Healthy Start ICC Learning Community

Core Topics and Potential Subtopics/Change Projects
	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	ICC case management/care coordination: Focus on implementing an effective staff team approach. Build on existing strategies in use by Healthy Start grantees, home visiting, and other programs and projects.  Use evidence-based case management practices from an array of past projects and studies.


	· Develop relationships with one or more programs such as home visiting, Early Head Start, and other programs providing care coordination and case management to families with infant and toddlers.
· Referral relationships
· Shared knowledge and evidence-based approaches
· Convene regular meetings to foster communication

Possible measures:

· Develop MOUs with organizations that provide case management and care coordination 

· Increase referrals to organizations that provide  case management/care coordination 

· Participate in regular meetings with organizations that provide case management/care coordination 
	· Consistent and effective use of case management “visit” tools (e.g., for all ICC participants and data collection).

· Devise and implement tools to guide development of care plans that reflect medical and psycho-social needs.

Possible measures:

· Number of staff trained to use a specific case management visit tool

· Number of ICC participants whose chart reflects use of tool

· Proportion of women whose care plan addresses medical and psychosocial needs
	· Improve the referral process through protocols and communication among involved providers.
· Protocols for referrals and triage.

· Mechanisms for sharing client information among Healthy Start staff, as appropriate.

Possible measures:

· Number of ICC participants referred to case management/ care coordination services based on risk screening
· Number of ICC participants whose chart reflects communication among HS staff



	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	ICC risk screening: Focus on the content, process, and protocols for ICC risk screening. Use evidence regarding validated screening instruments.


	-------
	· Systematically use an ICC risk screening tool based on national recommendations
· Review and revise tool currently in use in Healthy Start project.

· Adopt a different tool, such as a nationally recommended tool
Possible measures:

· Healthy Start home team develops inventory of nationally recognized risk screening tools

· Compare best practices for risk screening against existing tool

· Adaptation of current tool to reflect best practices

· Increase the number of participants who receive ICC risk screening


	· Enhance staff knowledge of and skills in consistent use of ICC risk screening tool
· Improve consistency of data reporting for ICC risk screening information
Possible measures:

· Number of HS staff trained on ICC screening tool
· Improved  staff skills in administering ICC risk screening measured through an appropriate test

· ICC risk screening information is captured in the appropriate reports and consistently reported

	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	Family planning services and linkages: Focus on appropriate counseling about family planning options, effective monitoring of contraceptive use, and linking women desiring them to family planning services.  Develop protocols and tools. 

	· Develop relationships with family planning providers and organizations (e.g., Title X, health department, Planned Parenthood, and hospital outpatient clinics).

· Referral relationships

· Shared knowledge and evidence-based approaches

· Convene regular meetings to foster communication

Possible measures:

· Develop MOUs with family planning organizations and agencies 

· Increase # referrals to family planning organizations and agencies

· Participate in regular meetings with family planning providers and organizations 

	· Use consistent and evidence-based approaches for educating participants about family planning methods, at the end of prenatal care and in interconception care.
· Effectively collect information regarding Healthy Start participants’ actual use of family planning methods.

Possible measures:
· Document process for comparing evidence-based approaches with current HS approach and selecting the most appropriate approach.  
· Increase the number of ICC participants who have a reproductive life plan.
· Number of staff trained on protocol for gleaning actual use of family planning methods.

· Number of ICC participants desiring and using an effective contraceptive method
	· Develop and implement a protocol for intensive ICC follow-up on family planning use (e.g., collect information about visits made, verify method, review of financing, etc.).
· Assure women attend appointments and fill prescriptions early in the postpartum period. (Ideally, this would be in first four weeks postpartum but definitely before their Medicaid 60-day coverage runs out.)
Possible measures:

· Number of HS staff trained on the intensive follow-up protocol
· Number of HS staff using the protocol, as reflected in participants’ charts or other records
· Number of ICC participants who attend their family planning visits and fill contraceptive prescriptions in the first four weeks postpartum


	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	Primary care services and linkages: Focus on developing effective linkages to sources of primary care for low-income and uninsured women to FQHC, other clinics, etc. Build on existing strategies used by Healthy Start grantees to get participants to their PCP or medical home.  Develop protocols and tools for monitoring primary care well-woman visits, including postpartum visits


	· Develop relationships with primary care clinics and providers who serve women without insurance coverage or ability to pay (e.g., FQHC, health department clinics) 

· Referral relationships

· Shared knowledge and evidence-based approaches

· Convene regular meetings to foster communication

Possible measures:

· Develop MOUs with appropriate primary care provider organizations and agencies 

· Participate in regular meetings with primary care provider organizations and agencies 

· Increase # referrals to primary care provider organizations and agencies 

	· Effectively collect information about women’s use of primary care and medical home
Possible measures:
· Document implementation of a protocol to collection information about primary care use
· Increase the number of ICC participants who have a primary care provider/medical home

	· Systematically encourage and support postpartum visits with a primary care provider/ medical home in the first 60 days after pregnancy (based on ACOG recommended schedule)
· Use a protocol at each Healthy Start ICC visit/contact to encourage use of and connection to primary care and a medical home
Possible Measures:

· Develop protocol or checklist to review with ICC participant during visits
· Number of HS staff trained on administration of the tool
· Increase number of women with whom HS staff administer the tool



	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	Maternal depression screening and brief interventions: Focus on the content, process, tools, and protocols for evidence-based depression screening and brief interventions.  Build on existing strategies used by Healthy Start grantees, research-based models, and other projects and studies. 


	· Develop relationships with mental health providers who can serve women with depression 

· Referral relationships

· Shared knowledge and evidence-based approaches

· Convene regular meetings to foster communication

Possible measures:

· Develop MOUs with appropriate mental health service providers

· Increase # referrals to mental health service providers

· Participate in regular meetings with mental health service providers 

	· Consistent use of a validated, objective depression screening tool (e.g., Edinburgh), as secondary screening to ICC screening

Possible measures:

· Develop a protocol for schedule of depression screening (consistent with selected tool)

· Increase the number of women who are screened with a validated, objective tool, using the recommended schedule


	· Strengthen staff skills in maternal/perinatal depression screening (e.g., review of results, communication with participants, follow-up action, referrals as needed)
· Develop and implement protocols for helping women screened positive for depression gain access to appropriate medications and/or treatment as needed within 60-days postpartum before Medicaid coverage ends
· Learn how to use evidence-based home visit brief interventions for maternal depression
Possible measures:

· Protocols are in place to help women access appropriate treatment for depression
· Increase # of staff who can provide evidence-based or promising home visit brief intervention

· Increase # of women referred to brief intervention


	
	Strengthening linkages and partnerships
	Advance use of objective tools and data collection methods
	Improve Healthy Start staff skills and protocols

	Healthy weight: Focus on reducing postpartum weight and maintaining healthy weight using evidence-based practices.   Build on existing strategies used by Healthy Start grantees, Healthy Weight in Women of Reproductive Age Action Learning Collaborative participants, and other projects and studies.

MEASURES: 

Increase proportion of women who achieve or maintain healthy weight.
	· Develop relationships with local campaigns and organizations focused on reducing obesity and promoting healthy weight. 

· Referral relationships

· Shared knowledge and evidence-based approaches

· Convene regular meetings to foster communication

Possible measures:
· Increase # referrals to organizations/ providers focused on promoting healthy weight

· Participate in regular meetings with organizations/ providers focused on promoting healthy weight 

	· Consistent use of tools and methods to measure BMI and related assessments.

· Use consistent and evidence-based approaches for informing and educating (counseling) on healthy weight.

Possible measures:

· Develop a protocol for measuring BMI (consistent with selected tools)

· Increase # of women informed and educated on healthy weight


	· Strengthen staff skills in effective health education and promotion related to healthy weight (must be cultural competent and evidence based). 

Possible measures:

· Number of staff trained to deliver health education related to healthy weight

· Develop and meet fidelity measures established for delivering health education
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