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Introduction

Durham Connects is now the primary focus of the Durham Family Initiative, funded by the Duke Endowment in 2002 to reduce child abuse and neglect in Durham County by half by 2012. Between its inception in June 2008 and March 2010, Durham Connects provided a home visit to over 1,500 families in Durham County. Nurses from the Durham County Public Health Department continue to conduct the home visits, and there are several staff members at the Center for Child and Family Policy that support their efforts through hospital recruitment, follow-up phone calls to families, nurse supervision, administrative and computer support, and community outreach and program marketing. Additionally, the program’s external Advisory Board is an integral part of Durham Connects and continues to provide guidance on both program components and research plans.
The Durham community is known to have a plethora of resources for families and Durham Connects attempts to connect families with these resources. A primary focus of our evaluation activities this year has been to look more closely at the actual availability of services in Durham as well as the match between what families need, as assessed by the Durham Connects nurses, and the service referrals provided by the nurses. Additionally, we have attempted to identify gaps in service availability as well as identify referral patterns that may not fully meet family needs.
This report focuses on three primary topics. First, it provides a brief update on the information we reported in January 2010 about the implementation, accomplishments and challenges of Durham Connects. This report also discusses the broader service capacity of the Durham community in which Durham Connects is operating, including the county’s System of Care, as well as service referral patterns of Durham Connects nurses. Lastly, we provide an update on the additional activities the Durham Family Initiative is undertaking beyond Durham Connects.

Data for this report come from several sources:

· Interviews conducted with 11 Durham service provider representatives and DFI staff to gather their insights about the relationship of Durham Connects with the broader service provision community, the service referral processes being used, and the community’s capacity to meet the needs of families with newborns. A full list of respondents is included as Appendix A.

· Interviews conducted with four individuals involved in the Durham System of Care (SOC). The Durham Family Initiative was instrumental in facilitating the creation of the System of Care and we interviewed current SOC staff members to better understand the interplay between the SOC and Durham Connects. A full list of respondents is included as Appendix B.

· An analysis of 150 Durham Connects participant records sampled from births between January 2009 and September 2009. During that time, there were 1311 eligible births and 621 completed home visits. The sample, representing 24 percent of cases, was drawn randomly from those families with a completed home visit.

Durham Connects Implementation Update

In our January 2010 report on the implementation of Durham Connects, we provided detailed information about the program’s accomplishments and challenges. This report will provide a brief update on that information, highlighting any changes or significant new developments since that report was completed.
Since July 2009, when the pilot phase was over and all the major programmatic changes were implemented, Durham Connects has consistently reached just under 70 percent of eligible families with an in-home visit. Table 1 shows the number of eligible families, proportion of families scheduled for a home visit, and the proportion of completed home visits for both the scheduled families and all eligible families since the program began. 
Table 1. Durham Connects Home Visits

	
	Q3-4 2008

Pilot
	Q1 2009

Pilot
	Q2 2009

Pilot
	Q3 2009
	Q4 2009
	Q1 2010


	Eligible Families
	661

	495
	426
	390
	409
	362

	Assigned/scheduled cases (of eligible families)
	557
	446/90.1%
	130/30.5%
	322/82.6%
	316/77.3%
	289/79.8%

	Completed home visits (out of all assigned/ scheduled families)
	375/67.3%
	278/62.3%
	73/56.2%
	270/83.9%
	279/88.3%
	249/86.2%

	Completed home visits (out of all eligible families)
	375/56.7%
	278/56.2%
	73/17.1%
	270/69.2%
	279/68.2%
	249/68.8%


Structural Changes to Durham Connects

The structure of Durham Connects was substantially modified prior to July 2009 but has remained stable since that time. Durham Connects staff members continue to recruit most families while they are still in the hospital after the birth of the baby, and respondents agree that this is an effective strategy. Durham Connects staff members continue to make phone calls to all families that received a home visit at approximately one month after the visit to solicit feedback about the visit and offer additional assistance if needed. Staff members follow a specific script to collect data about the visits; if a family seems to need more assistance than can be provided over the phone, Helen Wright, the health department nurse supervisor, is contacted and asked to get in touch with the family for further follow-up. The vast majority of families report very positive experiences with their Durham Connects home visit.

Nurses are now conducting most home visits when the baby is between three and four weeks old, and this shift raises some questions about the tradeoff between the issues that might be more readily identified when the baby is less than a month old versus those that surface later, such as developmental traits of older infants or child care needs.
Nurse Follow-Up Activity 

Approximately 60 percent of families are receiving some type of follow up after a home visit is completed, although the substance of those follow up contacts varies widely. As can be seen in Table 2, the proportion of families receiving an additional home visit has declined slightly over the past three quarters, while the proportion receiving a substantive phone call to follow up on issues identified during the visit has varied between 13 and 10 percent.
Table 2. Durham Connects Follow-Up Activity
	
	Q3 2009

270 Completed Home Visits
	Q4 2009

279 Completed Home Visits
	Q1 2010

249 Completed Home Visits

	No Follow-up Activity
	105/38.9%
	97/34.8%
	105/42.2%

	Some Follow-up Activity
	79/29.3%
	96/34.4%
	96/38.6%

	Substantive Follow-up Phone Call
	34/12.6%
	44/15.8%
	24/9.6%

	Follow-up Home Visit
	52/19.3%
	42/15.1%
	24/9.6%


Protocol Fidelity

One issue that was raised by respondents during our site visit in October 2009, and is referenced in our previous implementation report, was that of fidelity to the Durham Connects protocol by the nurses. Because Durham Connects is a research project, where the impact of the model will be tested through random assignment, it is critical that the protocol be implemented as intended by each of the nurses. There were questions about how closely the nurses were following the protocol when conducting visits and several options were considered to try to answer this question. A decision was made to have Donna Potter, from the Center for Child and Family Health, observe each nurse once a month; however, between July and December 2009, only 16 observational visits were conducted, primarily due to scheduling conflicts. A meeting was held in December to determine how to move forward with the fidelity process while taking into consideration the reality of scheduling issues. At this meeting, the nurses agreed to start audio taping home visits and have Ms. Potter listen to the tapes later to assess home visit quality and fidelity. As of our site visit in March 2010, 11 visits had been taped and assessed. After having experienced both an in-person observation during a visit and taping a visit, the nurses have apparently expressed a preference for audio taping. Respondents felt that having Ms. Potter there during a visit negatively affected the flow and comfort-level of the visit.
The observations and tapes showed that some of the nurses were in fact struggling with the psychosocial components of the protocol. There is a sense that the nurses are incredibly competent with the physical health components for the mother and baby, and are also relatively comfortable with the more tangible aspects of the assessment, including child care planning, financial needs, and family planning. There remains some concern about the tension between implementing the protocol as it is written and the nurses using their clinical judgment to not only decide what referrals might be needed for a family, but also about whether or not it is important to ask families all of the specific questions included in the protocol. The current plan for checking fidelity is to observe each nurse 8-12 times over the course of a year; two of those observations must be in person, two taped, and the others can be either in person or taped.

Another activity that the nurses, Ms. Potter, and other Durham Connects staff participated in was to assign all of the questions in the protocol to a specific factor in the family needs assessment used by the nurses during the visit (a copy of the family needs assessment is included as Appendix C). A few respondents commented on how helpful this exercise was in gaining a better understanding of how to accurately score the family needs assessment. There remains some disagreement among staff members about which questions might be used to inform particular factors in the family needs assessment, and that is being used as a discussion point in the weekly nurse supervision meetings with Ms. Potter.

Additionally, respondents explained that the nurses have become more willing to use the laptops during their home visits, although documentation in general continues to be a source of tension in the program. Even though the nurses do not see more than two families in one day, leaving ample time to complete the documentation, tension remains about the necessity of providing such detailed data.
Communication Improvements
Communication has improved both internally and externally. The service provider representatives as well as the System of Care respondents interviewed had a general understanding of how Durham Connects was structured, including the more recent changes such as hospital recruitment, random assignment procedures, and the one-month follow up phone call. Respondents explained that Jennifer Gill and Jeanine Sato continue to do an excellent job “getting the word out” about Durham Connects, and the transparency of the program and clarity of communications seems to have improved since our October 2009 visit. Additionally, communication among the Durham Connects staff members has reportedly improved, and some of the previous tension between nurses and other staff has lessened.

Durham Connects in Relation to the Durham Community

Because one of the primary goals of Durham Connects is to link families with needed resources, we wanted to understand more fully what resources are actually available in the community, how the referral process works, and local provider perceptions of Durham Connects. To accomplish this, we conducted a site visit in March 2010 and interviewed eight representatives from community agencies in Durham, with a focus on those who have received the most referrals from Durham Connects nurses. We also interviewed three Durham Connects staff members and four individuals with knowledge of the Durham System of Care. This last set of interviews focuses on the ways in which this integrated effort has shaped the environment in which families access services. Additionally, we analyzed 150 Durham Connects case records to determine service referral patterns, timing and number of home visits, and participant demographic characteristics.
 After reviewing all of these data, a complex but generally positive picture emerged about the service provision capacity of the community and the referral relationship between Durham Connects and local service providers.

Durham Connects Demographics

To better understand the profile of families being served by Durham Connects, we examined the demographic characteristics of our sample as well as the characteristics of births in the county. As seen in Table 3, the sample demographics remained consistent over the three cohorts. There were no significant changes in the mother’s demographics, family income, status of the father, or the number of children in the home between Cohort 1 and Cohort 3. Additionally, as shown in Table 4, in all categories examined except for the mother’s race the families in our sample were generally reflective of the births in Durham County. In our sample, there was a higher proportion of non-white mothers that received a home visit when compared to all births in the county. Overall, the sample’s characteristics reflected what we heard on site—the program is reaching a broad spectrum of families in the Durham community, and that there is no one segment of the community more likely to reject participation in the program.
Table 3. Durham Connects Sample Demographics

(Percentages unless otherwise noted)
	
	Cohort 1

(N = 50)
	Cohort 2

(N = 50)
	Cohort3

(N = 50)
	Change

	p-value

	Mother’s Race/Ethnicity
	
	
	
	
	

	White
	22.0
	26.0
	18.0
	-4.0
	0.591

	Black
	38.0
	40.0
	34.0
	-4.0
	

	Hispanic
	34.0
	24.0
	34.0
	0.0
	

	Other
	6.0
	10.0
	14.0
	8.0
	

	Mother’s Age at Delivery

	
	
	
	
	

	Less than 20
	2.0
	2.0
	6.0
	4.0
	0.433

	20 – 29
	60.0
	60.0
	50.0
	-10.0
	

	30 or older
	38.0
	38.0
	44.0
	6.0
	

	Mean age (years)
	27.9
	28.8
	28.4
	0.5
	0.663

	Mother’s Marital Status
	
	
	
	
	

	Married
	50.0
	66.7
	57.1
	7.1
	0.814

	Separated
	2.1
	2.1
	0.0
	-2.1
	

	Never Married
	29.2
	18.8
	24.5
	-4.7
	

	Lives with Partner
	18.8
	12.5
	18.4
	-0.4
	

	Mother’s Employment Status
	
	
	
	
	

	Unemployed
	55.1
	42.0
	59.2
	4.1
	0.683

	Employed/Student
	44.9
	58.0
	40.8
	-4.1
	

	Mother’s Primary Language
	
	
	
	
	

	English
	60.0
	64.0
	56.0
	-4.0
	0.798

	Spanish
	28.0
	26.0
	34.0
	6.0
	

	Other
	12.0
	10.0
	10.0
	-2.0
	

	Mother’s Education Level
	
	
	
	
	

	College Degree
	26.1
	37.8
	42.2
	16.1
	0.128

	Some College/Other
	15.2
	21.6
	13.3
	-1.9
	

	High School Diploma
	26.1
	16.2
	8.9
	-17.2
	

	Less than High School Diploma
	32.6
	24.3
	35.6
	2.9
	

	Family Income
	
	
	
	
	

	Less than $10,000
	38.5
	27.6
	17.9
	-20.6
	0.188

	$10,001 - $20,000
	19.2
	17.2
	28.6
	9.3
	

	$20,001 - $50,000
	19.2
	20.7
	10.7
	-8.5
	

	More than $50,000
	23.1
	34.5
	42.9
	19.8
	

	Father Status
	
	
	
	
	

	No Longer Involved
	11.4
	4.0
	8.2
	-3.2
	0.665

	Involved, living in the home
	72.7
	84.0
	79.6
	6.9
	

	Involved, not living in the home
	11.4
	10.0
	12.2
	0.9
	

	Incarcerated
	4.6
	2.0
	0.0
	-4.5
	

	Number of Children in Home
	
	
	
	
	

	1
	38.8
	32.0
	32.7
	-6.1
	0.573

	2
	30.6
	34.0
	40.8
	10.2
	

	3+
	30.6
	34.0
	26.5
	-4.1
	


Table 4. Comparing Durham Connects Sample Demographics to All Durham County Births

(Percentages unless otherwise noted)

	
	Durham County

	Durham Connects Sample

	Total Births
	4,624
	150

	Mother’s Race

	
	

	White
	58.0
	22.0

	Non-White
	42.0
	78.0

	Mother’s Age at Delivery
	
	

	Less than 20
	9.3
	3.3

	20 – 29
	47.7
	56.7

	30 or older
	43.1
	40.0

	Mother’s Marital Status
	
	

	Married
	56.1
	58.0

	Unmarried
	43.9
	42.0

	Mother’s Education Level
	
	

	College Degree
	41.4
	35.2

	Some College/Other
	14.3
	16.4

	High School Diploma
	19.1
	17.2

	Less than High School Diploma
	25.2
	31.3

	Birth Order

	
	

	1st child
	35.8
	34.5

	2nd child
	26.0
	35.1

	3rd or more child
	38.1
	30.4


Risk Profile of the Durham Connects Sample

Every community is made up of families that constitute a broad spectrum of risk for negative child outcomes, including child maltreatment. Our Durham Connects sample reflects this variation, with 62 percent of families categorized as low risk and 38 percent of families identified as being at high risk of negative outcomes. During each home visit, the nurse assesses the family on a number of different domains (the Family Needs Assessment is included as Appendix C). Scores are recorded for 12 factors related to family and child well-being as well as a score for the nurse’s general impression of the family. Table 5 below shows the distribution of scores on each factor. There are four possible scores:

· a score of 1 indicates that the family has no immediate needs in that area;

· 2 indicates that there are some needs but that they can be addressed during the home visit;

· 3 indicates the nurse thinks the family has significant needs in that area; and

· 4 indicates an emergency situation.

There was only one factor, parental health, where less than half of the cases (48.7 percent) received a score of 1. Parental health refers to the physical health of the parents and family planning issues. In fact, 8.7 percent of families in our sample received a score of 3, implying that those families need more help in this area than the nurse could provide during the home visit. During our site visit in October 2009 some respondents mentioned that it is sometimes difficult to find a medical provider for a mother post-partum unless it is her scheduled six-week post-partum examination. This issue might account for the relatively high parental health scores on the assessment.
In our sample, only one case received a score of 4 on any of the factors, indicating that the situation was an emergency. The nurse assigned the 4 in the household/material supports factor, which refers to the family’s financial resources available for meeting basic needs. In such a case, the nurse is instructed to contact Erika Ward, the DSS social worker assigned to Durham Connects cases, for immediate assistance. Overall, the nurses are assessing most families as having adequate resources and no immediate or pressing concerns. We do not know why only one family received a score of 4 on any of the factors being assessed. It could be because the very highest risk families are not receiving home visits from Durham Connects, or it could be because the nurses are not identifying families’ serious needs.
We also examined the mean score for each factor across the three cohorts to determine if the risk profile of families in Durham Connects changed over time. As seen in Table 6, the scores increased significantly on parental health, infant health and safety, and health care plans between Cohort 1 and Cohort 3. Each of those factors is related primarily to physical health and health care issues, areas which the nurses reported greater comfort discussing with families. Changes in these scores over time may suggest that the program is engaging a higher risk group of families. However, there is the possibility that the nurses are simply becoming more comfortable with asking questions about those domains during the home visit, and are therefore identifying more difficult issues. In contrast, the mean score significantly decreased on the family and community violence factor between Cohort 1 and Cohort 3. Again, it is unclear if this change is due to a real change in the families being seen by Durham Connects or represents a shift or greater reluctance to identify risk in this domain.
Table 5. Durham Connects Sample Distribution on Family Needs Assessment Factors

	Factor
	Score
	Percent

	Parental Health
	1
	48.7

	
	2
	42.7

	
	3
	8.7

	Infant Health and Safety
	1
	60.7

	
	2
	32.0

	
	3
	7.3

	Health Care Plans
	1
	80.7

	
	2
	13.3

	
	3
	5.3

	
	Missing
	0.7

	Child Care Plans
	1
	64.0

	
	2
	32.0

	
	3
	4.0

	Parent-Child Relationship
	1
	86.0

	
	2
	13.3

	
	Missing
	0.7

	Management of Infant Crying
	1
	81.3

	
	2
	18.0

	
	3
	0.7

	Household/Material Supports
	1
	55.3

	
	2
	27.3

	
	3
	16.7

	
	4
	0.7

	Family and Community Violence
	1
	82.0

	
	2
	11.3

	
	3
	1.3

	
	Missing
	5.3

	History with Parenting Difficulties
	1
	86.7

	
	2
	6.0

	
	3
	2.0

	
	Missing
	5.3

	Parent Well-Being
	1
	66.7

	
	2
	24.7

	
	3
	7.3

	
	Missing
	1.3

	Substance Abuse
	1
	94.7

	
	2
	2.0

	
	3
	1.3

	
	Missing
	2.0

	Parent Emotional Support
	1
	62.7

	
	2
	30.0

	
	3
	7.3

	General Impression
	1
	28.0

	
	2
	50.0

	
	3
	21.3

	
	Missing
	0.7


Table 6. Mean Factor Scores across Cohorts

	
	Cohort 1

(N = 50)
	Cohort 2

(N = 50)
	Cohort 3

(N = 50)
	Change

	p-value

	Factor
	
	
	
	
	

	Parental Health
	1.46
	1.66
	1.68
	0.22
	0.078*

	Infant Health and Safety
	1.36
	1.46
	1.58
	0.22
	0.079*

	Health Care Plans
	1.18
	1.16
	1.39
	0.21
	0.080*

	Child Care Plans
	1.42
	1.46
	1.32
	-0.10
	0.361

	Parent-Child Relationship
	1.16
	1.16
	1.08
	-0.08
	0.237

	Management of Infant Crying
	1.22
	1.22
	1.14
	-0.08
	0.303

	Household/Material Supports
	1.56
	1.66
	1.66
	0.10
	0.516

	Family and Community Violence
	1.24
	1.11
	1.08
	-0.16
	0.061*

	History with Parenting Difficulties
	1.10
	1.12
	1.09
	-0.02
	0.841

	Parent Well-Being
	1.42
	1.45
	1.33
	-0.09
	0.412

	Substance Abuse
	1.04
	1.00
	1.11
	0.07
	0.326

	Parent Emotional Support
	1.34
	1.50
	1.50
	0.16
	0.200

	General Impression
	1.84
	2.08
	1.88
	0.04
	0.782


We also examined how a family’s risk profile was related to their demographic characteristics and their service referral patterns (discussed below). So when a family received a 3 or 4 on any of the 12 factors, we designated that case as high risk; when a case received scores of only 1 or 2, they were designated as a low risk family. Based on this assessment strategy, 38 percent of the sample was considered high risk. Table 7 shows how the proportion in each risk category changed over time. In Cohort 1, 26 percent of cases in our sample were designated as high risk, meaning the family received a score of 3 or 4 on any of the 12 factors. By Cohort 3, 42 percent of cases were high risk. Again, it is not known whether or not more high-risk families were receiving home visits or if nurses are becoming more adept at identifying more serious concerns facing families.
Table 7. Risk Designation across Cohorts

	
	Cohort 1
	Cohort 2
	Cohort 3
	p-value

	Low Risk
	 74%
	54%
	58%
	

	High Risk
	 26%
	46%
	42%
	.094


We examined the demographic profile of those families receiving a low vs. high risk designation. Those families demonstrating the greatest risk have a predictable profile: non-White, not married, unemployed, low income, and less education. Interestingly, father’s status in the home and the number of children did not make a significant difference in whether a family was high or low risk. Table 8 below includes the breakdown for low risk and high risk families.
Table 8. Demographic Characteristics of Low and High Risk Participants

	
	Low Risk
(N = 93)
	High Risk
(N = 57)
	p-value

	Mother’s Race/Ethnicity
	
	
	

	White
	31.2
	7.0
	0.000***

	Black
	34.4
	42.1
	

	Hispanic
	21.5
	45.6
	

	Other
	12.9
	5.3
	

	Mother’s Age at Delivery

	
	
	

	Less than 20
	2.2
	5.3
	0.009***

	20 – 29
	48.4
	70.2
	

	30 or older
	49.5
	24.6
	

	Mean (years)
	29.4
	26.7
	0.006***

	Mother’s Marital Status
	
	
	

	Married
	67.8
	41.8
	0.006***

	Separated
	0.0
	3.6
	

	Never Married
	22.2
	27.3
	

	Lives with Partner
	10.0
	27.3
	

	Mother’s Employment Status
	
	
	

	Unemployed
	43.5
	66.1
	0.008***

	Employed/Student
	56.5
	33.9
	

	Mother’s Primary Language
	
	
	

	English
	65.6
	50.9
	0.001***

	Spanish
	19.4
	45.6
	

	Other
	15.1
	3.5
	

	Mother’s Education Level
	
	
	

	College Degree
	45.7
	17.0
	0.000***

	Some College/Other
	19.8
	10.6
	

	High School Diploma
	14.8
	21.3
	

	Less than High School Diploma
	19.8
	51.1
	

	Family Income
	
	
	

	Less than $10,000
	16.0
	45.5
	0.000***

	$10,001 - $20,000
	16.0
	30.3
	

	$20,001 - $50,000
	14.0
	21.2
	

	More than $50,000
	54.0
	3.0
	

	Father Status
	
	
	

	No Longer Involved
	6.8
	9.1
	0.282

	Involved, living in the home
	83.0
	72.7
	

	Involved, not living in the home
	10.2
	12.7
	

	Incarcerated
	0.0
	5.5
	

	Number of Children in Home
	
	
	

	1
	35.2
	33.3
	0.183

	2
	39.6
	28.1
	

	3+
	25.3
	38.6
	


Durham Connects Service Referral Patterns

During a home visit, after the nurse completes the Family Needs Assessment and gains a better understanding of the family’s situation, she refers families to services or resources that might be beneficial. We examined our sample to determine the types of service referrals nurses were making, for what kinds of families (low or high risk), and with what frequency. Between January and September 2009, 195 referrals were made. As seen in Table 9, our sample shows that the majority of referrals were being made primarily to three service providers: the Department of Social Services (DSS), the Grandparent Network, and Welcome Baby. The Department of Social Services funds a social worker position that is staffed by Erika Ward; this position is tasked with assisting Durham Connects families in accessing DSS resources such as food stamps, TANF, emergency financial assistance, and Medicaid. Several respondents during our October 2009 site visit explained that the nurses often make a referral to Ms. Ward when a family has multiple issues, even though DSS might only be able to provide help in one or two areas of need. It appears that Ms. Ward is sometimes viewed as a case manager and will assist families with not only accessing DSS resources but also work with families to attempt to meet other needs, such as housing, child care, or relationship issues. The vast majority of individuals we spoke with, both inside and outside of Durham Connects, mentioned Ms. Ward as being an integral part of Durham Connects as well as a tireless advocate who will go beyond her job description to help a family improve their situation. As noted in our January 2010 report, Ms. Ward’s position should be considered critical when assessing the structure of Durham Connects or other similar programs.

Table 9. Durham Connects Referrals

	Service Provider
	Number of Referrals
	Percent of All Referrals

	DSS Department of Social Services
	37
	18.97

	Grandparent Network
	22
	11.28

	Welcome Baby Family Resource Center
	21
	10.77

	CCSA (Child Care Services Association)
	17
	8.72

	Educational Services at Teer House
	12
	6.15

	Cribs for Kids
	11
	5.64

	Latina Mothers' Playgroup
	9
	4.62

	WIC
	9
	4.62

	DCHD Durham County Health Dept.
	8
	4.10

	CSC (Child Service Coordination Program)
	6
	3.08

	Duke Post-Partum Support Program
	6
	3.08

	Lincoln Community Health
	5
	2.56

	Duke Primary Care Pediatrics
	4
	2.05

	Duke Family Medicine Center
	2
	1.03

	Duke High Risk Clinic
	2
	1.03

	El Centro Hispano/FAMOSA
	2
	1.03

	HF (Healthy Families Durham)
	2
	1.03

	List of providers accepting Medicaid
	2
	1.03

	The Durham Center; Services for Adults
	2
	1.03

	Catholic Charities
	1
	0.51

	Duke University Health System (billing)
	1
	0.51

	Durham Literacy Council *or* GED for Free online
	1
	0.51

	Durham Mothers Club
	1
	0.51

	El Centro Hispano (Young Leaders in Action)
	1
	0.51

	El Futuro
	1
	0.51

	Family Center of Northern Durham
	1
	0.51

	LATCH
	1
	0.51

	Lakewood Pediatrics and Family
	1
	0.51

	Mocha Moms of Durham
	1
	0.51

	Nancy Murray, IBCLC at Duke Children's Primary Care
	1
	0.51

	Strong Couples, Strong Children
	1
	0.51

	UNC General Pediatrics
	1
	0.51

	Given list of food resources in Durham
	1
	0.51

	Police
	1
	0.51

	Various adult internal medicine practices
	1
	0.51


The Grandparent Network, the second most common referral, is a program run by Mrs. Annie Jones at the Child and Family Policy Center (which houses DFI). It provides a mentor to new parents that are referred by Durham Connects nurses. The mentors meet with the mentees weekly or bi-weekly to provide support, advice, and friendship. Often, the mentors assist the mentee families with respite care or go on outings together with the children. Respondents agree that this is a very valuable resource for some types of families. This program is discussed in more detail later in the report.

The third most common referral in our sample was to the Welcome Baby Family Resource Center, which is administrated by the county extension office. According to respondents, most of those referrals are for the Giving Closet, a program run by Welcome Baby that has baby clothes and equipment available to the public for free and is open on Monday mornings. When a nurse makes a referral, usually the parent calls Welcome Baby themselves rather than the nurse. In a few cases, referrals are made to the education classes offered by Welcome Baby, including Positive Discipline classes, The Incredible Years (ages 5 and under), The Incredible Years for Babies (age 1 and under), Circle of Parents support group (ages 5 and under), Birth and Beginning Years class (age 4 months and under, including pregnancy), and the MotherRead family literacy program.

Other common referral agencies include Child Care Services Association, which provides assistance finding child care and more recently provides child care subsidies. The Teer House provides prenatal classes and a few postnatal classes; there is a nurse at the Teer House who also provides breastfeeding support to mothers, although this support is not through a formal class. Cribs for Kids is a DFI program started to provide portable cribs to families referred by the nurses. The Latina Family Playgroup is a curriculum based support group offered by a local church to Spanish-speaking families in the community. For all of these except Cribs for Kids, the parent makes the contact with the organization rather than the nurse.

The mean number of referrals provided by the nurses over our observation period increased slightly from 1.1 to 1.5 per family, although this is not significant change. When looking at how the number of referrals has changed, there were far fewer families who do not receive any referrals (from 52 percent in Cohort 1 receiving no referrals to 32 percent in Cohort 3).

Table 10. Durham Connects Referral Patterns across Cohorts

	
	Cohort 1

(N = 50)
	Cohort 2

(N = 50)
	Cohort 3

(N = 50)
	Change

	p-value

	Number of Referrals

	
	
	
	
	

	0
	52.0
	40.0
	32.0
	-20.0
	0.043

	1+
	48.0
	60.0
	68.0
	20.0
	

	Mean number of referrals
	1.1
	1.3
	1.5
	0.4
	0.151


When looking at the number of referrals made by nurses, it is important to look at whether or not those families designated as higher risk by the nurses actually received more referrals. Table 11 shows that they did in fact receive a significantly higher number of referrals. Additionally, those families deemed high risk also received more follow-up home visits, indicating that the nurses did spend more time with those families in order to connect them to necessary supports.

Table 11. Referral Patterns for Low and High Risk Participants in Durham Connects

	
	Low Risk

(N = 93)
	High Risk

(N = 57)
	p-value

	Number of Home Visits Conducted
	
	
	

	1
	97.8
	64.9
	0.000***

	2 or more
	2.2
	35.1
	

	Number of Referrals Made
	
	
	

	0
	57.0
	15.8
	0.000***

	1
	17.2
	22.8
	

	2
	17.2
	29.8
	

	3 or more
	8.6
	31.6
	

	Mean number of referrals
	0.8
	2.1
	0.000***


Service Provider Capacity in Durham

When speaking with service providers in the Durham community, most respondents agreed that there are numerous resources for families available and that the primary and most difficult obstacles to accessing services are the lack of follow-through by families and barriers faced by Latina families. Various theories abound as to why families are unwilling or unable to follow through on referrals made by the nurses, including maternal depression, disbelief that the services would be helpful, concrete barriers such as transportation, or a mismatch between the referral and the actual need. Additionally, a few respondents suggested that for families experiencing a high level of stress or chaos, accessing a specific resource that meets only one need might be too overwhelming.

Most of the service providers interviewed during our visit reported that they have the capacity to serve more families. Exceptions to this include Healthy Families Durham and WIC. At the time of our site visit, WIC had a waiting period of four to six weeks for an initial appointment, and is no longer offering emergency formula supplies to families. Several respondents mentioned that accessing WIC services is very difficult in Durham County. Only about 50 percent of families enroll in WIC prenatally, so that leaves half of the eligible families trying to enroll in WIC after their babies are born. When nurses make a referral to WIC, the parent is usually the one who calls to make an appointment. And although WIC does offer some lactation support, respondents universally agree that there insufficient breastfeeding support in the community, particularly on an as-needed, immediate basis.

When respondents during our two most recent site visits were asked what the primary unmet needs of families in the community were, a large number of issues were identified. The following issues were most commonly cited:

· Affordable housing, especially for Latina families;

· Service barriers for the Latina community (language, fear, literacy);

· Teen pregnancy;

· Breastfeeding instruction (postnatal);

· Literacy (English and Spanish);

· Mental health services for those without Medicaid and for very young children; and

· Emergency and short-term financial assistance.

During our October 2009 visit, the nurses presented a list of issues or populations that they believe lack sufficient resources in the community, including infants born to undocumented Latina mothers, transportation, child care, post-partum medical care for mothers, and mothers with high levels of need. The issue with the infants of undocumented Latina mothers centered mostly on obtaining birth certificates and Medicaid cards for the babies, especially when they are born on the weekend when hospital administrative staff members are not available to assist families with this task. This is a very specific issue that many service providers in the community would not be aware of, and therefore would not mention as an unmet need in Durham County. Postpartum medical care for mothers was also a specific need cited by the nurses, and one that would not be mentioned by community service providers due to it being a medical concern. It is not clear why the nurses listed child care and transportation and the other respondents did not mention those as significant issues facing families. At the time of our site visit in early fall of 2009, the nurses had only recently initiated the new service protocol which resulted in the initial home visit occurring much sooner (e.g. by the fourth week). Previously, initial visits did not occur until the seventh or eighth week, at which time many of the mothers were beginning to think about going back to work and were therefore looking for child care. Infant child care is scarce in every community, and the waiting list for child care subsidies in Durham can sometimes be months-long. On the issue of helping mothers with high levels of need, it appears that the Durham Connects nurses are primarily referring those families to Erika Ward for assistance with a variety of needs; some referrals are made to Healthy Families Durham for parenting assistance; and it is not clear what other referrals are being made for those families.

One resource that seems to be underutilized is the health department’s Child Service Coordination team. There are eligibility requirements for that program, but some of them refer to general parenting issues (e.g., difficulty in providing basic parenting, difficulty in parent-infant bonding, history of abuse or neglect of parent, maternal age <15 years, lack of stable housing), implying that many families might qualify for those services based primarily on the parent having a high level of need. In our sample, six families were referred to the Child Service Coordination team at the health department. Our general impression is that when a nurse has concerns about a family’s parenting abilities, she refers them to Healthy Families Durham, but that for families who have a high level of more generalized needs (unemployment, financial needs, unstable housing, lack of adequate social support, lack of transportation, low education levels, etc.), the nurses do not have a consensus on where to refer those families.

The Durham System of Care is another resource in the community that appears to be underutilized by Durham Connects nurses. In our sample, two referrals were made to the Durham Center, which houses the System of Care, but it is not known if those referrals were to the System of Care or were for mental health services for the mother (separate from the System of Care). We discuss the System of Care in more detail later in this report, but this is an area that should be examined more closely to determine why more referrals, especially for very high need families, were not being made to this resource.
Service Provider Perceptions of Durham Connects

Respondents universally support Durham Connects and believe it can positively impact families. One aspect of Durham Connects that was mentioned repeatedly is the role of the Office of Community Resources, particularly Jennifer Gill and Jeanine Sato. Respondents spoke highly of the work both of those staff members do in the community, specifically their work in getting the word out about Durham Connects, exhibiting a truly collaborative spirit among community agencies and organizations, problem-solving around specific issues that arise for families, and being a reliable source of information about community resources. One particular example of Ms. Gill’s problem-solving and collaborative attitude stood out during our interviews. Due to changes in WIC policies, the WIC offices no longer have any formula available to families in an emergency. Ms. Gill contacted the WIC director to clarify the situation and brainstorm about possible solutions to this problem; Ms. Gill was then able to secure emergency formula supplies and continues to work toward finding a longer term solution to this critical issue for families.

The referral process between Durham Connects and community service providers varies by agency. It appears that for case management or more intense services, the nurses usually make contact directly with the agency. For example, referrals to the Department of Social Services social worker, Erika Ward, are made directly by the nurse; each nurse usually calls Ms. Ward and then completes a paper referral form. For referrals to the Child Service Coordination Program (CSC), the nurse completes a form and gives those directly to the health department nurse supervisor who coordinates with the CSC supervisor who then contacts the family. For services with fewer eligibility criteria, respondents report that families usually initiate contact with the organizations (e.g., Teer House classes, Welcome Baby Giving Closet). Respondents agreed that the referral process is working well for most families. It should be noted, however, these respondents do not have information about those families who received a referral from the nurses but elected not to contact the agency or engage in services.
One issue that was brought up by several respondents was that Durham Connects usually conducts one visit with each family, and suggested that this level of contact is unlikely to be sufficient for reducing maltreatment risk. Few respondents knew that nurses did conduct additional home visits if necessary. Furthermore, respondents questioned whether the level of provider-participant contact allowed for in Durham Connects is sufficient for the nurse to develop a sufficient rapport with a family, obtain accurate information about a family’s needs, and encourage a family to access a meaningful level of assistance.
Durham Family Initiative Additional Activities
Although the bulk of DFI’s energy, time, and finances are focused on Durham Connects, it does continue to support other initiatives in the community. This section provides an update on these activities, including four research studies, the Durham System of Care, and the Grandparent Network referenced earlier in this report.
Randomized Trials

DFI undertook four research trials to learn more about a variety of issues and interventions related to preventing child maltreatment, including maternal history of abuse, prenatal risk factors, parenting programs to prevent re-reports to CPS, and the optimal duration of a home visitation program. Recruitment and original data collection are complete for three of the four studies, and analysis is continuing for all but one study. Below is a brief description of the status of each randomized trial.

Healthy Families Durham

High-risk families were assigned to one of four groups: 1) 36-month version of Healthy Families, 2) 18-month version of Healthy Families, 3) yearly checkup, or 4) standard care coordination with no additional visits or assessments. DFI recruited 343 families for the first three groups. Assessments were completed at four points, including birth, one year, two years, and three years of age. Of the 343 families recruited, 70 percent participated in the birth assessment and 55 percent in the one year assessment, and data collection is complete for those time points. Of the families whose children were scheduled to be assessed at Year 2, 66 percent were, and 78 percent of eligible children were assessed at Year 3. Data collection for the Year 2 and 3 assessments will be complete in March 2012. Analysis on prenatal risk factors and the birth assessments is ongoing and reports are expected to be completed in the summer of 2010; a report will be written on the assessments conducted at one year of age as well as on the family’s DSS involvement in the fall of 2010.

Project MOM

Project MOM was a prospective, longitudinal, community-based study of 499 mothers and their infants in Durham. The study “examined (a) direct associations between mothers’ experiences of childhood maltreatment and their offspring’s maltreatment, and (b) mothers’ mental health problems, social isolation, and social information processing patterns (hostile attributions and aggressive response biases) as mediators of these associations.”
 Prenatal psychosocial data were collected from 499 pregnant women, 320 (64 percent) of whom were re-interviewed by phone when their child was 15-18 months old. These cases were linked with birth records and county child abuse and neglect reports through June 2008 to determine the child’s birth outcomes and to determine if the child had been reported for maltreatment. The study found that a mother’s own history of physical abuse predicted her children’s maltreatment; mothers who experienced childhood physical abuse were 19 percent more likely than those not reporting childhood physical abuse to have children who were victims of maltreatment by 26 months of age. Additionally, the study found that this association was mediated by the mothers’ social isolation and aggressive response biases. Several empirical papers have been developed for presentation at professional meetings and for submission to peer-reviewed journals.
Parent-Child Support Program (Family Interventions to Prevent Re-Reports of Maltreatment)

DFI created this study to intervene and prevent re-reports with families that had previous findings of substantiated maltreatment or being in need of DSS services. Families of children birth to six years of age were assigned to one of three interventions: 1) the Promoting Early Relationships intervention, 2) Parent-Child Interaction Therapy (PCIT), or 3) the Child Health and Safety Program. The assessment protocol included three assessments: at enrollment, right after the intervention ended, and at four months post intervention. As discussed in previous reports, there were difficulties with referrals to the protocol; 120 families were recruited, and 50 families completed the parenting program to which they were assigned.  Data collection was completed in September 2008 and DSS child maltreatment data are currently being linked to the assessment data. Final analysis plans have not yet been determined.

Screening for High-Risk of Child Maltreatment (Prenatal Psychosocial Screening Study)

DFI implemented a specific protocol to screen for risk factors related to child maltreatment in two prenatal clinics in Durham. The plan was to link the prenatal risk data generated by these screening to birth records and subsequent maltreatment reports. Recruitment was initiated in 2006, but unfortunately, only 26 percent of women recruited for the study consented. An initial manuscript submitted for publication received unfavorable reviews because of the low recruitment rate, and no further attempts have been made to publish the study results.
Durham System of Care

Starting in 2002, DFI spearheaded the effort to establish the Durham System of Care (SOC). According to its website (www.durhamsystemofcare.org), “Durham's System of Care is a framework for organizing and coordinating services and resources into a comprehensive and interconnected network. Its goal is to help individuals and families who need services or supports from multiple human service agencies to be safe and successful at home, in school, at work and in the community.”
 All of the major public agencies that serve children and families and numerous non-profit organizations in Durham are involved in the SOC at some level. There are five paid SOC staff members who are housed at the Durham Center, an organization that provides services for issues of substance abuse, mental health, and developmental disabilities. All funding is provided by Durham County.

The SOC’s work is multi-faceted, with a focus on the facilitation of Child and Family Teams, convening Care Review Teams, and providing cross-agency training. Child and Family Team meetings include representatives from all of the agencies working with a family as well as any members of the family’s informal support network. These individuals generally meet several times with a family to jointly develop a family-centered service plan. Care Review Teams, consisting of representatives from several of the community’s key providers are brought together on an as needed basis to provide additional support to families presenting an immediate or urgent need. The SOC also provides a plethora of training opportunities for professionals in the community, including a full day, quarterly orientation that provides information on the SOC and reviews the resources available to families in the community.

Prior to July 2009, Durham had two separate Systems of Care. The adult SOC, formed in 2007, was focused on adults facing homelessness, severe mental illness, substance abuse, or developmental disabilities. The child SOC, begun in 2002 with DFI’s assistance, focused on children who are high need (e.g., facing immediate academic failure, serious mental illness, or highly disruptive behavioral issues) and are at high risk of out-of-home placement. The two systems merged in July 2009 and now provide support to individuals throughout the life span, although respondents explain that the two “sides” of the SOC continue to work toward full integration. Many of the adult clients served by the SOC do not have children, but if they do, the Teams work to ensure that the children in these families receive any necessary supports regardless of their level of need. Few of these children are infants or toddlers. Additionally, the child SOC has historically not served very young children. As one respondent explained, children who are under the age of three who have special needs are served by the Children’s Developmental Services Agency (CDSA), which is not a formal participant in the SOC. Another respondent explained that there are other organizations in Durham that focus on child health and safety and on increasing collaboration among this group of service providers. Consequently, the SOC has not found it necessary to focus on this age group.

Individuals interviewed gave varying estimates of the number of referrals Durham Connects nurses have made to the SOC. A few respondents thought that the nurses had made only a handful of referrals to the SOC on behalf of an adult, and those were primarily due to severe financial issues that were threatening housing stability. However, another respondent said that Durham Connects is a major referral source to the SOC, and primarily refer adult clients for financial reasons or on behalf of Latina mothers who had very few resources at all. Given these conflicting reports, the relationship between Durham Connects and the SOC is an issue that we will explore more fully in future DFI site visits.

When asked about unmet needs in the Durham community, the respondents mentioned housing and financial assistance as two of the key issues facing families. Services and supports for children aged 14-21 years old were also frequently mentioned, and this is a population the SOC is beginning to focus on in greater depth. Additionally, respondents explained that providing services to the Latina population is especially challenging in part because there are few stable organizations in the Latina community that are involved in SOC activities and those that do serve this population are not yet as committed to working within a collaborative framework.

Respondents believe that the SOC has definitely increased communication among the agencies in Durham and has improved provider knowledge regarding the numerous resources available in the community. Providers are more willing to pick up the phone and call another agency so that they can work collaboratively on behalf of a family. Although it is not clear that individuals are receiving more services, those services that are being provided are offered in a more coordinated manner. An area that requires further study is better understanding the potential role the SOC might have played in the observed trends in Durham County’s child abuse reports, substantiations, and re-reports.

The Grandparent Network

The Grandparent Network is a program run by Mrs. Annie Jones at the Child and Family Policy Center. It provides a mentor to new parents that are referred by Durham Connects nurses. The mentors are recruited from the community and Mrs. Jones has been successful at recruiting several prominent members of the community to serve as mentors. At the time of our visit in March, there were a total of 24 mentors and 11 matches had been established. The other 13 mentors were waiting for an appropriate match (nine with previous matches and four waiting for their first match). The Grandparent Network does not accept referrals outside of Durham Connects. When a nurse wants to make a referral she simply calls Mrs. Jones and provides her basic information about the family’s needs. Mrs. Jones then follows up with the family to determine their interest and willingness to participate in the program. She then assigns a mentor and works with the pair to facilitate initial communication and meetings. Staff members recognize that not all families are well-suited for the mentor program; if a family has multiple problems or is unwilling to commit to the relationship, they might be more appropriately referred to a professional home visitation program such as Healthy Families Durham or the new Early Head Start program. However, the Grandparent Network seems to be a viable and important resource for families who are socially isolated (because of cultural differences from the broader Durham community or a recent move to Durham) or are overwhelmed because of multiple children or language barriers. In fact, the leadership of Durham Connects might consider providing more support, both financially and administratively, to the Grandparent Network. It appears that it could meet a vital need for a specific set of families who are at risk of maltreatment because of social isolation or other issues (e.g., mild depression, lack of family support, multiple children, etc.). Mrs. Jones has created a strong model for the program, using best practices from other mentoring programs, and could expand it to provide support to additional families if given more support from DFI.

Conclusion 

DFI has accomplished a great deal since its inception in 2001. It has explored the relationships between risk factors and child maltreatment through several research studies, facilitated the formation of Durham’s System of Care to respond to adults and children with serious needs, and established Durham Connects, a universal neo-natal home visitation program. There are four areas that have surfaced repeatedly in our discussions with program staff and community members regarding DFI, and specifically Durham Connects, which merit further consideration. These areas are discussed below.

The Durham Connects Model

Respondents were overwhelmingly positive about Durham Connects and its potential to reduce child abuse and neglect in the Durham community by helping families connect to resources. The program is well-specified and is based on existing evidence about the prevention of maltreatment; DFI is also taking very seriously its responsibility to learn from this experiment. The program is highly structured and is working toward ensuring fidelity to the specific protocols contained in the home visitation plan, and progress is being made toward that goal. Program staff members are carefully tracking activities and plans are underway to measure the impact of the program in numerous ways. The program has the potential to answer several questions in the prevention field about the viability and impact of a universal, one-visit neo-natal home visitation model.

Expansion Considerations

There are two areas that DFI could consider focusing on to better meet the varied needs of families in Durham County. The first is the Grandparent Network. As explained previously in this report, the Grandparent Network is a well-specified mentoring program coordinated by a DFI staff member. Although at this point it is a very small intervention, it has the potential to meet the needs of a subset of families served by Durham Connects and careful consideration should be given to the idea of expanding this resource. For families who do not have multiple, serious risk factors, but are experiencing isolation, a lack of confidence about caring for an infant, or feelings of being overwhelmed by multiple children, having an older mentor available to provide guidance, respite care, and general support could be invaluable. A first step in deciding whether to expand this program could be to examine home visit data to determine how many families might be well-served by the Grandparent Network.

The second area that needs consideration is the availability of services and supports for those families with the highest level of need. During our past two site visits to Durham, we repeatedly heard individuals express frustration at the lack of coordinated services for high-risk families. The community does have some resources available for this population (e.g., Healthy Families Durham, Early Head Start, Child Services Coordination at the health department, the Durham System of Care), but capacity is low in some of these programs and others are not being accessed very frequently by Durham Connects families. This is an area that merits more attention; DFI should consider thoroughly examining what kinds of referrals are being made for those families who present with multiple high risk factors. Additional attention should be paid to the post-visit phone call with these families to more thoroughly determine if they have sought out and enrolled in any of the referrals they were given at the time of the visit. In determining the level of unmet need for this population, it might be informative to take a more detailed look at those instances in which the nurse indicated that there were no appropriate referrals for a family or that the referrals they were providing were insufficient to meet the family’s level of need. Durham Connects aims to identify needs and connect families with resources to meet those needs, but if the community does not offer the necessary resources, then the program will not reach its goal of preventing maltreatment.

Challenges Facing Latina Families

The growing Latina population in Durham County presents a new population of high need to those service providers working in the community, many of whom are unprepared to work with this group of families. There is a national conversation occurring regarding immigration, and Durham County is not immune to the tensions surrounding this issue. Durham has traditionally had tensions between two racial groups, African-American and White. With the large influx of Latina families, the tensions are surfacing among three groups, each of which has specific needs and relationships with public social service systems. Furthermore, with Latina families, there are language, literacy, and cultural issues that make accessing and offering services sometimes difficult. DFI has made a strong attempt to be sensitive to the unique needs of Latina families by hiring several nurses who speak Spanish and providing interpreters when a non-Spanish speaking staff member works with a family that does not speak English. One issue mentioned by respondents was that a strong service provider infrastructure does not yet exist in the Latina community. There are organizations founded and staffed by Latina community members that deliberately focus on the issues facing families from Latin America, but they are reportedly still working toward being fiscally stable and providing high quality resources for families. And, as noted above, these organizations are not well integrated into the Durham System of Care, further isolating them from the resources this network has to offer in terms of training and information about community resources. These organizations are often less well-known and therefore less likely to be a referral option for the nurses and other service providers. One important exception to this is the Latino Family Playgroup offered by the Immaculate Conception Church in Durham; this service is a structured, curriculum-based family support group and parenting class offered to Spanish-speaking families in the community. It has a positive reputation in the community and could serve as a frequent referral option for the Durham Connects nurses, although its capacity is not large.

Durham System of Care

Respondents agree that the System of Care has helped improve knowledge of community resources and the coordination of those resources. However, the focus of the current SOC is on assisting families who are already dealing with serious issues, and is not yet focused on the prevention of those issues, which is admittedly a more difficult task. DFI is no longer closely involved in the SOC, resulting in a loss of prevention momentum. Durham Connects is a good first step in creating a preventive mindset in the community, but more focus needs to be placed on bringing prevention-minded organizations and service providers into the current collaborative. Durham Connects is working on creating a culture where the birth of a baby is not only celebrated but also recognized as a time when every family needs some kind of assistance, whether it is formal or informal. DFI, as the host organization for Durham Connects, should carefully consider what role it might play in bringing about a shift in the SOC’s focus from responding to serious issues families are facing to a more universal, preventative mindset.

Appendix A

Service Provider/Durham Connects Staff Interviews 

Conducted March 2010

Pat Harris, Welcome Baby Family Resource Center

Katushka Olave, Latina Family Playgroup

Cheryl Kregg, Child Service Coordination Program, Durham County Health Department

Joan Levy, Teer House Educational Services

Jan Williams, Healthy Families Durham, Center for Child and Family Health

Erika Ward, Department of Social Services

Vivianne Eto, Child Care Services Association

Donna Potter, Center for Child and Family Health

Annie Jones, Grandparent Network, Center for Child and Family Policy

Jennifer Gill, Durham Connects
Christina Christopoulos, Center for Child and Family Policy

Appendix B

System of Care Interview Respondents

Ann Oshel, System of Care Director

Bea Laney, System of Care Manager

Debra Duncan, System of Care Community Development Specialist

Nancy Kent, System of Care Review Teams

Appendix C

	DURHAM CONNECTS FAMILY NEEDS ASSESSMENT (1st home visit)


	
	SUPPORT FOR HEALTH CARE
	SUPPORT FOR CARING FOR INFANT

	
	Parental health
	Infant health & safety
	Health care plans
	Child care plans 
	Parent-child relationship
	Management of infant crying

	GOAL
	Mother is recovering from delivery, parents in good health, able to care for infant. Thought given to family planning.
	Infant born at or near term and is in good health as are other children. Family has safety measures (e.g. CPR, smoke alarms.)
	Primary health care for infant is planned and scheduled as needed.
	Parent(s) has child care plan, including emergencies and respite with day care if needed.
	Parents and infant are growing into a sensitive and responsive relationship.
	Parent(s) describes infant crying as normal and has planned response. .

	No concerns, no immediate needs 
	1- Mother is recovering as expected with few concerns.
	1- Infant health good, as expected, other children have health needs addressed.
	1- PCP identified, first visit completed, next visit scheduled.
	1- Parent identifies care for each day, emergencies, and planned respite.
	1-Parent understands infant’s needs and is responsive to infant signals.  
	1- Parent sees infant crying as normal and responds.  May find cry difficult but can cope.

	Some needs for family well being in this factor, addressed during 1st home visit
	2- Mother has minor health issues, but not expected to affect parenting.  Advice and/ or resources given during visit
	2- Minor infant health concerns (e.g., pre-term, postnatal condition). Advice and/or resources given during visit.  
	2- Uncertainty about medical home or regular care. Advice and/or resources shared and medical home established during the visit.
	2- Care plan for 3 areas not in place, but adequate plan developed  and/or resources suggested.
	2- Parent not always understanding of infant cues and is perplexed or frustrated. Provided support and resources.
	2- Parent is concerned about crying and needs reassurance; developed coping plan during visit.

	Significant family concerns and needs in this factor.  Resources and follow up needed.
	3- Mother’s health presents a concern for infant and family. Follow up with visit and referral, if needed.
	3- Infant or other child health concerns. Requires follow up visit with link to PCP and CSC, if applicable.
	3- Uncertainty about medical home, need, or plan. Follow up to ensure link is made.
	3- Care plan for all three areas needed but not in place, even following discussion.
	3- Parent not aware of need or unable to be responsive to infant signals. Follow up with visit and/or referral.
	3- Parent is unable to cope with crying without external intervention. Follow up with visit and/or referral.

	This is an emergency situation for family risk and needs.
	4- Mother’s health presents immediate risk for infant. Help mother to health care or help change temporary custody.
	4- Infant has serious health or developmental problems requiring immediate intervention.
	4- Failure to provide for primary care. Need immediate intervention.
	4- Emergency child care problem. Call DSS.  
	4- Parent at risk of neglecting or harming the child. Call CPS.
	4- Crying is out of control for parent and parent at risk of neglecting or harming child. Call CPS and/or other emergency intervention.

	
	                                          SUPPORT FOR A SAFE HOME
	                                           SUPPORT FOR PARENT(S)

	
	Household/material supports
	Family and community violence
	History with parenting difficulties
	Parent  well being
	Substance Abuse
	Parent  emotional support

	GOAL
	Family has financial resources sufficient for basic needs.
	Family experiences safety and security at home and in neighborhood.
	No risk factors for violence or neglect currently active.
	Parent(s) mental health adequate for meeting parenting demands.
	Parent and family show no drug using/ seeking in household.
	Parent has emotional, practical, and social support for parenting. 

	No concerns, no immediate needs.
	1. Financial resources adequate for food, shelter, and transport. Medicaid, MCC, or public supports possible.  
	1. No concerns about potential violence. Parent and infant feel safe.
	1. No known prior history of maltreatment as a child or parenting difficulties with own children.
	1. Parent mental health is sound. No anxiety or depression in excess of normal adjustment.
	1. Parent denies use now or in past and interviewer has no reason for concern.
	1. Parent names other person(s) who provide emotional, practical, and social support for parenting.

	Some needs for family well being in this factor, to be addressed during 1st home visit
	2. Financial resources limited or under-utilized. Advice and/or resources suggested during visit.
	2. Mild concerns. Issues discussed and resource information about emergency services left during the visit.
	2. Parent has history of maltreatment as a child and/or CPS involvement as adult, but reports good resolution and plans.  Resources suggested.
	2.  Some concern is present and resolved during visit. Resources suggested as needed.
	2. Possible past history but current use is denied. Discussion with suggested resources if need occurs.
	2. Parent initially lacking in support, but develops plan for seeking support during visit. 

	Significant family concerns and needs in this factor.  
	3. Financial resources inadequate and/or not utilized. Follow up and/or refer for support.
	3. Concerns about safety in the home or neighborhood. Follow up and/or refer.
	3. Recent CPS involvement and/or ongoing concerns. Follow up and/or refer.
	3. Parent screens positive for significant anxiety or depression. Follow up and/or refer.
	3. Substance use is a concern. Follow up and/or facilitate referral to treatment.
	3. Parent lacking in support, which presents risk for family well being. Follow up and/or refer.

	This is an emergency situation for family risk and needs.
	4. Family’s financial status is urgent. Immediately contact DSS field worker.
	4. Serious immediate concerns about safety. Call police or CPS. 
	4. Ongoing CPS investigation is active. Contact CPS about family needs.
	4. Urgent need for mental health intervention for parent. Contact CPS.
	4. Substance abuse a major issue. Contact CPS or immediate access to care.
	4. Parent very isolated. Re-visit within 48 hours.


General  impressions of infant well being and family capacity (please circle one)
	1- Family doing well.
	2- Family doing well with mild concerns.
	3- There are some concerns in some areas (scored or not). Follow up.
	4. Major concerns. Follow up.
	COMMENTS


� During the second quarter (Q2) of 2009, Durham Connects nurses were undergoing intense training to prepare for the program changes planned for July 2009, and therefore completed a relatively low number of visits.


� The Q1 2010 data reflect cases that might not be fully closed out by the program. For example, there may be some births in late February or March whose cases are not completed yet because the nurses continue to provide follow-up or are still attempting to complete a home visit. As a result, the Q1 2010 data may change slightly once the cases are all closed.


� During that time period, cases were assigned based on geographic units. A total of 1,218 births were recorded in the geographic areas eligible for Durham Connects, and 661 of those cases were actually assigned to nurses. 


� In February 2010 we obtained a sample of 150 Durham Connects records, which represents 24.2 percent of all home visits conducted during the study period. We received 50 case records for Cohort 1 (births in January through March 2009), 50 for Cohort 2 (births in April through June 2009), and 50 for Cohort 3 (births in July through September 2009).


� Change is calculated between Cohort 1 and Cohort 3.


� Age is estimated based on mother’s year of birth and delivery date.


� Durham County birth data is for 2008 and comes from the North Carolina State BABYBOOK, available at http://www.schs.state.nc.us/SCHS/data/vitalstats.cfm.


� Durham County birth data contains only two race categories labeled “white” and “minority”, so Durham Connects sample classifications may not be accurately aligned, specifically regarding those sample members of Hispanic origin.


� For the Durham Connects sample, number of children in the home (including new baby) is used as a proxy for birth order, but is not exact.


� Change is calculated between Cohort 1 and Cohort 3.


� Age is estimated based on mother’s year of birth and delivery date.


� Change is calculated between Cohort 1 and Cohort 3.


� The change between Cohorts 1 and 3 in the number of people receiving no referrals versus one or more referrals is significant with a p-value of 0.043. 


� Berlin, L. J., Appleyard, K., & Dodge, K. A. (in press). Intergenerational continuity in child maltreatment: Mediating mechanisms and implications for prevention. Child Development, special issue on “Raising Healthy Children: Translating Child Development Research into Practice.” p. 2.


� Durham System of Care Homepage. (2006). Retrieved from �HYPERLINK "http://www.durhamsystemofcare.org"�www.durhamsystemofcare.org� on June 3, 2010.






