Change the First Five Years,
Change Everything

Ensuring children are safe, healthy
and ready for kindergarten.

Brown County United Wa\
2015 Annual Report to the Communis

Brown County is a ammunity where all children can
learn, day, and gow

www.browncountychildren.org
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Executive Summary 2015 Annual Report

The Community Partnership for Children (QRGs
established in 200%ith the vision that all Brown County childrer
will be safe, healthy and ready for kindergarteriTo accomplish
this, many community partneractively work together to
implement solutionrfocused strategiethat will ultimately make it
possible to:

Strenghen families
Improve child health
Reduce child abuse and neglect
Promote optimal child development

Major highlights of 2015

1 3,131parents received a Welcome Baby Visit either
prenatally or atthe hospital.

1 Of these parents903 or 2% were identified at risk

1 Of those families screened in the hospital, there were
2,824 referralsvere made to community resources.

1 496 familiesreceived short term followup or direct
assistance.

1 361lat-risk familiesvere enrolled in longerm home
visitation services through the CPC Gateway agencies
attaining theoutcomeslisted at the right and more.

1 Substantive progrsswasmade in developing
Community Information Systento track reaktime
outcomes.

1 Brown County is one of several counties to participate ir
Safe SleepJA f 2 G 2 NHI y A 1 SHealtld Alliantd
of Wisconsin for enhanced trainings.

1 The CPC Early Screening TeathAchieve Brown County
have joined force$o establish the Ages & Stages
vdzSaluA2yylIrANS 6! {vo a 2d
developmental screener.

The central message of the CiBGhat early investment in
children has the greatest potential to ensure that they will learr
and thrive in school® S 62 NJ F2NOS | yR f A
doing so, we will positon NR gy / 2dzy & Qa OK.
community for success.

For more informationabout the CPC, contact Jill Sobieck at
jil@browncountyunitedway.orgr Sarah Inman at
sarah@browncountyunitedway.orgTo inquire about making a major
investment in the CPC Fund, contact Andria Hannula at

andria@browncountyunitedway.org

Safe
99%

Percent of CP€nrolled
households hgingno
substantiated reports of
child abuse or neglect

Healthy
99%

Percent of CR€nrolled
families that were linked
to a primary care providet

Ready for
Kindergarten

65%

Percent of CPR€nrolled
children who were
developmentallyon track
for kindergarteri

90%

Percent of CR€nrolled
children who were
socially and emotionally
on trackfor kindergarten

* Beginning in 2013, mew edition of
the Ages &tages Questionnaire
was used to measure this indicator.
The new edition expanded the
scoring range to include an
FRRAGAZ2Y I & YSefA
page 9.)
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The Community-Partaershipfor Children {CHas thebold vision of
ensuring thatall Brown Countychildren are safe, healthy anteady for
kindergarten

TheCommunity Partnership faZhildrenwaslaunched byBrown County
United Way 205 in response to the need to take solutidocusedaction
to investmore purposefullyin early childhoogdprovide a platform for
collective impactand address identified system challenglesough
coordinated,on-the-ground strategies.

The bunding principle of the CPCtimat every newborrdeserves tdhave
the best possible chance in li€gight from the start and before crises
develop. By givingparents the tools to succeed andrinecingthem to
resources that will help thenfamiliesbecome seksufficient. Children,
families and the community gain tremendous soaiatl economidenefits from early nurturing, rich
learning experiences arglipportivehealth practices

The CPC brindsgether nearly @ organizationgnd more than100 individualghat are partnering to
collaborate andmplementintentional, solutionfocused communitybased strategieat a system level.

Sincell KS / t / @anysigrifidayft@iléstones have been reacti¢hrough the diligent work of all of

these partners This2015Annual ReporY S| 3 dzNB & LINPINBaa G20k NR GKS /

A CoordinatedcSystem af-=Care

Asignaturestrategymade possible througthe CPQas been the creation and expansionaaB | G S & | & ¢
¢ or centralmeansfor families to acces®cal resources best suited to their individual needs and

strengths The first stepgs a Welcome Baby Visit, prenatally or at the hospital, whinkts families to
community resources and lays the falation for addressing anysk factors. Additional core services

that have been enhanced over timmeclude shoriterm and longeiterm intensive home visits, parent
education andnentoring, structured playgroupsyraparound servicesgnd coordinated referrals to the

full spectrum of local programming.

The CPQd@dGateway Agenciésare the Healthy Families Program at Family Services, Family & Childcare
Resources of N.E.\6-FCRNE¥Y and the HoweCommunityResourceCenter((HCRE). Along with the
Women, Infantsaand ChildrerProgram(dWIG) at N.E.W. Community ClinBrown County hospitals

and the Brown County and De Pere Health Departméhése agencies form a coordinatedtry

point into aSystem of Care that includesany human serviceand early educatiopartners ¢ an entry

point that did not exist prior to the CPClaunch

First Roint«d Contact: \\Welcome Baby Visits

{GFFF G FEf K2 aLiskifactbricontiBudyid cBild abudelheyBciatiVdC, T 2 NJ
parentscompletea selfscreen Parents then receiva Welcome Baby Visit from@PC Family
Resource Specialisk riskfactors are identifiedatriage systemgoes into effect. The Resource
Jecialisthas an in-depth conversatiorwith parents to furtherassessieeds, risks and strengtland

then connects families teesourcesdhased on theicircumstanceseligibility andporogram openings.
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During 2015

1 3,131parents received a Welcome Baby Visit either @tafly or atthe hospital.

0 Of these parents903or 29%were identified atrisk. If being a single mother were
factored in as a standalone risk indicator, thescentag would be40% (down from 44%

in 2005)

0 288 or 32%0at-risk screensvere referred prenatallymade possibléy collaborating with
| KAt RNBy t
0 333 parents or 3%of those screened atisk were first timeparents.

Brown Count@ a

o0 170 familiesscreened atisk were referred for home visitation.

2 2YSys

L y F | rggiad (WIGH. R

1 Currently all referral requests received for Welcome Baby Visits are fubiBd’5 FTH-amily
Resource Specialisisowever, there may be a waiting perioddaeise staffing iat capacity.

Selected Profile of ARisk 2009 |2010 |2011 |2012* | 2013 | 2014 |2015
Parents

Annual household incomes <$10,000 48% 54% | 49% 26% 3% 28% 30%
Annual household incomes between 19% 26%| 19% 13% 3% 28% 36%
$10,000 and $25,000

Single mother 87% 84%| 85% 88% 75% 70% 65%
Inadequate income 88% 95% 93% 96% 97% 93% 98%
Unstable housing 11% 9% 8% 10% 14% 11% 12%
Education under 12 years 37% 35% 38% 34% 30% 31% 31%
Late prenatal care 27% 21% 23% 25% 30% 33% 26%
History of depressionr current 45% 37% 36% 44% 4% 48% 53%
Marital or family problems 21% 21% 15% 22% 20% 16% 16%
Mother aged 20 years or less 59% 60% 65% 50% 18% 30% 25%
White NortHispanic 55% 53% 59% 43% 46% 40% 39%
Hispanic or Latino (of any race) 14% 15% 24% 19% 21% 25% 25%
American Indian or Alaska Native 9% 8% 11% 8% 10% 13% 12%
Asian 5% 7% 7% 4% 6% 6% 5%
Black or African American 6% 7% 9% 10% 10% 11% 14%
Native Hawaiian or Pacific Islander 5% 0% 0% 0% 0% 0% 0%
Multi-racial 4% 6% 6% 5% 4% 3% 5%
Somali* 2%

Beginning in 2014, data collected on at risk parents incledgl screenel, identified at risk births prior to 2012 data representnly those

motherswho were both screeneat-risk and able to be subsequenthssessedSource: Healthy Families
*In2014,29% ofar i sk parentsb

i n c omwnsSomadi was inaludep io theé Bladk oaAdrican Ankerican category.

*Inadequate income can refer to per patientt there isno information regarding source of incomfor a patient (on Medical Assistance or

Medicaid), employed without insrance, or stated concerns about finances by family.

**Prior to July 2012, only firsttime parents were screened. After that time, all parents of newborns were screened.
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2015Welcome BabyProgram Outcome Highlights
(Results-of thefamiliesvisited prenatallyor at the birth o their baby)

Brown County-parents whoseeeen-aisk receive-an assessment of strengths
and needdy a Family-Resoutce -Specialistprenatally ot ia the haospital-at the
birth of their baby.

1 72%of identified atrisk families were assessed (649 of 903)dicator #1)

0 Includesallfour area-hospitals; andthe Womkerfants and Children program (W)JC

o In 2015 reasons forthose not-assessadluded-the followingalreadyenrolled-in a home:visitation-program,
declined-assessment; could-net teached, moved out of county, in wait for assessnahil] was-adopted,
or infant death.

o In 2012, thadeclineillustrates-a-decreas@ percentage successfillle toan increase-inthe number of
screening and assessment-of all Brown County fanifies firsttime parents-only, which was theinitial
target population).

100%
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In 2009, the total number of mothers assessed = 342.
In 2015, the total number of mothers assessed = 903
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Brown Caounty-patents are-=refecret farcommunity sesources.and have
suppaort in making:the.necessary linkages.

1 9%%of identified atrisk familiesvere referredto community resoureces-hased on:assessed -needs
(601 of 649).(Indicator #1)
0 Assessed needs indudéerrals for-food and housing-insecurities, family-and-parenting support services, emotion
and physical support.services. 1n 2015, the:top-referrals:were Love IGfentbe dokn food pantries, Integrated
Community-SolutipWé2 program; and transportatielated.

1 85%of at-risk families thatvere identified in need of short term-follow receivatirect assistance
(496 of 585).(Indicator #2)

o Shortterm follow up-includes phone calls; additional family:visits; and-sending requested informational
packets.

o In 2012, thadecline illustrates a decrease in-percentage succesdséutoan increase-inthe number of
screening-and assessment-of all Brown County fan(ities firsttime parens only, which was-the initial
target population).

o Ofthose families:identified in-need of follow up.services.and were unable to-be reached, several attempts
were made to-connect with the-families

100% -
90% : :
80%

70%
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50% esms|ndicator #1 (% Successful

40% e |ndicator #2 (% Successful
30%
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10%

O% T T T T T T 1
2009 2010 2011 2012 2013 2014 2015

Indicator 1: In 2009, the total number of assessed families = 314; in 2015, the total number families assessed = ¢
Indicator 2: In 2009, the total number of families measured = 125, in 2015, the total number of families measured

Home Visitationand Other Rarenting Support=Services

Home visitations an earlyintervention strategy that pairéamilieswith young childrerwith trained
professionals in the home setting during times that wodstfor them. Parent Educators/Family
Support Workerprovide parents and/or caregivers with information and resources around child
development, health and nutritiorsafety and wetbeing,family support and linkages to community
support

Intensive longerterm, evidencebasedhome visiting servicesuch as the Healthy falies Pogramat
Family Servicesnd the Parents@aTeabers Pograms at FCRNEW and HCREparticularlybeneficial
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to at-risk families and thereontinues to bea critical need for them in our communityulti-week
parenting classes and structured playgroups are aigaluable resourcegroviding supporteducation
and a social outlet that is especially important for new and/or isolated parents.

During2015

1 473familieswere served by th&akeway Agenes(i.e., home visitationparenting support
classesplaygroupsand/or wrap-around supports) These familiewere referredthrough the
Welcome Baby process and other referral sources

1 4,973home visits were completed by the Gateway Agencies.
1 1,815resourcereferrals were provided by phone viarily & Childcare Resources of N.E.W

1 361lat-riskfamilies were enrolled in lorterm home visitation services through the Gateway

Agencies.
Profile of Families/Children 2009 |2010 | 2011 |2012 |2013 |2014 | 2015
Receiving Targeted CPC
Gateway Services*
Annual household incomes <$10,000 | 47% 26% 38% 37% 46% 46% 39%
Annual household incomes between 24% 22% 21% 23% 19% 15% 27%
$10,000 and $25,000
White 52% 58% 59% 50% 40% 40% 35%
Hispanic or Latino (of any race) 8% 21% 11% 25% 33% 28% 32%
American Indian or Alaska Native 6% 5% 4% 3% 3% 3% 5%
Asian 4% 4% 4% 6% 6% 9% 7%
Black or African American 8% 9% 12% 8% 8% 9% 8%
Native Hawaiian or Pacific Islander 4% 0% 0% <1% 0% 0% >1%
Multi-racial 9% 6% 10% 8% 10% 11% 11%

*Targeted services include intensive and shtetm home visits, parenting support classpiygroups and/or other wrap
Source:

around supports via

CPC Gateway
and/or enrolled parents, depending on the demographic).

Agenci es.

CH

The Brown County Health Departme(BCHDbpffers Maternal Child Health services

to any parent in Brown County. These services are voluntary, confidential and free
of charge. Services include: home visits for assessment and education, medical

care coordination, breastfeeding/feeding assistance, parentiaducation/support,
information and referral to community resources, lead poisoning
information/prevention, growth and development education/scenings, safety
information, and children and youth with special healtlae needs case
management. Visits are ade at the convenience of the family and interpreters
are available.
BCHDworks closely withcommunity partners to help meet thaeedsof families. In
2015, the department completed, 436 maternal/child home visitsThe De Pere
Health Department provides these services to De Pere residents.
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2015CollectiveProgramOutcomeHighlights
(Combined esults of theat-risk familiesreceivingservces via CPC:-Gateway-Ageneies
primarily longerterm intensivehome visitingclients Most outcomesand certain indicators were
developed by The-Early Years Ho¥isitation Outcomes Project of Wiscongin

Children Livein a-Safe.Environment

1 99%of CPnrollees had no substantiated reports of child abus neglec(343 of 344
households) (Indicator #1)

0 20092011resultsreflected in-the grapleloware for the Healthy Familiesdgram only, subsequent year
include Healthy Families, HC&@ FCRNEW

1 In85%o0f homes where safety-concerns weadentified, those-conecerns were elimireat or
reducedwithin sixmonths. (Indicator #2

o 0Of201households measured40 of themhad concernspf thesehomeswith concerns119were resolved

0 Thedecrease in success in 2@kkdue tothe Healthy-Bmilies PPogram having-a signifant reduction in the
number-of homes where they-were able-to eliminate safety hazards, because of aloss of a prior grant which
had enabled the programto purchase safety equipment for families.

o0 Insome rental properiesorrectionsare unable to be madend:some concerns:are out.of the progr@ns
control. Forexample,issues:regarding landlord responsibility (railings, windows,.etc.) families often fear
eviction if issues are brought to:the atteoni of the landlord. -In these and all situatioa®ff provides
education-to-families-in an-effort to increase awareness and promote-change.

o In 2015, bp concerngicluded CO2 detectors, plug protectpsafety latches, lack of first-aid kits-and fire
extinguishers; eleaning supplies-and sharp objects within reach of child, furnitilsecused, lack of poison
control numbers posted.

1 100%of parents/primary-caregivers indicateda surveyinghat they knew -how to keep their
children:safg151 of 18 households measurgd (Indicator #3¢ HCRGnd FCRNE\bAlY)
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Intensive home visiting clients only (Healthy Families and Paasriteachers program enrollees)
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1 96%of children were-on schedule to readll
immunizations byage three(213 of 222 children
measured).(Indicator #1)

1 9%%of their families were linked-to a primary care prder
(357 of 360families measured)(Indicator #2)

1 90%of children were receivig regular weHlchild exams
(227 of 253 children measured) (Indicata #3)

1 99%2 T -0 K-AdenifiidBwytritiénal needs were
addressed 157 of 158 children measured)(Indicator #4)
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Intensivehome visiting clierst only (Healthy Families and PareassTeachers program enrollees)

The immunization rate for Brown County overall, excluding De Pere
Is 770 for children at 24 months of age.
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Children Achieve Their Optimal Milestenes it Revelopment
and Early_kearming

1 65%of children scored at or above ag@propriate developmental levels in each of the key

2015

I { v2014

H1MO

developmental areas of the Ages and Stages QuestionB4ifedition (ASEB). (Indicator #1)

0 261children measured and scored in either the pass,
monitor, or needs further assessment zdfza!).

0 In2013,-a new edition of thec:Ages#ages
Quesionnaire was used to measure this indicator. The
new edition expanded the scoring range to include an

FRRAGAZ2YIE aY2yAd2NAy3 [ 2ySoé I OKAEtR FrLEtAY3I Ay

monitoring zone does not qualify for intervention
services such as Birth to Three. A child sdawes in this
zone is considered to be not developmentally on target
and must be closely monitored and provided additional
support and larning extension activitieI.he most
common areaof concern on the AS&e within the
communicatiorand problem solvingomain.

The new edition allows for mosensitve anE F F SOG A FS YSI Aadz2NBYSy G 2F | OKAf

most importantly, better identification of delays so that appropriate resources and support can be provided.

% Monitor % Pass
24% 65%
% Monitor % Pass
23% 65%
©
2

Percent
. Percent Passed
Monitored 80%
13%
i |
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Note: A child can fall into both monitor and fail zones, so percentage total may equal > 100%.

Each interval of the AS8screens chilren over 21 age intervals-g6 months) and contair30 questions about
OK A f BHiiley,d@ganized into five areasommunication, gross motor, fine motor, problem solving, and
personal/social.

For each of these items, parents are given three choices for answering whether their child is demonstrating tt
RSAONAOGSRY aeSazé aGazyYSUuAyYSaze 2N ayz2id &Siot ¢ K
into the pass, mondr or needdurther assessment (fail) range.
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