA'’s role-specific Core training and indicate which curriculum is used and how often. It
is expected that the parent-child relationship is observed each visit in which the parent and the child are
both present and used for planning purposes.

6-3.A The site has policy and procedures that require the use of CHEEERS and indicate how the staff
will assess (either informally or formally), address, and promote positive parent-child interaction,
attachment, and bonding.

6-3.A RATING INDICATORS

3 - No 3 rating indicator for standard 6-3.A.

2 - The site has policy and procedures regarding the use of CHEEERS including when
and how home visitors will assess, address and promote positive parent-child
interaction.

1 - Any of the following: the site does not have policy and procedures and/or the policy

and procedures do not require the use of CHEEERS including when and how home
visitors assess, address and promote positive parent-child interaction.

6-3.B The site assesses positive parent-child interaction, attachment, and bonding with all families,
utilizing CHEEERS on all home visits. CHEEERS webinar and CHEEERS Helpful
Prompts and How to develop interventions using CHEEERS

Intent: HFA requires that CHEEERS is used as a parent-child observation strategy during each
home visit (with exception of when it is documented that the child is not present or not
awake, or when a separate measurement tool is being used during that particular visit, i.e.
KIPS, NCAST or PICCOLO). CHEEERS is also documented prenatally beginning in the
2" trimester, as discussed in HFA Core training for Home Visitors. It is also expected
that any group session being counted as a home visit (1/month allowed while a family is on
Level 1) also include some documentation of CHEEERS. In both situations (prenatal and
groups), not all aspects of CHEEERS are required to be documented. In all other
situations all components of CHEEERS are to be observed and documented

6-3.B RATING INDICATORS

3 - Home visitors assess positive parent-child interaction, attachment, and bonding with
all families, utilizing CHEEERS on all home visits.

2 - Past instances were found when the home visitor did not assess positive parent-child
interaction, attachment and bonding with all families utilizing CHEEERS; however,
recent practice indicates this is now occurring.

1 - Home visitors do not assess positive parent-child interaction, attachment and bonding
with all families utilizing CHEEERS on all home visits.

NOTE: This is a Sentinel Standard

© Tip: Promotion of the parent-child relationship begins prenatally, and the use of the HFA’s
Great Beginnings Start Before Birth prenatal training and parenting materials is
encouraged.

6-3.C The site addresses and promotes positive parent-child interaction, attachment, and bonding with
all families based on observations made using CHEEERS.
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Intent: Sites are to document observations of parent-child interaction and how they used these
observations to develop and implement home visit activities and strength-based
interventions that promote positive parent-child interaction. It is helpful for staff to
document how they build on parental competences and promote healthy relationships in a
thoughtful way using teachable moments (e.g. if parents struggle to understand what their
baby is communicating to them, the home visitor might identify when they observe the
parent being empathic, thereby building the parents’ skills). Other sites may incorporate
videotaping to promote parental sensitivity, understanding, and a secure attachment. As
above, it is important to document parental competencies and struggles and what the
home visitor is doing (i.e. through use of reflective strategies, use of curriculum activities,
etc.) to promote and support the parent-child relationship.

6-3.C RATING INDICATORS

3 - Home visitors address and promote positive parent-child interaction, attachment, and
bonding with all families based on CHEEERS observations.

2 - Past instances were found when the home visitor did not address and promote
positive parent-child interaction, attachment and bonding with all families utilizing
CHEEERS; however, recent practice indicates this is now occurring.

1 - Home visitors do not address and promote positive parent-child interaction,
attachment and bonding with all families utilizing CHEEERS.

NOTE: This is a Sentinel Standard

6-4. The site promotes healthy child development, parenting skills, and health and safety practices with
families.

6-4.A The site has policy and procedures, regarding the promotion of child development, parenting
skills, and health and safety practices with families that specify how often this information is to be
shared with families.

Intent: Sites develop clear policy and procedures regarding how home visiting staff promote and share
information regarding child development, parenting skills, and health and safety information and
provide details about what activities staff might conduct. The policy and procedures also indicate
how parenting skills are promoted within the context of the child’s development and normal family
routines. Health and safety practices focus on both preventative strategies as well as areas of
concern observed in the home. Please Note: The policy and procedures include how staff
observes for and address each of the issues outlined in the standard as well as what procedures
staff is to follow when sharing information.

6-4.A RATING INDICATORS
3 - No 3 rating indicator for standard 6-4.A.

2 - The site has policy and procedures regarding the promotion of child development,
parenting skills, and health and safety related practices with families.

1 - Any of the following: the site does not have policy and procedures; the policy and

procedures do not cover promotion of child development, parenting skills, and health
and safety related issues;
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6-4.B The home visitor builds skills and shares information with families on appropriate activities
designed to promote healthy child development and parenting skills.

Intent: Home visitors observe, build skills, and share information regarding healthy child development
and parenting with families based upon naturally occurring experiences as well as through
curriculum and other resources. Parenting skills, such as guidance and discipline, toilet training,
weaning from the breast, etc., are included as child development activities and occur within the
context of parent-child interaction. A parent who has the ability to understand what their child is
able to do developmentally and the intent of the baby's behavior will be much more likely to have
empathy within the relationship. Child development activities are designed to promote the parent-
child interaction thereby impacting the relationship established over time between the parent and
child. Whenever possible, home visitors are encouraged to organize child development
information into activities in which the parent is encouraged to play with the child while the home
visitor shares the developmental stimulation the baby is receiving. Home visitors are encouraged
to take advantage of “teachable moments” and share appropriate information with families when it
is most meaningful (emergent curriculum).

6-4.B RATING INDICATORS

3 - The home visitor shares information with all families on appropriate activities
designed to promote healthy child development and parenting skills.

2 - Past instances were found when the home visitor did not share information with all
families on appropriate activities designed to promote healthy child development and
parenting skills; however, recent practice indicates this is now occurring.

1 - The home visitor does not share information with all families on appropriate activities
designed to promote healthy child development and parenting skills.

© Tip: Sites are encouraged to document observations of child development and what
information is shared with families. It is helpful for staff to document how they build on
parental competencies and promote child development and parenting skills in a thoughtful
way (e.g. if parents struggle to understand what their baby is communicating to them, the
home visitor might ask parents what they think the baby might be communicating, explore
what parents already know about their child and anchor the conversation to what children
are able to do within a particular developmental age).

© Tip: Child development and parenting documentation should indicate not only what the child is
able to do, but also how the parent responds and what the home visitor does to take
advantage of teachable moments to increase parents’ knowledge.

6-4.C The home visitor shares information with families designed to promote positive health and safety
practices.

Intent: Health and safety practices include sharing prevention strategies as well as addressing any
health and safety issues observed in the home. Content shared with families may include
smoking cessation, SIDS, “shaken baby” strategies, baby-proofing, feeding and nutrition,
selection of child care providers or alternative caretakers, in addition to any culturally based
safety issues. It is expected that home visitors will address any health or safety concerns that
could be detrimental to parents and their children. Additionally, home visitors support the
development of a healthy and stimulating home environment.
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6-4.C RATING INDICATORS

3 - The home visitor shares information with all families designed to promote positive
health and safety practices.

2 - Past instances were found when the home visitor did not share information with all
families designed to promote positive health and safety practices; however recent
practice indicates this is now occurring.

1 - The home visitor does not share information with all families designed to promote
positive health and safety practices.

© Tip: Sites will have mechanisms for insuring how home visitors use safety checklists and/or
share information with families. Staff is encouraged to document the content of health and
safety discussions in home visit notes.

6-5. The site selects and uses parenting curricula with families that is evidence-informed and that helps to
cultivate and promote nurturing parent-child relationships, healthy child development, parenting skills,
and includes activities for preventive health and safety.

Intent: Curricula materials are to be used in conjunction with teachable moments, parental interest, and
shared with parents using a strength-based approach building on parental capacity (i.e. emergent
curriculum use). The curriculum helps home visitors provide anticipatory guidance and supports
parents in thinking about what their baby’s next phase of development will be, and how they can
support this development.

When a parent has endured early childhood trauma, it is important that the home visitor spend
time with the parent to listen to what the parent is thinking, feeling and experiencing before
presenting the curriculum. It is only when the parent feels safe and supported that he or she can
begin to concentrate on handouts and curriculum activities. Including parents in the discovery of
their child’s development by asking parents what they have noticed about their baby as related to
the specific child development topics, before teaching specific lessons or modules is highly
recommended.

The key to successful use of curriculum is tied most closely to how the materials are used with
families versus what the materials are, though they should always be culturally sensitive and
supported by research. With any choice of curriculum, sites are cautioned that the curriculum not
become the primary focus of each home visit. Curriculum represents just one piece of a
comprehensive approach to working with families. The primary focus of each visit is on the
relationship between parents and child. Over-reliance on parenting materials distracts from this
primary focus and from the ability to be fully observant, attuned and responsive to these
relationship dynamics.

Curricula will contain a variety of components which include:

° Information on how to promote nurturing parent-child relationships (e.g., gives parents a
positive sense of their new role, makes mom or dad unique to this baby, supports the
development of empathy, focuses on experience versus what is “right or wrong”, anchors
baby’s current behavior to future development, builds parental self-esteem, encourages
parents to have fun playing with their baby)

o Child development information and how to share this in a strength-based manner (e.g.,
build on parental competencies, take advantage of teachable moments, engage parents’
critical thinking skills, identify emerging skills, address language use and literacy, include
all developmental domains, incorporates the use of developmental screens)
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Content that is developmental in nature

Strategies that strengthen families and their relationships

Health and safety information

A facilitator’s manual (ideally) and family materials/manual (required)

6-5.A The site has identified curricula materials that are evidence-informed and promote nurturing
parent-child relationships, healthy child development, positive parenting, and include preventive
health and safety information. The site’s policy and procedures clearly indicate when and how
these materials will be used with families as well as the orientation requirements for home visitors
(see Standard 10-1.A). Please note: Sites are encouraged to utilize supplemental curricula
materials whenever needed to support the needs of particular populations.

6-5.A RATING INDICATORS
3 - No 3 rating indicator for standards 6-5.A.
2 - The site utilizes evidence-informed curricula and has developed policy and

procedures regarding when and how the curriculum will be used with families as well
as the staff orientation requirements and how these will be met.

1 - Any of the following: the site does not use evidence-informed curriculum; and/or
does not have policy and procedures that include when and how the curriculum will
be used with families as well as the training requirements and how these will be met.

6-5.B The site’s evidence-informed curriculum (that promotes nurturing parent-child relationships,
healthy child development, positive parenting, and includes preventive health and safety) is used
by the home visitor with each family. Please note: More than one curriculum can be used to
address the items listed in the standard.

6-5.B RATING INDICATORS

3 - The home visitors use the site’s evidence-informed curriculum with each family in
accordance with site policy.

2 - Past instances have occurred when the home visitors did not use the site’s evidence
informed curriculum with each family in accordance with site policy; however, recent
practice indicates this is now occurring.

1 - Any of the following: the site has not identified an evidence-informed curriculum; or
the home visitors do not use the site’s identified curriculum with each family in
accordance with site policy; or the site has no policy.

6-6.  The site monitors the development of participating infants and children with the ASQ (Ages and Stages
Questionnaire).

6-6.A The site has policy and procedures for administration of the ASQ that specifies how and when the
tool is to be used with all target children participating in services, unless developmentally
inappropriate, and requires that all staff who administer the tool are trained in its use.
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Intent: The policy and procedures indicates how the ASQ is used (with all target children during
home visits and in accordance with established tool guidelines, allowing no more than a 30 day
window on either side of the test interval, and revising the screening schedule based on
prematurity), and when the tool is used (specifying which intervals the site requires staff to
administer). At a minimum, sites are to screen all target children a minimum of twice per year for
children under the age of three and annually for children ages three through five years.
Additionally, the policy must specify instances when the site would not be administering the ASQ
(i.e., developmentally inappropriate, receiving early intervention services, etc.). Because of the
twice per year minimum, sites are expected to maintain Level X families on their ASQ status list
(and to note time period they were on Level X), and to track receipt of ASQ during times the
family is not on Level X. Please Note: A screening tool is used to determine the need for further
assessment, typically an in depth assessment completed by a partnering community agency
specializing in early intervention.

6-6.A RATING INDICATORS
3 - No 3 rating indicator for standard 6-6.A.

2 - The site has policy and procedures for administration of the ASQ that specifies how
and when the tool is to be used with all target children participating in the site, unless
developmentally inappropriate. The policy and procedures require, at a minimum,
screening children under the age of three twice per year, and annually for children
ages three through five years. The policy also requires the training of staff on
administration of the ASQ prior to first use.

1 - Any of the following: the site does not have policy and procedures to administer the
ASQ; the policy and procedures do not specify how and when the screen/tool is to be
used with all target children in the site, unless developmentally inappropriate; the
policy and procedures do not require screening children under the age of three twice
per year, and annually for children ages three through five years, or the policy does
not require the training of staff prior to first use.

©Tip: Sites are encouraged to indicate in their policy and procedures

©Tip: Sites are encouraged to screen more frequently than the minimum required in the
standard.

©Tip: Sites are strongly encouraged to also administer the ASQ-SE, however this tool is not

currently required by HFA, and cannot be used in place of the ASQ.

6-6.B The site ensures that the ASQ (Ages and Stages Questionnaire) is used during home visits to
monitor child development at specified intervals, unless developmentally inappropriate, and is
administered according to the developers’ instructions to ensure valid results (i.e. administered
during the specified window of time). 6-6.B HFA ASQ Tracking Form

Intent: All target children are screened for potential developmental delays according to the minimum
frequency recommended by the Association for the Academy of Pediatrics. Staff are not required
to screen children that are enrolled in early intervention services (special needs) and are
receiving in-depth developmental assessments.
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6-6.B RATING INDICATORS

3 - The site uses the ASQ during a home visit at specified intervals, and ensures all
target children in the site (unless developmentally inappropriate) are screened a
minimum of twice per year for children under the age of three and annually for
children ages three through five years.

2 - Past instances were found when the site did not ensure all target children in the site
(unless developmentally inappropriate) were screened using the ASQ a minimum of
twice per year for children under the age of three and annually for children ages three
through five years; however, recent practice indicates this is now occurring during
home visits and all children have completed the most recent developmental screen.

1 - Any of the following: the site does not use the ASQ during home visits; the site does
not use the ASQ at the specified intervals to ensure all target children in the site
(unless developmentally inappropriate) were screened a minimum of twice per year
for children under the age of three and annually for children ages three through five
years, or all children have not completed the most recent developmental screen.

Note: This is a Sentinel Standard

© Tip: Sites are encouraged to indicate in the family files when a child has a revised screening
schedule due to premature birth or other reasons, when screens are missed due to
families being on creative outreach or when families decline the opportunity to screen the
child.

© Tip: When a child is receiving early intervention services, it is recommended that sites request
a copy of the developmental assessment from the family or from the early intervention
service provider with permission from the family so that the home visiting site can support
the developmental activities of the early intervention team.

6-6.C Those who administer developmental screenings have been trained in the use of the tool before
administering it, and supervisors also receive this training.

Intent: Staff must be trained before administering developmental screens, and must follow its own
policies regarding administration of the tool in a home visit setting. This training is conducted by
an individual that understands the use of the tool in a home visit setting. When possible, this
training should include information that details the critical function behind each of the
developmental questions.

6-6.C RATING INDICATORS

3 - All staff using the tool, and their supervisors, have been trained in its use prior
to administering.

2 - Past instances where found when training of direct service staff and supervisors
was not received until after staff had administered tool, these staff have since
been trained, and recent practice indicates the site is now ensuring that all staff
receives training prior to their first administration.

1 - Evidence exists to indicate that staff administer the tool prior to being trained
and/or supervisors have not received this training.

© Tip: Document the first administration of the developmental screen in training logs along with
the date the staff member was trained in the use of the tool. Keep content of the training
in training files.
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© Tip: Be sure to include this training in the training plan and mechanism for tracking as required
by 11-1.

6-7.  The site tracks target children who are suspected of having a developmental delay and follows through
with appropriate referrals and follow-up, as needed.

6-7.A The site has policy and procedures which address how it tracks target children who are
suspected of having a developmental delay and how it follows through with appropriate referrals
and follow-up, as needed.

Intent: Site staff knows who to refer a family to when a screen indicates the child may have a
developmental delay. This determination is developed with the supervisor and may include
referring the family to their primary care physician or medical provider. In most instances, sites
refer to the early intervention experts within the community. Many early intervention systems are
complicated with numerous requirements and a variety of agencies that provide different services
to families. Families frequently have difficulty keeping track of various appointments and
schedules and/or may be reluctant to access these services. The site’s policy and procedures
will require home visitors to track children suspected of having a developmental delay and require
staff to follow-up with all referrals made. Follow-up supports the family’s access to and utilization
of developmental resources, services and intervention. Procedures will detail documentation
requirements including the documentation of child’s progress toward reaching developmentally
appropriate milestones.

6-7.A RATING INDICATORS
3 - No 3 rating indicator for standard 6-7.A.

2 - The site’s policy and procedures address how it tracks target children who are
suspected of having a developmental delay and how it follows through with
appropriate referrals and follow-up, as needed.

1 - The site does not have policy and procedures which address how it tracks target
children who are suspected of having a developmental delay and how it follows
through with appropriate referrals and follow-up, as needed.

© Tip: Be sure the policy and procedures are clear regarding when and how to make a referral,
whom to make the referral to, how to determine the outcome of the referral, and how to
participate in the process so that staff can support families and greatly facilitate the
tracking process to ensure families receive appropriate services in a timely manner.

© Tip: Sites are encouraged to contact early intervention services in their community to assist in
the development of policy and procedures regarding the referral and tracking process for
children suspected of having a delay. Families that are enrolled in early intervention
services will have an IFSP process. It is recommended that collaboration occur in the
development of an IFSP/Family Goal Plan for both early intervention and HFA sites. Staff
is encouraged to continue collaboration with early intervention services when child is
dually enrolled.

6-7.B The site tracks target children suspected of having a developmental delay and follows through
with appropriate referrals and follow-up, as needed.

Intent: Sites are encouraged to collaborate with early intervention services for children who are
dually enrolled in HFA and early intervention to avoid duplication of services and to
encourage consistency. Early intervention services can be difficult for parents to
understand. The home visitor can be a great liaison for the family into various services
that are offered through early intervention. If a family declines early intervention services,
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be sure to document this in the family’s file, as well as the home visitor’s continuous
efforts to advocate for early intervention services. Be sure to document any joint
meetings attended and referrals that home visitors made to support parents.

It is critical to support parents by tracking referrals and supporting the parent in following-
through with in-depth evaluations and therapy. It is recommended that screens and
developmental assessments administered by early intervention services be kept in the
family files (however, this is not a requirement). At the site level the program
manager/supervisor is aware of any challenges with referral sources for early intervention
services and assists by advocating with referral entities/partners to reduce these barriers.

6-7.B RATING INDICATORS

3 - Evidence indicates the site tracks target children suspected of having a delay and
follows through with appropriate referrals and follow-up, as needed.

2 - Past instances were found when the site did not track target children suspected of
having a delay and follow through with appropriate referrals and follow-up, as needed;
however, recent practice indicates this is now occurring.

1 - Insufficient evidence to indicate that the site tracks target children suspected of
having a developmental delay and follows through with appropriate referrals and
follow-up, as needed.

NA - No children identified with a developmental delay.

Note: This is a Sentinel Standard
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6. Services should focus on supporting the parent(s) as well as the child by cultivating the growth of nurturing responsive parent-child
relationships and promoting healthy childhood growth and development.

Standard

Required Policy and Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

6-1.A.

Policy to address risk
factors identified on
the Parent
Survey/Family Stress
Checklist.

How supervisor, home visitor & family
plan to address risk factors identified
in assessment and how the plans will
be implemented initially and during
the course of services.

Submit Policy

6-1.B
Sup HV address PS
risk factors Practice

Submit samples of forms used for documentation of the discussion
between the supervisor and home visitors that clearly link back to the
initial assessment.

6-1.C
HV Family address PS
risk factors Practice

Submit samples of forms used for documentation of the discussion
between the home visitors and families that clearly link back to the
initial assessment.

Interview:

* Home Visitor Supervisors

* Home Visitors

* Families

Review:

* Supervisory documentation
* Family Files including Family
Goal Plans

* Staff Surveys

6-2.A.

Policy for
development of
Family Goal Plan

The development of family goal plans
including timelines, how & when the
goal plans are reviewed with the
family, how goal plans are developed,
how strengths are identified that
support goal development, how goals
are supported in supervision and how
goals are used to build protective
factors.

Submit Policy

6-2.B.
FGP Development
Practice

6-2.C.
Sup HV review FGP
Practice

Submit a blank family goal plan, tools that are used to support the
development of the goal plans, blank home visitation form used by
home visitors to document discussions of goal planning, and a blank
form used by supervisors to document goal planning and goal updating
conversations with the home visitor.

Interview:

* Home Visitor Supervisors

* Home Visitors

* Families

Review:

* Supervisory documentation
* Family Files including Family
Goal Plans

* Staff Surveys
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6-2.D.
FGP Implementation
Practice

6-3.A.

Policy for how home
visitors assess,
address and promote
parent-child
interaction,
attachment and

How & when sites routinely assess,
address, promote parent-child
interaction, attachment, bonding and
the development of nurturing parent-
child relationships. How home visitors
will partner with supervisors to
develop plans for increasing positive

Submit Policy

Interview:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* Curriculum and materials
used by the program

bonding parent-child interactions, how sites * Family Files
plan to use strength-based * Staff Surveys
intervention tools introduced in HFA
CORE training and indicate curriculum
used & how often it is used.
Observation of parent-child
relationship is expected at each visit.

6-3.B Please submit a sample of blank home visit forms indicating where

PCl CHEEERS is documented.

Assessed/CHEEERS

used Practice

Sentinel Standard

6-3.C Please submit a sample of blank home visit forms indicating where the

PCl promotion of positive parent-child interaction, attachment, and

Addressed/Promoted bonding with families based on CHEEERS observations are

Practice documented.

Sentinel Standard
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6-4.A.

Policy for the
promotion of child
development,
parenting skills and
health and safety
practices

The promotion of child development,
parenting skills, and health and safety
practices with families that specify
how often this information is to be
shared with families.

Submit Policy

6-4.B

Promote child dev
and parenting
Practice

Please submit a sample of blank home visit forms indicating where the
promotion of healthy child development and parenting skills with
families are documented.

6-4.C.
Promote health and
safety Practice

Please submit a sample of the forms used to promote health and
safety and assess for safety in the home.

Interview:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* Curriculum and materials
used by the program

* Family Files

* Supervision Records

* Staff Surveys

6-5.A.

Policy for Evidence
informed curricula
materials used with
families

Curricula materials used, including
when and how the curricula is used
with families, as well as the orientation
requirements for home visitors

Submit Policy (Note: Orientation requirement could be found in 10-
1.A)

6-5.B.
Curriculum Practice

Please submit a description/list of curricula materials used with
families.

Interview:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* Curriculum and materials
used by the program

* Family Files

* Supervision Records

* Training Logs

* Staff Surveys

6-6.A

Policy for
Administration of
Developmental
Screens

The administration of developmental
screening with specified intervals of
administration

Submit Policy

Please submit a sample of developmental screening tool (only 1
interval of screen sample needed, for example, a 6-month screen will
suffice for all intervals available for the tool) and a sample of form(s)
used to track screening process

Interview:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:
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6-6.B
Implementation of
Developmental
Screening Policy
Sentinel Standard

Please submit a report indicating which target children received at
least two a developmental screens per year (unless developmentally
inappropriate) for children under the age of three and at least one
screen per year for children ages three through five years and which
did not. Include if delay was indicated. Provide a summary of the total
families (number and percent) who received the required screens
divided by the total number of active families.

Please note: Sites may submit the HFA ASQ Tracking Form or database
report.

6-6.C

Staff trained on
developmental
screen prior to
administering

Please submit a list of current staff indicating the date they were
trained on the screening tool and the date they first administered it

* Curriculum and materials
used by the program

* Family Files

* Supervision Records

* Tracking Form

6-7.A

Policy tracking and
follow through with
developmental delay

Tracking and follow-up of
developmental delays

Submit Policy

6-7.B
Developmental
delays tracked and
followed through
Practice

Sentinel Standard

Please submit a sample of form(s) or system used for tracking children
with suspected developmental delays and a sample of forms used to
refer and monitor the interventions needed for families with a child
suspected/confirmed of having a developmental delay

Interview:

* Home Visitor Supervisors

* Home Visitors

* Families

Review:

* Family Files with children
suspected or confirmed of
having developmental delay
* Supervision records for the
same files
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7. At aminimum, all families are linked to a medical provider to assure optimal health and
development. Depending on the family’s needs, they may also be linked to additional services
related to: finances, food, housing assistance, school readiness, child care, job training, family

support, substance abuse treatment, mental health treatment, and domestic violence resources.

Standard 7 Intent: The overall intent of the standards in this section is to ensure site staff link families to
providers for preventative health care and timely receipt of immunizations and appropriately refer families to
additional community services based on each family’s unique needs.

HFA alone may not be able to provide all the resources a family might need to become strong, so
encouraging parents to access a variety of community resources is an essential part of our work. It is
important to consider that many families may not have been protected by their parents, as children, which
may result in parents not knowing how to protect their own children. Empowering families to take action
and advocate on behalf of themselves and their children in incremental steps based on parental capacity is
critically important. Staff must strike a delicate balance between doing too little and doing too much for
families, lest they prevent families from learning how to successfully advocate for themselves (hence, the
long standing philosophy of HFA, “Do For, Do With, Cheer On” as it relates to connecting to community
resources). Additionally, staff is expected to both refer and follow-up to assure families are able to access
needed services.

7-1.  Participating Target Children have a medical/health care provider to assure optimal health and
development.

7-1.A The site has policy and procedures for linking all target children to medical/health care
provider(s).

Intent: It is important for each target child to have a medical home (a partnership between the family and
the child's primary health care professional) and to utilize preventative health care practices for
children. The site is to have a process for informing and connecting target children to
medical/health care provider(s) available within the community. Through this partnership, the
primary health care professional can help the parent access and coordinate routine well-child
care, sick-child care and specialty care when needed.

7-1.A RATING INDICATORS

3 - No 3 rating indicator for standard 7-1.A.

2 - The site has policy and procedures for linking all target children to medical/health care
providers and supporting parents in utilizing health care appropriately for their
child(ren).

1 - The site does not have policy and procedures to link all target children to

medical/health care providers and/or policy does not include how parents will be
supported in utilizing health care for their child(ren).
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7-1.B Target children have a medical/health care provider.

Intent: A medical home is crucial to the health and optimal development of the child. In addition to
being a vital resource for ongoing preventive health and wellness guidance, and medical
interventions as needed, a medical home plays a crucial role child abuse prevention as it
allows another professional consistent access to the family to provide support and monitoring
for the well-being of the child.

7-1.B RATING INDICTORS

3 - Ninety-five percent (95%) through one hundred percent (100%) of target children
have a medical/health care provider.

2 - Eighty percent (80%) through ninety-four percent (94%) of target children have a
medical/health care provider.

1 - Less than eighty percent (80%) of target children have a medical/health care provider.

© Tip: For target children who currently do not have a medical/health care provider, be sure to
indicate the reasons why and clearly document attempts/steps taken to link these
children.

© Tip: ltis also important to indicate if families are on Creative Outreach and current information
is unavailable.

© Tip: Sites are also encouraged to document the current medical/health care provider for all
participating family members (children other than target children and adults) — see
standard 7-3.

7-2.  The home visitor promotes and educates families regarding the importance of immunizing their children,
tracks the receipt of immunizations, and follows-up with parents when immunization appointments are
missed. Participating Target Children are up-to-date on immunizations.

7-2.A The site has policy and procedures to ensure the home visitor shares information with families
designed to promote and educate families on the importance of immunizations, tracks the receipt of
immunizations, and follows-up with parents when immunization appointments are missed.

Intent: Immunizations are very important in keeping children healthy. The regular schedule recommends
shots starting at birth through 24 months of age, with boosters and catch-up vaccines continuing
through the teenage years and adulthood. By immunizing, children are safeguarded against the
potentially devastating effects of 11 vaccine-preventable diseases plus Hepatitis A and the flu.
The catastrophic effects of childhood diseases can lead to life-long iliness or death.

Vaccines help prevent infectious diseases and save lives. Childhood immunizations are
responsible for the control of many infectious diseases that were once common in this country,
including polio, measles, diphtheria, pertussis (whooping cough), rubella (German measles),
mumps, tetanus, and Haemophilus influenzae type b (Hib). While the US currently has near
record low cases of vaccine-preventable diseases, the viruses and bacteria that cause them still
exist. Vaccines prevent disease in the people who receive them and protect those who come into
contact with unvaccinated individuals (aap.org).
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7-2.A RATING INDICATORS
3 - No 3 rating indicator for 7-2.A.

2 - The site has policy and procedures that include all of the following:
-that home visitors will share information with all families designed to promote and
educate families on the importance of immunizations
-how home visitors will track receipt of immunizations
-that home visitors will follow-up when immunization appointments are missed

1 - The site does not have policy and procedures that includes all items listed in the 2
rating.

7-2.B The site ensures that immunizations are up-to-date for target children. Please note: the
percentage does not include children whose permanent health conditions or family beliefs preclude
immunizations; however, evidence of these exceptions must be documented in the family file.

Intent: All children are immunized at regular health care visits, beginning at birth. Some children may be
ill or have other reasons preventing them from receiving immunizations according the identified
immunization schedule. Therefore, children may not necessarily receive their immunizations on
time; however, it is essential to keep them up-to-date.

Sites track immunization information differently. Some choose to collect the information from the
parent/care giver and document it on the site’s tracking sheets, and others solicit periodic updates
from the medical providers themselves indicating whether or not the child is up-to-date or current.
Therefore, sites are encouraged to clearly indicate how they receive the information used to
determine if target children have up-to-date immunizations.

Please Note: To be up to date at age one, the target child will have received all scheduled
immunizations through six months of age. To be up to date at age two, the target child will have
received all scheduled immunizations through 18 months of age. Because immunizations are
looked at for these two intervals only, sites are expected to maintain Level X families on their
immunization status list (and to note time period they were on Level X), and to track receipt of
immunizations during times the family is not on Level X.

7-2.B RATING INDICATORS

3 - Ninety percent (90%) through one hundred percent (100%) of target children have up-
to-date immunizations at one year of age and at two years of age.

2 - Eighty percent (80%) through eighty-nine percent (89%) of target children have up-to-
date immunizations at one year of age and at two years of age.

1 - Less than eighty percent (80%) of target children have up-to-date immunizations at
one year of age and at two years of age.

© Tip: For target children, who are not currently up-to-date, be sure to indicate the reasons why
and clearly document attempts/steps taken to obtain immunizations for these children.

© Tip: The Center for Disease Control has an interactive immunization scheduler available
online.
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7-3. Families are connected to services in the community on an as needed basis.

7-3.A The site has policy and procedures that describe how home visitors will provide information,
referrals, and linkages to available health care, health care resources and community resources for all
participating family members. The policy includes the follow-up mechanism to determine whether
parents receive the services they were referred to.

7-3.A RATING INDICATORS
3 - No 3 rating for standard 7-3.A.

2 - The site has policy and procedures that describe the process for home visitors to
provide information, referrals and linkages to available health care, health care
resources, and community resources for all participating family members. The policy
and procedures includes follow-up mechanisms to determine whether parents receive
the services they were referred to.

1 - The site does not have policy and procedures that include the components listed in the
2 rating.

7-3.B  Home visitors provide information, referrals, and linkages to available health care and health care
resources for all participating family members.

Intent: Sites are encouraged to provide information, referrals and linkages for all participating family
members including the target child. Information could include a variety of topics that may benefit
all participating members (i.e., smoking cessation support groups, free health clinics for adults,
immunization clinics, flu shots, nutritional classes, etc.). Health care information includes the
importance of dental care as well as referrals linking families to preventive services for dental
care, as appropriate. Additionally, home visitors share information regarding the benefits to
families for spacing pregnancies. Site staff are knowledgeable of health care resources within the
community and be able to appropriately provide referrals and linkages to members. It is
recommended that sites only provide information, referrals and linkages when necessary, (i.e.,
when a pregnant mother needs assistance connecting to prenatal care, or when parents or
siblings have health concerns and are without a medical care provider). Therefore if a family is
currently receiving necessary services/care, there may be no need for further provision of the
above-mentioned services.

7-3.B RATING INDICATORS

3 - Evidence indicates that home visitors provide information, referrals and linkages to all
participating family members on available health care and health care resources, when
necessary.

2 - Past instances were found when home visitors did not provide information, referrals

and linkages to all participating family members on available health care and health
care resources, when necessary; however, recent practice indicates this is occurring.

1 - Insufficient evidence exists to suggest that home visitors are providing information,

referrals and linkages to all participating family members on available health care and
health care resources, when necessary.
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© Tip: Sites may want to consider documenting health care resource referrals associated with
this standard, in the same way other community resource referrals are documented for
standards 7-3.C and 7-3.D.

7-3.C The site connects families to appropriate referral sources and services in the community as
needed.

Intent: Families benefit by accessing community agencies and services that can support the family in
accomplishing goals or overcoming challenges they may be experiencing. Families may be
reluctant to access additional services, and home visitors are one way to bridge the gap. Home
visitors are familiar with the community agencies and the services they provide to be sure families
are referred appropriately. Sites are encouraged to provide referrals as often as needed.
Additionally, while there may be services to refer the family to within the community, it does not
mean they are necessarily appropriate or needed by the family. Therefore not all families require
referrals.

7-3.C RATING INDICATORS

3 - Evidence indicates families are linked to additional services in the community on an
as needed basis.

2 - Past instances were found when families needing additional services were not
connected to appropriate services in the community, as needed; however, recent
practice indicates this is now occurring.

1 - There is insufficient evidence to indicate families are linked to additional services in
the community on an as needed basis.

7-3.D. The site tracks and follows up with the family, and/or service provider (if appropriate) to determine
if the family received needed services. Follow-up with referral sources will require signed
informed consent (see GA-5.C).

7-3.D RATING INDICATORS

3 - The site has a method for tracking and following-up on referrals of families to other
community services as needed and evidence indicates the site is tracking and
following up on referrals.

2 - Past instances were found when tracking and follow-up did not occur; however,
recent practice indicates this is now occurring.

1 - Either the site does not have a method or the site has a method but there is
insufficient evidence to indicate that tracking and follow-up is occurring.

© Tip: Sites are encouraged to track all of the referral resources provided and the family’s
utilization of those services over the course of services in one place for easy monitoring.

© Tip: Periodically, sites may want to review any trends pertaining to families ability to access
particular services in the community. Doing so can assist with the ongoing assessment of
community needs and identification of gaps in service availability.

7-4.  The site has policy and procedures for strengthening families by addressing challenging issues such as

substance abuse, intimate partner violence, developmental delay in parents, and mental health concerns,
and practice indicates that this policy is being implemented.
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Intent: Healthy Families sites serve many families who are struggling with issues such as substance
abuse, intimate partner violence, developmental delay in parents, depression, and other mental
health challenges some of which may be caused by early childhood trauma such as child abuse,
as well as other trauma, along with multiple stressors in their lives such as financial, housing,
lack of education, and poor self-esteem to list a few. In order to address these challenges, site
staff must form healthy relationships with parents, apply a strength-based empowerment
approach that includes being honest when parents are responding to their environment in ways
that may cause harm to themselves and their children, accepting families where they are, without
judgment or bias, building on parental competencies and focusing on the experience versus
trying to establish “right or wrong”. These principles are core HFA components.

Home visitors are not counselors or therapists. Their most important role as it relates to
substance abuse, intimate partner violence, and mental health challenges is to support the
parent(s) to become ‘“treatment ready” by:

e Providing honest feedback with parents’ permission
Pointing out discrepancies between stated values and actual behavior
Providing an atmosphere of safety and acceptance
Encouraging forward thinking (i.e. assist parent in developing a vision of what they want)
Providing information and referrals
Using motivational interviewing (when trained on this technique)
Utilizing reflective supervision to receive support and prevent burnout

It is important for home visitors to help parents recognize the importance of the parent-child
relationships and the impact of untreated depression and/or other mental health issues.
Research clearly demonstrates that untreated disorders and past trauma can have serious
consequences for early learning, social competence and lifelong health.

7-4.A The site has policy and procedures for addressing challenging issues including substance
abuse, intimate partner violence, developmental delay in parents, and/or mental health.

Please Note: See page 9 of the Glossary for definitions and links to additional support material,
including training developed by FRIENDS NRC, which can be a useful resource, as are the
protocols for working with families experiencing acute crisis outlined in this Safety Manual.

7-4.A RATING INDICATORS

3 - No 3 rating indicator for standard 7-4.A.

2 - The site has policy and procedures that describe how the site will address
challenging issues including substance abuse, intimate partner violence,
developmental delay in parents, and mental health.

1 - The site does not have a policy and procedures as described in the 2 rating.

© Tip: Often when helping families move toward “treatment readiness”, the first step is to
implement a screening/assessment process using the Parent Survey/Family Stress
Checklist, along with depression screening tools, substance use screening tools, etc. to
determine when outside services are necessary. Many sites utilize components of
motivational interviewing, anchor to parents’ values and dreams for their children, build on
parental strengths, offer decision matrices (pros and cons regarding making decisions),
and other strategies to support families in making healthy decisions about lifestyle. Staff
are encouraged to also access free online Protective Factors training made available by
the National Alliance of Children’s Trust and Prevention Funds.
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7-4.B Program staff addresses challenging issues such as substance abuse, intimate partner
violence, developmental delay in parents, and mental health needs by actively focusing on building
protective factors.

7-4.B RATING INDICATORS

3 - The site addresses challenging issues such as substance abuse, intimate partner
violence, developmental delay in parents, and mental health by actively focusing on
building protective factors.

2 - Past instances were found when the site did not address challenging issues such as
substance abuse, intimate partner violence, developmental delay in parents, and
mental health by actively focusing on building protective factors; however, recent
practice indicates this is now occurring.

1 - There is insufficient evidence to indicate that the site addresses challenging issues
as listed in the above rating indicators.

© Tip: Sites are encouraged to track all conversations with families that indicate staff is
addressing challenging issues. Additionally, for easier monitoring, sites should document
in one place all linkages/referrals to community services and the family’s utilization of
those services over the course of services.

© Tip: Sites are also encouraged to have their staff access free online Protective Factors
training made available by the National Alliance of Children’s Trust and Prevention Funds.

7-5.  The site conducts depression screening with all families using a standardized instrument.

Intent: Many of the items on the Family Stress Checklist/Parent Survey are precursors for depression. Add to
that the extreme stress that families experience and the likelihood for depression is extremely high.
When parents are depressed, there are significant impacts for the parent-child relationship such as the
inability for the parent to be emotionally available to their infant, assist with physical and emotional
regulation (read cues and respond in a timely and sensitive manner) and provide intellectual
stimulation.

Screening for depression both during the prenatal and postnatal period allows home visitors to assist
parents in becoming aware of the depression, and determining if there are depressive issues that need
to be addressed by a clinician. Administering a depression screening requires both knowledge of how
to administer the screen/tool and what to do if the screen/tool has positive results. Staff training
includes the following:
e Administration guidelines
Ways to talk with parents about depression
Community resource information
Activities home visitors can do with families to reduce stress and increase serotonin
Ways to support parents in meeting their child’s physical and emotional development
Additional training opportunities include:
o Review of the HFA online depression training module
e Access to the free online course through the National Child Traumatic Stress Network
(Psychological First Aid — http://www.nctsn.org/sites/default/files/pfa/english/1-
psyfirstaid_final_complete manual.pdf)
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Although staff are not therapists, it is critical for home visitors to support parents in alleviating their
depression while a parent is awaiting treatment or while considering treatment options. A sample of
activities home visitors may engage parents in include:

e Providing linkages and referrals to appropriate resources

e Providing referrals for mental health consultation (when available)

e Using motivational interviewing (when trained) to assist parents in accepting resources,
treatment
Utilizing supervision to assist staff in discussing depression with parents
Getting parents out in the sunshine without sunglasses (sun increases serotonin)
Encouraging parents to walk,, exercise, or engage in other forms of physical movement
Encouraging parents to smile (even a “practice” smile increases serotonin)
Encouraging parents to keep hydrated (hydration increases brain functioning)
Utilizing Protocols for Addressing Challenging Issues
Encouraging parents to meet their baby’s physical and emotional needs
And using other strategies/activities identified locally
Extreme depression is life threatening and must be addressed by a licensed clinician.

7-5.A The site has policy and procedures for administration of a standardized depression screen/tool
that specifies how and when (at least once prenatally and at least once within three months after birth)
the tool is to be used with all families participating in the program and assures that all staff who
administer the tool are fully trained.

7-5.A RATING INDICATORS
3 - No 3 rating for standard 7-5.A.

2 - The site has policy and procedures for administration of the depression screening tool
that specify how and when the tool is to be used with all families, referral and follow-
up expectations with elevated screens, and activities appropriate for home visitors to
do with families. The policy also includes the requirement that all staff receive training
on how to administer prior to first use.

1 - The site does not have policy and procedures for administration of a standardized
depression screen/tool that specifies all of the elements in the 2 rating.

© Tip: Sites may choose to administer the depression screen during the assessment process.

© Tip: Sites are strongly encouraged to establish policy that requires the administration of
depression screens for all subsequent births while the mother remains enrolled in the
program, such that administration of depression screening is not exclusive to the target
pregnancy/child only.

© Tip: Sites may consider conducting the depression screen with other caregivers, particularly
fathers as research has shown that pre and postnatal depression is not exclusive to
mothers. Paternal depression is of concern as well with first births and subsequent births.

7-5.B The site conducts depression screening with all enrolled mothers. If enrolled prenatally the
screening will be completed at least once during the prenatal period, and for all families at a
minimum of at least once postnatally before the baby is 3 months of age. 7-5.B Depression
Screening Form. Please note the following limited exception criteria: If the mother refuses
the screen, is on Level X throughout the screening period and/or the family is enrolled when the
baby is older than 3 months, they are not counted within the cohort.

Intent: Depression screening is conducted at various points is time both prenatally and
postnatally. Depression screens should still be completed when families are in
treatment to assure that treatment is meeting the needs of the family. If the caregiver is
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not the biological mother, depression screening may be appropriate but is not required.
Please note: Prenatal screenings do not exempt post-natal screening.
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7-5.B RATING INDICATORS

3 - All mothers are screened using a standardized and validated depression screen/tool
at least once prenatally (when enrolled prenatally) and at least once postnatally within
3 months of the baby’s birth. The site also conducts depression screens for
subsequent births after the birth of the target child.

2 - Past instances occurred when all mothers were not screened using a standardized
and validated depression screening tool at the frequency required in the standard,
however, recent practice indicates this is now occurring with all target
pregnancies/births (unless meeting exception criteria stated in the standard).

1 - Any of the following: the site does not use the standardized depression screen/tool,
and/or the standardized depression screen/tool is not used within the timeframes
required in the standard; or there is no recent practice to demonstrate that all
mothers are now being screened.

Note: This is a Sentinel Standard

©Tip: According to several Perinatal Care Position Statements, depression screening is
recommended to occur twice during the prenatal period (when families are enrolled in the
program early in their pregnancy), and at 6 weeks, 3 months, and 1 year following the
birth of the baby.

©Tip: lIdeally, if multiple providers are involved, home visitors will coordinate with others to
reduce duplicate screening. In such cases, a written consent must be on file in the
participant record and the program must be in receipt of a copy to show that the
screening was done. Even more importantly, the site needs copy on file in order to make
and track any necessary follow-up referrals/interventions for the family.

© Tip: Even if the site obtains copies of screens done at birth by another provider, re-screening
is strongly recommended. Best practice would be to re-screen at 6 weeks and 3 months
postpartum.

© Tip: Depression screenings are not intended to be used as formal diagnostic tools. Screening
tools are used to determine the need for a more intensive evaluation by a licensed mental
health clinician.

7-5.C Referral and follow-up on referrals occur for mothers, whose depression screening scores are
elevated and considered to be at-risk of depression unless already involved in treatment (based
on the tool’'s scoring criteria).

7-5.C RATING INDICATORS

3 - Mothers with an elevated depression screening score are referred (with consent) for
further evaluation/treatment and follow-up unless already involved in treatment.

2 - Past instances were found when the site did not ensure all mothers with an elevated
depression screening score were referred (with consent) for further
evaluation/treatment and follow-up unless already involved in treatment; however,
recent practice indicates this is now occurring.

1 - Any of the following: mothers with an elevated depression screening score are not

referred for further evaluation/treatment and/or there is no follow-up on those who are
referred.
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7-5.0 Those who administer the depression screen/tool have been trained in the use of the tool before
administering it, including ways to talk with parents about depression, and supervisors also
receive this training.

Intent: Please Note: When a collaborative partnership results in another provider completing the
depression screen and providing copy to the Healthy Families provider, the HFA site does not
need to monitor training of non-HFA staff in administering the screen. However, HFA sites are
required in these situations to ensure that HFA staff receive depression screen training to ensure
understanding of administration guidelines and referral protocols regardless of whether they
administer the screen or not, as they need to be able to interpret and act on the results.

7-5.D RATING INDICATORS

3 - All staff using the tool, and their supervisors, have been trained in its use, and in
ways to talk with parents about depression before administering it, or supervising
staff who are administering it.

2 - Past instances were found when training of direct services staff and supervisors
was not received until after staff had administered tool, however these staff have
since been trained, and recent practice indicates the site is now ensuring all staff
receives training prior to the first administration.

1 - Evidence exists to indicate that staff administer the tool prior to being trained
and/or supervisors have not received this training.
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7. At a minimum, all families should be linked to a medical provider to assure optimal health and development (e.g., timely
immunizations, well-child care, etc.) Depending on the family’s needs, they may also be linked to additional services such as financial,
food, and housing assistance programs, school readiness programs, child care, job training programs, family support centers, substance
abuse and/or mental health treatment and domestic violence resources

Standard

Required Policy and
Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

7-1.A
Policy Medical Providers
for Target Children

Linkage of target children to
medical/health care providers.

Submit Policy

7-1.B

Target Children with
health care provider
Practice

Submit a report detailing all of the target children and their current
medical/health care provider, and the percent of the target children who
are currently connected with a medical/health care provider.

Interview if needed:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* any additional information
needed

7-2.A

Policy for Timely
Receipt of
Immunizations

Home visitors routinely share
information designed to
promote and educate families
on the importance of
immunizations, how
immunizations are tracked and
follow-up procedures

Submit Policy

7-2.B
Measure Immunization
rates at 1yr and 2yr

Submit a copy of the program’s immunization schedule, a report
detailing all target children and whether or not they are up-to-date, and
the percentage of target children whose immunizations are up-to-date.

Interview if needed:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* any additional information
needed

7-3.A

Policy for provision of
information, referrals &
linkages to health care
resources

How home visitors will provide
information, referrals and
linkages to available health
care, health care resources and
community resources as well as
method for tracking and
follow-up of referrals.

Submit Policy

7-3.B
Health care referrals
Practice

Submit any relevant tracking documentation such as blank referral
tracking forms, home visit records, etc., where this information is
documented. Submit a description that clearly describes the provision of

Interview if needed:

* Home Visitor Supervisors
* Home Visitors

* Families

Review:

* Family Files

* Supervision Records

* Staff Surveys
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7-3.C
Community resource
referrals Practice

7-3.D
Referral follow-up
Practice

information, referrals, and linkages to available health care resources for
all participating family members as well as other community referrals.
Include follow-up mechanisms to determine whether parents receive the
services they were referred to.

7-4.A
Policy for addressing
challenging issues

How the site will address
challenging issues such as;
substance abuse, intimate
partner violence,
developmentally delayed
parents and mental health by
focusing on building protective
factors to strengthen families

Submit Policy

7-4.B
Challenging Issues
addressed Practice

Submit assessment tools used to assess substance abuse, intimate
partner violence, mental health etc., as well as linkage/referral form
used to track referrals and follow-up to referrals which clearly indicates
the family’s utilization or lack of utilization of those services.

Interview:

* Home Visitor Supervisors

* Home Visitors

* Families

Review:

* Family Files/Referral Tracking
* Supervision Records

7-5.A

Policy for
administration of a
standardized
depression screen/tool

How and when the tool is to be
used with families, ways to talk
with parents about depression,
community resource
information and activities
appropriate for home visitors
to do with families

Submit Policy

7-5.B Submit copy of the standardized depression screen/tool used with
Screening mothers for families and a report listing 1) all mothers enrolled in program services,
depression 2) date of birth of target child, 3) date of birth for subsequent children
Sentinel Standard and 4) the date(s) mothers received screening for depression, and 5)
outcome of the screen (+ or -).
Please Note: Sites may use the HFA Depression Screening Tracking Form.
7-5.C Please submit a list of all mothers enrolled in program services, with a

Referral and follow up
for mothers with
elevated screens

positive depression screen and if referred (with permission) for further
evaluation/treatment and follow up.

7-5.D
Training prior to
administering

Submit a list of all staff indicating the date they were trained on the
screening tool and the date they first administered it.

Interview:

* Home Visitor Supervisors

* Home Visitors

* Families

Review:

* Family Files/Referral Tracking
* Supervision Records

* Training Logs

* Depression
Resources/Materials
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8. Services are provided by staff with limited caseloads to assure that home visitors have an
adequate amount of time to spend with each family to meet their unique and varying needs and to
plan for future activities.

Standard 8 Intent: The overall intent of the standards in this section is to ensure site staff have
limited caseloads to allow them the necessary time with families to build trusting, nurturing
relationships.

8-1. Services are provided by staff with limited caseloads to ensure that home visitors have an adequate
amount of time to spend with each family to meet their needs and plan for future activities.

8-1.A The site’s policy and procedures regarding established caseload size is no more than fifteen (15)
families, at the most intensive level (offered weekly visits) per full time home visitor.

8-1.A RATING INDICATORS

3 - No 3 rating indicator for standard 8-1.A.

2 - The site’s policy and procedures states that caseload size is no more than fifteen
(15) families, at the most intensive service level (offered weekly visits) per full time
home visitor.

1 - The site does not have policy and procedures or the site’s policy states that caseload

size is more than fifteen (15) families, at the most intensive service level (offered
weekly visits) per full time home visitor.

© Tip: Circumstances may arise when staff exceed the caseload size of 15 at the most intensive
level such as when a family moves from a less intensive level of services to a more
intensive level of service or when a home visitor leaves and the caseload is dispersed
among existing home visitors, etc. This practice should be temporary (3 months or less)
and sites are encouraged to clearly document the reasons why the caseload has
exceeded the limit and the duration of this deviation.

© Tip: Sites should prorate caseload size based on the staff person’s Full Time Equivalency
(e.g., a .5 FTE should not have more then 7-8 families on the most intensive level, or a
.75 FTE should only have 11 families on the most intensive level).

8-1.B The site’s policy regarding maximum caseload size is no more than twenty-five (25) at any
combination of service levels per full-time home visitor and a maximum case weight of 30 points.

Intent: The maximum caseload size is no more than 25 active families who have received at least one
home visit to ensure that home visitors have sufficient time and resources to serve families most
effectively. Caseload sizes of 25 families and a case weight of 30 points is the maximum size.
Sites should set lower caseload expectations and serve less families when the caseload
includes a larger composition of families that score 40 or above on the Parent Survey/Family
Stress Checklist. Other reasons for caseload reduction include items listed in the 2 rating for
standard 8-2.A. Guidance regarding assigning case weight based on level of service (frequency
of home visits) can be referenced in standard 4-2.A.
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8-1.B RATING INDICATORS

3 - The site’s policy and procedures regarding maximum caseload size is no more than
twenty (20) families at any combination of service levels per full time home visitor and
a maximum case weight of 24 points.

2 - The site’s policy and procedures regarding maximum caseload size is no more than
twenty-five (25) families at any combination of service levels per full time home visitor
and a maximum case weight of 30 points.

1 - The site does not have policy and procedures or the site’s policy regarding maximum
caseload size exceeds twenty-five (25) families at any combination of service levels
per full time home visitor and a maximum case weight of 30 points.

© Tip: Circumstances may arise when staff exceed caseload size (e.g., a home visitor leaves

and the caseload is dispersed among existing home visitors, etc.). This practice should
be temporary (3 months or less) and sites are encouraged to clearly document the
reasons why the caseload has exceeded the limit and the duration of this deviation.

© Tip: Sites should prorate this number based on the staff person’s Full Time Equivalency (e.g.,

a .5 FTE should not have more then 11-12 families at any combination of service levels or
case weight of 15, or a .75 FTE not have more than 19 families at any combination of
service levels, or case weight of 23).

8-1.C Home visitors are within the caseload ranges, as stated in standard 8-1.A and 8-1.B. Caseload
Management worksheet

8-1.C RATING INDICATORS
3 - No home visitor exceeds the caseload sizes, as stated in standards 8-1.A and 8-1B.

2 - Instances were found when home visitors exceeded the caseload sizes as stated in
8-1.A and 8-1.B, however any deviation was temporary (3 months or less).

1 - Home visitors exceed the caseload sizes as stated in 8-1.A. and 8-1.B for periods
longer than 90 days.

8-2. The site’s caseload system ensures that home visitors have an adequate amount of time to spend with
each family.

8-2.A The site has policy and procedures for managing its caseloads.
8-2.A RATING INDICATORS

3 - No 3 rating indicator for standard 8-2.A.

2 - The site’s policy and procedures include all of the following criteria:
- experience and skill level of the home visitor assigned,
- nature and difficulty of the problems encountered with families,
- work and time required to serve each family,
- number of families per service provider which involve more intensive intervention,
- travel and other non-direct service time required to fulfill the service providers’
responsibilities,
- extent of other resources available in the community to meet family needs, and
- other assigned duties.

1 - The site does not have policy and procedures or the policy and procedures do not
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include all the criteria listed above in the 2 rating indicator.
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8-2.B The site uses the criteria as identified above in 8-2.A. to manage its caseload sizes.
8-2.B RATING INDICATORS

3 - The site manages its caseload sizes utilizing criteria identified in 8-2.A and outlined in
the policy and procedures.

2 - Past instances were found when the caseload sizes were not managed according to
the criteria identified in 8-2.A; however, recent practice now indicates this is
occurring.

1 - The site does not manage its caseloads utilizing criteria identified in 8-2.A.
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8. Services should be provided by staff with limited caseloads to assure that home visitors have and adequate amount of time to
spend with each family to meet their unique and varying needs and to plan for future activities

Required Policy and

Standard Additional Pre-Site Evidence in Self Study Site Visit Activities
Procedures

8-1.A Caseload size for families on the Submit Policy Interview:
Policy for most intensive service level * Home Visitor Supervisors
Caseload size (offered weekly visits) is no more * Home Visitors

than 15 families per full time home * Families

visitor Review:
8-1.B Maximum caseload size for Submit Policy * Caseload documentation
Policy for families at any combination of * Family Files
Maximum service levels is no more than 25 * Supervision Records
Caseload families or 30 points per full time

home visitor
8-1.C Please submit a report indicating the active caseload for all current
Caseload sizes home visitors over the past 12 months. Include each home visitor’s
monitored caseload for the most recent quarter, the home visitor’s full time

equivalency, the number of families assigned to him or her, and
the level/intensity of service each family is receiving.

8-2.A How caseloads are managed Submit Policy
Policy for including all criteria listed in the
Managing standard
Caseloads
8-2.B No additional pre-site evidence required
Caseload
Management
Practice

& QUALITY ASSURANCE AND ACCREDITATION

- 106 -




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

9. Service providers are selected because of their personal characteristics, their willingness to
work in or their experience working with culturally diverse communities, and their skills to do the
job.

Standard 9 Intent: The intent of the standards in this section is to ensure staff are selected because
they possess characteristics necessary to build trusting, nurturing relationships and work with
families with different cultural values and beliefs than their own.

Please Note: Program Managers and Supervisors hired prior to July 1, 2014 will need to demonstrate
at least a Bachelor’s degree. Criteria underlined below will be applied to staff hired July 1, 2014 or
after. Also, please note that a staff development plan can be developed and implemented to support
any experiential gaps at the time of hire, however it cannot compensate for education. The minimum
education requirement must be met. Experiential criteria includes all items bulleted in 9-1.A-C that
are not educational requirements.

9-1. Service providers and site management staff are selected because of a combination of personal
characteristics, experiential, and educational qualifications.

9-1.A Screening and selection of program managers includes consideration of characteristics
including, but not limited to:
e A solid understanding of and experience in managing staff;
o Administrative experience in human service or related field including experience in quality
assurance/improvement and site development;
e Master’s degree in public health or human services administration or fields related to working
with children and families, or Bachelor's degree with 3 years of relevant experience.

9-1.A RATING INDICATORS

3 - The site’s system for screening and selection of program managers ensures that it
considers all of the personal characteristics of job candidates as listed above, and site
managers meet all of the criteria.

2 - The site’s system for screening and selection of program managers ensures that it
considers all of the personal characteristics of job candidates as listed above;
however, instances found when site managers did not meet the experiential criteria,
however a staff development plan for managers is in place and has been acted
upon.

1 - One of the following: 1) the site does not screen for the characteristics listed above;
2) the system is not followed when hiring; 3) the site does not have a screening or
selection system for hiring program managers; 4) program managers do not meet the
criteria stated in the standard and there is no development plan to compensate for
experiential gaps; or 5) the development plan has not been acted upon.

9-1.B Screening and selection of supervisors includes all of the following, but is not limited to:
e Master's degree in human services or fields related to working with children and families, or
Bachelor’'s degree with 3 years of relevant experience.
e A solid understanding of and/or experience in supervising and motivating staff, as well as
providing support to staff in stressful work environments
o Knowledge of infant and child development and parent-child attachment
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o Experience with family services that embrace the concepts of family-centered and strength-
based service provision

¢ Knowledge of maternal-infant health and dynamics of child abuse and neglect

e Experience in providing services to culturally diverse communities/families
Experience in home visiting with a strong background in prevention services to the 0-3 age
population

¢ Infant mental health endorsement level Il or IV preferred (if available in the state)

e Experience with reflective practice preferred (see standard 12-2.B for more detail)

9-1.B RATING INDICATORS

3 - The site’s system for screening and selection of supervisors ensures that it considers
all of personal characteristics of job candidates as listed above, and supervisors meet
all the criteria.

2 - The site’s system for screening and selection of supervisors ensures that it considers
all of personal characteristics of job candidates as listed above; however instances
were found when supervisors did not meet all of the experiential criteria, however a
staff development plan for supervisors is in place and has been acted upon.

1 - One of the following: 1) The site does not screen for the characteristics listed above;
2) the system is not followed when hiring; 3) the site does not have a screening or
selection system for hiring supervisors; 4) supervisors do not meet the criteria stated
in the standard and there is no staff development plan in place to compensate for
experiential gaps, or 5) the staff development plan has not been acted upon.

9-1.C Screening and selection of direct service staff, volunteers, and interns (performing the same
function) include consideration of personal characteristics, including but not limited to:
e Minimum of a high school diploma or equivalent

Experience in working with or providing services to children and families

An ability to establish trusting relationships

Acceptance of individual differences

Experience and willingness to work with the culturally diverse populations that are present

among the site’s target population

Knowledge of infant and child development

e Open to reflective practice (i.e. has capacity for introspection, communicates awareness of

self in relation to others, recognizes value of supervision, etc.)
¢ Infant mental health endorsement level | or Il preferred
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9-1.C RATING INDICATORS

3 - The site’s system for screening and selection of direct service staff (and volunteers
and interns performing the same direct service function), ensures that it considers all
of the personal characteristics of job candidates as listed above and direct service
meet all the criteria:

2 - The site’s system for screening and selection of direct service staff (and volunteers
and interns performing the same direct service function), ensures that it considers all
of the personal characteristics of job candidates as listed above; however instances
were found when direct service staff did not meet all of the experiential criteria,
however a staff development plan for direct service staff is in place and has been
acted upon.

1 - One of the following: 1) The site does not screen for the characteristics listed above;
2) the system is not followed when hiring; 3) the site does not have a screening or
selection system for hiring direct service staff; 4) direct service staff and/or volunteers
and interns, performing the same function, do not meet the criteria stated in the
standard and there is no staff development plan in place to compensate for
experiential gaps, or 5) the staff development plan has not been acted upon.

© Tip: Please see the glossary on page 14 and this link to interview questions when considering
an applicant’s Reflective Capacity.

9-2. The site actively recruits, employs, and promotes qualified personnel and administers its personnel
practices without discrimination based upon age, sex, race, ethnicity, nationality, handicap, sexual
orientation, or religion of the individual under consideration.

9-2. RATING INDICATORS

3 - The site:
- is in compliance with the Equal Opportunity Act in the United States, and
communicates its equal opportunity practices in recruitment, employment, transfer
and promotion of employees,
- informs staff of the equal opportunity practices
- uses recruitment materials that specify the non-discriminatory nature of the
site’s employment practices
- has no administrative findings or court rulings against the site in this respect,
and
-no known violations of equal employment opportunity.

2 - Status is under review and pending final determination; no major difficulties have
been identified in the process of a review conducted by a regulatory authority; EEO
practices do not include all areas of personnel administration and there are no known
violations of equal employment opportunity; the site uses limited means of
communicating information on its non-discriminatory hiring practices.

1 - The site is not in compliance with the applicable law and has not begun corrective
action; the site has violated its equal opportunity policy; or the site does not
disseminate information internally or externally on its position on equal opportunity.
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9-3.  The site’s recruitment and selection practices assure that its human resource needs are met.

9-3.A The site’s recruitment and selection practices are in compliance with applicable law or regulation
and include:
¢ Internal job postings of available positions before or concurrent with external recruitment,
o utilization of standard interview questions that comply with employment and labor laws and
address knowledge and skills needed for the job, and
o verification of 2-3 references and/or letters of recommendation and credentials. If hired from
within the organization, performance appraisals may suffice.

9-3.A RATING INDICATORS

3 - The site’s recruitment and selection practices contain all three practices identified in
the standard for both staff and volunteers.

2 - Past instances were found where the site’s recruitment and selection practices did not
contain all three practices identified in the standard for both staff and volunteers;
however, recent practice (through new hires) indicates this is how occurring.

1 - The site’s recruitment and selection practices consistently do not include all three
practices identified in the standard for both staff and volunteers.

© Tip: Contact HFA for sample interview questions if needed.

9-3.B The agency conducts appropriate, legally permissible, and mandated inquiries (as allowed within
the state or province) of state or provincial criminal history records on all prospective employees
and volunteers who will have direct contact with children and/or access to data involving children,
i.e., assessment staff, home visitors, supervisors and program managers.

Intent: Sites must ensure the safety of the families and children it serves by conducting criminal
background checks on all prospective employees who will come in contact with them, i.e.,
assessment staff, home visitors, supervisors and program managers. Even in cases when the
State does not mandate criminal background checks for HFA staff, sites are expected to check
legally permissible criminal history records. At a minimum, sites are to conduct legally
permissible background checks (at any point during employment) in order to be in adherence to
the standard. While inquiries made to civil child abuse and neglect registries are highly
recommended, they are not always legally permissible or readily available to sites.

Criminal history records should not be used to deny employment of qualified individuals unless
the nature of the conviction is related to the specific job duties. Legal counsel should be
consulted with regard to appropriate use of background checks.

The site is not required to conduct background checks for licensed staff if the site has verified that
background checks are part of the licensing process, and that staff reporting to be licensed have
a valid and current license.
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9-3.B RATING INDICATORS

3 - All currently employed site staff have had legally permissible background checks
completed at the time of employment including criminal background. State child
abuse and neglect registries may have been checked in addition. The site is
knowledgeable about what is legally permissible and usable in screening applicants.
It carefully follows all mandates.

2 - All currently employed staff have had criminal background checks completed at any
point during employment and evidence indicates that any new hires have had legally
permissible background checks completed at time of employment. The site conducts
criminal background checks only.

1 - The site has conducted legally permissible background checks on some but not all
currently employed staff; or does not conduct mandated background checks.

Note: This is a Safety Standard

© Tip: Sites are encouraged to re-screen employees at various time intervals and conduct
background checks not only at the time of hire but also during the course of an
employment.

9-4. The site monitors personnel satisfaction and retention at least every two years and addresses
how it may increase staff retention.

Intent: A stable, qualified workforce is known to contribute to improved participant outcomes, with families more
likely to be retained in services when staff are retained. Therefore, site management monitors factors
associated with staff turnover. By understanding the circumstances and characteristics of staff that leave,
in comparison to those that stay, strategies to increase retention can be developed (based on the data)
and implemented with a greater likelihood of success. The site considers factors that have been
associated with staff satisfaction and retention, including: job category, staff demographics, role clarity,
acknowledgement of work performed, satisfaction with salary and benefits, reasonable workload,
autonomy, opportunities for advancement and career development. Please Note: While the site will want
to capture the reasons contributing to all staff turnover, strategies for improvement do not need to be
developed when reasons pertain to personal growth opportunities that could not have been fulfilled on
the job, i.e. returning to school, job promotion, etc.

9-4. RATING INDICATORS

3 - The site monitors staff retention and satisfaction at least every two years, and has developed
and implemented strategies to address any issues, or there has been no staff turnover in two
years, in which case staff satisfaction is monitored, however turnover and strategies to
address turnover do not need to be included.

2 - The site monitors staff retention and satisfaction at least every two years, and has developed
strategies to address any issues.

1 - Any of the following: The site has not monitored staff retention and/or satisfaction at least
every two years; or has not developed strategies to address issues.
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9. Service providers should be selected because of their personal characteristics (e.g., non-judgmental, compassionate, ability to establish a
trusting relationship, etc.), their willingness to work in or their experience working with culturally diverse communities, and their skills to do the

job

Standard

Required
Policy and
Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

9-1.A
Screening & selection of
Program Managers

9-1.B
Screening & selection of
Supervisors

9-1.C
Screening & selection of
direct service staff

Please submit a description of the program’s screening and selection procedures for
program managers, supervisors, direct service staff (including volunteers if used), and
any relevant materials used during the screening/selection procedure, such as
interview guidelines, job descriptions, qualifications required at hire, etc.

Also, please submit resumes all for current staff.

Interview:

* Program Manager

* Human Resources, if applicable
* Other staff as needed

Review:

* Personnel Files

* Staff Development Plans if
needed

* Staff Surveys

9-2 - Please provide a narrative description of the organization’s current status with regard | Interview:
Equal Opportunity to EOE, whether under current review, in remediation, or with a history of previous | * Program Manager
Employment findings. Please also provide copy of any HR protocols or other descriptive | * Human Resources, if applicable
documentation specific to how the organization applies EEO laws. Review:
* Copies of dissemination
materials which indicate EOE
* Staff Surveys
9-3.A - Please submit a narrative describing the program’s current process with regards to Interview:

Job Postings, Interviews &
references

notification of available positions, utilization of standard interview questions and
confirmation of reference checks.

* Program Manager

* Human Resources, if applicable
Review:

* Personnel Files

9.3.B
Legally permissible
background checks

Personnel files will be reviewed onsite. If peers will not have access to criminal
background checks in the files, a letter authorized by the head of HR can be provided
verifying current status. If providing a letter, it must include all current staff, date of

Interview:
* Program Manager
* Human Resources, if applicable

Safety Standard hire, and the date the criminal background check was performed and results received. | Review:
If utilized, also include the date of report was received from the state child abuse * Personnel Files
registry.

9-4 - Please submit a narrative describing how the program monitors and addresses staff Interview:

Staff Retention and
Satisfaction

retention and satisfaction. Be sure to include corresponding data report and strategies
developed to address any issues, as needed.

* Program Manager

* Supervisors

* Direct Service Staff
Review:

* Staff & Advisory Surveys
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10. Service providers receive intensive training specific to their role to understand the essential
components of family assessment, home visiting and supervision.

Standard 10 Intent: The overall intent of the standards in this section is to ensure staff receive training
specific to their role. HFA Core training is required for all home visitors, assessment workers, supervisors,
and program managers within six months of hire. This training must be provided by a nationally certified
HFA Core trainer. In addition, there are six orientation training topics required to be received by all staff
prior to work with families.

10-1. Staff (assessment workers, home visitors, supervisors and program managers), receive orientation
training (separate from intensive role specific training) prior to direct work with families to familiarize them
with the functions of the site. Program managers hired July 1, 2014 or later will receive orientation
training within 3 months of hire. Program managers hired prior to July 1, 2014 are grandfathered and not
required to document receipt of orientation topics.

Intent: When staff are hired, they often are sent into the home to work with families prior to receiving role
specific HFA Core training and the 6 month and 12 month wraparound trainings. Therefore, it is
essential that staff have been oriented to topics that will directly impact their immediate work with
families or direct service staff (for supervisors). Typically, these orientation trainings are designed
and provided by the site and will reflect the resources, laws and requirements specific to the host
organization, local community and/or state. Site administrators ensure that these orientation
topics are comprehensive and support the staff to succeed in their roles during this early part of
employment. All of these training topics must be covered prior to direct contact with participants
and prior to direct supervision of staff. Please note: In the event that staff did not receive these
trainings within the required timeframes, for accreditation purposes it is the expectation that all
staff will receive the training regardless of the timeframe. Please Note: When a site is newly
established, the program manager and/or supervisor may be involved in the writing of policy and
procedure, and the development of orientation protocols for staff. These activities, with
documented dates relative to each orientation topic can be referenced as completion of
orientation for program managers and/or supervisors.

10-1.A Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
their roles as they relate to the site’s goals, services, curriculum materials, policy and operating
procedures, data collection forms and processes, and philosophy of home visiting/family support
prior to direct work with families or supervision of staff.
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10-1.A RATING INDICATORS

3 - All staff are oriented to their roles as they relate to the site’s goals, services, policy
and operating procedures, data collection forms and processes, and philosophy of
home visiting/family support prior to direct work with families or supervision of
staff.

2 - Past instances were found when staff were not oriented to their roles as they
relate to the site’s goals, services, curriculum materials, policy and operating
procedures, data collection forms and processes, and philosophy of home
visiting/family support prior to direct work with families or supervision with staff;
however, recent practice indicates this is now occurring and all staff have
received the orientation training regardless of the timeframe.

1 - Staff are not oriented to their roles as they relate to the site’s goals, services,
curriculum materials, policy and operating procedures, date collection forms and
processes, and philosophy of home visiting/family support prior to direct work with
families or providing supervision to staff.

© Tip: An important element of these standards is that the training be received prior to the staff
person conducting their job duties independently. If the orientation training includes
shadowing, this can be done as a component, and prior to completion of the orientation
training.

© Tip: Sites should develop a protocol for documenting the date for each staff person for 1%
home visit, assessment or supervision as part of the evidence required for this standard

© Tip: If the site has made a recent change of practice, precedence should be given to most
recently hired staff. Date of change should be included in site narrative.

10-1.B Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
the site’s relationship with other community resources prior to direct work with families.

10-1.B RATING INDICATORS

3 - All staff are oriented to the site’s relationship with other community resources
(e.g., organizations in the community with which the site has working
relationships) prior to direct work with families or supervision of staff.

2 - Past instances were found when staff were not oriented to the site’s relationship
with other community resources prior to direct work with families or supervision of
staff; however, recent practice indicates this is nhow occurring and all staff have
received the orientation training regardless of the timeframe.

1 - Staff are not oriented to the site’s relationship with other community resources
prior to direct work with families or supervision of staff.

10-1.C Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
child abuse and neglect indicators and reporting requirements prior to direct work with families.
Please note: To be accredited, sites must be sure that all staff have been oriented to child
abuse and neglect indicators.
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10-1.C RATING INDICATORS

3 - All staff are oriented to child abuse and neglect indicators and reporting
requirements prior to direct work with families or supervision of staff.

2 - Past instances were found when staff were not oriented to child abuse and
neglect indicators and reporting requirements prior to direct work with families or
supervision of staff; however, recent practice indicates this is now occurring and
all staff have received the orientation training regardless of the timeframe.

1 - Staff are not oriented to child abuse and neglect indicators and reporting
requirements prior to direct work with families or supervision of staff.

Note: This is a Safety Standard

10-1.D Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
issues of confidentiality prior to direct work with families.

10-1.D RATING INDICATORS

3 - All staff are oriented to issues of confidentiality prior to direct work with families or
supervision of staff.

2 - Past instances were found when staff were not oriented to confidentiality prior to
direct work with families or supervision of staff; however, recent practice
indicates this is now occurring and all staff have received the orientation training
regardless of the timeframe.

1 - Staff are not oriented to issues of confidentiality prior to direct work with families
or supervision of staff.

10-1.E Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
issues related to boundaries prior to direct work with families.

10-1.E RATING INDICATORS

3 - All staff are oriented to issues related to boundaries prior to direct work with
families or supervision of staff.

2 - Past instances were found when staff were not oriented to issues related to
boundaries prior to direct work with families or supervision of staff; however,
recent practice indicates this is now occurring and all staff have received the
orientation training regardless of the timeframe.

1 - Staff are not oriented to issues related to boundaries prior to direct work with
families or supervision of staff.

- 117
- ;‘()\UALITY ASSURANCE AND ACCREDITATION




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

10-1.F Staff (assessment workers, home visitors, supervisors and program managers) are oriented to
issues related to staff safety prior to direct work with families.

10-1.F RATING INDICATORS

3 - All staff are oriented to issues related to staff safety prior to direct work with
families or supervision of staff.

2 - Past instances were found when staff were not oriented to issues related to staff
safety prior to direct work with families or supervision of staff; however, recent
practice indicates this is now occurring and all staff have received the orientation
training regardless of the timeframe.

1 - Staff are not oriented to issues related to staff safety prior to direct work with
families or supervision of staff.

10-2 Supervisors, assessment workers and home visitors who begin direct service or supervisory work prior to
receipt of role-specific HFA Core training, must receive “stop-gap” training. Stop-gap training does not
need to be conducted by a certified trainer; however it must be conducted by someone who has been
intensively trained in the role they are providing stop-gap training for. Stop-gap training does not replace
the requirement to attend HFA Core training.

Intent: When staff begin performing in their role prior to the receipt of HFA Core training, the site must
have policy for the provision of stop-gap training. Stop-gap training is defined as customized role-
specific training (often conducted in-house or with a neighboring site) on an as-needed basis to
meet an individual’s urgent need for skills necessary to perform work, prior to the receipt of HFA
Core training. Stop-gap training does not need to be conducted by a certified trainer; however it
must be conducted by someone who has been intensively trained in the role. Stop-gap training
does not replace the requirement to attend HFA Core training.

For established sites, all new staff will complete stop-gap training in order to begin their work with
families when waiting to attend HFA Core training, unless the site’s policy requires that HFA Core
Training is received prior to direct service. Stop gap training may be conducted by the site
supervisor or program manager and includes:

° Theoretical background of the role (general background on the importance of the role and
principles, or reasons why, the role is critical to the model)

Shadowing of other staff in a similar role

Training on forms and form used by individuals in that role

Hands-on practice (with observation and feedback)

Inter-rater reliability related to documentation (home visitor, assessment worker, and/or
supervisor)

° Use of a strengths-based approach when working with others

Please Note: For brand new sites where there is currently no one on staff who has received HFA
Core Training or there is not a neighboring site with which to connect with, the HFA National
Office can provide support that allows families to begin receiving services. Please contact your
HFA Regional Training Director for more details.

10-2.A The site has policy and procedures for providing stop-gap training to staff (assessment workers,
home visitors and supervisors) when they will begin their work prior to the receipt of HFA Core
training to ensure that the worker has adequate understanding and knowledge of their role. The
training must include the bulleted elements described in the intent.
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10-2.A. RATING INDICATORS
3 - No 3 rating indicator for standard 10-2.A.

2 - The site has policy and procedures for providing stop-gap training to assessment
workers, home visitors and supervisors who will begin their work prior to the receipt of
HFA Core training. Stop-gap training includes all bulleted elements described in the
intent.

1 - Any of the following: the site does not have policy and procedures for training
assessment workers, home visitors and supervisors who will begin their work prior to
the receipt of HFA Core training; the policy and procedures does not specify the
training include all bulleted elements described in the intent.

NA - The site’s policy is that all staff will receive HFA Core Training prior to providing direct
service or supervision.

10-2.B Assessment workers and home visitors who administer the Parent Survey/Family Stress Checklist
(or other HFA approved assessment tool) prior to completion of HFA Core Training, and their
supervisor, have received stop-gap training to ensure that the worker has adequate
understanding and knowledge of how to use the tool appropriately.

10-2.B RATING INDICATORS

3 - Staff receive assessment stop-gap training prior to administering the tool that includes
all required elements

2 - Past instances may have occurred when stop-gap training was not received prior to
administering the tool and/or that some of the required elements were not included;
however, recent practice indicates that the program is now ensuring all staff receive
this training prior to administering the tool that training includes all elements.

1 - Any of the following: program staff do not receive stop-gap training prior to
administering the tool; or the training does not include all required elements.

NA - Staff completed HFA Assessment Core Training prior to administering the
assessment tool.

© Tip: Be sure to include stop-gap training in the training plan and mechanism for tracking as
required by 11-1.

10-2.C Home visitors who begin conducting home visits prior to completion of HFA Core Training, and
their supervisor, have received stop-gap training to ensure that the worker has adequate
understanding and knowledge of his/her role .
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10-2.C RATING INDICATORS

3 - Staff receive home visitor stop-gap training prior to conducting home visits that
includes all required elements.

2 - Past instances may have occurred when stop-gap training was not received prior to
conducting home visits and/or that some of the required elements were not included;
however, recent practice indicates that the program is now ensuring all staff receive
training prior to conducting home visits that includes all required elements.

1 - Any of the following: program staff do not receive stop-gap training prior to
conducting home visits; or the training does not include the required elements.

NA - Staff have completed HFA Home Visitor Core Training prior to beginning home
visiting work.

© Tip: Be sure to include stop-gap training in the training plan and mechanism for tracking as
required by 11-1.

10-2.D Supervisors who begin providing supervision prior to completion of HFA Core Training have
received stop-gap training to ensure that the supervisor has adequate understanding and
knowledge of his/her role.

10-2.D RATING INDICATORS

3 - Staff receive supervisor stop-gap training prior to conducting supervisor sessions that
includes all required elements

2 - Past instances may have occurred when training was not received prior to conducting
supervision sessions and/or some of the required elements were not included;
however, recent practice indicates that the program is now ensuring supervisors
receive training prior to conducting supervision sessions that includes all of the
required elements.

1 - Any of the following: supervisors do not receive training prior to conducting
supervision sessions; or the training does not include all of the required elements.

NA - All supervisors have completed HFA Supervisor Core Training prior to beginning their
role.

© Tip: Be sure to include stop-gap training in the training plan and mechanism for tracking as
required by 11-1.

10-3. Staff (program managers, assessment workers, home visitors and supervisors) receive HFA Core
training within six months of date of hire specific to their role within the home visiting site to help them
understand the essential components of their role within the site.

Intent: Intensive training develops the knowledge and skills necessary to achieve site goals. It prepares
staff to assess family needs, assist with parent-child interaction, strengthen family functioning,
provide appropriate information, connect families with appropriate resources, and meet the
expected standards of service delivery. Furthermore, intensive training allows staff to link theory
to practice by developing and implementing practical approaches to real-life situations and to
share information and experiences, and to learn from one another.
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Please Note: Program Managers hired prior to July 1, 2014 will be “grandfathered” and not need
to demonstrate evidence of receipt of HFA Core training. However, all Program Managers hired
prior to July 1, 2014 are strongly encouraged to attend HFA Core training if they have not already.

Please Note: Supervisors hired after July 1, 2014 are required to attend both home visitor and
assessment staff training to further ground them in the model, and to ensure they are able to
effectively support staff to implement assessment and home visiting skills learned in training.
Supervisors hired prior to July 1, 2014 must, at minimum, attend HFA Core Training for all roles
they directly supervise.

Program managers hired after July 1, 2014 must attend all HFA Core trainings.

Please note: In the event that staff did not receive HFA Core training within the required
timeframes, for accreditation purposes it is the expectation that all staff will receive the training
regardless of the timeframe.

When staff either move from one role to another (i.e., home visitor becomes assessment staff), or
at some point are cross-trained (i.e., start as assessment staff and later serve as assessment
and home visit staff), it is the expectation that additional core training to the new or added role will
occur within 6 months from date of position change.

10-3.A All staff conducting assessments and all supervisors and program managers receive intensive
HFA Core Assessment training, by a certified trainer who has been trained to train others,
within six months of date of hire to understand the essential components of his/her role as an

assessment worker.
10-3.A RATING INDICATORS
3 - All staff conducting assessments, and all supervisors and program managers

receive intensive role specific assessment training, by a certified trainer, on the
essential components of family assessment within six months of the date of hire
or position change.

2 - Past instances were found when staff and/or supervisors and program managers
did not receive intensive role specific assessment training, by a certified trainer,
within six months after hire or position change; however, recent practice
indicates this is now occurring and all assessment staff have received role
specific training regardless of the timeframe.

1 - Any of the following: staff conducting assessments and/or supervisors and
program managers, do not receive intensive role specific training within specified
time frame; or training was not conducted by a certified trainer.

Note: This is a Sentinel Standard

© Tip: Post-training inter-rater reliability activities (as discussed during core training) are very
important to knowledge and skill acquisition, and supervisors are strongly encouraged to
have staff complete these.

10-3.B Home visitors and their supervisor and program manager have received intensive HFA Core
Integrated Strategies for Home Visitor training, by a certified trainer who has been trained to
train others, within six months of date of hire to understand the essential components of the home
visitor role. Please Note: Supervisors who supervise a larger centralized intake system that is
responsible for completing the Parent Survey, or part of a larger site supervising a separate
assessment “unit” and therefore without significant involvement in the home visiting component of
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services are exempt from the requirement that all supervisors receive both tracks of HFA Core
training. Supervisors with these larger assessment units are required to complete Parent Survey
and recommended but not required to complete Integrated Strategies).

10-3.B RATING INDICATORS

3 - All home visitors and their supervisor and program manager receive intensive role
specific home visitor training, by a certified trainer, on the essential components of
home visiting within six months of the date of hire or position change.

2 - Past instances were found when staff and/or supervisors and program managers
did not receive intensive role specific home visitor training, by a certified trainer,
within six months after hire or position change; however, recent practice
indicates this is now occurring, and all staff have received role specific training
regardless of the timeframe.

1 - Any of the following: home visitors and/or their supervisor and program manager
do not receive such training within specified time frame; or the training was not
conducted by a certified trainer.

Note: This is a Sentinel Standard

© Tip: When staff have been cross-trained, but have not performed the duties of this additional
role within one year of original training, it is recommended that they receive
comprehensive refresher training or retraining within 6 months of assuming these duties,
should that occur. This refresher training can be conducted by a program manager or
supervisor (that have completed the training) or certified trainer.

© Tip: Post-training certification activities (as discussed during core training) are very important
to knowledge and skill acquisition, and supervisors are strongly encouraged to have staff
complete these for additional certification.

10-3.C Supervisors and program managers have received intensive HFA Core Supervisory training, by
a certified trainer who has been trained to train others, within six months of date of hire to
understand the essential components of his/her role as a supervisor, as well as the role of family
assessment staff and home visitors.

10-3.C RATING INDICATORS

3 - All supervisors and program managers receive intensive role specific supervisory
training, by a certified trainer, on the essential components of supervision, within
six months of the date of hire or position change.

2 - Past instances were found when supervisors and program managers did not
receive intensive role specific supervisory training, by a certified trainer, within six
months after hire or position change; however, recent practice indicates this is
now occurring and all supervisors and program managers have now received role
specific training regardless of the timeframe.

1 - Any of the following: supervisors and /program managers do not receive training
specific to their role within the specified time frame; training was not conducted by
a certified trainer.

Note: This is a Sentinel Standard
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10. Service providers receive intensive training specific to their role to understand the essential components of family assessment, and
home visiting and supervision

Standard I G eI Additional Pre-Site Evidence in Self Study Site Visit Activities
Procedures

10-1.A-F Please submit documentation indicating the date each staff person (program Interviews:
Orientation manager, home visitors, assessment workers, supervisors) completed each of * As needed
Training the orientation topics (10-1.A-F) that includes the date of hire and the date staff | Review:
10-1.C - Safety person began providing direct service. * Training documentation
Standard as needed
10-2.A Providing stop-gap training to Submit Policy * Staff Surveys
Policy for Stop-Gap | staff (assessment, home visitors
Training and supervisors) when they will

begin their work prior to receipt

of HFA Core Training in

accordance with the standard
10-2.B-D Submit documentation indicating the date each staff person completed Stop-
Stop-Gap provided Gap training (if used) including the date of hire and the date each training topic
when needed completed, as well as the date of hire for each staff (program managers, home

visitors, assessment workers, supervisors).

10-3.A Submit documentation indicating the date each staff person completed Core
HFA Core training (program managers, home visitors, assessment workers, supervisors)
Assessment that includes the date of hire or submit training certificates that indicate the
Training date training was completed, as well as the date of hire for each staff.
Sentinel Standard
10-3.B
HFA Core Home
Visitor Training
Sentinel Standard
10-3.C
HFA Core
Supervisor Training
Sentinel Standard
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11. Service providers have a framework, based on education or experience, for handling the variety
of experiences they may encounter when working with at-risk families. All service providers receive
basic training in areas such as cultural competency, reporting child abuse, determining the safety of
the home, managing crisis situations, responding to mental health, substance abuse, and/or
domestic violence issues, drug-exposed infants, and services in their community.

Standard 11 Intent: The overall intent of the standards in this section is to ensure staff receive the training
support and have the skill set necessary to fulfill their job functions and achieve the site’s goals with
families. Training is geared to the unique aspects of services and is culturally sensitive, taking into
account each staff member’s skills and needs. Training can be received through a variety of methods
including, but not limited to the following: lecture or interactive presentations by individuals with particular
expertise in an area, workshops, college coursework, multi-disciplinary clinical consultations, training
presentations by staff members, and self-study with supervisory follow-up.

11-1. The site has a comprehensive training plan/policy that assures access and ongoing tracking and
monitoring of required trainings in a timely manner for all staff (home visitors, assessment workers,
supervisors and program managers) that includes:

orientation (10-1.A-F)

stop-gap training (10-2.A-D)

intensive role specific (HFA Core) training (10-3.A-C)

additional training within 3-months of hire (11-2.A-C)

additional training within 6-months of hire (11-3.A-D)

additional training within 12-months of hire (11-4.A-E)

on-going training topics (11-5.A-D)

cultural sensitivity (5-3)

developmental screens (6-6.C)

depression screens (7-5.D)

any other evaluation tools or screening/assessment instruments used by the site

Please note: All interns and volunteers who perform the same duties as assessment workers, home visitors and
supervisors receive the same type of training as paid staff.

Standard 11-1 Intent: The training plan/policy addresses all topics and subtopics included in standard 10, as
well as training required related to the administration of other site tools that are used with families (e.g.,
screening/assessment tools, developmental screen, etc.) and annual cultural sensitivity required for standard 5-
3. The plan guides the site toward achieving the training in a timely manner (by the specified timeframes) and
clearly identifies how the training is provided and by whom (i.e., site manager/supervisor, community agency,
HFA online training modules, video, reading materials, etc.), topics covered by each session, and the sites
processes for supervisory follow-up, etc. Additionally, the site addresses how they ensure that the training
provided is of high quality. Training logs include supervisory verification that the training was received. Each of
the sub-topics in 11-2, 11-3, 11-4, and 11-5 needs to be designated and clearly identified. HFA Required

Training Log
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11-1. RATING INDICATORS

3 - The site has a comprehensive training plan/policy, as well as a tracking and monitoring
system that ensures timely access of training for all staff and monitoring is occurring.

2 - The site recently developed a comprehensive training plan/policy and tracking system and
recently began implementation of its tracking and monitoring system to ensure timely
access to training.

1 - Any of the following: there is no training plan/policy; the training plan/policy is not
comprehensive; the plan in place and/or tracking and monitoring is not occurring, or
monitoring system is not sufficient to ensure timely access to training.

© Tip: The tracking form should include date of hire, date of 1* direct service contact provided (home
visit, assessment, supervision etc.).

© Tip: Sites should be sure to track training even when training was received outside of the required
timeframe.

© Tip: It is important for sites to demonstrate how they have implemented new procedures or practices
that ensure newly hired staff receive training in a timely manner.

11-2. Staff (assessment workers, home visitors, supervisors and program managers) receive training on a
variety of topics necessary for effectively working with families and children within three months of hire.

Intent 11-2, 11-3, and 11-4:

Quality is determined by training that is specific and relevant to the field of home visiting and can translate to the
work of HFA staff. It is intended for staff to receive training in all of the topics outlined within the rating indicators.
It is a site’s responsibility to establish competency of staff, and determine their need for additional training
beyond the required topics outlined in these standards. The intent of training is to provide staff with the
knowledge and gain the necessary skills necessary to assess issues and concerns with families and to facilitate
the development of healthy families.

Several formats are acceptable to accomplish training in each of the specified areas below and can include:
attendance at trainings/workshops/in-services, on-line training, formal education, certification, licensure, and
competency-based testing (a tool, often paper and pencil or measured through observation of skills and abilities,
which tests an individual’s knowledge level on a given topic). Professional experience and previous formal
education can qualify as training when coupled with competency based testing and/or supervisory follow-up to
assure successful knowledge acquisition and understanding of concepts and/or materials. Formal education,
previous training and previous experience must have occurred within three years prior to hire in the Healthy
Families site and directly apply to the topics identified in order to be counted. Supervisors must determine how
experience or education received prior to working with the site is appropriate to the staff person’s work as a
family assessment worker, home visitor, or supervisor and/or if additional training in this topic might be beneficial.
Please Note:

1. Supervisors, home visitors and assessment staff hired prior to July 1, 2014 must receive at least a
majority of the topics listed in the 11-2, 11-3 and 11-4 standards. All staff, including program managers,
hired on or following July 1, 2014, must receive all of the training topics listed in the 11-2, 11-3 and 11-4
standards. Program Managers hired prior to July 1, 2014 are grandfathered and not required to show
evidence that wrap-around training topics were received. It is recommended they obtain and document this
training, even if received outside the required timeframes.

2. All staff at affiliated HFA sites may use the HFA Learning Center (TLC) to obtain all of the 11-2, 11-3 and
11-4 training topics online. Each online course is accompanied by a post-training assessment which must be
passed successfully in order to fulfill the training requirement for the standard. Reports printed from the TLC
demonstrating that all staff successfully completed each module will satisfy all evidence required for these
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standards. If not using the TLC, staff must maintain copies of course completion records and/or training agendas,
certifications, etc. to demonstrate adherence.

3. Core (role specific) training cannot be used to satisfy the 3, 6 and 12 month training requirements.

4. The purpose for specifying in the rating indicators a five year timeframe is to allow sites that have been in
existence more than five years to demonstrate their current capacity to achieve a 3 rating, rather than being
hindered by practice that may have occurred prior to its last accreditation site visit.

© Tips: (for 11-2, 11-3 and 11-4):

e Sites should have mechanisms for ensuring staff training needs are being met and the trainings are of high
quality.

e When circumstances prevent staff from attending a required training in a timely way it is recommended that
sites document the circumstances that led to staff missing the training, so that peers can take this information
into consideration when assigning a rating.

e When staff complete the TLC modules very quickly after hire, they are encouraged to revisit the TLC as a
refresher at a later point once they begin to increase their experiences working with families. This will assist
with the transfer of knowledge to practice, as the skills learned from a lot of training done very early may not
be readily applied if they have not yet begun serving families.

11-2.A Staff have (assessment workers, home visitors, supervisors and program managers) received
training on all topic areas of Infant Care within three months of the date of hire.

11-2.A RATING INDICATORS

3- - All staff hired within the past five years received training on Infant Care within
three months of hire. Staff hired more than five years ago have received the
training but may have been later than three months after hire.

Topics include:

- Sleeping

- Feeding/Breastfeeding

- Physical care of the baby

- Crying and comforting the baby

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Infant Care within three months of
hire; however with the most recent hire(s), practice indicates this is now occurring;
and all other staff have received the training on all topics regardless of the
timeframe.

1 - The site’s most recent hire(s) have not received all Infant Care topics within three
months of hire; and/or there are site staff who have not received training on all the
content areas identified above regardless of timeframe.

11-2.B Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Child Health and Safety within three months of the date of hire.
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11-2.B RATING INDICATORS

3 - All staff hired within the past five years received training on all topic areas of Child
Health and Safety within three months of hire. Staff hired more than five years
ago have received the training but may have been later than three months after
hire.

Topics include:

- Home safety (e.qg., fire, child supervision, water temperature, pools, falls, etc.)
- Shaken baby syndrome

- SIDS

- Seeking medical care

- Well-child visits/immunizations

- Seeking appropriate child care

- Car seat safety

- Failure to thrive

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Child Health and Safety within three
months of hire; however with the most recent hire(s), practice indicates this is now
occurring; and all other staff have received the training on all topics regardless of
the timeframe.

1 - The site’s most recent hire(s) have not received all Child Health and Safety topics
within three months of hire; and/or there are site staff who have not received
training on all of the content areas identified above regardless of timeframe.

11-2.C Staff (assessment workers, home visitors, supervisors and program managers) have received
training on all topic areas of Maternal and Family Health within three months of the date of hire.

11-2.C RATING INDICATORS

3 - All staff hired within the past five years received training on Maternal and Family
Health within three months of hire. Staff hired more than five years ago have
received the training but may have been later than three months after hire.

Topics include:
- Family Planning
- Nutrition
- Pre-natal/Post-natal healthcare
- Pre-natal/Post-Partum Depression
- Warning signs for when to call the doctor

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Maternal and Family Health within
three months of hire; however with the most recent hire(s), practice indicates this
is now occurring; and all other staff have received the training on all topics
regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Maternal and Family Health
topics within three months of hire; and/or there are site staff who have not
received training on all of the content areas identified above regardless of
timeframe.
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11-3. Staff (assessment workers, home visitors, supervisors and program managers) receive training on a
variety of topics necessary for effectively working with families and children within six-months of hire.

11-3.A Staff (assessment workers, home visitors, supervisors and program managers) received
training on all topic areas of Infant and Child Development within six months of the date of hire.

11-3.A RATING INDICATORS

3 - All staff hired within the past five years received training on Infant and Child
Development within six months of hire. Staff hired more than five years ago have
received the training but may have been later than six months after hire.

Topics include:

Language and literacy development
Physical and emotional development
Identifying developmental delays
Brain development

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Infant and Child Development within
six months of hire; however with the most recent hire(s), practice indicates this is
now occurring; and all other staff have received the training on all topics
regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Child Development topics
within six months of hire; and/or there are site staff who have not received training
on all of the content areas identified above regardless of timeframe.

11-3.B  Staff (assessment workers, home visitors, supervisors and program managers) received
training on all topic areas of Supporting the Parent-Child Relationship within six months of the
date of hire.

11-3.B RATING INDICATORS

3 - All staff hired within the past five years received training on Supporting the
Parent-Child Relationship within six months of hire. Staff hired more than five
years ago have received the training but may have been later than six months
after hire.

Topics include:
- Supporting attachment
- Positive parenting strategies
- Discipline
- Parent-Child interactions
- Observing parent-child interactions
- Strategies for working with difficult relationships

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Supporting the Parent-Child
Relationship within six months of hire; however with the most recent hire(s),
practice indicates this is now occurring; and all other staff have received the
training on all topics regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Supporting the Parent-Child
Relationship topics within six months of hire; and/or there are site staff who have
not received training on all of the content areas identified above regardless of
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timeframe.

11-3.C Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Staff Related Issues within six months of the date of hire.

11-3.C RATING INDICATORS

3 - All staff hired within the past five years received training on Staff Related Issues
within six months of hire. Staff hired more than five years ago have received the
training but may have been later than six months after hire.

Topics include:
- Stress and time management
- Burnout prevention
- Personal safety of staff

Ethics

Crisis intervention

Emergency protocols

2 - Past instances were found when staff hired with the past five years did not receive
training on all of the topics related to Staff Related Issues within six months of
hire; however with the most recent hire(s), practice indicates this is now occurring;
and all other staff have received the training on all topics regardless of the
timeframe.

1 - The site’s most recent hire(s) have not received all Staff Related Issues topics
within six months of hire; and/or there are site staff who have not received training
on all of the content areas identified above regardless of timeframe.

11-3.D Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Mental Health within six months of the date of hire.

11-3.D RATING INDICATORS

3 - All staff hired within the past five years received training on Mental Health within
six months of hire. Staff hired more than five years ago have received the training
but may have been later than six months after hire.

Topics include:
- Promotion of positive mental health

Behavioral signs of mental health issues

Depression

Strategies for working with families with mental health issues

Referral resources for mental health

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Mental Health within six months of
hire; however with the most recent hire(s), practice indicates this is now occurring;
and all other staff have received the training on all topics regardless of the
timeframe.

1 - The site’s most recent hire(s) have not received all Mental Health topics within six
months of hire; and/or there are site staff who have not received training on all of
the content areas identified above regardless of timeframe.
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11-4. Staff (assessment workers, home visitors, supervisors and program managers) received training on a
variety of topics necessary for effectively working with families and children within twelve-months of hire.

11-4.A Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Child Abuse and Neglect within twelve months of the date of hire.

11-4.A RATING INDICATORS

3 - All staff hired within the past five years received training on Child Abuse and
Neglect within twelve months of hire. Staff hired more than five years ago have
received the training but may have been later than twelve months after hire.

Topics include:
- Etiology of child abuse and neglect
- Working with survivors of abuse

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Child Abuse and Neglect within
twelve months of hire; however with the most recent hire(s), practice indicates this
is now occurring; and all other staff have received the training on all topics
regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Child Abuse and Neglect
topics within twelve months of hire; and/or there are site staff who have not
received training on all of the content areas identified above regardless of
timeframe.

11-4.B Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Family Violence within twelve months of the date of hire.

11-4.B RATING INDICATORS

3 - All staff hired within the past five years received training on Family Violence within
twelve months of hire. Staff hired more than five years ago have received the
training but may have been later than twelve months after hire.

Topics include:

- Indicators of family violence

- Dynamics of family violence

- Intervention protocols

- Strategies for working with families with family violence issues
- Effects on children

- Referral resources for family violence

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Family Violence within twelve
months of hire; however with the most recent hire(s), practice indicates this is now
occurring; and all other staff have received the training on all topics regardless of
the timeframe.

1 - The site’s most recent hire(s) have not received all Family Violence topics within
twelve months of hire; and/or there are site staff who have not received training
on all of the content areas identified above regardless of timeframe.
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11-4.C Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Substance Abuse within twelve months of the date of hire.
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11-4.C RATING INDICATORS

3 - All staff hired within the past five years received training on Substance Abuse
within twelve months of hire. Staff hired more than five years ago have received
the training but may have been later than twelve months after hire.

Topics include:
-  Etiology of substance abuse
- Culture of drug use
-  Strategies for working with families with substance abuse issues
- Smoking cessation
- Alcohol use/abuse
- Fetal Alcohol Spectrum Disorders
- Street drugs
- Referral resources for substance abuse

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Substance Abuse within twelve
months of hire; with the most recent hire(s), practice indicates this is now
occurring; and all other staff have received the training on all topics regardless of
the timeframe.

1 - The site’s most recent hire(s) have not received all Substance Abuse topics within
twelve months of hire; and/or there are site staff have who not received training
on all of the content areas identified above regardless of timeframe.

11-4.D Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of Family Issues within twelve months of the date of hire.

11-4.D RATING INDICATORS

3 - All staff hired within the past five years received training on Family Issues within
twelve months of hire. Staff hired more than five years ago have received the
training but may have been later than twelve months after hire.

Topics include:

- Life skills management

- Engaging fathers

- Multi-generational families
- Teen parents

- Relationships

- HIV and AIDS

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Family Issues within twelve months
of hire; however with the most recent hires, practice indicates this is now
occurring; and all other staff have received the training on all topics regardless of
the timeframe.

1 - The site’s most recent hire(s) have not received all Family Issues topics within 12
months of hire; and/or there are site staff who have not received training on all of
the content areas identified above regardless of timeframe.
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11-4.E Staff (assessment workers, home visitors, supervisors and program managers) received training
on all topic areas of the Role of Culture in Parenting within twelve months of the date of hire.

11-4.E RATING INDICATORS

3 - All staff hired within the past five years have received training on the Role of
Culture in Parenting within twelve months of hire. Staff hired more than five years
ago have received the training but may have been later than twelve months after
hire.

Topics include:
- Working with diverse cultures/populations (age, religion, gender, sexuality,
ethnicity, poverty, dads, teens, gangs, disabled populations, etc.)
- Culture of poverty
- Values clarification

2 - Past instances were found when staff hired within the past five years did not
receive training on all of the topics related to Role of Culture in Parenting within
twelve months of hire; however with the most recent hire(s), practice indicates this
is now occurring; and all other staff have received the training on all topics
regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Role of Culture topics within
twelve months of hire; and/or there are site staff who have not received training
on all of the content areas identified above regardless of timeframe.

© TIPS FOR 11-2, 11-3, and 11-4 STANDARDS ARE LOCATED WITH STANDARD 11-2

11-5 The site ensures that assessment staff, home visitors, and supervisors receive ongoing training which
takes into account the individual’s knowledge and skill base as well receiving prenatal training, all topic
areas of the Family Goal Plan process and annual child abuse and neglect training.

11-5.A The site ensures that assessment staff, home Vvisitors, supervisors and program managers
receive ongoing training which takes into account the individual’s knowledge and skill base. Please
Note: Staff who have worked for the site for less than 12 months are not required to receive ongoing
training as they may have only had opportunity to attend the required training outlined in standards 10-1,
10-2,11-2, 11-3, and 11-4.

Intent: The worker and supervisor are to identify individual training needs, and determine what additional
training topics would be most beneficial in enhancing job performance. This determination would
be based upon worker knowledge, skill base and interest.

11-5.A RATING INDICATORS

3 - The site ensures that staff receive ongoing training, beyond the trainings identified
in the 10-1, 10-2, 11-2, 11-3 and 11-4 standards. Evidence indicates that staff are
offered and participate in ongoing training.

2 - Past instances were found when staff did not receive ongoing training, beyond the
trainings identified in the 10-1, 10-2, 11-2, 11-3 and 11-4 standards; however,
recent practice indicates this is now occurring.

1 - The site does not ensure staff receive ongoing training or staff does not
participate in ongoing training opportunities.
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11-5.B Staff (assessment workers, home visitors, supervisors and program managers) receive Prenatal
specific training within six months of hire when the site serves families prenatally. HEFA Prenatal training
webinar and Pre-Labor Conversations, and Prenatal Home Visiting Resources

Intent: The site ensures that staff receive Prenatal Training when the site is serving prenatal families.
The prenatal period affords sites the opportunity to:

Improve pregnancy and birth outcomes
Establish the home visitor-parent relationship
Identify and address challenges earlier
Promote reflective function

Promote the parent-child relationship

11-5.B RATING INDICATORS

NA

11-5.C

Intent:

- All staff received Prenatal Training within six months of hire when the site is
serving families prenatally. Topics include:
- Fetal growth & development during each trimester

Warning signs: when to call the doctor

- Activities to promote the parenting role, and the parent-child relationship
during pregnancy

- Preparing for the baby

- Promoting parental awareness of what the baby is experiencing with a
connection to what the parent is doing (reflection)

- Past instances were found when staff received Prenatal Training later than six
months after hire; however with the most recent hire(s), practice indicates this is
now occurring; and all other staff have received the training regardless of the
timeframe.

- The site’s most recent hire(s) have not received all Prenatal topics within six
months of hire; and/or there are site staff who have not received training on all of
the prenatal content areas identified above regardless of the timeframe.

- The site does not serve families prenatally.
Home visiting staff and their supervisor and program manager receive training on all topic

areas of the Family Goal Plan process within twelve months of hire. HFA Family Goal Plan
webinar and Handout Packet

The purpose of the Family Goal Plan is to amplify parents’ problem solving skills, support
their ability to develop and implement options to improve their situation, and celebrate with
them their successes in achieving goals and objectives. The Family Goal Plan process sets
the framework for home visitors to:

o Offer the concept that change can happen and that the family can have an impact creating their
future

¢ Help the family identify what they want to accomplish and the mechanism(s) by which the home
visitor can assist

e Develop opportunities for the family to experience success

e Assist the family to identify and acknowledge their strengths

e Discuss with the family issues that impact healthy parenting (e.g., issues identified in the Family
Stress Checklist/Parent Survey, healthy lifestyle issues, and any other issues identified from other
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tools used by the program) in an open, honest way as well as design goals around child
development and parent-child interaction
e Develop a plan with families which ensure they are getting what they need from program services
o Work together with the family to develop goals and break those goals into meaningful steps to
ensure success for each family. This includes a clear conversation and partnering between the
home visitor and parent that supports growth in families

o Celebrate success with the family

11-5.C RATING INDICATORS

3 - Home visitors and their supervisors receive training on all the topics in the Family
Goal Plan process within twelve months of hire. Topics include:

- Purpose and importance of the Family Goal Plan process in HFA services

- Working with families to identify strengths and needs

- Supporting the family’s role in setting and achieving meaningful goals that
assist families in taking charge of their lives

- Development of Family Goal Plans based upon the home Vvisitor's
knowledge about the family, as well as tools completed with the family.

- Practice writing Family Goal Plans in ways that help families create
measurable goals

2 - Past instances were found when staff received training on the Family Goal Plan
later than twelve months after hire; however, recent practice indicates this is now
occurring and all staff received the training on the topics listed in the 3 rating
regardless of the timeframe.

1 - The site’s most recent hire(s) have not received all Family Goal Plan topics within
twelve months of hire; and/or there are site staff who have not received training
on all of the Family Goal Plan topics identified above regardless of the timeframe.

11-5.D All staff receive training annually related to child abuse and neglect in order to stay updated on
current child welfare policies, practices, and trends in their community. Please Note: During the
first year of hire, standard 11-4.A. (Child Abuse and Neglect), may be used to satisfy this
standard.

Intent: Self-study training applies for this standard with appropriate documentation (e.g., reading
manuals or literature, watching videos, listening to tapes, etc.), and/or professional experience
when face-to-face training is not available.

11-5.D RATING INDICATORS

3 - All staff receive annual training related to child abuse and neglect that includes
updates on current child welfare policies, practices, and trends in the community.

2 - Past instances were found when staff did not receive annual training related to
child abuse and neglect that includes updates on current child welfare policies,
practices, and trends in the community, however, recent practice indicates this is
now occurring and all staff received the training regardless of the timeframe.

1 - All staff have not received annual training on all of the content areas identified
above.
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11. Service providers should have a framework, based on education or experience, for handling the variety of experiences they may

encounter when working with at-risk families.

All service providers should receive basic training in areas such as cultural competency,

reporting child abuse, determining safety in the home, managing crisis situations, responding to mental health, substance abuse, and/or
domestic violence issues, drug-exposed infants, and services in their community

Standard

Required Policy and
Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

11-1
Training Plan/Policy

Training provided to staff,
and the tracking and
monitoring of training.

Please submit a copy of the program’s training plan/policy. It is does not include
how trainings are tracked and monitored and how the site ensures staff receive
training within the required timeframes, include additional narrative to address
these items. Include samples of any forms used to document and monitor
training received.

11-2.A-C
Three month
wraparound training

11-3.A-D
Six month
wraparound training

11-4.A-E
Twelve month
wraparound training

Please submit: a list of all current staff and date of hire, training logs
documenting the training current staff have received with regards to each of the
topics listed in the wraparound training standards which includes the date
received, the title of training and topics covered/achieved by the training. For
staff utilizing formal education, previous training, and/or previous professional
experience to satisfy the 3, 6 & 12 month training requirements please include a
narrative indicating any competency based testing and/or supervisory follow-up
to assure successful knowledge acquisition and understanding of concepts
and/or materials provided to assure knowledge of the topics was satisfied.
Please note: Sites may submit the HFA Training Log or database report.

11-5.A
Ongoing Training

Please submit a list of all staff and the ongoing training(s) completed (this can
be in the form of a training log or database printout).

11-5.B
Prenatal Training
within six months

If site serves families prenatally, submit list of all direct service staff (assessment
workers, home visitors and supervisors) with date of hire and date staff received
prenatal training.

11-5.C

Family Goal Plan/IFSP
Training within 12
months

Please submit training documentation for all home visitors and supervisors with
date of hire and date staff received training related to the IFSP/Goal Planning
process.

11-5.D
Annual Child Abuse
and Neglect Training

Please submit documentation indicating the date each staff person (home
visitors, assessment workers, supervisors and program managers) completed
annual child abuse and neglect training.

Interviews as needed
Review Training
documentation as needed
* Staff Surveys
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12. Service providers receive ongoing, effective supervision so they are able to develop realistic
and effective plans to empower families.

Standard 12 Intent: The overall intent of the standards in this section is to ensure direct service staff and
supervisors collaborate effectively to facilitate healthy growth in families through the professional
relationships staff have with families as well as reduce burnout and increase staff retention. A supervisor’s
primary role is to create an environment that encourages staff to grow and change, provide motivation and
support, maintain ideals, standards, quality assurance and safety, and facilitate open, clear communication.
To accomplish this, supervision is provided with protected time each week, and utilizes reflection that
enables staff to increase self-awareness, identify and build on parental competencies, become more
effective in their interactions with families and become more familiar with their own feelings and values and
how these impact their work.

There are three components of supervision required by supervisors within HFA programs; administrative,
clinical, and reflective. Administrative supervision relates to the oversight of program policies, rules and
procedures, and adherence to the Best Practice Standards. Examples of administrative supervision are:
e Hiring
Training, educating
Overseeing paperwork
Writing reports
Monitoring productivity, and
Explaining rules and policies

Clinical supervision is focused on the family, collaborative in nature, and revolves around developing
intervention or home visit activities based upon the needs of the families, the challenges families face, and
builds upon family competencies. Examples of clinical supervision are:
e Reviewing the staff members work with families
Discussing the potential actions and home visit strategies used by staff
Developing a plan of action
Reviewing and evaluating progress, and
Providing guidance and coaching
Anticipating and responding to challenging situations

Reflective supervision focuses primarily on the parallel process involving the relationships between the staff
member and the parent, the parent and the baby, and the supervisor and the staff member. It includes how
the interactions within each of these relationships may be impacting the work and explores the reasons
behind the strong feelings that relationships elicit. Reflection also requires attending to the emotional
content and how these reactions may affect the process. Examples of reflective supervision are:

e Asking questions to encourage details about the emerging relationships between the infant, parent
and staff member
Listening and holding the space for/allowing inward reflection
Remaining emotionally present
Observing for emotional reactions, energy shifts
Encouraging the staff member to explore thoughts and feelings the he/she has about the work
Maintaining a balance of attention on the infant, parent, and staff member
Maintain a neutral stance

Please note: All three components of supervision are often integrated and part of the same conversation on
a particular topic. For example, some questions from each of the three components of supervision apply to
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the development of family goal plans: Administrative: Are the family goal plans developed and reviewed
during home visits? Clinical: How is the home visitor facilitating the family goal plan process? What tools
are used (motivational interviewing, solution-focused questions)? How are goals broken down into
achievable steps? Reflective: How does it impact the home visitor when families are not achieving their
goals? How does the home visitor feel when families choose a goal that is not meaningful to the home
visitor?

12-1. The site ensures that direct service staff receive weekly and ongoing supervision.

Intent: Providing weekly scheduled supervision helps direct service staff maintain perspective, evaluate
their performance, encourage personal and professional development, learn new strategies to
effectively work with families, and ultimately enhance the quality of services families receive.
Additionally, supervision promotes both staff and site accountability and reduces staff burnout
and turnover by providing much needed support. Supervisors must ensure they have adequate
time to spend with each staff person, therefore the frequency and duration of supervision is
monitored closely. Additionally, supervisors need to have a limited nhumber of staff to supervisor
to ensure they can fulfill the necessary activities in 12-2.

Policy and procedures clearly define the frequency (weekly) and duration requirements for
individual supervision of each full-time and part-time direct service staff. For home visiting staff,
supervision is not to be split into more than two sessions per week. For family assessment staff,
supervision may be split into more frequent sessions.

With regard to duration: For all full-time (1.0 FTE) and part-time staff that are .75 FTE to .99 FTE,

the requirements are 1.5 to 2 hours weekly. For part-time staff that are .25 FTE to .74 FTE, the

requirements are 1 hour weekly. For staff or contractors that work less than .25 FTE, supervision

may be provided according to occurrence of services. For example:

1) Assessment staff discuss all of the assessments that occur in a given week; however this may
not take the full hour of discussion.

2) Home visiting staff may only have three families and supervisory discussions may be utilized
based on the level of service the families are on.

3) Supervisors make sure that the requirements of the 12-2 standards are being carried out
throughout the shortened sessions.

For full-time staff who serve in more than one role (i.e., position is split with assessment time at
30% and home visitor time at 70%) 1.5 hours per week is the expectation to meet the supervision
requirements of both roles and documentation clearly indicates both roles are being addressed.

12-1.A The site’s policy states that weekly individual supervision is provided to all direct service staff
(e.g., assessment and home visiting staff) and volunteers and interns (performing the same
function).

Intent: All full-time direct service staff (assessment and home visit) receive weekly individual supervision
for 1.5 to 2 hours and part-time staff receive at least 1 to 1.5 hours as described above in the 12-
1 intent. Supervision sessions must be received individually each week. Please note: For sites
that use reflective consultation groups, one session per month may apply towards the weekly
supervision rates, when done in accordance with the expectations outlined in standard 12-1.C.
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12-1.A RATING INDICATORS

3 - The site policy and procedures specify all .75-1.0 FTE direct service staff receive
a minimum of 2 hours per week of scheduled individual supervision and part-time
staff less than .75 FTE receive a prorated amount of supervision as defined
above, and that reflective supervision groups (if used) count for 1 session per
month if conducted by a qualified individual and only for direct service staff that
have been in their role for at least 12 months and who have demonstrated
proficiency in their role (as determined by the program and based on supervisor
judgment).

2 - The site policy and procedures specifies all .75-1.0 FTE direct service staff
receive a minimum of 1 ¥ hours per week of scheduled individual-supervision and
part-time staff less than .75 FTE receive a prorated amount of supervision as
defined above, and that reflective supervision groups (if used) counts for 1
session per month if conducted by a qualified individual and only for direct service
staff that have been in their role for at least 12 months and who have
demonstrated proficiency in their role (as determined by the program and based
on supervisor judgment).

1 - There is no policy; or the policy does not meet the requirements of the 2 rating.

© Tip: It is critical that staff have access to supervisors at all times when they are in the field.
Sites must have a plan in place to cover supervision in the case of supervisor absences.

12-1.B The site ensures that weekly individual supervision is received by all direct service staff and
volunteers and interns (performing the same function). 12-1.B Tracking Form

Intent: The critical importance of Supervision is emphasized in the HFA model, and particularly
the role it plays in supporting the overall performance and functioning of individual staff
and the program as a whole. It is understood that home visitors bring various experiences
and educational backgrounds to their work, however all staff have in common the need
for regular supervision to obtain guidance and support in regard to the complex
challenges many families present and the impact the work has on the worker. It is
therefore required that sites track and monitor in an ongoing way the receipt of weekly
supervision for each staff (training or other program activities are not included in the
supervisory rates). Please Note: When programs exist in rural or frontier areas, and the
home visitors work in remote or off-site locations from the “main office” where the
supervisor is located, the use of Skype or the telephone can suffice for weekly
supervision, however at least one in-person monthly supervision is recommended.
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12-1.B RATING INDICATORS

3 - All direct service staff receive 90% of required weekly individual supervision for a
minimum of 1.5 - 2 hours. (Supervisory sessions for home visiting staff are not
split into more than two scheduled meetings and less than .75 FTE staff receive a
prorated amount of supervision as defined in the intent above).

2 - All direct service staff receive 75% of required weekly individual supervision for a
minimum of 1.5 hours — 2 hours. (Supervisory sessions for home visiting staff are
not split into more than two scheduled meetings and less than .75 FTE staff
receive a prorated amount of supervision as defined in the intent above).

1 - There is insufficient evidence to indicate that the site is following the acceptable
guidelines as outlined in 2 rating above.

Note: This is a Sentinel Standard

© Tip: Frequency and duration of supervisory sessions are most effective when viewed over
time versus monthly to account for times when staff are in training, on vacation or for
seasonal fluctuations in service delivery. Semi-annual and annual supervision rate
reviews are recommended. There should always be an “acting supervisor’ when staff are
in the field for support and consultation. When supervisors are on leave for periods over
two weeks in length, a “back-up” supervisor should be appointed or a contingency plan
developed to insure the individual weekly sessions are conducted. Documentation of
frequency and duration of supervision sessions also includes the reasons for
cancellations and/or rescheduling.

© Tip: Although the individual supervisory sessions for assessment staff may be divided into
more frequent sessions, supervisors are still held accountable for achieving the 12-2
standards. Assessment supervisors are encouraged to insure that at least one of the
weekly supervisory sessions enables them to provide their staff with skill development
and professional support.

© Tip: Sites are encouraged to use the HFA spreadsheet for 12-1.B.

© Tip: Volunteers and/or interns who perform direct services independently (in the role of family
assessment and/or family support) must receive the same amount (frequency and
duration) of supervision as required for employed staff and as outlined in the 12-1 intent.
Any volunteers or interns performing in a direct service role must also receive all required
trainings (see standard 10 and 11). Note: Volunteers and/or interns who perform other
supportive functions to assist direct service staff (e.g. assist with parent groups, data
entry, accompanying a home visitor to assist with home visit activities, etc.) are exempt
from the supervision and training requirements of the standards.

12-1.C When the site provides reflective consultation groups, they must be implemented with the
same degree of preparation, and documentation (must include who attended and content topics
covered), and must be facilitated by a qualified individual.

Intent: Typically, these sessions last two or more hours. Reflective consultation groups include but
are
not limited to:
e (Case presentation,
e Focus on holding the space that encourages self-reflection and self-regulation, both
physically and emotionally,
o Observation of the staff member’s internal responses to the work including parallels between
what might be going on for the worker as well as how that might impact the work,
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e Focus on the parallel process; expanding what might be going on for the staff to what might
the family and the baby might be experiencing,

e Considering what the supervisor might do differently for the next supervision, developing a
plan with the home visitor for work going forward,

e Opportunities for participants in the group to reflect on the group session they just observed.

Supervision sessions must be received individually each week for a minimum of 12 months after
initial hire for all staff. Subsequent to that time, and with demonstrated staff proficiency, one
reflective consultation group per month may substitute for one individual weekly supervisory
session.

Please Note: Staff not yet with the site for at least 12 months or longer would still be encouraged
to attend and benefit from group supervision (if held), however attendance cannot be counted
toward the required weekly individual sessions expected of staff during that time period.

Please note: that if group reflective consultation is done, there are specific qualifications that the
reflective practice consultant must have (IMH Endorsement at Level Il or Level IV, and/or
Master’s degree in counseling or related field, with two years post education, specialized work
experience providing culturally sensitive, relationship-focused infant mental health services
with infants and toddlers and their families, etc.). This person may be sub-contracted by the
agency. If reflective consultation is conducted by a contractor, the supervisor attends.

12-1.C RATING INDICATORS

3 - The site provides reflective consultation groups that include case presentation,
and is conducted according to the guidelines listed in the intent. Group reflective
consultation is counted for no more than one session per month only for staff who
have demonstrated proficiency in their role and have been with the site for 12
months. Group reflective consultation is provided by a qualified individual.

2 - Past instances occurred when the site provided group reflective consultation that
was not conducted according to the guidelines listed in the intent; however recent
practice indicates this is how occurring.

1 - The site does not provide group reflective consultation according to the guidelines
listed in the intent; and/or is not conducted by a qualified individual; and/or group
reflective consultation is counted for more than one weekly individual supervision
rate per month.

NA - Site does not use reflective consultation groups.

12-1.D The ratio of supervisors to direct service staff and volunteers and interns (performing the same
function) is sufficient to allow regular, ongoing, and effective supervision to occur.

Intent: It is critical that supervisors have the time to prepare for supervision as well as complete
all of the requirements of the site and host organization. It is estimated that each full time direct
service staff member requires approximately 8 hours per week of supervisory time including the
supervision session, and supervisory activities outside of the session including internal quality
management activities, administrative work, and arranging training staff meetings, etc. Part time
staff require nearly the same amount of supervisory time, therefore the ratio for a staff of all part
time direct service providers is limited to a maximum of 8 to each full-time supervisor. It is
recommended that sites, whose staff have caseloads largely comprised of families that score 40
or above on the Parent Survey/Family Stress Checklist maintain a 1:5 supervisor to direct service
staff ratio.
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12-1.D RATING INDICATORS

3 - The ratio of supervisors to direct service staff is one (1) full time supervisor to five
(5) full time direct service staff. Consistent evidence indicates the site is following
this standard.

2 - The ratio of supervisors to direct service staff is one (1) full time supervisor to six
(6) full time direct service staff (or 8 part-time staff as indicated in the intent).
Consistent evidence indicates the site is following this standard.

1 - The site ratio of supervisors to direct service staff has more than six (6) full time
direct service staff (or more than 8 part-time staff) to one (1) full time supervisor or
there was insufficient evidence that the site is following the standard as outlined in
2 rating above.

© Tip: In the event the Supervisor is not full time in their role (i.e., is hired 75%, is a part-time
assessment staff, or is a Site Manager who also serve as a supervisor, etc.) they are to
indicate the amount of time spent in the supervisory role and insure the ratio of direct
service staff is adjusted to the percentage of time spent in the supervisory role. For
example: a supervisor who is 75% supervisor and 25% assessment staff would have a
ration of .75FTE: 4.5FTE. This is calculated by taking .75 (% FTE) X 6 (as allowed in a 2
rating) and once calculated equals 4.5 FTE. This formula can be used to determine the
ratio of supervisors to direct service staff regardless of the percentage of time.

12-2. Direct service staff (e.g., assessment and home visiting staff) and volunteers and interns (performing the
same function) are provided with professional support and supervision that includes administrative,
clinical and reflective components.

12-2.A The site has supervisory policy and procedures to assure that all direct service staff (e.g.,
assessment and home visiting staff) and volunteers and interns (performing the same function)
are provided with professional support and supervision that includes administrative, clinical, and
reflective components.

Intent: Supervisors represent several roles in the HFA site. As an administrator, supervisors
evaluate the performance of the staff and shadow assessments and home visits. In doing so,
they provide feedback that encourages the staff's professional development. As the
teacher/collaborator, supervisors add to the knowledge of direct service staff, discuss how to
work with challenging families and enhance their abilities. Supervisors ensure that the training
staff receives is incorporated into their work. Working with overburdened families is a high stress
job, and as a result, supervisors have a critical role of offering guidance, emotional support and
insight into the impact of the work on the worker. Ultimately providing staff with this kind of
support allows for congruency between the staff person’s expectations of the family and the site’s
expectations of the visitor, which ensures site quality. All direct service staff (assessment and
home visiting) are provided with supervision that includes administrative, clinical and reflective
components, are held accountable for the quality of their interactions with families on a regular
and routine basis, and are provided with professional support. Sites are encouraged to develop
mechanisms to measure the quality of work as well as develop strategies to provide feedback on
performance measures.
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12-2.A RATING INDICATORS
3 - No 3 rating indicator for standard 12-2.A.
2 - The site has supervisory policy and procedures which assure that all direct

service staff are provided with professional support and supervision which
includes administrative, clinical, and reflective components in order to
continuously improve the quality of their performance. Procedures include a
variety of the following mechanisms:

Within the supervisory sessions (12-2.B practice)

- exploring/reflecting on of impact of the work on the worker

- coaching and providing feedback on strength-based approaches, reflective
strategies, and interventions used

- assisting staff in implementing new training into practice

- guiding culturally sensitive practice

- identifying areas for growth

- discussing ongoing worker safety

- identifying and reflecting on potential boundary issues

- sharing of information related to community resources

- integrating quality assurance results that include review of all assessments and
assessment records (including inter-rater reliability practices)

- strengthening engagement techniques

- discussing family acceptance, retention and attrition

- discussing activities to address assessment issues/risk factors

- discussing strategies aimed at building protective factors

- supporting Parent-Child Interaction work and CHEEERS observations

- reviewing Family Goal Plan progress and process

- reviewing family progress and level changes

- providing guidance on use of curriculum

- integrating results of tools used (developmental screens, evaluation tools, etc.)

- providing feedback on documentation

Outside of supervisory sessions (12-2.C practice):

- creating a nurturing work environment that provides opportunities for respite
- shadowing home visitors and assessment staff

- discussing home visit/assessment rates

- reading home visit narratives & Family Stress Checklist/Parent Surveys
- monitoring home visitor records, and all documentation used by the site
- monitoring productivity

- assuring an open door policy with supervisors

- offering regular staff meetings

- providing multi-disciplinary teams

- assuring on-call availability to service providers

- offering employee assistance program when available

- acknowledging performance,

- providing tools for performing job

- scheduling flexibility

- providing a career ladder for direct service staff

1 - Any of the following: the site has no policy and procedures; the policy and
procedures do not adequately ensure staff receive professional support and
supervision which includes administrative, clinical and reflective components.

- 146
- ;‘()\UA[‘ITY ASSURANCE AND ACCREDITATION




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

© Tip: Sites are encouraged to develop comprehensive internal quality management plans that
include observations of assessments and home visits, building on the staff member’'s
competencies, and integration of all tools that are used with families. Supervisors should
also discuss training that staff have received and assist with implementing knowledge into
practice.

12-2.B The site implements supervisory policy and procedures to assure that all direct service staff
(e.g., assessment and home visiting staff) and volunteers and interns (performing the same
function) are provided with supervision that includes administrative, clinical, and reflective
components to continuously improve the quality of their performance.

12-2.B RATING INDICATORS

3 - The site implements supervisory policy and procedures which assure that all
direct service staff are provided with supervision that includes administrative,
clinical, and reflective components to continuously improve the quality of their
performance. Practice includes the mechanisms listed in the 12-2.A standard
under Within the Supervisory Sessions.

2 - Past instances were found when staff did not receive supervision that included
administrative, clinical, and reflective components to continuously improve the
quality of their performance; however, recent practice indicates this is now
occurring and practice includes the mechanisms listed in the 12-2.A standard
under Within the Supervisory Sessions.

1 - Staff do not receive supervision that includes administrative, clinical, and
reflective components according to policy.

Note: This is a Sentinel Standard

12-2.C The site implements supervisory policy and procedures to assure that all direct service staff
(e.g., assessment and home visiting staff) and volunteers and interns (performing the same
function) are provided with professional support to continuously improve the quality of their
performance.

Intent: The site’s practice ensures that all direct service staff have ongoing professional support and a
positive working environment that is nurturing and conducive to productivity. Many sites utilize
multi-disciplinary teams to support staff in the field and these are included in the concept of
professional support.
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12-2.C RATING INDICATORS

3 - The site implements supervisory policy and procedures to assure that all direct
service staff (e.g., assessment and home visiting staff) and volunteers and interns
(performing the same function) are provided with professional support to
continuously improve the quality of their performance. Practice includes a variety
of the mechanisms listed in the 12-2.A standard under Outside of Supervisory
Sessions.

2 - Past instances were found when the direct service staff did not receive
professional support as outlined in the site’s policy and procedures; however,
recent practice indicates this is now occurring and practice includes a variety of
the mechanisms listed in the 12-2.A standard under Outside of Supervisory
Sessions.

1 - The site has not implemented the supervisory procedures related to professional
support. Any of the following: the site has no policy and procedures; the policy
and procedures do not adequately ensure staff receives professional support; or
evidence suggests the policy and procedures are not followed.

© Tip: Sites are encouraged to keep agendas and/or minutes of team meetings including
content and who was present.

12-3. Supervisors receive regular, ongoing supervision which holds them accountable for the quality of their
work and provides them with skill development and professional support.

12-3.A The site has policy and procedures to assure that supervisors are held accountable for the
quality of their work, receive skill development and professional support through regular and
ongoing supetrvision.

Intent: Supervisors must receive professional support and skill development on a regular basis. Sites
are to have clear policy and procedures regarding the frequency of supervision for supervisors,
including the professional support, skill development and accountability measures in place to
support supervisors Policy and procedures clearly describe which mechanisms from the items
listed in the rating indicators are used by the site.

It is recommended that supervisors receive individual supervision every other week, however the
minimum requirement is monthly. Supervision of the supervisory staff can occur face-to face or
via the telephone. Supervisory sessions are regularly scheduled to insure that the supervisor
has the support they need to ensure quality at the staff and direct service level.

Supervisors often carry small caseloads (1-3 families) or conduct occasional assessments (as a
back-up to the assessment staff) in an effort to better support the direct service staff. Supervisors
receive supervision related to these interactions with families. In these situations:
e The person providing supervision does not necessarily have to be trained as an HFA
supervisor within that role.
e The supervision session can occur based on the frequency of contact and does not have
to occur weekly.
o [f the person providing the supervision is not trained as a supervisor in HFA, the
supervisor can maintain the supervision notes based on the discussions being conducted.
Please note: When supervisors carry larger caseloads (i.e. 4 or more families), the ratio of
supervisor to staff (12-1.C) is to be taken into account based on the percentage of time the
supervisor is providing direct services. Supervisors with larger caseloads or more routine
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completion of assessments must receive supervision in accordance with the 12-1 and 12-2
standards.

12-3.A RATING INDICATORS

3 - No 3 rating indicator for standard 12-3.A.

2 - The site has supervisory policy and procedures which specify supervisors receive
a minimum of once monthly individual supervision and are held accountable for
the quality of their work, receive skill development and professional support.
Procedures include a variety of mechanisms such as:

- Addressing personnel issues,

- Feedback/reflection to supervisors regarding team development and agency
issues,

- Review of site documentation including monthly or quarterly reports,

- Site statistics (screening and initial assessment, home visit rates, content of
home visits, quality assurance mechanisms, etc.),

- Review of progress towards meeting site goals and objectives,

- Strategies to promote professional development/growth, and

- Quality oversight that could include shadowing of the supervisor.

1 - There is no policy, or the policy does not meet the requirements specified in the 2
rating.

© Tip: Sites are encouraged to develop policy and procedures that address each of the
mechanisms listed in the rating indicators and the frequency each mechanism is to occur.

12-3.B. The site’s practice assures that supervisors receive regularly scheduled supervision, are held
accountable for the quality of their work, receive skill development and professional support.

12-3.B. RATING INDICATORS

3 - Evidence indicates that the site is following its policy and procedures to assure
supervisors receive at least monthly supervision and are held accountable for the
quality of their work, receive skill development and professional support.

2 - Past instances were found when the site was not following its policy and
procedures; however, recent practice indicates this is now occurring.

1 - Any of the following: There is insufficient evidence to indicate that supervision of
supervisors occurs at least monthly; or there is insufficient evidence to assure
supervisors are held accountable for the quality of their work, receive skill
development and professional support.

© Tip: Supervisors document meetings with their supervisors and are encouraged to keep
agendas as evidence of content of these meetings to demonstrate implementation of
procedures listed above.

12-4. Program managers are held accountable for the quality of their work and are provided with skill
development and professional support.

12-4.A The site has policy and procedures to assure that program managers are held accountable for
the quality of their work, receive skill development and professional support.
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Intent: Program managers are provided with skill development, professional support and are held
accountable for the quality of their work. This can happen through accountability with quarterly
reports, annual performance reviews, regularly scheduled meetings with the program manager’s
Supervisor or chair of the advisory/governing board, peer supervision with a HF Program
Manager from a neighboring site, and attendance at conferences or other training.

12-4.A RATING INDICATORS
3 - No 3 rating indicator for standard 12-4.A.
2 - The site has policy and procedures ensuring program managers are held

accountable for the quality of their work, receive skill development and
professional support.

1 - There is no policy, or the policy does not meet the requirements specified in the 2
rating.

12-4.B The site ensures program managers are held accountable for the quality of their work, receive
skill development and professional support.

12-4.B RATING INDICATORS

3 - Evidence indicates that the site ensures program managers are held accountable
for the quality of their work, receive skill development and professional support.

2 - Past instances were found when programs managers were not held accountable,
receiving skill development and/or professional support; however, recent
practice indicates this is now occurring.

1 - Any of the following: There is insufficient evidence to demonstrate program
managers are held accountable for the quality of their work, receive skKill
development and professional support.

© Tip: Program managers are encouraged to keep documentation of meetings with their
supervisor and agendas as appropriate.
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12. Service providers should receive ongoing, effective supervision so that they are able to develop realistic and effective plans to empower
families to meet their objectives; to understand why a family may not be making progress and how to work with the family more effectively;
and to express their concerns and frustrations so that they can see that they are making a difference and in order to avoid stress-related burnout

Standard

Required Policy and Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

12-1.A
Policy for Frequency &
Duration

Supervision of all direct service staff
that specifies frequency and duration

Submit Policy

Interview:

* Program Manager
* Supervisors

* Direct Service Staff
Review:

* Supervision Logs

* Staff Surveys

12-1.B

Measure supervision
frequency and duration
Sentinel Standard

Please submit a report that indicates the frequency and duration of
the supervisory sessions for the most recent quarter.

Please note: Sites may submit the 12-1.B HFA worksheet or
equivalent database report.

12-1.C
Group Reflective
Consultation

Please provide evidence of group reflective consultation sessions
including date, time and content as well as evidence the group is
provided by a qualified individual.

12-1.D
Ratio of Supervisors to
staff

Please submit a list of each supervisor, their full time equivalency
(FTE), percentage of time spent in the role, and the staff he/she
supervises (with FTE for each position).

12-2.A

Policy of administrative,
clinical and reflective
supervision and
professional support

How staff are provided with
administrative, clinical and reflective
supervision and professional support
to continuously improve quality and
are held accountable for their work

Submit Policy

12-2.B

Reflective, Clinical and
Admin sup provided
Sentinel Standard

No additional pre-site evidence required

12-2.C
Professional support
provided

No additional pre-site evidence required

Interview:

* Supervisors

* Direct Service Staff

Review:

* Supervision Logs illustrating
skill development,
accountability and professional
support

* Staff Surveys

-152 -

;‘QLUALITY ASSURANCE AND ACCREDITATION




HFA Best Practice Standards
© Prevent Child Abuse America Updated 04/01/15

12-3.A Policy for
supervisor supervision

The supervision of supervisory staff
and how supervisors are held
accountable for the quality of their
work, receive skill development and
professional support

Submit Policy

12-3.B
Supervisor supervision
received

No additional pre-site evidence required

Interview: * Supervisors of
supervisors*
SupervisorsReview: *
Supervision Logs illustrating
skill development,
accountability and professional
support* Staff Surveys

12-4.A
Policy for program
manager accountability

Accountability, skill development
and professional support processes
for program managers

Submit Policy

12-4.B
Program Manager
supervision received

No additional pre-site evidence required

Interview:

* Supervisor of Program
Manager

* Program Manager

Review:

* Supervision documentation
* Staff Surveys
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GOVERNANCE AND ADMINISTRATION
The site is governed and administered in accordance with principles of effective management and
of ethical practice. Please note: GA is not a Critical Element

Governance and Administration Standards Intent: The overall intent of the standards in this section is
to ensure the site has feedback and oversight mechanisms that ensure high quality services to families.
These practices include effective advisory group operation, evaluation/review of site quality, handling of
family grievances, utilization of informed consent, protection for families related to research conducted, and
appropriate reporting of child abuse and neglect.

GA-1. The site has a broadly-based, advisory/governing group which serves in an advisory and/or governing
capacity in the planning, implementation, and assessment of site related activities.

Intent: Advisory/governing groups serve an important function in community-based agencies in that they can be
advocates for the site in the community, representing the site and agency in other venues and settings,
which can bring more recognition and visibility. Community advisory/governing group members can bring
to the site different skills and perspectives than might be present within site staff. Members can share
with the site other ideas or strategies, brainstorming ideas that might arise and facilitate growth for sites.
Additionally, members often have access to resources to strengthen the site or agency. It is important
that the group has the community connections to understand the needs of the participant population. In
many cases the site has two groups to report to, and that fulfill the functions outlined in the standard.
The host agency governing board may have the actual responsibility in making final site decisions and
financial provisions. Much of the time, this larger agency board has many other functions and does not
specifically focus on the Healthy Families site in the capacity these standards require. Therefore, sites
are also encouraged to have an advisory group, with the primary function of advising in the planning,
implementation, and evaluation of site related activities. Ultimately, the host agency governing board will
have final say, but the advisory board can provide input to the program manager (or other site
representative) that can provide the information to the agency board. Please note: Frequency of
meetings may vary depending on the duties assigned to the advisory/governing group, activities carried
out by any subcommittees and age/longevity of the site. A minimum of quarterly meetings are
maintained.

GA-1.A The site’s advisory/governing group meets at least quarterly and is an effectively organized,
active body advising/governing the functions specified in GA-1.

GA-1.A RATING INDICATORS

3 - The site’s advisory/governing group is an effectively organized, active body, which
meets at least quarterly and advises/governs the activities of planning,
implementation and assessment of site services.

2 - Past instances occurred when the advisory group did not meet quarterly,
however recent practice indicates this is now occurring. The site’s
advisory/governing group advises/governs the specified functions, but could be
more active in one area of functioning.

1 - The site’s advisory/governing group meets less than quarterly; or is not active; or
is ineffective in advising/governing on planning, implementation and assessment.

© Tip: Bylaws can serve as advisory board policy and procedures, when applicable.

© Tip: Advisory group involvement may be more intense during the start-up phase when
community leadership is critical to the launch of the site, however well-established sites
benefit tremendously from advisory group involvement as well. Over time a well-formed
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advisory committee with strong member relationships is a huge asset to the continuation
of a shared vision and the realization of intended program impacts.

GA-1.B The advisory/governing group has a wide range of needed skills and abilities and includes
representatives with a heterogeneous mix in terms of skills, strengths, community knowledge,
professions, and cultural diversity, allowing it to effectively serve the interests of the community
and advocate on behalf of the diverse needs of site participants.

GA-1.B RATING INDICATORS

3 - The advisory/governing group has a wide range of skills, abilities, and provides a
heterogeneous mix in terms of skills, strengths, community knowledge,
professions and cultural characteristics (as determined by the site to represent the
diverse needs of site participants).

2 - The advisory/governing group’s membership has some of the representative
skills, knowledge, interests and cultural characteristics (as determined by the site
to represent the diverse needs of site participants) necessary to represent the
community.

1 - The advisory/governing group’s membership does not represent the skills,
knowledge, interests and cultural characteristics (as determined by the site to
represent the diverse needs of site participants) of the population it serves.

GA-1.C The program manager (or other site representative) and the advisory/governing group work as an
effective team with information, coordination, staffing, and assistance provided by the program
manager to plan and develop site policy and procedures.

GA-1.C RATING INDICATORS

3 - The program manager (or other site representative) and the advisory/governing
group work as an effective team in planning and developing site policy and
procedures.

2 - The program manager (or other site representative) and the advisory/governing
group plan and consult with one another, but the advisory group could be more
fully involved.

1 - The site and the advisory/governing group do not work as a team.

GA-2. Sites offer families opportunities to provide feedback to the site, through the use of formal mechanisms.

GA-2.A The site has policy and procedures regarding the mechanisms available for families to provide
feedback about their experiences with services. Policy and procedures include:
e Regular survey processes used to obtain satisfaction feedback and
e Protocols for participants to file a grievance/complaint which at minimum contain:
1. How participants/families are informed of the protocols,
2. The specific steps for reviewing and acting on any grievances received, and
3. The follow-up mechanisms used to address identified areas of improvement.
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GA-2.A RATING INDICATORS
3 - No 3 rating indicator for standard GA-2.A.
2 - The site (or the host agency) has policy and procedures regarding the

mechanisms for families to provide satisfaction feedback to the site and how to
file a grievance. The policy includes the items listed in the standard.

1 - Either of the following: the site does not have policy and procedures related to
the how participants provide feedback including the process for filing a grievance;
or the policy and procedures do not include all items listed in the standard.

GA-2.B The site has mechanisms in place for families (e.g., past or present families) to provide
formalized input into the program.

Intent: Itis critical for sites to receive and utilize feedback from families, in their efforts toward continuous
quality improvement. When families provide their observations and experiences, it can illuminate
areas in which staff would benefit from additional training or support, as well as highlight
particular areas of strength or staff skill. Families may provide formal input into site operations
through the use of satisfaction surveys, service on the advisory/governing group, family advisory
committee, focus groups, etc. The information may then be shared with the site staff and full
advisory/governing board in a narrative format.

GA-2.B RATING INDICATORS

3 - The site has formal mechanisms for families to provide input into the program.
Mechanisms used by the site include at least two of the following: participant
satisfaction surveys, participant service on advisory/governing group or a family
advisory committee, participant feedback through focus groups, etc.

2 - The site has at least one mechanism for families to provide input to the program.
1 - There are no mechanisms for families to have input into the program.

© Tip: Parent satisfaction surveys are most helpful when recommendations for site improvement
from parents are solicited and an analysis or summary in aggregate format is shared with
the advisory/governing board.

© Tip: Sites are encouraged to provide training and support to parents and to board members
re: board operation to ensure that families are well-received and their skills used
effectively (i.e., areas such as curriculum, outreach activities, cultural sensitivity, etc.).

GA-2.C The site informs all families about grievance/complaint protocols.

Intent: In addition to having policy and procedures, sites have protocol for informing all families about the
procedure for making a grievance. This protocol specifically outline the method by which the site
will inform families of the steps to take should they want to make a grievance. Documentation that
the grievance procedures were reviewed with families is placed in the participant file, and a copy
is provided for the family to keep so that they have the phone number or contact information.
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GA-2.C RATING INDICATORS

3 - The site informs all families of the grievance/complaint protocols, and has
followed its policy in regard to follow-up in writing on any grievances/complaints
that have been received.

2 - Past instances may have occurred when the site did not inform all families of
grievance/complaint protocols or did not follow its policy to follow-up in writing on
any grievances received; however recent practice now indicates the policy and
procedures are being followed.

1 - Any of the following: the site does not inform all families of grievance/complaint
protocols; or has not followed its policy to follow-up in writing on any grievances
received.

GA-3. The site monitors and evaluates quality of services.

Intent: The site uses a variety of methods to monitor the quality of all of the services offered to families.
Monitoring activities involve assessment, home visiting, and supervision. The Cultural Sensitivity
Review (5-4 standards), family engagement/acceptance (1-2 standards) and family retention (3-4
standards) are mechanisms that can be included in evaluation of quality. Other methods include internal
quality management strategies (periodic file review, shadowing of assessment, home visiting and
supervision) and state or site level evaluation reports.

GA-3.A The site annually reviews the progress towards its site goals and objectives, and has follow-up
mechanisms to address identified areas of improvement.

Intent: The site has clear written goals and objectives, and a process for monitoring and evaluating
goals and addressing any identified issues. Sites use this information for continuous quality
improvement. Sites are also encouraged to utilize formal state or site-specific evaluation to
determine adherence to goals and recommendations for improvements.

GA-3.A RATING INDICATORS

3 - The site conducts a review of site goals and objectives annually and a follow-up
mechanism to address areas of improvement has been established and
implemented. This review is comprehensive.

2 - The site conducts a review of site goals and objectives annually and a follow-up
mechanism to address areas of improvement has been established, although the
review could be more comprehensive.

1 - Any of the following: the site does not conduct a review of site goals and
objectives; it is not conducted on an annual basis; or no follow-up mechanism has
been established.

© Tip: Sites should focus on their follow-up mechanisms and consider how these anchor back to
the goals and their achievement. All of these efforts should be integrated into the
supervision of direct service staff.
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GA-3.B The site has a comprehensive quality assurance plan specific to the HFA program for reviewing
and documenting the quality of all aspects of program implementation (assessment, home visiting
and supervision) and follow-up mechanisms to address identified areas of improvement and to
ensure the fidelity to the model.

Intent: Sites will develop a Quality Assurance plan that will include annual shadowing of direct service
staff (assessment, home visiting), satisfaction surveys, file review, reports related to program
activities, etc. These activities help ensure accountability, support and skills development of site
staff as outlined in the 12-2 standards. Additionally, sites will have a plan to address areas of
improvement and methods of follow-up.

GA-3.B  RATING INDICATORS

3 - The site has a comprehensive quality assurance plan reviewing the quality of all
aspects of implementation (assessment, home visiting and supervision) and has a
follow-up mechanism to address areas of improvement. The mechanism to
address areas of improvement has been implemented.

2 - The site recently developed a comprehensive quality assurance plan reviewing
the quality of all aspects of implementation (assessment, home visiting and
supervision) and has a follow-up mechanism to address areas of improvement;
however any mechanisms for improvement have not been implemented.

1 - Any of the following: The site either does not have a quality assurance plan for
reviewing the quality of its site; the mechanism for review does not include all
service components (assessment, home visiting and supervision); and/or site
does not have a follow-up mechanism.

© Tip: Additional documents to support these standards can include home visit
completion rate calculations and planning (4-2.B and C), as well as acceptance
analysis (1-2. B and C) and retention rate analysis (3-4. B and C).

© Tip: Sites are encouraged to document areas of improvement and demonstrate that
improvements have been accomplished.

© Tip: The frequency of shadowing is encouraged to occur at least twice per year for all
staff and more frequently for new staff.

© Tip: Program managers are also encouraged to shadow supervisors and review
supervision documentation.

GA-4. The site a process for reviewing and recommending approval or denial of research proposals, whether
internal or external, which involve past or present families.

GA-4A The site has policy and procedures for reviewing and recommending approval or denial of
research proposals, whether internal of external, that involve past or present families. The policy
and procedures includes:

e adescription of the group or body of people that would conduct this review,
e protocols (or steps) for the review, and
e atimeline for completion of the process

Please Note: For individual site sites, if your stance is not to accept any research proposals,
indicate that as the basis of your policy statement. For sites within multi-site systems, if using the
central office policy please describe how the site would proceed when receiving an individual
request.
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Intent: The sites policy and procedures ensure that a committee is available to make recommendations
regarding the ethics of proposed or existing research, decide whether to approve research
proposals, and monitor ongoing research activities. In many state systems the responsibility for
the review of research proposals resides with the state entity and/or sponsoring organization,
however, sites still must have policy about handling these types of requests (e.g., bring request to
advisory group). In cases when funder requires research as a condition of the funding, the
need for policy and procedures still applies.

GA-4.A RATING INDICATORS
3 - No 3 rating indicator for standard GA-4.A.
2 - The site has policy and procedures for reviewing and recommending approval

or denial on any research proposal involving past or present families or family
information, and includes all items listed in the standard; or clearly states that
no research proposals will be accepted for review.

1 - Any of the following: the site does not have policy and procedures regarding
the review and approval or denial of any research proposal; or the site’s
policy does not include all of the items listed in the standard.

GA-4B The site follows its policy and procedures for reviewing and recommending approval or denial of
research proposals, whether internal of external, that involve past or present families.

GA-4.B RATING INDICATORS

3 - The site has followed its policy and procedures regarding the review and
approval or denial of any research proposals involving past or present families
or family information.

2 - Past instances may have occurred when the site did not follow its policy,
however evidence from the most recent research proposal review now
demonstrates the policy and procedures are being followed.

1 - The site’s policy and procedures are not being followed.

GA-5. The site informs families of their rights and ensures confidentiality of information both during the intake
process as well as during the course of services.

Intent: HFA values a family-centered approach to service delivery which requires that practices reflect a
profound respect for personal dignity, confidentiality and privacy. While this approach is evident
throughout all service standards the standards in this section are devoted to preserving the rights and
dignity of all service recipients. In addition to addressing legally protected family rights, the standards in
this section also center on the professional ethics of service delivery and promote privacy, honesty and
mutual respect.

Research Note (Client Rights: COA 8" Edition 2006): Ethics documents published by the National
Association of Social Workers and the American Psychological Association both state that individuals
have a right to privacy, confidentiality, and self-determination. Practitioners, while not always required by
law, are ethically obligated to protect these rights for all individuals.
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GA-5.A The site has policy and procedures that informs families of their rights and confidentiality both at
intake and during the course of services. Policy also includes the informed written consent by
families when information is shared with an outside agency as well as the protection of
participant privacy and voluntary choice.

GA-5.A RATING INDICATORS
3 - No 3 rating for standard GA-5.A.

2 - The policy and procedures state the family (as defined by the site) is informed about
their family rights and confidentiality before or on the first home visit. The policy and
procedures also state the family is informed and signs written consent every time
information is to be shared with a new external agency, and protects participant
identity and privacy throughout any research project conducted by or with the
cooperation of the agency and assures voluntary consent without pressure to
participate.

1 - The site does not have policy and procedures that addresses all three policies listed
above (rights and confidentiality, informed consent, and participant privacy related to
research projects).

GA-5.B The site ensures that all parents are notified of family rights and confidentiality at the onset of
services, both verbally and in writing. At a minimum these forms include the following:
Family Rights
e the right to refuse service (voluntary nature)
o the right to referral, as appropriate, to other service providers
o the right to participate in the planning of services to be provided or the right to an
individualized Family Goal Plan
Confidentiality
e the manner in which information is used to make reports to funders, evaluators or
researchers (typically in aggregate format)
e the manner in which consent forms are signed to exchange information
e the circumstances when information would be shared without consent (i.e., need to
report child abuse and neglect)

GA-5.B RATING INDICATORS

3 - There is evidence in family files to indicate that families are informed about their
family rights and confidentiality, before or on the first home visit, both verbally and in
writing.

2 - Past instances were found in family files to indicate families were not being informed

about their rights and confidentiality before or on the first home visit; however, recent
practice indicates this is now occurring.

1 - Any of the following: the forms do not include the criteria listed in the standard; or
there is insufficient evidence in family files to indicate that families are being informed
about their family rights and confidentiality before or on the first home visit.

Note: This is a Sentinel Standard
© Tip: While the rights and confidentiality form is required to be completed only once at the
initiation of services, sites are encouraged to consider renewing it annually with families as a form
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of best practice. Also, while the required elements bulleted above pertaining to family rights and
confidentiality can be addressed via more than one form, sites are strongly encouraged to utilize
only one form so as not to overwhelm families with excessive paperwork. Sites are also
encouraged to keep language family-friendly.

GA-5.C Parents are informed and sign a new consent form every time information is to be shared with a
new external source or with the same source but for a subsequent time period. The consent
includes the following, but is not limited to:

e asignature from the person whose information will be released or parent/legal guardian of

a person who is unable to provide authorization

the specific information to be released

the purpose for which the information is to be used

the specific date the release takes effect

the timeframe or date the release expires (not to exceed 12 months)

the name of person/agency to whom the information is to be released

the name of the HFA site providing the confidential information

a statement that the person/family may withdraw their authorization at any time

Intent: When a site receives a request for confidential information about a family, or when a release of
confidential information is necessary for the provision of services, the site must obtain the family’s
informed, written consent prior to releasing the information. Please note: Consent to release
information forms will only list one (1) agency per form in order to maintain confidentiality related
to the various services that a family might receive. “Blanket” release of information forms, that list
multiple entities on the same form, are not acceptable for use. All information on the form
(including the specific information to be released, who it is being released to, the purpose for the
sharing, etc.) must be filled in before parents sign the form. It is not permissible to have parents
sign incomplete forms. Additionally, informed consents are time specific and do not include open-
ended timeframes such as “during the course of services”. Programs are to be as specific as
possible about what is to be shared (e.g., home visit notes, developmental screen, assessment
information, etc.) so families are very clear about what will be released. This consent may also
apply to verbal sharing of information, and sufficient details about what staff may speak about
must be clearly listed. Since a signed release form remains in effect for a maximum of 12 months,
a new consent form will need to be signed annually when communication or sharing extends
beyond the 12 month time period with the same external source.

GA-5.C RATING INDICATORS

3 - There is evidence in family files to indicate families provide written consent every time
information is to be shared with a new external source

2 - Past instances were found when families did not provide written consent for sharing of
information or the consent did not include the criteria listed in the standard; however,
recent practice indicates this is now occurring.

1 - Any of the following: Evidence in the family files indicates information is shared without
the family’s written consent, or the consent does not include all of the criteria listed in
the standard.

Note: This is a Sentinel Standard

GA-5.D The site implements the policy related to ensuring participant privacy and voluntary choice with
regard to research conducted by or in cooperation with the site.
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Intent: A site that participates in or permits research conducted by an outside source involving service
recipients establishes the right of individuals to refuse to participate without penalty and
guarantees participants’ confidentiality.  All research involving service recipients must be
conducted in accordance with applicable legal requirements. Research includes all forms of
internal or external research involving service recipients.

GA-5.D RATING INDICATORS

3 - The site assures participant privacy and voluntary choice for all families with regard to
research.
2 - Pastinstances may have occurred participant privacy and voluntary choice with regard to

research was not assured; however, recent practice indicates this is now occurring.

1 - Any of the following: individual researchers follow their own plans, and potential for
disclosure of identity or violation of privacy is high; or families are not provided an
opportunity to refuse disclosure.

NA - No research is currently being conducted by or in collaboration with the site.
GA-6. The site reports suspected cases of child abuse and neglect to the appropriate authorities.

Intent: Staff clearly understand how to identify child abuse and neglect indicators and the State’s definitions of
child abuse and neglect. This will assist them with knowing how and when to report. Additionally, it is
important for staff to know who to contact for support when abuse or neglect is suspected. It is the intent
that site leadership be naotified in advance of a CPS report being made, however imminent child safety
concerns are of higher priority. Therefore, staff also clearly understand that contacting Child Protective
Service prior to immediate notification of the site manager and/or supervisor is appropriate ONLY IF
waiting to contact site leadership may cause greater risk to the child(ren). Exceptions must be fully
documented. These criteria and reporting procedures are clearly outlined in the orientation training staff
receive prior to their work with families (10-1.C) and reviewed annually throughout employment (11-5.D).

All direct service staff (including supervisors) should be viewed as mandated reporters and adapt a
mandated reporter philosophy, even if the state does not identify them as mandated reporters.
Therefore, it is also important to familiarize staff with mandated reporting laws, which places ultimate
responsibility on direct service staff to report a suspicion of child abuse or neglect to Child Protective
Service, without risk or jeopardy, even in situations where site leadership may not agree with the need to
report.

GA-6.A The site has policy and procedures to report suspected cases of child abuse and neglect.

Intent: The site must have policy and procedures that effectively guide staff in situations where abuse or
neglect is suspected so that appropriate and timely action can be taken. Sites may choose to
reiterate information from the State’s Children’s Code, agency-wide policy, and/or training
materials that indicate child abuse and neglect criteria and reporting requirements. At a
minimum, these materials must be referenced in policy such that staff know where to locate them.
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GA-6.A RATING INDICATORS
3 - No 3 rating indicator for standard GA-6.A.
2 - The site has policy and procedures that are in accordance with all applicable laws

and specify the following:

- criteria used to identify and determine when to report suspected child abuse
and neglect (or at a minimum, policy must indicate where these criteria can
be found), and

- immediate notification of the program manager and/or supervisor when abuse
or neglect is suspected.

1 - Any of the following: The site does not have policy and procedures that specify
the criteria (or the location of the criteria) used to identify and report cases of
suspected child abuse/neglect and/or, the policy and procedures do not specify
immediate notification of the program manager and/or supervisor.

Note: This is a Safety Standard
GA-6.B The staff uses the policy and procedures in order to report suspected cases of child abuse
and neglect.

GA-6.B RATING INDICATORS

3 - Staff report all suspected cases of child abuse and neglect and immediate
notification of site manager and/or supervisor occurs.

2 - Past instances were found when staff did not report suspected cases of child
abuse and neglect, or immediate notification of the supervisor did not occur;
however recent practice indicates all suspected child abuse and neglect
situations are reported, and immediate notification of the supervisor or site
manager occurs.

1 - The site’s does not report suspected abuse and neglect, and/or immediate
notification of the supervisor or site manager does not occur.

Note: This is a Safety Standard

GA-7. The site responds to support families and staff in situation involving participant deaths.

GA-7.AThe site has policy and procedures that specify immediate notification of the program manager
and/or supervisor in cases of participant deaths (other appropriate staff/supervisors within the site
are notified as needed) and specify staff are offered grief counseling when a participant death
occurs, and families are offered extended support as needed.
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GA-7.A  RATING INDICATORS
3 - No 3 rating for GA-7.A.

2 - The site’s policy and procedures specify immediate notification of the site
manager and/or supervisor, and that staff are offered grief counseling when a
death occurs, and extended support is offered to the family.

1 - Any of the following: the site does not have policy and procedures; the site’s policy
and procedures do not specify immediate notification of site manager and/or
supervisor; or policy and procedures do not indicate that staff are not offered
counseling when a death occurs or do not indicate that the family is offered
extended support as needed.

GA-7.BThe site responds in situations involving participant death to support family members and staff as
needed. Program manager and/or supervisor is notified immediately.

Intent: This standard assures both staff and family members are supported through the grief process.
This could include additional reflective supervision, short-term transitional home visits with the
family, the offer of grief counseling when these resources are available, etc. A death creates a
deep sense of loss for families as well as staff, including home visitors, supervisors and family
assessment staff with whom the family member had a relationship. At a minimum, reporting
would occur if there is a death of a participating child or participating parent.

GA-7.B RATING INDICATORS

3 - In situations involving participant death of a parent or target child, immediate
notification of the site manager and/or supervisor occurs. Evidence indicates that
support is provided to families and staff when a death occurs.

2 - Past instances were found when notification of site manager and/or supervisor did
not occur immediately or staff and/or families were not offered support; however,
recent practice indicates this is now occurring; or there have been no recent
participant deaths to illustrate implementation and follow-through.

1 - Site manager and/or supervisor have not been notified immediately; or staff and/or
families are not offered support when a death occurs.

GA-8. The site’s Policy and Procedures Manual is used to guide staff in the delivery of services.

Intent: It is critical for all staff to know and understand the policies and procedures which guide their work. It is
not necessary for staff to have the Policy and Procedures manual memorized, but they will, at a minimum, know
where to look when they have a policy or procedure question and view it as a common support to practice
(especially for new hires). Please Note: Orientation to policy and procedures is required before contact with
families as per standard 10-1.A. For additional guidance see Policy and Procedure Checklist and Sample
Policy and Procedure Template/Guide
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GA-8.

3 -

© Tip:

RATING INDICATORS

The site has a Policy and Procedures Manual. There is sufficient evidence to
indicate that the site uses the manual as a guide in the provision of services,
particularly for newer employees.

The site has a Policy and Procedures Manual. Past instances were found when
the site staff did not use the manual as a guide in the provision of services, but
recent practice indicates that the Policy and Procedures Manual is now being
utilized by staff.

Any one of the following: the site does not have a Policy and Procedures Manual;
or there is insufficient evidence to indicate that the site uses the manual as a guide
in the provision of services; or the site does not have a well-developed policy and
procedures evidenced by missing polices associated with previous standards
where policies were required.

The agency in which the Healthy Families site is housed may also have a Policy

and Procedures Manual. Sites are encouraged to develop policies focused on the HFA Best
Practice Standards. It is helpful to design the Policy and Procedures Manual around the critical
elements for both ease of use and for encouraging familiarity with the standards.

GA-9. The site ensures its HFAST (Healthy Families America Site Tracker) data is up-to-date.

Intent: The HFAST system is used to maintain accurate demographic and programmatic details regarding all
HFA sites. In order to accurately and effectively represent the entire HFA network it is imperative that
sites update the information stored on HFAST at least annually (more often when there are staffing

changes).
GA-9.
3 -

2 =

Note: This

RATING INDICATORS
No 3 rating for GA-9.

The site’s information entered into the HFAST system is up-to-date consistent with
HFA requirements for all affiliated sites.

The site does not currently have information up-to-date in the HFAST data system
as required of all HFA affiliates.

is a Sentinel Standard

GA-10. The site is up-to-date with all fees owed to the HFA National Office.

Intent: Sites must have any outstanding fees paid in full prior to accreditation.

GA-10.

Note: This

RATING INDICATORS
No 3 rating for GA-10.

The site has no outstanding fees owed to the National Office or has now paid any
fees previously owed.

The site currently has fees that are overdue and not yet paid.

is a Sentinel Standard
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GA - The program is governed and administered in accordance with principles of effective management and of ethical practice

Standard

Required Policy and
Procedures

Additional Pre-Site Evidence in Self Study

Site Visit Activities

GA-1.A Organization of
Advisory Group

GA-1.B
Wide Range of Skills &
Knowledge

GA-1.C Program
Manager & Advisory
Group work as Team

Policy not required

Please note: programs may
have Policy and Procedures
related to these standards
and may submit them for
the benefit of the peer
review team; however, they
are not required.

Please submit a narrative (could be policy or bylaws) describing
the advisory committee’s role in advising programs staff with
regards to planning, implementation, and evaluation of program
related activities.

Please submit a board roster with affiliation and summary of
board skills, strengths, community knowledge, professions, and
cultural diversity (as defined by the program); which qualify
them to effectively serve the interests of the community and
advocate on behalf of the participants.

Please submit a narrative describing how the program manager
and advisory/governing group work as an effective team with
information, coordination, staffing, and assistance provided by
the program manager to plan and develop program policy and
procedures.

Interview:

* Advisory/governing group members

* Program Manager

Review:

* Board Meeting Minutes from Past Year
* Advisory Group Surveys

GA-2.A

Policy for Formalized
Input from Families and
Grievance

How families provide
feedback about their
experiences with services
and steps to file a grievance
and steps for reviewing and
acting on any grievances
received

Submit Policy

GA-2.B
Formalized Input from
Families

Please submit a narrative describing how the program obtains
input regarding program services from families and a summary
of results in a narrative format from all mechanisms.

GA-2.C Implements
Grievance Practice

Please submit a narrative describing the grievance procedure,
the mechanism for informing families, and a description of any
grievances received during the past year and a copy of any
related forms if utilized.

Interview:

* Program Manager
* Supervisors

* Direct Service Staff
* Families

= QUALITY ASSURANCE AND ACCREDITATION
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GA-3.A Review of
Progress Program Goals

Please submit a copy of the program’s evaluation reports,
and/or work plan illustrating the program’s review of program

& Objectives goals and objectives and a follow-up mechanism to address
areas of improvement.
GA-3.B Please submit a copy of the program’s Quality Assurance Plan.

Quality Assurance Plan

Interview: * Program Manager*
Supervisor* Direct Service StaffReview: *
Completed QA forms/documentation -
evidence may include: shadowing of staff,
family file reviews, supervision reviews,
review of evaluation results, etc.

GA-4
Policy & Procedure
Research Proposals

Reviewing and
recommending approval or
denial of research
proposals, whether internal
or external, which involve
past or present families.

Please submit policy and if not including in the policy, submit a
narrative regarding program protocol for handling of research
proposals (i.e., group composition, how decision is made,
communication protocols with person/group making request,
etc.), and brief narrative describing any recent proposal and
outcome of request.

Interviews if necessary

GA-5.A

Policy and Procedures
regarding Family Rights
& Confidentiality,
Release of Information
and privacy is it relates
to research

How families are informed
about their right to
confidentiality before or on
the first home visit. Policy
and procedures also state
how families are informed
and sign written consent
every time information is to
be shared with a new
external source and when
conducting research
projects, as well as assuring
voluntary participation.

Submit Policy

GA-5.B
Family Rights &
Confidentiality

Please submit copies of relevant forms related to confidentiality
and informing families of their rights.

Sentinel Standard

GA-5.C - Please submit copies of relevant forms related to informed
Informed & Signed consent when sharing information with other external sources
Consent Sentinel (e.g., consent forms).

Standard

Interview:

* Program Manager
* Supervisor

* Direct Service Staff
* Families

Review:

* Family Files

= QUALITY ASSURANCE AND ACCREDITATION
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GA-5.D Participant
Privacy & Voluntary
Choice

Please submit copies of relevant forms related to protection of
participant identity and privacy and the option not to
participate.

GA-6.A

Policy for criteria to
identify Child Abuse &
Neglect

Safety Standard

Immediate notification of
program manager and/or
supervisor when reporting
suspected cases of child
abuse and neglect, and the
criteria for reporting Child
Abuse and Neglect clearly
outlined or referenced

Please submit policy

GA-6.B Implementation

Submit narrative (if not outlined in program policy &

Interview:

* Program Manager

* Supervisor

* Direct Service Staff

Review:

* Any Relevant Documentation
* Staff Surveys

of Child Abuse procedures), describing the program’s process for identifying

Reporting Safety and reporting child abuse and neglect and describe any reports

Standard that have occurred within the past year.

GA-7.A Immediate notification of Submit Policy Interview:

Participant Death &
Grief Counseling Policy

program manager and/or
supervisor in the instance of
a participant death, and
provision of support to staff
and family.

GA-7.B

Participant Death &
Grief Counseling
Practice

* Program Manager

* Supervisor

* Direct Service Staff

Review:

* Any Relevant Documentation

GA-8
Policy & Procedure
Manual

No additional pre-site evidence required

Interview:

* Program Manager

* Supervisor

* Direct Service Staff

Review:

* Any Relevant Documentation
* Staff & Advisory Surveys

GA-9 No additional pre-site evidence required
HFAST up-to-date
GA-10 No additional pre-site evidence required

HFA fees paid/up-to-
date

National Office staff to Review:
* HFAST status
* Payment status

= QUALITY ASSURANCE AND ACCREDITATION
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Appendix G - Performance Measure Definitions
Home Visiting New Hampshire- Healthy Families America
Fiscal Year 2017

Please note, for all measures, consider services provided within the scope of this
MCH contract during State Fiscal year 2017 July 1, 2016- June 30, 2017.

Performance Measure #1

Home Visiting New Hampshire-Healthy Families America (HVNH-HFA)
HFA Standard 7-5.B

Measure:  70% percent of women enrolled in the program received at least one
Edinburgh Postnatal Depression Scale screening between 6-8 weeks
postpartum.

Goal: All post-partum women enrolled in HYNH-HFA will receive this formal,
validated screening for depression at the optimal time.

Definition: Numerator-

Of those in the denominator, the number of women that received an
Edinburgh Postnatal Depression Scale screening between 6-8 weeks
postpartum

Denominator-

The total number of women in the program who gave birth in the past
fiscal year, who are at least 8 weeks post partum and who were enrolled
prior to 6 weeks after the birth of their baby.

Data Source: HVNH-HFA Data Records
HVNH-HFA Performance Measure #2
HFA Standard 3-4.A

Measure: Increase the percent of families who remain enrolled in HFA for at
least 6 months from the baseline.

Goal: Families stay connected and maintain involvement with HFA
services.

Definition: Numerator-

Of those in the denominator, the number of families that remained in HFA
services at least 6 months.

Denominator-

The number of families who received a first home visit during the period
7/1/2015 — 12/31/2015 for quarters 1 and 2 and 1/1/2016 — 6/30/2016 for
guarters 3 and 4

Data Source: HVNH-HFA Data Records, HFA methodology for measuring retention
rates

RFP 16-DHHS-DPHS-MCH-03

Home Visiting New Hampshire — Health Families America
Appendix G — Performance Measures
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Appendix G - Performance Measure Definitions
Home Visiting New Hampshire- Healthy Families America
Fiscal Year 2017

HVNH-HFA Performance Measure #3
HFA Standard 6-7.A

Measure: 95% of children receive further evaluation after scoring below the
"cutoff" on the ASQ-3

Goal: All children served who are determined to be at risk for developmental
delays, will receive further evaluation.

Definition: Numerator-

Of those in the denominator, the number of children that received follow-
up health care when determined necessary by a formal, validated
developmental screening (ASQ-3).

Denominator-

The total number of children served in HVYNH-HFA in the past fiscal year
who received at least one ASQ-3 in which they scored below the cutoff.

Data Source: HVNH-HFA Data Records, and ASQ-3, results
HVNH-HFA PROCESS Measure
HFA Standard 12-1.B

Measure:  All direct service staff receive a minimum of 75% of required weekly
individual supervision according to the HFA Standards.

Goal: Service providers receive ongoing, effective supervision so they are
able to develop realistic and effective plans to empower families.

Definition: Numerator-

Of those in the denominator, the number of direct service staff who
received 75% of required weekly individual supervision for a minimum of
1.5 hours for full time (.75 to 1.0 FTE) and 1 hour for part time staff (less
than .75 FTE).

Denominator-

The number of direct service stafffhome visitors employed in the HVNH-
HFA Program in the past fiscal year.

Data Source: HVNH-HFA Data Records

RFP 16-DHHS-DPHS-MCH-03

Home Visiting New Hampshire — Health Families America
Appendix G — Performance Measures
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AGENCY NAME:

Appendix H—-Work Plan
Maternal and Child Health Title V

Home Visiting NH-Healthy Families America Workplan

July 1, 2016 — June 30, 2017
(This is a one-year workplan.)

SERVICE AREA:

WORKPLAN COMPLETED BY:

INPUT/RESOURCES

ACTIVITIES

PERFORMANCE MEASURE
(OUTCOME)

ACTION PLAN
FOR IMPROVEMENT

EVALUATION ACTIVITIES

Performance Measure #1
(HFA Standard 7-5.B):

70% of women enrolled in the
program received at least one
Edinburgh Postnatal
Depression Scale screening
between 6-8 weeks
postpartum.

SFY 16 Target_ 70%

Quarter 1 (July — September)
NUMERATOR
DENOMINATOR

Quarter 2 (October —
December)
NUMERATOR
DENOMINATOR

Quarter 3 (January — March)
NUMERATOR
DENOMINATOR

Quarter 4 (April = June)
NUMERATOR
DENOMINATOR

Appendix H — Work Plan
RFP 17-DHHS-DPHS-MCH-01
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Appendix H—-Work Plan
Maternal and Child Health Title V

Home Visiting NH-Healthy Families America Workplan

July 1, 2016 — June 30, 2017
(This is a one-year workplan.)

INPUT/RESOURCES

ACTIVITIES

PERFORMANCE MEASURE
(OUTCOME)

ACTION PLAN
FOR IMPROVEMENT

EVALUATION ACTIVITIES

Performance Measure #2
(HFA Standard 3-4.A):

Increase the percent of
families who remain enrolled
in HFA for at least 6 months
from the baseline.

SFY 15 Actual is baseline

Quarter 1 (July — September)
NUMERATOR
DENOMINATOR

Quarter 2 (October —
December)
NUMERATOR
DENOMINATOR

Quarter 3 (January — March)
NUMERATOR
DENOMINATOR

Quarter 4 (April = June)
NUMERATOR
DENOMINATOR

INPUT/RESOURCES

ACTIVITIES

PERFORMANCE MEASURE
(OUTCOME)

ACTION PLAN
FOR IMPROVEMENT

Appendix H — Work Plan
RFP 17-DHHS-DPHS-MCH-01
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Appendix H—-Work Plan
Maternal and Child Health Title V
Home Visiting NH-Healthy Families America Workplan

July 1, 2016 — June 30, 2017
(This is a one-year workplan.)

EVALUATION ACTIVITIES

Performance Measure #3
(HFA Standard 6-7.A):

95% of children who receive
further evaluation after scoring
below the "cutoff" on the ASQ-
3.

SFY 15 Target_ 95%

Quarter 1 (July — September)
NUMERATOR
DENOMINATOR

Quarter 2 (October —
December)
NUMERATOR
DENOMINATOR

Quarter 3 (January — March)
NUMERATOR
DENOMINATOR

Quarter 4 (April = June)
NUMERATOR
DENOMINATOR

Appendix H — Work Plan
RFP 17-DHHS-DPHS-MCH-01
Page 3 of 4




Appendix H—-Work Plan
Maternal and Child Health Title V
Home Visiting NH-Healthy Families America Workplan

July 1, 2016 — June 30, 2017
(This is a one-year workplan.)

INPUT/RESOURCES

ACTIVITIES

PERFORMANCE MEASURE
(OUTCOME)

ACTION PLAN
FOR IMPROVEMENT

EVALUATION ACTIVITIES

PROCESS Measure:
(HFA Standard 12-1.B)

All direct service staff receive
a minimum of 75% of required
weekly individual supervision
according to the HFA
Standards.

Quarter 1 (July — September)
NUMERATOR
DENOMINATOR

Quarter 2 (October —
December)
NUMERATOR
DENOMINATOR

Quarter 3 (January — March)
NUMERATOR
DENOMINATOR

Quarter 4 (April = June)
NUMERATOR
DENOMINATOR

Appendix H — Work Plan
RFP 17-DHHS-DPHS-MCH-01
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Appendix | FTE/Capacity Worksheet

Agency Name:

Name of staff Total FTE for this HFA HFA role
program

EXAMPLE:




