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Objectives

il &

Short-term (today)  Medium-term Long-term

Increase understanding of Demonstrate through Continue to maintain or
when and how to data the incredible work increase MIECHV funding
complete and document home visitors engage in for home visiting services
screening and referrals to provide screening and in Oregon

for tobacco cessation, referrals to families they

maternal depression, serve

intimate partner violence

and child development ]_[e—alth

What are some of
the measures (or

topics) MIECHV
collects data on?
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Why do we collect these data?

* Required for all MIECHV grantees

* Demonstrates the work of
MIECHV at a national level

* Supports quality improvement
efforts

* Demonstrate measurable
improvement over time

19 Performance Measures across 6 Benchmarks

I. Maternal and . @il fites, 111. School Readiness and IV. Crime or Domestic V. Family Economic Coordination and
Newb Health Ml & Achievement Violence Self-Sufficienc Referrals
ewborn Healt Reduction of ED Visits Y

1. Preterm 10. Parent-Child 14. Int|mate 15. Prlmary 17. Compl_eted
Birth* 7. Safe Sleep M1~ Interaction Partner Violence Caregiver — Depression
(IPV) Screening Education Referrals

[

11. Early P 18. Completed
8. Child Injury* — Language and 16. Continuity of — Developmental

— 2. Breastfeeding Ltoracy Skills Health Insurance Referrals

I

12.

|_| 3.Depression 9. Child

Screening 1 Maltreatment* = Developmental “— 19. IPV Referrals
Screening
| | 4.Well-Child || 13.Behavioral
Visit Concerns

| | 5.Postpartum
Care

6. Tobacco
— Cessation

« )
Referrals lower number is better
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FY 2019 Oregon Annual Data

|. Maternal and I, @il o, 11l. School Readiness and IV. Crime or Domestic V. Family Economic Coordination and
b Ith Wttt & Achievement Violence Self-Sufficienc Referrals
Newborn Healt Reduction of ED Visits v

. 14. Intimate 15. Primary 17. Completed
L ;;‘:i;e:m 7. Safe Sleep loi,iir,:\r:;g:”d Partner Violence Caregiver Depression
] | 23.8% 1 (IPV) Screening Education Referrals
11.2% 63.8% 67.0% 25.6% 2.7%
11. Early - 18. Completed
2. Breastfeeding 8. Child Injury* Language and 16. Continuity of Developmental
—{ — H oy il Health Insurance — el
56.2% .05 (rate) iteracy Skills 08.3% Referrals
68.4% N 37.1%
= [DapEsEn 9- Child . 19. IPV Referrals
Screening L_| Maltreatment* | | Pevelopmenta [
Screening 21.5%
78.5% 13.0% 58.0%
T SR
4 .Well-Child 13. Behavioral
- Visit L  Concerns )
84.2% 98.6% Screening Referral
|
Measures Measures
R
5. Postpartum
| Care
72.6%
6. Tobacco Cessation Oreoor
L Referrals -~ %
€9
Authority

Screening and Referrals Measure Data

Screening #3: Maternal Depression 56.7% 78.5%
Screening #12: Child Development 64.5% 58.0%
Screening #14: Intimate Partner Violence 70.3% 67.0%
Referral #6: Tobacco Cessation 10.4% 8.2%

Referral #17: Completed Depression Referrals 5.7% 22.7%
Referral #18: Completed Developmental Referrals 30.9% 37.1%
Referral #19: Intimate Partner Violence Referrals ~ 25.6% 21.5%




Root cause analysis on
screening and referrals

* Virtual meetings held with volunteer HV and HVS
between May —and June 2020. THANK YOU
VOLUNTEERS!

* Brainstormed root causes for lower performance
(than previous year and/or compared to national
average) on these measures and began
identifying possible solutions

* Outcomes included this webinar, revised MIECHV
data forms and other technical assistance and
resources

Types of changes made to October 2020
forms

* Added instructions (e.g. if client is positive for IPV, give referral
information)

» Added definitions (e.g. what counts as a maternal depression
referral”)

* Added clarifications (e.g. “Current tobacco use”; MIECHV timeframes)
* Reduced response options (e.g. reasons why screening did not occur)
* Reordered questions (e.g. Part A: IPV Screening, Part B: IPV Referrals)

* Simplified referrals forms (e.g. removed additional lines for referral
entries for maternal depression and ASQs)

10
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Tobacco Cessation
Referrals

Performance Measure #6

Measure Definition FY
2019

Performance . . 5
Measure #6: Percent of primary caregivers who 8.2%
Tobacco reported using tobacco or cigarettes at (5/61)
Cessation enroliment and who were referred to
Referrals tobacco cessation counseling services

within three months of enrollment.

- NFP sites = 19.4% (6/31)

Héalth




Root Causes: low rates of
tobacco cessation referrals

+ |nitial enrollment form missing data on
current tobacco use - counts against
measure

+ M2B form not completed with referral
date or submitted by HV

» Lack of information on when a referral is
needed and what counts as a referral

I I Oregon ltl
Authority

What Counts as Tobacco Use?

* Based on self-report, if the mother currently uses tobacco
products or has been identified as using tobacco through a
substance abuse screening administered during intake.

* Tobacco includes combustibles (cigarettes, cigars, pipes, hookahs,
and bidis), non-combustibles (chew, dip, snuff, snus, and
dissolvables), and Electronic Nicotine Delivery Systems

(ENDS).

calth
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Tobacco Use Data Collection:
MIECHV Demographics: Pregnancy-Intake Form

Q Nurse Family
9'::\‘- Partnership

MIECHV Demographics: Preghancy-Intake o o

MT7. Do vou currently use tobacco products? (Tobacco includes combustibles [cigarettes, cigars,
pipes, hookahs, and bidis], non-combustibles [chew, dup sauff, snus, and dissolvables], and

%N?S) ! Provide Tobacco
es
It Yes, are you currently recerving tobacco cessation services? Referra I a nd

[] Yes

i‘ No — |TD meet Tobacco Cessation Referral Measure: Record Date Referred to Tobacco CO m p | ete M 2 B
I:‘ No Cessation Services within 3 months of Enrollment on M2?B-MIECHV Referrals

Tracking & Follow-up form.

15

What counts as a tobacco cessation referral?

Recommended referrals

include those made for

tobacco cessation

counseling or services:

* tobacco quit line

* primary care provider

* other tobacco cessation
programs

Note: Clients who are currently receiving tobacco cessation services do not need a referral

16
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Current

M28

MIECHV REFERRALS TRACKING & FOLLOW-UP — INDEX PARENT
Please complete this form with Referral andior Service Dates as updafes occur and enfer in
THEQ (EHS/HFA} or send to State (NFF)

INITIAL To meet Tobacco Cessation Referral Measure: Client must receive a Referral for Tobacco
Cessation Counseling or Services within 3 months of Enroliment in MIECHV. Only ONE Referral is
REFERRAL FolLiow-up required for MIECHV; the service does not have fo be started or received
Date Referred Date Service . R —— —— . 7 i
Type of Service to Sériice Started/Received m?ggrr;,gn;r;y _ingﬁ, sga s include those made for tobacco cessation counseling or services. These
- roi_Jacoo quit line, .
1) Depression / J20 / /20 - primary care provrder_,
- other tobacco cessation programs.
i REFERRAL FOLLOW-UP
1A) D . ¢ .
RDcpission /[0 [0 MRS Date Referred to Service Date Service Started/Received
Tobacco Cessation / /20 N/A
1B) Depression / /20 /
1C) Depression / J20 20 3 =
To meet Depression Referral Measure: Client must receive a Referral AND at least one Service.
. S S Only ONE Reterral and ONE Receipt of Service is required for MIECHV.
2) Tobacco Cessation / /20 / /20 Recommended referral services include:
— Internal referral to seif or other staff member trained in Mothers and Babies intervention
~ Internal referral to seif or other staff member trained in Mental Health Intervention (for NFP
: programs)
2A) Tobacco Cessation / /20 / /20 —  Licensed or licensed-eligibe mental health provider (LMHG, LCSW, or LMFT) using cognitive
behavioral therapy or another evidence-based treatment
- Medication therapy from a primary care provider, psychiatrist, or women’s health provider
2B) Tobacco Cessation / /20 / /20
TYPE REFERRAL FOLLOW-UP
Date Referred to Service Date Service Started/Received
2C) Tobacco Cessation / J20 / /20
Depression / /20 /[ /20

17

Be sure to record the status of your client's tobacco use

on the MIECHV Demographics: Pregnancy-Intake Form

Complete or update a M2B form with a Referral date
and submit to OHA

Provide a referral within 3 months of client enrollment
in MIECHV

The service does not have to be started or received to
meet measure, just provided

Only one referral is needed to count towards the
measure

18

Tips for
ensuring
tobacco

cessation
referrals
count

9/15/2020



Tobacco Cessation
Resources

Tobacco Prevention:

https://www.oregon.gov/oha/PH/P
REVENTIONWELLNESS/TOBACCOPR
EVENTION/Pages/index.aspx

Oregon Tobacco Quit Line:

https://www.oregon.gov/oha/ph/pr
eventionwellness/tobaccopreventio
n/gethelpquitting/pages/oregonquit
line.aspx

19

Developmental Screening
and Referrals

Performance Measures #12 and #18

9/15/2020
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Measure Definition FY 2019

perormance Percent of children with a timely 58%
; screen for developmental delays (296/510)

Developmental
Screening

NFP =56.1%

Oregon h
Health

+ Paper forms not easy to use or understand

Root Causes: low rates of developmental screening

» Screening occurred outside
of window period
— Clients unavailable/can’t be

Screening not completed with client
— Home visitors not filling out forms as needed

* recently completed a non-MIECHV time period
one located
* NHV doesn’t have a developmental concern * HVs need more information
for child on:
* ASQ completed by PCP * Which screening time points are
MIECHV

» Exact timeframes by ASQ screen

» Age adjusting correctly and
marking on form

— combined ASQ Questionnaire with referral
tracking form on back is confusing as to when
each are necessary to complete

Maternal & Child Health Section OT't‘g()Il
Public Health Division e a t
Authority

22

22

11



When do ASQ screenings occur for MIECHV?

» conducted between child’s age 9 months 0 days
through 10 months 30 days

» conducted between child’s age 17 months 0 days
through 18 months 30 days

 conducted between child’s age 23 months 0 days
through 24 months 30 days

J
Maternal & Child Health Section On eg( g
Public Health Division t
Authority

23

23

Developmental Screening Data Collection: ASQ
Questionnaire B Nl

ASQ (ASQ-3) Questionnaire O Partnershlp

Hilping Fira Time Barons Succveds

Infant ID l:l Infant Name ‘ ‘ #Infant DOB l:l
Client ID l:l Client Name ‘ ‘ DOB ‘ |
Dt I:l Niusse Home ‘ ‘ Nusse Home ‘ |

Ws@ (A53-3) Questionnaire

| st o [

1 this
afiny
s e “:h_ g DNO contact with client at this time MIECHV MIECHV
Infancy Infaney Toddler
P Y )
Gheckons: W gpponm, 10 Months E1 15 Months ;g :11;1:3\15
(if applicable) Age-Adjusted Level of ASQ Questionnaire Used: Months o i

2. Was a referral to services mader
D Yes
D No (If no, please indicate the reason)
D Referral not needed at this time
D Montenng prior to referral

black (at-risk), or a combination of black and gray, complete MIECHV ASQ Referr:
Tracking & Follow-up Form. Also record referrals to EI on Use of Government and

If Child scores 2 or more domains in gray (monitoring), or 1 or more domains in
a
Community Services form.

AF 3 scores Tof meTE: St s atng L e et

Black {at.risk, ASCy terral L
'Jmmg&sn;;:.upinm eforrals ba Kl om Ut rr I I O] (g‘()l] 1 I I
Authority

24

9/15/2020
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Example: infant is 9 months 14 days old at home

visit and is due for the 10-month ASQ screening.
Adjusting age for The infant was born 4 weeks premature. Conduct
premature infants*: ASQ screening, using the 8-month ASQ

Questionnaire to account for its prematurity

- On ASQ Questionnaire, write in “8” to note age-

Screening still occurs B

during the MIECHV

i i i Q Nurse-Famil
tlme pOIntS’ bUt IS ASQ (ASQ-3) Questionnaire O/-; ) P:Irt;elshipy
adjusted based on el ooy
n qun ber Of Wee kS Infant ID l:l Infant Name ‘ ‘ ¢ Infant DOB I:l

ClieatT™ [ | Client Name | | poB | |
premature De [ | e |
D No contact with client at this time MIECHV MIECHV
Infan Infan Toddler
*Follow the ASQ-3 tool Checkone: [ ;00 E1 10 Monehs BTTYa O f: [}::ﬁ)“
gu|dance for age'adjustlng (if applicable) Age-Adjusted Level of ASQ Questionnaire Used:
I I Oregon l]t I
ithority
25

Ensure screening occurs during

% the time window provided in Ti PS for
the client schedule ensuring
developmental
° Remember to indicate if an age- screeni Ngs
[} adjusted ASQ questionnaire is count

being used

26

9/15/2020
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M:

Developmental
Screening
Resources

Developmental Screening Resources (For
Parents, Early Childhood Professionals, Primary
Care):

https://www.oregon.gov/oha/PH/HEALTHYPEOP
LEFAMILIES/BABIES/HEALTHSCREENING/ABCD/P
ages/abcd toolkit.aspx

Remote ASQ screening resources:
https://institutefsp.org/covid-19-rapid-response-

resources-screening
Health
= Aut hority

Performance
Measure 18:
Completed
Developmental
Referrals

*Of the 23:

Measure Definition FY 2019

Percent of children with positive 37.1%*
screens for developmental delays ~ (237/62™)
who receive services in a timely

manner

NFP = 56.5%
-15 received individual support
-9 received Early Intervention
-2 received other community service R
o e **includes 5 children from previous reporting years eﬁ I:lh

9/15/2020
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Root Causes: low rates of completed developmental
referrals

HVs need additional information on:

— what counts as a positive ASQ screen

— when an ASQ Referrals Tracking & Follow-up form should be completed
— how individual developmental support counts towards measure

HVs forget to go back to form, update with referral received dates
and resend to OHA

Clients decline referral
Confusion with referral tracking form
Challenges with community referrals

Maternal & Child Health Section O]'ﬁg( g
Public Health Division e a t
Authority

29

29

When to complete the ASQ Referral Tracking and
Follow-up form

1.
2.
3.

for a child screened by a MIECHV home visitor...
during a MIECHV-timed screening...

who scored 2 or more in the grey (“monitoring”) and/or 1 or more
in the black (“at-risk”) zones...

and does not have a previously identified developmental delay

30

Maternal & Child Health Section O]'ﬁg( g
Public Health Division e a t
Authority

30

9/15/2020
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Three ways to complete a developmental

referral

Completing any one or more of the following types of developmental
support will meet the criteria for this measure:

1. Received individualized developmental support from a home

visitor.

2. Received a referral to Early Intervention services and received an

evaluation or individualized service plan within 45 days of that

referral.

3. Received a referral to another community service and received
services from that provider within 30 days of that referral.

Maternal & Child Health Section
Public Health Division

31

31

Toc the Developmenta! Referral performsnce measure: Children screened positive for being at risk must receive st least one o
the ices below (sccording to timelines found in Follow-Up information).
FOLLOW-UP INFORMATION
Type of Service Date Provided | Ab
dividualized Devel 1
ASQ REFERRAL TRACKING & FOLLOW-UP - INDEX CHILD he | N
*For Children who Screened at Risk for Developmental Delay*
Please complete this form with Referral and/or Service Dates as updates occur and
[Enter in THEO (EHS/HFA) or send to State (NFF) INITIAL REFERRAL
CcoNTACT FOLLOW-UP
Date Sarvice Date Senice
Type of Service Reterrai Contacted :
2) Another Community Service: - i
Type:
Current INITIAL REFERRAL
CONTACT FOLLOW-UP | INFORMATION
..... Dateorll
Type of Service Raferral Contacted Evatuation
INITIAL REFERRAL .
CONTACT FOLLOW-UP 3) Early Intervention Services ! [2 I /20
N Date Service Date Service | I Service NOT received within 30 days of i
Type of Service Referral Contacted || Started, j/Received | REASON:
1) individualized developmen . .
rom a home vsitr il e s Revised Version
1a) individualized developmental support i i
from a home visitor
= Completed
2) Another Community Service O R
;I / w0 |OF partationcoxt
2 Devel tal Ref I
o eveliopmental netrerrails
2a) Another Community Service: s
!/ 20 / [0 o -
Type: o "
Data Collection: ASQ
INITIAL REFERRAL
CONTACT FOLLOW-UP R f I T k H d
Date 1 DateotEl | KA d within 45 days of initial | Envolled
S—— sl ererral Iracking an
O
O
3) Early Intervention Services ! J20 e} O F I I f
Os Ok
2 = oliow-up rorm
3a) Early intervention Services ! /20 J /20 O o i
Oe -

32

9/15/2020
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Emotional, social, or physical
development activities home visitor
conducts with the caregiver and/or

Referral method child
#1:
Individualized
developmental
support Examples include:

More Activities
frequent by model
screenings  curriculum

ASQ CDC
activities materials

Maternal & Child Health Section

33
Public Health Division

33

Individualized Developmental Support, cont.

« Can be done at any time by a home visitor and counts as a
completed referral, regardless of whether the client is also
referred to Early Intervention or another community service.

* Enter the date the support was provided; it may be the same day
as the screening took place or a future home visit

\ FOLLOW-UP INFORMATION
Type of Service

Date Provided About ivi i D Support

Individualized Developmental Support can be done at any time by a home visitor and counts
1) individualized Developmental as a completed referral regardless of whether the client is also referred to Early Intervention

Support f j20 or another community service. Examples of this include activities by model curriculum, ASQ
activities, and COC materials to target the developmental skill or domain for which there was
3 CONCern or positive screen.

Maternal & Child Health Section OT't‘g()H
Public Health Division e a t
Authority

34

34

9/15/2020
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Referral Method #2: Community Service

Includes referrals made to a community service other than Early
%’ Intervention, that provide support to enhance a child’s
development.

= A community service must be started or received within 30 days of
initial contact to count towards the measure.

Examples may include referrals to health or mental health services,
speech, occupational or physical therapy services, parent-child
groups, parent classes or early literacy supports.

Maternal & Child Health Section 35
Public Health Division

35

Referral Method #2: Community Service

Enter the date the community service was contacted; it may or may
not be the same day the screening took place

INITIAL REFERRALNS
CONTACT FOLLOW-UP

v1J'i\I'}-'('.F‘.m!lr‘l.n-"a'-".'C'J'M'

Date Service Date Service
Referral Contacted Started [Received About Another Community Service

Type of Service

A community services must be started or received within 30 days of
initial contact to count towards the measure. Examples may include
referrals to health or mental health services, speech, occupational or
physical therapy services, parent-child groups, parent classes or early
literacy supporis.

2) Another Community Service:|

[ /20 / 20

Type:

Follow up with client during next visits to find out if/when client
received the community services; enter information on form
& resend to OHA

Maternal & Child Health Section
Public Health Division e a t

36

36

18
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i Referral Method #3: Early Intervention Services

® El services can be contacted by the home visitor, client or
[ other person on behalf of the client

Ly The referral can be made on the same day as the screening
=22 or at a later date

An Early Intervention evaluation must be completed within 45
days of initial contact to count towards the measure

Maternal & Child Health Section
Public Health Division

37

37
Referral Method #3: Early Intervention Services
Enter the date Early Intervention was contacted; it may not be the
same day as the screening{
W iNiTiAL REFERRAL N '
CONTACT FOLLOW-UP ’ NFORMATION
Date El Date of EI
Type of Service I Referral Contacted Evaluation About Early Intervention Services
3] Early Intervention Services / /20 / /20 ::;;:a;a:t::a:lu;. occur within 45 days of initial contact to count
Follow up with client during next visits to find out if/when client
received an El evaluation; enter information on form
& resend to OHA
B et Secton |_| calth
38

19



Always document

Y= individualized support
5: provided by the HV — this
counts!!
Set a calendar or paper
reminders to check back in
with client and send
updated form to OHA
39
|
Maternal
Depression
Screening

and Referrals

Performance Measures #3 and
#17

40

Tips for
completing

developmental
referrals

9/15/2020
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Measure Definition FY 2019

Percent of primary caregivers who 78.5%
are screened for depression within 332/423

ETETENED three months of delivery (for those
Measure #3:
Maternal enrolled prenatally).

Depression
Screening

Bright spot: this measure increased from 2018
(56.7%)!

NFP =74.7%

Health

9/15/2020

41

Root Causes: low rates of maternal depression
screenings

» Screening not completed with client
— Home visitors decide not to complete PHQ-9 screening with client
* Providers are doing 6-week PP screenings; NHVs don’t screen again
* By postpartum, this is third PHQ-9 screening for NFP, might skip MIECHV time point
» MD screening not a priority for immediate postpartum visit
« Client not comfortable completing screening
— NFP clients are disengaging from services postpartum and not seen

— Form options make it seem acceptable not to complete screening

» Screening occurred outside of window period
— Lack of clarity/challenges with timing for screening

Maternal & Child Health Section O YOI
Public Health Division e a t

42

42
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When do maternal depression
screenings occur for MIECHV?

Within 90 days of delivery (for those enrolled
prenatally)

- See client schedule for window period; if screened
before or after this period, doesn’t count for measure

43

What is required for maternal depression screening?

+ All clients should receive a PHQ-9 screening - regardless of
whether they are currently or have previously received mental
health services

+ APHQ-9 screen should be offered and completed to meet the
measure.

Maternal & Child Health Section O]‘eg« g
Public Health Division e a t
Authority

44

44

22



Current

1. PHQ-9 completed (with mother)?
[ Yes, completed — Date tocl completed: /120 — Goto Question {a.
1a. If Yes, result of PHQ-9:
[ score of 10 or higher — Go to Question 15.
[] Score of 9 or lower
1b. If a Score of 10 or higher, did you give referral information?
[ Yes — Compiete M2B-MIECHV Referral Tracking & Follow-up Form
[] No, client declined or is not ready for a referral and/or services
[ No, an eariier referral is still in process
[] No, the client is currently receiving services
[ Mo, other reason
[ Ne, not completed — Go to Questian 1c.
1c. If No, reason why PHQ-9 not completed:
[ Concemn previously identified
[] Other

N2
Addendum to NFF PHQ-9 Form

To be completed within 90 days of infant’s date of birth

Revised Version

Maternal Depression
Screening Data Collection:
N2 Addendum to NFP
PHQ-9 Form

Part A: Depression Screening

To meet the measure, all clients must receive a PHQ-9 screening within 90 days of infant birth
regardiess of whether they were previously screened In pregnancy or are cummently receiving or
have previously received depression services.

1. PHQ-9 completed?
[ Yes, completed — Date tool completed: _ /120 — Go to Question 1a.
1a. If Yes, result of PHQ-9:
[ Score of 10 or higher — Go to Part B: Depression Referral.
[ Score of 9 or lower

[ No, not completed -+ Complete Screening at future visit before the 90-day window closes, then
complete and submit another N2 form.

Part B: Depression Referral

To meet the measure, client must receive a Referral AND at least one Service if the client scores
10 or higher on the PHQ-9 during a MIECHV screening and is not currently receiving depression
services.

2. If a Score of 10 or higher, did you provide a referral? "See examples below
[ Yes -+ Complete M2B-MIECHV Referral Tracking & Follow-up Form.

[ No, the client is currently receiving services (Clients who are currently receiving depression service
do not need to be referred).

[ No, other reason —» Clients who screen positive should be offered and startfreceive af least 1
referral service. Continue o follow up with client at future visits to track referral and follow-up on
M2B-MIECHV Referral Tracking & Follow-up Form.

*Recommended referral services include:
~ Internal referral fo self or other staff member trained in Mothers and Babies intervention:
~ Internal referral to self or other staff member trained in Mental Health Intervention;
- Licensed or licensed-eligible mental health provider (LMHC, LCSW, or LMFT) using
cognitive behavioral therapy or another evidence-based treatment;
—  Medication therapy from a primary care provider, psychiatrist, or women's health provider.

45

schedule

sus |
el

Ensure screening occurs during the
time window provided in the client

If you are unable to complete the
screening during the visit, try and
complete during the next one
(within 3 months of delivery)

Tips for
completing

maternal
depression
screening

46

9/15/2020

23



Maternal
Depression
Screening
Resources

PHQ-9 and Maternal Depression Screening training
and resources:

https://www.oregon.gov/oha/PH/HEALTHYPEOPLEF
AMILIES/BABIES/HOMEVISITING/MIECHV/Pages/mie
chv-orientation.aspx (scroll down webpage)

Remote maternal depression screening resources:

Screenings in Virtual Visits created by the Rapid
Response-Virtual Home Visiting Collaborative

IPV HV ColIN memo: Coronavirus/COVID-19 and
Implications for Maternal Depression and Intimate
Partner Violence Screening and Referral

Health

Performance
Measure #17:
Maternal
Depression
Referrals

Measure Definition FY 2019

Percent of primary caregivers referred 22.7%
to services for a positive screen for (15/66)
depression who receive one or more

service contacts.

Bright spot: this measure increased from
2018!

NFP =50%

I IOT'eg()n l l I
ithority

9/15/2020
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Root Causes: low rates of maternal depression
referrals

* Not understanding what will meet the MD referral requirement

e Confusion with forms

— Having reasons to check on form for why referral information not given makes it seem
acceptable not to provide referral

— M2B form requires NHV to come back and complete received date — easy to forget/not
resubmit/lose

Clients decline/refuse referral

— Clients look to/prefer NHV as their “referral.” Clients expect the NHV can provide that
service

» Lack of referral options, particularly in rural communities

* Few Spanish-speaking resources for counseling and services

49

Maternal & Child Health Section OT't‘g()n
Public Health Division e a t
Authority

49

When are maternal depression
referrals needed?

* If the client scores a 10 or higher on the PHQ-9 during
the MIECHV screening and is not currently receiving

depression services (2]
s\

If the client receives a referral and then receives referral
service:

* Update the M2B-MIECHV Referral Tracking and Follow-
up form: For “Depression, record when referral was
given as “Date Referred to Service”; and when service
recghlgd as “Date Service Started/Received” and send
to

50

9/15/2020
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Considerations for meeting the »~
maternal depression measure \

Caregivers who screen positive for maternal depression will remain in
the measure denominator until they receive a service ("referral
contact").

There is no timeframe for when the client must receive a referral
contact = continue to follow up with client to support them in
accessing service

51

I What Counts as a Depression Referral??

Caregiver must receive a referral and at least one service

* Recommended referral services include:

- Internal referral to self or other staff member trained in Mothers and Babies
intervention

- Internal referral to self or other staff member trained in Mental Health Intervention
(for NFP programs)

- Licensed or licensed-eligible mental health provider (LMHC, LCSW, or LMFT) using
cognitive behavioral therapy or another evidence-based treatment

- Medication therapy from a primary care provider, psychiatrist, or women’s health
provider

52

9/15/2020

26



Current

M28

MIECHV REFERRALS TRACKING & FOLLOW-UP — INDEX PARENT
Please complete this form with Referral andior Service Dates as updafes occur and enfer in

THEO (EHS/MFA) or send to State (NFF)

Reyised Verci

INITIAL To meet Tobacco Cessation Referral Measure: Client must receive a Referral for Tobacco
Cessation Counseling or Services within 3 months of Enroliment in MIECHV. Only ONE Referral is
REFERRAL FolLiow-up required for MIECHV; the service does not have fo be started or received
Date Referred Date Service . R —— —— . 7 i
il Tvise of Seivice fo Sétiice Started :Receive d I m?:gr;gn;r;y ;ngﬁ, sgasmcu le those made for tobacco cessation counseling or services. These
- roi_Jacoo quit line, .
1) Depression / J20 / /20 - primary care provrder_,
- other tobacco cessation programs.
i REFERRAL FOLLOW-UP
14) Depression | [ /20 (/20 IRE Date Referred to Service | Date Service Started/Received
Tobacco Cessation / /20 N/A
1B) Depression / [20 / /20
1C) Depression / [20 / /20

To meet Depression Referral Measure: Client must receive a Referral AND at least one Service.
Only ONE Referral and ONE Receipt of Service is required for MIECHV.

Recommended referral services include:
- Internal referral to seif or other staif member trained in Mothers and Babies intervention
~ Internal referral to seif or other staff member trained in Mental Health Intervention (for NFP
programs})
- Licensed or licensed-eligible mental health provider (LMHG, LCSW, or LMFT) using cognitive
behavioral therapy or another evidence-based treatment
- Medication therapy from a primary care provider, psychialrist, or women'’s health provider

2) Tobacco Cessation / /20 / /20
2A) Tobacco Cessation / /20 / /20
2B) Tobacco Cessation !/ f20 / /20
2C) Tobacco Cessation / /20 / /20

TYPE REFERRAL FOLLOW-UP
Date Referred to Service Date Service Started/Received
Depression / /20 /[ /20
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Set a calendar or paper
reminders to check back in
with client and update

M2B form

Complete or update a M2B
form with Referral and/or
Service Dates as updates
occur and send to OHA

Tips for
completing

maternal
depression
referrals

54

9/15/2020

27



Intimate Partner
Violence
Screening and
Referrals

Performance Measures #14 and #19

55

Performance
Measure #14:
Intimate Partner
Violence

Screening

Measure Definition FY 2019

Percent of primary caregivers 67%
who are screened for intimate (284/424)

partner violence (IPV) within six
months of enroliment.

* NFP =63.7%

56
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Root Causes: low rates of IPV screenings

Lack of consistent, ongoing training in IPV and healthy relationships
across home visitors (including within a team)

Home visitors uncomfortable with topic of IPV and/or conducting
screening

Home visitors aren’t screening if client says she is not in a
relationship or if they believe client not ready for referral

Clients experiencing IPV may be seen less often due to complex
needs, so more to get done when visits do occur

57

Maternal & Child Health Section O]'ﬁg( g
Public Health Division e a t
Authority
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Root Causes: low rates of IPV screenings (cont.)

Having available reasons on form to check for why not completed
makes it seem acceptable not to complete screening

Form not completed correctly or understood by HV
Client not comfortable completing screening
Perpetrator or other person present in room

Maternal & Child Health Section O]'ﬁg( g
Public Health Division e a t
Authority
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MIECHYV Definition of IPV

» IPV refers to physical violence, sexual violence, stalking, and
psychological aggression (including coercive acts) by a current
or former intimate partner.

* An intimate partner is a person with whom one has a close
personal relationship that can be characterized by the following:
emotional connectedness, regular contact, ongoing physical
contact and sexual behavior, identity as a couple, and familiarity
and knowledge about each other’s lives.

Maternal & Child Health Section O]'ﬁg( g
Public Health Division e a t
Authority
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Who should be screened for IPV?

 All primary caregivers should be screened for IPV regardless
of relationship status, gender or previous IPV disclosure or ‘
positive screen

Maternal & Child Health Section 60
Public Health Division

60

9/15/2020

30



When must IPV screenings occur for
MIECHV?

* An IPV screen has to be offered and completed
during the first 6 months of enroliment
— Best practice: consider waiting to screen until 3-4
months post-enroliment once relationship is
established

» Caution: Currently no research indicates virtual IPV
screenings are safe. We encourage you to use your
best practice judgement when determining whether it
is appropriate or safe to screen.
— See [PV _ColIN memo from April 15, 2020 ]_L

61

IPV Data Collection forms: N1 N4

= =

N1 Addendum to Clinical IPV N4 Addendum to Clinical IPV
Assessment Form Assessment Form

5th — 7th VISIT 12 WEEKS

To be completed within 6 months of parent’s To be completed within 6 months of parent’s
enrollment enroliment

TIP: EITHER the N1 OR N4 form can be completed and sent to
OHA - you do NOT need to do both

9/15/2020
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N1
Addendum to Clinical IPV Assessment Form
5 — 7 VISIT

c To be completed within 6 months of parent’s enrcliment
urren

N4
Addendum to Clinical IPV Assessment Form
12 WEEKS

To be compieted within 6 months of parent’s enfolimen

wseJ Version

1. Clinical IPV Assessment completed (with mothen?

Part A- IPV Sereening

[ Yes,

— Date /120 — Go fo Question 1a.
1a. If Yes, result of Clinical IPV:
[ Score indicates risk of IPV — Go to Question 1b.

1b. If Score indicates risk of IPV, did you give referral information?
[ Yes
[ Mo, client declined or is not ready for a referral andfor services
[ No, an earlier referral is still in process or the client is currently receiving services

fmahionaibaniassnn

[ No, not completed — Go to Question 1c.
1c. If No, reason why Clinical IPV not completed:
[ Concem previously identified
[0 other

1PV refers to physical violence, sexual vialence, sramg and psychalogical sggression fincluding
COercive Acts} by 3 CLeTent or former intimats

Tnnlee[memeaam all chents musz be mmwm © months of enrolment, regardiess
of rEianonship stEtus or if IPV ias been previously fgen

1. Clinkcal Wmmmlmpﬁsﬁaﬂ?
[ ¥es, comoletes — Date Azsasament completed:
14 I Yes. rasult of Clinical IPV:
[ Score indicates risk of IPY — Go o ParT B: [PV Referal
[ score goes not iIngscate risk of IPY

[ Mo, not completed — Complefe PV Screening St fiture WSt before the ciient reaches
G-months posi-enrofment, Men complete and SUDME another N1/N4 fom.

Part B: IPV Referral

f__ 120 - Goto Guestion 1a.

To mest the measure, 1PV Reforral informarnon mus? be given If the clent soores ar sk of IPY
guring 3 MIECHV screening.

IPV Data Collection
forms: N1 and N4

2. if Scors indicates risk of PV, did you give referral Information? "See examples below
[ ves

[ Mo — CRents wha screen positve should be provided information on avalabie referal senvices. The
focus is on provision of
nof be ready or able fo safely access a refemal A Referral INformation 3t fufure visit and
update N1/N4 form: Q2. Change Seiection fo “Yes® and re-submi form fo GHA.

“Feferral ifomation cn 3
- Domestic SONOCICY program, shefter of hotines:
~ “Healthy Mome, Happy Bables” cams
- HOUSINg OpHoNS of SMergency shalter senices
- %maﬂm
SUppart groups:
( o use
NFF Cirical 1PV —wilhin & mine of enrod Fage 1ol rev. 1012020

‘ot whefher the cllent recelved IPV referral services, a5 a cllent may |
service. Prov
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Ensure screening occurs within
first 6-months of enroliment:
will not count if conducted
prior to enrollment in MIECHV

Consider developing a
policy for when to conduct
this screening, such as at

e

the 5t visit.

Tips for
completing

PV
screening
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IPV Screening
and Referral
Resources

IPV Screening training and resources:
Futures Without Violence:
https://www.futureswithoutviolence.org/home-

visitation/

Remote IPV screening guidance and resources:

IPV ColIN memo: Coronavirus/COVID-19 and
Implications for Maternal Depression and Intimate
Partner Violence Screening and Referral

Future Without Violence webinar and resources for
Supporting clients experiencing Intimate Partner
Violence in the Time of COVID-19
https://www.futureswithoutviolence.org/Home-
visitation—remote—support—during—covig—19

Hcalth

Performance
Measure #19:

Intimate Partner
Violence
Referrals

Measure Definition FY 2019

Percent of primary 21.5%
caregivers with positive (14/65)
screens for IPV who receive

referral information to IPV
resources.

* NFP =13.2%

Oregon h
Health
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9/15/2020

Root Causes: low rates of IPV referrals

* Not understanding what will meet the IPV referral (information)
requirement

— Lack of clarity that it is information that needs to be provided, not the client
accessing a referral

» Having reasons to check on the form for why referral information
not given makes it seem acceptable not to provide referral
information

 IPV topic challenging for home visitors

— Clients might be willing to create safety plan but not receive referral to
other agency for assistance

Maternal & Child Health Section OT't‘g()n
Public Health Division e a t
Authority
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When does IPV referral
information need to be given?

* If the score from a MIECHV IPV screening indicates at
risk for IPV (2]

s\
* For any client who screened at risk for IPV in a prior 0-0
reporting period but did not receive information
* |f the client receives referral information at a later
time than the positive screening:
* Update the N1/N4 form and resubmit to OHA

68
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Considerations for meeting the IPV
measure

Caregivers who screen positive for IPV will remain in the measure denominator
until they receive IPV information.

The focus is on provision of information, not whether the client received IPV
referral services. This is because of the recognition that a client may not be ready
or able to safely access a referral service.

69

@ Domestic violence advocacy program, shelter or
“ hotlines
W h at CO u ntS ‘4 “Healthy Moms, Happy Babies” cards

as I[PV
information?

Housing options or emergency shelter services

Ny
g Legal advocacy and assistance

Referral ®
information
can include:

Crisis assistance

“2*  Support groups

@ Counseling services to address related needs such as

depression or substance use L
Healthn

Aut hority
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N1
Addendum to Clinical IPV Assessment Form
50— 7" VISIT

To be completed within 6 months of parent’s enroliment

Current

1. Clinical IPV Assessment completed (with mother)?

[ Yes, compieted — Date Assessment completed: /120 - Goto Question fa.
1a. If Yes, result of Clinical IPV:

[ Score indicates risk of IPY — Go to Question 1b.

N4
Addendum to Clinical IPV Assessment Form
12 WEEKS
To be completed within 6 months of parent’s enrollment

Revised Version

Part B: IPY Referral

To mest the measure, 1PV Raferral INfOrmanion MUST ba gIven if tha cliant scares at risk of IPY
guring @ MIECHY screening.

-

2. If Scors Indicates riak of IPV, did you give referral Information? *See examples below

1b. If Score indicates risk of IPV, did you give referral information?
O Yes

[ No, client declined or is not ready for a referral andfor services

[ No, an earlier referral is still in process or the client is currently receiving services
[J No, other reason

O ves
[ Mo — Cents wha screen positive should be provided tion o avaiiable refemal senvices. The
TOCUS I5 0N provision af ‘not whether the client recelved IPV referral services, 85 @ cilent ma)
nat be ready or abie o safely access & refemal senvice. Provide Referal information &t fufure vistt and

1c. If No, reason why Clinical IPV not completed:
[ Concemn previously identified
[ Other

IPV Data Collection
forms: N1 and N4

rev. 1001/2020
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services.

Healthy Moms, Hap

friend

The focus is on provision of
information, not whether the
client received IPV referral

“Healthy Moms, Happy Babies”
cards are an easy and great way to
provide referral information: give
the client 2; 1 for them and 1 for a

Tips for

completing
IPV referrals
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Thank You!

For more information about Oregon MIECHV Program’s data collection,
please contact:

Tina Kent, MIECHV Data Manager: Tina.m.kent@dhsoha.state.or.us
Drewallyn Riley, CQl Coordinator: Drewallyn.b.riley@dhsoha.state.or.us

Public Health Division Authority

Maternal & Child Health
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