Contract Number: 





Program Name:   Healthy Families-TIP (site)
   
PERFORMANCE OUTCOMES

Section 2.3

	Goals
	Objectives
	Activities
	Performance Outcomes - Targets

	I.  To enroll and maintain eligible families in HF-TIP home visiting services.

(process objectives)
	1. Identify at-risk families according to home visitation program guidelines (Note: this should equal ~300 screens per 1.0 FTE of FAW).
	Agency has MOUs with key prenatal care, health & social service providers to identify eligible pregnant women/ parents for services.  Agency coordinates outreach efforts with other HV providers and community programs; and partners with central intake, as available. 
	1. ____ families are referred to HF services.

	
	2. Complete an introductory home visit/ initial assessment on eligible families according to home visitation program guidelines (125 assessments per 1.0 FTE of FAW)
	Agency confirms/updates contact information to enhance likelihood of locating families for screening and assessment.  FAW completes the Parent Survey/Kempe Family Stress Checklist assessment with eligible families.
	2a. At least 50% (n=___) of referrals are scheduled for an initial assessment visit.

2b. At least 85% (n=___) of those scheduled will complete the initial assessment. 

	
	3. Maintain ongoing program caseload capacity according to HV program guidelines and the case weight assigned to your agency.
	Complete home visits and develop a rapport with families to keep them enrolled in HV services.
	3a. Maintain LOS of at least 80% of case weight. 

3b. Less than 10% of families enrolled are lost to care or inactive (Level X).

	
	4. Enroll women prenatally in services according to home visitation program guidelines.
	Agency has MOUs with key prenatal care, health & social service providers.  HV staff conduct outreach, as needed, to enroll women while they are pregnant.
	4. 80% of women/families are enrolled in HV services prenatally.

	
	5. Complete the expected number of home visits for each family according to home visitation program guidelines.
	HV supervisor works closely with staff to monitor home visits and offer support as needed to maintain expected number of visits for each family.
	5. 80% of families receive the expected number of home visits.

	
	6. Maintain participant retention in program services over an extended period of time, as per home visitation program guidelines. 
	Adhere to HV model fidelity/critical elements, monitors progress toward client/family goals (IFSP) and offer assistance to help families progress and maintain program enrollment. 
	6a. 60% of families will remain enrolled for at least 1 year.
6b. 50% of families will remain enrolled for at least 2 years.

6c. 40% of families will remain enrolled for at least 3 years.

	II.  To improve health and well being of participating families:

Pregnant women and new mothers
(impact objectives)

Pregnant women and new mothers (continued)

 (7a-c, 8a-b)
(impact objectives)
And
Target children (9a-g)       

(impact objectives) 
 
	7a. All eligible pregnant women will be referred to and enroll in WIC.
	Educate and promote healthy nutrition during pregnancy.  Determine enrollment status/eligibility of pregnant women for WIC, and refer eligible women to WIC.  Track WIC enrollment and participation. 
	7a. 80% of eligible pregnant women are enrolled in WIC during pregnancy. 

	
	7b. Enrolled pregnant women will complete ACOG recommended prenatal care medical visits.  
	Review ACOG recommended prenatal care medical visits with all pregnant women; monitor and assist with scheduling prenatal care visit appointments, as necessary.
	7b. 80% of enrolled pregnant women are on-schedule for prenatal care medical visits.

	
	7c. Enrolled pregnant women will complete the 6-8 week postpartum medical visit.
	Educate women during pregnancy and after childbirth on the importance of completing recommended postpartum medical visits; monitor/assist customer in scheduling the postpartum medical appointment, as necessary.
	7c. 80% of enrolled pregnant women completed the required 6-8 week postpartum medical visit.

	
	8a. Link all enrolled mothers to a primary care provider (PCP). 
8b. Enrolled women will complete an annual PCP/women’s health care visit.
	Discuss with women the importance of having a PCP for reproductive health/annual checkups.  If she does not, refer and assist, as needed, to access a PCP.
Encourage and monitor completion of an annual health checkup (GYN or other PCP).
	8a. 100% of enrolled mothers have a primary care provider.
8b. 80% of enrolled women completed an annual primary care/women’s health care visit

	
	9a.  Enrolled eligible infants/children have health insurance.
	Discuss importance and availability of health insurance for infants/children.  Assist families to determine eligibility and secure health insurance for all eligible infants/children.
	9a. 80% of eligible enrolled infants/children have health insurance.

	
	9b. Enrolled infants/children have a primary care provider (medical home).
	Discusses the importance for all children to have a medical home.  If infant/child does not, refer and assist the family, as needed, to access primary care for the child.
	9b. 100% of enrolled infants/children have a primary care provider (medical home).

	
	9c.  Enrolled infants/children are up-to-date with well-child medical visits according to the AAP schedule.
	Educates parents on importance of keeping up to date with well child medical visits for infants/children; monitors and assist parents to schedule, complete and track all AAP recommended well-child medical visits.
	9c. 85% of enrolled infants/children are up-to-date with well child medical visits.

	
	9d. Enrolled infants/children are up-to-date with the recommended HV schedule for developmental screening.
	Educate parents about normal growth & development, and purpose of Ages & Stages Questionnaire (ASQ) to determine child’s status/progress. Provide parents with age-appropriate activities that support growth & development. Use ASQ in home setting per recommended HV schedule. 
Note: Children with delays receive follow-up and/or further evaluation according to ASQ guidelines. 
	9d. 90% of all enrolled infants/children are up-to-date with developmental screens.


	
	9e. Participating families enroll their eligible infants/children in the WIC Supplemental Nutrition Program.
	Educate parents about healthy infant/child nutrition.  Determine enrollment status/eligibility of children and refer eligible families for WIC.

Track child’s WIC enrollment and participation. 
	9e. 80% of eligible infants/children are enrolled in WIC.

	
	9f. Enrolled infants/children are up- to-date with the NJ recommended childhood immunization schedule.
	Educate parents on importance of protecting the health of infants/children and receiving up-to-date immunizations. Monitor and assist parents to schedule, complete and track recommended immunizations.
	9f. 85% of all enrolled infants/children are up-to-date with immunizations.

	
	9g. Enrolled infants/children are screened for childhood lead poisoning (by age one).
	Educate parents on importance of protecting infants/ children from lead poisoning. Monitor/assist parents to schedule an age 1 lead test. Provide follow-up, as needed.
	9g. 80% of all enrolled infants/children are tested for lead poisoning at age 1.

	III. Other Outcomes

Increase breastfeeding in at-risk families (promotes child health and maternal-infant bonding (10a-b).

Reduce subsequent unplanned pregnancy (11a-b).

Promote parent-child bonding and improve parent-child relationships (12a-b). 
Promote early language development & literacy of enrolled children (13a-b)

Promote parent/family self sustainability. [Required for TANF/ TIP families.] (14a-b)

	10a. Enrolled mothers will understand the benefits of breastfeeding. 
10b. Mothers that choose to breastfeed infants will continue for at least 4 weeks after birth.
	Discuss cultural issues, attitudes and practices surrounding breastfeeding with all pregnant women and new parents. 

Provide staff with additional training to enhance skills related to educating mothers, and providing assistance and referral for breastfeeding support services.
	10a. 80% of enrolled pregnant women/parents initiate breastfeeding (any amount). 
10b. 60% of newborns are breastfed for at least 4 weeks.

	
	11a. Reduce subsequent unplanned pregnancies (increase interval from birth to a subsequent pregnancy).  
11b. Decrease subsequent teen births (age 19 or under).
	Educate pregnant women/new mothers about recommended timeframes and health/social benefits of delaying subsequent pregnancy. Provide reproductive health/family planning information to all pregnant women/parents.
	11a. 80% of enrolled women have interpregnancy intervals of 18 months or more.

11b. Less than 20% of enrolled teen mothers have a subsequent pregnancy before turning 20 years old.

	
	12a. Enrolled women/families improve maternal and parent bonding.
	Educate/demonstrate bonding development activities, e.g. modeling positive interaction with the infant. Increase parent sensitivity/responsiveness re: child’s needs & cues.  
	12a. 80% of enrolled women have improve ratings for maternal bonding (HOME scale).

	
	12b. Enrolled families implement activities that improve parenting skills.
	Educate/demonstrate parenting activities. Teach parents about infant/child developmental milestones.  Use Born to Learn as a core curriculum (use other materials, as needed).
	12b. 80% of enrolled families have improved ratings for parenting (HOME scale).

	
	13a. Parents have age-appropriate infant/toddler books in the household.
	Determine availability, quality & age-appropriateness of infant/toddler books in the household.  Help families purchase or access donated children’s books. 
	13a. 80% of enrolled families have age-appropriate infant/toddler books in the household (HOME scale).

	
	13b. Parents engage in reading or storytelling with infants/children.
	Assess parents’ reading skills, and interest in & frequency of reading to their children. Educate on the importance of reading; model reading & storytelling to infants/children; encourage/support parents as they begin to read to children.
	13b. 80% of enrolled families read or tell stories to their infants/children (HOME scale).

	
	14. Parents engage in workforce related activities (improving education and/or employment) to improve family economic self-sufficiency.   
	Assist participants in developing and working toward educational/economic self-sufficiency service goals.  Encourage & provide supports for TANF recipients to comply with WFNJ requirements to maintain benefits. 
	14a. 95% of TANF families are connected to employment through the One-Stop Center. 

14b. 60% of enrolled mothers/parents have improved education and/or employment status by the time the child is age 2.  [Measure TBD]
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