






































Meeker-McLeod-Sibley Community Health Serivces 
EXAMPLE
CAFETERIA OPTION ANNUAL COST

Single Coverage- $800/month/employee     (3) $28,800
Single and Dependent Coverage- 

$1050/month/employee                                      (1) $12,600

Total Cost $41,400

Total



Meeker-McLeod-Sibley Community Health Serivces 

2018 Employer Contribution for Health Insurance $2,158

Benefit Cost per employee per month
Life and Accidental Death (AD&D)- $25,000 $18
Short Term Disability (STD) $187
Long Term Disability (LTD) $248
Dental  (Employee Only) $47
Vision (Employee Only) $9

Total $510

Total Monthly Cost $2,668
Total Annual Cost $32,012



12/13/2017

Freidrichs, Allie 41 3 (1-18, 1=15, 1=11)

Remington, Jessica 33

Wirta, Cathy 53

OA $3600-100% Embedded HSA PLAN EMPLOYER costs Total Employee cost

EE SPOUSE CHILD TOTAL

Freidrichs, Allie 431.37 431.37 884.61 1,747.35       1158.00 657.99

Remington, Jessica 396.91 396.91          500.00 (103.09)           (put into HSA)

Wirta, Cathy 675.87 675.87          500.00 175.87            

2,820.13$    2,158.00  

*Single employee coverage up to $500- any remaining put into HAS

*50% Dependent coverage

HEALTH PARTNERS 

MEEKER-McLEOD-SIBLEY COMMUNITY HEALTH



	  
Program	  Overview	  

	  

	  
Meeting	   the	   challenge	   of	   having	   communitywide	   impact	   on	   the	   health	   and	  wellbeing	   of	   infants	   and	   their	  
families	   has	   gained	  momentum	   in	   communities	   across	   the	   country.	   Family	   Connects	   is	   the	  most	   successful	  
evidence-‐based	   universal	   approach	   to	   supporting	   parents	   at	   the	   time	   of	   birth.	   Rigorous	   evaluations	  
demonstrate	   that	   this	   program	   does	   indeed	   improve	   communitywide	   outcomes	   for	   families.	   The	   Family	  
Connects	  model	  focuses	  on	  newborn	  infants,	  families,	  and	  communities	  to	  address	  family	  unmet	  needs	  and	  to	  
identify	  critical	  gaps	  in	  the	  early	  childhood	  ecosystem	  to	  create	  population-‐level	  impact.	  

Community–wide	  service	  delivery	  is	  a	  paradigmatic	  shift	  in	  home	  visiting	  underpinned	  by	  the	  assumption	  that	  
every	  family	  is	  vulnerable	  at	  the	  birth	  of	  a	  child,	  and	  community-‐wide	  eligibility	  is	  the	  best	  route	  to	  population-‐
level	  change.	  Universal	  efforts	  complement,	  and	  do	  not	  replace,	  intensive	  targeted	  home-‐visiting	  programs	  by	  
introducing	   all	   families	   to	   the	   local	   system	   of	   care,	   ensuring	   they	   receive	   what	   they	   need	   regardless	   of	  
demographic	  factors.	  	  

Family	   Connects	   has	   three	   program	  
components:	  
	  
• Community	  Alignment.	  A	   community	   system	  

of	  care,	  including	  identification	  of	  community	  
services	   that	   support	   young	   children	   and	  
families	   and	   the	   active	   participation	   of	  
community	   stakeholders	   to	   foster	   local	  
participation	  and	  program	  ownership.	  
	  

• Home	   Visiting.	   Nurse	   home	   visits	   aim	   to	  
connect	   with	   every	   family	   approximately	  
three	  weeks	  after	  discharge	  from	  the	  birthing	  
hospital	  to	  provide:	  assessment	  of	  the	  family	  
to	   identify	   family	   risks	   and	   needs;	   health	  
assessments	  of	  the	  newborn	  and	  postpartum	  
mother;	   supportive	   guidance;	   responses	   to	  
questions	  about	  infant	  care;	  and	  facilitated	  linkages	  to	  community	  resources.	  	  
	  

• Use	  of	  Data	   for	  Monitoring	  and	  Decision-‐Making.	  Family	  Connects	   sites	   employ	  data	   and	  monitoring	   to	  
document	   interventions,	   assess	   local	   program	   implementation,	   evaluate	   program	   impact,	   and	   support	  
communities	   in	   using	   data	   for	   day-‐to-‐day	   decision-‐making.	   Aggregate	   reports	   summarize	   program	  
activities,	  community	  penetration,	  quality	  assurance	  for	  adherence	  to	  the	  protocol,	  the	  prevalence	  of	  risk	  
factors	  in	  communities,	  and	  accountability.	  

	  



	  
Program	  Overview	  

	  

	  

The	  Family	  Support	  Matrix,	  developed	  by	  Family	  Connects,	  is	  a	  high	  inference	  approach	  used	  to	  assess	  family	  
risks	   and	   needs	   in	   four	   domains:	   Health	   Care,	   Safe	  Home,	   Infant	   Care,	   and	   Parent	   Support.	   Twelve	   factors,	  
three	  for	  each	  domain,	  guide	  the	  nurse	  and	  parent(s)	  in	  understanding	  the	  family’s	  status.	  Each	  factor	  is	  rated	  
as	  the	  family	  having	  no	  identified	  needs/risk	  factors,	  needs	  addressed	  during	  the	  visit,	  needs	  for	  connections	  
to	   community	   resources,	   and	  urgent	   situations	   requiring	   immediate	   intervention.	  With	   family	   collaboration,	  
the	  results	  are	  used	  to	  plan	   facilitated	  referrals	   to	  community	  services,	   including,	  but	  not	   limited	   to,	   longer-‐
term	  home	  visiting	  programs	  available	  locally.	  

Two	   randomized	   controlled	   trials	   and	   a	   field	   quasi-‐experiment	   provide	   the	   evidence	   base	   for	   program	  
benefits.	   Findings	   indicate	   that	   the	   program	   can	   be	   implemented	   with	   high	   participation	   rates	   and	   high	  
adherence	  to	  the	  protocol,	  even	  at	   low	  cost.	  Follow-‐ups	   indicate	  that,	  compared	  with	   families	  not	  randomly	  
assigned	   to	   receive	   the	   program,	   Family	   Connects	   families	   demonstrate	   more	   connections	   to	   community	  
resources,	   better	   parenting	   behaviors,	   lower	   maternal	   anxiety	   and	   depression,	   fewer	   infant	   emergency	  
hospital	  visits,	  and	  lower	  rates	  of	  child	  protective	  services	  investigations	  for	  child	  abuse.	  	  
	  
Replication	   of	   the	   model	   is	   occurring	   at	   numerous	   sites	   across	   the	   country,	   funded	   by	   community	  
governments,	   federal	   and	   state	   grants,	   Medicaid	   reimbursements,	   philanthropy,	   and	   corporate	   health	  
systems.	  	  
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Key	Responsibilities	of	the	Family	Connects	Organizational	Home	

	
Implementation	of	the	Family	Connects	model	requires	creation	and	maintenance	of	an	
organizational	structure	that	allows	for	full	implementation	of	the	core	model	components	
(see	page	3).		In	order	to	accomplish	these	components,	the	selected	organizational	home	
must	be	able	to	perform	specific	activities	/	tasks	including:	
	
General	Program	Management		
[Executive	leadership,	Human	Resources	Leadership,	and	Communications	Staff]	

• Leadership	personnel	management	
• Oversight	of	all	program	operations	&	communication	with	the	Family	Connects	

national	service	office	
• Communications	management	(website,	marketing	materials,	etc.)	

	
Personnel	Management	
[Executive	/	Program	Leadership	and	Clinical	Director]	

• Manage	clinical	personnel	(hiring,	initial	training/onboarding,	professional	
development,	etc.)	

• Manage	administrative	ands	support	personnel	(hiring,	initial	
training/onboarding,	professional	development,	etc.)	

• Provide	clinical	supervision	(group	and	individual)	
• Perform	quarterly	quality	assurance	tasks	per	the	Family	Connects	model	

requirements			
	
Clinical	&	Support	Services	
[Clinical	Director,	Nurse	Home	Visitors,	and	Program	Support	Workers]	

• Create	and	maintain	core	program	material	library	(parent	handouts,	client	
incentives,	etc.)	

• Respond	to	client	/	parent	inquiries	for	services	(via	email,	web,	and	phone).	
• Recruit	program	participants	(in-person	and	via	phone/web)	
• Schedule	integrated	home	visits	according	to	program	policy	and	procedure	(as	

directed	by	Program	Co-Directors	and	Director	of	Clinical	Services)	
• Provide	integrated	home	visits	according	to	standardized	visit	protocol,	assessment	

of	risk,	and	connection	to	community	resources	for	identified	needs	
• Document	clinical	services	provided	(to	be	completed	within	48	working	hours	of	

the	home	visit	encounter)	
• Document	client	connection	to	community	resources	via	post	visit	calls	or	other	

client	survey	methods	
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Community	Advisory	Process	/	Stakeholder	Engagement	
[Community	Resource	Specialist]	

• Inform	the	management	of	external	communications	(website,	marketing	materials,	
etc.).	

• Create	and	maintain	relationships	with	community	resources	/	services		
• Provide	individual-case	consultation	regarding	community	resources	to	clinical	

personnel	
• Market	the	program	locally	to	referral	sources,	employers,	newspapers,	churches,	

childcare	agencies,	the	public,	etc.	
• Create	and	maintain	a	local	resource	directory	(Agency	Finder)	for	use	with	clients	

by	clinical	and	support	staff	
• Oversee	the	community	advisory	process	for	the	Family	Connects	program		

	
Data	Validation	&	Reporting	
[IT	Management	and	FC	Database	Manager]	

• Maintain	Family	Connects	database		
• Provide	technical	assistance	for	end	users	
• Generate	weekly	clinical	activities	report	(standardized)	
• Generate	monthly	community	activities	report	(standardized)	
• Provide	data	validation	for	all	internal	program	reporting	
• Provide	data	analysis	for	ad	hoc	reporting	requests	

	
Financial	Management	
[Financial	Director,	Executive	Leadership,	and	Clinical	Director]	

• Manage	funding	streams	through	oversight	of	grants	and	contracts	
• Report	key	financial	performance	indicators	
• Provide	financial	documentation	for	reports	as	needed	
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Core	Components	of	the	Family	Connects	Model	
	

THE	COMMUNITY-WIDE	APPROACH	
The	Family	Connects	program	is	community-based	with	community	ownership,	and	it	
is	seen	as	part	of	the	continuum	of	care	for	newborns	and	their	parents	in	the	
community.	

	
The	program	is	designed	for	universal	community	coverage;	all	families	with	newborns	
in	a	catchment	area	are	eligible,	whether	region,	state,	city,	or	neighborhoods.		

	
In	order	to	model	the	evidence-based	Family	Connects	program,	a	community	
penetration	of	at	least	60	to	70	percent	of	the	a	priori	identified	population	is	essential	
for	the	community	level	outcomes	as	demonstrated	in	the	two	program	randomized	
controlled	trials	and	for	which	the	program	is	approved	for	MIECHV	funding.	

	
	

COMMUNITY	ALIGNMENT	FOR	FAMILY	CONNECTS	IMPLEMENTATION	
	

A	Community	Advisory	Board	(CAB)	that	includes	consumers	and	community	
resources/stakeholders	is	required	to	align	resources	relevant	to	families	with	
newborns.	The	CAB	may	be	a	part	of	an	existing	group	for	community	services’	
coordination	or	developed	specifically	for	the	Family	Connects	local	program.	

	
Available	community	resources	are	compiled	in	a	web	based	format	and	/	or	printed	
directory	(the	Agency	Finder)	and	updated	regularly.	Regular	review	should	include	
identifying	gaps	in	community	services	as	well	as	identifying	new	formal	and	informal	
community	services	that	address	family	needs.	

	
A	direct	link	between	Family	Connects	and	the	local	Department	of	Social	Services	is	
essential	to	facilitate	the	family’s	ease	of	access	to	and	knowledge	about	eligible	
services,	such	and	Medicaid	and	SNAP	benefits	(food	stamps).	

	
Family	Connects	programs	seek	to	identify	gaps	in	needed	community	services	for	
families,	to	document	them,	and	to	work	to	address	these	gaps	with	community	
stakeholders.	
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THE	MODEL	FOR	NURSE	HOME	VISITS	
	

The	initial	Family	Connects	home	visit	is	scheduled	as	close	to	birth	as	possible.	
Scheduling	at	the	birth	hospital	is	one	method	used	to	accomplish	universal	service	
delivery.	Other	options	may	be	explored	for	local	differences	in	hospitals	and	
communities.	

	
The	initial	home	visit	(referred	to	as	the	Integrated	home	visit;	IHV)	occurs	at	
approximately	3	weeks	after	birth/after	the	infant	comes	home	to	the	family.	The	IHV	
generally	requires	1	½	to	2	hours	and	may	be	followed	by	1	to	2	follow-up	visits	

	
Family	Connects	home	visitors	are	Registered	Nurses,	providing	health	and	
psychosocial	assessments	of	newborn,	mother,	and	family.		

	
The	collaboration	of	a	pediatrician	or	family	medicine	physician	is	needed	for	input	and	
verification	of	the	infant	assessment	and	to	be	available	for	nurse	questions	about	
infants’	and	families’	health	needs.	

	
Nurse	visitors	are	trained	in	the	family	friendly	high	inference	approach	for	assessing	
family	needs	and	risk	factors	in	12	factors	that	reflect	child	and	family	health,	caring	for	
the	infant,	household	safety	and	stability,	and	parental	well-being.	Rating	and	
responding	accordingly	to	family	needs	is	documented	by	the	Family	Support	Matrix,	
the	home	visit	tool	developed	by	Family	Connects.	

	
Nurse	visitors	are	trained	to	provide	systematic	education	in	response	to	parent	
queries	and	nurse	observations	in	areas	of	possible	difficulties	in	adapting	to	the	
newborn	(e.g.,	breastfeeding,	support	for	“baby	blues”	and	others.)	

	
Anticipatory	and	supportive	guidance	is	spelled	out	in	the	home	visit	protocol	and	
provided	by	home	visitors	at	all	visits	(e.g.,	back	to	sleep,	the	benefits	of	tummy	time.)	

	
Family	and	nurse	plan	together	for	individualized	connections	to	and	recommendations	
for	community	resources	and	services.		

	
As	indicated	clinically,	the	initial	home	visit	can	have	one	or	more	follow	up	
visits/telephone	calls	to	complete	the	assessments,	allow	for	more	direct	supportive	
guidance,	and	ensure	linkages	to	local	services	and	resources.		The	primary	goal	of	
follow	up	is	to	support	the	connections	to	community	resources.	
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In	addition	to	the	clinical	follow	up,	a	brief	contact	by	phone	or	mailed	survey	is	made	
regarding	client	satisfaction	and	successful	linkage	to	referrals	at	one	month	after	the	
family’s	case	is	closed.	

	
The	clinical	team	has	weekly	team	meetings	(case	conference)	for	peer	review	of	
families	seen	during	the	preceding	week.		

	
Systematic	quality	assurance	includes:	protocol	adherence,	accurate	assessment	of	
family	risks	and	needs,	inter-rater	reliability	in	rating	the	Family	Support	Matrix	at	a	
high	>75%	adherence	and	reliability	level	>.60	Kappa	Cohen	statistic.	

	
Documentation	of	the	home	visit(s)	and	contacts	with	families	and	community	services	
related	to	family	needs	in	an	electronic	medical	record	is	essential.	

	
	

IMPLEMENTATION	MONITORING	AND	DATA	SHARE	
	

The	dissemination	of	the	Family	Connects	model	requires	training	and	monitoring	by	
the	Family	Connects	International	Office	in	Durham,	North	Carolina.	The	initial	training	
and	start	up	is	spelled	out	by	the	office	prior	to	the	training	contract	and	usually	
requires	12	to	18	months,	after	which	yearly	on	and	off	site	monitoring	is	used	to	verify	
continued	implementation	of	model	requirements.	

	
Family	Connects	sites	will	document	program	implementation	using	the	Family	
Connects	International	office	JAVA-4	database,	used	for	the	site’s	formative	evaluation	
as	well	as	verification	of	implementation	of	the	model	by	the	central	office.		
A	business	agreement	(BAA)	is	required	to	support	quarterly	share	of	(non-identified)	
data	with	the	Durham	office	

	
AUXILLIARY/OPTIONAL	COMPONENTS	

	
In	a	community	with	few	formal	resources,	identifying	informal	resources	by	examining	
local	standards	of	care	through	interviews	of	clients	and	stakeholders	is	helpful	for	a	
complete	list	of	available	resources.		

	
Some	programs	have	elected	to	add	a	brief	“pre-IHV	visit”	in	the	first	week	after	
hospital	discharge	to	assist	in	specific	issues	such	as	feeding	support	or	weight	check.	
The	early	visit	does	not	replace	the	3-week	Family	Support	Matrix	assessment,	and	it	is	
an	optional	addition	for	individual	sites.		
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Funders	may	require	and	a	program	may	elect	individual	supervision	of	the	clinical	
staff	guided	by	the	tenets	of	reflective	supervision.	

	
Core	competencies	(including	continuing	education)	are	developed	by	the	Family	
Connects	International	Office	to	guide	local	sites	to	provide	ongoing	education	in	
relevant	clinical	areas.	

	



Family	Connects	Dissemination	Site	
Implementation	Timeline	
	

	
	

	
	

Agreement	to	
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12	-18	Months	
	



 

 

 

Family Connects  

Program Overview 
 
 
 

  

Support is appreciated from The Pritzker Family Foundation,  The Duke Endowment, the Durham, NC 

County Commissioners, the North Carolina Department of Health and Human Services, the Pew 

Center on the States, the Laura and John Arnold Foundation, NIDA, and NICHD.  



Agenda 

• Overview & History of Family Connects 

• The Core Components of the Family Connects Model 

• Model Training & Certification 

• Program Operations 

• Questions & Wrap-up 



• The Duke Endowment made a ten-year commitment 

to reduce community levels of child maltreatment 

• Durham Connects launched in 2008 

The Challenge of Community Impact 



• 18-Month Trial (July 1, 2009 – December 31, 2010) 

• RCT Implementation 

• Every resident Durham County birth      

was assigned to control or intervention                  

by even-odd birthdate (n = 4,777) 
 

• RCT Impact Evaluation 

• Random, representative subsample   participated 

in blinded impact evaluation interviews  

beginning at infant age 6 months (n=549) 

 

 

 

 

Randomized Controlled Trial 



What did we learn? 

Every family is vulnerable at the birth of a child 

• 94% of families had 1+ need for community resources 

Community-wide eligibility is the only route to population change 

• Does not replace intensive, targeted programs, but informs what families need 

Population reach requires top-down approaches 

• Identify preventative system of care, align resources, reach all families 

Population reach requires bottom-up approaches 

• Assess risk, provide intervention, improve connections 



RCT Evaluation Results: 

Age 6-month In-Home Interviews 
 

Compared to control families, Durham Connects-eligible 

families had: 

• More connections to community services / resources 

• More mother-reported positive parenting behaviors 

• Higher quality (blinded observer-rated) mother parenting 

behavior  

• Higher quality and safer (blinded observer-rated) home 

environments 

• Higher quality child care for those that chose out of home 

care 

• Less maternal reported anxiety  



Results at infant age 12 

months from aggregate 

hospital records 

50% less total infant emergency 
medical care (ER visits + overnights 
in hospital) 

 

Results at infant age 24 

months from aggregate 

hospital records 

37% less total infant emergency 

medical care (ER visits + overnights 

in hospital) 

 

 

 

 

 

 

 

 

 

0

0.2

0.4

0.6

0.8

1

1.2

1.4

1.6

1.8

2

0 1 2 3 4 5 6 7 8 9 10 11 12T
o

ta
l C

u
m

u
la

ti
ve

 E
m

er
ge

n
cy

 C
ar

e 
E

p
is

o
d

es
 

Infant Age in Months 

Control

Families

DC

Families

Intervention effect is 31% more reduction 
  ˅---------------------------------------------˅ 

  Intervention effect is 59% reduction 
  ˅--------------------------------------˅ 
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Child Hospital Administration Records 
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The Family Connects Model 

Nurse connects 
with family 

Nurse connects 
family to 

community 
resources 

Parent connects 
with infant 



Core Program Components 



Community Alignment Philosophy 

If you are trying to impact community 

system level change, it’s imperative that 

you remember and promote the message 

that you are working WITH the 

community and not ON the community 



Community Alignment Approach 





Nurse Home Visiting 
 

Recruitment & Visit Scheduling Done in Hospital 

Typically within 24 hrs. of birth 
 

 

Comprehensive In-Home Visit (~2 hours) 

Newborn & mother health assessments 

Education about newborn care (e.g., breastfeeding) 

Assessment of family strengths & needs (Risk Assessment) 

12 factors empirically-linked to child maltreatment risk 

Referrals to matched community agencies for identified risk 

 

2nd or 3rd visits made as needed to conduct additional 

assessment and assure community connections 

 

Follow-up phone call 4 wks. after case closure to ensure 

connections are made 

 

 



Family Connects  
Family Contact Points 

Scheduling Visit 

• Ideally face-to-
face 

• By nurse or 
program 
support 
workers 

Integrated Home 
Visit (IHV) 

• 2 hours long 

• 3 weeks post 
hospital 
discharge 

Follow Up 

• In home or via 
phone as 
needed 

• 0-2 total 

Post-Visit Call 
(PVC) 

• 1 month after 
case closure 

• Confirmation 
of connections 
to resources 

• Customer 
satisfaction and 
program 
feedback 



Domains and Factors of Interest: 
Family Support Matrix (FSM) 

Support for Health Care           Support for a Safe Home 
 1. Maternal Health                                     7. Household Safety/Material Supports    

 2. Infant Health                                  8. Family and Community Safety  

 3. Health Care Plans                                  9. History with Parenting Difficulties  

 

Support for Infant Care       Support for Parent(s) 
4. Child Care Plans         10. Parent Well Being  

5. Parent-Child Relationship                11. Substance Abuse in Household 

6. Management of Infant Crying        12. Parent Emotional Support 

Each factor is rated as:  
     1 = No family needs  
     2 = Needs addressed during visit 
     3 = Community resources needed 
     4 = Emergency intervention needed 



Common Community 

Referrals 



Program Staffing and 
Operations 



Organizational Home 

• When choosing to implement Family Connects, one 
of the first decisions is determining and 
organizational home.  

 

• Replication sites have employed differing options 
based on their communities.  

 

• Common options include: 

o Health System(s) 

o County Public Health 

o Child / Family-serving non-profit 501(c)3 

 



Family Connects Staffing 

Family	Connects

Organizational	Chart	

Small	Implementation	

(<3,000	births)

FOR	ILLUSTRATION	PURPOSES	ONLY:	9/27/17

Chief	Program	Offic

e

r 	

Clinical	Director	

Lead	NHV		

(Team	1)	

NHV	(2.0	FTE)	

Program	Support	
Specialist	

Lead	NHV		

(Team	2)	

NHV	(2.0	FTE)	

Program	Support	
Specialist	

Director	of	
Community	
Engagement		 Data	Analyst	/	

Specialist	



Data & Monitoring 



Data & Monitoring 

COMMUNITY ALIGNMENT for Long-Term Family Support 

MONITORING for Quality Assurance & Program Staffing 

 

 

 

Assessment 

of Rates of 

Risk for 

Families 

Data on 

Community 

Capacity to 

Support Family 

Needs 



Quality Assurance for  
Clinical Practice 

Weekly Case Conference  
(All Staff) 

 Supervisor led with peer supervision opportunities 
 All families with initial home visit from previous week 

reviewed 
 

Quarterly Dyadic Home Visits  
(Nurse Visitor + Supervising nurse) 

 Fidelity to the protocol assessed  
 Adherence to 63 item Fidelity Checklist (75% + goal) 

 Reliability in the scoring of the Family Support Matrix 
(75% + goal) 

 Clinical supervision for the visit 
 



 
Quality Assurance for  

Community Alignment 

Weekly Case Conference  
(All Staff) 

• Nurses report referral data and qualitative feedback 
regarding ease of access for clients, needed resources, 
and feedback regarding connections into the 
community 

 
 

Post-Visit Connections  
• Staff-initiated call to families to assess program 

effectiveness in connecting to resources 



Data Sharing & Reporting 

Activities Report 
(Monthly / Quarterly) 

• Program level report  
• Aggregate data re: scheduling rate, home visit 

completion rate, population reach, protocol adherence, 
FSM inter-rater reliability, family risk and need 
assessment, and community connection rate 
 

 

De-identified Data Share 
(Quarterly) 

• Client level data regarding home visit components and 
community connections 

• Supports technical assistance process 
• Supports cross-site analysis 



Family	Connects	Dissemination	Site	
Implementation	Timeline	
	

	
	

	
	

Agreement	to	
Implement

•Readiness	
Agreement

•Contract	
Execution

•Business	
Associate	
Agreement

Overall	
Implementation	
Plan	
Development

•Establish	
Milestones

•Establish	Training	
Schedule

Database	
Installation

•Server	
Specifications

•Tablet	/	Laptop	
Specifications

•Deployment	&	
Testing

Program	
Staffing

•Program	
Leadership

•Nurse	
Management

•Nursing	Staff

•Community	
Alignment

•Data	
Management	and	
Reporting

•Support	Staff

Community	
Alignment	Plan	
Development

•Community	
Assessment

•Agency-Finder	
Development

•Community	
Advisory	Board

Staff	Pre-
Training

•Program	
Overview

•Use	of	Data	for	
Formative	
Decision-making

•Community	
Alignment

Durham	
Training

•IHV	Protocol	
Training

•FSM	Assessment	
of	Risk

•Database	Training	
and	Installation

Program	
Certification

•Weekly/Monthly	
Calls

•8-Week	Quality	
Assurance	Site	
Visit

•12-18	Month	
Quality	Assurance	
Site	Visit	

3	-	4	Months	

	
12	-18	Months	

	



• Pre-Service Training  
o On-site Organizational readiness assessment & initial implementation training 

o Initiation of technical assistance calls (every other week through initial certification) 

o Family Connects Foundations (distance) 

o Data System Customization & Training 

• Clinical Training  
o 3-5 days in Durham, NC 

o Observation & Practice with Integrated Home Visit 

• On-site Clinical Training & QA 
o 2-3 days in MN with clinical observation and coaching @ 4-6 weeks post Durham training 

• On-site Implementation & Operations Training 
o 1-2 days @ 3 months post Durham Training 

o 1-2 days @ 10 months post Durham Training 

• On-site QA for Initial Certification 
o 2-4 days in MN @ 11-12 months post Durham training 

Key Training Milestones 



 

 

Questions? 

 
 

Ashley Alvord, Director of Dissemination & Program 

Certification 

Family Connects  

ashley.alvord@duke.edu 

919-385-0776 


