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The Murturing Families MNet-
work (INFI) program, funded | >Stages of Research
by the Connecticut Children’s & Program Development 4

Trust Fund, is a statewride sys-
tem of continuous care de-
signed to promote positive
parenting and reduce inci-

Childrens Trust Fund

Findings from
Mational Reseatch 5

Herw Murturing Families Metwork

dences of child maltreatrnent. The program focuses on high-risk,

first-time mothers and startsworking with them at or before birth. RiEalE i e .
The program is offered to parents in the service areas of all 29 birth- CoTE L
ing hospitals in the state. TrteerahlE Farilics 2
This paper chronicles the evolution and expansion of Connecticut's
Murturing Families Metwrork, including key stages of evaluation re- Bringing Research to Practice:
search and impact on program development. It descibes partidpat- The Cultural Broker Model o
ing families, their needs, and explains how INFI's home visiting
model creates positive change in families identified as high risk for Is Connecticut
poot parenting. It also describes how INEIT has responded to pro- Making a difference? 10
grammatic issues and changes over time, and how MBI is prepared
to address the questions and issues that still remain. In addition, the Program Training and Supervision 11
location of MFDM relative to other national home wisiting models is
exzamined, and program strengths are highlighted. What distinguishes IFD?

& Mext Steps 12

NFN Program Components

INFITs mission is to wotk in partnership with firsttime parents by enhancing strengths, providing information
and education, and connecting them to services in the community when needed. It is made up of three compo-
nents: Murturing Connections, Murturing Parenting Groups, and Murturing Home Visiting Program.

o Murigrog Conpecionsis the gatewray into INEFD. Staff are responsible for performing the initial screening for
identifying parents at low risk ot high risk for poot parenting and child maltreatment. Murturing Connections staff
also provides telephone support and referral services for low-risk mothers.

o DNurigrng Farening Grogge are community-based parenting education and support groups offered to all families
at warious risk levels, including all parents who enter the INEFD system and parents in the community.

o Murfgrmg Home T7dkng program provides high-risk families intensive parent education and suppott in the
hote and also helps to link families with needed resources and assstance for up to five years.




Chronology and Evolution of Program

When Connectiout’s Home Visit-
ing Model was initiated, the only
program strategies that existed

Program sites are located in every geographic

area of Connecticut and in all 29 hospitals

for child abuse and neglect in
the state at that tirne were treat-
ment-focused, e, gferthe fact.
The charge of Connecticut’s
Children’s Trust Fund was to
develop effective strategies for
Presenfing child abuse and ne-
glect Parent education alone

was not enough, case manage- Y ;
ment alone was not enough. [ 8
Intensive services were called Al S5, ,fI :
for and a national home wisting | | L]
model (Healthy Families Amer- P g

icaywras adapted. Since that time
(1995) the program has evclved
from two to a total of forty-two
program sites in the state. Along
the way, much has been learned,
there have been various stages
of development, and the pro-
gram model has morphed
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through several evolutions.

From the start the poal has been to provide univer-
sal screening of all first-time mothers in Connecti-
cut. Torrards these efforts, in 2000 the Children’s
Trust fund combined home wisiting with two other
program components under the mbric of “Healthy
Families Initiative™ a screening component located
in all partidpating hospitals and a community-based
parenting group to reach out to all family members.
Jn 2003 the Children’s Trust Fund made the deci-
sion to discontinue the national model and the
Healthy Families Initiative became Connecticut’s
Murturing Families Network. The MNetwork is now a
statewride spefemn designed to prowvide a condamem of
seratees to first-time mothers. It is operating out of all
29 birthing hospitals and thus has the infrastricture
for going to scale in Connecticut. Even as the pro-
gram has expanded and the number of families be-
ing served has substantially increased, program
evaluation continues to show many positive program
aspects and outcomes. Rates of substantiated abuse
(= 2% dunng 2006), as related to other studies of
home wisiting models across the country, indicate we
are making an impact.

Connecticnt’s Home Visiting Model:
Chronicle of Program Expansion &
Participation of all 20 hirthing hospitals
1005 Healthy Families Home Visiting modal starts
1995: 5t. Many's Hospital
1996: Bridreport Hospital, Griffin Haospital, WManchester Mesmorial
Haspital
1998: Vale fMew Havenn Hospital Lawrence and Memorial Hospital

Danbunr Hospital 1999 Hartford Hospital, Sharon Hospital, Charlotte
Hungerford Hospital, “Windham Hospital
2000: 5t. Franeis Hospital, Roclille General Hospital, Stamford Hospa-

tal, Williar W7, Backas Hospital, Moseralk Hospital, Hospital of Central
Connechiout (formeddy Mew Britain General)

2001 Heakthy Families Initiativer A “System” of Care

2002 Watesbury Hospital, Middlesex Hospital, Midstate Medical Center
2003 From Healthy Families Inftiative to Connecticut’s
Nurturing Fanilies Networdc

2004: Day Kiraball Hospital, 3t Winecent's Hospital

2005: Hartford goes to scale from 3 to 11 programs

2006: Greenwnch Hospital, Bristol Hospital, 5t Raphael Hospital

2007: John Dernpsey Hospital, Milford Hospital, Meswsr Milford Hospi-
tal, Johnson Memorial Hospital

2007: New Haven goes to scale, from 2 o 8 zites




Nurturing Farmilies Network: 4 Statewide System of Care

First time mothers in CT
screened for rizk of poor parenting
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Number of Connecticut families who have been screened and recerve home visiting services

The flow chart illustrates how families enter INumber of first time mothers sereened | 1 999-2000
the INFI system and the various patlrrays
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ticipation in the home wvisiting program (see
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graphs on right). The biggest increase oc-

curred with the expansion in Hartford (20053,

and a similar expansion is expected over the

WNurturing home vistting participation by year siuce 998
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creases their services 1400
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clinic settings. —+— Families Starting —s— Families Active During the Year




NFN Stages of Research & Impact on Program Development

LFogram evaluation and research have been integrated components of Connecticut’s home visiting program since
its inception in 1995, Descriptive and cutcome data have been routinely analyzed, compiled in both yearly and
quartetly reports, and vsed for monitoring changes occurring in areas that the program is trying to impact. By
charting program performance in the same areas over time, the performance history also serves as 4 basis for judg-
ment; that 15, prior performance serves as a benchmark for comparing current peformance.

Interviews, focus groups, surveys and ethnographic field work have been used to acquire 2 better understanding of
the program intervention, program dynamics, and the characteristics of the families receiving services. Both out-
come and process data have been used to inform program development and prowvide direction for ongoing re-

search and evaluation. This collaborative and interactive effort be-
tween practifioners and researchers in assessing program effective-
ness and implementation exemplifies pragmatic research that focuses
on issues of practical importance and the timely application of knowl-
edge. The comprehensive scope of evaluation completed bythe Cen-
ter for Social Research is listed here:

«  Annual Outcome Evaluations using a pre-post design (199%6-
2007y, Assortment of data collection strategies, including baseline
questionnaires, menthly data forms, and standardized measures!

 ‘“Reflections on a program™ (1996): Documented organiza-
ticnal practices and daily activities of the program to inform and re-
fine conceptualization of the program intervention ?

s ‘‘Process Evaluation of a Home Visitation Program to En-
hance Positive Parenting and Reduce Child Maltreat-

ment” (1998-2000): Focused on program practices and a theoretical
rationale for a paraprofessiona model (see p 9. 2

» Study Circles (July-October 2001): An action research design
to promote dialogue among practitioners to propose practices, poli-
cies, and solutions to concerns identified in the research*

NFN Process and Outcormie Measures

»  Enrollment engagement and retention
tates

s Kempe Family Stress Checldist

o Child Abuse Potential Inventory

»  Adult-Adaolescent Parenting Inventory 2
« Rates of child abuse and neglect

o CES Deptession Scale

o Parenting Stress Index

o Conflict Tacties Seale

+  Community Life Shalls

¢ Changes i parent education, employ-
tment, and lwng circumstances

e Contituous Quality Improvernent (CQI) (2002 and ongoing): Continuous Cuality Improvement Teatn

Contimious Quality Improverment Tear

(COD) emerged from the Study Circles and is charged with mak-
ing policy recommendations that povern the services of INFIN

Maror Polees
Creattve Cutreach Poliey
Family Engagetnent
Locking for the little steps
Chnical Supermsion
Length and content of wisits
Wotsng writh Significant others
Farnilies writh Cogmtive Delays
Famihes wwith Mulbiple Children Pohey
Families with Acute Problems Policy
Professional Development Policy

and with overseeing program practices. All program roles are
represented to ensure broad representation s

» “Life Stories of Vulnerable Families in Connecti-

cut™ (20022004 ): Analysis of 171 interviews with program par-
ticipants conduded in 2002 and 2003 identified four patterns of
vulnerability among mothers at nsk for poor parenting (see p 4. &

s Expanded analysis of child abuse and neglect reports
{anmually since 2004 ): Comparison of abuse rates between pro-
gram sites &with other studies of parents with similarly high
sk fadtors whe (1) did not receive an intervention and (&) also
received home wisiting intervention (see p. 107

&  Hartford NFN: Neighborhood analysis (2005): Analyss
of sodial and economic contesxt of program and family neighbor-
hoods * Research Team analysis of NFN model

{September-Decemhber, 2007): Critical analysis of current MEDI program in comparison with national models.



Home Visiting at the National Level:
Research Findings Show Challenges

Much of the evaluation and research on Murturing Families Network has been puided by emerging issues and
questions at the national level. Twwo of the most prominent national models of home visiting are Healthy Families
America (HEA), developed by Prevent Child Abuse America in 1992 the model that was originally adopted by
Connecticut), and the Murse Family Partnership (NFP) model that was established in 1977 as 2 research-
demonstration project. The research on these models has shown mixed results. There has been much debate re-
garding the relative effectiveness of the INFP (nurse model) versus the HFA (paraprofesdonal) model. The follow-
ing sections review key questions and issues that dominate the national scene.

NGt surprisingly, one overriding debate concerns evidence-based practice.
Evaluations that are conducted with an experimental design that includes 1 ran-
domly assigned control group are seen as the “gold™ standard in assessing socia

Randomized control design
& evidenced-based practice

service programs. For example, the popularity of home wvisiting has been driven
by the program with the strongest evidence of success: the IMurse Family Partnership model In a series of rigor-
ous expetimental designs, the IMFP showed demenstrable results in both parenting and child cutcomes . Horwr-
ever, evidence-based practices identified during a demonstration project thatis conducted under optimal condi-
tions may not be a3 effective when used in everyday settings where the conditions, funding and suppott may be
less than optimal. Randomization studies on programs that have been brought "o scale” are not only much more
difficult to conduct but there is less control over program implementation, staff training and supervision. Forin-
stance, in one review, replication of the MNP program resulted in variation in attrition rates and maternal and
child outcotnes across stes!? Inconsistent findings from multi-site randomized trials of Healthy Families America
home visitation have raised important questions about the challenges of program implementation, the population
being served, and home visitor qualifications. ™

Program implementation | (3¢ of the more salient findings from two randomized trials on the Healthy Fami-

& quality assurance lies Hawrail and Healthy Families Alaska programs 15 that service delivery and out-

comes, varied consderably across program sites 1% This underscores the impot-
tance of studies and evaluation that foms on the quality and consistency of program implementation. Mo matter
herwr carefully evaluated a program is, all home visitation models face the challenge of ensuring program quality s
the model is replicated in new sites and adapted by varicus organizations within diverse communities. Current em-
phasis in home visitation evaluation research is on establishing a data management infrastructure that prowvides
agencies with regular repotts on process and outcome measures that readily facilitate improvement in implementa-
tion.

Who receives services versus |2v40ch debate reparding the relative effectiveness of the MNFT (nurse) model ver-
sus the HEFA (paraprofessional) model mainly focuses on who delivers services.
Randomized control studies of programs that utilize paraprofessionals as home

who delivers services

visitors have had mixed results. This indudes a study that compared outcomes
in paraprofessional home visiting with nurse home vigting and found paraprofessional effects to be appros-
mately half the size of those produced by nurses ® Not surprisingly, the efficacy of the paraprofessional model
was called into question. However, a follow up study looked at cutcomes 2 years after the program ended and
found that although there were greater effects for sheldren in nurse-visited families, therewere greater effects for
paraprofessional-visited mofem!® An important study on Healthy Families New York (paraprofessional model)
found significantly positive outcomes for two participant subgroups as compared with a control group: 2
“prevention™ subgroup (first-time mothers versus mothers who have aready engaged in abuse) and a
“paychologicaly vulnerable™ subproup 7



Credentials & professionalism | Jhe experience and training requirements for home visitors have also been the

of the home visitor soutce of much debate " Typically paraprofessionals come from the commu-
nity that they serve. The assumption is that piven their community ties and

similar backgrounds to the parents, theywill be able to easily reduce family resistance to professional services and
more easily form a rapport. Historically, paraprofessionals had little formal education or training beyond what was
offered by the program. For example, in the study that compared outcomes of paraprofessional-provided services
with nurse-provided setvices, researchers deliberately refrained from hiring anyone with a college education.
Herrewer, a5 of 2003, 37% of HFA hotne visitors nationally had bachelot’s degrees, and an additional 39% had
sotne college experience ¥ Monetheless, several studies have cited the challenges of a paraprofessional model
strong identification with families and wotking in contexts characterized by scarcity can mabke it difficult for the
home visitor to find a coherent role, and in some cases, they may become “protector” of the community and fami-
lies and question the usefulness of curricula and other program tools th1?

Mental health, The need to enhance home visiting services in managing mental illness, substance
abuse, and infimate partner viclence 1s well dommented. Home wisting programs,
whether delivered by nurse pracitioners or paraprofessionals, are often challenged by
the clinical and sodal issues that many parents present® %% The high prevalence of
Father involvement  |maternal depression and trauma history in home visiting populations and the chal-
lenges that they present for home visitation are a relatively new programmatic and re-
search focus. One promising study examined the impact of in-home therapy concurrently with home wisiting ser-
vices and found substantial reduction in symptotns of depression from pretreatment to post-treatment 4 In addi-
tion, as programs increasingly see positive outcomes for children and mothers, there is growring interest in develop-
ing support and services for fathers in propram activities aswell 1

Substance abuse,

Diomnestic violence,

Staff training and 4t iswwell recognized that leatning and change take place in the context of the relationship
the parent haswith the home vistor ®® Home visttors frequently encounter resistance and
inattention from this strugeling population and have to patiently attempt to move for-
ward and adapt program practices and goals to the particular contexts of families when
and howr they can. “The helper has to enter the client’s wotld, not just to gain trust, but to gain Ssignificance’ At
the same time, he ot she has to be seen as a new and different figure, one that creates neswr possibiities and room
for change ™ Regardless of their backgrounds and education, home visitors require a great deal of training and
supervisory support. Aspects of program implementation that are espedally important are training and support for
this relationship to develop in 2 manner that fadlitates change.

supervision

Explicit and The home visitors deliver the content of the program based on their understanding
comprehensive and beliefs about how the program is supposed to work, whether this is explicit or
not. Findings from both experimental and qualitative stodies highlight the importance
of articulating the intervention steps of 2 program and explidtly stating the links be-
toreen these steps and the needs of the families and the poals of the program 2% Furthermore, one exploratory
study found that even with a<well implemented program, where the home visttors were consistent and had a strong
sense of what theywere trying to do, the change theorywas not comprehensive enough to address the multiplicity
and complexity of the issues affecting parents 2

theory of change




How Nurturing Families Network Creates Change in CT

Influencing Factors T Parent & Child Qutcomes
and Practice into the Home
| Poor parenting | B Imprm:ed
skilks, attitude, » Dest L ¥ parenting
Yo ki parenting attitude and
practices hehavior
Pwer .
Problem: History of fam- Educ?;_ll';n Decrease in Change:
g 1 T | gereraninn onc . 1s | | )
Estimated ily violence and | develop- || Tiee! | o likelihood of Tecteis
4000 maliveatment approach child mal-
til t B - ment 4 Little | reaiment | prevalence
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75 undesstand howr the MFI program woths, a model that
describes the nature of the problem i Connecticut and howr
the program mtervenes i ways that create change 15 depicted
abowe. Vanous data sources are used to descnbe detatlls of the
model meluding factors related to child abuse and neglect (.
), bringing research and practice into the home (p. ¥) and
progtam outcomes (p. 10).

Underiying Assoseptions for Creating Change

Universal screening and targeted recrnitment: The first
step i preventing the mitiation of chuld abuse i targeting
fist-tirne mothess in sitiations where sisk factors forpoor
patenting are appatent. The long-term goal of the program is
to interrupt the intet-genetatonal transmission of ssls and
positively shape future parenting behawors and child out-
cotmes. In Connecticut there are an estimated 4,000 first tume
mothets each yearwnth at least one significant sl factor for
abuse ot neglect.” Although the goal 1 to reach families at the
prenatal stage, the relatonship with all 29 birthing hospitals
provides a umque oppottunity to facilitate sermces dunng the
immediate postpartum pernod.

Two generation approach: Services need to focus on both
the patent and the cluld. The pamary purpose of home visits
15 to address parenting sssues using child development and
patenting curncula; these wisits actually ivolve much more.

Families ate often burdened by hardships that are difheult to
fathom. Malang a home visit requires home wisttors to engage
and mediate these hardships and requires they be prepared
for resistance, indifference, and ongoing cnses. Home wisttoss
are advocates for families, mteracting with commumty mshiu-
tions (¢, schools, public assistance), they help establish and
folleryr theough on goals; they make refesrals to cormmunity
services; they help families negotiate cnses; and they spend a
great deal of time prowiding emotional suppott and posthve
feedback to the mothers.

The relationship hetween the home visitor and family is
at the heart of the program: The development of 2 trusting
telationship betureen the hoe wisitor and the faniy i essen-
tial for creating change. Howewer, the relahonship s directed
by specihied toles - home wisitor as baby espert, advocate,
fnend and fictive kan (see p. I - that facibtate the creation of
a sigtuficant relatonship, deliver the program content (Le.,
child development curriculd), and respond to sudden cnses.
Time: The model recognizes that it often takes a very long
time for famihes to have the trust and hope essenhal to make
improvements. It s not viusual for famaly progress to go up
and dowmn for ayear before it stabilizes. The moze interac-
tions owver tirre, the more opportunities to foster tnist based
on expetences and petceptons that develop.



Connecticut’s Vulnerable Families

Abusive patents often have mappropn-
ate expectations of children and little
avrareness of thetr needs which stems
from their owmn poot self perceptions,
‘They often have little to no knowledge
of stages of child development and be-
lieve i plysical pumshment as a proper
chisciplinary measure. In fact, abustve
patents may look to the cluld to be sen-
sthive to their needs (role-reversal) and
ate disappomted when the child does
not respond to this dernand *

W knowr that sbusive parenting pat-
tems are often leamed through personal
histosies of poor nuthusing, rejection,
tamily wiolence, sexual abuse, matenal
deprivation, and a sense of falure Lack

_c‘]nal]rsis of 171 mterwewrs with pro-

i1 less distress. ™ What is most stalang

gram participants conducted m 2002 and m their stontes 15 the range of wilner-

2003 identified pattemns of vulnerability
arnong mothess m Connecticut who
wrete identified as at sisk forpoor par
E:ﬂtiﬂg.G These mothers’ life stores show
the struggles of fanmilies throughout
Connecticut in large and smoall cittes, 1n
towmns and miral areas. Four distinet sub-
groups were identified, each of which
helps to define a mother's strugple with
being a first-time mother (see below).
These include “cognitively impaired
mothers,” “youngyoung mothers,™
“mothers lving m cnses,” and "mothers

abilities and the complex of needs
arnong these fist-time mothers. More-
ovet, mary of the women have mulhple
vulnerabilities that interact swrith one an-
gther. The wilnerabilities that wete iden-
tihed mezge, diverge, and re-emerge
actoss the life cousse. Cleatdy a “one
size fits all program™ s not useful. Per-
haps the greatest challenge to the art of
home visitation is learning howr to allor
the needs of the mother to organize the
telahonship see p. 9. The life stones

teach us this important lesson.

Who Benefits from Nurturing Families Network?

of social support or social solaton 355, s
one of the strongest predictors of child
abuge 3 —
P 0% O Cognitively

au:t.c:r.s relate.d to poverty and eco- 2694, 33%|32% Impaired Mothers
naomic insecunty - scarce tesources,
mummal socal suppotts, heightened wio- 209 HYoung-Young
lence - profoundly take a toll on parents’ Mothers
etlergy, patience, sense of control, and 18% 01 Mothers living in
mental health. In tum, depression and Crises
other fomms of peychologieal stress af- 10%
fect parent interactions wnth their chil- 5% OMothers in Less
dren and undesmine their abiity to fo- Distress
cus on their childrer’s needs and re- 0%
spond appopsiately** Patterns of Vulnerability

"Cognetivaly Togpaved Mothos" "Yoseng-Yoseng Mothers” "Mothers Living i9 Criss” Woshers in Loss D istrass”

av=21) ai=40) ai=52) ar=51)
o Majonity of these mathess | o These mothers were be- * Violence » Linguistic igolation, inmi-
had been m special education | tureen the ages of 15 and 16, » Paverty crant statis, and econormic
pLograns ol larmy wrere wictins of statu- s mstability
o Learing needs were an toty tape P L L » Soctal solation as a result of
* Feychologeal problems
evident vubne rabality. » Pregnancies wete some geer life transition
: : : i » Medical problems ; ]

eInexpected but desired times normalized by families » History of mental dlness
pregnancies s Most spoke of being and currently recerving treat-

# Oldermothers (in thei 205)
wiith previous pregnancies
# Parents of the mother wrete

sormetimes dubious about the
[tegrLancy.

“seared”
o Immatunty & bonding is-
sues with child wrete themes

s Finishing school was an

additional problem

tretit

» Mothess recovenng from

substance abuse




Bringing research to practice: The Cultural Broker Model

The home
Tisitors are at
the frontlines

Interaction between home wisitor and family member 13 the heart of the program

Interaction between home wisttor and clinical supervisor is equally important

of the program, bringing the
services and program approach
into the communities and

homes. The organization and direction
of the relationship between the home
wisitor and mother 15 often guided by
the different needs of wulnerable famr-
lies. Tt 15 here wherte the research 1s
translated mto practiu:e.3 Home wisitors
have to ke able to brdge the knowledge,
practices, and philosoplies of the pro-
fessional culture with the needs, con-
cetns, and desires of a population that
struggles with a range of issues and
problems. They “bmker™ meaningful
cormumication and interacton betureen
these two distinet cultural wotlds. The
brdge from commumty culture to pro-
fessional cultute involves establishing an
empathic connection with commuity
fammilies, eaming theit trist, undesstand-
g their lives, and commumnicatng their
needs, desires, concems, and difficulties
to professional supervisors. Simultane-

ously, the brdge from professional cul-
ture back to commurnity culture involves
talang the knowledge, philosophies, and
practices of the INFIN model back to
community families by demonstrabng its
walue, appheation, and relevance to their
lives. When this process occuss, the
home wsttor 1 1 the role of culbaral
broket, acting as the mterpreter, facditat-
ing cenunely reciprocal comtnunicaton
betureen toro cultures in which this com-
mumication does not normally and natu-
tally oceur. Bicultural competence 1s an
ability, a set of slalls and a base of
knowledge. Forthese teasons the home
wisitof's success not only depends on
her personal and cultural experiences
wnth the population she 5 serving, but
very much depends on the relahonship
she develops with her supermsor. Home
wisttots must rely on chnieal supersons
to assist them in becoming “baby ex-
petts,” m cultrvating their social capital
as commurty advocates, and in main-
tamng the professional objectty

Characteristics of CT
Home Visitors

o #1 Priority: Interpersonal slalls and

expetience to engage families m con-

structive relationships

o Winiting & anakrtical skills

» Education level (2007 data)
GEL/HS diploma: 30%
Agsociates degree: 14%
Bachelor’s Degree: 43%
Grraduate Degree: 8%

needed for approprately assessing dif-
ferent statons. Home wsttors must
believe i the relevance of professional
lnowledge and practices forthe famiies
they are serving, and they must trust that
the professional culture, as represented
by the climcal superwisot, 18 committed
to nproving the lives of families.

“[Home sseior] & a wal seee person, She & always Innghng, Whan ohe comes over I langh, Anybody car see thad, I langh wien

shes oper. I change.. iy whole pervonaliy changes & a &fferent person fust becawse ok oo around” - - Pavticpating mom

Life stoty mterviews with
IIFN mothers m 2002 and
2003 provided an oppothnity
formaothers to descobe their
program expenences and per
sl::eu:ti'mas.6 They articulated
wihat they valued most sbout
their relationships with thei

hotne wisitoss.
Home VVtsefor @ Baby Expert

Manj,r vulnerable mothers are
noticeably grateful to home
wisito s who can help themn
do what many fear they might
not dowwell: rase a healthy
chuld. Relationships wnith
howme wisttors often get or-
ganized primarnly around the

quest to prove to themselves

and others that they can -
deed be good mothers. In
fact, at all sites, the focus on
child development is central
to program services and often
becomes the otganizing dy-
namic around which mothers
make connectons with home
wisitors.

Home Vistior av ~Advacale
Morns often feel powredess in
mteractions with medical au-
thontes, state authonties,
landlords, school prineipals,
and the like. Their powretless-
fiess stems from a combina-
tion of poverty, langnage and
educational lraitations, and
dirnimished self-images. Be-

cause the hotmne wisttor can

cotrect some of the aspmme-
tty caused by these pourer
differences, the home wsitor-
as-advocate can be the basis
of avery strong relahonship.

Howe Utsdior av Freend
The vulnerabilities that marry

mothets m the program ex
penence create the posstbiity
for emotional connecton that
wety often gets articulated as
friendship. Friendship needs
to be combined wnth the roles
of baby expert and adwocate
i order for the home wsibng
practice to be most effective.
Friend-like dynamics, how
evet, lay a groundwode of
trust and mutual expectation,

providing an opening in
which to develop, examine,
and change parenting prac-
Hees.

Hame Tisitor as Fichwe Fin

Flctive lin® refers to 2 con-
cept taken from anthropology
i which family netwrods
mnclude mdrndnuals who are
not elated by blood but
through theit collective ef-
forts to rase children. Be-
coming patt of the child's life
often earns the home wsitor

her place m the farmly.




[s Connecticut making a difference?

The prograim has consistently reached a vulnerable population,

has provided them with intensive services, and has overall vielded positive results:

The program has done an excellent job of identifying and recruiting a high-risk population.

Mothers who remain in the program for one year show significant improvements in parenting attitudes.
There are low rates of child abuse and neglect among program patticipants.

The program has done an excellent job of linking families to services in the community.

Mothers who remain in the program for one or two years often achieve educational and employment goals

Home visiting staff are enrolling high-risk mothers

into the home visiting program as measured hy the After one year, mothers show significant change on the

Kempe Family Stress Checklist Child Abuse Potential Irventory (CAPI) Rigidity subscale

g0 - Percentage of Mothers Scoring at Severe Risk ap - :
— ——h 35 10 |
60 __,QT‘-_H@-W e —y [
40 - il 30 7
20 . :g .
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M1 W P= 0 O O ™ M M = N1 W 157
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|

—— Childhood history of mattrestrent

n A
—#— Substance sbuse, mertd illness, or criminal history '\.? '\Q .\@ @‘P ,3@ @@ f fﬁbefj f ﬁ

Lowy self-esteem, social isolation, depression

Multiple stresses |D Entrance Score ®1 Year Score |

For each program year, over one half of these fisst-time | Jhe Cluld Abuse Potential Inventory (CATPL) s a wrell researched
mothers had experienced severe maltreatment as children  |standardized mstrument that measures the nsk of maltreatng
and one half expetienced multiple stresses. On average, children. Mothets have consistently showm sipmificant, positive
about 40% of mothets showed sions of lowr self-esteern, | chanpe on the CATT Rigidity subscale, indicating that mothers
social solation, or depression, and about 30% had husto-  |have less rimd expectations of their children and are less likely to
ties of substance abuse, mental dlness, or comimnal actrity. |treat their children forcefully.

Annualized rates of child maltreatment writhin the ITFI home wisiting program have decreased for the past two yeats and the
armalized rate for 7/1/05- 6/30/08 diopped to 1.6%, an almaost 100% teduction from the prewious year. Howrever, in
2002, there was a matked mcrease (ee graph). Analysis of reports concluded that ssues surrounding domestic wiolence, sub-
stance use, and raental health wete prevalent in our sample of pepetratons 7 These maltreatrnent rates were compated
with the rates teported in toro studies with sirmilar

5 o) high-nsls mothets not recernng home wsitation ser-
Rates of Child Maltreatment among NFN Participants | (875 1% B0 T8 B0 0, o ilden i the
1.0% high-nisk group had been maltreated Fand in the sec-
E:lm Pl | | ond study 22% of mothers had maltreated their chil-
5.0% i | | dren® These rates are almost four mes as high as
4.0% K 8 6'4%\\ : the INFIT rates (5.4% for a two year rate). We con-
::: e e titue to momtor rates of maltreatment as well as de-
1:“; il 3.0% tals of reports.? Cur anabysis of the 2005-2006 data
0.0% 1'80"? 2.2% : : : L6% | o dicate that 95% of substantiated repotts of mal-
THIOOD.  FHN1- THNZ- THNI- THNO4 THNS. treatment wvolved physical neglect and one-third of
6/30/01 G002 6M0NI  630N4  G0N5S  GP0NE substantiated repotts involved a parent with a mental
illness ot cognitive defieit.
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Program Model Dnves Program Traimng and Clinical Supervision

NEN in Action® - Mission, policies, program model & implementation, practice of home visiting
- Attachment thecry, Ages & Stages developmental monitoring, shaken baby syndrome
- Streening, assessment, engaging families, nurtuning group curricula

Parents as Teachers:

Born to Learn Training

Six-day training hased on nenroscience research on
early brain development and learning

Tupics {prenatal to3).
sequences of eatly childhood development
Effective instructional personal wisits
Facilitation of parent-child interaction
Ideas for parent group meetings
“Ways to connedt to community resources
service to diverse families
Red flags in areas of development
Hearing, vision, and health
Recruitment and program organization

The Born to Learn Curriculum (wideo series, parent
handouts, prepared vist plans, and resources
for parent educators)

Topics (3 vear to kindergarter):

Two-day training
All elements of literacy, including reading, writing,
listening and speaking
Walue of play and adult’s role
Aspects of motor development
Aspects of sodal-emotional development
Aspects of intellectual development

Parent group meetings: topics related to develop-
ment and parenting issues for age group

Family Development Credential™
§0-hour community-hased training
Topics explored:
Communicating with ckill and heart
Taking pood care of yourself
Diversity
strength-based assessment

Collaboration

Introduction to Nurturing #
Two-day traiming
fdentifidng patterns of abusive parcrts
Inappropriate expectations
Lack of empathy
strong belief in physica punishment
Parent child reversal

Powrer and Independence

Touchpoints
16-hour training in anticipatory gnidance
Topics explored:

Communication and relationship strategies
Prevention through developing relationships

Significance of cultural, religions, & sodal dynamics
Focus on strengths
Emetional experience of developing parent

Liultidisciplinaty approach

Implementation of

ciinical supervision ™

® Weekly case reviews

* Joint home visits
* Sroup supervision cutnstances
® Professional development & edu-
cation

for first wisit

Clinical Supervisor listens, ask questions, provides feedback

® Helps home visitor think about how to adjust her approach to reflect
and accommodate the family

® Helps the home wisitor identify red flags that might alert her to spe-
cific problems
» Helps the home visitor identify and address specific problems ot cir-

® Provides feedback and impressions of the family assessment & plan

® Helps home wisitor to organize her thoughts and her work with 2
family over time




What Distinguishes NFN from other Program Models?

Like most programs, Murturing Families Network has moved through several developmental stageswith peri-
ods of transition and growth followed by periods when the program plateaued before mowing to the next stage.
Unlike many progratms, however, change has largely resulted from carefully designed research to inform and
refine program practices. From the beginning researchers worked desely with practitioners and front-line work-
ers using their expertise and observations to gain insight into emerging issues. When cumulative research identi-
fied practice and policy issues, agpressive steps were taken to make changes. In 2000 a series of committees
wrere established to review program reles, training, and supervision.+ From this process a wision of 2 “new home
visiting program® was created. In 2002 2 Continuens Quality Improvement (COT) Tearm was instituted as a fo-
rum for developing policy and protocols and for monitoring program fidelity. All of this activity served as a
catalyst for breaking sway from the national model and, in 2003, the Healthy Families Initiative became Con-
nectiait’s Murturing Families INetwork, Since that period of transition, there has been significant improvement
in parenting curriculy, training, and supervidon. The program model for creating change uses the most recent
science on child development and parenting practices with high-risk families but also incorporates an under-
standing of the experiences and belief systems of the families, home wisitors, and clinical staff, and the nature

and importance of their interaction.
Next Steps:

4n response to the research on national home visitation programs, Connecticut’s research-praditioner model

has taken specific steps to (1) monitor program implementation and understand the nature of the intervention,
{2y articulate a model that links the intervention steps with the needs of the family and the goals of the program,
and (3)use the change model to drive the quality and content of staff training and clinical supervision. Even as
the program has expanded statewide and the number of families being served has substantiallyincreased, pro-
gram evaluation continues to show positive outcomes. Rates of substantiated abuse (=2% during 2006, as re-
lated to other studies of home visting models across the country, suggest we are making an impact in Con-

nectiot.z

At this new plateau in the program, NFI continues to lock toward the research at both the national and local
level for direction and next steps in order to:

» build capacity for screening and serving all first-time mothers in the state of Connecticut;

« conduct a pilot projed for therapeutic treatment of depression in home visitation,

o strengthen the program focus on fathers;

¢ focousresearch and analysis on child cutcomes; and

o focusresearch on the home wisitor's qualifications, educational level, training, and characteristics.
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