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Introduction
Goals of Needs Assessment
A statewide needs assessment was previously conducted in 2010 by the Chapin Hall team at the
University of Chicago. Since then, Illinois communities have undergone significant changes in
risk for adverse maternal and child outcomes and the capacity to provide quality home visiting
(HV) services to address these risk factors. In 2019, the Health Resources and Services
Administration (HRSA) announced funding to conduct an updated Maternal, Infant and Early
Childhood Home Visiting (MIECHV) needs assessment. The Governor’s Office of Early
Childhood Development (GOECD) contracted with the Center for Prevention Research and
Development (CPRD) in the School of Social Work at the University of Illinois, to complete the
needs assessment. The goals of Illinois’ MIECHV needs assessment (NA) are as follows:
1. Gather recent information on community needs.
2. Ensure that MIECHV programs are being operated in areas of high need.
3. Reaffirm the provision of MIECHV HV services in communities with risk factors.
4. Use updated information to support program planning, improvement, and decisionmaking.

Required Components
The following four components are addressed in the Illinois MIECHV NA:
1. Identify communities with concentrations of risk factors, including: premature birth, lowbirth-weight infants, and infant mortality (including infant death due to neglect, or other
indicators of risk such as prenatal, maternal, newborn, or child health); poverty; crime;
domestic violence; high rates of high-school drop-outs; substance use; unemployment; or
child maltreatment.
2. Identify the quality and capacity of existing programs or initiatives for early childhood
HV in the state, including: a) the number and types of programs and the numbers of
individuals and families who are receiving services; b) the gaps in early childhood HV in
the State; and c) the extent to which such programs or initiatives are meeting the needs of
eligible families.
3. Discuss the State’s capacity for providing substance use disorder treatment and
counseling services to individuals and families in need of such treatment or services.
4. Coordinate with and address requirements in: a) the Title V MCH Block Grant program
needs assessment; b) the communitywide strategic planning and needs assessments
conducted in accordance with section 640(g)(1)(C) of the Head Start Act; and c) the
inventory of current unmet needs and community-based and prevention-focused
programs and activities to prevent child abuse and neglect, and other family resource
services operating in the State required under section 205(3) of Title II of Child Abuse
Prevention and Treatment Act (CAPTA).
When available, data in this report are disaggregated by race and ethnicity. In accordance with
U.S. Census (2020) categories, racial groups include Black, Asian, and White; ethnic groups
include Hispanic and non-Hispanic. It is recognized that there is considerable variation among
the 50+ Asian American and Pacific Islander ethnic groups, and these differences can be masked
in the aggregated "Asian" category (Edlagan & Vaghul, 2016). If racial or ethnic data are not
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included, it is because these data are either not available, incomplete, or unreliable. Throughout
this report, the term Black, Indigenous and People of Color (BIPOC) is used to acknowledge the
historic oppression of black and indigenous people.

Advisory Committee
GOECD and CPRD identified an initial list of contacts to serve on an advisory committee for the
NA. After reviewing the list, GOECD recommended that the Home Visiting Task Force (HVTF)
Executive Committee serve as the Advisory Committee. This group includes state agency and
program executives and administrators that fund HV programs (Illinois State Board of Education
(ISBE), Illinois Department of Human Services (IDHS), MIECHV, Illinois Department of Public
Health, Office of Women's Health and Family Services (IDPH-OWHFS), training and technical
assistance contractors that support HV programs, leaders of maternal and child health advocacy
groups and professional organizations, and others. A subset of the HVTF Executive Committee
confirmed their availability to serve, and a few additional individuals were invited based on their
expertise. A list of Advisory Committee members is included in the acknowledgement page of
this report. This group functioned in multiple capacities, including setting goals and priorities for
the NA, providing guidance to the NA team, accessing data sources, and interpreting results.

Methodology
Identify Communities with Concentrations of Risk
Illinois MIECHV used the Phase 1 simplified method outlined in the SIR (Supplemental
Information Resource) guidance to identify communities with concentrations of risk factors.
HRSA provided county-level data indicators that matched the statutorily defined criteria as
closely as possible to target communities for HV programs. HRSA considered issues such as
data availability and reliability of indicators at the county level when selecting the final indicator
list. After selecting indicators, HRSA grouped them according to the following five domains:
Socioeconomic Status (SES); Adverse Perinatal Outcomes; Substance Use Disorder; Crime; and
Child Maltreatment.
For the current NA, HRSA defines “community” as a county or county equivalent. This is a
change from the 2010 NA, which allowed awardees to determine how to operationalize
“community.” While this standard definition of community was intended to reduce the burden on
awardees, an examination of the HRSA-provided data show that the definition insufficiently
identifies all Illinois communities with concentrations of risk. The Illinois NA team therefore
opted to engage in the Phase 2 modification of the simplified method and submitted requests to
the Illinois Department of Public Health (IDPH), the Chicago Department of Public Health
(CDPH), among others, for sub-county data for additional indicators and domains that fit the
statutory definition of risk, including:




New indicators for existing domains:
o Concentrated Disadvantage, Economic Hardship Index, Health Insurance
o Prenatal Smoking, Prenatal Alcohol Use, Opioid Overdoses
o Intimate Partner Violence
o Child Injuries
New domains and new indicators:
o Breastfeeding, Well-Child Visits, Oral Health
2

o Prenatal Care, Teen Pregnancy, Maternal Mortality, Maternal Morbidity, Postpartum
Depression

Identify the Quality and Capacity of Existing Programs or Initiatives
The assessment of capacity and quality of Illinois HV programs involved understanding the
current systems, structures, organizations, service areas, staffing, and practices that are part of
Illinois HV systems. Capacity assessments focused on the presence or existence of HV
programs, while quality assessments sought to identify factors that indicate that programs were
evidence-based and delivered with fidelity. These components have both common and unique
content that was assessed and analyzed using focus groups, surveys, and administrative data.
Data about the following important capacity and quality indicators were collected and analyzed:







HV program locations, caseloads, waiting lists, costs, and funding.
HV staff qualifications, attrition rates, professional development opportunities,
supervision, and relevant labor statistics.
Family counts, demographics, cultural and language needs, attrition rates, and enrollment
in alternative early childhood programs.
Barriers and gaps:
o Availability and accessibility of early childhood HV, health and social services, and
family supports that are necessary to provide ancillary services.
o Availability of a qualified workforce, including language-appropriate services.
o Extent to which needs of eligible families are met.
Strengths and weaknesses in service utilization.

Capacity and quality were assessed by identifying, to the point possible, all the HV programs in
Illinois that meet the HRSA criteria of a “primary intervention strategy to provide services to
pregnant women and/or children from birth to kindergarten entry.” Key outreach efforts were
directed towards ISBE, IDHS, MIECHV, Early Head Start and Head Start (EHS and HS), and
Ounce of Prevention Fund (OPF).
In addition to acquiring secondary administrative data to assess capacity, the NA team also used
qualitative methods to assess perceived, descriptive, and reflective aspects of Illinois HV. This
included key informant interviews, focus groups, and open-ended questions on surveys. These
multiple methods captured convergent information across HV programs and communities.
Key Informant (KI) interviews
The NA team conducted 24 telephone interviews with KIs who serve in leadership, advocacy,
administrative, programmatic, research, and civic roles for Illinois HV programs and
communities. KIs were nominated by the Advisory Committee and GOECD. Questions focused
on: the KIs background; relationship to HV; strengths, challenges, needs and gaps in HV
services; technology, training and technical assistance; capacity, quality, and service integration;
and perceived needs, equity and priorities for HV and ancillary programs. Qualitative methods
were used to organize, sort, group, and extract common themes and issues.
Focus Groups (FG)
Home Visitor and Family Focus Groups (FG) were conducted in eight communities in four
regions across Illinois, including Chicago, Cook County, Central Illinois, and Southern Illinois.
Two FGs were conducted in each community, a group with home visitors only; another group
3

with HV families only. FGs were comprised of 8-10 participants and lasted approximately one
hour. Each participant received a $20 gift card. FGs were recorded, transcribed, and analyzed to
assess the capacity and quality of HV programs.
Home visitors, representing a variety of HV program models, were asked about their experiences
serving in the position of a home visitor, education, training participation and needs, caseloads,
involvement of fathers, community collaboration, barriers, supervision, turnover, relationships to
families, job stress, best practices, barriers, and additional need for services in their communities.
Current families receiving HV services or recent completers of a program model, were asked
questions focused on how they heard about HV, the decision to enroll and reasons for
participation, HV experiences, goals, involvement of fathers, outcomes, satisfaction with HV,
quality of HV, barriers to participation, relationship with home visitors, perceived benefits,
challenges, cultural responsiveness, and perceived need for HV services in their community.
Surveys
The NA team identified four groups to survey for essential information on HV program
structure, capacity, quality and reach:
a.
b.
c.
d.

Coordinated Intake (CI) Survey (all communities with a part-time or full-time CI role)
Early Childhood Collaborative (ECC) Survey (all communities who have an ECC)
Home Visitor Survey (all Illinois home visitors)
Program Manager Survey (all supervisors and managers who oversee Illinois HV
programs)

The surveys contained constructs that capture key HV activities. Several surveys contained
similar questions to capture multiple perspectives. The Coordinated Intake Survey (see Appendix
A for a copy of the survey) and the ECC Survey (see Appendix B) asked about referrals to HV,
community resources and collaboration, the needs of families, and strengths and barriers of HV
in Illinois. The Home Visitor Survey (see Appendix C) focused on staff characteristics, programs
delivered, access to families, HV practices, community connections, team cohesion, home visitor
efficacy, job benefits and barriers, safety, and burnout. The Program Manager Survey (see
Appendix D) asked about locations, staff background, funding sources, service areas, supervision
practices, caseloads, waiting lists, team cohesion, community partners, and using data.
Surveys were distributed in a staggered release from October 2019 to February 2020. The Home
Visitor and Program Manger Surveys were released last (in February) and therefore were
delayed by the COVID-19 pandemic, with data collection extending into May. A total of 28 CI
staff, 56 ECC staff, 541 home visitors, and 191 program managers participated. Incentives were
used to maximize responses. Program Manager Survey participants were entered in a drawing for
30 $30 gift cards, Home Visitor Survey participants were entered in a drawing for 100 $50 gift
cards, ECC Survey participants were entered in a drawing for 10 $25 gift cards, and Coordinated
Intake Survey participants received a $20 gift card.
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Capacity for Providing Substance Use Disorder Treatment and Counseling Service
IDHS is the single state authority (SSA) for Substance Use Disorder (SUD). The Division of
Substance Use Prevention and Recovery (SUPR) is designated to oversee the provision of
prevention, intervention, treatment and rehabilitation services to individuals and families. The
National Directory of Drug and Alcohol Abuse Treatment Facilities, compiled from the National
Survey of Substance Abuse Treatment Services (N-SSATS), was the primary source for program
locations. Specific SUPR resources were used to examine the program characteristics and
services offered to pregnant women and families with children (i.e., the Licensed Provider, Drug
Overdose Prevention Program (DOPP), Prescription Drug Overdose (PDO), State Targeted
Response (STR), Illinois Medication-Assisted Treatment (MAT) Provider and Opioid Treatment
Program (OTP) grantee locations). Also reviewed were SUPR Treatment Programs and
Recovery Homes in the Recovery-Oriented System of Care (ROSC) locations and the
availability of staffing resources (e.g., the Certified Family Partnership Professionals (CFPP),
Certified Peer Recovery Specialists (CPRS), and Doula Certified Peer Recovery Specialists).
The availability of services in communities with risk factors used a variety of data sources,
including SUD domain data, Annual Title V Block Grant Application and Report, and the
Illinois Substance Abuse Prevention and Treatment Block Grant (SABG) needs assessment.

Collaboration with Other Needs Assessments
The MIECHV statewide NA intersects with multiple state agencies and organizations that have
state and federal NA requirements as well. An important HRSA required component of this NA
was communicating, understanding, and coordinating with these other NAs. In Illinois, NAs
were conducted by three different state agencies. The Title V Maternal and Child Health (MCH)
Block Grant NA was conducted by the Illinois Department of Public Health (IDPH). The Head
Start NA was conducted by the Illinois Head Start Association. The Child Abuse Prevention and
Treatment Act (CAPTA) NA was conducted by the Department of Children and Family Services
(DCFS). The CPRD research team interacted and collaborated with each NA group to discuss
their work plans, and cross-referenced the multiple NAs to develop a more in-depth
understanding of commonalities and unique aspects of the target populations, locations, services,
and needs. Additionally, team members from all other NAs- Title V, Head Start, and
CAPTA, were members of the MIECHV NA Advisory Committee.

5

Identify Communities with Concentrations of Risk
Methodology
Illinois MIECHV used the simplified Phase 1 method outlined in the HRSA SIR guidance to
identify communities with concentrations of risk with the county-level data provided.
Additionally, the NA team opted to engage in Phase 2 and modified the simplified method by
examining additional indicators that also meet the statutory definition of risk, in order to present
a comprehensive risk profile of Illinois counties. The methodologies of Phase 1 and Phase 2 are
described below as well as the indicators used for each phase.

Phase 1
HRSA provided county-level data of indicators that matched the statutorily defined criteria for
the purpose of identifying target communities for HV programs. HRSA considered issues such as
data availability and reliability of indicators at the county level when selecting the final indicator
list. After selecting 13 indicators, HRSA grouped them according to the following five domains:
Socioeconomic Status (SES); Adverse Perinatal Outcomes; Substance Use Disorder (SUD);
Crime; and Child Maltreatment (Table 1). This simplified method allowed the examination of
risk across various states in a uniform manner.
The methodology for determining risk in Phase 1 involved several steps. The raw indicator data
were standardized and a county was considered as at risk for a domain if z scores of at least 50%
of the indicators in a domain were greater than or equal to one standard deviation (SD) above the
mean, as per the criteria outlined in the SIR guide for simplified method. The total number of
domains at risk (out of 5) was summed to capture the counties at highest risk across domains.
Counties with two or more at-risk domains are identified as at risk.
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Table 1. Phase 1 and Phase 2 – Risk Indicators by Domain

Phase 2
For Illinois, the examination of the HRSA-provided data at the county level showed that not all
communities at risk were identified during the Phase 1 simplified method. Therefore, the
simplified method was modified by engaging in a Phase 2 examination of additional indicators
that meet the statutory definition of risk to demonstrate risk in such communities not identified
with the method described in Phase 1. These additional Phase 2 indicators were utilized in order
to present a comprehensive risk profile of the counties. These 65 indicators were grouped
according to the following eight domains: SES; Maternal Health; Infant and Child Health; SUD;
SUD Consequences; Crime; Child Maltreatment; and School Readiness (Table 1).
The main data sources for the Phase 2 additional risk indicators included: County Health
Rankings (Blomme et al., 2020), Illinois Department of Public Health (IDPH, 2018), Chicago
Department of Public Health (CDPH), Risk and Reach Report (Erikson Institute, 2019), and
Illinois Early Childhood Asset Map (IECAM, 2018).
The methodology for determining risk in Phase 2 took into consideration three types of risk
presentation:
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a. Standardized Risk Indicators – This component of Phase 2 for determining risk was
similar to the steps utilized in Phase 1. The raw data for the additional indicators were
standardized in a similar manner and a county was considered as at risk for a domain if
two or more indicators in the domain had z scores greater than or equal to one standard
deviation (SD) above the mean. Counties with at least two domains at risk are identified
as at risk in Phase 2.
b. Burden of cases - Among counties with large populations, such as Cook and the Chicago
collar counties, the large denominators dilute the risk for several indicators. A closer
examination of risk in terms of the number of families affected and pockets of high risk
in multiple communities within these counties revealed the challenges in these populous
counties. Cook and the Chicago collar counties account for the majority of cases for
several indicators and this aspect was taken into consideration in compiling the list of risk
counties in Phase 2.
c. Racial disparities - Many county and sub-county differences in risk can be attributed to
longstanding systemic health and social inequities that put Black, Indigenous, and People
of Color (BIPOC) at increased risk. Therefore, the racial and ethnic breakdown of risk
indicator data were examined, when available. While the overall estimates for a county
may indicate that there is no risk, BIPOC in such counties are deprived of improvement
in the same manner as their more privileged counterparts and are many years behind the
Healthy People 2020 goals or other chosen benchmarks for the state. Therefore, racial
disparities were also taken into consideration in the determination of risk. The more
diverse the population in a county, the more evidence is there for racial disparities. The
bigger counties such as Cook, with large numbers of African American, Hispanic, and
other BIPOC communities show disparities for many indicators.

Risk Summary
The interrelatedness of all the risk indicators and domains were considered whenever possible
when assessing the overall risk of a county. The COVID-19 pandemic adversely affected
families in multiple risk domains. For example, there are large increases in risk in the health
domain, unemployment, substance use, and domestic violence cases reported. It is important to
note that data presented in this section for all risk indicators were collected before the COVID-19
pandemic and as such, do not account for the aftermath and impact of the pandemic on families
at multiple levels.
Phase 1 At-Risk Counties
Using the data provided by HRSA for Phase 1 of the NA, twenty-six of Illinois’ 102 counties
were identified as at risk based on having 2 or more domains with z scores greater than or equal
to 1 standard deviation (SD) above the mean (Table 2).
Forty-five counties have no at-risk domain, 31 counties have one risk domain, 19 counties have
two at-risk domains, 6 counties have 3 at-risk domains, and 1 county has all 5 domains at risk.
Among the counties at risk, 12 counties (46%) have high risk in SES, 19 counties (73%) have
high risk in adverse perinatal outcomes, 8 counties (31%) have high risk in substance use
disorder, 13 counties (50%) have high risk in crime, and 9 counties (35%) have high risk in the
child maltreatment domain. Illinois MIECHV programs served participants in about 13 counties
over the past several years. While 5 MIECHV counties have 2 or more at-risk domains and
8

would meet HRSA’s definition of at risk, 4 counties have only one at-risk domain, and 4
counties do not have any at-risk domain.
Table 2. Phase 1- Counties at Risk
County

# of At-Risk
Domains

SES

Adverse
Perinatal
Outcomes

Substance
Use Disorder

Crime

Child
Maltreatment

Counties at risk, not served by MIECHV
1. Alexander

3

Yes

Yes

No

Yes

No

2. Champaign

3

Yes

No

Yes

Yes

No

3. Coles

2

Yes

No

No

No

Yes

4. Franklin

2

Yes

Yes

No

No

No

5. Gallatin

2

No

Yes

No

No

Yes

6. Hardin

2

Yes

Yes

No

No

No

7. Henderson

2

No

Yes

Yes

No

No

8. Jackson

2

Yes

No

No

Yes

No

9. Jefferson

3

No

Yes

No

Yes

Yes

10. Knox

2

No

No

Yes

Yes

No

11. Lawrence

2

No

Yes

No

No

Yes

12. Marion

2

No

Yes

No

Yes

No

13. Marshall

2

No

Yes

Yes

No

No

14. McDonough

2

Yes

No

Yes

No

No

15. Morgan

2

No

Yes

No

No

Yes

16. Pope

2

Yes

Yes

No

No

No

17. Pulaski

2

Yes

Yes

No

No

No

18. Rock Island

2

No

No

Yes

Yes

No

19. Saline

3

Yes

Yes

No

No

Yes

20. Sangamon

2

No

Yes

No

Yes

No

21. Union

2

Yes

No

No

No

Yes

Counties at risk, served by MIECHV
22. Kankakee

2

No

Yes

No

Yes

No

23. Macon

3

No

Yes

No

Yes

Yes
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24. Peoria

3

No

Yes

Yes

Yes

No

25. St. Clair

2

No

Yes

No

Yes

No

26. Vermilion

5

Yes

Yes

Yes

Yes

Yes

Counties not identified as at risk, served by MIECHV
1. Cook

1

No

No

No

Yes

No

2. DeKalb

0

No

No

No

No

No

3. DuPage

0

No

No

No

No

No

4. Kane

0

No

No

No

No

No

5. Lake

0

No

No

No

No

No

6. McLean

1

No

No

Yes

No

No

7. Stephenson

1

No

Yes

No

No

No

8. Winnebago

1

No

No

No

Yes

No

Phase 2 At-Risk Counties
Using the additional indicators and data provided by Illinois local data sources for Phase 2 of the
NA, 26 additional counties were identified as at risk based on having two or more domains with
at least two indicators in the domain with z scores greater than or equal to one standard deviation
(SD) above the mean or having high burden of cases or racial disparities (Table 3).
A detailed examination of risk distribution among the counties for the additional indicators (see
Appendix E for summary of risk by domains and associated Figures 1 to 38) show the presence
of at least one indicator for: 82 counties in the SES domain; 35 counties in the infant and child
health domain; 47 counties in the maternal health domain; 75 counties in the SUD domain; 60
counties in the SUD consequences domain; 24 counties in the crime domain; 36 counties in the
school readiness domain; and 13 counties have the highest risk for child maltreatment. DuPage
(928,589) and Lake (700,832) counties are the second and third most populous counties in the
state after Cook County, and were included in the list of at risk counties based on burden of cases
and racial disparities seen for several indicators.
Based on this analysis, Illinois proposes that 26 counties identified in Phase 2 be considered as at
risk along with the 26 counties identified in Phase 1 using the simplified method. This proposal
is based on the evidence as presented and discussed in Appendix E as well as considerations
related to the burden for counties with a large number of families at risk for various indicators,
and racial disparities. Of the additional 26 counties identified in Phase 2, MIECHV currently
serves in Cook, DuPage, Kane, Lake, Stephenson, and Winnebago counties.
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Table 3. Phase 2 Counties Identified At Risk by Indicators
Number of Risk Indicators in Each Domain
SES

Maternal
Health

Infant
and Child
Health

Substance
Use
Disorder

Substance Use
Disorder
Consequences

Crime

School
Readiness

1. Boone

4

-

-

-

2

-

2

2. Brown

3

-

-

2

-

-

3

3. Cass

5

3

-

-

-

-

3

4. Clay

4

2

-

-

-

-

3

5. Cook

9

4

1

5

5

5

-

6. Douglas

4

2

-

-

-

-

-

7. DuPage

4

-

-

-

1

-

-

8. Fayette

4

-

-

2

-

-

-

9. Fulton

4

-

-

3

-

-

2

10. Iroquois

2

-

-

2

6

-

-

11. Johnson

4

-

-

-

-

-

2

12. Kane

5

2

-

-

2

-

-

13. Lake

5

1

-

-

1

-

-

14. LaSalle

-

-

-

2

5

-

-

15. Livingston

-

-

-

2

4

-

-

16. Mason

2

-

-

3

-

-

-

17. Massac

4

2

2

-

-

-

-

18. Moultrie

4

2

-

-

-

-

-

19. McHenry

2

-

-

1

2

-

-

20. Pike

-

-

-

2

-

-

3

21. Stark

3

-

-

2

2

-

-

22. Stephenson

4

-

-

-

2

-

-

23. Warren

2

-

-

2

-

-

-

24. Wayne

3

2

-

-

-

-

-

25. Will

4

-

-

-

2

-

-

26. Winnebago

8

2

-

-

8

4

-

County
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Total At-Risk Counties
In total, 52 counties in Illinois were identified as at risk (Figure 39 below). Twenty-six counties
were identified in Phase I using the HRSA simplified method. An additional 26 counties were
identified in Phase 2 using the evidence as presented and discussed above. Rural counties
accounted for 15 of the Phase 1 counties and 15 of the Phase 2 counties.

Figure 39. Counties at Risk – Phase 1 and 2
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Identify the Quality and Capacity of Existing
Programs or Initiatives
Introduction and Background
The definition of capacity is the ability to develop, implement and sustain actions that address,
manage and solve a problem (Chaskin, 2001). Illinois HV capacity exists both vertically and
horizontally, with HV programs operating in most Illinois counties where program delivery
occurs through local implementing agencies (LIAs) such as community-based organizations,
school districts, health departments, health clinics, and hospital settings. This horizontal growth
has expanded from serving 5,000 families in 2010 to nearly 20,000 families in 2018 (Daro, 2010;
Valentine, 2019). LIAs are supported vertically by state, regional, and national organizations that
fund, train, support, monitor, and assess HV program policies and practices to ensure quality and
accountability. It is important to note that Illinois has worked hard to connect HV with universal
pre-kindergarten programs, childcare, and Early Intervention to prepare families and children for
school entry (ELC, 2018). After reaching and engaging the families that will benefit the most
from HV services, the quality of HV services is the most important factor in terms of ensuring
effectiveness and impact.

Illinois Home Visiting Statewide Capacity and Infrastructure
Statewide Systems and Structures
Illinois HV began in the 1990s with funding now exceeding more than 135 million dollars and
serving nearly 20,000 children (GOECD, 2018). Despite several recessions and economic
downturns, Illinois’ HV system continues to persevere with expanded state, federal and local
resources. Most notable, is the support from the Illinois Legislature through the Early Childhood
Block Grant. Illinois HV is also supported by private foundations and federal funding through
Head Start and MIECHV.
In addition to HV programs delivering direct services to families in communities and other
special settings, Illinois has continued to develop and expand an early childhood care and
education leadership, partnerships, and infrastructure that supports families prenatally through
age 5 of a child. Over the past 25 years, Illinois’ commitment to providing HV programs to
priority families has resulted in continuous, incremental development of a broad infrastructure
that supports systems and services to Illinois communities. The current highly regarded HV
leadership and governance infrastructure is situated within an umbrella entity called the Early
Learning Council (ELC). The ELC is a public-private partnership created by Public Act 93-380,
with goals to strengthen, coordinate, and expand programs and services for children, birth to five,
throughout Illinois (Spielberger et al., 2014). Members of the ELC include advocates,
intermediaries, professional organizations, service providers, and researchers. The key health,
education, and human service agencies in Illinois that are active in the ELC include: State Board
of Education; Department of Human Services, Family and Community Services; Department of
Public Health; and MIECHV, which is situated in the Governor’s Office of Early Childhood
Development (GOECD).
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There are currently four statewide primary funders of HV in Illinois:


Health Resource and Services Administration (HRSA) - HRSA Maternal Infant and Early
Childhood Home Visiting (MIECHV) Program – Federal



Illinois Department of Human Services Healthy Families Illinois and Parents Too Soon –
General Revenue Funds
Illinois State Board of Education Prevention Initiative – Early Childhood Block Grant,
General Revenue Funds
Illinois Head Start Association – Federal to Local




In addition to the statewide primary funders, several foundations and private funders also support
HV services in local communities. In total, there are at least 377 funded HV program locations
across Illinois. Illinois engages and supports these HV programs with Early Childhood
Collaboratives, Coordinated Intake (CI), Illinois Children’s Mental Health Partnership, and a
variety of other specialized services. These community structures and supports have both a direct
and indirect impact on the delivery and effectiveness of HV services.

Illinois Home Visiting Programs and Models
Historically, each service provider decides the HV program model(s) they want to deliver to their
families as part of their original grant specifications or annual renewal. The models that are
allowable depend on the funding source, current model fit, community adoption, and other local
factors. For example, HV programs funded by ISBE are required to serve families with high
poverty levels and low student achievement. Most of ISBE-funded programs use Parent as
Teachers (PAT) and Baby TALK (BT) models. Head Start is federally funded directly to each
local grantee and provides support to the IDHS and Illinois Head Start Association (IHSA)
through oversight, management, and technical assistance. Healthy Families Illinois (HFI) is
funded through the IDHS, which also passes through funding to the Ounce of Prevention Fund
(OPF) that supports Head Start, HFI, and Nurse Family Partnership (NFP) sites. It should be
noted that Illinois has several HV program models being implemented at less than five sites
including NFP (4), Family Connects (3), and Home Instruction for Parents of Preschool
Youngsters (HIPPY) (1). Table 4 below lists the seven program models that Illinois implements
and the service capacity.

Home Visiting Professional Development Opportunities
Illinois HV staff and programs have the opportunity to learn and participate in professional
development from several of the most highly validated HV program models and one of the
premier training and technical assistance organizations with the Ounce of Prevention Fund
(OPF). Since HV is not a specialized sub baccalaureate or baccalaureate professional preparation
program or part of any Institutions of Higher Education, almost all new hires come from a
variety of academic and professional backgrounds. Once candidates are hired, they attend
onboarding programs, offered by the program models or the OPF Training Institute, to become a
home visitor and to receive ongoing training and technical assistance. The Training Institute,
with highly regarded and nationally recognized professionals, prepares and supports home
visitors from the time of their hiring through complex HV practices and communities of practice.
In addition, the Training Institute partners with a variety of content experts, including Infant
Mental Health Consultants, to address special topics in HV.
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Table 4. Illinois Home Visiting Programs – Models and Children Served*
Models
Number of Programs
Children Served
Baby TALK

66

3,881

Early Head Start

121

3,589

Family Connects

3

NA

Healthy Families Illinois

46

2,248

HIPPY

1

60

Nurse Family Partnership

4

544

Parents as Teachers

96

9,288

Unknown**

40

825

Totals

377

20,435

* Data are from HV model administrative datasets from either FY18, FY19, or FY20.
** Data sources were missing model information for these programs.

Illinois Early Childhood Collaboratives
Although not directly related to the delivery of HV programs in Illinois communities, Early
Childhood Collaboratives (ECCs) influence HV by convening local stakeholders and community
partners to understand, plan, share, and collaborate with an array of service providers to address
family issues and optimize community resources. ECCs in Illinois consist of numerous formal
and informal organizations that have various funding sources, geographical representation, goals
and purposes, approaches, target populations and resource exchanges. ECCs are funded by
federal, state and local community agencies, IDHS, ISBE, MIECHV, Early Head Start, and local
independent organizations and inter-agency councils. In many communities, an ECC is a
cornerstone group that raises the awareness and importance of early childhood care and
education issues and serves as an authoritative source addressing the needs of young families.
The NA team developed and administered a survey to 80 community organizations that lead
ECCs, in order to understand their role and relationship to HV programs and services. Fifty-six
surveys were returned for a response rate of 70% (see Appendix F for a complete summary of
the ECC Survey results). Nearly 80% of ECC coordinators reported that they used one of three
primary collaborative frameworks to carry out their work. They include Collective Impact, ABLe
Change Framework, and All Our Kids Network. These approaches are generally well
recognized, documented, and evaluated in health and social service settings. Eleven of the ECCs
reported no funding, while the others reported a median budget of $80,000 with a range from
$153 to $1.5 million. The modal budget was $50,000. Survey results also show that 57%
reported serving in a full-time paid position with their ECC, 23% reported they have a part-time
paid position, and 15% were part-time voluntary coordinators.
Convergent results of the Home Visitor, ECC, CI, and Program Manager Surveys demonstrate
that Illinois’ ECC systems are integrally linked with HV programs across the state. However, the
ECCs are a patchwork of structures, organizations, and levels of capacity. Additionally, ECCs
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have different funding sources, target populations, and program models. Nonetheless, ECCs exist
in many Illinois communities representing the community voice; problem-solving, convening,
and collaborating on early childhood care and education issues. Lastly, it should be noted that
Illinois is currently strengthening ECCs through the Community Systems Statewide Supports
(CS3) Program funded by ISBE, and a Preschool Development Grant Birth through Five (PDG
B-5) funded CI pilot that will use the Integrated Referral and Intake System (IRIS) to improve,
track and monitor service referrals in selected pilot regions (University of Kansas, 2020).

Illinois Coordinated Intake
Another important statewide HV capacity structure and service that supports and augments HV
programs across Illinois is the CI System, which serves as a single point of entry for HV and
related services. CI staff work at the community level, but their catchment areas vary in size and
population, ranging from large counties to municipalities and community areas. The key role of
CI is to identify, assess, and connect eligible families to HV and other needed services (Paradis
et al., 2018).
CI staff were surveyed as part of the NA to understand the value they add to HV programs and
their role in supporting HV participation and engagement. A total of 18 CI communities were
surveyed. The Coordinated Intake Survey response rate was 82% with 28 completed surveys out
of 34 sent to CI staff and supervisors (see Appendix G for a complete summary of the
Coordinated Intake Survey results). Fifty percent of CI staff have full‐time paid positions and
54% indicate they are bilingual. Engaging the community and families were the main tasks CIs
reported spending their time on. After a CI worker receives a referral, 84% of families are
connected to a home visiting program within a week. Illinois stakeholders, particularly those in
community programs and intermediary organizations, stressed the importance of agencies having
good CI because it “does an amazing job of coordinating services and frees home visitors and
supervisors from spending all of their time recruiting clients.”
The CI’s role is a relatively new component of Illinois’ HV infrastructure that has received
increasing resources and supports in the past five years. The recognition of the importance of CI
has resulted in significant attention from statewide leaders and technical assistance providers.
Several communities, health departments, and hospitals have initiated their own CI positions
based on their perceived need for this role in their communities. Most recently, Illinois’ CI
system received a boost from a $3.7 million federal PDG B-5 grant, funded by the
Administration for Children and Families. One main focus of this grant is to develop a strategic
plan and promote collaboration with early childhood and care programs and services, as well as
other child serving organizations across the continuum of care. A key component of their
strategic plan, is the expansion of CI to support HV, child welfare, and other community
services. Among other projects, the PDG B-5 grant will support a CI pilot in selected regions to
improve families' access to HV and other early childhood services (GOECD, 2020).

Home Visiting Model Certification, Quality Assurance, and Continuous Quality
Improvement
Assessing the quality of HV by examining the impact on children and families is often difficult
because most evidence-based HV programs have significant outcomes that are longer term,
where cost-effectiveness or return on investment is demonstrated (Glazner et al., 2004;
Washington State Institute for Public Policy, 2020). Typically, these impacts include: improved
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levels of education; improved employment opportunities; and reductions in crime, child abuse,
and emergency room use (Olds et al., 2019; Michalopoulos et al., 2019; U.S. Department of
Health and Human Services, 2020). Based on randomized control studies, these distal outcomes
reflect a continuous and integrated process of more proximal improvements that HV provides
through relationship building, improved parental knowledge and skills, social support, and access
to community resources. Therefore, program model certification as well as participant
satisfaction with HV services are widely used indicators of quality.
In Illinois, determining the quality of HV is complicated by the fact that Illinois has multiple
models, each with different eligibility criteria, data systems, and a general lack of common
outcomes and indicators. As noted by a state program administrator in a key informant interview,
“Within our state, every agency uses a different way to monitor quality.” Each program model
has its own set of indicators that overlap with other models, but other indicators are unique to
their model. Each model also has its own certification and accreditation process.
Two key elements for maximizing program effectiveness are broadly defined by quality
assurance (QA) and continuous quality improvement (CQI). QA typically requires an external
review using external benchmarks and expectations to determine whether programs meet or do
not meet expected standards. Every Illinois HV model uses QA practices. The CQI process, on
the other hand, typically involves each site creating its own quality improvement team that
regularly reviews data in order understand the strengths and weaknesses of their HV program
service delivery and to test strategies for improvement. Home visitors were asked on the Home
Visitor Survey about using CQI improvement practices. Eighty-two percent report using CQI as
part of their program’s requirements. Similarly, program managers report overwhelmingly that
their programs use CQI to improve family, program, and staff outcomes, with 87% reporting
conducting CQI at least quarterly and over half (55%) at least 1-2 times per month.

High Quality Workforce, Leadership, and Supervision
Illinois has more than 1,200 home visitors that work in 377 HV programs across the state. The
capacity and quality of the labor force is fundamental to ensuring high quality, high fidelity
implementation of evidence-based HV. Although most HV staff have one title as part of their
FTE role, a number of positions support more than one role. Program managers may carry a
caseload of families in addition to serving in a part-time CI or ECC role. This braiding of HV
positions may be the result of multiple factors ranging from skill sets, model requirements,
funding limitations, geography, staff turnover, and other common organizational and staffing
issues. Supervisors and managers are a highly educated group with 55% reporting a graduate
degree, 43% a bachelor’s degree, and 2.8% an associate’s degree or high school diploma. Among
home visitors, over 96% have an associate degree or higher, with 54% having a baccalaureate
degree and 18% a graduate degree. Important, but sometimes less apparent factors for effective
HV programs, are whether the staff reflect the community - socially, culturally, and ethnically and the families they serve. An Illinois HV stakeholder articulated, “Yes, you want a quality
informed workforce, but we can't discount that culture and language is equally important. And
so checking off boxes of degrees and courses, that's one thing, but we also need to reflect the
culture and demographics of the community.” The demographic composition for supervisors
(97%) and home visitors (99%) is predominantly female. The home visitor workforce is mostly
(69%) white, with nearly 33% reporting their ethnicity as Latino/Hispanic, and 21% identifying
as African American. The home visitor racial/ethnic composition is within 10% of each of the
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state demographic categories except for Hispanic/Latino where home visitors comprise 32.7% of
the HV workforce compared to 17.4% of the population. Illinois’ HV workforce appears to
generally reflect the state population. A total of 39.7% of home visitors and 22% of
managers/supervisors are bilingual. Among both roles, the majority of these bilingual staff were
Spanish speaking.
Research has demonstrated that effective leadership of a health and human service program or
team is associated with improved outcomes and satisfaction among project staff, caregivers, and
families (Glisson & Green, 2011; Gill et al., 2007). The leadership and management of HV
agencies and programs are the foundation for how HV services are delivered and practiced in the
homes and communities they serve. HV supervisors/managers play an instrumental role in
selecting, training, managing and monitoring HV staff and program activities through
community engagement, organizational culture, training and technical assistance. Supervisors
hold a major responsibility for ensuring the home visitors are well-prepared, skilled, and execute
service delivery in many challenging and fragile circumstances. They also must establish a
reassuring and supportive culture to address staff issues (e.g., burnout, stress, etc.) that are
common to home visitors working in high-stress human service and family environments.
Reflective supervision has been identified as a key supervisor practice that is highly regarded in
HV (Low et al., 2018; Rowe et al., 2019). Illinois supervisors receive training on reflective
supervision and HV teams regularly work with a mental health consultant to instill reflective
practices into their organizational culture. A number of Illinois HV programs also have access to
the Erikson Institute’s FAN (Facilitating Attuned iNteractions) training. The FAN is a
conceptual model and practical tool to promote attunement in relationships and build reflective
capacity. On the Home Visitor Survey, 91% of home visitors strongly agreed or agreed that they
are comfortable talking to their supervisor when they have a problem. A HV said, “My
supervisor’s door is always open and you can just talk to her. I think that’s the best part right
there that you can go in there and know that what you need to talk about is important to her too.
She’s supporting us the way we are supporting the families. That’s wonderful.”
On the Program Manager Survey, supervisors were asked to report the frequency of various
management practices they incorporate when working with home visitors. Ninety percent of
supervisors said they engage in reflective supervision with home visitors at least 1 to 2 times per
week. Other strategies used frequently by supervisors to support their staff include scheduling
HV team meetings to share experiences and learn from each other; providing modeling and
practicing of HV services; and scheduling professional development trainings for HV staff.

Early Childhood and Mental Health Consultation Project for Home Visiting
The need to address children’s mental health has been widely recognized in Illinois with the
passing of the Illinois Children’s Mental Health Act of 2003. Since then, Illinois has made a
significant financial, professional, and technical commitment to the Early Childhood Mental
Health Consultation Project. A major goal was to provide all HV programs with an Early
Childhood Mental Health Consultant (MHC) to work with HV staff in various community
settings. This includes the funding of MHCs by weaving multiple funding streams and resources
into a comprehensive, coherent and highly competent consultation system. As a result, many HV
sites have access to a highly qualified MHC who supports HV supervisors and staff through
individual and group reflective supervision and ongoing training. Numerous stakeholders that
serve as intermediary organizations, community programs, and state policy makers highlighted
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the benefits that the Early Childhood Mental Health Consultation Project brings to HV. This
approach addresses mental health and behavioral health challenges, providing support to home
visitors to help them cope with job-related challenges, manage stress, and continue to be invested
in the work of HV. At the same time, it improves the skill level of home visitors in terms of
knowing what to do with young children and how to help parents with their child. ”Mental
health consultation is designed to really support the efficacy and the impact of models by helping
programs really meet the needs of families,” said a state policy maker. Another stakeholder
stated, “I am a firm believer that it should be absolutely required that every home visiting
program in the state of Illinois should have a mental health consultant.”
Program managers/supervisors were asked to relate the frequency of contact, the number of
MHCs they work with, and their satisfaction with this service. Results show that 66% of program
managers report they have contact with MHCs at a minimum of once per month, with nearly
20% reporting contact more than once per month. In addition, three MHC practices were highly
rated (excellent or good) by Program managers: “the consultant’s content knowledge” (93%);”
the consultant’s culturally responsive approach” (90%); and the “consultant’s approach to assist
with enhancing children’s social emotional development” (90%). The lowest rated consultant
practice was “consultant knowledge of community agencies and resources to support family
mental and behavioral resource needs” (79% rated as good or excellent).

Illinois Children and Families Receiving Home Visiting Services
Demographics of Illinois Families Served with Home Visiting
Illinois HV serves approximately 20,000 families in 377 HV program locations across the state.
Both the capacity and the enrollment increased over the past three years (Table 5), which likely
reflects increased funding for Illinois HV programs.
Table 5. Program Manager/Supervisor Reports of Capacity & Enrollment by Program
Capacity of Families
Enrollment of Families
Average Per
Program
Location

Standard
Deviation

Average Per
Program
Location

Standard
Deviation

2016-2017

56

55

53

54

2017-2018

69

69

65

59

2018-2019

79

69

75

59

Year

Illinois’ HV program managers and home visitors find it challenging at times to maintain
required caseloads. HV programs may or may not have waiting lists based on the model
requirements or the number of children born in a community. For example, Early Head Start
requires that their programs maintain a waiting list, while other programs may not keep a waiting
list, but add families to existing caseloads, sometimes adjusting visit frequency to accommodate
more families. Over-enrolled programs create concerns because families who need HV may be
missing important services, while under-enrolled programs represent scarce resources being
underutilized. Although caseload capacity significantly varies by model, age of child, needs of
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families as well as other exogenous factors such as seasons, weather, school calendars, and other
local issues; ensuring a full or near-full caseload maximizes resources. CI staff, in their key role
of conducting HV outreach, were asked several questions regarding caseloads on the
Coordinated Intake Survey. More than 90% reported that it was somewhat to always difficult to
ensure a full caseload. The assumption is that filling caseloads is a challenge and the CIs play an
instrumental role in assisting HV programs in maintaining their program census.
The socio-demographics of families served by Illinois HV programs reflect the diversity and
characteristics of families in need. These characteristics have been identified through outreach,
community referrals and CI, and meet the eligibility requirements of various model criteria.
Although there is no “one size fits all” family, the typical participants in Illinois HV programs
are predominantly young women and first-time parents. Family demographics are important to
understand, in order to examine participation by various populations and subpopulations, to
assess HV services across age, race, and ethnic groups. Addressing the cultural and language
needs of Illinois’ families in at-risk communities are critical to ensure that programs reach these
high-need families and are provided in a relevant and appropriate way. Illinois residents,
particularly young families living in Chicago and the Chicago metropolitan area, speak over 158
languages from all over the world. Engagement of fathers and other caregivers such as
grandparents is also highly encouraged, but we know little regarding these participants.
Administrative data from HV models on the demographics of families served by home visiting
show that most caregivers are women between the ages of 18 and 34 years old, with a total of
78% between “less than 17” to 34 years old. It should be noted that 20% of caregivers are age 35
or older. Regarding the age of HV child participants, 88% are age two or under, with 36% of
children under the age of one. By contrast, only about 2% or 381 children are between the ages
of three and five; children in this age group may be enrolled in center-based programs through
the Illinois Preschool For All (PFA) and Head Start programs. For nearly 10% of children served
by HV, age is not reported or available. Illinois HV participants demographically reflect the
population and diversity of the state. For example, the county average of Hispanics/Latinos in
Illinois is 17% and the county average for African Americans is 14%, with ranges by county for
each from 0% to 30%. Among HV caregivers, 75% are non-Hispanic/Latino and 25% are
Hispanic/Latino. Child ethnicity shows 69% are Non-Hispanic and 32% of children participating
in HV are Hispanic/Latino. An examination of racial composition of caregivers and children
show that 51% of caregivers and 43% of children are white; 35% of caregivers and 39% of
children are African-American; and 8% of caregivers and 11% of children are more than one
race. Furthermore, these data show less than 5% of caregivers and children identify in any of the
categories of American Indian/Alaska Native, Asian, and Native Hawaiian/Pacific Islander.
These less prevalent BIPOC require further in-depth examination not only to determine where
they live in Illinois, but to conduct outreach and engagement strategies that are unique to their
cultures and communities.

Implementation of Evidence-Based Home Visiting Programs
Ensuring high quality HV services is the foundation for assuring the best child and family
outcomes. Although variations exist across models, cultural responsiveness and addressing the
unique needs of families are critical to providing the most effective and efficient HV programs.
Core elements of HV have been identified and tested in various research and practice settings
including Illinois’ own HV Quality Summit (Korfmacher et al., 2019; Daro, 2010; Illinois State
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Advisory Council Summit, 2013). Since a key goal of HV is to address the unique needs of
families, the Illinois CI System works to match the family needs and the HV program to provide
the most appropriate level of services. This presumes that the family meets the eligibility criteria
and more than one HV program exists in the community. Results from the Coordinated Intake
Survey show that very few CIs believed that families received referrals to programs that did not
match their needs, while 85% believed they did match family needs. These perceptions are from
CIs and not from the families themselves, but does provide first-level evidence that family needs
are being met.
To capture a more complete array of evidence-based practices, home visitors were asked on the
Home Visitor Survey about the frequency in which they implement well-recognized evidencebased practices. A large majority (92-98%) report they provide evidence-based practices to their
families most of the time or always. The one practice endorsed at a slightly lower level (90%)
was “talking to caregivers regarding substance use, depression, anxiety and domestic violence.”
This is not surprising considering the sensitive nature of these topics.
Without question, the relationship between the home visitor and the caregiver is a key active
ingredient to the success and effectiveness of HV. To capture the quality of the home visitorcaregiver relationship, home visitors were asked ten questions designed to gauge the relationship
with the caregiver related to trust, feedback, goal setting, self-confidence and supports. Results
show home visitors highly endorse the importance of providing social-emotional support (98%),
building mutual trust (97%), providing feedback (94%), and goal setting with families (93%).
A final series of questions related to the implementation of HV practices focused on home
visitors’ sense of confidence or efficacy in conducting evidence-based practices. Ninety-eight
percent of home visitors report teaching caregivers developmentally appropriate parent-child
interactions, 97% said they are comfortable working with families across a wide range of
cultures and beliefs, and 93% state they are confident they make a difference in the lives of the
families they serve. It is interesting to note that most home visitors (90%) report they are able to
complete the curriculum with their respective model and see evidence of improved parenting
skills (87%). A contrasting question related to completing a full curriculum asked whether
families drop out before the end of the program without completing services. Thirty-seven
reported “never/hardly ever,” 55% reported “sometimes,” and 8% reported families “most of the
time or always” drop out of the program prior to completion.

Barriers and Gaps in Early Childhood Home Visiting
Home Visiting Staff Turnover
HV is a relatively low-wage and high-stress job in many communities across Illinois. A variety
of well-known factors contribute to the turnover rate among home visitors, but Illinois does not
know the statewide precise turnover rate because it does not maintain a comprehensive dataset
across funders, programs, and models. For the past 5 years, Illinois MIECHV has included
questions about the impact of staff turnover in its annual home visitor and CQI survey, and has
completed a turnover analysis by staff position. Since FY 2015, MIECHV home visitor turnover
has ranged from 31% to 38%. Despite not having high-quality data to improve the states’
understanding of staff turnover, the consequences of turnover were repeatedly articulated in the
NA from all stakeholders. Staff turnover has been reported as a major contributor to referring
families to HV programs, creation of waitlists, and a barrier to delivering high quality HV
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services. Some concurrent data that supports high staff turnover is the fact that on average,
Illinois home visitors have been in their position for approximately 3.5 years.
Key informant interviews with a variety of HV stakeholders including community programs,
intermediary organizations, state program administrators, state policy makers, ancillary state
organizations, and researchers, described the frustration of staff turnover (see Appendix J for a
complete summary of the Key Informant Interview results). Stakeholders said that the low pay
results in turnover of home visitors who leave for better pay and opportunities. Since home
visitor training is very expensive and takes time, when agencies train new hires who leave for a
higher paid position, it is very costly and time consuming to re-hire and re-coup. One way that
funders and programs mitigate the impact of turnover is to create an organizational structure that
is comprised of three to five home visitors with a supervisor, to ensure capacity and services
when turnover occurs. Stakeholders also concurred that retention of workforce influences family
retention in HV programs. “If home visitors change jobs due to insufficient income or
opportunities, often the families they were working with drop out.”

Engaging the Community to Recruit Home Visiting Eligible Families
A key role of home visitors and CI is to find eligible families who want to participate and
succeed in HV programs. On the surface, this may sound easy, but the reality is that many
pregnant and young families are not aware of HV programs and do not really understand the goal
and purpose of HV. Based on focus groups (see Appendix I for a complete summary of the
Participant Focus group results) of HV participants conducted by the NA team, participants learn
about HV from various sources including: WIC, LINK, TANF Office, their family members and
friends who have been involved in the program, doctor and OB-GYN appointments, prenatal
groups, Facebook and social media outlets, prenatal support groups, human service agencies
(e.g., Bright Futures, Head Start, Good Beginnings), school registration, and the library. Further,
participants indicated that “word of mouth” from family or friends currently or previously in the
program was a powerful reason for their participation. Home visitor focus groups (see Appendix
H for a complete summary of the Home Visitor Focus Group results) underscored the importance
of “word of mouth” in recruitment. A home visitor says, “When they really like it, they will tell
everyone, ‘You have to be a part of this program’ as soon as their friend tells them they’re
pregnant. And I think that’s been my most successful participants, and the ones that stay in the
program the longest.” One home visitor mentioned social media is underutilized to assist with
recruitment, saying, “I don't think we use it enough. I've been saying that for a couple of years
now that we need to get on it, but I think we're a little bit behind the times.”
CI staff play a major role in their communities, building connections with schools, health
departments, community agencies and other locations that serve pregnant and young families. A
community provider said, “Coordinated intake has to be done through a relation-based process
and system, where people at different agencies know one another, can coordinate and
collaborate with one another, and understand the eligibility requirements of each program.”

Challenges for Families to Participate in Home Visiting
All Illinois HV programs are voluntary, so the decision to participate or not remains entirely up
to the family or caregiver. The Coordinated Intake Survey asked CIs what they believed were the
most influential factors in a caregiver’s decision to participate in HV. Among the six factors
provided on the survey, there were four that CIs deemed most influential. These include “home
22

visiting services are free,” “assisting families in accessing other needed services,” “services are
offered in family’s primary language,” and “families understand the benefits.” One factor rated
lower and was more of a concern was that “home visitors come into the family’s home.”
CI staff have a unique understanding and vast experience with the needs and challenges of
families related to access to HV. CI’s external view of barriers was asked about on the
Coordinated Intake Survey with eight questions asking about factors that influence a family’s
decision to engage in HV. CI’s believe the greatest barriers to families enrolling in HV are:
families are too busy to participate, mistrustful of outsiders, and lack a thorough understanding
of goals and purposes of HV. CI’s had the option to write in other factors they believed were
barriers, which included time - job, school - child care, and traditional business hours. These
responses converge with focus group and open-ended questions.

Challenges Related to Home Visiting Workforce
Illinois is a large, diverse and geographically disparate state, which results in some barriers for
HV that are common in all regions of the state, and others that are unique to specific
communities. For example, salaries are by far the greatest reason that home visitors leave their
position, but staff in some counties do not have as many options or alternatives as home visitors
in communities with more than one HV program or more employment opportunities. Consensus
of the key informant stakeholders interviewed as part of the NA is that one of the biggest
challenges for HV is that home visitors are not paid sufficiently. Stakeholders described home
visitors as professionals who are nested in a larger program in which their lower salaries do not
match what the other positions make. Salaries also make hiring qualified staff challenging. A
stakeholder suggested, “Let's professionalize home visiting so that home visitors feel like that
their job has value, they're paid for the work that they do, and that you know they are.” Other
stakeholders believe that HV programs are not resourced properly to do the level and complexity
of work. A stakeholder commented, “Home visitors work for less than what they could make at a
Starbucks.” Many stakeholders agree that it is not sustainable, and it needs to be addressed
because programs are not adequately staffed. An intermediary stakeholder said, “The salary
levels of home visitors has to change, and that has to be a commitment at policy level,
commitment at the legislative level, commitment at the program level, community organizations
to increase salary.”
Prior to COVID-19, travel to a family’s home was the essence of HV. Although home visitors
are reimbursed for their travel, several mentioned the wear and tear on their automobiles. In
addition, a common barrier mentioned by the home visitors is the driving distance required to
conduct a home visit. Travel time, distance, and frequency may vary by program, age of child,
and expanse of catchment area. Home visitors were asked the distance they traveled to meet their
families, and nearly 50% reported driving less than 5 miles, 33% driving 6-16 miles, and 18%
reported traveling a distance of more than 15 miles to a visit. On a positive note, texting and calls
have reduced the number of visits where “nobody’s home.” Driving distance may play a key role
in caseloads and access to ancillary services in less populated and rural community areas. Since
COVID-19, the use of telehealth and virtual visits may provide additional options or relief for
long distance travel in rural and more distant communities.
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Home Visiting Data Systems and Outcomes
Illinois HV data systems reflect the multiple programs and variations across funders and models,
without a core or common set of process and outcomes variables. Furthermore, Illinois lacks the
capacity that would allow it to bridge or integrate data across HV programs. As a result,
indicators cannot be aggregated across models and funders, preventing Illinois from fully
understanding fidelity and impacts. However, each program model does have its own process of
identifying, assessing and monitoring indicators, which are part of their accreditation. During
NA key informant interviews, several stakeholders recognized and recommended the
coordination of data requirements across funders and models. They thought that if there was a
way to agree on data requirements and the outcomes we measure, it would be helpful. Further, if
Illinois could unify documentation systems or create a statewide data system, it would facilitate
the use of data more effectively to drive decisions. A stakeholder said, “Additionally creating
systems so that data collection across organizations is synchronous and facilitating data sharing
between organizations would advance the strength of demonstrating home visiting outcomes.”
Home visitors and supervisors frequently report that data collection and entry are significant
burdens for HV programs. The burden includes not only the amount of information that needs to
be collected, but programs that are cross-funded by different agencies typically require double
entry into two or more systems. During the NA focus groups, the consensus among home visitors
is they find the paperwork, documentation, and data systems to be one of their most stressful
duties. In key informant interviews, stakeholders also spoke often about the challenges of
documenting services, collecting data from participants, and entering data into systems,
describing it as “arduous at times, especially for programs with blended and braided funding.”

Home Visitor Job Satisfaction and Burnout
HV employment provides a full range of experiences that includes high levels of satisfaction and
meaning as well as high potential for burnout. Home visitor burnout is widely recognized as a
common problem in health and human services (Maslach et al., 2001). As part of the Home
Visitor Survey and focus groups, home visitors were asked several questions related to job
satisfaction, burnout, as well as factors that would influence their decision to remain employed as
a home visitor as compared to factors that would influence them leaving the HV profession.
Focus group interviews with home visitors provided rich, reflective and insightful viewpoints
regarding the day-to-day experiences of HV work. Home visitors were happy and willing to
share their most rewarding experiences as a home visitor. One home visitor shared her love for
being a home visitor saying, “I would say the most rewarding is just when you see the children
and the parent or the families is excited to see you or is looking forward to that parent-child
interaction or to see you.” Other examples of the rewards of being a home visitor include: giving
the families the opportunity to connect with other families in the community so they do not feel
lonely or isolated; empowering families to make their own decisions; and, seeing parents share
information and resources with each other.
The NA team examined stress and burnout factors with a 10-item standardized subscale from the
Professional Quality of Life Scale questionnaire, widely used among health and social services
providers (Gill et al., 2007; Stamm, 2010), on the Home Visitor Survey. Home visitors rated
themselves high in the following factors: level of happiness (85.1%), productivity at work
(80.5%), connection to others (87.7%), believe they are a caring person (98.7%), and have a
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strong sense of self beliefs (83%). By contrast, however, home visitors also report sometimes or
frequently feeling worn out (54%), overwhelmed (54%), and bogged down (41%).
The quality and satisfaction that home visitors report regarding their jobs is also in part, related
to the work culture and climate at their agency. A major component of work culture is the degree
to which home visitors work and interact with each other and their supervisor. As mentioned
above, supervisor and colleague support are instrumental for home visitors remaining in their
position. The Home Visitor Survey included the adaptation of an organizational climate scale for
HV that assessed the degree to which home visitors report the way they work together, establish
group norms, problem solve, and the support and assistance they receive from their supervisor.
Results for work climate suggest high quality leadership and team interactions. Respondents
reported a positive work climate and culture and only a few areas of disagreement or lack of
certainty. For example, 96% of home visitors believe their team is doing important work, 89%
report they are comfortable taking a problem to their supervisor, 84% agree their team reviews
and solves family problems together, 82% believe their team works well together, and their
supervisor will back them up when needed (83%). These results suggest strong organizational
leadership among the HV program managers and high levels of collegiality among HV teams.
Despite concerns regarding low pay and advancement opportunities, challenges of working with
complex family circumstances and relatively high levels of stress, home visitors are deeply
committed and engaged in their work and believe they are making a difference in the lives of
Illinois families. Job stress and burnout are real and ongoing challenges that may impact both the
physical and mental health of the HV workforce. The interrelationships between the job demands
and low pay results in significant and damaging turnover and its attending consequences.
However, Illinois’ early child and care leadership and advocates have long recognized these
challenges and have begun to address these issues through salary analysis, reflective supervision,
peer support, and Illinois’ development and implementation of the Early Childhood Mental
Health Consultation Project (IMHCP), which is described above.

Unserved and Underserved Illinois Families and Communities
As Illinois continues to develop and expand HV, they not only need to understand where the
communities with risk factors reside, but they must also know the level of community awareness,
readiness, or willingness to support HV programs. These dynamics will determine where and
how to begin the roll out process. Based on the best data available at this time, HV programs are
present in 90 of the 102 counties in Illinois, leaving 12 counties without any HV services
(Valentine, 2019). Moreover, it should also be noted that another 14 counties report serving 12 or
fewer families in 2019, thus identifying 26 counties with little or no HV services.
Beyond identifying families in need by geographical locations, it is critical that Illinois continues
to identify under and unserved special populations that need HV services. These families may be
in communities that have existing HV services, but are unknown to service providers. Several
key informant interviews included descriptions of populations underserved by HV. First,
immigrant families were identified as an underserved population. Stakeholders suggested that
addressing language barriers and partnering with programs that assist immigrants and refugees
would be a way to connect with those in need. One stakeholder said, “People don't want to
access organizations that they don't know, people they don't know, for fear of being identified.
And this is particularly true for immigrants of undocumented status or families of mixed status.
But what's interesting is, irrespective of status, the rhetoric around immigration actually has a
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chilling effect on everyone. People with legal permanent status are also still very nervous.”
Second, stakeholders felt that fathers are underserved in Illinois, saying that fathers do not have a
support system and are made to feel weak if they want to be around their children. “Fathers are
left out in this community as far as how to help them be better fathers.” Another underserved
population mentioned by stakeholders include teenage families who reside in rural areas.

Meeting the Needs of Eligible Families
Community Services and Systems of Care that Support Illinois Families
Illinois HV programs are part of an overall system of care that addresses individual, family, and
community indicators of need nested within catchment areas that serve families with a variety of
needs and challenges ranging from health, medical and education issues, social problems,
developmental delays, lack of transportation and affordable housing, and numerous others. Since
most HV participants live in communities identified with one or more risk factors, the array and
complexity of issues range from normative developmental issues to crisis management. Although
HV programs are primarily designed to address a core series of family and child development
issues, HV programs must know, understand, and be able to link with other community services.
HV programs work with ECC and CI staff to help to inform, connect and link families with other
community services and resources. HV programs also need to work closely with DCFS and EI
systems to serve children and their families in these systems.
The NA team included questions about community linkages on each survey. The Coordinated
Intake Survey asked CIs to rate 18 community services from most accessible to least accessible
in their service area. Services most available are primarily associated with access to food and
health care services. The least accessible services include maternal material assistance (e.g.,
cribs, formula, and diapers), behavioral health, and homeless supports. Greater access to WIC,
food pantries and health services is not surprising considering that health departments, federally
qualified health centers (FQHC) and community hospitals are widely and somewhat evenly
distributed across that state. The fact that CI’s highly reported need for maternal assistance is
serious since this type of assistance is for basic family needs that appear to be inadequately
available to families. Managers were asked on the Program Manager Survey to rate the top five
services that are not available or difficult to access in their communities. Survey results show
that mental health counseling and treatment was unequivocally rated the highest both in terms of
the number of program managers who rated it as their top service need and the total number of
reports in the top five ratings. The other highly rated needs were homeless shelter, oral health,
substance use disorder treatment, childcare, and domestic violence. These were followed by the
need for maternal assistance, which included cribs, clothes, baby items and diapers.

Specialized and Innovative Home Visiting Through Pilot Programs
The leadership and stakeholders of Illinois HV systems have been highly proactive in responding
to and addressing issues related to HV and other early care and education programs, policies, and
practices. The leadership structure with the ELC and HVTF provide multiple opportunities to
learn, understand, and respond to the ever-changing needs of Illinois families, changing
demographics, and remain on the cutting edge of HV research and development. These
discerning HV leadership groups are comprised of highly recognized researchers, professionals,
practitioners, and policy makers who participate in HV at a national and international level.
These individuals and groups have been willing to advocate and systematically pilot innovative
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ideas. This work demonstrates strong partnerships with leaders in other Illinois state and
community agencies and organizations that often play an integral role of serving the
comprehensive and complex needs of families and children.
In key informant interviews, stakeholders highlighted innovative pilot projects the state is
working on to connect services as well as to support and engage populations with complex
needs. Pilot projects for youth in care and homelessness are examples of efforts to connect
service universes. “We're really just trying to bring awareness to the homeless service providers
as well as the DCFS (child welfare) network, just trying to educate them around what home
visiting is, what the benefits are, how we can collaborate and reduce barriers for families who
need to receive these community-based services.” A state program administrator said, “The pilot
projects are innovations that we are trying to take to scale.” Stakeholders agreed that it is
important to gather evidence through efforts such as pilot projects, but it takes external funding
and only a small group of individuals have the capacity for conducting pilot studies. A brief
description of the recent and ongoing innovations and pilot projects is below:







Pregnant and Parenting Youth in Care - The pilot program that began between Illinois
HVTF and the Department of Children and Family Services (DCFS) five years ago and
addresses the needs of teens in the child welfare system, recently published a randomized
control study of effectiveness (Dworsky et al., 2019).
Home Visiting for Homelessness Demonstration Project - This project seeks to
improve the developmental trajectories of children experiencing homelessness in Cook
and Sangamon Counties.
Family Connects - Over the past two years, Illinois has piloted Family Connects (FC) in
Peoria and Stephenson Counties. It is considered a universal light-touch HV program
offered to all pregnant families with the goal of having a nurse visit the family at
approximately 3 weeks post-partum and up to 12 weeks. A recent formative evaluation
found high levels of acceptability and engagement (Handler et al., 2018).
Cook County Jail Healthy Babies Initiative - The Healthy Babies Initiative is a pilot
program working with young women incarcerated in Chicago. It is a partnership between
the Ounce of Prevention Fund the Cook County Jail Women’s Justice Service, and HV
and doula programs located across Chicago.

Assessment of Risk/Need/Capacity Among Illinois Counties
HRSA’s NA requires states to identify families and children at risk at the county level and
examine the capacity of existing HV programs to deliver evidence-based services to those
families and children that are in high-risk counties and eligible for HV and ancillary supports.
The high-risk counties were identified in Section I of this report. This section builds on the risk
data to provide an analysis of counties by risk, number of eligible children for HV programs, and
capacity of existing HV programs based on current data sources. Each county has been classified
into six broad categories (Table 6) that characterize the risk/need/capacity relationship.
To derive a risk/need/capacity assessment, the NA team used a two-stage process of analysis and
calculation for each county in Illinois. A summary of the process is outlined below:
a. Risk – Illinois counties were classified into two broad classifications of risk with 50 counties
rated as low risk and 52 counties as high risk, based on the methodologies described in
Section I of this report.
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b. Population estimates for need for HV services – HRSA’s estimate for eligible families in
need of HV was used: 1) # of families with children under the age of 6 living below 100% of
the poverty line + # of families in poverty with a child under the age of 1 and no other
children under the age of 6; AND 2) belongs to one or more of the following sub-populations
that have a high risk of adverse maternal and child outcomes: women with low education
(high school diploma or less); young women under the age of 21; or Families with an infant
(child under the age of 1).
c. Quality of HV programs – The NA team included all the evidence-based programs outlined
and described in the Home Visiting Evidence of Effectiveness (HomVEE, 2020). This
includes EHS, HFI, HIPPY, NFP, and PAT, as well as Baby TALK, a broadly used Illinois
emerging model funded by the Illinois State Board of Education that is widely recognized
and a major contributor to Illinois HV programming.
d. Capacity of HV programs – The aggregated number of BT, EHS, HFI, HIPPY, NFP and
PAT HV slots/participants at the county level are based on IECAM and CPRD NA
administrative data, along with Program Manager Survey reports, and contacts with
community-based providers. Furthermore, the NA team recognized that a number of families
may not be reached and those that are offered HV may refuse to participate. Refusal rates,
both active and passive, may range anywhere from 25% to 75% (Goyal et al., 2014; HRSA,
2015; Latimore et al., 2017). To that end, the NA team used an estimated uptake rate of 4060% as well as an estimate of HV Full Time Equivalents (FTEs) required to approach county
capacity. After a review of the several program models regarding recommended ratios
between home visitors and caregivers across programs and models, a ratio of 1 home visitor
to 20 families was used to calculate FTEs.
e. Special Needs Populations and Medically Underserved Areas (MUA) – Based on welldelineated community and family characteristics, the NA team identified special needs
populations and community contexts of the unserved and underserved children in specific
locations. These were derived from socio-demographic data, the Program Manager Survey,
key informant interviews, and focus groups. For example, the NA team included the number
of Hispanic/Latino families at the county level and consider them higher risk due to
immigration, bilingual families, and need for bilingual home visitors. Other special needs
populations reported by respondents included fathers, grandparents, foster parents, and other
racial/ethnic groups, but the NA team lacked county level data. A final data source the NA
team considered was whether a portion or the whole county was considered a medically
underserved area (MUA), a HRSA designation used to identify and recognize the need for
medical services and mental health services (HRSA, 2020).
Part 1 of the risk/need/capacity analysis began by subtracting the number of HV slots from the
HRSA eligibility estimate for each county. This resulted in a service gap estimate. Several
counties had no service gap or less than 15 children. The percent of the county covered with HV
was also calculated. Through a mixed method content analysis approach, using county risk,
eligibility, capacity, gaps, and community characteristics, the 102 Illinois counties were
classified into six broad categories that best captured the aforementioned factors. The category
names and definitions are presented below. The detailed data for each county are in Appendix L.
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High Risk Counties
Category 1: High Need/Low Capacity – Mostly unserved counties.
The MIECHV NA identified 20 high-risk counties that provide relatively low levels of HV
services within a county, regardless of the size and population of the county. The number of
HRSA eligible children ranged from 25 to over 600. The overriding factor for this category is the
relatively low number of HV services provided, ranging from 0% to 39%. It should also be noted
that greater risks may be associated with several counties that have high Hispanic/Latino
populations, while several counties have been identified as rural and medically underserved.
Category 2: High Need/Low to Moderate Capacity – Largest counties with sizable HV
service gaps.
These 21 Illinois counties are considered high risk and currently provide the largest number of
HV programs and services to families. However, these counties are considered underserved
because they have more than 200 children eligible for HV services but serve less than 50% of
them in their county. These underserved counties include Illinois’ largest and most densely
populated counties (Cook – City of Chicago, Kane, Lake, Will, St. Clair) as well as an array of
medium-sized urban areas, such as Rock Island, Sangamon, and Winnebago. Many of these
downstate urban communities are surrounded by more rural and medically underserved areas.
Lastly, these counties also contain the largest percent of African American and Hispanic/Latino
residents that are at higher risk for multiple maternal and child health and related socialbehavioral issues.
Category 3: High Need/High Capacity - Counties approaching full capacity.
The MIECHV NA identified 11 high-risk counties that are currently approaching, meeting, and
in some cases, exceeding HV service needs based on HRSA’s estimated eligibility numbers for
these counties. These are primarily smaller counties in terms of population, more rural, and
found in the southern part of the state, with the exception of DuPage County. Sixty percent of
children served were identified as lowest threshold for approaching capacity in this category, but
several of the smaller counties are near capacity, while others exceed HRSA’s estimates. The
uptake estimates for both service gap and FTEs show many are within full capacity. With the
exception of DuPage County, most of these counties could be at full capacity with 40-60% range
for enrollment and 1-2 FTEs.

Low-Risk Counties
Category 4: High Need/Low Capacity – Moderate to high eligibility, but low capacity.
Counties in this category are typically small urban or suburban areas, with less of an urban core
than Category 3 counties. For example, HRSA’s eligibility criteria for Adams County, where the
city of Quincy is located, indicates nearly 847 children are HRSA eligible for HV services.
Adams County currently provides 196 children HV services, with a balance of 651 remaining
eligible. The 26 counties in this category, despite not classified as high-risk, have nearly 10,000
children eligible for HV services with a county average of over 390 children and a median of 208
children. In fact, only two of the twenty-six counties report a service gap of less than 100
children, but still have a HV capacity of less than 50% of their eligible children. Despite not
being considered high risk counties, using HRSA’s estimates, a considerable number of children
in this category are eligible for HV and the large service gap clearly demonstrates the need.
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Category 5: Low Need/High Capacity – Low to moderate eligibility, but approaching or
full capacity.
This classification for HV service need is differentiated from the above group by having fewer
children in the eligibility estimates (<166); however, the children in these counties are served at a
relatively high level as compared to Categories 3 and 4 (lower service gap). Most Category 5
counties are rural and located in the southern and western sections of the state. In addition, four
of the 11 counties in Category 5 are at or exceed the service estimates and most counties are
within 25 eligible children with 40-60% uptake and within 1-2 FTE’s to reach full capacity.
Category 6: Low Need/Low capacity – Low number of eligible children and low HV
capacity.
Category 6 identified 13 counties with low risk, relatively low numbers of eligible children, and
comparatively low capacity. In other words, these counties have fewer children eligible (less
than 110), fewer children served (0% - 49%), with a relatively small gap between need based on
eligibility and current provision of HV services. This does not mean that HV may not be needed
in these communities, but they are smaller, more rural, and have fewer than 110 children in need
as defined by the HRSA eligibility criteria, and a service gap of less than 90 children. It is
believed that several counties – Dewitt, Hancock, Piatt, Scott - with low HV counts may reflect
services provided by LIAs outside the county. Finally, the number of slots needed for these
counties is less than 50 using the 40-60% uptake estimate and would require between 1-4 FTEs
to reach and fully enroll eligible children.

Expansion Considerations for Prospective Target Counties
Part 2 of the county level risk/need/capacity assessment postulates that the six categories above
could be used to guide thinking and decision-making related to the counties that have the highest
and most cost-effective potential to expand HV. Using descriptive statistics described below, a
weighted priority score was developed, and the counties in each of the six categories of
risk/need/capacity, were divided into high, medium, or low priority for expansion. The goal was
to ensure that not only high-risk counties receive the greatest weight, but counties that have the
highest need in terms of HRSA eligible children, number of current slots, and the largest unmet
need. For example, Cook County has the greatest need and largest number of HV
slots/participants, but it is estimated this only covers 24% of HRSA estimated eligible children,
while Fulton County has 25% coverage, but the residual is 86 HRSA eligible children. Using this
rubric below, each category was weighted and summed within its own group rather than across
102 counties to ensure greater comparability of data.
a. County risk - Low risk = 0; High risk = 5
b. Percent of HRSA’s estimated eligible children currently served by Illinois HV programs (0 = > 50%; 3 = 24%-49%; 5 = 23% or less)
c. Residual need (number of HRSA’s estimated eligible children minus the number of
children currently served) - 0 = < 10 ; 3 = 10-175; 5 = > 176
d. Existing HV program currently in the county - No = 0; Yes = 3
e. Percent of Hispanic/Latino families in the county – 0 = < 3%; 3= 4-9%; 5 = > 10%
f. Special needs populations provide context to community characteristics and culture that
should be considered – non-English-speaking families, medically underserved, other
special needs families - no weighted points provided.
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The total potential priority for expansion score is 0-23. Counties are grouped into four priorities
that include: High Consideration from both 2010 and 2020 NAs; High Consideration from 2020
NA; High Consideration in 2010, but Low Priority in 2020; and Low Priority in 2020 (Table 6).
Table 6. Illinois County Classification Categories by Home Visiting Risk, Need, Capacity,
Gaps, and Priorities: 2010-2020

As a large state, Illinois has significant risks, substantial need and great potential to improve
family and child outcomes through HV and related support services. County-level data is
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necessary, but may not be sufficient to drill down to provide the specificity needed to target the
highest-need families. However, it does provide a lens to continue to examine needs, capacity,
and readiness for HV. The six risk/need/capacity categories and priority groups provide a
framework for Illinois leaders and stakeholders to continue to examine HV needs and capacity.
The needs are self-evident, and the resources and commitment remain uncertain.
Another important consideration in a large state like Illinois is the urban, suburban, and rural mix
of population sizes as they relate to HV needs and services. As expected, the larger counties and
communities receive the greatest resources because of population size and compelling risk
indicators, while rural counties sometimes appear to be overlooked due to their smaller
populations. The classification matrix (Table 6) certainly shows higher risks and service needs in
Chicagoland and larger metropolitan counties. Of Illinois’ 102 counties, 62 are considered rural
(US:OMB, 2018). The NA team identified 34 counties for consideration of continued or
expanded HV within the high risk, high need, and lower capacity counties. Of these 34 counties,
27 (80%) are considered rural. Moreover, among many of the counties not considered high
priority for expansion, it is because they have less than 80 children (HRSA’s estimate) eligible
for services and are approaching or at full capacity or within the 40-60% uptake threshold or
within 1-2 FTE range. These data suggest Illinois has made significant progress in providing HV
to rural counties.
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Capacity for Providing Substance Use Disorder (SUD)
Treatment and Counseling Services
Strategic Approach
The overall strategic approach of Illinois to address substance use disorder (SUD) in pregnant
women and families with children and current initiatives or activities that are in place to
strengthen the system of care are discussed below. Key stakeholders, existing coordination
between different agencies, and further opportunities for collaboration are also discussed. The
role of the Illinois Advisory Council on Alcoholism and Other Drug Dependency's Women's
Committee, in the development and enhancement of women, children, and family services was
studied. Illinois’ response to the opioid crisis, the State Opioid Action Plan (SOAP), and the
roles of the Governor's Opioid Prevention and Intervention Task Force (Task Force), the Illinois
Opioid Crisis Response Advisory Council (Advisory Council), and the statewide opioid
stakeholder group were also examined. Of particular interest were the new innovative pilots such
as the six Pregnant and Postpartum Women with Opioid Use Disorder (PPW-OUD) pilot
programs. Reports from Drug-Free Communities (DFC) Support Programs in Illinois, child
welfare agencies, and data from National Child Abuse and Neglect Data System (NCANDS)
were also reviewed.

Capacity
As part of the MIECHV NA, HRSA requires the collection of information about the locations
and range of SUD treatment and counseling services offered to pregnant women and families
with young children. In Illinois, the IDHS is the single state authority (SSA) for SUD, and the
Division of Substance Use Prevention and Recovery (SUPR) is designated to oversee the
provision of prevention, intervention, treatment and rehabilitation services to individuals and
families in five distinct regions of the state (Table 7).
The specific details about the capacity for providing SUD treatment and counseling services to
pregnant women and families with children was obtained from SUPR and the Illinois
Department of Public Health (IDPH). Additionally, the National Directory of Drug and Alcohol
Abuse Treatment Facilities compiled a 2018 National Survey of Substance Abuse Treatment
Services (N-SSATS), which was the primary source for the overview of services in Illinois
(SAMHSA, 2019).
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Table 7: Illinois Counties by DHS Regions
Region Counties
I

Cook

II

Boone, Carroll, DeKalb, DuPage, Grundy, Jo Daviess, Kane, Kankakee, Kendall, Lake,
Lee, McHenry, Ogle, Stephenson, Whiteside, Will, Winnebago

III

Bureau, Champaign, Ford, Fulton, Henderson, Henry, Iroquois, Knox, LaSalle,
Livingston, Marshall, Mason, McDonough, McLean, Mercer, Peoria, Putnam, Rock
Island, Stark, Tazewell, Vermilion, Warren, Woodford

IV

Adams, Brown, Calhoun, Cass, Christian, Clark, Coles, Cumberland, De Witt, Douglas,
Edgar, Effingham, Greene, Hancock, Jersey, Logan, Macon, Macoupin, Menard,
Montgomery, Morgan, Moultrie, Piatt, Pike, Sangamon, Schuyler, Scott, Shelby

V

Alexander, Bond, Clay, Clinton, Crawford, Edwards, Fayette, Franklin, Gallatin,
Hamilton, Hardin, Jackson, Jasper, Jefferson, Johnson, Lawrence, Madison, Marion,
Massac, Monroe, Perry, Pope, Pulaski, Randolph, Richland, Saline, St. Clair, Union,
Wabash, Washington, Wayne, White, Williamson

Approximately 94.7% of Illinois SUD treatment facilities participated in the 2018 N-SSATS
Survey. There were 679 SUD treatment facilities in 2018. Most of these 679 facilities are
privately owned (95.8%), with more non-profit (56.6%) than for-profit (39.2%) units. Only about
4% are operated by federal (1%), state (1%), or local, county, or community (2.2%)
governments. However, approximately 51% of all facilities received federal, state, county or
local government funding during 2018. Among the facilities, more than half accept Medicaid
(54.9%), approximately 41% accept state-financed health insurance, and about a quarter (26.2%)
accept federal military insurance for payment. Many facilities (43.3%) also offer treatment with
no or minimal payment for those who cannot afford or pay.
Most of these facilities (91.3%) are accredited or certified by the State SSA. Approximately a
quarter of the facilities also received licensing, certification, or accreditation from the IDHS'
Division of Mental Health (DMH) (27.7%), IDPH (24.9%), Joint Commission (25%), or the
Commission on Accreditation of Rehabilitation Facilities (CARF) (25.9%). Most of the facilities
provide services for outpatients (91.5%). Only 14.9% provide non-hospital residential and 4.6%
provide hospital inpatient options. Detoxification is offered at a few outpatient (8.7%),
residential (4.6%) and hospital (4.3%) facilities. According to DARTS SFY2016 data (IDHS,
2016), pregnant women and women with dependent children received treatment in similar
settings as shown below in Table 8.
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Table 8. Treatment Utilization, DARTS 2016
Pregnant Women

Women with Dependent Children

Prior treatment episodes

66.2%

69.3%

Outpatient

31.5%

37.7%

Residential rehabilitation

26.4%

21.7%

Intensive outpatient

14.4%

15.4%

Detoxification

12.8%

16.9%

Outpatient methadone treatment

10.7%

3.6%

Most facilities screen (96.8%), or conduct a comprehensive assessment or diagnosis (92.3%) and
offer counseling (98.2%) for substance use (Figure 40). Similarly, many facilities screen clients
(70.7%), conduct comprehensive assessment or diagnosis (47.4%) for mental health problems,
and provide appropriate mental health services (60.8%).
Substance use screening:

Mental health screening:

Figure 40. Screening services offered at Illinois SUD treatment centers, N-SSATS 2018
Although 57.3% of facilities screen for tobacco use, smoking/tobacco cessation counseling is
provided in less than a third of them (31.8%). Most facilities also provide aftercare/continuing
care (93.1%) and about half of the facilities (49.2%) also provide interim services for those that
cannot be immediately admitted. Community outreach to those in need of treatment is done by
more than half of the facilities (56.8%). About half of the facilities provide services in languages
other than English (49.2%) and most facilities have a Spanish-speaking staff counselor (91.6%).
Most facilities also provide ancillary or wrap-around services. Case management services
(84.5%) are the most common ancillary services offered by a majority of the facilities, followed
by social skills development (67.3%), mentoring/peer support (49.5%), social service referral
assistance (46.8%), assistance in locating housing (37.8%), transportation assistance to treatment
(30.6%), and employment counseling or training for clients (29%) (SAMHSA, 2019).

Unmet Need
As reported in the N-SSATS Survey, Illinois has been in the top five states in the country in
terms of total numbers of facilities in every even year from 2008 through 2018. However, only
14% of the facilities provide services to pregnant or postpartum women and only 38.9% offer
specially tailored programs to adult women (38.9%). Furthermore, residential beds for clients’
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children were provided at just 1% (n=7) of the facilities in 2018. More recent data obtained from
SUPR indicate that there are 12 SUPR-funded programs for women and children in Illinois: 8 are
located in Chicago, 2 in Charleston, 1 in Vernon Hills, and 1 in Rockford. The number of
families that can be served at each facility range from 2 to 16 with a total capacity to serve
approximately 113 families. It is obvious that there is a mismatch between the capacity in terms
of the number of programs and slots available, and the women in need of their services.
Pharmacotherapy with FDA-approved drugs has been the mainstay of treatment for individuals
with Opioid Use Disorder (OUD). However, more than half of the facilities in Illinois
(55.5%) did not have the capability to offer such services of any kind during 2018. Methadone/
buprenorphine maintenance or naltrexone treatment is offered in less than one fourth (22.7%) of
the facilities and only 4.9% have Opioid Treatment Programs (OTPs). Naltrexone (oral-18.4%,
injectable-22.1%), methadone (10.8%), buprenorphine with naloxone (21.8%), and
buprenorphine without naloxone (14.7%) are offered only at a fraction of these programs.
According to the 2017 state opioid response report, it is estimated that there were about 1.33
million individuals in 58 counties known as "Medication Assisted Treatment (MAT) deserts"
without any access to the treatment (Figures 41 to 44, Appendix K). It is especially important to
note that most of the existing resources are in Cook and surrounding counties. However, there
were 28 counties with higher opioid overdose mortality (>30.2 deaths per 100,000 residents ages
18 or older) than Cook County. MAT capacity is very low in regions IV and V, which have 15 of
these 28 high-rate counties.
According to 2015 National Survey on Drug Use and Health (NSDUH) estimates, there were
12,657 pregnant women and 113,376 women with dependent children in Illinois with past-year
AUD or SUD. According to the 2018 Illinois Substance Abuse Prevention and Treatment Block
Grant (SABG) NA, as reported in DARTS, there were only 586 pregnant women and 9,111
women with dependent children in Illinois who were admitted to a substance use treatment
program in SFY 2016. However, it should be noted that Medicaid claims data may include more
cases, and DARTS may not provide a complete picture of services provided to women who were
enrolled in Medicaid-funded managed care organizations (SABG, 2018). It is not possible to
obtain an unduplicated count of clients, due to lack of a common client identifier.
AUD unmet treatment need was about 69.1% in pregnant women and 81.2% in women with
dependent children (Table 9). Whereas, unmet SUD treatment need was about 23.9% in pregnant
women and 26% in women with dependent children. Comorbidity with mental illnesses is also
very common in those with AUD/SUD. However, the capacity to provide services to those with
a co-occurring Any Mental Illness (AMI) (39.1%) or Serious Mental Illness (SMI) (11.3%) is
very low at present.
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Table 9. Unmet AUD/SUD Treatment in Illinois Pregnant Women/Women w/Dependent
Children
Pregnant Women
Women with Dependent Children

Region

Past Year
AUD/SUD

AUD%

SUD%

Past Year
AUD/SUD

AUD%

SUD%

All

12,657

69.1%

23.9%

113,376

81.2%

26.0%

I

5,269

69.0%

24.1%

47,133

81.1%

27.7%

II

3,796

69.0%

24.0%

35,516

82.9%

23.9%

III

1,553

69.1%

23.6%

13,288

78.0%

27.3%

IV

839

69.7%

23.4%

7,717

77.1%

24.0%

V

1,200

69.5%

23.6%

9,722

83.0%

24.6%

Unmet AUD treatment need appears to be very high for counties in regions I (Cook County), and
V (Southern Illinois). Region III counties, especially McLean and Champaign Counties, also
have the highest unmet treatment need for both AUD and SUD. There is a huge geographical
variation in treatment admissions, and many rural and small urban counties in regions II and V
also do not appear to have their treatment needs met. Treatment penetration rates, as indicated by
the availability of publicly-funded treatment for low-income adults (at or below 200% FPL) with
an AUD/SUD, appears to be very low (<15%) in Jo Daviess, Putnam, Marshall, Woodford,
McDonough, Macoupin, Scott, Calhoun, and Monroe (Figure 45, Appendix K). It is estimated
that there are 21 other counties with treatment penetration rates between 15% and 20%. Regions
III and IV appear to have the majority of these low treatment penetration counties.

Barriers
Apart from the availability of treatment services, there are several other barriers for accessing
SUD treatment for pregnant women and women with dependent children. A review of 2015-17
National Child Abuse and Neglect Data System (NCANDS) data from other participating states
show that the prevalence of child victims with the alcohol abuse caregiver increased from 10.6 to
12.1 (range 2.0-49.3) percent and those with the drug abuse caregiver increased from 27.1 to
30.8 (range 2.3-66.7). Illinois is yet to provide data on substance exposed infants to NCANDS
and the exact burden is unknown. According to the Adoption and Foster Care Analysis and
Reporting System (AFCARS) data, parental substance use as a reason for child welfare
involvement almost doubled from 18% to 35% between 2000 and 2016 and had the largest
increase among all reasons for child removal.
Therefore, it is not surprising that the prevalence of substance use in pregnancy is
underestimated in spite of using validated screening instruments like the 4P's Plus (Chasnoff et
al., 2005). CAPTA has required that all states have policies and procedures for safe care in place
to meet the needs of substance-exposed infants since 2003. However, stigma and fear of drug
enforcement policies remain as significant barriers for pregnant women to report use or seek
treatment. For example, in the 4P’s Plus® assessments completed in Illinois between 2012 and
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2019, 32% of 530 women screened had a positive result. While 60% of brief interventions
(n=131) were accepted, the acceptance rates of referrals were only 28% overall (n=153), 14% for
SUD treatment (n=14), 22% for tobacco cessation (n=41), and 43% for mental health (n=74).
The Comprehensive Addiction and Recovery Act (CARA) introduced in 2016 led to the removal
of the term “illegal” substance abuse from the description and now requires that plans of safe
care address the needs of both infants and their caretakers. It is important to note that Illinois has
introduced two laws to address the OUD problem: 1) allow naloxone administration by nonmedical persons to prevent an opioid/heroin overdose death (2010: Illinois Public Act 096-0361);
and 2) prevent charging or the prosecution of overdose victims or those providing emergency
medical assistance to them (2012: Illinois Public Act 097-0687). While these laws are meant to
remove legal hurdles to providing treatment, similar measures may also have to be taken to
address concerns of pregnant women and women with dependent children to improve estimation
of substance use problem and treatment utilization.

Activities to Strengthen Capacity
The IDHS Division of Substance Use Prevention and Recovery (SUPR) developed several major
initiatives to meet the OUD treatment needs of pregnant women and women with children, listed
below.
1. Pregnant women are a priority population for opioid treatment providers (OTPs). OTPs are
required to either provide prenatal care and other gender-specific services to pregnant women
without any consideration to their payment ability or program capacity, or to provide
appropriate referrals.
2. Through the Drug Overdose Prevention Program (DOPP), IDHS/SUPR provided training for
naloxone administration and helped with access to naloxone. There were 70 overdose
prevention programs, 1,195 program sites, and 28,832 first responders trained by this
program since 2014.
3. The 2016 Prescription Drug/Opioid Overdose (PDO) grant allowed coordinating entities in
Cook, Madison, St. Clair, DuPage, Lake and Will counties to obtain and distribute naloxone.
4. The Opioid State Targeted Response (STR) grant, awarded in 2017, allowed the expansion of
Overdose Education and Naloxone Distribution (OEND) to non-PDO grant counties. The
STR Grant program supported activities can be grouped into three broad categories: a)
prevention; b) treatment and recovery; and c) response through improved access to treatment.
As a result of this grant, services were provided to 7,215 individuals with OUD by mid-2018.
5. IDHS/SUPR supported the development of a new Pregnant and Postpartum Women with
OUD (PPW-OUD) pilot program that provides family-based services to pregnant and
postpartum women with OUD. Four of these pilot programs are located in Cook County and
one is in Madison/St. Clair Counties. They provide family-based treatment and recovery
support services, care coordination, and case management. They also conduct
developmentally appropriate screenings and other assessments and interventions, and build
social-emotional skills. Further, they provide access to Certified Doula Peer Recovery
Specialists. These programs can serve as an OTP or they can work with OTPs to improve
OUD services to pregnant and post-partum women.
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Collaboration with Other Needs Assessments
Introduction and Background
An important HRSA requirement of the NA was communicating and coordinating with the other
state agencies and organizations that have state and federal NA requirements as well. In Illinois,
these NAs were conducted by different state agencies. The Title V Maternal and Child Health
(MCH) Block Grant NA was conducted by IDPH. The Head Start NA was conducted by the
Illinois Head Start Association. The Child Abuse Prevention and Treatment Act (CAPTA) NA
was conducted by the Department of Children and Family Services (DCFS). The MIECHV NA
team interacted and collaborated with each group to discuss their work plans and crossreferenced the multiple NAs to develop a more in-depth understanding of commonalities and
unique aspects of the target populations, locations, services, and needs. Additionally,
representatives from all other NAs were members of the MIECHV NA Advisory
Committee. A description of each NA as well as collaboration efforts by the Illinois
MIECHV NA team with each group are explicated below.

Title V MCH Block Grant Program Needs Assessment
The Title V Maternal and Child Health (MCH) Services Block Grant Program focuses on five
key areas: Maternal and Women’s Health, Perinatal and Infant Health, Child Health, Adolescent
Health, and Children with Special Health Care Needs. Illinois Title V conducts a NA every five
years and one is nearly completed. IDPH, the Division of Specialized Care for Children (DSCC),
and the research team from University of Illinois at Chicago Center of Excellence in Maternal
and Child Health, are conducting the 2020 Illinois Title V NA. Advisory Council members and
expert panel members for the Title V NA comprise approximately 20 experts from state agencies
and more than 30 experts from external organizations. The Title V NA addresses the current
needs of families and capacity to address those needs. Both quantitative and qualitative methods
are being used by Title V to assess need and capacity. Surveys assessed workforce development
needs and the needs of Children with Special Health Care Needs (CSHCN) and their Families
(2019 DSCC Family Survey). A systems analysis is being used to identify successes, barriers,
MCH workforce shortages, and gaps. Key informant interviews and focus groups were also
conducted. Title V intends to develop and rank priorities for the next five years based on findings
from the data and feedback from families, and will establish measures to monitor progress.

Head Start Needs Assessment
The Illinois Head Start State Collaboration Office (HSSCO), located in the IDHS, and the
Illinois Head Start Association (IHSA), work towards building a robust early childhood system
that results in healthy parent and child development and increased school readiness of children.
In 2019, Head Start grantee agencies were invited to participate in a web-based Collaboration
Needs Assessment Survey to share successes, challenges, collaborations, resource needs, and
opportunities for improvement between Head Start agencies and other state and community
organizations. The primary goal of the Head Start NA is to assess grantees’ work across
communities in terms of collaboration, meeting standards, alignment of curriculum and
assessments, and integration of Head Start Learning Standards and Illinois Early Learning
standards. A major part of the NA is to gather data to assist Head Start programs in improving
their linkages to childcare resources, transitions to school and school readiness, and working
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with children with disabilities. Head Start agencies were asked to respond to questions about
collaborations with childcare programs as well as HV programs. Key issues reported by the field
included continued support and enhancement of professional development activities and working
with essential health, education, and social services agencies. These partnering relationships
included school districts, public health, child welfare, food pantries, homelessness services, and
mental health services, which continue to be serious challenges for families. Common barriers
reported in the Head Start NA that align with the MIECHV NA are staff vacancies and turnover,
low pay, multiple assessment systems, competition for children and families, retaining hard-toreach families, and lack of services (e.g., dental, transportation, mental health). These barriers
appear to be more challenging in the rural parts of the state. Head Start, specifically Early Head
Start, is key partner in Illinois HV systems and programs, sharing many of the same successes
and challenges.

CAPTA Needs Assessment
The Illinois Department of Children and Family Services (DCFS) is the designated agency in
Illinois that works towards preventing child abuse and neglect by providing early intervention,
permanency, strengthening and supporting families to provide safe environments for their
children, and supporting community prevention activities. The Child Abuse Prevention and
Treatment Act (CAPTA) NA was conducted by DCFS and reported in the 2019 Annual Progress
and Services Report (APSR) and Addendum E. There were 20 provider agencies in Illinois
funded by DCFS under CAPTA that addressed one or more of the 14 system-improvement
categories as required under section 106(b)(1)(C)(ii). DCFS also supports four statewide Citizen
Review Panels (CRPs): Child and Family Advisory Council, Child Death Review Teams,
Children’s Justice Task Force, and Statewide Citizen Committee on Child Abuse and Neglect. In
addition, 23 agencies receiving Community-Based Child Abuse Prevention (CBCAP) Grant
funds work towards primary and secondary prevention of child abuse and neglect through a
variety of activities. Since early childhood is one of the most prevalent age groups for child
abuse, with their NA, DCFS aimed to increase sensitivity of their assessment system with a goal
to decrease the number of children in substitute care from 16,000 to 10,000 in the next few years.

Collaboration and Use of Other Statewide Needs Assessments
MIECHV’s NA crossed over and intersected with each of the above state agencies and
organizations conducing NAs. Over the 18 months of planning and conducting the MIECHV
NA, the NA team, with assistance from GOECD, contacted and worked with each cognizant
agency (Title V Maternal Child Health Services Block Grant, Illinois Head Start, and DCFS
Child Abuse Prevention and Treatment Act) conducting a NA. The purposes of this collaboration
were to learn about, gain access to, examine details of, and integrate information from each NA
with the MIECHV NA. This communication and integration ranged from participating in Title V
NA meetings, interviewing state agency leaders overseeing each respective NA, reviewing each
agency’s documents, and including home visiting questions on the Title V consumer survey.
IDPH’s Title V Block Grant NA was conducted concurrently with the MIECHV NA. As a result,
the two teams met seven times via conference calls to clarify roles, understand NA differences,
discuss work plans, share information, and exchange ideas regarding Illinois maternal and child
health and social needs. Additionally, the MIECHV NA team requested and received data from
IDPH to augment the Phase 1 simplified data provided by HRSA. The MIECHV NA team was
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fortunate that IDPH and their associates at the University of Illinois, SPH, Center for Excellence
in Maternal and Child Health are major partners in the Illinois Title V NA as well as provide
MIECHV NA grantees with technical assistance on the use of their HRSA-provided county-level
data. The meetings between the MIECHV NA team and the Title V NA team entailed discussing
the differences, similarities, and intersections between the two NA’s, identifying data needs and
sources, state partners, and local health departments that could assist each initiative. In fact,
IDPH’s Chief Epidemiologist participated in the Advisory Committee for the MIECHV NA.
Additionally, several members of the Title V team reviewed the MIECHV NA surveys and
provided feedback and insights. Similarly, the MIECHV NA team was invited by the IDPH NA
team to include a few questions regarding home visiting on their public consumer survey. The
working relationship between the Title V and MIECHV NA teams was both informative and
productive. Both entities gained a deeper knowledge of purpose, methods, and accomplishments
of their respective NAs.
The MIECHV NA partnership with the Head Start NA was a natural extension of the
collaboration of multiple key leaders already deeply engaged in Illinois HV efforts. These Head
Start leaders were already members of the HVTF and the MIECHV NA Advisory Committee.
They provided access and information regarding Early Head Start locations, programs, and data
sources. Delineating Head Start agencies and programs was somewhat challenging because Early
Head Start (home-based) and Early Head Start (center-based) was not easily differentiated in the
data sources. The Head Start leaders assisted the MIECHV NA team in differentiating these two
programs. Head Start leadership was particularly helpful at locating programs and leaders to
contact for key informant interviews, focus groups, and surveys.
The MIECHV NA team’s collaboration with DCFS, the Illinois child welfare agency that
oversees the CAPTA NA, was somewhat challenging because of the major leadership changes at
the agency. However, representatives from DCFS are members of the HVTF and worked
together to create the Illinois Pregnant and Parenting Youth in Care Home Visiting pilot (IPPYC-HV), an initiative that connects child welfare involved teen families to HV and attendant
services. The pilot included nine Healthy Families Illinois HV programs, and a recent mixedmethod evaluation conducted by Chapin Hall at the University of Chicago demonstrated
promising results. To take I-PPYC-HV to scale, the Erikson DCFS Early Childhood Project now
employs several Home Visiting Specialists to connect child welfare Intact Families to HV. This
project is supported by the PDG B-5 grant and is part of the state’s Family First Prevention
Services Act (FFPSA) prevention plan.
In summary, the processes and interactions that the MIECHV NA team has had with three state
agencies working across key issues and locations has improved the Illinois understanding of
maternal and child health issues, health and social systems and services, and identified potential
linkages and opportunities for synergy. The research team cross-referenced the multiple NAs to
develop a more in-depth understanding of commonalities and unique aspects of the target
populations, locations, services and needs. These relationships have the potential to continue to
expand and facilitate data and information sharing in the future.
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Summary: Major Findings, Strengths, Areas for
Improvement, Future Directions, and Limitations
Illinois conducted a statewide comprehensive NA of communities with concentrations of risk
factors and in need of HV and ancillary services, along with capacity, quality, and readiness to
expand services in high-need and low-capacity communities. The multi-level, multi-method NA
targeted Illinois’ major HV and health and human service systems and programs that included
leadership, infrastructure, state and community partners, early childhood collaboratives, CI, and
HV program managers and service providers. Data collection methods and analyses for assessing
community risk included an array of state and national systems of indicators from census,
education, public health, law enforcement and others. The state program and services
information employed quantitative and qualitative data sources derived from administrative
systems, key informant interviews, focus groups of home visitors and program participants, and
surveys of HV program managers/supervisors, home visitors, CI and early childhood
collaborative staff.

Overall Summary
Fifty-two Illinois counties were identified as at-risk; 26 using data provided by HRSA as part of
the Phase 1 simplified method and another 26 in Phase 2 using additional indicators and subcounty data provided by Illinois local data sources. Building on the risk data to provide an
analysis of counties by risk, number of eligible children for HV programs, and capacity of
existing HV programs, each county was classified into six broad categories to characterize the
risk/need/capacity relationship. Among the 52 high risk counties, 20 were identified with high
need and low capacity (i.e., mostly unserved), 21 were identified with high need and low to
moderate capacity (i.e., largest counties with sizable HV service gaps), and 11 were identified as
high need and high capacity (i.e., approaching full capacity). In addition to categorizing the high
risk counties, the same process was applied to low risk Illinois counties. This information
provides stakeholders and advocates with a broad framework for understanding HV programs in
a large, complex state with extraordinary variation between urban, suburban, medium and small
cities and towns, and vast spaces of farmland and rural areas. This framework can be updated,
reclassified, and expanded as additional information and data are identified that will capture the
ever-changing socio-demographics of the state.

Limitations
Several notable challenges were encountered while conducting this statewide NA that resulted in
data limitations. These include:


A list of all agency locations that deliver HV services in Illinois was not readily available
from the HVTF, funders, or model developers. The NA team spent nine months gathering
this list, and due to the multiple data sources and formats, it has limitations. Most
notably, although the final list contains all of the agencies that we received from the
sources, we know it does not contain all HV agencies in Illinois. The lists received from
the sources are from varying time frames, including FY18, FY19, and FY20. Some
information (e.g., families served, child slots, number of home visitors) are missing if it
was not part of the source file. Some agencies may be duplicated if they were part of
multiple source files and we could not match them with the information provided.
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The risk assessment was done using county-level estimates for most indicators, due to
lack of sub-county data or a high level of suppression in the sub-county data to protect
confidentiality. The lack of data at the sub-county, community, or zip code areas was a
limitation, particularly when examining counties with large populations, such as Cook
and the Chicago collar counties. The large populations diluted the risk for several
indicators, and the lack of sub-county disaggregated data did not allow for a closer
examination of risk in terms of pockets of high risk in communities within these counties.



The NA team could not obtain county-level data for the following newly proposed
priority population categories recommended by Illinois Access Committee - All Families
Served Subcommittee: homelessness, disabilities, migrant or seasonal workers, facing
barriers based on culture, language, and religion, parent or legal guardian with a
disability, with refugee or asylum status, and facing barriers due to immigration status.



The NA team examined the racial and ethnic breakdown of data when available for the
risk indicators. However, data on race and ethnicity were not readily available. While the
overall estimates for a county may indicate that there is no risk, the BIPOC in such
counties may have higher prevalence of risk indicators. If racial/ethnic data are not
included, it is because these data are either not available, are incomplete, or unreliable.

The majority of data for the NA, with the exception of survey data, were collected before the
COVID-19 pandemic occurred in March 2020. COVID-19 resulted in unprecedented impacts on
numerous indicators used to assess risk for the NA, such as unemployment, food insecurity,
substance use, and domestic violence. The adverse impact of COVID-19 is not reflected in the
data reported for the NA.

Major Findings
Interpretation of the 2020 NA may be best understood in relationship to the 2010 NA conducted
by Chapin Hall, University of Chicago. Although the 2010 NA was conducted ten years ago in a
different time and context for the HV landscape, both nationally and statewide, it may be helpful
as a framework to reflect on issues that have improved or continue to challenge Illinois.

Illinois’ Most Clear and Compelling System and Service Strengths
1. The most compelling and consistent message derived from the voices of families
receiving Illinois HV services, is how important, powerful, and effective home visitors
were in influencing and impacting their lives. The information was shared by participants
in focus groups who described home visitors as lifesavers, mentors, friends, sisters,
teachers, rock stars, counselors, supports, confidants, and numerous other descriptors that
reflected their relationship with the home visitors and the impact HV had on their lives.
2. Illinois’ Early Learning Council and Home Visiting Task Force continue to champion
and succeed at advocating for new resources, expanding HV capacity and quality, and
supporting services with CIs, ECCs, and partnerships with DCFS, Early Intervention, and
other state programs and agencies.

43

3. Significant increases in HV services from the 2010 NA, nearly doubling availability to
approximately 20,000 HV slots, from both expansion in existing communities and new
communities. Illinois not only increased HV slots, but also expanded HV program
options with the addition of Family Connects and HIPPY programs. Several state
stakeholders believe providing families with HV program choices increases caregiver’s
agency or self-determination to participate in and complete programs.
4. The Early Childhood Children’s Mental Health Consultation Project is nearly fully
implemented, with the goal of providing every HV program with a regular consultant.
Program managers report that 83% regularly meet with a mental health consultant.
5. The public funders of home visiting (DHS, ISBE, Head Start, MIECHV, and the Chicago
DFSS) meet regularly and continue to make progress on aligning data, systems, and
procedures. In response to the COVID-19 pandemic, they came together to provide joint
guidance to the field.
6. CI continues to develop and expand in many of Illinois’ communities. CI has been
expanded from the original sites funded by MIECHV to include additional local
hospitals, health departments, and community-based agencies. The PDG B-5 grant
includes funding for expansion of CI in 2021.
7. Early Childhood Collaboratives (ECC) and Networks have improved linkages with HV
programs, and ECCs report further expansion through state and local funding. In fact,
ECC’s reported that nearly 90% of HV programs in their community are active partners
and share high quality information at their collaborative meetings. It should also be noted
that the 2010 NA recommended the development of a “robust network of local coalitions
to strengthen local capacity…”
8. HV programs report improved knowledge, communication, and relationships with Illinois
Early Intervention services and system to ensure families gain access to both types of
services if so desired.
9. HV has targeted priority populations, including initial efforts to address Pregnant and
Parenting Youth in Care, Home Visiting for Homeless Families, Universal Newborn
Support System - Family Connects, and Cook County Jail Healthy Moms and Babies
Initiative.
10. The major funders of Illinois home visiting centralize HV professional development
through the Ounce of Prevention Fund (OPF). Significant professional development and
training efforts continue to focus on special topics that include trauma, substance use
disorders, domestic violence, breastfeeding, safe sleep, and depression. These special
topics are addressed through partnerships with NTI Upstream (4P’s Plus®),
Northwestern University (Mothers and Babies), SIDS Illinois, and others.
11. As acknowledged in 2010, Illinois’ diversity continues to expand both within and outside
Chicago metropolitan areas. Illinois now has several BIPOC-majority communities and
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many downstate communities report increasing numbers of BIPOC workers in agriculture
and farming. It should be noted that although Illinois has a significant number of HV
program managers and home visitors who are bilingual, the need will continue to grow as
new refugees and immigrants move to Illinois. These priority populations may be hesitant
to participate in HV programs because of communication barriers or the lack of trust with
HV based on the perception that it is a government agency.

Illinois’ Opportunities for Improvements
1. The most emphatic and frequent challenges to Illinois’ HV programs and systems are
related to the workforce – pre-professional training and preparation, hiring,
qualifications, retention, pay, benefits, and opportunities for advancement. The most
compelling statements from home visitors were related to trying to live on a home visitor
salary, being eligible for food stamps, or “I could receive better pay from Amazon.”
Additionally, difficulties in finding and recruiting high-quality candidates, and preventing
home visitors from being recruited by other programs were also described. Supervisors
completing the Program Manager Survey reported that 97% have a bachelor’s or graduate
degree and home visitors completing the Home Visitor Survey reported that 71% have a
bachelor’s or graduate degree. It should also be noted that 45% of home visitors indicated
that salary and benefits would be the primary reasons they would leave the field. Of
course, HV leaders and funders are aware of these issues and have continued to study and
propose solutions.
2. Illinois HV funders, systems, and programs need to improve communication and
collaboration regarding basic program information – location, service areas, budgets,
number of home visitors, families served, and other important indicators. For example, it
appears Illinois lacks a comprehensive, complete, and regularly updated list of HV
programs and support services (e.g., CIs, ECCs, special need programs) that provides a
thorough understanding of the state of HV in Illinois. An annual or biannual report on the
state of HV may help initiate a template and process for converging disparate information
sources to assist the field to more thoroughly understand progress and assist key
stakeholders with advocacy efforts.
3. Illinois HV programs use at least seven models. Each HV model program has their own
databases, variables, indicators, and data reporting requirements. Even though the
majority of HV programs are publicly funded, only one administrative office was willing
and capable of providing de-identified, electronic data to the NA team. These data
systems were neither available nor adequate to wholly complete the HRSA NA for
program capacity and quality.
4. In reality, Illinois does not have a systematic way to assess program quality. Currently,
each public funder of HV uses unique program monitoring and quality assessment tools.
For example, MIECHV contracts with the Erikson Institute to use its cross-model HV
Program Quality Rating Tool with funded programs. . National program model offices
assess quality, but these once a year reports are inadequate to provide HV programs with
ongoing understanding of the quality of their program functioning, whether they are
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attaining short-term or process goals and objectives, and cannot provide timely data for
making mid-course corrections or program improvements.
5. Illinois lacks consistent and comprehensive access to sub-county data indicators for
understanding community risk factors and HV needs for communities below the county
level. Because Illinois has many large counties, particularly Cook and Chicagoland,
localities with higher concentrations of risks are homogenized into communities with low
numbers of risk factors and affluence. Information and data delineating health disparities
are not readily available at a disaggregated level.
6. Illinois is committed to a racially equitable society that values and embraces all
racial/ethnic identities, and has adopted racial equity principles and standards of practice.
Illinois, however, lacks access to consistent and complete data on race and ethnicity.
Without this information, disparities between racial and ethnic groups cannot be
disaggregated, analyzed, and acted upon.
7. Program quality and improvement is primarily conducted as program compliance and
quality assurance. Only MIECHV funded programs are required to fully engage in
continuous quality improvement as recommended and required by HRSA and other
human service professional development organizations.
8. Illinois leadership should build consensus for common core process and outcome
indicators, and commit Illinois publicly-funded HV programs to incrementally build
these indicators into their programs. These data should be made available to program and
policy stakeholders, program developers, and interested citizens.
9. These core indicators, described above, should be collected through a single online data
system and/or the development of an electronic bridge that will link program-specific
data from program model indicators to Illinois’ common core indicator system.
10. The Illinois Early Learning Council and Home Visiting Task Force have forged
professional and collaborative relationships with many state agencies and organizations DCFS, ISBE, IDHS, DFSS- Chicago, Head Start, Child Care Resource and Referral
agencies, program models and several others. However, key informants and home visitors
report the need for improved engagement and relationships with state and local healthcare
providers, substance use disorder agency staff, mental health agency staff, immigrant and
refugee services and programs that provide caregivers basic need services (e.g., housing,
food, and clothing) to ensure access to a full continuum of services and basic living needs
and supplies. There are opportunities to deepen the partnership with DCFS programs
such as Intact Recovery Services and the Safe Babies Court. The partnership with the
Department of Healthcare and Family Services (HFS) needs to continue to be cultivated
and expanded to include HV as a key component of managed care and a resource for
Medicaid funding. The Home Visiting Task Force’s Sustainability Subcommittee is
working on this and related topics.
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11. The NA has reported at multiple levels that families and communities are not fully aware
or understand the benefits of HV programs. This lack of awareness is likely attributable
to multiple factors ranging from HV as a relatively new service in many communities,
lack of connections with health care providers and hospitals, the confidential and
somewhat invisible nature of service provision, and harried life of new young families.
HV state and community infrastructure needs to build on existing methods and strategies
for outreach and consider other channels to reach and recruit young families.
12. Key stakeholders and home visitors noted the lack of bilingual staff as a common barrier
and reason for creation of waiting lists. While Illinois has a significant number of HV
program managers and home visitors who are bilingual, additional staff fluent in a second
language are needed to make HV accessible to families whose primary language is other
than English. Beyond Spanish, language needs include Arabic, French, Hindi,
Vietnamese and ASL.
13. Explore the benefits and use of virtual home visits – Investigating and exploring how the
recent use of virtual home visits in response to the COVID-19 pandemic, supported
children and families, may provide new methodologies for delivering HV with a blend of
in-person and virtual to increase the state’s capacity to serve families in hard to reach
geographic areas.

Future Directions for Illinois Home Visiting


Funder coordination and communication – Major funders of home visiting in Illinois
(IDHS, ISBE, and MIECHV) must continue to coordinate and collaborate to ensure that
all key stakeholders (i.e., infant mental health, early intervention, DCFS, public health,
child welfare, homeless services, pilot projects, etc.) are part of the home visiting
conversation.



Elevate home visitor salaries and profession – There is a strong need to increase home
visitor salaries. Coupled with increased salaries, is the need to professionalize home
visiting by supporting workforce development, advancement opportunities, and providing
benefits to home visitors.



Coordination of HV funding and expansion – Illinois HV would benefit from
maintaining an accurate map of every HV service area, where families are served,
number of home visiting staff, and how many families are on caseloads. This would assist
with understanding how best to utilize services, avoid duplication of services, avoid
highly concentrated service areas, and identify underserved areas. Cross-funder
collaboration in this manner would assist with not putting programs in the same
communities and “address the struggle to get a clear approach to expansion.”



Better attention to HV quality – There is a need to measure and monitor the quality of
HV in the state. Each funder uses a different way to monitor quality. The state needs to
adopt a quality monitoring system and tools that are implemented by all.



Focus on providing HV to underserved populations – An often-mentioned theme by
stakeholders was the need to address the underserved populations. These include
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immigrant and refugee communities, non-traditional families (i.e., grandma is primary
caregiver), teenage parents, etc.


Coordinate data requirements – Engage in efforts to coordinate data requirements
across funders and models. This begins with agreement on data requirements and the
outcomes we measure. Further, if there were a way to unify documentation systems or
create a statewide data system, it would facilitate the use of data more effectively to drive
decisions.



Stronger connections with health care – There should be stronger connections between
HV and the Illinois health care system. Continued efforts to collaborate between the
state’s health care and family services systems and HV are needed. For example, local
health departments cover the state and have a robust maternal and child health enterprise.
Capacity and resources would need to be identified, created, and/or expanded.



Cost model – Continue conversations and efforts around the cost model recently
developed for taking Mental Health Consultation to scale in every early childhood
system, including home visiting. Develop a stepwise approach in order to estimate the
funding, allocate the funding, and move forward.



Universal home visiting – Continue to explore and engage both the private and public
sectors in the expansion of universal HV programs. Several stakeholders identified
universal HV as part of the next generation of a core infrastructure for Illinois HV
programs. Universal HV, although not the same as an Illinois targeted HV program,
would provide an expansion of a supportive system for all newborns, children, and
families. One stakeholder articulated that universal newborn support serves as a “natural
coordinated intake” that allows early access to all families and initiates the trust building
process.



Explore the benefits and use of virtual home visits – Investigating how the recent use
of virtual home visits in Illinois during the COVID-19 pandemic can support children and
families, and whether this methodology can be blended with in-person visits to increase
the state’s capacity to serve families in hard to reach geographic areas.

Needs Assessment Dissemination
The completion and submission of the MIECHV statewide HV NA is an opportunity to pause,
reflect, and strategically advance the results to build on Illinois’ strengths and capacities, while
understanding the challenges and barriers to supply and support high quality, effective HV
services to all eligible families. Disseminating the NA report has already been initiated with the
Advisory Committee, a sub-group of the Illinois HVTF. Through continuous engagement and
meetings, the group was diligent in reviewing methods, survey questions, data sources, and
providing advice and suggestions to the NA team. At this time, the Advisory Group has already
received three presentations describing NA results.
Moving forward, GOECD and the NA team will build a comprehensive dissemination plan that
will involve meetings, conversations, and interpretation of the results. HRSA’s NA submission is
only a subset of information that has been gathered and summarized. Dissemination will
continue with outreach to state agencies leaders, HV programs, home visitors, policy makers,
training and technical support providers, and legislators. Potential audiences will also include the
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ELC and HVTF. It should be recognized that many of the Illinois HV issues described in the NA
report reflect well-known challenges that the ELC and HVTF have previously identified and are
ready to address. These issues range from home visitor salaries and turnover, data systems, and
linkages to primary care, mental health, and SUD services.
The COVID -19 health crisis has created and exacerbated challenges and problems for young
families. Crises issues are well documented for basic family needs with more homelessness, food
insecurity, unemployment, loss of health care benefits, lack of childcare, family trauma and
others. These problems were common with pre-COVID HV families, but it is likely that these
numbers have significantly increased for priority populations.
The ultimate value of the Illinois NA will be determined by how the information is used to assist
further development and improvements for HV systems and services. A final dissemination
channel will be GOECD’s and CPRD-University of Illinois’ web sites to make information
available to the public and to roll out key findings to communities through social media. Social
media may help to increase awareness of HV in local communities, reduce suspicions some
families have of HV, and share the voices and experiences of families in their own words.
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Appendix A.
Coordinated Intake Survey

MIECHV Needs Assessment Coordinated Intake Survey
Default Question Block

You are being invited to participate in a voluntary research study. The purpose of this study is to collect information about home visiting in Illinois.
Participating in this study will involve an online survey and your participation will last 20-30 minutes. We anticipate no risks related to this research
study; benefits related to this research are that your thoughts and opinions about home visiting in Illinois will be heard.
Project: MIECHV Needs Assessment
Principal Investigator Name and Title: Nancy Flowers, Director of Research Programs
Department and Institution: Center for Prevention Research and Development / University of Illinois
Contact Information: 217-333-3231 or nflowers@illinois.edu
Sponsor: Illinois Department of Human Services

_________________________________________________________________________________________________________________________________________________________________________________

Dear Survey Participant,

This online survey is part of the Illinois Maternal, Infant, and Early Childhood Home Visiting (MIECHV) statewide Needs Assessment. The survey is designed for individuals
who identify, assess, and refer families to home visiting services in Illinois communities. As part of a federally required statewide home visiting needs assessment, Illinois
is reaching out to all Illinois coordinated intake professionals to understand where, what and how home visiting programs are delivered across the state. Your input and
information are essential for continuing to develop and build on Illinois' highly regarded home visiting systems and programs. Please answer the following questions to the
best of your knowledge and understanding. There are no right or wrong answers to each question, but your responses should reflect your beliefs and experiences
with home visiting. We anticipate the survey should require approximately 20-30 minutes of your time.

Your survey will remain entirely confidential. It does not ask for your name, and your email address and computer IP address will not be collected. Individual survey responses
will not be reported. Survey responses will be reported only in a summarized fashion that does not identify any individual. The data results will be provided to the CPRD MIECHV
Needs Assessment team, and used in the Needs Assessment Report. The data will not be used for any other future purposes beyond the needs assessment.

In general, we will not tell anyone any information about you. When this research is discussed or published, no one will know that you were in the study. However, laws and
university rules might require us to disclose information about you. For example, if required by laws or University Policy, study information which identifies you and the consent

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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form signed by you may be seen or copied by the following people or groups:

·

The university committee and office that reviews and approves research studies, the Institutional Review Board (IRB) and Office for Protection of Research Subjects;
·
·

University and state auditors, and Departments of the university responsible for oversight of research;

Federal government regulatory agencies such as the Office of Human Research Protections in the Department of Health and Human Services

We anticipate that there are no risks involved in participation beyond those risks that exist in daily life, and that participation should not result in any distress. While your full
participation is appreciated, if you feel uncomfortable about answering any particular question, please skip to the next question.

Your participation in the survey is voluntary. Your decision to participate or not to participate will not in any way influence your future relations with CPRD, MIECHV or program
funders. If you do decide to participate, you may exit the survey and discontinue participation at any time.

After you finish filling out the survey, a separate link will take you to a page to enter your information to receive a $20 Amazon gift card. This page is not linked to
your survey responses.

The Center for Prevention Research and Development (CPRD) at the University of Illinois will be carrying out the survey. If you have any questions about the survey, and wish to
contact a staff person at the University of Illinois, please contact Nancy Flowers at 877-255-7078 (toll free) or email her at nflowers@illinois.edu. If you have any questions
about your rights as a participant in this study, please contact the University of Illinois at Urbana-Champaign Office for the Protection of Research Subjects at 217-333-2670
or via email at irb@illinois.edu.

“I have read and understand this consent document and voluntarily agree to participate.”
(If you want a copy of this document for your records, please print a paper copy now.)
Please click the link below to consent and begin the survey.

Thank you for your participation!

I Consent

Block 1

Coordinated Intake Survey
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Welcome to the Coordinated Intake Survey! Coordinated Intake (CI) plays a critical role in the identification of eligible families, assessment of needs, and the processing of referrals of
caregivers/families to best-fit home visiting and other support services. As part of the statewide needs assessment, Illinois is interested in understanding the locations, roles and practices

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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of CI within the communities that home visiting is provided. Please answer the following questions to the best of your knowledge and write in additional comments in the space provided. If
you do not know the answer, you can skip to the next question. To thank you for your time, you will receive a $20 Amazon gift card after submitting your survey.

County1
1. Please Select the county that your office within your agency/organization is located in:

2. Please select the name-location of your office:

If you chose other, what is the name and location of your office?

2a. Name
2b. City
2c. Zip Code
3. Which program model(s) does your agency/organization currently refer families to? (Mark all that apply)
Parents as Teachers
Healthy Families Illinois
Early Head Start
Nurse Family Partnership
Baby Talk
Family Connects
Home Instruction for Parents of Preschool Youngsters (HIPPY)
Family Spirit
Other (please specify)
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4. How would you best describe your position conducting coordinated intake (CI) in the communities you serve?
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Full-time CI paid position
Part time CI paid position
Part-time CI paid and part-time other position
Other (please specify)

5. What are your service area zip codes? (Please list all)

6. If you are not certain of zip codes, what is your geographic service area or the community (ies) where most of your families live? (e.g., county, city)

7. What percentage of families that you serve are immigrants/refugees?
0-10%
11-20%
21-30%
31-40%
41-50%
More than 50%
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8. Please list the home visiting agencies/organizations (and associated home visiting programs) you refer families to in the community (ies) you serve.
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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9. Are you housed in a home visiting agency?
Yes
No

10. How would you rate the amount of CI time you spend on the following tasks? (Must total 100%)
Recruitment, and engagement of families for home visiting referrals

0

Recruitment, and engagement of home visiting program partners for referrals

0

Conducting screenings and assessments for eligibility for home visiting services

0

Connecting families to other services (besides home visiting) through referrals

0

Conducting meetings with collaborative partners

0

Data entry/Service tracking (processing referrals, sharing referrals, following up on referral status)

0

Other choice (please specify)

0

0

Total

11. How would you rate your confidence in the following CI skills and practices?
Not at all
confident

Slightly confident

Moderately
confident

Very confident
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Not at all
confident

Slightly confident

Moderately
confident

Very confident

1. Family engagement
and facilitation skills
that include trust
building, respectful
communication,
motivational
interviewing, cultural
awareness.
2. CI assessment skills
(screening for eligibility
and referrals).
3. Working knowledge
(e.g., people,
organizations, locations,
etc.) of most
community-based
services and resources
in my community for
home visiting and other
referrals.
4. Preparing, organizing
and facilitating
community meetings.
5. Knowledge of
caseload capacity
requirements of each
home visiting program
(to fill caseloads).
6. Have “elevator
speeches” that convey
the benefits of home
visiting programs, to
promote home visiting
to eligible families and
to the overall
community.
7. Ability to design and
develop promotional
materials such as
brochures, flyers,
infographics, press
releases, social media
posts, radio and TV
spots.
8. Basic knowledge of
child development,
maternal child health,
parenting skills, etc.
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Not at all
confident

Slightly confident

Moderately
confident

Very confident

9. Comprehensive
knowledge of the home
visiting models and best
practices offered in my
community.
10. Presentation skills to
promote home visiting
services to different
groups such as social
service staff, medical
providers, Advisory
Board members.
11. How to display and
share data with partners
and the community.
12. How to develop a
Continuous Quality
Improvement (CQI)
plan to improve CI
processes.
13. Team building and
strengthening
collaboration with
community
organizations.

12. Please select the top 5 health, education, or related social services listed below that you refer families to: (Enter 1,2,3,4,5 in the boxes to indicate
your choices.)
Mental health counseling and treatment programs
Substance Use Disorder counseling and treatment programs
Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services– women and children
Employment or career planning agencies
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Immigrant/refugee services
Primary care physician
Homelessness shelter
Department of Children and Family Services (DCFS)
Public Health – Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Oral health
Hospitals
Health clinics/Federally Qualified Health Center (FQHC)
Maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.)
Other (please specify)

13. How long do families usually have to wait, if at all, for the following services?
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No waiting
list for this
service

Less than 1
week

More than
one week
but less
than 1
month

A month or
more

Home visiting
Head Start/Early Head Start
Early Intervention
Public Health – WIC, Family Case Management
Child care programs
Other (please specify)

14. When you receive a referral from a community agency, how much time, on average, does it typically take you to connect with a family to refer them
to a specific home visiting program?
1-3 days
4-7 days
Less than 2 weeks
2-4 weeks
More than 1 month

15. Overall, how would you rate the accessibility (i.e., sufficient capacity and ease of access)
of the following services in your community?

Not familiar or
service does
not exist in
our
community

Lacking

Adequate

Very Good

1. Mental Health counseling and
treatment programs
2. Substance Use Disorder counseling and
treatment programs

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Not familiar or
service does
not exist in
our
community

Lacking

Adequate

Very Good

3. Early Intervention/Special Education
programs
4. Food pantry or assistance
5. Domestic violence shelter or services–
women and children
6. Employment or career planning
agencies
7. Education – high school, technical or
college
8. Immigrant/refugee services
9. Primary care physician
10. Homelessness shelter
11. Department of Children and Family
Services (DCFS)
12. Public Health – Family Case
Management
13. Women, Infants, Children (WIC)
14. Child care programs
15. School district
16. Oral health
17. Hospitals
18. Health clinics
19. Maternal assistance (e.g., cribs,
clothing, baby items, car seats, etc.)
20. Other

16. When a caregiver/family chooses to be referred to or enrolled in a home visiting
program, how much of an influence do each of the following factors have on that decision?
No influence

Not much
influence

Some influence

A lot of influence

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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No influence

Not much
influence

Some influence

A lot of influence

1. Caregivers/family
members understand
the benefits to their
family
2. Home visiting is
voluntary
3. Home visiting
services are free
4. Home visitors come
to the
caregiver’s/family’s
home
5. Home visiting can
assist families in
accessing other needed
services (e.g., medical
care, EI, etc.)
6. Services are offered
in family’s primary
language

17.When a caregiver/family chooses NOT to participate in a home visiting program, how
much of an influence do each of the following factors have in their decision to decline?

No influence

Not much
influence

Some influence

A lot of influence

1. Caregivers/families
do not understand the
goals and purposes of
home visiting
2. Home visiting
programs have a poor
reputation
3. Home visiting
programs are not
culturally
responsive/sensitive
4. Caregiver/family
cannot get into the
home visiting program
they desire
5. Caregiver/family is
too busy to participate
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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No influence

Not much
influence

Some influence

A lot of influence

6. Caregiver/family is
mistrustful of outsiders
coming into their home
7. Time commitment is
too long/burdensome
8. Family schedule (e.g.,
job, school, childcare)
does not allow for
participating during
normal business hours
(8-5 pm, weekdays)

18. What percentage of families that are assessed as eligible for home visiting services decline a referral to home visiting?
0-10%
11-20%
21-30%
31-40%
41-50%
More than 50%

19. Please list the top five locations (or events) where you recruit or conduct outreach to find participants for local home visiting programs (e.g., WIC
clinic, health fair, screening event, health clinic or hospital).

1.
2.
3.
4.
5.
20. How many community collaborative or interagency meetings do you attend every month?
None
1-2
3-4
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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5-6
7 or more meetings per month

21. How often, based on an intake assessment, are you able to match the needs of the family with the strengths and/or specializations of specific home
visiting programs (models) in your community?
Never
Hardly ever
Sometimes
Most of the time
Always

22. How difficult is it in your community to ensure a full caseload for the home visiting programs you serve?
Not at all difficult
Somewhat difficult
Frequently difficult
Always difficult

23. How would you rate the following barriers, if at all, for filling home visiting caseloads?
Not at all a
barrier

Minor
barrier

Moderate
barrier

Significant
barrier

1. Home visitor position vacancies
2. Not enough eligible families to refer
3. Families referred decline services once
contacted by home visitor
4. Families fear letting agency staff into
their homes for visits
5. Other (please specify)
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24. How significant are each of the following barriers when it comes to collaborating among
home visiting programs in your service area?
Not at all a
barrier

Minor barrier

Moderate
barrier

Significant
barrier

1. Competition to keep slots full
2. Communication barriers
3. Different funding streams
4. Staff turnover
5. Duplicate enrollment (e.g. enrolling in
2 home visiting programs)
6. Lack of trust
7. Other (please specify)

25. Please list three suggestions to improve the quality of Coordinated Intake in your community.

26. What is your current position in the organization for which you currently work? (Mark all that apply.)
Supervisor/Manager
Director
Home visiting staff member
Collaborative/Coalition/Network Coordinator
Coordinated Intake
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County 1
1. Please Select the county that your office within your agency/organization is located in:

2. Please select the name-location of your office:

If you chose other, what is the name and location of your office?

2a. Name
2b. City
2c. Zip Code
3. Which program model(s) does your agency/organization currently refer families to? (Mark all that apply)
Parents as Teachers
Healthy Families Illinois
Early Head Start
Nurse Family Partnership
Baby Talk
Family Connects
Home Instruction for Parents of Preschool Youngsters (HIPPY)
Family Spirit
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4. How would you best describe your position conducting coordinated intake (CI) in the communities you serve?
Full-time CI paid position
Part time CI paid position
Part-time CI paid and part-time other position
Other (please specify)

5. What are your service area zip codes? (Please list all)

6. If you are not certain of zip codes, what is your geographic service area or the community (ies) where most of your families live? (e.g., county, city)

7. What percentage of families that you serve are immigrants/refugees?
0-10%
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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21-30%
31-40%
41-50%
More than 50%

8. Please list the home visiting agencies/organizations (and associated home visiting programs) you refer families to in the community (ies) you serve.

9. Are you housed in a home visiting agency?
Yes
No

10. How would you rate the amount of CI time you spend on the following tasks? (Must total 100%)
Recruitment, and engagement of families for home visiting referrals

0

Recruitment, and engagement of home visiting program partners for referrals

0

Conducting screenings and assessments for eligibility for home visiting services

0

Connecting families to other services (besides home visiting) through referrals

0

Conducting meetings with collaborative partners

0

Data entry/Service tracking (processing referrals, sharing referrals, following up on referral status)

0

Other choice (please specify)

0
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0

Total

11. How would you rate your confidence in the following CI skills and practices?
Not at all
confident

Slightly confident

Moderately
confident

Very confident

1. Family engagement
and facilitation skills
that include trust
building, respectful
communication,
motivational
interviewing, cultural
awareness.
2. CI assessment skills
(screening for eligibility
and referrals).
3. Working knowledge
(e.g., people,
organizations, locations,
etc.) of most
community-based
services and resources
in my community for
home visiting and other
referrals.
4. Preparing, organizing
and facilitating
community meetings.
5. Knowledge of
caseload capacity
requirements of each
home visiting program
(to fill caseloads).
6. Have “elevator
speeches” that convey
the benefits of home
visiting programs, to
promote home visiting
to eligible families and
to the overall
community.
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Not at all
confident

Slightly confident

Moderately
confident

Very confident

7. Ability to design and
develop promotional
materials such as
brochures, flyers,
infographics, press
releases, social media
posts, radio and TV
spots.
8. Basic knowledge of
child development,
maternal child health,
parenting skills, etc.
9. Comprehensive
knowledge of the home
visiting models and best
practices offered in my
community.
10. Presentation skills to
promote home visiting
services to different
groups such as social
service staff, medical
providers, Advisory
Board members.
11. How to display and
share data with partners
and the community.
12. How to develop a
Continuous Quality
Improvement (CQI)
plan to improve CI
processes.
13. Team building and
strengthening
collaboration with
community
organizations.

12. Please select the top 5 health, education, or related social services listed below that you refer families to: (Enter 1,2,3,4,5 in the boxes to indicate
your choices.)
Mental health counseling and treatment programs
Substance Use Disorder counseling and treatment programs
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Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services– women and children
Employment or career planning agencies
Education – high school, technical or college
Immigrant/refugee services
Primary care physician
Homelessness shelter
Department of Children and Family Services (DCFS)
Public Health – Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Oral health
Hospitals
Health clinics/Federally Qualified Health Center (FQHC)
Maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.)
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Other (please specify)

13. How long do families usually have to wait, if at all, for the following services?

No waiting
list for this
service

Less than 1
week

More than
one week
but less
than 1
month

A month or
more

Home visiting
Head Start/Early Head Start
Early Intervention
Public Health – WIC, Family Case Management
Child care programs
Other (please specify)

14. When you receive a referral from a community agency, how much time, on average, does it typically take you to connect with a family to refer them
to a specific home visiting program?
1-3 days
4-7 days
Less than 2 weeks
2-4 weeks
More than 1 month

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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15. Overall, how would you rate the accessibility (i.e., sufficient capacity and ease of access)
of the following services in your community?

Not familiar or
service does
not exist in
our
community

Lacking

Adequate

Very Good

1. Mental Health counseling and
treatment programs
2. Substance Use Disorder counseling and
treatment programs
3. Early Intervention/Special Education
programs
4. Food pantry or assistance
5. Domestic violence shelter or services–
women and children
6. Employment or career planning
agencies
7. Education – high school, technical or
college
8. Immigrant/refugee services
9. Primary care physician
10. Homelessness shelter
11. Department of Children and Family
Services (DCFS)
12. Public Health – Family Case
Management
13. Women, Infants, Children (WIC)
14. Child care programs
15. School district
16. Oral health
17. Hospitals
18. Health clinics
19. Maternal assistance (e.g., cribs,
clothing, baby items, car seats, etc.)
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Not familiar or
service does
not exist in
our
community

Lacking

Adequate

Very Good

20. Other

16. When a caregiver/family chooses to be referred to or enrolled in a home visiting
program, how much of an influence do each of the following factors have on that decision?
No influence

Not much
influence

Some influence

A lot of influence

1. Caregivers/family
members understand
the benefits to their
family
2. Home visiting is
voluntary
3. Home visiting
services are free
4. Home visitors come
to the
caregiver’s/family’s
home
5. Home visiting can
assist families in
accessing other needed
services (e.g., medical
care, EI, etc.)
6. Services are offered
in family’s primary
language

17.When a caregiver/family chooses NOT to participate in a home visiting program, how
much of an influence do each of the following factors have in their decision to decline?

No influence

Not much
influence

Some influence

A lot of influence

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

77

Appendix A.
Coordinated Intake Survey
No influence

Not much
influence

Some influence

A lot of influence

1. Caregivers/families
do not understand the
goals and purposes of
home visiting
2. Home visiting
programs have a poor
reputation
3. Home visiting
programs are not
culturally
responsive/sensitive
4. Caregiver/family
cannot get into the
home visiting program
they desire
5. Caregiver/family is
too busy to participate
6. Caregiver/family is
mistrustful of outsiders
coming into their home
7. Time commitment is
too long/burdensome
8. Family schedule (e.g.,
job, school, childcare)
does not allow for
participating during
normal business hours
(8-5 pm, weekdays)

18. What percentage of families that are assessed as eligible for home visiting services decline a referral to home visiting?
0-10%
11-20%
21-30%
31-40%
41-50%
More than 50%

19. Please list the top five locations (or events) where you recruit or conduct outreach to find participants for local home visiting programs (e.g., WIC
clinic, health fair, screening event, health clinic or hospital).
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1.
2.
3.
4.
5.
20. How many community collaborative or interagency meetings do you attend every month?
None
1-2
3-4
5-6
7 or more meetings per month

21. How often, based on an intake assessment, are you able to match the needs of the family with the strengths and/or specializations of specific home
visiting programs (models) in your community?
Never
Hardly ever
Sometimes
Most of the time
Always

22. How difficult is it in your community to ensure a full caseload for the home visiting programs you serve?
Not at all difficult
Somewhat difficult
Frequently difficult
Always difficult

23. How would you rate the following barriers, if at all, for filling home visiting caseloads?
Not at all a
barrier

Minor
barrier

Moderate
barrier

Significant
barrier
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Not at all a
barrier

Minor
barrier

Moderate
barrier

Significant
barrier

1. Home visitor position vacancies
2. Not enough eligible families to refer
3. Families referred decline services once
contacted by home visitor
4. Families fear letting agency staff into
their homes for visits
5. Other (please specify)

24. How significant are each of the following barriers when it comes to collaborating among
home visiting programs in your service area?
Not at all a
barrier

Minor barrier

Moderate
barrier

Significant
barrier

1. Competition to keep slots full
2. Communication barriers
3. Different funding streams
4. Staff turnover
5. Duplicate enrollment (e.g. enrolling in
2 home visiting programs)
6. Lack of trust
7. Other (please specify)

25. Please list three suggestions to improve the quality of Coordinated Intake in your community.
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26. What is your current position in the organization for which you currently work? (Mark all that apply.)
Supervisor/Manager
Director
Home visiting staff member
Collaborative/Coalition/Network Coordinator
Coordinated Intake

Other (please specify)

demographics
27. What is your gender identity:
Female
Male
Other
Prefer not to answer

28. Highest level of education completed:
Some high school
High School Diploma/GED
Associate’s Degree/some college
Bachelor’s degree

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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29. What is the concentration area of your degree?
Early Childhood
Nursing
Social Work
Psychology
Public Health
Education
Other (please specify)

30. Do you have any home visiting or early childhood credentials or certifications? (e.g. Early Childhood Education, LPN, LSW) (please list)

31. How long have you been in this current position?
Less than a year
1-2 years
3-5 years
6-9 years
10 or more years

32. What is your age?

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_2hGsxYq0KcX6cBL&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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33. Ethnicity – Please select one:
Hispanic or Latino
Not Hispanic or Latino

34. Race – Please select all that apply:
American Indian
Alaska Native
Asian
Black or African American
Native Hawaiian or Other Pacific Islander
White
Other (please specify)

35. Are you bi- or multi-lingual?
Yes (If yes, please list languages you speak:)

No

Block 4
To submit your survey, please click “Submit Survey” below.
Powered by Qualtrics
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MIECHV Needs Assessment
Early Childhood Collaborative Survey
Consent

Early Childhood Collaborative Survey Consent
You are being invited to participate in a voluntary research study. The purpose of this study is to collect
information about home visiting in Illinois. Participating in this study will involve an online survey and your
participation will last 20-30 minutes. We anticipate no risks related to this research study; benefits related to this
research are that your thoughts and opinions about home visiting in Illinois will be heard.
Project: MIECHV Needs Assessment
Principal Investigator Name and Title: Nancy Flowers, Director of Research Programs
Department and Institution: Center for Prevention Research and Development / University of Illinois
Contact Information: 217-333-3231 or nflowers@illinois.edu
Sponsor: Illinois Department of Human Services

Dear Survey Participant,
This online survey is part of the Illinois Maternal, Infant, and Early Childhood Home Visiting (MIECHV) statewide
Needs Assessment. The survey is designed for coordinators/leaders of early childhood collaboratives who work to
increase awareness of the needs of families for home visiting services in Illinois communities. As part of a
federally required statewide home visiting needs assessment, Illinois is reaching out to all Illinois collaboratives to
understand where, what and how home visiting programs are delivered across the state. Your input and
information are essential for continuing to develop and build on Illinois' highly regarded home visiting systems
and programs. Please answer the following questions to the best of your knowledge and understanding. There
are no right or wrong answers to each question, but your responses should reflect your beliefs and experiences
with home visiting. We anticipate the survey should require approximately 20-30 minutes of your time.
Your survey will remain entirely confidential. It does not ask for your name, and your email address and
computer IP address will not be collected. Individual survey responses will not be reported. Survey responses will
be reported only in a summarized fashion that does not identify any individual. The data results will be provided
to the CPRD MIECHV Needs Assessment team, and used in the Needs Assessment Report. The data will not be
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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used for any other future purposes beyond the needs assessment.
In general, we will not tell anyone any information about you. When this research is discussed or published, no
one will know that you were in the study. However, laws and university rules might require us to disclose
information about you. For example, if required by laws or University Policy, study information which identifies
you and the consent form signed by you may be seen or copied by the following people or groups:
The university committee and office that reviews and approves research studies, the Institutional Review Board
(IRB) and Office for Protection of Research Subjects;
University and state auditors, and Departments of the university responsible for oversight of research; Federal
government regulatory agencies such as the Office of Human Research Protections in the Department of Health
and Human Services
We anticipate that there are no risks involved in participation beyond those risks that exist in daily life, and that
participation should not result in any distress. While your full participation is appreciated, if you feel
uncomfortable about answering any particular question, please skip to the next question.
Your participation in the survey is voluntary. Your decision to participate or not to participate will not in any
way influence your future relations with CPRD, MIECHV or program funders. If you do decide to participate, you
may exit the survey and discontinue participation at any time.
After you finish filling out the survey, a separate link will take you to a page to enter into a drawing
for one of ten $25 Amazon gift cards. This page is not linked to your survey responses.
The Center for Prevention Research and Development (CPRD) at the University of Illinois will be carrying out the
survey. If you have any questions about the survey, and wish to contact a staff person at the University of Illinois,
please contact Nancy Flowers at 877-255-7078 (toll free) or email her at nflowers@illinois.edu. If you have any
questions about your rights as a participant in this study, please contact the University of Illinois at UrbanaChampaign Office for the Protection of Research Subjects at 217-333-2670 or via email at irb@illinois.edu.
“I have read and understand this consent document and voluntarily agree to participate.”
(If you want a copy of this document for your records, please print a paper copy now.)
Please click the link below to consent and begin the survey.

I Consent
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1. What is the official name of your collaborative group?

If you chose other, what is the name and location of your collaborative group?
1a. Name
1b. City
1c. Zip Code

2. What is your primary service area (county or communities)?

3. How would you best describe your position as the leader or coordinator of the
collaborative?
1. Full time paid position
2. Part time paid position
3. Full time voluntary position
4. Part time voluntary position
5. Other (please specify)

4. What model or systematic approach does your collaborative use to organize and address
community early childhood needs? (Select all that apply)
Able Change Framework
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Getting to Outcomes
Community Action Model
All Our Kids (AOK)
Other (please specify)

5. Please list the top three goals or purposes of your collaborative:
1.
2.
3.
6. Does your collaborative focus on a specific target population (e.g., young children,
pregnant Mothers, high risk families, race, ethnicity, health issue,homeless, etc.)?
Yes (please specify)

No

7. Approximately, what year did this group begin or formalize?
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8. Is there a lead agency or organization that oversees your collaborative?
Yes (please specify:)

No

9. What are the major sources of funding for this collaborative? (Select all that apply.)
Federal funds
State funds
Community or local funds
Foundation or Private gifts
Agency contributions
Annual dues
Not funded
Other funding (please specify)

10. What is the estimated annual budget that supports your collaborative?

($)
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11. When did you first begin the leader or coordinator role for this collaborative group?
(year)

12. How many times a year does the collaborative meet as a large group? (full membership,
not including sub-committee or special meetings)
Annually
Semi-annually
Quarterly
Bi-monthly
Monthly
More than monthly

13. In an average month, how many hours do you spend working for and with your
collaborative?
0 - 10 hours
11-20 hours
21-30 hours
31-40 hours
More than 40 hours

14. A community collaborative has members who come from many different community
sectors and organizations. From the following list of sectors, please identify the
organizations that are active, somewhat active or non-active members of your collaborative?
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Active
member
(attends
Somewhat
most
active meetings
Not aware
participates
and
of org. in
Non-active minimally contributes
our
- does not
but stays
to the
community
participate
informed
mission)
or group
Mental health counseling and treatment programs
Substance Use Disorder Counseling and treatment
programs
Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services - women and
children
Employment or career planning services
Education – high school, technical or college
Immigrant/refugee services
Primary care physician
Homeless shelter
Department of Children and Family Services (DCFS)
Public Health - Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Head Start/Early Head Start
Oral health
Hospitals
Health clinics/Federally Qualified Health Center
(FQHC)
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Maternal assistance (e.g., cribs, clothing, baby
items, car seats, etc.)
Other (please specify)

15. Which key community-based agencies or organizations, if any, do not participate in
your collaborative, but could help advance the mission and cause?
(1000 character limit)

16. Please mark the answer that best represents your interactions with collaborative
members over the past year or so.
How often have collaborative members:
Never

Sometimes

Frequently

Exchanged information about meetings or
conferences, training opportunities, funding
opportunities, community data, or programs with
other partners in your collaborative?
Adjusted your event dates, fundraising plans, or
program activities for the mutual benefit of other
collaborative partners?
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Sometimes

Frequently

Planned and participated in joint events or activities
to serve the community (e.g., resource fairs,
literacy events, screening days, data collection)?
Shared resources such as office space, staff time,
professional development, or funding for the
mutual benefit of other collaborative activities?
Jointly sought new funding with one or more
collaborative partners for programs to serve a
common goal?
Worked on coordinated intake or referrals to Home
Visiting and/or other programs?

17. For your early childhood/home visiting service area (geographic area that your
collaborative focuses on), on a scale of 1-10, 1 = no problem, 10 = very serious problem,
how would you rate the seriousness of the following maternal child health or early education
issues?
0

1

2

3

4

5

6

7

8

9

10

Preterm or low birthweight babies
Maternal health and mortality
Infant mortality
Teenage pregnancy
Families in poverty (lack of basic needs:
food, housing, health care)
Access to quality family
planning/maternal health care services
Crime and unsafe communities
Child and family trauma

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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0

1

2

3

4

5

6

7

8

9

10

Alcohol and drug use disorder
Opioid use disorder
Access to affordable high-quality child
care
Poor language and literacy development
Lack of education and/or employment
opportunities
Oral and dental health
Other (please specify)

18. How do home visiting programs participate in your community collaborative? (check the
one answer that best fits)
There are no home visiting programs participating in our collaborative
Home visiting programs occasionally attend collaborative meetings
Home visiting programs are active partners in our collaborative
Home visiting programs share information about families needing home visiting and other
community services.
Home visiting programs collaborate together to ensure high quality home visiting services
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Not
at all

Somewhat

To a
great
extent

Not a
collaborative
focus

Increased community awareness of the maternal and child
health issues and the consequences in the communities
served by the collaborative.
Increased willingness/ability to use data for planning and
decisions.
Helped other early childhood organizations increase
resources for targeting maternal, child health and early
childhood issues.
Increased collaboration among community agencies
concerned with maternal, child health and early childhood
issues.
Increased involvement by local health care organizations
(e.g., hospitals, clinics, physicians’ groups) in addressing
maternal, child health and early childhood issues.
Helped raise maternal, child and child health issues as a
priority in the communities served by the collaborative.
Increased the number of families enrolling in home
visiting programs.
Increased the number of families enrolling in pre-school
programs.
Increased the number of families enrolling in early
childhood care and education programs.
Increased the number of families receiving health care
services (primary care provider).
Increased the number of families participating in WIC
uptake.
Improved maternal and child health outcomes as
measured by local community health indicators.

20. What resources (e.g. training, technical assistance, data, etc.) would help your
collaborative address maternal and child health and early childhood education issues in the
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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communities served by the collaborative?

21. Which of the following tasks/practices have been completed by your collaborative?
Yes

No

Have written bylaws
Provide an agenda at meetings
Distribute minutes to all members
Hold meetings on a regular date and time
Have a written policy on how membership is defined
Provide standardized orientation for new members
Have a written description of the responsibilities of
leadership or officers
Have a written description of how decisions are made
(e.g., majority vote, leadership votes, full membership
votes, etc.)
Conducted or helped to conduct a community needs
assessment for early childhood care and education in the
last 5 years
Developed a publicly available strategic plan for home
visiting in the communities served by the collaborative

22. How often does your collaborative use the following information to guide decisions,
monitor progress, and/or assess outcomes?

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Yes,
once or
twice a
year

Yes,
quarterly

Yes,
Frequently
(at most
meetings)

Census and social indicators (poverty, unemployment,
educational attainment, Kids Count Report, etc.)
School-related data (KIDS, achievement scores,
immunizations, etc.)
Public health data (infant mortality, low birth weight,
teen pregnancy, etc.)
Program service data (no. of participants, attrition,
satisfaction, reach or access to services, etc.)
Outcome evaluation (changes in parent knowledge,
attitudes and skills, etc.)
Direct input from families

23. To what extent have any of the following been an obstacle or barrier preventing your
collaborative from accomplishing its goals and objectives in the past year?
Not at
all a
barrier

Minor
barrier

Moderate
barrier

Significant
barrier

Lack of community awareness and understanding of
maternal and child health and early childhood programs
and education
Denial or lack of concern for community problems by
community members
Lack of citizen commitment to maternal and child health
and early childhood programs and education
Collaborative lacks vision and mission statements

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Not at
all a
barrier

Minor
barrier

Moderate
barrier

Significant
barrier

Lack of communication between members or within
communities served by the collaborative regarding the
importance of maternal and child health issues and early
childhood programs
Lack of time to accomplish goals
Too many “turf” battles or competition among
community agencies and collaborative members
Lack of resources for sustaining the collaborative
Target area is too large to reach families in need
Too many demands on the project by sponsors
Other (please specify)

24. What do you believe are the three major accomplishments of your community
collaborative in the past 2 years?
1.
2.
3.
25. What is your current position in the organization you currently work? (Choose all that
apply.)
Supervisor/Manager
Home Visiting Staff member
Collaborative/Coalition/Network Coordinator
Coordinated Intake Staff member
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Demographics

26. What is your gender identity:
Female
Male

Other
Prefer not to answer

27. Highest level of education completed:
Some high school
High School Diploma/GED
Associate’s Degree/Some college
Bachelor’s degree
Graduate degree

28. What is the concentration area of your degree?
Early Childhood
Nursing
Social Work
Psychology
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Education
Other (please specify)

29. Do you have any home visiting or early childhood credentials or certifications? (e.g.
Early Childhood Education, LPN, LSW)

30. How long have you been a member of this collaborative?
Less than a year
1-2 years
3-5 years
6-9 years
10 or more years

31. What is your age?
List current age in years

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

99

Appendix B.
Early Childhood Collaborative Survey

32. Ethnicity – Please select one:
Hispanic or Latino
Not Hispanic or Latino

33. Race – Please select all that apply:
American Indian
Alaska Native
Asian
Black or African American
Native Hawaiian or Other Pacific Islander
White
Other

34. Are you bi- or multi-lingual?
Yes
(If yes, please list languages you speak)

No
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_eRNTNh1Llwqce2x&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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MIECHV Needs Assessment Home Visitor Survey

Default Question Block
Home Visitor Survey Consent

Important No ce: With so many changes for you, your agency, and your families related to COVID-19, please reﬂect on your
experiences prior to these changes when you respond to the survey. Thank you for your par cipa on!
You are being invited to participate in a voluntary research study. The purpose of this study is to collect
information about home visiting in Illinois. Participating in this study will involve an online survey and your
participation will last 20-30 minutes. We anticipate no risks related to this research study; benefits related to this
research are that your thoughts and opinions about home visiting in Illinois will be heard.
Project: MIECHV Needs Assessment
Principal Investigator Name and Title: Nancy Flowers, Director of Research Programs
Department and Institution: Center for Prevention Research and Development / University of Illinois
Contact Information: 217-333-3231 or nflowers@illinois.edu
Sponsor: Illinois Department of Human Services

Dear Survey Participant,

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

101

Appendix C.
Home Visitor Survey
This online survey is part of the Illinois Maternal, Infant, and Early Childhood Home Visiting (MIECHV) statewide
Needs Assessment. The survey is designed for individuals who deliver home visiting services in Illinois
communities. As part of a federally required statewide home visiting needs assessment, Illinois is reaching out to
all Illinois home visiting programs and home visitors to understand where, what and how home visiting programs
are delivered across the state. Your input and information are essential for continuing to develop and build on
Illinois’ highly regarded home visiting systems and programs. Please answer the following questions to the best
of your knowledge and understanding. There are no right or wrong answers to each question, but your responses
should reflect your beliefs and experiences as a home visitor. We anticipate the survey should require
approximately 20-30 minutes of your time.
Your survey will remain entirely confidential. It does not ask for your name, and your email address and
computer IP address will not be collected. Individual survey responses will not be reported. Survey responses will
be reported only in a summarized fashion that does not identify any individual. The data results will be provided
to the CPRD MIECHV Needs Assessment team, and used in the Needs Assessment Report. The data will not be
used for any other future purposes beyond the needs assessment.
In general, we will not tell anyone any information about you. When this research is discussed or published, no
one will know that you were in the study. However, laws and university rules might require us to disclose
information about you. For example, if required by laws or University Policy, study information which identifies
you and the consent form signed by you may be seen or copied by the following people or groups:
The university committee and office that reviews and approves research studies, the Institutional Review Board
(IRB) and Office for Protection of Research Subjects; University and state auditors, and Departments of the
university responsible for oversight of research; Federal government regulatory agencies such as the Office of
Human Research Protections in the Department of Health and Human Services.
We anticipate that there are no risks involved in participation beyond those risks that exist in daily life, and that
participation should not result in any distress. While your full participation is appreciated, if you feel
uncomfortable about answering any particular question, please skip to the next question.
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Your participation in the survey is voluntary. Your decision to participate or not to participate will not in any
way influence your future relations with CPRD, MIECHV or program funders. If you do decide to participate, you
may exit the survey and discontinue participation at any time.
After you finish filling out the survey, a separate link will take you to a page to enter into a drawing
for one of 100 $50 Amazon gift cards. This page is not linked to your survey responses.
The Center for Prevention Research and Development (CPRD) at the University of Illinois will be carrying out the
survey. If you have any questions about the survey, and wish to contact a staff person at the University of Illinois,
please contact Nancy Flowers at 877-255-7078 (toll free) or email her at nflowers@illinois.edu. If you have any
questions about your rights as a participant in this study, please contact the University of Illinois at UrbanaChampaign Office for the Protection of Research Subjects at 217-333-2670 or via email at irb@illinois.edu.
“I have read and understand this consent document and voluntarily agree to participate.”
(If you want a copy of this document for your records, please print a paper copy now.)
Please click the link below to consent and begin the survey.

Thank you for your participation

I Consent

Welcome
Home Visitor Survey
Welcome to the Home Visitor Survey! This survey is designed for individuals who deliver home visiting services in
Illinois communities as a home visitor/family support worker/parent educator, etc. As part of a federally required
statewide home visiting needs assessment, Illinois is reaching out to all Illinois home visiting programs and home
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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visitors to understand where, what, and how home visiting programs are delivered across that state. Your input
and information are essential for continuing to develop and build on Illinois’ highly regarded home visiting
systems and programs. Please answer the following questions to the best of your knowledge. There are no right
or wrong answers to these questions, but your responses should reflect your beliefs and experiences as a home
visitor. If you do not know the answer, you can skip to the next question. To thank you for your time, you can
choose to enter your name in a drawing for a chance to win one of 100 $50 Amazon gift cards after submitting
your survey.

Block 1
Important Notice: With so many changes for you, your agency, and your families related
to COVID-19, please reflect on your experiences prior to these changes when you respond
to the survey. Thank you for your participation!
1. First, please select the county that your office within your agency/organization is located
in. Then, select the name-location of your office from the alphabetized list. If your office
name is not on the list, please choose other.

County
Agency

If you chose other, what is your the name and location of your office?
2a. Name
2b. City
2c. Zip code
3. Which program model are you currently implementing for your agency/organization?
(Mark all that you are currently delivering)
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Parent as Teachers
Healthy Families Illinois
Early Head Start
Nurse Family Partnership
Baby Talk
Family Connects
Home Instruction for Parents of Youngsters (HIPPY)
Family Spirit
Other (please specify)

4. How long have you been in your current home visiting position? (Round to the closest
number of years)

5. How many total years have you been employed as a home visitor including this position
and any other prior positions? (Round to the closest number of years)

6. Please indicate the number of families on your current caseload by driving distance from
your agency.
Driving Distance

Number of families

less than 1 mile
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

105

Appendix C.
Home Visitor Survey
1-5 miles
6-15 miles
More than 15 miles

7. Does your community have Coordinated Intake to recruit and refer eligible families to
home visiting programs?
Yes
No

8. Please rate how much you agree or disagree with the following statements regarding
home visiting outreach and service capacity in your community (ies).
Strongly
disagree

Disagree

Uncertain/Neutral

Agree

Strongly
agree

The Coordinated Intake staff is
effective at recruiting families to our
home visiting programs. (If you
answered no to #7 above, please
skip this item)
Our community has a large number
of families that meet our program
eligibility criteria.
There are immigrant/refugee families
in our community.
Our program has a difficult time
reaching, recruiting and enrolling
families in need of home visiting
programs.

106

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

Appendix C.
Home Visitor Survey
Strongly
disagree

Disagree

Uncertain/Neutral

Agree

Strongly
agree

Our community DOES NOT have a
home visiting program that meets
the needs of all eligible families (e.g.,
open service hours, program
requirements, age, language, special
needs).
Many families in our community are
NOT interested in receiving home
visiting services.
Our home visiting programs are
usually full (at capacity).
Our home visiting program has a
waiting list.

9. Please indicate how often (on average) you’re able to utilize the following
knowledge/skills/practices with your current families.

Never

Hardly
ever

Sometimes

Most of
the
time

Always

I am able to complete a full program/curriculum
of our home visiting model (activities and
educational content).
I teach my caregivers developmentally
appropriate parent-child interactions.
I can see my caregivers are improving their
parenting skills.
Families drop out of our home visiting programs
without completing the full range of
services/curriculum content.
I am confident that I make a difference in the
lives of the families I serve.

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Hardly
ever

Sometimes

Most of
the
time

Always

I am comfortable working with families across a
wide range of cultures and beliefs.
The families I serve have a strong voice (input
and feedback) in the decisions we make.
I have adequate time and resources to identify
the unique needs of my families.
The families I serve are motivated to learn and
implement healthy practices.
With the family, I discuss and plan a child's
transition into new programs (e.g., new home
visiting program, pre-K program, special needs
services, a change in community, etc.).

10. How much do you agree or disagree with the following statements? If you have trouble
deciding, choose the answer that describes your feelings most of the time.
Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

Our home visiting team works well together.
Our home visiting team works out problems and
solutions to challenges that surface within our
program(s).
Our home visiting team has a sense that we are
doing important work.
Our agency leadership is supportive of our work.
I am comfortable talking to my supervisor when
I have a problem with a family.
Our home visiting team reviews and solves
family problems together.

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

Our supervisor/managers conducts weekly team
meetings that last between 1-2 hours.
Our supervisor/managers will back us up when
needed.

11. Please select the top 5 health, education, or related social services listed below that you
refer families to: (Enter 1,2,3,4,5 in the boxes to indicate your choices.)
Mental health counseling and treatment programs
Substance Use Disorder Counseling and treatment programs
Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services– women and children
Employment or career planning agencies
Education – high school, technical or college
Immigrant/refugee services
Primary care physician
Homeless shelter
Department of Children and Family Services (DCFS)

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Public Health – Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Oral health
Hospitals
Health clinics/Federally Qualified Health Center (FQHC)
Maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.)
Other (please specify)

12. How much do you agree or disagree with the following statements about your home
visiting evidence-based program model? (If you have trouble deciding, choose the answer
that describes your feelings most of the time.)
Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

Our home visiting program
model is recognized as an
evidence-based model.
I am confident that I am able to
provide caregivers and children
with the most important
elements of our program model.
I believe that our program
meets the needs of our families.
I see improvement with the
families and children receiving
home visiting services.
I can make adaptations to our
program model to
accommodate unique family
needs without reducing its
effectiveness.
Our current home visiting
program model does not relate
well to the families that we
serve (language, beliefs,
parenting styles, etc.) creating
challenges to implementing the
program.

13. Which of the following factors influence, if at all, your interest in remaining or leaving
your current position as a home visitor?
Major reason
I have
considered
leaving

Minor reason
I have
considered
leaving

Not a factor
for staying or
leaving

Minor reason
that I have
stayed

Major reason
I have stayed

Salary

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Major reason
I have
considered
leaving

Minor reason
I have
considered
leaving

Not a factor
for staying or
leaving

Minor reason
that I have
stayed

Major reason
I have stayed

Benefits (e.g.,
healthcare, vacation,
sick leave)
Variety and flexibility of
work
Colleagues at my
agency/organization
Opportunities for career
advancement within the
agency and/or field
Few job opportunities in
my community
Personal commitment to
home visiting
Making a difference in
the lives of families and
children
Continuous learning and
personal development
Security of current
funding for home
visiting
Requirements for grant
and model (e.g. paper
work, data entry,
assessments, case load,
travel)
Safety
Support I receive from
my supervisor and coworkers
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Major reason
I have
considered
leaving

Minor reason
I have
considered
leaving

Not a factor
for staying or
leaving

Minor reason
that I have
stayed

Major reason
I have stayed

Level of stress working
as a home visitor

14. Which of the following best describes your attendance/participation in a multi-sector
community-wide early childhood collaboration (e.g., AOK Networks, Innovation Zones,
Interagency Councils, Early Childhood Collaborative, etc.)?
I am not aware of a community collaborative meeting in our community
I am aware of a collaborative meeting in my community, but I do not participate.
Rarely
Occasionally
Often

15. Which of the following best describes your attendance/participation in a home visiting
specific partner network meeting (weekly, monthly, bimonthly, quarterly) with other home
visiting agencies?
I am not aware of any home visiting partner meetings
I am aware of home visiting partner meetings, but I do not participate.
Rarely
Occasionally
Often

16. How often do you implement/use the following evidence-based practices? If you have
trouble deciding, choose the answer that applies to most of the families you serve.
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Hardly
ever

Sometimes

Most of
the time

Always

I provide families regular modeling and
feedback to demonstrate parent-child
interactions.
I use multiple strategies to build trust
with my families and children.
I assess the home setting for child and
family hazards and recommend safe
practices or changes.
I assess and review parent-child
interactions to teach caregivers
effective parent-child practices.
I discuss and encourage safe sleep
practices with my caregivers with
infants.
I develop individual family goal plans
for caregiver, child and family
members.
I am comfortable talking to caregivers,
when appropriate, regarding sensitive
topics such as substance use,
depression and anxiety, and domestic
violence.
I have a strong sense of confidence in
my home visiting skills and practices.

17. Which of the following screenings or assessments do you conduct with most or all
caregivers and/families (children)?
Yes

No

Child development screening (e.g., ASQ,
ASQ-SE)
Parent-child interactions (e.g., HOME,
PICCOLO, CHEERS)
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Yes

No

Depression (e.g., EPDS)
Substance use
Tobacco use
Domestic violence
Home safety assessment
Other (please specify)

18. On average, how much do you agree or disagree with the following statements
regarding your relationship with caregivers?
Strongly
disagree

Disagree

Neither
agree or
disagree

Agree

Strongly
agree

The caregivers and I agree about the
steps to be taken to meet their goals.
I have doubts about whether I can
accomplish what is necessary to assist
caregivers and families.
I am confident in my ability to help
caregivers.
The caregivers and I have built a
mutual trust and respect.
I can provide feedback to caregivers
without hurting their feelings.
Caregivers are challenging to work with.

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Strongly
disagree

Disagree

Neither
agree or
disagree

Agree

Strongly
agree

The caregivers stay in the program until
they meet their goals.
The caregivers believe in the way we
are working toward their goals.
I believe that providing social and
emotional support for caregivers and
their children is equally as important as
teaching them parenting skills.

19. How often does your home visiting program use a management information system(s)
(database) for the following?
Never

Annually

Quarterly

Monthly

Weekly or
more often

Routine reports for your own programlevel performance monitoring
Routine program performance reports
for state funder (e.g., ISBE, IDHS,
MIECHV, OPF, etc.)
Program performance for other funders
or advisory groups
Monitor the performance of specific
staff members
Remind home visiting staff of activities
to be carried out
Continuous quality improvement
techniques to improve family, program
and staff outcomes
Program model reporting
Other

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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20. Is Continuous Quality Improvement (CQI) part of your program requirements /
practices?
Yes
No

21. Please provide 3 or more suggestions on how to improve home visiting programs and
services in your community.

22. Your interaction with families can affect you in both positive and negative ways. Below
are some questions about you and your home visiting work experiences. Select the answer
that honestly reflects how frequently you have experienced the following in the last month.
Never

Rarely

Sometimes

Often

Very Often

I am happy
I feel connected to others
I am not as productive at work lately
because I am losing sleep over
traumatic experiences of a person I
am seeing as a home visitor
I feel trapped in my job as a home
visitor
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Rarely

Sometimes

Often

Very Often

I am the person I always wanted to
be
I have beliefs that sustain me
I feel worn out because of my work as
a home visitor
I feel overwhelmed because my home
visiting workload seems endless
I feel bogged down by the home
visiting system and services
I am a very caring person

23. What are the primary zip codes that your home visiting program serves?

24. What is your current position in the home visiting or community-based organization
where you work? (Choose all that apply)
Supervisor/Manager
Director
Home visiting staff member
Collaborative/Coalition/Network Coordinator
Coordinated Intake
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Block 3
25. What is your gender identity:
Female
Male
Other
Prefer not to answer

26. Highest level of education completed:
Some high school
High School Diploma/GED
Associate’s degree/Some college
Bachelor’s degree
Graduate degree

27. What is the concentration area of your degree?
Early Childhood
Nursing
Social Work
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Public Health
Education
Other (please specify)

28. Do you have any home visiting or early childhood credentials or certifications? (e.g.
Early Childhood Education, LPN, LSW) (Please List)

29. What is your age?

30. Ethnicity – Please select one:
Hispanic or Latino
Not Hispanic or Latino
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31. Race – Please select all that apply:
American Indian
Alaska Native
Asian
Black or African American
Native Hawaiian or Other Pacific Islander
White
Other(please specify)

32. Are you bi- or multi-lingual?
Yes ( If yes, please list languages you speak)

No

Block 4

To submit your survey, please click “Submit Survey” below.
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_cOo3UpoTl0ReWKF&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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MIECHV Needs Assessment Home Visiting Program
Manager/Director/Supervisor Survey
Home Visiting Program Manager/Director/Supervisor Survey Consent
Important Notice: With so many changes for yoo, your agency, and your families related to COVI0-19, please reflect on
yoor e)(periences prior to th.ete changes when you re-Spond to the sun,ey. Thank you for your participation!
You are being invited to participate in a voluntary research study. The purpose of this study is to collect
i

information about home visiting in Ill nois, Parti cipating in this study will invotve an online survey and your
participation will last 20--30 minutes. We anticipate no risks related to this research study; benefits related to
this research are that your thoughts and opinions about home visiting in Illinois will be heard.
Project: MIECHV Needs Assessment
Principal Investigator Name and Title: Nancy Flowers1 Director of Research Programs
Department and Institution: Center for Prevention Research and Development / University of Illinois
Contact Information: 217-333-3231 or nflowers@illinois.edu
Sponsor: Illinois Department of Human Services

Dear Survey Participant,
This online survey is part of the Illinois Maternal, Infant, and Early Childhood Home Visiting (MIECHV)
statewide Needs Assessment. The survey is designed for individuals who supervise and/or deliver home
visiting services in Illinois communities. As part of a federally required statewide home visiting needs
assessment, Illinois is reaching out to all Illinois home visiting programs and home visitors to understand
Vlhere, Vlhat and how home visiting programs are delivered across the state. Your input and information are
essential for continuing to develop and build on Illinois' highly regarded home visiting systems and programs.

Please answer the folloVling questions to the best of your knowledge and understanding. There are no right or
Vlrong ansvters to each question, but your responses should reflect your beliefs and experiences with home
visiting. We anticipate the survey should require approximately 20-30 minutes of your time.
Your survey will remain entirely confidential. It does not ask for your name, and your email address and
computer IP address Vlill not be collected. Individual survey responses will not be repo rted. Survey responses
Vlill be reported onty in a summarized fashion that does not identify any individual. The data results v,ill be
i

prov ded to the CPRD MIECHV Needs Assessment team, and used in the Needs Assessment Report, The data
Vlill not be used for any other future purposes beyond the needs assessment.
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Important Notice: With so many changes for you, your agency, and your families related to COVID-19, please reflect on your experiences prior to these changes when you respon
to the survey. Thank you for your participation!

1. First, please select the county that your office within your agency/organization is located in. Then, select the name-location of your office from the alphabetized list. If your office
name is not on the list, please choose other.

County
Agency

If you chose other, what is your primary office location –name, city and zip code?
2a. Name
2b. City
2c. Zip code

3. Which program model are you currently implementing for your agency/organization? (Mark all that you are currently implementing)
Parents as Teachers
Healthy Families Illinois
Early Head Start
Nurse Family Partnership
Baby Talk
Family Connects
Home Instruction for Parents of Preschool Youngsters (HIPPY)
Family Spirit
Other (please specify)

Default Question Block
4. For each home visitor that you currently supervise, please provide the following information.
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Refer to the key below for definitions

A. Role/Title

B.
Percent
FTE

C. Highest Level of
Education/Degree

D.
Number
of
Years in
Current
Position

E. Total Years of
Experience in Home
Visiting

F. Program
Model
(PAT, HFI,
EHS, NFP,
G.
Baby Talk, Bilingual
Family
Connects,
etc.)

H. Staff Ethnicity

I. Staff Race

Worker
1
Worker
2
Worker
3
Worker
4
Worker
5
Worker
6
Worker
7
Worker
8
Worker
9
Worker
10

Key: Columns A-I
A. Role = home visitor, supervisor, coordinated intake, other
B. Percent Time Employment (FTE) = 5-100%
C. Highest Education/Degree = Some high school, HS Diploma/GED, Associate’s Degree/Some College, Bachelor’s Degree, Graduate Degree
D. Experience in current position: number of years employed in current program (round to closest number of years) = 0-99
E. Total home visiting Experience: years of experience working with any home visitation program (round to closest number of years) = 0-99
F. What home visiting program model(s) does this staff member deliver? (Fill in all that apply)
G. Bilingual: is worker bilingual and able to work with non-English speaking families without a translator = No, Yes
H. Ethnicity of staff member = Hispanic or Latino, Not Hispanic or Latino
I. Race of staff member = American Indian, Alaska Native, Asian, Black or African American, Native Hawaiian or Other Pacific Islander, White, Other, multi-racial

125
5. What percent of your funding comes from the following sources listed below? Please add sources not listed (Must total 100%)
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0

DHS

0

MIECHV

0

EHS

0

ISBE

0

Private

0

Ounce of Prevention Fund (OUNCE)

0

Other (please specify)

6. What was your program’s approximate full-service caseload capacity of families in the
past three years? What was the actual service enrollment in those years?

Capacity

Enrollment

2018-2019 State Fiscal
Year
2017-2018 State Fiscal
Year
2016-2017 State Fiscal
Year

7. When a caseload is full, how long (on average) does the family remain on a wait list?
We never have a wait list
Less than a week
More than a week, but less than a month
A month or more
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8. What are the main reasons you have a wait list? (mark all that apply)
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Required for our program model
Home visitor turnover
At capacity
Families want to delay entry to program
Families don’t meet specific criteria for eligibility at this time (such as too early in pregnancy)
Other (please specify)

9. How many families are currently on the waitlist?

10. Are families on the waitlist provided any interim services?
No
Yes
if yes, please provide examples:

11. In addition to conducting home visits with caretakers and families, how often do your
staff typically have contact with families through the following methods?

Never

Hardly
ever

Sometimes

Most
of the
time

All of
the
time

Emails
Texts
Telephone calls
Video communication – FaceTime, Zoom, conference
calls

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Never

Hardly
ever

Sometimes

Most
of the
time

All of
the
time

Letters
Other (please specify)

12. Home visiting programs develop relationships and partnerships with other service
providers in their community to meet the needs of families. How would you assess your
community’s capacity and service partner availability to support families?
Not at
all true

Somewhat
true

True

Very true

Our community has adequate community resources for
supporting families with needs beyond home visiting
(e.g., food, affordable housing, mental health and
substance use disorder services, child protective
services)
Our program staff know many of the service providers
that provide services to home visiting programs
Our home visiting program works well with other
community service providers
Our community has a home visiting or early childhood
collaborative that meets regularly to share and
exchange information, problem solve and make
referrals to meet family needs

13. How much do you agree or disagree with the following statements about your
organization or work team? If you have trouble deciding, choose the answer that describes
your feelings, most of the time.
Neither
Agree
Strongly
nor
Disagree Disagree Disagree

Agree

Strongly
Agree

Our home visiting team works well together.
Our home visiting team works out problems
and solutions to challenges that surface.
Our home visiting team has a sense of doing
important work.
Our agency leadership and staff are
supportive of our work.

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Neither
Agree
Strongly
nor
Disagree Disagree Disagree

Agree

Strongly
Agree

We are satisfied with our salaries and
benefits.
I am comfortable talking to my supervisor
when I have a problem.
Our home visiting staff provides high quality
home visiting services.
I am supported in my role as a manager at
this agency or organization.
If assigned to supervise home visitors, I
have adequate time to conduct supervisory
activities.

14. Over the past two years, how would you rate your experience in recruiting qualified home visitor applicants to your program?
Very difficult
Somewhat difficult
Somewhat easy
Very easy

15. Prior to hiring home visiting staff, do home visiting managers/directors/supervisors do any of the following to assess applicant skills? (check all that apply)
Observe relationship building skills through role plays
Provide scenarios of typical challenges to assess skills
Give a written test
Have candidate shadow an actual home visit
Other (please specify)

16. How do you, as a manager/director/supervisor, provide home visitors with feedback on observed visits? (Observation can be live or by audio-video recording) Choose all that app
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Supervisors do not observe visits
Supervisors do observe visits, but they do not give feedback to home visitors
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In person
In writing
Over the phone/teleconference
Other (please specify)

17. In your role as manager/director/supervisor of home visiting staff, how often do you
conduct the following activities with your staff?

Never

1-2
times
per
year

3-4 times
per year
(Quarterly)

1-2
times
per
month

1 or
more
times
per
week

Reflective supervision with staff.
Assure compliance with required program models
and procedures through review of practices and
documentation.
Conduct performance reviews for home visitors.
Schedule professional trainings for home visiting
staff.
Schedule home visiting team meetings for home
visitors to share experiences and learn from one
another.
Review accuracy and compliance of data entry
requirements.
Review home visiting referral recommendations to
assure follow-up on referrals made by home visitors.
Provide modeling and practice of home visiting
skills.
Use data collected by home visitors for continuous
quality or program improvement.

18. How often does your program meet with an Infant/Early Childhood Mental Health Consultant to support program staff?
Never
1-4 times a year
Once a month
Several times a month
Weekly

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ

130

Appendix D.
Program Manager Survey

19. How many Infant/Early Childhood Mental Health Consultants have you worked with in the past two years?
None
1
2
3
4
5 or more

20. On average, how would you rate the Infant/Early Childhood Mental Health Consultant(s)
that you have worked with on the following factors and practices?

Our Infant/Early Childhood MHC(s)
Poor

Satisfactory

Good

Excellent

Have high quality content knowledge and skills for
working with children and families with mental health
and behavioral challenges.
Are culturally sensitive to working with unique family
needs.
Are supportive of my mental health needs and help me
cope with compassion fatigue and avoid burnout.
Help me support and enhance children’s healthy social
emotional development.
Are an integral part of our home visiting team.
Work well with home visitors to integrate mental health
consultation practices with my home visiting practices.
Use a reflective mental health approach to assist me in
thinking about the impacts of issues such as a history
of abuse, or living with a parent with mental illness and
how to address these issues within my role as a home
visitor.
Have knowledge of community agencies and resources
for supporting family mental and behavioral resource
needs
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Yes
No

22. How often does your home visiting program use the data or data management
information system for the following?

Never

1-2
times
per
year

3-4 times
per year
(Quarterly)

1-2
times
per
month

1 or
more
times
per
week

Routine reports for our own program-level performance
monitoring.
Routine program performance reports for state funder
(e.g., ISBE, IDHS, MIECHV, OPF, Head Start, etc.).
Create program performance reports for other funders
or advisory groups.
Monitor the performance of specific staff members.
To remind home visiting staff of activities to be carried
out.
Conduct continuous quality improvement to improve
family, program and staff outcomes.
Program model reporting.
Other (please specify)

23. Please select the top 5 health, education, or related social services listed below that you refer your families to: (Enter 1,2,3,4,5 in the boxes to indicate your choices.)
Mental health counseling and treatment programs
Substance Use Disorder counseling and treatment programs
Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services– women and children
Employment or career planning agencies
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Education – high school, technical or college
Immigrant/refugee services
Primary care physician
Homeless shelter
Department of Children and Family Services (DCFS)
Public Health – Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Oral health
Hospitals
Health clinics/Federally Qualified Health Center (FQHC)
Maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.)
Other (please specify)

24. Please select the top 5 health, education, or related social services listed below that are not available or difficult to access for your families: (Enter 1,2,3,4,5 in the boxes to
indicate your choices.)
Mental health counseling and treatment programs
Substance Use Disorder counseling and treatment programs
Early Intervention/Special Education programs
Food pantry or assistance
Domestic violence shelter or services– women and children

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Employment or career planning agencies
Education – high school, technical or college
Immigrant/refugee services
Primary care physician
Homeless shelter
Department of Children and Family Services (DCFS)
Public Health – Family Case Management
Women, Infants, Children (WIC)
Child care programs
School district
Oral health
Hospitals
Health clinics/Federally Qualified Health Center (FQHC)
Maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.)
Other (please specify)

25. Please select the top five locations/sources where you recruit or conduct outreach to families and caregivers to participate in your home visiting programs (Enter 1,2,3,4,5 in the
boxes to indicate your choices.)
WIC
Hospitals
Physicians / OB providers
Schools

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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Word of mouth/participants
Health fairs
Door to door outreach
Other (please specify)

26. What have been the most serious challenges, if any, in working with other home visiting programs in your community? (Choose all that apply)
Quality of other programs
Quality of their staff
Territoriality or monopolizing clients
Differences in eligibility criteria
Cultural responsiveness
Lack of bilingual staff
Pay higher salaries than our program
Recruit our staff to their agency
There are no other home visiting programs in our community

27. What are your service area zip codes? (Please list all)

28. What geographical area(s) or population groups in your community do not receive home visiting services or are underserved/unserved for home visiting services? (Identify by
county, city, municipality, zip code, area, region or another descriptor.)
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29. What are the major factors or limitations that prevent your organization or other agencies from serving these underserved or unserved areas and/or populations?

30. How can the federal, state and local home visiting program funders improve on meeting the needs and quality of home visiting programs in your community?

31. What is your current position in the home visiting or community-based organization you currently work? (Choose all that apply)
Supervisor/Manager
Director
Home Visiting Staff member
Collaborative/Coalition/Network Coordinator
Coordinated Intake
Other

Block 4
32. What is your percent FTE in your current position? (5-100%)
https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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33. What is your gender identity:
Female
Male
Other
Prefer not to answer

34. Highest level of education completed:
Some high school
High School Diploma/GED
Associate’s Degree/some college
Bachelor’s degree
Graduate degree

35. What is the concentration area of your degree?
Early Childhood
Nursing
Social Work
Psychology
Public Health
Education
Other (please specify)

36. Do you have any home visiting or early childhood credentials or certifications? (e.g. Early Childhood Education, LPN, LSW)

https://uiucsocialwork.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_9FWigF96B7W0ApT&ContextLibraryID=UR_0OZQMAsVZrZmuMJ
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37. How long have you been in this current position? (number of years)

38. How many total years of home visiting experience do you have, including this position and any other prior positions? (number of years)

39. What is your age?

40. Ethnicity – Please select one:
Hispanic or Latino
Not Hispanic or Latino

41. Race – Please select all that apply:
American Indian
Alaska Native
Asian
Black or African American
Native Hawaiian or Other Pacific Islander
White
Other (please specify)
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Appendix D.
Program Manager Survey

42. Are you bi- or multi-lingual?
Yes (if yes, please list languages you speak)

No

Block 5

To submit your survey, please click “Submit Survey” below.

Powered by Qualtrics
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Domain I. Socioeconomic Status (SES)
Demographics
Demography is a factor that shapes the future of many children in Illinois. Therefore, a brief
examination of the demographics is necessary to understand the distribution of risk factors in
communities across the state. Census data (2018) show that Illinois is the sixth most populous
state with a population of 12.67 million (Figure 1, Appendix E). There is a wide variation in the
population of counties with a low of just a few thousand as in Hardin County (3,910) to millions
in Cook County (5,180,493). Cook County alone has 40.7% of the total state population and
together with the collar counties account for 65.5 % (8,345,010) of total population. It is very
important to note that because Cook and the collar counties account for nearly two-thirds of the
population in Illinois and these counties have a high case burden for almost all the risk
indicators. Approximately, 11.5% of Illinois’ population lives in rural communities (U.S.
estimate 19.3%).

Race and Ethnicity
When compared to national estimates, Illinois has a higher percent of Non-Hispanic whites
(61.0% vs. 60.4%) and Non-Hispanic Blacks (14.1% vs. 12.5%) and lower percent of Hispanics
(17.4% vs. 18.3%) when compared to national estimates. However, Illinois has the highest
percent of Hispanic population among the other five large states (Title V, 2015). Approximately,
78.2 % of all Non-Hispanic African Americans (Figure 2, Appendix E) and 88.1 % of all
Hispanics (Figure 3, Appendix E) in the state live in Cook and collar counties. It appears that
there are more urban counties with high percent of African Americans (10/14) than Hispanics
(5/13). Cook and collar counties have about 81.0% of all minority children in the state that
includes 87.4% of all Non-Hispanic African American children, 75.2% of all Hispanic children,
and about 74.7% of other children from minority racial groups in Illinois. As such, HV programs
in Illinois are heavily concentrated in these counties to meet the needs of families.

Language
According to American Community Survey (ACS) 2014-2018 data, approximately 4% of
Illinois’ population is not proficient in English. Individuals not proficient in English have
increased considerably since the previous NA, in some counties more than other counties, and
the percent ranges between 0% (Hardin) and 7% (Cook). When compared to overall U.S., Illinois
has a lower percent of those not proficient in English (4.3% vs. 4.4%). Cook and collar counties
have a high percent of Hispanics and those not proficient in English. About 92 % of Illinois’
population that are not proficient in English live in the Cook and collar counties. Cook County
has about 67.1% of all such individuals.

Education
High school dropouts
Percent of 16-19 year olds not enrolled in school with no high school diploma in Illinois is
estimated to be around 3.6% with a median county value of 4% (Figure 4, Appendix E).
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Maternal education
Hispanics (2.4x) and African Americans (1.6x) are more likely than whites to not graduate from
high school (Title V, 2016). Therefore, it is not surprising that a higher proportion of Hispanic
(30%) and African American (11%) children are in families with household head not having high
school diploma than white children (4%), and Asians (7%) (KIDS COUNT, 2019). The percent
of births to women aged 20 years or more with education less than high school ranges from a low
of 3.5% in Grundy to a high of 36.6% in Douglas County (Figure 5, Appendix E).

Income
Most at-risk counties with: low median household income (10/12); high levels of adult (10/14) or
child (11/16) poverty at 100%FPL or child poverty at 200%FPL (9/12); children eligible for free
or reduced price lunch (8/11); unemployment (12/17); parental unemployment (11/17);
uninsured (9/14); families on public assistance (11/13); and non-white/white (9/16) or
black/white (6/7) residential segregation, are predominantly rural counties. Whereas, several
urban counties were identified as at risk with high proportion of single-parent households (9/17)
and female headed households (10/15). Income inequality (7/14) and food insecurity appears to
be equally distributed among urban and rural counties.

Median household income
While Illinois has a higher median household income ($65,063 vs. $61,937) than overall U.S.
(Small Area Income and Poverty Estimates, 2018), the income inequality is also higher (5.0 vs.
4.9). Median household income ranges between $35,249 (Alexander) and $93,540 (DuPage).. In
addition to geographic disparities, racial disparities are also evident with African Americans
($42,624), and Hispanics ($50,494) having much lower median family income than whites
($84,211), and Asians ($92,375).

Adult poverty
It is estimated that approximately 2.5% of adults in Illinois are living in poverty below 100%
Federal Poverty Level (FPL). There is a large variation of poverty among counties from a low of
4.8% in Kendall County to a high of 30.3% in Alexander County (Figure 6, Appendix E). Fifty
percent of counties have poverty around 13.4%. Racial disparities in poverty are found, as
African Americans (2.8x) and Hispanics (1.9x) are more likely than whites to be in poverty
(Title V, 2016). According to IDPH estimates (2016), Alexander, Saline, Winnebago, St. Clair,
Vermilion, Macon, Marion, Franklin, Pulaski, and Kankakee are the top ten counties with
highest levels of concentrated disadvantage.

Child poverty
This important indicator was examined using sub-county data and at two levels of poverty. Child
poverty seems to be disproportionately concentrated in areas with higher percent of minority
population. African American (42%), and Hispanic (12%) children are more likely to live in such
areas of concentrated poverty (a neighborhood where 30 percent or more of the population is
living in poverty) than white (2%), and Asian (4%) children (KIDS COUNT, 2019). African
American (38%) and Hispanic (24%) children are 2-4 times more likely to be in poverty than
white (10%), and Asian children (10%) (KIDS COUNT, 2019).
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Child poverty at 100% FPL ranges from a low of 6.4% in Washington County to a high of 56.1%
in Alexander County (Figure 7, Appendix E). Whereas, child poverty at 200% FPL ranges from
15.7% (Monroe) to 79.4% (Alexander) (Figure 8, Appendix E). An examination of census tractlevel child poverty identified pockets of poverty (census tracts with poverty greater than 1
standard deviation) in as many as 56 counties.
Children eligible for free lunch
Overall, Illinois has lower percent of children eligible for free or reduced price lunch (49.4% vs.
52.3%) and children (aged less than 18 years) living in poverty (16.2% vs. 18.0%) than U.S.
(National Center for Education Statistics, 2017-2018). Child eligibility for free lunch ranges
between 17.4% (Monroe) and 91.5% (Alexander) (Figure 9, Appendix E).
Cook and collar counties have about 60.8 % of children aged 5 or less living in poverty at 100%
FPL, and 62 % of children aged 5 or less living in poverty at 200% FPL. Cook County alone has
46.5% of children aged 5 or less, living in poverty at 100% FPL, and 45.2% of children aged 5 or
less living in poverty at 200% FPL. It is estimated that about 67.9 % of children eligible for free
lunch live in Cook and collar counties. Approximately, 49.2% of these eligible children are in
Cook County itself.

Income inequality (Gini Coefficient - 5 Yr. Estimate)
Income inequality occurs when there is a large disparity between the wealth of one population
segment compared to another. (Figure 10, Appendix E). Income inequality appears to be higher
in northeastern and southwest parts of the state (Title V, 2016).

Employment and Insurance
Unemployment
Unemployment decreased from around 10% in 2010 to 4.1% in 2019. However, the COVID-19
pandemic resulted in an unprecedented increase in unemployment. According to the Illinois
Department of Employment Security (IDES), unemployment in Illinois has increased to 15.2%
in May 2020. While it is difficult to estimate the overall impact of the pandemic and long-term
implications in different communities at this time, pre-pandemic estimates indicate that there
were geographical differences with a low of 2.9% in Brown County and a high of 8% in
Alexander County (Figure 11, Appendix E).
While there are more individuals in Illinois with high school graduation (85.4% vs. 84.6%)
(Illinois State Board of Education, 2017-2018) or some college education (69.2% vs. 65.7%)
(ACS, 2014-2018), the unemployment (4.3% vs. 3.9%) rates are higher than national estimates.
More than half of the high unemployment counties are rural areas.

Parental unemployment
The percent of children aged 5 years or less with all available parents employed increased from
65% to 71% between 2010 and 2018. Whereas, the percent of young children with all available
parents unemployed decreased from 9% to 6% during the same period in Illinois (KIDS
COUNT, 2019). However, there is a considerable geographic variation with parental
unemployment ranges from as low as 1% in Clinton County to a high of 25.2% in Alexander
County (Figure 12, Appendix E). Cook and collar counties account for 66% of all parental
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unemployment and 61.8% of all unemployed individuals in the state. Approximately, 49.3% of
all unemployed parents, and 37.9% of all unemployed individuals live in Cook County.

Uninsured
According to PRAMS (2017) data, 13.2% of women did not have insurance one month before
pregnancy, 2.6% did not have insurance during pregnancy for prenatal care, and 10.8% did not
have insurance during postpartum. While Illinois is one of the states with lowest levels of
children without health insurance, African American (4%), and Hispanic (4%) children seem to
have a slightly higher percent uninsured than white children (3%) (KIDS COUNT,
2019).According to 2017 Small Area Health Insurance Estimates (SAHIE), the overall
percentage of uninsured individuals (7.9% vs. 10.2%) is lower in Illinois compared to U.S.
Percent of uninsured are lower among both Illinois adults (9.8% vs. 12.2%), and children (2.9%
vs. 5.0%). The percent of uninsured individuals varies from 3.6% (Brown) to 10% (Cook) among
the counties (Figure 13, Appendix E). Cook and collar counties account for about two thirds of
uninsured in the state (74.6 %) and of these 52.2% are in Cook County.

Family
Children in single-parent households
According to 2014-2018 ACS estimates, Illinois has a lower percent of children living in singleparent households compared to overall U.S. (32.5% vs. 33.1%). Recent estimates indicate that
the percent of single-parent households vary from a low of 14% in Pope to about 56.1% in
Alexander County (Figure 14, Appendix E). Cook and collar counties account for 64.1 % of all
children in single-parent households and 45.6% of such children are in Cook County. African
American (75%), and Hispanic (39%) children are more likely to be in single-parent families
than white (22%), and Asian children (12%) (KIDS COUNT, 2019). Single female-parent
families especially have a very low median household income ($26,773) (KIDS COUNT, 2019)
and about a third of them are in poverty (Title V, 2015).

Public assistance
According to 2013-2017 ACS estimates, about 24% of children in Illinois live in families that
receive public assistance (Supplemental Security Income (SSI), cash public assistance income, or
Food Stamps/SNAP in the past 12 months) (Figure 15, Appendix E). Temporary Assistance for
Needy Families (TANF) was provided to 23,445 families and there were about 1,826,011
participants in the Supplemental Nutrition Assistance Program (SNAP) during 2018. Whereas,
Child Care Assistance Program (CCAP) data show that the number of children age 5 or less
receiving assistance increased from 92,103 in 2010 to 102,337 in 2015, African American (54%)
and Hispanic (36%) children are more likely to be in families receiving public assistance than
white (14%), and Asian (13%) children (KIDS COUNT, 2019). Approximately, one third
(33.9%) of pregnant women in Illinois reported using WIC services during pregnancy (PRAMS,
2017). While overall 21% of families with children receive food stamp/SNAP benefits in Illinois,
large variation is seen by county with a low of 5.2% in Monroe County to a high of 47.8% in
Alexander County. Approximately, 237,000 children received SNAP Benefits in 2017.
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Food insecurity
Food insecurity is indicated by the proportion of the population lacking adequate access to food
in a county. Overall, Illinois has lower food insecurity levels (10.9% vs. 12.5%) than national
estimates (Map the Meal Gap, 2017). However, child hunger and food insecurity are likely to
increase in communities severely affected by the COVID-19 pandemic. Food insecurity in
Illinois ranges between 5.5% (Kendall) and 22.2% (Alexander) (Figure 16, Appendix E). Cook
County alone has about 46.1% of all families with food insecurity in Illinois. Cook and collar
counties together account for 61.3 % of all families with food insecurity in Illinois.

Housing problems
Severe housing problems are defined as the percent of households with at least one of four
housing problems: overcrowding, high housing costs, lack of kitchen facilities, or lack of
plumbing facilities. According to 2012-2016 Comprehensive Housing Affordability Strategy
(CHAS) data, Illinois has a slightly lower percent of families with severe housing problems
when compared to national estimates (17.3% vs. 17.9%). Severe housing problems ranges
between 4.2% (Schuyler) and 22.2% (Cook) (Figure 17, Appendix E).
Severe housing cost burden results when households have to spend 50% or more of their
household income on housing. The percent of African American (48%), and Hispanic (41%)
children living in households with high housing cost burden is more than twice compared to
white children (21%) (KIDS COUNT, 2019). According to 2014-2018 ACS estimates, 15% of
Illinois households have severe housing cost burden. The prevalence varies from a low of 4% in
Henderson County to a high of 19.6% in Jackson. Overall, almost three-fourths (72.8 %) of all
Illinois families facing severe housing problems, and severe housing cost burden (72 %) live in
Cook and collar counties. About half (52%) of all Illinois families facing severe housing
problems or severe housing cost burden (51.6% are in Cook County itself). In addition, counties
in the western region of the state also have many old houses with high lead levels in children.

Residential segregation
Residential segregation is another challenge that many families in Illinois face. In fact, Illinois is
considered one of the most segregated states along with Chicago as the most racially segregated
cities in the United States (IDPH MMR report, 2018). According to 2014-2018 ACS estimates,
Illinois has higher residential segregation, an index of dissimilarity, both for black/white (71.2
vs. 62.0) and non-white/white (53.4 vs. 46.8) (Figure 18, Appendix E) when compared to
national estimates.

Domain II. Maternal Health
Prenatal care
Although prenatal care in Illinois has improved over the past few years, there are regional and
racial disparities. According to 2017 PRAMS data, approximately 78.2% of women in Illinois
received adequate prenatal care based on the Kotelchuck Index (Adequate 80%-109%, Adequate
Plus 110% or more). IDPH birth data from 2018 indicate that the percent of women receiving
adequate prenatal care in Illinois ranges from 67.7% (Douglas) to 93.4% (Henderson) (Figure 19,
Appendix E). Approximately 88.4% of women in Illinois reported beginning prenatal care in the
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first trimester (PRAMS, 2017). Percentage of live births where the woman began prenatal care
during the first trimester ranges from 68.4% (Vermilion) to 93.5% (Menard) (Figure 20,
Appendix E). African American (2.5x) and Hispanic (1.8x) pregnant women are less likely than
white women are to receive adequate prenatal care (Title V, 2016). The sooner prenatal care
begins in a pregnancy, the greater are the benefits. While it appears that Illinois met the Healthy
People 2020 goals, racial disparities exist. African American (2.2x) and Hispanic (1.6x) pregnant
women are more likely than white women are to not begin prenatal care in the first trimester
(Title V, 2016). Given that insurance status changes during pregnancy, it is also important to
note in the context of well-woman visits and postpartum care, that approximately 67.7% of
women had a health care visit in the 12 months before pregnancy and about 90.3% of women
had a postpartum checkup (PRAMS, 2017).

Maternal morbidity
Severe Maternal Morbidity (SMM)
Maternal mortality has been in focus for the past few years as the rate of pregnancy-associated
deaths, or deaths occurring while a woman is pregnant or within a year of pregnancy has been
increasing. Unfortunately, most of the pregnancy-related deaths (72%) and violent pregnantassociated deaths (93%) are preventable. Almost 73 women died within one year of pregnancy
every year since 2008. As with many other health outcomes, African American women are six
times more likely to have an adverse pregnancy-related condition when compared to white
women. It was found that obesity was an important factor in 44% of pregnancy-related deaths in
Illinois during 2015 (IDPH MMR report, 2018). According to 2017 PRAMS data, about 25.6%
of women were overweight and 25.3% were obese before pregnancy (PRAMS, 2017). African
American and Hispanic (66%) women have higher obesity levels than white women (51%)
which puts them at higher chance for such adverse outcomes.
Severe maternal morbidity includes a group of potentially life-threatening unexpected maternal
conditions or complications that occur during labor and delivery. Based on the data from 21 high
maternal mortality risk indicators, it is estimated that the proportion of women experiencing
severe maternal morbidity was 51.4 per 10,000 deliveries. It is estimated that SMM added
$107.5 million to health care costs during 2016-2017 (IDPH MMR report, 2018). SMM is more
common among African American (2.2x) and Hispanic (1.3x) women (Title V, 2016). African
American (1.8x and 1.4x) and Hispanic (1.4x and 1.3x) women are more likely than white
women to die from causes clinically related to pregnancy and any cause within one year of
pregnancy (Title V, 2016). According to Risk and Reach report, Cook and collar counties
account for 84.3 % of all cases of severe maternal morbidity. Cook County’s share is about
61.4% of all Illinois cases.

Other morbidities
Sexually Transmitted Infections (STI)
According to 2017 National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention
data, Illinois has a higher burden of newly diagnosed chlamydia cases (per 100,000 population)
than national estimates (589.9 vs. 524.6). As with other sexually transmitted infections like
Gonorrhea and HIV, geographical disparities exist with much higher rates in Cook and Urban
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counties. Illinois Chlamydia rates vary from 78.7 (Gallatin) to 1089.5 (Jackson) among the
counties (Figure 21, Appendix E).
More than half of all Illinois Chlamydia cases (56.2%) were identified in Cook County itself.
Therefore, Cook and collar counties again have a high burden of infections (71.2 %) like with
many other risk indicators. African Americans have many times higher chance of sexually
transmitted infections such as Chlamydia (7.8x), Gonorrhea (17x) and HIV (8.1x) than whites.
Hispanics also have higher chance of Chlamydia (2x), Gonorrhea (1.5x) and HIV (2.8x) than
whites (Title V, 2016). Although STIs have not been a focal point for HV in Illinois,
participating families can probably be assisted with referrals to testing and treatment, especially
as low-income families and minority racial groups face the brunt of the burden.

Domain III. Infant and Child Health
Birth characteristics
Birth rate
Total births in Illinois in 2018 were 144,828. Cook and collar counties, with 95,828 births
(95.8%), accounted for most of these births. Cook county alone had 42.6% of all births in
Illinois) during the same period. According to ACS 2013-2017 estimates, it appears that birth
rate (number of births per 1,000 women aged 15 to 50 years) in Illinois has declined and
currently ranges from a low of 21 in Christian County and to a high of 128 in Brown County
(Figure 22, Appendix E). In general, most rural counties had a decrease in birth rates in recent
years.

Medicaid births
During SFY 2018, there were a total of 55,774 births supported by Medicaid in Illinois and
account for 38.5% of all births. The proportion of births that are funded by Medicaid ranges
between 5.6% in Monroe County to a high of 92.2% in Alexander County. About 66.2% of all
Medicaid births occurred in Cook and collar counties (Figure 23, Appendix E). Approximately,
43% of Medicaid births occurred in Cook County itself.

Teen birth percent
According to IDPH 2018 data, 6,458 births (4.5%) births in Illinois were to teen mothers. The
percent of births to teen mothers ranges from a low of 0.8% in Monroe County to 12.7% in Clay
County (Figure 24, Appendix E).

Teen birth rate
Teen birth rate is defined as the number of births per 1,000 female population aged 15-19 years.
According to the National Center for Health Statistics (NCHS), this is one of the indicators that
improved since the previous NA. Although Illinois currently has a lower teen birth rate than
national estimates (21.3 vs. 22.7), there is huge geographical variation with a range between 7.8
(Monroe) and 51.6 (Alexander) (Figure 25, Appendix E).. African Americans (38), and
Hispanics (26) have many times higher teen birth rate than whites (11), and Asians (3) (KIDS
COUNT, 2019).
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Breastfeeding at delivery
While 87.7% of Illinois mothers reported having ever breastfed, and 88.2% reported initiation,
only 77% were breastfeeding 1 month after delivery, 67.7% at 8 weeks, and 60.7% at 12 weeks
(PRAMS, 2017). According to 2017 IDPH birth data, the percentage of live births that were
breastfed in the delivery hospital ranges between 58.6% (Vermilion) and 90.2% (DuPage)
(Figure 26, Appendix E).

Preterm births
Preterm births are defined as live births occurring before 37 weeks of pregnancy. Illinois’ state
average is 10.5% with a median county value of 10%. According to 2013-2017 NCHS natality
data, the percent of preterm births in Illinois ranges between 6.2% (Stark) and 13.7%
(Vermilion) (Figure 27, Appendix E).

Low birth weight
Low birth weight is defined as the percent of live births with birth weight less than 2500 g.
Illinois has a higher percent of low birthweight births than national estimate (8.3% vs. 8.1%).
According to 2013-2017 NCHS natality data, the percent of newborns with low birth weight
ranges between 4.5% (Johnson) and 10.8% (Vermilion) with a median county value of 7.5%
(Figure 28, Appendix E).

Infant Mortality
Although Illinois made progress in meeting Healthy People 2020 objective for IMR (6.0 deaths
per 1,000 live births), racial disparities persist. Illinois data indicate that African American,
younger women, unmarried women, women with a high school education or less, U.S.-born
women (vs. foreign-born), women covered by Medicaid, women with three or more previous
births, Chicago residents, women with pregnancy-related hypertension or eclampsia, or women
who did not receive any prenatal care are at higher risk (IDPH IMR report, 2018). Sudden
Unexplained Infant Deaths (SUID), which includes deaths related to accidental suffocation and
Perinatal Periods of Risk (PPOR) analyses found that there were 418 excess fetal and infant
deaths among African American infants during 2014-2015 (IDPH IMR report, 2018).
Illinois has higher infant mortality (6.3 vs. 5.8) than U.S. Infant mortality varies from 3.7 in
McHenry County to 11.1 in Vermilion County in Illinois. African Americans (12.9), and
Hispanics (6.2) have much higher infant mortality than whites (4.7), and Asians (3.1) (KIDS
COUNT, 2019). Sudden Infant Death Syndrome (SIDS) is one of the three leading causes of
IMR. Illinois estimates indicate that about 79.5% of infants were most often laid on their back to
sleep (PRAMS, 2017) and there is room for improvement in safe-sleep practices. Such safe-sleep
practices play an important role in keeping infants safe from accidental suffocation and are
targeted in MIECHV. In Illinois, rural counties had lowest risk for indicators such as adequate
prenatal care, and low birth weight. However, prenatal smoking appears to be higher in rural
counties.
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Child Mortality
According to 2015-2018 NCHS mortality data, Illinois also has higher child mortality (51.7 vs.
49.9) than national estimates. Child mortality, defined as deaths among children under age 18 per
100,000 population, ranges between 27.4 (McHenry) and 117.3 (Massac).
Geographical disparities are evident in risk factors for adverse perinatal outcomes with majority
of births occurring in Cook and collar counties. More than two-thirds (65.8%) of all Medicaid
births, more than half (57 %) of all births to teen mothers, 65.8 % of all babies born to women
without high school education, 64.9 % of all babies born with low birthweight, and 64.4 % all
preterm births in Illinois, occurred in Cook and collar counties. Whereas, a little less than half of
all Medicaid births (46.9%), 40.1% of all births to teen women, 45.5% of all babies born to
women without high school education, 44.8% of all babies born with low birthweight, and 42.7%
all preterm births in Illinois were in Cook County. Similarly, more than two-thirds (68.8 %) of
all infant deaths and a little less than two-thirds of all child deaths in Illinois occurred in Cook
and collar counties. Whereas half of all infant deaths and a little less than half (46.7%) of all
Illinois child deaths occurred in Cook County itself.
Racial disparities persist for these important infant and child outcomes in Illinois. Infant
mortality (3x and 1.2x), low birthweight (2x and 1.1x), unsafe sleep practices (2.3x and 1.8x),
and not having a medical home (2x and 2.7x) are higher among African Americans and
Hispanics respectively. Child mortality is also higher among African Americans (2.2x) and lower
among Hispanics (0.8x) than whites (Title V, 2016).
At risk counties with: low levels of initiation of prenatal care in the first trimester (9/17); high
rates of severe maternal morbidity (SMM) (4/5); and sexually transmitted infections (11/15) are
most likely to be urban and counties with high risk for inadequate prenatal care (10/17), high
birth rate (11/12), Medicaid births (14/19), proportion of teen births (12/14), teen birth rate
(12/15), preterm births (11/14), low birth weight births (9/20) and low levels of breastfeeding at
delivery (11/15) are mostly rural counties.

Domain IV. Substance Use Disorder (SUD)
As many as 42.8% of pregnancies in Illinois were unintended (PRAMS, 2017), and therefore
many women may not be aware of the risk of smoking, drinking, or other substance use during
pregnancy.

Smoking
Prenatal smoking
According to the 2017 Illinois Pregnancy Risk Assessment Monitoring System (PRAMS) data,
17.7% of women in the 3 months before pregnancy, 8.1% in the last 3 months of pregnancy, and
11.7% during postpartum reported smoking cigarettes. E-cigarette use was 3.7% during the 3
months before and 1.1% in the last 3 months of pregnancy. About 4.8% women reported hookah
use in the previous 2 years (PRAMS, 2017). As with adult smoking, there is geographical
variation in the percent of live births where a woman smoked during pregnancy in Illinois
(Figure 29, Appendix E).
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Adult smoking
According to Title V needs assessment report, approximately 16% of women were current
smokers in 2015. Geographic disparities were observed with smoking as high as 25% in women
in rural communities. Recent data from the 2017 Behavioral Risk Factor Surveillance System
(BRFSS) indicate that adult smoking in Illinois ranges between 12.3% (DuPage) and 21.6%
(Alexander) (Figure 30, Appendix E).
While adult smoking is lower in Illinois (15.5% vs. 17.1%), excessive drinking (21.4% vs.
19.0%) and alcohol-impaired driving deaths (31.9% vs. 27.8%) are higher than national
averages. Whereas, drug overdose death rate is same as U.S. (20.6). In general, African
American (1.5x) adults are more likely and Hispanic (0.8x) adults are less likely than white
adults are to smoke (Title V, 2016). However, smoking among both African American (11%)
and Hispanic (8%) women was much less, compared to white women (20%). African American
(0.8x) and Hispanic (0.2x) pregnant women are also less likely than white women are to smoke
during pregnancy (Title V, 2016).

Alcohol
Prenatal drinking
Behavioral Risk Factor Surveillance System (BRFSS) data from 2015-2017 indicate that
nationally 11.5% of pregnant women reported current drinking and 3.9% reported binge drinking
in the past 30 days. Illinois PRAMS data show that almost three-fourths (72.4%) of pregnant
women consumed alcohol in the past two years. Whereas, 2.6% of women reported heavy
drinking (8 or more drinks a week) during the 3 months before pregnancy in 2017.
Approximately, 39.3% women reported 1-3 drinks, and another 19.1% reported 4 or more in the
3 months before getting pregnant.

Adult binge drinking/ excessive drinking
According to NSDUH 2012-2014 estimates, the prevalence of binge alcohol use in past month in
Illinois is around 26.5% with a median county value of 27.1%. Binge drinking ranges from a low
of 25.5% in Boone County to a high of 28.4% in Adams County. Excessive drinking is defined
as the percentage of adults reporting binge or heavy drinking. According to 2017 BRFSS data,
21% of Illinois adults reported excessive drinking and the prevalence varies from 14.5% in
Alexander County to 23.2% in Clinton County (Figure 31, Appendix E). Most at risk counties
with high levels of prenatal (14/16) and adult (9/13) smoking are rural except excessive drinking
(8/12) which is higher in urban counties.

Alcohol Use Disorder (AUD)
According to NSDUH 2014-2016 estimates, the prevalence of alcohol use disorder among adults
aged 12 years or older ranges from a low of 5.5% in Adams County to a high of 9% in
Champaign and Cook Counties.

Marijuana
According to 2017 PRAMS data, approximately 10.2% of women in Illinois reported marijuana
use in the 3 months before they got pregnant or during pregnancy and about 4.4% used after
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delivery. Marijuana use in past month in Illinois is estimated to be around 8% with a median
county value of 7.6%. Marijuana use in 2016 varied from a low of 7.3% in Boone County to
13.4% Champaign, and 12.1% in Cook counties.

Opioids
Undoubtedly, the opioid epidemic has been one of the biggest challenges Illinois families faced
since the previous MIECHV NA. According to 2017 PRAMS data, 3.9% of pregnant women
reported taking prescription pain relievers during pregnancy. Nonmedical use of pain medication
in past year in Illinois is estimated to be around 3.6% with a median county value of 3.7%. Pain
reliever use ranged between 3.5% (Cook) and 4% (Bureau) during 2012-2014. It is estimated that
there were 400,000 non-medical pain reliever users, who are potentially at risk of future heroin
use (NSDUH, 2014).
The prevalence of heroin use in the past year in Illinois has increased considerably and is
estimated at 0.3% with a median county value of 0.3. Heroin use ranges from 0.2% in DuPage
County to a high of 0.5% in Cook County. Heroin is the primary drug of use reported by both
pregnant women and women with dependent children. An alarming proportion (44.8%) of
pregnant women with past-year AUD/SUD also misused pain relievers in 2015.

Illicit drugs
The prevalence of illicit drugs use in the past month (excluding marijuana) varies between 2.8%
(Boone) and 3.5% (Bureau). Whereas, the prevalence of past year cocaine use is estimated to be
1.3 with a median county value of 1.8%. Cocaine use varies between a low of 1.5% in Adams
County and a high of 2.9% in Champaign and 3.3% in Cook counties.

Domain V. Substance Use Disorder (SUD)
Consequences
Hospitalizations and Emergency Department (ED) visits
Alcohol Use Disorder
Adult Alcohol Use Disorder related hospitalizations range between 4.4 (Saline) and 26.3 (Rock
Island). Adult Alcohol Use Disorder related ED visits range between 6.2 (Monroe) and 95.6
(Rock Island).

Substance Use Disorder
Adult Substance Use Disorder related hospitalizations vary between 2.9 (Woodford) and 31.9
(Jersey). Whereas, adult Substance Use Disorder related ED visits range between 5.3 (Monroe)
and 47.6 (Cook).

Opioid Use Disorder
While Cook, Will, DuPage, Lake, Winnebago, Madison, Peoria, Kane, McHenry, and Sangamon
counties had the highest number of Opioid Use Disorder-Related ED Visit (Figure 32, Appendix
E). Since 2013, there have been approximately 300 opioid-related hospitalizations every year in
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Illinois, with heroin most commonly implicated in Cook County and non-heroin opioids in rural
counties. (Figure 33, Appendix E)

Neonatal Abstinence Syndrome (NAS)
The adverse impact of maternal substance use on both maternal and infant health is apparent by
the 52% increase in the incidence of neonatal abstinence syndrome in Illinois between 2011 and
2016. The Adverse Pregnancy Outcomes Reporting System (APORS) data indicate that there has
been an increased number of drug exposed infants in Illinois due to multiple drugs (52%) or
opioids (48%) as a consequence of increasing substance use in pregnancy and postpartum in
recent years. The Healthcare Cost and Utilization Project (HCUP) state inpatient data for Illinois
indicate that NAS was 2.9 (infants born with NAS per 1,000 hospital births) in 2017. Cook and
collar counties seem to have a severe burden with more than half (56 %) of all Illinois cases.
More than a third (35.2%) of all Illinois NAS cases occurred in Cook County itself.

Deaths
Alcohol-impaired driving deaths
According to 2014-2018 Fatality Analysis Reporting System data, 32% of driving deaths in
Illinois were due to alcohol involvement. Cook and collar counties account for 42.8% of all
alcohol-impaired driving deaths. Cook County alone has a quarter (24.4%) of such deaths
(Figure 34, Appendix E).

Drug poisoning deaths
Although Illinois has reported very low opioid prescription rates, the state had a large increase in
overall opioid overdose deaths between 2010 and 2015, with the 6th highest death rate due to
heroin overdose (IDPH, 2017). Illinois death certificate data from 2008 to 2017 show that there
were 2,000 opioid poisoning deaths since 2008 and mortality due to all drugs, opioid, and heroin
overdoses increased by 2, 3 and 10 times respectively among women of reproductive age 15-44
years (IDPH, 2017). Between 2008 and 2016, there was a fourfold increase in the number of
deaths due to opioid poisoning during pregnancy and postpartum. According to 2018 IDPH
estimates, drug overdose mortality ranges between 0 (Brown) and 52.1 (Winnebago) deaths per
100,000 population (Figure 35, Appendix E).

Opioid deaths
There was an increase in the average annual number of pregnancy-associated deaths (defined as
deaths within one year of pregnancy) due to opioid-related poisoning (Bennett, 2018). The
opioid-related pregnancy-associated mortality ratio increased from 1.1 in 2008 to 12 per 100,000
live births in Illinois. The proportion of pregnancy-associated deaths related to opioid poisoning
increased from 2.5% in 2008 to 18.8% in 2017 and has become the most common cause of
pregnancy-associated mortality. Although the opioid epidemic occurs in all demographic groups
and communities, white women and women aged 30 or above are at higher levels of risk for
opioid overdose mortality. Pregnancy-associated opioid-overdose mortality has a similar pattern
with women who are white, with a high school education or less, and residing in suburban
Chicago communities at the highest risk.
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During 2016, most of the opioid overdose deaths occurred in Cook, Madison, Peoria, St. Clair,
and Winnebago counties (all of which include current MIECHV communities). While almost
half of these deaths occurred in Cook County, the opioid overdose death rates were actually
higher in 18 other counties, with 12 of these counties having the state’s lowest OUD treatment
capacity through medication-assisted treatment (MAT). There are regional differences in the
drug implicated in overdose deaths. Synthetic opioids (54.8%) have overtaken heroin (48.7%) as
the most commonly implicated opioids in poisoning deaths. Indeed, the synthetic opioid related
death rate increased nine fold over the past 4 years while the heroin death rate increased eleven
fold over 9 years.
In Illinois, there were a total of 2,169 overdose deaths related opioids in 2018 (NIDA, 2020) with
an opioid overdose mortality rate of 17 per 100,000 population.
Counties with high rates of alcohol use related hospitalizations (7/14) and ED visits (9/14), and
opioid drug overdose mortality are more likley to be urban. Whereas, rate of substance use
related hospitalizations and ED visits, and any drug overdose mortality are high in both urban
and rural counties. However, the proportion of all deaths due to any drug (63.5 %), any opioid
(65.9 %), heroin (76.5 %), and opioid analgesics (65.7 %) overdoses occur in Cook and collar
counties. Cook County especially is burdened with most of these overdose deaths due to any
drug (44.4%), any opioid (46.3%), heroin (55.7%), and opioid analgesics (46%).
While most indicators show that African Americans and Hispanics have higher risk for adverse
consequences, whites have higher levels for two substance use consequences indicators, opioid
and heroin overdose mortality. Whites have 64% opioid overdose mortality compared to African
Americans with 25%, and Hispanics with 10%. Similarly, whites have a 57% heroin overdose
mortality compared to African Americans with 31%, and Hispanics with 11% (KIDS COUNT,
2019).

Domain VI. Crime
Crime can put families’ lives in danger, and children witnessing crime or IPV can also be
traumatized. As with many crimes, children are often “secondary victims” as their needs will not
be met when their guardian is overwhelmed dealing with the crime or violence (ICJIA, 2017).
African Americans (1.5x) and Hispanics (1.6x) are more likely than whites to have 4 or more
such adverse childhood experiences (ACEs). Racial disparities exist and communities with a
greater proportion of minorities are disproportionately affected with a great burden in the crime
domain. According to 2017 PRAMS data, 10.5% of women in Illinois reported feeling unsafe in
the neighborhood before delivery. African American (20.1%) and Hispanic (13.2%) women were
more likely than white (6.5%) women were to feel unsafe.

Crime reports
According to the Victim Needs Assessment Summary Report (ICJIA, 2017), people with mental
or physical disabilities, LGBTQ, males, communities affected by gang violence, residents of
rural communities, immigrants, elderly/seniors, victims of human trafficking or forced
marriages, children who witnessed violent crimes, victims of child abuse, victims of identity
theft/financial crimes, and those with limited literacy or English proficiency are the vulnerable
populations for this domain. Crime Reports (# reported crimes/1,000 residents) vary between 3.5
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in Putnam County to 43.6 in Vermilion County (Figure 36, Appendix E). Crime Reports in
Illinois is approximately 25.3 with a median county value of 15.7. African American (3.5x) and
Hispanic (3.9x) children are more likely to live in such unsafe neighborhoods than white children
(Title V, 2016).
Most at risk counties in the crime domain happen to be urban for Crime Reports (11/16), violent
crime (7/10), and homicides (5/6), except for firearm fatalities (6/11) which are more common in
rural counties.

Juvenile arrests
This indicator is measured by the number of crime arrests in children aged 0-17 per 100,000
juveniles. Juvenile arrests in Illinois are estimated to be around 107.9. While counties such as
Adams have no juvenile arrests, Winnebago (1,271.0), and Cook (198.1) are in the other extreme
with a high risk for this indicator.

Violent crime
According to Uniform Crime Reporting data from 2014 and 2016, 403 violent crime offenses
were reported per 100,000 population in Illinois. Violent crime varies from a low of 11.6 in
Putnam County to 1,316.4 in Alexander County.

Homicides
According to 2012-2018 NCHS mortality data, homicide rate in Illinois was about 7.18 deaths
per 100,000 population. Homicide rate ranges between a low of 1 in McHenry County and a high
of 14.1 in St. Clair County. Racial disparities are strikingly evident in homicides. Age adjusted
homicide rates are many times higher among African Americans (18.1x) and Hispanics (2.6x)
when compared to whites (Title V, 2016).

Firearm fatalities
While violent crime (403.1 vs. 386.5) and homicides (7.2 vs. 5.5) in Illinois were higher,
according to 2014-2018 NCHS mortality data firearm fatalities rate (number of firearm related
deaths per 100,000 population) in Illinois was lower than national estimates (10.6 vs. 11.6).
Firearm fatality rate range between 4.1 in DuPage County and 21.9 in Mason County. The major
share of all the deaths due to homicides (73.6%) and firearms (57.5%) falls within Cook County.

Intimate Partner Violence (IPV)
According to PRAMS data about 2.7% of new mothers reported physical abuse by an intimate
partner. About 3% women during the 12 months before pregnancy, and 2.2% during pregnancy
experienced IPV by a husband or partner and/or an ex-husband or partner (PRAMS, 2017).
African American (6.2%) and Hispanic (2.5%) women experienced higher levels than white
women (1.9%). Domestic violence (DV) in Illinois is higher than national estimates for women
(42% vs. 36%) and lower for men (34% vs. 26%). It is estimated that approximately, 2 million
women and 1 million men in Illinois have experienced DV in their lifetimes (ICJIA, 2019).
About 30% of victims of crime also had experienced IPV (ICJIA, 2017).
In general, DV/IPV incidents are underreported. According to a national survey administered by
the Bureau of Justice Statistics, less than half (45 %) of all incidents were reported in 2017
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(Morgan & Truman, 2018). Previous estimates indicate that rural counties also had higher risk of
IPV (3.6%) (Title V, 2016). Illinois DV agencies served 57,684 adults and children per year and
services were provided to about 8,661 clients with children (41,700) in 2018. While there was a
slight decline in the overall service utilization recently, there was an increase in the Hispanic
clients, reflecting population growth trends (ICJIA, 2019).

Domain VII. Child Maltreatment
Child maltreatment
This is defined as the rate of maltreatment in victims aged <1-17 per 1,000 child (aged <1-17)
residents. Child maltreatment in Illinois is approximately 9.7 with a median county value of 15.
Child Maltreatment ranges between 2.7 (Kendall) and 43.2 (Union) (Figure 37, Appendix E).
Ten rural and three urban counties were identified as at high risk for child maltreatment. It is
important to note that 6 out of 8 counties with high child mortality are also rural.

Domain VIII. School Readiness
Kindergarten Readiness
Kindergarten Individual Development Survey (KIDS) is an assessment that is being used to
measure kindergarten readiness in Illinois for the past two years. According to the KIDS 20182019 report, only 26% of Illinois children showed readiness in all 3 developmental areas, 17% in
2, and 18% in 1. Alternatively, 39% did not show readiness in any of the developmental areas.
While 53% of Illinois children showed social and emotional development readiness, and 46% in
language and literacy, only 33% demonstrated readiness in math. Hispanic (15%) and African
American (22%) children demonstrated lower readiness when compared to white (32%) children.
In addition, only 18% of children who qualify for free or reduced-price lunch, 12% of those with
individualized education programs (IEP) and 17% of kindergartners who are English learners
demonstrated readiness. Percent of children lacking kindergarten readiness varies from a low of
48.6% in Calhoun County to a high of 95.9% in Clark County (Figure 38, Appendix E). More
than a third (34.3%) of all children without kindergarten readiness are in Cook County and a
little less than another third (29.4%) are in collar counties. Racial disparities are seen in Illinois
kindergarten readiness, and preschool enrollment is often cited as a reason. In Illinois, only 30%
of children aged 3-4 are enrolled in preschool. Hispanics (55%) have much higher percent of
children aged 3 or 4 years not attending pre-school than African Americans (41%), whites
(42%), and Asians (41%) (KIDS COUNT, 2019). School readiness is a MIECHV benchmark
and HV plays a very important role in reducing these disparities.

Third Grade Proficiency in Language and Math standardized
assessments
While Illinois has about the same average third-grade reading scores (3.1) when compared to
national averages, math scores (2.9 vs. 3.0) are slightly lower. African Americans (20%), and
Hispanics (24%) have much lower percent of 3rd graders meeting PARCC ELA expectations
than whites (46%), and Asians (63.00%) (KIDS COUNT, 2019).
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Fourteen out of the 15 at risk counties for high school dropouts and all the 6 counties with high
proportion of mothers aged 20 years and above without high school diploma are rural. Similar to
adult education risk distribution pattern, the counties with high risk for lack of kindergarten
readiness (12/14), low average 3rd grade reading scores (8/12), and low average 3rd grade math
scores (10/14) are also predominantly rural, with none of the Cook or collar counties identified
as at risk for this domain.
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Descriptives
Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

124913
526478
3910
13665
25755
53577
5180493

County
Population
Cook
5,180,493
DuPage
928,589
Lake
700,832
Will
692,310
Kane
534,216
McHenry
308,570
Winnebago
284,081
Madison
264,461
St. Clair
261,059
Champaign
209,983
Sangamon
195,348
Peoria
180,621
McLean
172,828

Figure 1. Illinois Population
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Mean
Std.
Deviation
Minimum
25th
Percentile
Median
75th
Percentile
Maximum
County
Alexander
Pulaski
St. Clair
Cook
Brown
Peoria
Macon
Jackson
Kankakee
Vermilion
Champaign
Winnebago
Sangamon
Will

5
7
0
1
2
7
32
Percent
32
30
30
23
18
18
17
15
15
14
13
13
13
12

Figure 2. Percent Black/African American
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Mean
Std.
Deviation
Minimum
25th
Percentile
Median
75th
Percentile
Maximum
County
Kane
Cook
Boone
Lake
Kendall
Cass
Will
DuPage
McHenry
Winnebago
Rock Island
Whiteside
DeKalb

5
6
1
2
3
6
32
Percent
32
26
22
22
19
19
18
14
13
13
13
12
11

Figure 3. Percent Hispanic
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Douglas
Moultrie
Hardin
Pope
Hamilton
Crawford
Henderson
Bureau
Franklin
Cass
Wayne
Clay
Brown
Fayette
Ford

5
4
0
2
4
6
19
Percent/Rate
19
16
16
16
15
15
15
13
12
12
11
11
11
10
9

Figure 4. High School Dropouts
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Douglas
Moultrie
Wayne
Cass
Lawrence
Warren

10
5
4
8
9
12
37
Percent/Rate
37
28
25
21
16
16

Figure 5. Maternal Education

160

Appendix E.
Summary and Figures of Phase 2 Risk Indicators
(Figures 1 to 38)

Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Alexander
Jackson
Pulaski
Hardin
Coles
Franklin
Vermilion
Champaign
Union
Gallatin
Saline
McDonough
Pope
Fayette

13
4
5
11
13
15
30
Percent/Rate
30
29
23
22
20
20
19
19
19
19
19
19
18
18

Figure 6. Adult Poverty
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Alexander
Gallatin
Saline
Jackson
Pulaski
Mercer
Hardin
Lawrence
Franklin
Vermilion
Macon
Marion
Clay
Jefferson
Montgomery
Knox

22
9
6
15
22
27
56
Percent/Rate
56
43
38
38
35
35
35
34
34
33
33
32
32
31
31
31

Figure 7. Child Poverty at 100% FPL
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Alexander
Gallatin
Pulaski
Stephenson
Marion
Clark
Franklin
Jackson
Saline
Clay
Vermilion
Jefferson

45
12
16
37
44
53
79
Percent/Rate
79
70
66
65
63
63
62
61
60
58
57
57

Figure 8. Child Poverty at 200% FPL
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Alexander
Brown
Pulaski
Warren
Marion
Cass
Gallatin
Jackson
Cook
Union
Jefferson

48
12
17
42
49
54
92
Percent/Rate
92
85
83
67
66
64
64
63
63
61
61

Figure 9. Free Reduced Lunch
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Figure 10. Income Inequality
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
County
Alexander
Pulaski
Hardin
Johnson
Boone
Saline
Franklin
Vermilion
Union
Winnebago
Massac
Fulton
Pope
Wayne
Mason
Lawrence
Stark

5
1
3
4
5
5
8
Percent/Rate
8
8
8
7
7
6
6
6
6
6
6
6
6
6
6
6
6

Figure 11. Unemployment
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Alexander
Lawrence
Mercer
Stark
Menard
Pope
Massac
Iroquois
Gallatin
Fulton
Union
White
Kankakee
Fayette
Johnson
Montgomery
St. Clair

7
4
1
4
7
10
25

Percent/Rate
25
18
16
16
15
15
15
14
13
12
12
12
12
12
12
12
12

Figure 12. Parental Unemployment

167

Appendix E.
Summary and Figures of Phase 2 Risk Indicators
(Figures 1 to 38)

Mean
Std. Deviation

6
1

Minimum
25th Percentile
Median
75th Percentile
Maximum

4
6
6
7
10

At Risk
Counties
County
Cook
Douglas
Kane
Cass
Moultrie
Iroquois
Warren
Jackson
Pope
Henderson
Boone
Pulaski
Winnebago
Hardin

Percent/Rate
10
9
9
9
8
8
8
8
8
8
8
7
7
7

Figure 13. Uninsured
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Alexander
Schuyler
Stephenson
Jackson
Winnebago
Clay
Vermilion
St. Clair
Gallatin
Peoria
Sangamon
Rock Island
Marion
Fulton
Macon
Pulaski
Saline

32
8
14
25
32
37
56

Percent/Rate
56
46
46
46
44
44
44
43
43
42
42
42
42
42
41
41
40

Figure 14. Single Parent Households
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Alexander
Saline
Pulaski
Scott
Gallatin
Mason
Stephenson
Lawrence
Marion
Jackson
Franklin
Clark
Knox

28
9
7
21
29
33
60

Percent/Rate
60
49
46
41
41
41
40
40
40
38
38
37
37

Figure 15. Public Assistance
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Alexander
Jackson
Pulaski
St. Clair
Champaign
Vermilion
Peoria
Saline
McDonough
Coles
Macon
Franklin
Massac
Jefferson

11
3
6
10
11
12
22

Percent/Rate
22
18
17
16
15
15
14
14
14
14
14
14
14
14

Figure 16. Food Insecurity
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Cook
Jackson
Champaign
DeKalb
Kane
Alexander
Lake
DuPage
Kankakee
Winnebago
Coles
McDonough
St. Clair
Will
Grundy

11
3
4
9
11
13
22

Percent/Rate
22
21
20
19
18
18
16
16
16
15
15
15
15
15
15

Figure 17. Severe Housing Problems
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Alexander
Vermilion
Jersey
Morgan
Schuyler
Wabash
Kankakee
Marion
Cook
St. Clair
Jefferson
Whiteside
Effingham
Ogle
Stephenson
Peoria

35
12
1
27
36
43
60

Percent/Rate
60
56
55
55
54
53
53
52
52
52
51
50
50
49
49
48

Figure 18. Residential Segregation
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Massac
Lake
Kankakee
Jefferson
Johnson
Whiteside
Peoria
Iroquois
Stark
Kane
Wayne
Moultrie
Scott
Cook
St. Clair
Pulaski
Douglas

84
5
68
82
85
88
93

Percent/Rate
79
79
79
79
79
79
79
78
78
77
76
73
72
72
71
68
68

Figure 19. Adequate Prenatal Care

174

Appendix E.
Summary and Figures of Phase 2 Risk Indicators
(Figures 1 to 38)

Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum

At Risk
Counties
County
Madison
Knox
Macon
Kane
Warren
Peoria
Cass
Jackson
Pulaski
Cook
Rock Island
St. Clair
Kankakee
Moultrie
Douglas
Alexander
Vermilion

83
5
68
80
84
86
94

Percent/Rate
78
78
78
78
78
77
77
76
75
75
75
74
74
73
73
70
68

Figure 20. Prenatal Care at Beginning in the First Trimester
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties

County
Jackson
McDonough
Peoria
St. Clair
Cook
Champaign
Alexander
Macon
Winnebago
Pulaski
Sangamon
Vermilion
Coles
Kankakee
McLean

338
209
79
214
265
389
1090

Percent/Rate
1090
977
912
845
814
814
760
715
695
690
689
662
650
642
561

Figure 21. Sexually Transmitted Infections (STI)
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Brown
Moultrie
Lawrence
Douglas
Johnson
Saline
Edgar
Union
Livingston
De Witt
Ogle
Clay

55
15
21
47
53
63
128

Percent/Rate
128
97
92
78
77
77
76
73
72
72
71
71

Figure 22. Birth Rate
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Hardin
Pulaski
Vermilion
Massac
Alexander
Scott
Winnebago
Marion
Knox
Stephenson
Gallatin
Fayette
Saline
Macon
Fulton
Coles
Mason
Peoria
Franklin

39
12
7
30
40
48
67

Percent/Rate
67
62
61
59
59
57
57
57
56
56
55
55
54
54
53
53
52
52
52

Figure 23. Medicaid Births
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Clay
Stephenson
Gallatin
Marion
Pope
Vermilion
Mason
Cass
Fulton
Hardin
Pulaski
Morgan
Logan
Ford

6
2
1
4
5
7
13

Percent/Rate
13
11
11
11
10
10
9
9
9
9
9
9
9
9

Figure 24. Teen Birth Percent
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Alexander
Vermilion
White
Saline
Franklin
Lawrence
Marion
Jefferson
Pulaski
Clay
Cass
Wayne
Massac
Gallatin
Macon

26
10
8
18
25
31
52

Percent/Rate
52
48
48
47
46
44
43
43
42
40
39
37
37
36
36

Figure 25. Teen Birth Rate
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Randolph
Henderson
Fayette
Warren
Peoria
Macon
Saline
Pope
Franklin
Hardin
Alexander
Pulaski
Gallatin
Massac
Vermilion

76
7
59
72
76
81
90

Percent/Rate
68
67
67
67
67
66
66
65
64
63
62
61
61
61
59

Figure 26. Breastfeeding at Delivery
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Vermilion
Hardin
Crawford
Schuyler
Gallatin
Sangamon
Morgan
Macon
Jasper
Lawrence
Jefferson
White
Henderson
Franklin

10
1
6
9
10
11
14

Percent/Rate
14
12
12
12
12
12
12
12
12
12
12
12
11
11

Figure 27. Preterm Births
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Vermilion
Pope
Sangamon
Henderson
St. Clair
Macon
Macoupin
Saline
Peoria
Pulaski
Stephenson
Marion
Jersey
Kankakee
Jefferson
Morgan
Alexander
Marshall
Lawrence
Cook

8
1
5
7
7
9
11

Percent/Rate
11
11
10
10
10
10
10
10
10
10
9
9
9
9
9
9
9
9
9
9

Figure 28. Low Birth Weight
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Hardin
Marion
Mason
Pike
Gallatin
Bond
White
Massac
Pope
Fayette
Macoupin
Richland
Clay
Franklin
Fulton
Saline

17
6
1
14
16
21
35

Percent/Rate
35
28
28
26
26
25
25
25
24
24
24
24
23
23
23
23

Figure 29. Prenatal Smoking
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Alexander
Pulaski
Jackson
Coles
Saline
Hardin
Lawrence
Franklin
Knox
Vermilion
St. Clair
Fayette
Marion

16
1
12
15
16
17
22

Percent/Rate
22
19
19
19
19
18
18
18
18
18
18
17
17

Figure 30. Adult Smoking
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Clinton
DeKalb
Kendall
Brown
Effingham
Cook
Grundy
McHenry
McLean
Monroe
Woodford
Piatt

20
1
15
19
20
21
23

Percent/Rate
23
23
23
23
23
22
22
22
22
22
22
21

Figure 31. Adult Binge Drinking/Excessive Drinking
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Figure 32. Opioid Use Disorder-Related ED Visit Rates
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Figure 33. Opioid Use Disorder-Related Hospitalization Rates
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Putnam
Pike
Marshall
Lee
Pope
Hardin
Hamilton
Logan
Jersey
Stephenson
Piatt
Henderson
Bond
McHenry

31
13
0
25
32
39
75

Percent/Rate
75
56
53
52
50
50
50
47
47
44
44
44
44
43

Figure 34. Alcohol-Impaired Driving Deaths

189

Appendix E.
Summary and Figures of Phase 2 Risk Indicators
(Figures 1 to 38)

Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Winnebago
Hardin
Jersey
Madison
La Salle
Greene
Stark
Livingston
Jackson
Lawrence
Bond
Iroquois
Montgomery
Peoria

16
11
0
9
15
22
52

Percent/Rate
52
50
45
41
41
38
35
33
31
31
30
28
28
28

Figure 35. Drug Overdose Deaths
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Vermilion
Sangamon
Winnebago
Peoria
Edwards
Champaign
Jackson
Jefferson
Cook
Alexander
Macon
Marion
St. Clair
Rock Island
Knox
Kankakee

18
9
4
11
16
24
44

Percent/Rate
44
40
40
37
34
33
33
33
33
33
33
32
31
31
30
28

Figure 36. Crime Reports
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Union
Jefferson
Coles
Saline
Richland
Wabash
Macon
Logan
Williamson
Vermilion
Morgan
Gallatin
Lawrence

16
8
3
10
15
20
43

Percent/Rate
43
41
34
33
33
31
29
27
27
26
25
25
25

Figure 37. Child Maltreatment
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Mean
Std. Deviation
Minimum
25th Percentile
Median
75th Percentile
Maximum
At Risk
Counties
County
Putnam
Clark
Jersey
Lee
Stephenson
Fulton
Crawford
Jo Daviess
Boone
Lawrence
Clay
Schuyler
Washington
Hardin

74
10
49
68
75
81
100

Percent/Rate
100
96
90
90
88
88
88
87
87
87
86
86
85
84

Figure 38. Kindergarten Readiness
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Early Childhood Collaborative Survey – SUMMARY
Introduction to ECC
The Illinois Statewide Home Visiting Needs Assessment research team (NA) framed the generic
term of Early Childhood Collaboratives (ECC) to capture wide variations and structures for ECC
organizations in Illinois. IL ECCs are a patchwork of organizations working with communities to
engage key stakeholders, identify and set priorities, share resources, conduct screenings and
assessments to refer families for services and enhance an array of maternal and child initiatives,
parenting programs, child welfare, and educational readiness. IL ECC’s funding by federal, state
and local entities while tasked with addressing different target populations, problems and
priorities has resulted in a spectrum of geographically and socio‐demographically unique
collaborative structures and organizations. ECCs strive to establish and support a continuum of
prevention, early intervention and treatment services, and serve a foundational role that enhances
the capacity and quality of home visiting programs and related health and other social services.
The NA conducted an ECC survey with the goal of reaching as many Illinois ECC collaboratives
as possible. The survey was sent to the identified leader, coordinator, or facilitator from the list
of collaboratives secured from these various groups. Surveys were sent to 69 ECCs and 56
surveys were returned for a response rate of 81% with several collaboratives returning more than
one survey due to multiple individuals serving in the collaborative leadership role (e.g., co‐
facilitator, part‐time FTE, etc.).

ECC Leadership and Meetings
Participants in the survey ranged from a variety of educational backgrounds: early childhood
education (11), education (7), social work (6), psychology (6), and other fields including nursing,
business management, community development, public health and public policy. Half of survey
respondents report their collaborative meets monthly, while just under a third (31%) meet
quarterly, 17% bi‐monthly, and one site indicated they meet annually. Many collaboratives have
committees and subcommittees that meet outside of the regular collaborative meetings.

ECC Activities
When asked to rate the frequency of collaborative activity, the highest responses selected were in
the areas of exchanging information with collaborative partners (90.5%), planning and
participating in joint events or activities to serve the community (73.8%), and working on
coordinated intake or referrals to home visiting and/or other programs (66.7%).

ECC Impact on Community
Survey responses describing community impact selected “increased collaboration among
community agencies concerned with maternal, child health and early childhood issues” and
“helped other early childhood programs increase resources for targeting maternal, child health
and early childhood issues” as “to a great extent”, with 76.2% and 61.0%, respectively.
Additionally, over half reported having increased the number of families enrolling in early
childhood care and education programs (54.8%) and preschool programs (52.4%) “to a great
extent”. To a degree of “somewhat”, participants reported having increased use of data for
planning and decision making (54.8%), involvement by local healthcare organizations (52.4%),
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families participating in WIC services (51.2%) and the number of families receiving healthcare
services (50.0%).

Who is Missing in the Collaborative?
Respondents were asked to list key community‐based agencies or organizations that do not
participate in the collaborative, but could help advance the mission and cause. Thirteen out of
nearly 50 responses stated the need for health and medical providers, including primary care
providers, OBGYN and physician extenders, hospitals, first responders and dentists. “Often
physicians will distribute our resource guide and/or flyers for community programs, but do not
engage much deeper.” “We really need family physicians and pediatricians to be more involved
in our collaborative. They are often unaware of all the services provided in this large county,
eligibility requirements for programs and even how to appropriately make a referral.” Other
responses included local businesses, nonprofits and business organizations, churches and the
broader faith‐based community, local elected officials and local government, DCFS and DHS.

Additional Needs and Supports Requested
Data access and sharing emerged as the most needed additional support for ECCs (28.6%). “Help
us connect the dots & see the correlation of maternal child health on life outcomes so that we
may communicate it out to cross‐sector partners.” “We would be ecstatic if we could get the
maternal and child health data that we routinely report to the State of Illinois back as stats with
comparisons to other counties and the state.” Training (14.3%) and technical assistance (12.5%)
requests followed. “We are always looking for maternal mental health professional development
opportunities to offer locally.” Outreach resources and materials were also requested by survey
respondents (5.4%).

Summary
Illinois has many highly engaged and successful ECC’s that integrate and contribute to home
visiting effectiveness and efficiency. However, these systems or networks of ECCs are siloed,
fragmented, unevenly dispersed across the state, and driven by a combination state and local
mandates and priorities. To improve the systems and networks, ECCs need to be more closely
aligned with the full spectrum of early childhood care and education services. This alignment
would likely be most effective by convening state and local funders and leaders of ECCs so that
legislative and funding priorities could be constructed and integrated to targeted catchment areas.
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Coordinated Intake Survey – SUMMARY
Introduction to Coordinated Intake
Coordinated Intake (CI) has been recognized as a key element for supporting home visiting
programs and services as well as to refer and integrate other family needs into existing health
and community services (Paradis, Belknap, O'Neill, et al., 2018). CI is typically comprised of a
full or part-time staff member who works in the community to assist with identifying, engaging,
assessing and referring eligible caregivers and families into home visiting programs and other
community services. At this time, CI has been somewhat arbitrarily configured based on funding
by MIECHV beginning in 2011 and subsequently by various county health departments and
hospitals that have identified a need for improved coordination of home visiting programs and
related services. These funded CI’s typically are placed in higher population density
communities and counties.
Over the past three years, Illinois has expended significant effort, training and the convening
of CI’s to better delineate their roles, responsibilities and skill sets for working in Illinois
communities (Gallagher, Gandana, Marable, Potere and Wilson, 2018). These efforts are
primarily guided by MIECHV funding that began convening a practice group and quarterly
meetings. The commitment to CI remains somewhat limited currently because the primary goal
is to provide home visiting services to the most eligible families possible. The role of
CI has become more important in larger communities that have multiple home visiting programs
and greater population density and program options. The more rural areas of Illinois have their
own challenges in reaching eligible families, but typically the health departments, schools and
childcare agencies fill the role of identifying families in need and eligible for services.

Coordinated Intake Survey
The key constructs included in the Illinois CI survey included basic descriptive information
regarding job status, sponsors, communities and programs they support, geography, and sociodemographic factors. Moreover, questions and scales related to primary skills and practices,
major effort of those practices, key referral agencies, waiting lists, accessibility to services,
estimates of the percent and factors contributing to refusing HV programs, and barriers to
collaborating with other home visiting programs and community-based services. Although it was
challenging to identify the most complete list of CI’s, the final list had 18 CI’s and the responses
were 28 out of 34 surveys sent (to CI staff and supervisors) for a response rate of 82.3%.

Survey Highlights
Of the 28 respondents, 50% were full-time, 7% part-time, 18% part-time CI and part-time other
position, and 25% “other” category. Respondents were 89% female and 12% male with 96%
having baccalaureate or graduate degrees. Approximately 1/3 have been in their current position
less than a year and just over 1/4 report being in their position for one to two years. Fifty-four
percent indicate they are bi-lingual with 21% indicating they can speak Spanish.
Engaging the community and families (meetings with community partners) were the main
tasks CI’s reported spending their time on (20%), followed by data entry and service tracking
(processing, sharing and following up on referrals) (18%), and recruiting families
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(17%). Connecting HV families to other community services was the lowest frequency
reported (8%).
Aside from home visiting, the top five services that CI’s refer families to in their communities
were: maternal assistance (e.g., cribs, clothing, baby items, car seats, etc.) (16), mental health
counseling and treatment programs (12), Early Intervention and
special education programs (12), WIC (11), childcare programs (11), and homelessness
shelters (7). The most accessible community services reported by CI’s were as follows: WIC
programs (68%), food pantries (44%), health clinics (41%), hospitals (37%), and primary care
physicians (36%). Services where accessibility was found to be lacking the most included
maternal assistance (52%), mental health counseling and treatment services (44%),
homeless shelters (42%), and substance use disorder treatment (35%).

Coordinated Intake and Home Visiting Services
After a CI worker receives a referral, 84% of families are connected to a home visiting program
within a week. Fifty-eight percent of families either have no waiting time or less than a week to
enroll in a home visiting program, while twelve percent wait up to a month or more. CI’s report
that 89% find it somewhat or frequently difficult to help ensure full caseloads in home
visiting programs in their communities, and seven percent say it is not difficult at all. Major
barriers to filling home visiting caseloads were attributed to home visitor position vacancies
(58%), families declining services (39%) and families fear of letting agency staff in their homes
(27%). CI’s report the primary factors influencing a family’s decision to decline HV services is
that the caregiver/family is too busy to participate (67%), or that the caregiver/family is
mistrustful of outsiders coming into their home (64%). Additionally, conflicts with the
family’s schedule (e.g., job, school, childcare) that do not allow for participating during normal
business hours (8-5 pm, weekdays) was another significant reason for families declining
services (60%).

Summary
The CI system in Illinois plays a key role in connecting at-risk families to home visiting
services. Local community-based CI workers identify and recruit families in need of services,
and match them to providers that can best meet their needs. This service is vital to helping
maintain full caseloads with families that best fit specific program eligibility criteria, and are
most in need of services. CI workers also connect families to additional early childhood services
and basic needs supports. A comprehensive, highly engaged CI system provides a community
with the knowledge, resources and supports to ensure high- quality home visiting services and
critical ancillary services needed to address a host of health, medical, education and behavioral
problems that are common with young disadvantaged families (Schlemper et al., 2017). An
expanded CI system in Illinois could help support even more home visiting programs serve atrisk communities to their full capacity.
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Home Visitor Focus Groups - SUMMARY
Introduction
An important component of the Illinois MIECHV Statewide Needs Assessment (NA) was
conducting focus groups with home visitors. The purpose of the focus groups is to understand
where, what, and how home visiting programs are delivered in Illinois. The selection of focus
group locations across the state ensured that communities in urban, suburban, small town, and
rural areas were included. Focus groups asked about prior experience in home visiting, beneficial
trainings and professional development, needs for additional trainings, strategies they use to
build trust and rapport with families, service gaps in the community, ways to avoid stress and
burnout, and suggestions for improving their effectiveness as a home visitor.
Approximately 47 home visitors participated in 7 focus groups throughout the state of Illinois
between October 2019 and February 2020. Focus groups took place in Champaign County, Clay
County, two locations in Cook County, Peoria County, St. Clair County, and Winnebago County.
The focus groups lasted anywhere from 66 to 87 minutes, with an average of 79 minutes. Most
participants were female. One participant’s primary language was Spanish and had a translator
present. Employment as a home visitor fell between a few months to 22 years in the program.
Focus groups were conducted by multiple members of the NA team, and always with a main
facilitator and a co-facilitator present.
The qualitative analysis of the focus group information and data were conducted by several
members of the NA team who summarized the responses to the structured group interview by
question, highlighting participant quotes, and summarized overall broader topical areas across
questions.
1. How long have you served in your current home visiting (HV) position and program?
Participants in the focus groups had a wide range of time in their current HV position.
Experience ranged from 2 months to 22 years. Within each focus group, there was also a variety
of employment time, experience level and leadership status, adding to the diversity of responses.
Home visitors who have been employed the longest were often in the program as a participant
themselves.
2. Do you have prior experience in HV? (before your current position)
Most participants had some prior experience with home visiting. If they did not have in-depth
experience with visiting families in their home, they had a background in social services,
teaching, or counseling. Many participants shared that their prior experience included preschool
or Head Start teacher, child welfare advocate, housing counselor, teaching aid, social service
advocate in a shelter, foster care, or a case manager in crisis intervention. There were a small
number of participants who had no prior experience in the social service realm.
3. Think back to when you started working as a Home Visitor. How were you oriented to
the job? (i.e., were you given materials to read? did you shadow other home visitors?)
An overwhelming number of home visitors shared that their training began at the Ounce Training
Institute in Springfield or Chicago for a week where they completed a great number of readings,
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activities, and lectures. During this training, they were acclimated to the organization, introduced
to documentation and paperwork, and completed many modules with various readings. There
were some negative connotations with this training as home visitors felt overwhelmed by the
large number of people in the training (i.e., 30 or more people) and the style by which it was
presented. The lecture style with many videos and readings were often hard to follow along.
Some even mentioned this training was so difficult they were in tears or rethought if this was the
right path for them. One home visitor mentions, “Yeah, two people walked out of our training.
Yeah, because I had tears, like literally, it would be we’re on page 3, we’re on page 107, we’re
on page 17, we’re on page 250. Like literally. Now, you need to go have someone show me how
to get to this activity. I’m literally sitting there like, I went to college. You know what I’m saying?
I’ve been in classroom settings. I had just graduated. I was literally sitting there like with tears
in my eyes because I was so stressed out and overwhelmed. And then at the end of it you have to
take the test.” When they first began in the office/field, there was a mixed response of how
things played out. Half of the home visitors had strong supervisors who allowed them to shadow
multiple home visitors and truly learn the paperwork and documentation, while the other half of
home visitors felt they were thrown in the visits without adequate training and support.
Consensus of the focus group is the trainings need to be better organized to smooth out and
provide increased support during the onboarding process. Creating an onboarding binder which
provides concrete steps and expectations may be useful for new employees. One home visitor
shares, “I just think that the structure of it could be a lot better, so there wouldn’t be mishaps as
far as I didn’t know that this needed to be completed. Or this was a new form, so maybe like
having an onboarding binder and having someone train them how to do every little thing. Like
yeah, it seems detailed and tedious, however it is going to be more effective.” Moreover, there
seemed to be confusion about the job expectations (i.e., trainings, paperwork) due to the various
funding sources. Overall, home visitors felt as if the shadowing portion of their training was the
most useful because the training materials were being applied in real time. Another home visitor
shares her experiences with shadowing home visits, “It’s been fabulous for me because I’ve
shadowed both Healthy Families and the PAT program, and it just, it kind of gives me different
perspectives and I can see the different strengths that each one of the home visitors has and can
kind of adapt what they do to fit my style. And then just having the support of the other workers.”
4. What was it like when you first contacted and visited a family? How did the job
orientation and training prepare you for your work with families? (adequate training)
Overall, home visitors felt underprepared to begin their home visits with families. Emotions and
adjectives to describe the first visit include nervous, anxious, worry, butterflies, terrified,
unprepared, scary, memorable, unexpected, overdressed, and intimidating. One home visitor
shared her experience on her first visit, “I’m thinking, I might have–the first one I shadowed with
[supervisor]. I came, and, you know, I’m in this nice pretty dress and some flats, and she takes
me, I think, to the same place. No doors and chickens running in and out of the house, and dogs
in and out of the house. And I sit down and there’s an aquarium and it has what we find out to be
an endangered kangaroo mouse that she had caught in the house. But inside of that aquarium
was another aquarium that had this huge black tarantula that completely [laughter]–. And, you
know, that’s a fear of mine, spiders are not my thing. And just the chaos of everything, and I’m
like, yeah, I’m totally overdressed for this job.” Another home visitor shares how overwhelming
it felt, “Overwhelming of all that first initial paperwork and making sure this form’s filled out,
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this one’s filled, this is put in the computer. That’s the more stressful part of it.” One shares
reconsidering her decision to become a home visitor, “I'm not going to lie, it was very
intimidating in the beginning. I did question at a point on myself, what did I get myself into?”
Even though most home visitors felt uncomfortable the first visit, they expressed that no amount
of training can prepare one for a first visit because each family has its own unique needs. One
shares, “I did not [feel prepared]. I wasn’t—I knew what I was getting into just because it was
explained to be like, “Hey. This is what could possibly happen, and then going on the two visits.
But to go out by myself to start meeting with this person, I wasn’t sure where to go right from the
beginning.” Some home visitors felt overwhelmed due to the great amount of documentation and
paperwork that is expected. A home visitor shared about her experience, “It was- there were a
lot of versions of different forms so I was like, “Okay this is a home visit form. Oh we’re not
using that home visit form anymore. We’re using this one. And then we’re not using this one.
We’re using this one.” And I’m like “Okay. I’m so confused.” Because some people were still
using old ones. People were using new ones and I was just like, “What am I using? Just tell me
what I’m using.” So that, I think was the most frustrating part for me.” Others felt underprepared
because they only shadowed one person. One states, “No. I just got thrown in there.” Others felt
scared because they had to take over a caseload from someone else and did not want to tarnish
any established rapport. All in all, home visitors think it is hard to be prepared until you start
doing the visits. One home visitor illustrates, “Well, I always say that now after all these years,
every time I get a new client the first visit to me is the worst. I have no idea what I'm walking
into. Sometimes it's just complete cold. I'm knocking on the door. They haven't contacted me
back. Trying to engage a client. So even now, I hate the first home visit just because I never
know. But once I get in there, then I can kind of get used to the family and figure out what's
going on so then after that one it's not as bad. That first one I think is the hardest.” However,
having an involved supervisor who is willing to role-play and practice the structure, while also
creating opportunities for shadowing others can alleviate negative emotions. One home visitor
shares her experiences shadowing other home visitors, “Definitely supervision really helped
because then she could talk to us about all the forms, all the different things we'd be doing. So
then when you were shadowing, you had already seen the paperwork so you knew kind of what
they were going to be doing somewhat, you know. And shadow different people and see their
different styles and then the weeklong trainings.” Another reiterates, “I think what helped me
feel the most prepared was the shadowing, just because then I was able to help. It helped me
know what actually happens. Because when we’re sitting there in the training, all this downtime,
everything is all warm and bubbly, and it’s a lot different. But shadowing, I got to see like what
to kind of prepare myself for when I have my participants.
5. Do you feel the home visiting curriculum/training you receive matches the needs of the
families you serve?
The majority of home visitors felt the trainings they receive do not fully match the needs of all of
the families they serve. They acknowledge the curriculum helps to an extent with some
flexibility, but does not consider the crises that often arise in a family (i.e., homelessness,
domestic violence, arguments, substance use, going without food). However, they acknowledge
that no amount of training can prepare a home visitor except for being in the field and gaining
experience. Many mentioned the videos that are shown in trainings are unrealistic examples,
based on one type of family. These often-unrealistic examples do not generalize to the various
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geographic regions home visitors serve. One home visitor suggests tailoring the videos to each
county. She says, “I don’t think any of the training prepares you for the chaos that come from
going into high-risk homes. And from the training that I have gotten since November, their idea
of chaos that’s on those online trainings and the chaos that you entail into home visiting
program are completely different. And even the culture, a lot of the culture is African American,
Hispanic, clientele that we don’t have here. And it doesn’t really address the type of culture that
we have…I mean, we have homes with dirt floors. And so I think it’s a –and it’s part of my
frustration is that when you go to trainings, you spend all this time talking about things that you
will never ever deal with specifically because of our location. And that’s just it, we’re so far
down here that whoever does this stuff, they gotta get out of Chicago and come to Southern
Illinois and see what it’s like to go in some of these homes that have the dirt floors and four or
five generations of family that lives in the same house.” Moreover, the videos and examples do
not provide realistic scenarios that often transpire in the home (i.e., chaos, people arguing in the
home, another child in the room, hunger). These barriers can be problematic when trying to
complete activities and adhere to the curriculum. A home visitor mentions, “I can’t go and talk
to a mom about what her education levels are if she doesn’t know where her next meal is coming
from or where she’s moving, so it doesn’t really matter what curriculum we have, we have
multiple families that we’ve spent so much time on that lower level needs of safety and sleep and
housing that we can’t get to all the rest of it until that’s addressed.” Related to the curriculum,
there are many handouts home visitors share with their families. Some home visitors
acknowledge keeping such handouts, related to domestic violence, in the home may create an
unsafe environment. A home visitor explains, “We can take this flyer out [about domestic
violence], but it’s probably gonna get tossed away because it does not pertain to her. Or even
having it is not safe.” More than half of the home visitors acknowledged the literacy level of
their families is often lower than what is provided on these information and activity sheets. This
serves as a barrier to effectively engaging and interacting with the provided curriculum. One
shares, “I see that in our areas specifically. Not all of our parents have even a high school
degree and some of their reading and comprehension levels are down around like maybe sixth
grade, seventh grade, and the curriculum, you almost need to have at least a little bit of college
to be honest.” Another home visitor reiterates, “With the handouts it’s very wordy. I think that if
there was a way to be a little less wordy and maybe more of like a picture in stages, I think we
can engage our younger parents and our first-time parents a lot easier, and I don’t think they
would be such standoffish with us at first.” A home visitor confirms, “We’re told to meet the
parents where they are. And we have a lot of people who can’t read a paper, so you lose them.”
6. What trainings have been most beneficial?
A wide range of trainings were mentioned by home visitors. One home visitor acknowledged
there is a lot of repetition throughout the trainings which may serve as a barrier to getting home
visitors involved in diverse trainings. The most frequently mentioned type of trainings that
seemed to be very beneficial are those on mental health issues and substance use problems.
Examples of trainings participants mentioned as helpful include: Motivational Interviewing,
Alcohol/Marijuana, Fetal Alcohol Syndrome, Grief and Loss, Social/Emotional Information,
FAN (Facilitating Attuned Interactions), Mental Disorders, Substance Abuse, Teen Moms,
Trauma-Informed, Mental Health-First Aid, Futures Without Violence, Child Abuse Conference,
Fussy Baby, and Safe Sleep.
201

Appendix H.
Home Visitor Focus Groups Summary
Maternal, Infant, Early Childhood Home Visiting (MIECHV)
7. What additional trainings do you feel you need to help you deal with the complexities of
the families you serve? (i.e., have you had specific training on father engagement?,
working with families with substance use?)
Home visitors shared many suggestions for additional trainings that could prepare home visitors
to deal with issues and problems impacting their families. The two most common suggestions
were on children with disabilities and safety for the home visitors. One home visitor says,
“Safety is a big one, you could have more for safety.” Home visitors expressed they often are
involved in high stress times with families, putting themselves and others in danger. These risky
situations include bed bugs, substances/drugs, gun violence, domestic violence, and dog attacks.
Other suggested training examples include: Mental Health Crises, Cultural Competence, Father
Engagement, Developmental Delays, Engagement with DCFS, Early Intervention, Children with
Down Syndrome, Disabilities, DSM Criteria, Insurance Assistance, Marijuana Legalization, and
Prenatal Delivery/Breastfeeding. One home visitor believes it may be helpful to invite DCFS to
join their trainings and meetings for collaboration. The home visitor states, “I wish Department
of Child and Family Services, DCFS, would join some of our meetings sometimes because I feel
like they don’t know what we do and I got to constantly –every time I have to deal with them, I
feel like every new caseworker I have to explain what home visiting is. I have to explain what our
program is. They almost see us as a nonentity and that we don’t matter in their scheme of what
they need to get done, but I think our programs are very beneficial. And I feel like sometimes at
least in our community, they're not coming to the table to listen to what we're saying.”
8. What do you think are the most important characteristics for an effective home visitor?
Participants shared various adjectives pertaining to effective home visitors. The top
characteristics include nonjudgmental, open minded, patience, empathy, flexibility,
honest/transparent, respectful, reliable/dependable, supportive, and consistent. Other home
visitors shared it is important to be trauma-informed, culturally competent, and to offer
affirmations while also remaining calm, being a good listener, showing that you care, adding
personal stories, and normalizing their behaviors. A few home visitors shared it is important to
utilize a strengths-based approach, be mindful of facial expressions, tailor the materials to the
needs of each family, meet the family at their level, and love what you are doing. One home
visitor reiterates the importance of remaining nonjudgmental and adaptable, “You have to be
nonjudgmental about their scenarios, ‘cause you have too many different backgrounds. Like, me
personally, I have those that are coming from domestic situations, I have some that are homeless
right now, I have some who are doing great. It’s like you know, you gotta be able to understand
each person’s background, like that’s really important.”
9. What strategies do you use to build trust and relationships with your participants?
A lot of the responses to this question overlapped with the question regarding important
characteristics of an effective home visitor. Home visitors shared they must be consistent and
reliable to prove the family can depend on them. A home visitor mentions, “I think that’s it. I
think we just keep showing up. Yeah, showing up every week, every week, every week. Doing this
will show the participants they are important to you and you are there for them.” Within these
visits, home visitors are mindful to reiterate confidentiality and personalize their activities and
conversations to the direct needs and present situation of the entire family. This illustrates the
home visitor’s engagement and commitment to their family. Not only are they open to
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personalizing the activities, but also sharing personal stories the families may relate to. This
helps build rapport and trust with the family members. A home visitor reiterates, “You can’t go
into a home and think you’re just gonna learn all about them and don’t tell them nothing about
yourself.” Another echoes, “I’m like, ‘I’ve been where you were.’ That’s how I start. I’m blunt
with them. I’m never disrespectful but I am blunt. I’m not gonna sugar coat it for them.”
Throughout the process, it is imperative to share resources and make referrals and connections
with other community groups that may assist their needs. Other home visitors shared they always
let the parents know they are the expert in the situation, reiterating home visitors are there to
support in any way they can. Related to this, home visitors shared sometimes the support the
mothers need is to vent about their personal struggles. Home visitors often offer a listening ear to
their participants to show they truly care about their wellbeing and that the home visit is not an
interview where they collect data.
10. How do you involve fathers in your home visit? What percentage of your visits include
fathers?
Consensus of the group is to effectively involve fathers in the home visit, home visitors must
acknowledge fathers are present and further ask questions. One shares her engagement process,
“If mom has a dad like involved with the visit, then just trying to be really purposeful about
including him and asking him questions, and we have a few good—we call them facilitators like
it’s part of the curriculum that are like for pregnancy, like what do you wanna be like as a dad?”
Those who have fathers involved in visits greatly enjoy it. One says, “I love it. If they’re there,
I’m trying to get them to get down on the floor, you know, with the child or with mom and dad.
You know, everybody get down. I think, if it’s a good father, I mean, if it’s someone that has
beaten her up, of course, you know, you’re just, you don’t pay as much attention. But I have
some great dads that will just get down there and they’ll play with kids. So, I try to kind of 50/50
on the activities.” Others recognized dads like to be involved in physical activities/moving
around, so engaging them on the floor with the toys can be helpful. A home visitor shares her
experience, “I have about 3 out of 12 [fathers], and sometimes they –like I have one that it's the
living room and it's the dining room and he's –he comes home from work and he's working on
another project but he's listening, and every now and then like, ‘Oh, so what do you think?’ Or
like during the activity, ‘Do you want to help us?’ And he's really artsy so he loves it when it's
like arts and crafts, and he's like, ‘Yeah, yeah, no it's like this.’” Another shares her strategy to
engage dads, “Sometimes they’ll have a dad where a lot of them do construction and so if the
weather is bad, then they’ll be there. And so, I think they don’t really know what to do unless you
invite them in because they don’t know if the expectation is that they engage with you or if you
want them to, so I always try to [engage] through the child with whatever we’re playing, ‘Let’s
take this to dad.’ And then as soon as they feel included, they usually are happy to engage and
play and yeah.” Suggestions on some ways to get more fathers more involved include altering
the curriculum so it acknowledges fathers, as well as offering more trainings on father
engagement. Home visitors shared there is a wide range of fathers who are involved in their
visits but it fluctuates over time. Overall, home visitors greatly enjoy and see the benefits when
fathers are involved in the home visits. When fathers are involved, they often give them reading
or homework to complete before the next visit and encourage participation in community
father’s groups. One home visitor mentioned the need for allowing single dads to participate by
themselves. She says, “Yeah, we’ve actually had single dads contact our program to see if we
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could visit them, and we can’t. And yeah, I agree. I guarantee you our prisons would be more
empty. I know for a fact we’ve had clients that have been in trouble before we’ve seen and while
we’re seeing them they don’t go back to jail.”
11. What other community based organizations do you work with to provide referrals,
services, or screenings? For example: Early Intervention, Mental Health, etc.
Consensus of the focus groups is there are a great deal of community organizations home visitors
make referrals to. These referrals include food, clothing, transportation, crisis nursery, families in
transition, homeless shelters, mental health, Narcotics Anonymous (NA) Meetings, substance use
treatment, 2-1-1, Early Intervention, family court, utilities assistance, CYEP (youth
employment), reentry help for felons, employment, job training programs, and school
programs/certifications. Home visitors often feel overwhelmed with finding resources for their
families because of the vast and diverse needs of the families. A suggestion includes creating a
resource binder which houses all community resources for easy access for home visitors.
Moreover, home visitors sometimes feel they are unable to meet the needs of the curriculum set
forth because they are primarily focused on referrals to meet the needs of their families. Having a
case manager in-house may alleviate some of the extra stressors home visitors endure.
12. What are the gaps in services in your community? What programs don’t exist or are
difficult to access that your families need?
Unfortunately, home visitors were quick to describe many gaps in social services in their
communities. The most common gap in services noted is transportation. Home visitors expressed
issues with public transportation and problems offering bus passes. One home visitor says, “We
have bus passes. I can’t give a bus pass to a parent that has two infants and no car seats, no
stroller. What is a bus pass gonna do for her? She doesn’t have childcare. I can’t do anything
with a bus pass. And that’s what we have.” Other gaps include advocacy for safe and affordable
housing, legal aid assistance, services for those under age 8, Early Intervention, mental health
and substance use services (lack of accessibility), domestic violence, food pantry, speech
therapy, medical card, household items (i.e., cribs, furniture, cleaning supplies), walk-in birth
control, bilingual therapists, and immigrant assistance. Home visitors find it very challenging to
help families who are struggling with mental health problems, housing, and other emergency
situations. When families cannot meet their own essential needs, it is difficult to focus on the
curriculum. Therefore, home visitors are pressured to make referrals and connect families to
fundamental services to ensure their wellbeing and encourage progress in the curriculum.
13. Do you feel your program reaches families most in need of home visiting supports?
Consensus of the focus groups is the program does for the most part reach families most in need
of home visiting supports. The program is missing the transient population because of the
constant moving, phone numbers changing or being disconnected, and being unable to locate
their families. One home visitor illustrates this phenomenon, “I think we're missing some just
because the transient population. We can't find them. Once we find them, I think we're good.
When we get in there, then they're pretty good about getting ahold of us. But it's the matter of
finding them in the first place. We might get a referral in, but they might have moved three times
by the time we try to go find them or they call it couch surfing. They might be staying somewhere
that the people in the house are like, ‘Absolutely not. You cannot let that person in here.’ So it's
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even sometimes their family members. They may want the services, but who they're staying with
may not feel safe and they don't want us in there.”
14. What are the most challenging situations you face as a home visitor? (Obstacles and
barriers)
Unfortunately, home visitors expressed many challenging situations in their role. These
challenges range from being in the home with families to working in the office. One of the most
challenging situations home visitors shared is completing paperwork on time. Many feel
overwhelmed about data systems (such as Visit Tracker), documentation, and deadlines to
complete their work. Related to the home visiting work itself, home visitors often feel unsafe due
to domestic violence, mental health issues, bedbugs, animals, aggressive fathers, and violence.
One home visitor shares, “She [coworker] was going to her client’s house and it happened to be
a gang shootout. So, she was literally in her car and the shootout is happening in front of her. So
she’s like ducking under her seats in her car, she’s on the ground in her car calling her
supervisor saying, ‘There is a shootout happening now.’” Another home visitor states, “I went to
go see my client and she said she was on her way home. And so when I got to the house, her
fiancé was there. And he was just so rude and nasty, and I was really fearful for my life. And
luckily, she [coworker] had visits too. So I called her [coworker] and told her where I was at. I
said, ‘If I don’t text you or call you in the next five to ten minutes, please come to this address
and find me.’ Like the way he was talking to me was very aggressive and he was like walking up
to me and I was like ‘Oh, okay.’” Not only do these challenging situations interfere with the
home visit itself, but they are also barriers for their participants to effectively engage in the
curriculum. Due to this, home visitors acknowledge some families lack motivation, skills,
literacy, education, and support from their family, especially for those under age 18. This
negatively interferes with the delivery of the curriculum. Moreover, home visitors recognize the
lack of transportation causes many problems and added stressors for their families. Lastly, home
visitors are often called for emergencies when they are off the clock. This is a difficult situation
to be in, as home visitors must make the decision to help their family and not receive
compensation, or risk losing the trust of their families and further tarnish their relationship and
rapport. Doing this may then negatively impact their caseload, which may have further negative
repercussions in the office.
15. What are obstacles and barriers your families face that make it challenging to
participate in home visiting? (Examples: Miss regular visits or drop out of services)
All in all, home visitors agreed their families have busy schedules with some attending school,
night classes, upholding a job, and taking care of multiple children that cause them to feel tired
and overwhelmed. Moreover, most home visitors recognized there are seasonal shifts in
participation in the program. Meaning, often when it is cold or during holiday seasons, the
families are less likely to participate in home visits. Other barriers families face that interfere
with participating in the program include living in a home with multiple families, other
generations in the home interfering with their own opinion/parenting style, and lack of support
from their family. When home visitors are in the home, they sometimes feel as if cellphones,
social media, and pets can be a challenge to actively engage their participants. More personal
obstacles that families are faced with include domestic violence issues, lack of consistent phone
communication, and violence in the neighborhood. One home visitor says, “I think there are a
205

Appendix H.
Home Visitor Focus Groups Summary
Maternal, Infant, Early Childhood Home Visiting (MIECHV)
lot of safety issues. And I think my participants are really good at being like ‘Don’t come right
now.’” Some home visitors believe it can be difficult to work with younger mothers (those under
age 18) because of parents/guardians not wanting someone in their home, and young mothers
having added responsibilities such as school, and not viewing this program as a priority. Lastly,
home visitors recognized they may conduct a home visit but are unable to get to the planned
curriculum and activities because there are more pressing essential issues that must first be
addressed (i.e., hunger, safety)
16. What have you found are successful strategies for retaining families?
Home visitors offered a few strategies they believe help retain families on their caseload. These
include encouraging attendance at free group events and activities, inviting families to seasonal
events, building their confidence as a parent, participating in outdoor groups, providing
transportation to the various community events, taking families to museums with free passes,
attending their child(ren)’s graduations, offering bus passes, and bringing supplies for art
projects. One home visitor shared she has a laminator she uses to incentivize parents to continue
their next visit. She says, “I use a lot of art, too. And then we have a laminator. So I'm like,
‘Okay, I'm going to take your project. I’ll bring it back later.’ So I do use a lot of art, though,
because social media, they already know it. They already know everything because the internet.
So even like a lot of the parenting stuff, they're like, ‘I already know that [home visitor’s name]. I
don’t want to hear that.’ So with me bringing the art stuff though, that’s interactive and hands on
that they can't get online. So I do a lot of that.” Other home visitors agree to retain families they
must adhere to the characteristics of being an effective home visitor which include dependability,
consistency, reliability, empathy, caring, flexibility, and being nonjudgmental.
17. What are some challenges to keep your caseload full? Examples: receiving adequate
referrals to your program, recruiting families for your program, do you specifically
recruit fathers to your program?
Home visitors acknowledge there are many challenges to keeping their caseload full due to the
demanding nature of the job. However, for the most part, home visitors can uphold their caseload
expectations. A home visitor expressed the feeling that she is on a “hamster wheel”. In more
detail she explains, “And double time because I’m either trying to catch up on the paperwork or
get my visits in. And then with PAT especially, there’s more and more of these reports and more
of these things that they want done and more of this information, then they want more paperwork
then they used to be. And now I’m like okay, I think there needs to be a better balance right now.
There’s not enough hours in the day with a full caseload that I can do both.” Related to retaining
families, seasonal depression, short months, and months with holidays may negatively interfere
with caseload numbers. One home visitor shared it is important to catch mothers during their
pregnancy to build rapport, and retain them over the entire curriculum. Others agree caseload
number does not equal the number of families they are serving since each family has diverse and
varying levels of needs. Meaning, since families differ in circumstances and risk, the time a
home visitor spends with a family (i.e. home visit hours, looking for resources, making referrals,
transporting, and helping with basic needs) may look starkly different to another family. Because
of this, home visitors do not believe a caseload number should be calculated by families, but
instead, a more holistic approach is needed. They suggest more consideration for the unique
needs of each family should be reflected within their caseload total. One shares her side of
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things, “And then you have domestic violence and all this stuff that I know some of our programs
are using all different kinds of areas, but our Early Head Start is for the neediest of the needy.
And somehow, I feel like there’s a big void in there. We’re gonna have the children reading and
then the child is hungry. So the family’s hungry. There are other priorities that they have. It’s not
necessarily, their priorities are totally different than what technically it should be.” A home
visitor who inherited someone’s families lost a few families because of prior bad experiences
which negatively impacted her current caseload. There was a mix of home visitors who are
responsible for recruiting their own families, and home visitors who have a designated
Coordinated Intake employee in their office or community who is focused on recruitment. Those
home visitors who are responsible for recruitment feel very overwhelmed with their diverse job
duties.
18. How do you advertise your services/market your program in the community?
(Examples: social media, radio, billboards, etc.)
For those who have a recruiter or Coordinated Intake worker, these employees are responsible
for putting flyers out and making connections in the community. Home visitors who have this
resource are grateful. For home visitors who are required to recruit families themselves, they are
putting flyers out on cars, going to WIC offices, talking with doctors, relying on word of mouth
from families, visiting high schools, maintaining a good community network, attending
community events, setting up tables at outreach events (i.e., health fairs), and encouraging
families with incentives to tell their friends. One home visitor shares, “One of my coworkers
literally in the winter will be out putting fliers on people’s cars.” Consensus of home visitors is
that word of mouth for recruitment works the best. A home visitor says, “They really, like they
will tell everyone, ‘You have to be a part of this program’ as soon as their friend tells them
they’re pregnant. And I think that’s been my most successful participants, and the ones that stay
in the program the longest.” One home visitor mentioned social media is underutilized to assist
with recruitment, saying, “I don't think we use it enough. I've been saying that for a couple of
years now that we need to get on it, but I think we're a little bit behind the times.”
19. Do you or does your program participate in an early childhood collaborative group that
meets regularly?
The majority of home visitors agreed they themselves, their supervisor, or someone from their
program participates in an early childhood collaborative group throughout the year. The
networking opportunities meet at least 2 to 4 times a year. Examples of these groups include the
Infant Mental Health Initiative, Hello Baby, Early Childhood, Advisory Board, Head Start, Food
Bank, and other consortiums. One home visitor shares her collaborative group experience,
“[Removed] County has a home visiting consortium where members from all of the home visiting
agencies meet. We meet once a month.”
20. What do you find most rewarding about being a home visitor?
The home visitors were happy and willing to share their most rewarding examples as a home
visitor. One shared their love for being a home visitor, “I just love working with families when
there's a problem and they're like, ‘I don't know what to do,’ it's like working with them and
getting –like resolving the issue, like seeing the progress, seeing them also –you know, you give
them the goals and they actually go ahead and just do it. It's like, yeah, see, you can do it. You
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had this goal that seemed so massive but you tackled it.” Some other examples of the rewards of
being a home visitor include giving the families the opportunity to connect with other families in
the community so they do not feel lonely or isolated, empowering families to make their own
decisions, families asking the home visitor questions because they are simply curious, and
parents sharing information and resources with each other to support and teach their friends.
Multiple home visitors shared it is very rewarding when families reach their goals and feel proud
of themselves which then motivates them for their next goals. Home visitors enjoy when their
families show they are grateful and come to them to demonstrate something they accomplished.
One home visitor shares, “I would say the most rewarding is just when you see the children and
the parent or the families is excited to see you or is looking forward to that parent-child
interaction or to see you.” Others find it rewarding when they share pictures, consider the home
visitor to be family by inviting them to birthday parties, and getting referrals from their friends.
One home visitor shares, “When my parents are referring me to her people, then I know I’m
doing what I’m supposed to be doing.” Another says, “I just came back from shoulder surgery. I
was off for like about six and a half, seven weeks, and my parents were constantly texting me,
‘How are you?’ ‘What are you doing?’ and ‘How are you feeling?’ So it is like a family.” A
home visitor shares a recent event that assured her that her family trusts her, “I had a parent that
got shot over at the [removed] homes. And she was in really bad shape and the only number that
she gave was mine and I had to just, ‘What do you mean?’ I thought she was joking and it was
like, ‘Ms.[removed]’, I said, ‘What?’, ‘I’m in the hospital.’ I said, ‘What happened? We just
talked.’ She said, ‘I got shot’ and I said, ‘No you didn’t’ and she said, ‘Yes I got shot.’ And I
said, ‘Oh my God. I’m hanging up. Give me the room number and stuff.’ And they had her in
those areas where nobody knows and she’s not registered because it was a violent situation. And
then I’m like, ‘Oh my God’ when I go. That was… ugh. But I was the only one she called.”
21. What is stressful about being a home visitor?
Consensus is home visitors find the paperwork, documentation, and data systems (e.g., Visit
Tracker) to be the most stressful duties as a home visitor. Many feel the deadlines to complete
the paperwork are too short and the data systems are time consuming and tedious. A suggestion
to allow 72 hours for turnaround time for paperwork was given. The second most stressful duty
in densely populated areas specifically is parking. Home visitors shared they are often having to
park multiple blocks away, walk in the cold and rain, and often receive parking ticket violations.
One home visitor suggested having a special pass in their car for home visitors to avoid any type
of parking infractions. Another stressful aspect about being a home visitor is the multiple facets
of the position. Due to this, many home visitors feel overwhelmed with paperwork, home visits,
recruitment, and feel as if they do not have enough time to complete trainings to improve as a
home visitor. With their schedules, they feel as if they must take work home at night or on the
weekends but are not compensated for overtime. One home visitor shares her experience, “So we
have like tonight, we’ll probably work till 7PM which is three hours over when we get off so we
have to spend that time on top of trying to get our visits done. But we still have to get all of that
done. So we have to get 40 hours of work done in 38 hours that we have working that week. So
sometimes, we probably not even putting all of our hours on paper. We don’t have a choice
before we clock in and out. So we have to make sure that when we approve our time clock, our
time sheet, we do not have more than 40 hours a week. If we do, we get wrote up.” Another large
and important stressor is home visitors often feel helpless with what they can and cannot provide
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for their families. When families are homeless, the home visitor only has the capacity to do so
much and may spend a great deal of time initially finding them and then finally engaging them in
their visit. However, the visit may not focus on the curriculum, but rather the essential needs of
the family. One mentions it is hard to listen to families’ struggles because home visitors know
they do not have a quick fix. Home visitors quickly acknowledge what is lacking, but often do
not have a solution. One shares, “For me, I think it’s really hard to hear like all the struggles
that people go through and not be able to have a quick fix for it. Just like sitting with someone
and spending an hour with them and leaving and knowing that they may not know where they’re
staying that weekend and you do, so that has been hard to deal with too, and it’s never ending.”
Because of the dire needs of some families, home visitors find it stressful when a family calls
them during an emergency that occurs on the weekends or after business hours. This creates a
dilemma of whether they should assist the family in crisis and not get paid, or risk the family no
longer trusting the home visitor to support them when they need it.
22. What have you found helpful to deal with stress and avoid burnout?
Many home visitors shared their self-care techniques, while others acknowledged they are
working on taking care of themselves. One person shares her self-care, “therapy, therapy.” A
few mention how they set boundaries at the first meeting to ensure participants know if it is after
hours they are to call 911 for an emergency. A home visitor expresses her boundaries, “Like one
of my spiels when I do my intake is we’re going to have boundaries. That’s the first thing. I work
9-5 Monday through Friday. After that, you better call 911, or some other person other than me.
I’m not trying to be rude or mean, but that’s how I start my whole spiel at the intake and
everything. At 5, my work phone goes off. I’m not giving you my personal phone. I’m not
showing up at your home. None of that. I don’t have any of those issues. I mean I just keep within
those thin lines, and it works for me.” Some home visitors share they avoid burnout by not
taking their work phone home, and also using the spa when needed. Many reiterate the
importance of reflective supervision, accessing infant mental health consultation support, talking
to coworkers, exercising, watching TV, going out to eat with colleagues, telling stories, and
attending and actively participating in staff meetings.
23. What kind of support and advice do you get from your supervisor? How would you
change the supervision you receive?
Most home visitors said they receive great support from their supervisors. Those who have an
open-door policy and participate in reflective practices are the most beneficial to home visitors.
One home visitor mentions, “The door is always open and you can just talk to them. I think
that’s the best part right there that you can go in there and know that what you need to talk
about is important to her too. That’s wonderful.” Home visitors appreciate transparent
communication, feedback and strong leadership. A home visitor shares her experience, “I think
it's that whole parallel process, too. You know, she's supporting us like we support the families.
She's giving us the positive feedback, too, and allowing us to talk about things like what we do
with our clients.” Another mentions her supervisor is helpful, but she finds her coworkers to be
the most supportive, “I feel like I get the most support from just the other home visitors, like we
just –talking to them and them talking to me and like giving feedback back and forth. Like I feel
like that. I mean my supervisor, she's good too, but I feel like she's –maybe she's not too busy, but
that’s how I feel. Like sometimes I feel like, because she runs not just our program but she's –not
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runs, but she's a supervisor for another program too in our agency. So sometimes you can see
that she's like here and there, and it's just like, ah, I don’t really want to bother her with this
right now so I'm just going to talk to my coworker. Usually like by then I'm just like, okay, I'm
good.” While this is one person’s experience, two suggestions for supervisors include do not
micromanage, and decrease the fear among employees of losing funding, as this is an added
stressor on home visitors.
24. Staff turnover is not an uncommon problem in home visiting programs, how does
turnover affect your position/ability to work?
Only a few home visitors mentioned how staff turnover impacts their ability to work. One home
visitor stated new people create extra work because of training, shadowing, and helping with
paperwork. One home visitor shares, “I've felt stress from current home visitors with me coming
in and then five others of us. They have their caseload and they're trying to get their daily things
done and then they’ve got to bring us with or they're having to answer questions, for the most
part everyone's been very helpful but I think we're all aware that pulls from their time and their
productivity. So that’s difficult. And then people are gone to training for a significant amount of
time so then other people are kind of having to cover other caseloads. So it makes it difficult and
stressful.” On the contrary, two mentioned, “Well, we haven’t had turnover. We’re a strong
team, blessed by the best,” and “We’ve been pretty stable at our agency.”
25. What would help you be more effective in your role as a home visitor?
Home visitors provided ample suggestions for improving the home visiting program to promote
home visitor effectiveness. These suggestions include a “lower caseload” and consideration for
the various families’ needs, increasing salary and opportunities for student loan repayment,
offering payment for vehicle repairs or a work-vehicle for “wear and tear on my car,” work
phone, providing counseling/therapy for home visitors, decreasing the amount of paperwork,
improving the overtime policy, integrating parent/family feedback, allowing “72 hours” for
completing documentation, creating a more robust recruiting process, providing more agency
information in the recruitment flyers, and having multiple smaller printers in the office. Another
home visitor offers a suggestion for recruitment, “I don’t know that you could create this, of
course, more –a better referral system. We need more dentists that are going to see kids. We
need more mental health services. We need better public transportation. Again, I don’t know that
that’s really something you can just lay out for us, but that, of course, would be beneficial.”

Overall Summary Points:







Home visitors love the work they do and truly care about their families
Home visitors share that it is very rewarding when families reach their goals and feel
proud of themselves which motivates them for their next goals
Home visitors felt they were underprepared to begin their home visits with families
Importance of the home visitor building relationships and establishing trust with
participants
Top characteristics of effective home visitors include nonjudgmental, open minded,
patience, empathy, flexibility, honest/transparent, respectful, reliable/dependable,
supportive, and consistent
Home visitors often feel unsafe in the field (i.e. bed bugs, violence)
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Home visitors are overwhelmed by documentation/paperwork and data systems
o Suggest a 72-hour turnaround time for completing paperwork and data entry,
rather than 48 hours
Families are grateful and appreciative of the home visitors
Home visitors spend a great deal of time focusing on the essential needs of families
o Suggest creating an in-house case manager to help with social service referrals
There are a great deal of community organizations home visitors make referrals to,
including food, clothing, transportation, crisis nursery, families in transition, homeless
shelters, mental health, substance use treatment, early intervention, family court, utilities
assistance, employment and job training programs, and school programs/certifications
Improvement areas:
o Increase pay
o Provide work cell phones
o Provide work vehicles or reimbursement for mileage and parking
o Provide student loan repayment
o Improve trainings by providing more realistic examples for diverse families
o Shadowing multiple home visitors should be mandatory during onboarding
o Supplement trainings on mental health, substance use, disabilities, “chaos”,
children with disabilities
o Home visitors who are required to recruit themselves feel overwhelmed and
overworked
o Transportation in the community is a missing resource
 Providing bus tickets does not always alleviate the issues
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Home Visiting Program Participant Focus Groups SUMMARY
Introduction
An important component of the Illinois MIECHV Statewide Needs Assessment (NA) was
conducting focus groups with home visiting participants. The purpose of the focus groups is to
understand the participant experience in home visiting. The selection of focus group locations
across the state ensured that communities in urban, suburban, small town, and rural areas were
included. Focus groups asked about how participants heard about and enrolled in home visiting,
the benefits of home visiting, the most helpful aspects of home visiting, barriers to participation,
their relationship with their home visitor, and how home visiting could be improved.
Approximately 29 home visiting participants participated in 6 focus groups throughout the state
of Illinois between October 2019 and February 2020. Focus groups took place in
Clay County, Cook County, Peoria County, St. Clair County, Winnebago
County and Vermilion County. The focus groups lasted anywhere from 30 to 65 minutes, with an
average of 53 minutes. Most participants were female, with two males present. Some participants
were currently pregnant, while others had 1 to 6 children. Duration of participation in the
program fell between a few months to 6 years in the program. Focus groups were conducted
by multiple members of the NA team, and always with a main facilitator and a co-facilitator
present.
The qualitative analysis of the focus group information and data were conducted by several
members of the NA team who summarized the responses to the structured group interview by
question, highlighting participant quotes, and summarized overall broader topical areas across
questions.
1. How did you learn about/hear about the home visiting program?
Participants have heard about this program from various sources including (in descending
order) the WIC, LINK, TANF Aid Office, word of mouth from their family members and friends
who have been involved in the program, doctor and OBGYN appointments, prenatal groups,
Facebook and social media outlets, prenatal support groups, human service agencies (i.e. Bright
Futures, Head Start, Good Beginnings), school registration, and the library.
2. What made you say yes to the offer of voluntary home visiting (HV)? Why did you
decide to enroll? (Was it hard to get into the program? – wait list, making contact, etc.)
Participants acknowledged that they agreed to participate in the home visiting program because
they believed it would be beneficial. They heard the program offers a great deal of support and
resources to parents, so they can best provide for their child(ren). Others believed this program
would help them best take care of their child since they would learn about baby and child
development, how to become a better parent, and how to set and accomplish goals. Others were
told that it would be a good experience for all mothers because the program provides
helpful guidance, comfort, and a true lasting support system. A few people acknowledged they
moved from out of state and did not have a support system, and felt as if this was a good
opportunity to create a reliable support system, as well as a connection to community
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resources. Others recognized since they would have the opportunity to see other moms going
through similar situations, they were agreeable to joining. Upon joining, they knew they could
relate to others and learn from their experiences. Participants recognized this program would
provide numerous people who not only would understand what they are currently going
through, but also make them feel not as alone navigating motherhood. The majority recognized
getting into the program was quite easy and most had no troubles enrolling or getting started.
3. Usually, how long are your visits with your home visitor?
Most participants explained their home visits range in duration from 15 minutes to 2 hours.
However, on average visits lasted approximately an hour. There was great discussion about visits
lasting “as long as you want them to last”, depending on how much time you and your home
visitor spend talking. It is obvious there are some home visitors that spend ample time with the
parents, depending on how much the parents share or are needing from the home visitor. The
home visits that were of shorter duration (i.e., 15 and 20 minutes), occurred because some home
visitors are working with homeless participants, and meeting space and time is challenging, so
the home visitor adapts accordingly in order to remain connected with the family.
4. How do you feel about the amount of time your home visitor spends with you?
Participants explained an hour of time is needed for the visits to be meaningful and for them to
truly get something out of their time together. Some expressed desire for the visits to last longer
than an hour, as they feel they could talk to their home visitor for hours on end. Participants felt
this way because their home visitors are an active listening ear and provide in-depth feedback
and guidance.
5. What do you and your home visitor talk about? (Parenting, father’s involvement, child’s
health, child development, etc.)
Participants expressed a range of topics their home visitor discusses at each visit. A handful of
participants express they talk about “everything”. These topics range from baby and child
development, milestones, work and jobs, resources, child’s health and wellbeing, relationships,
mom’s mental health status, schooling, goals, postpartum depression, car seat safety, infant
massages, books, breastfeeding, sleeping habits, concerns about their child, the environment
around their child, how their child interacts with others, goals that they have for themselves and
for their baby, the program itself, self-care and resources. In addition, participants made it known
that their home visitors consistently ask, “How are YOU doing, mom?”. This makes participants
feel comfortable and illustrates their home visitor truly cares about their wellbeing, in addition to
the baby or child(ren). All participants suggested they have deep and meaningful
conversations which they thoroughly enjoy with their home visitor. Participants acknowledge
their conversations are enjoyable because the home visitor tailors their conversation to the needs
of baby and child(ren). Participants expressed the home visitor wants to know how the
relationship is developing with their baby and wants to truly get to know their children. The
participants expressed the focus of the conversations are on the mother and child. For example,
when the focus group leader asks, “How about relationships with the fathers or...things of that
nature? Is that something that you guys talk about or not?” One participant answered, “We talk
about that but not too much… It’s strictly about your baby for real, so we really don’t get too
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deep into that.” Home visitors illustrate their care of the baby by asking direct and caring
questions and not shying away from personal issues or questions.
6. What does a typical home visit look like for you and your child? (What types of activities
does your home visitor bring for you to do with your child?)
In a typical home visit, participants expressed the home visitor asks some of the same questions
each time they visit. However, they acknowledge these questions are tailored to their previous
conversations. This shows the home visitor is attentive and truly cares about their pressing
concerns, current state, and wellbeing. Participants shared their home visitor always brings
books, toys, activities, and handouts to the visit to share with mom and child(ren). A typical
home visit includes a therapy-like conversation where the visitor asks about mom’s well-being,
how the baby is doing, a check-in on goals, a learning activity, and handouts which help with the
material that was discussed. Within these activities, the home visitor discusses social skills,
development, milestones, and other skills. The home visitor typically completes an activity with
the child and shows mom how to do it. Some of these activities include beads on a string for fine
motor skills, tummy time, walking with a push toy, reading books, blowing bubbles, playing
with water, and playing with blocks and or other toys. Another example shared multiple times is
potty-training with the child. These activities have taught mothers how to be patient,
understanding, and how to have more control in their life. Mothers expressed these activities help
mom with stress, reassure they are doing well as a parent, and teach them new things about their
child and development. Participants illuminated the great appreciation they have for conducting
activities, playing with toys, and reading books with their children. They believe these activities
allow for a strong relationship with their child and help their child meet developmental
milestones. The focus of this question was on the needs of the baby and mother, rather than
the involvement of other children, family members, or father.
7. Have you and your home visitor talked about goals that you and your family wanted to
work toward? What are some of the goals you’ve worked on with your home visitor?
Some of the goals discussed in the home visiting sessions touch on family, mother, and child.
Mothers expressed they have goals for their child developing, such as potty-training, talking,
tantrums, and other baby milestones. One mother explains the mix of goals for herself and her
child, “For myself? Just like also going back to school. And for the baby, whatever she
needs.” Regarding the mother, these goals include transitioning to daycare, obtaining a full-time
job, moving to a better living situation, finding a home, graduating from college, buying a new
car, going back to school, and buying a house. One mother explains the goals she set with her
home visitor, “Getting my own place, my own car. We set goals every year. We go back over at
the end of the year and see if you did it or not.” Lastly, family goals include safe sleep
practices, one-on-one time with a husband, and transitioning to daycare. Most of the goals
focused on the mother and the child because many participants said they do not have family
support including a father-figure in the current situation. However, one participant shared that a
goal included a better relationship with her husband, “I honestly forget about the goals I set until
she comes up and she’s like, ‘Oh, let’s look at your previous goals’ and I'm like, ‘Oh, okay.’ And
most of the time, it’s stuff that, like, I—that we had met, but I totally forgot about, because
they're usually pretty small stuff. Just like, bettering the relationship between my husband and
the kids. That was one of the goals, recently that she brought up, and she’s like, ‘Does that seem
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like it’s been going better?’ I was like, ‘Oh, I forgot I said that—yeah, it’s
better.’” Participants were happy to share that they were working towards accomplishing their
goals. One states, “I recently three months ago accomplished one of my goals. I had got a fulltime position at [removed] company.”
8. How would you like others important to you or your child (such as the child’s father or
other family members) involved in the home visit?
Unfortunately, many participants acknowledged they do not have a strong support system
including family members and the father of the child. However, a small number of people
recognized getting their husband and/or father of their child involved could be beneficial. One
participant mentions, “He’s [the father] got two older kids that moved, like, away—moved out
here. That’s why we moved out here. And so, he, like, missed that really young chunk of their
lives, so he’s really into every step with our kids.” But, they also acknowledged work schedules
can sometimes be tricky with scheduling home visitor sessions. For example, when asked “Has
the father of the baby been involved in the home visits?”, one participant replied, “Sometimes
when he’s off work or something, yeah.” Others said that they have their own mothers (child’s
grandmother) and older children involved in some of the sessions. One person mentions, “Like I
said, she [home visitor] started out with my son. He ended up turning three and it just migrated
over to my daughter automatically. But he [son] still, somedays he's there. Like last week, that
Friday. I think they had Thursday and Friday off 'cause he's in pre-K. He [son] had Thursday off
and we had a visit then, and he was there. So, he got to see her [home visitor] where he hasn't
seen her in a couple of months.”
9. Has your home visitor offered to connect you with other agencies or programs that you
are interested in? What community services or agencies has your home visitor been able to
link you to?
Overall, all participants recognized home visitors were very generous in connecting them to
other resources and opportunities in and outside of their community. These resources
included crisis centers, therapy groups, childcare resources, day care, food pantries, baby items
(i.e. diapers, wipes, play pen, stroller, clothes), job fairs, WIC, postpartum depression groups,
transportation, support groups, community college, work resources, mental health resources, gas
cards, bus passes, early intervention programs, Section 8 housing, Toys for Tots, power
bills, and Habitat for Humanity. Everyone explained the home visitors are extremely helpful with
responding to their needs and showing they really do care about the mother and the child(ren).
They believe they do a great job with checking in outside of their visits to see what they need.
One participant compared a home visitor to a “legit grandma” emphasizing how much their
home visitor provides support and assistance. She said: “It’s like, this program is like the legit
grandma. When I don't know anybody else to call, I'm gonna call [home visitor], because they
help me when I really need it.”
10. How has home visiting affected your confidence level as a parent?
Participants expressed home visiting has positively impacted their confidence levels. They
believe they now have more confidence and feel more comfortable asking questions in an
unjudged environment. One participant explained she is way more confident now because she
feels okay with getting help, asking for suggestions, and making her own choices and decisions.
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Participants explained that not feeling judged by their home visitor when asking questions and
learning helped boost their confidence as a parent. Others expressed how their home visitor
never makes them feel like they are asking a stupid question. One mother expresses, “Like you
could sit there and ask the stupidest question that you think is possible. And they're like, "No.
That's a pretty normal question." Contributing to their confidence is parents are made to feel like
they are doing well as a parent since their questions are normalized. Participants feel more
confident because they are learning skills, such as being patient and calm. Others feel like stress
is being removed because they are reassured they are doing well and “not ruining their child”.
They see this program as a confidence boost, and one woman even said that this program has
affected her confidence “A lot! I feel like I’m wonder woman.” This confirms the
program reiterates parents doing well and know what is best for their child(ren).
11. How does your home visitor demonstrate her respect for both your culture and
beliefs?
There was a full consensus that home visitors did a great job at demonstrating respect for each
participants’ culture and beliefs. They believe this was illustrated as the home visitors did not
judge them. Moreover, they feel their home visitor is their “safe spot”. Participants feel
comfortable with everything their home visitor does, especially reassuring confidentiality and
privacy. They reiterate their home visitor does not force them to do anything and are very
respectful and understanding of their choices. One participant explains her home visitor always
asks about her culture and the food she makes: “She loves learning about our culture. She'll be
like, what did you cook today? I tell her I did this and I did that, or my mom did this. She's like
oh, that sounds so good. She will be like, when are you making this so I could try it? So, she'll
love learning new things. She'll be like, how do you say this in Spanish, and I'll tell her about it.
She gets so excited to learn new things.” Another told how she and her home visitor discuss their
child’s hair styles together. One mother explained she and her family are on a plant-based diet
and her home visitor is very respectful to those choices and provides resources pertaining to that
lifestyle: “I think they're pretty respectful too, like—so, a big thing about my family is, we eat
completely plant based, and of course, when you guys teach us about nutrition, it has meat,
dairy, eggs, and it’s something that I've put a lot of personal research in and it’s something I feel
confident that it’s the best decision for my family, and [home visitor] is very respectful about it.
She gives me the information. She’s like, ‘Look, this has this in it, but look at the rest of it.’ And
she listens to what I have to say about it, and she kind of, like—she uses me to gain a different
perspective, so if she does have somebody else down the line who is interested in it or who also is
living that kind of lifestyle, she can be like, ‘Oh, yeah, no, I know somebody who has raised
perfectly healthy children and who meet all their health needs, their developmental needs.’ And I
think that’s one that they really respect kinda the way we live our life without having to be
like, ‘Look, I see that’s what you wanna do, but your kids are gonna die if you do that.’ Because
that’s obviously not what any parent wants to hear.”
12. How does your home visitor demonstrate her respect for the choices you make as a
parent (i.e., the choices you make for your children)?
Since the home visitors are genuinely kind and magnanimous people, have a positive
attitude, and participants know their kids really like the home visitor, it is easy
for parents to feel their home visitor respects their choices as a parent. Participants acknowledge
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home visitors are always validating their choices and reassuring they are making sound decisions
for their child(ren). One participant explains the home visitor always says, “you know what’s best
for your kid”. She goes into more detail: “You're the parent and you know what's best for your
kid. That's what she always tells me. I feel like she'll give you advice, but she makes it clear that
it's up to you what you want to do. She just gives information, but she doesn't tell you that you're
doing something wrong or you should do it a different way.” Within this realm, people explain
home visitors share advice, but always tell parents it is up to them to make
their own choices. Participants expressed that home visitors do not tell them they have to do
something, instead they provide ideas and guidance, and ultimately leave the autonomy to the
parent. Another participant explains how there is never any judgement from the home visitor. For
example, the parent explained how she and her family always say a prayer before eating, and the
home visitor joined in one day. Another explains she knows her home visitor is respectful
because she always remembers what they talked about at their previous meetings. This is only
possible if the home visitor genuinely cares and is attentively listening.
13. What do you like best about home visiting?
The focus groups gathered a lot of information about what parents liked best about home
visiting. At the top of the list included the toys and activities the home visitor brings
to each session. They appreciated these were always tailored to the baby’s development. These
learning activities are both beneficial to the parent and to the child. Parents appreciate the
interactions with their child(ren) as they are learning to better communicate with their child(ren)
through learning activities. They believe this is only possible due to the great rapport and
connections the home visitor creates and maintains with their child(ren). Others greatly
appreciate the ability of the home visitor to help with transportation and spend time with them at
their own appointments. Consensus is that members appreciate their home visitor going above
and beyond their job description, consistently checking in on them, and making them feel as if
they are doing a good job as a parent.
14. How does your home visitor make it comfortable for you to talk to her?
The participants explained throughout the focus groups the home visitor creates a safe,
comfortable, and relaxing environment for the parent and the child(ren). Mothers expressed this
is because the home visitor respects and encourages them to make their own choices. The home
visitor shows understanding, compassion, and support. The home visitors do this by being open,
upfront, and wanting the truth. Members shared the home visitor is attentive to their
conversations and needs. They are thought to be transparent, honest and always dig deeper
to learn more and to further tailor their materials, handouts, and activities for the child. Members
reiterated the home visitor asks what the baby/child needs, and always checks up on the parent
by asking, “How are YOU feeling?” It is evident that the home visitor is attentive to the needs of
the family, pays attention to detail, and builds and maintains rapport to make the parents feel
comfortable in the program.
15. How does your home visitor show that she cares about you and your child?
Parents illustrated many ways that their home visitors show she cares about them and their
child(ren). For example, a few participants shared their home visitor goes above and beyond their
job description. One participant shares a story, “They're open with you and upfront. They ask the
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questions and they want the truth. So she reached out to me. I don't know –I think she's supposed
to give you this questionnaire every time you're there. Are you safe in your home? Do you feel
safe? Blah blah blah. If you are married, or you have someone else living with you, it has
questions about do you feel safe in your home with your significant other? Oh, okay, you're
going to do that. She'll reach out later on if he was in the home, and say ‘Hey, are you okay? Do
you still have the numbers that I gave you before?’ Then we talk about it. She actually helped me
go to the center for prevention of abuse and went with me and got me things that I
needed.” Others brought up the toys and activities the home visitors bring which are tailored to
the needs and concerns of their child. One expressed, “Different things to also help, like learning
toys and stuff like that, like what is age appropriate or appropriate specifically for your child. If
she knows you're either behind or ahead, she'll bring things she knows are good for my
child.” Another shared her home visitor is organized and is always available for support and
assistance. These acts along with the home visitor’s kindness, ability to connect them to
resources they need, and unwavering support solidify that the home visitor cares about the parent
and the child(ren).
16. What about this program has been most helpful to you and your family?
Many participants found it difficult to pin point what has been most helpful to their family as
they found all the activities, toys, handouts, and conversations to be rich and
meaningful. Members expressed they find it helpful when their home visitor makes themselves
available via text if they ever have a question or concern. Due to this, they fully feel supported
outside of the home visiting session. Two members shared that while they were in the hospital
giving birth and for their child’s surgery, the home visitor visited them. Others recognized they
also help provide transportation and attend doctor’s visits. This makes parents feel comforted,
safe, and supported.
17. What could be improved about the program/services? What additional supports and
experiences would be helpful to you?. (If you could change one thing – what would you
want to do differently?)
Overall, participants believe this is a great program that offers wonderful resources, a listening
ear, and another “family member”. One frequent suggestion to improve the program was having
more socialization opportunities for both the parents and the children. Parents
expressed enjoying time spent with other parents, as well as allowing their kids to socialize
with others their age. These include having weekly gatherings in the community, providing more
special events for families to get together, offering free food at an event, summer programming,
events during the evening, field trips, and group learning opportunities. Another potentially
constructive suggestion is better advertisement or marketing of the home visiting programs. One
person suggested going to the high school to promote the program and make it more known in
the community. Another person insinuated to work towards decreasing the negative stigma
around the program. One mother mentioned, “We [the mothers] felt like it's kind of like going to
see a therapist for the first time. The first time you do it you feel like, ‘Oh, well, I'm not crazy or
anything’, and it's the same kind of mindset you can give yourself, like it's a stigma that shouldn't
be there. So, I think getting the word out more about it [home visiting program] would certainly
do a lot to dispel that, I think. If everybody was talking about it. It wouldn't be so weird.” Doing
this may encourage more parents to participate. Many participants explained they are given many
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handouts at their meetings, while this is beneficial to some, others felt overwhelmed. Due to this,
there was a suggestion to create a phone app that would house their goals – which they often
forget – and their handouts and worksheets. Additional suggestions include providing doulas,
expanding beyond 3 year olds, providing more hours for home visitors including evenings and
weekends, and opening the program up to more people. Lastly, since there seems to be a fear of
leaving the program, having conversations about transitioning out may be beneficial.
18. What are some challenges in your life your home visitor is helping you with?
Participants expressed their home visitor is helping them with a range of challenges, tailoring
their assistance to the needs of each mother and child. One mentions, “They’re kind of like a big
sister. It’s like, they help you with everything.” Some members discussed challenges in their life
include their own attitude, their baby’s development, relationships, setting and meeting goals,
and time management and upholding meeting times. Participants expressed their home visitor is
helping to address those challenges by having conversations about them, texting and calling to
confirm and remind about appointments, and providing handouts to share about these critical
topics. One mother expresses her true gratitude for her home visitor, “My home visitor knows
that I have an issue with time management and forgetting appointments, and stuff like that. So,
she is amazing. [Laughter]And she texts me, and says, ‘Hey. Don't forget you have this at 3:00.
See you at this time. Don't forget.’ Even today, she said, ‘3:00.’ And like she messages me
whenever [my child] has shots, or a doctor's appointment. We talk about that in our meetings.
And so she knows that I'm horrible at that stuff, even when I put in my phone, write it in my
calendar in bright red. And so, she helps me with that kind of stuff, as well. And so, they are.
They are absolutely awesome. So, I don't know where I would be without her, honestly.”
19. Are there any barriers or challenges to participating in the home visiting program?
(hours, cancellations, communication)
Overall, participants expressed minimum challenges or barriers to participating in the home
visiting program. The main issue was scheduling home visitor sessions due to work
schedules. They suggested having more options and additional flexibility for home visits. This is
also a problem when getting a significant other involved, if they work during the day. Since the
home visitor is only available during weekday working hours, there are some struggles with
maintaining consistent scheduling. Participants suggested having extended evening hours and
early Saturday morning hours may help accommodate more people. Another barrier is there is an
apparent stigma associated with joining the program. Some members felt as if the stigma was
due to association with WIC and LINK. One exclaims, “Heavy, WIC-heavy. Yeah. And so, I
think that's an issue that they need to think a little bit more about.” Due to this, they feel as if
there needs to be more information on the requirements and a disassociation with these financial
aid offices. One mentions, “I'm sitting in the WIC office, and you're telling me about it. How is it
different? And yeah, she's like, ‘No. it's not connected at all.’ I'm like, ‘Then why haven't I heard
about it until now?’" Moreover, since there is an income-level requirement attached to joining
the program, people felt as if some mothers could benefit from the program but did not meet
eligibility criteria to join. Lastly, there were a small number of mothers who had negative
experiences with a home visitor and had many visits cancelled or had multiple home visitors.
One person believed there was a training error with this specific person, as the rest of her home
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visitors have been great. Another believed having multiple home visitors was difficult to build
and maintain rapport.
a. Do you share your cell phone number with your home visitor?
Everyone agreed that they feel comfortable enough to share their cell phone number with the
home visitor. They agreed they also are part of Facebook groups where mothers and home
visitors share resources, communicate, and receive updates on events in the community. Due to
this group being on social media, they have a group mentality they are in the parenting journey
together and are there to support one another, share resources, and make meaningful
connections. It is evident the parents greatly enjoy constant and immediate support via the
internet.
20. Would you recommend this program to a friend? Why or why not?
Everyone strongly and excitedly agreed they would recommend this program to a friend. The
majority even expressed they already told and encouraged their friends to join. When telling
others about the program, mothers explain the program in a “truthful” way regarding their
positive experiences with the various groups and their home visitors. They emphasize this
program is “for the kids” and it helps with becoming a successful parent, gaining confidence,
maintaining sanity, and understanding baby development. Moreover, there is also attention to
the home visiting program being widely connected in the community and the home
visitors know many resources, opportunities, and provide sound communication with their
families.
21. How will you know when you’re ready to stop the HV program?
Overall, participants explained they wished the program did not end, as they find it so
helpful. One mother said the program better not go anywhere. She reiterates: “They better not go
nowhere. That’s all I’ve got to say. I tell my home visitor [Home visitor name] when my baby get
to be five, I'm going to still be coming up here to see her and stuff like that and keeping in touch
with her.” Approximately half of the parents were unsure of when the program ends,
and assumed it is when the visits start decreasing and they are told they must stop or are “get
kicked out”. Some expressed they would go until the program ends which they assumed to be
when their child(ren) aged out of the program or they met all their goals. Many mothers
exclaimed they are not in a hurry to leave the program as they do not want the home visitor to
stop coming. One expressed the desire for a program for those who age out, “Or, as the kids get
older, they should have a group for them. That would be a good idea. Teaching your kids how to
interact with other kids.” This reiterates the great appreciation for the home visiting
program. This was illustrated by mothers explaining this program is like their family, “we parent
together, we are a family”. Another mother reiterates, “No, I'm definitely not in a hurry. Teach
me everything that I can.” To conclude, there is ambiguity around when the program ends. A
mother answers the question, “When we're kicked out, I guess.” A clear understanding of
expectations and program conclusion of the home visiting program is needed.

Overall Summary Points:


Importance of the home visitor building relationships and establishing trust with
participants
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Importance of the home visitor interacting with participations without judgement
Greatly appreciate the home visitor going above and beyond the job description; checking
in on them, texting, Facebook group, providing transportation, connecting them to additional
resources
 Home visitors increase parental confidence by reinforcing that the parent is the expert on
their child
 Home visitors are respectful, build rapport, and genuinely care about the families
 Home visitors are knowledgeable and have access to information about resources
 Toys, books, activities, and handouts are greatly appreciated
 Home visitors tailor the visit to the individual needs of the family
 Participants felt that home visiting supported their needs, provided meaningful and rich
conversations, assisted them to set goals, and increased their confidence as a parent.
 Improvement areas:
o Incentives for joining or referring others to join
o Extended weekday hours and early weekend hours
o Decrease stigma around home visiting programs such as something is wrong with
them or their family – need government aide, mental health problems, lack of
intrinsic maternal skills or how to be a good parent, etc.
o Know more about the income requirement; open eligibility criteria
o App for phone for goals and handouts
o More socialization opportunities (weekly in town)
o Increase advertisement and recruitment
o Establish or clarify clear boundaries for when the program ends
o Reduce home visitor turnover
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Key Informant Interviews – SUMMARY
Introduction
A major component of the Illinois MIECHV Statewide Needs Assessment (NA) was conducting
telephone interviews with 25 key informants representing community programs, intermediary
organizations, state program administrators, state policy makers, ancillary state
organizations, and researchers. The purpose of the key informant interviews is to collect an array
of information regarding Illinois Home Visiting (HV) programs, policies and practices from
Illinois HV leaders and stakeholders. Stakeholder selection to participate in interviews was based
on their history, knowledge, skills and experiences with Illinois HV programs. Home visiting’s
history in Illinois has resulted in individuals and organizations that have painstakingly worked,
supported, and advocated for HV programs and policies, and these efforts have touched every
corner the state.
A set of 12 key informant questions was developed by the NA team. These questions were
submitted, reviewed, and approved by the HV NA Advisory Committee. The questions
asked about the need, capacity, quality and effectiveness of Illinois HV programs, and the
strengths and weakness within programs and systems. The interviews also included
questions about perceptions of the need for new and expanded HV services, and ideas for
improving the effectiveness and efficiency of HV programs. Questions were adapted for
several key informants from state agencies and organizations, whose involvement in home
visiting was from a systems level as opposed to a direct service level. Key informant interviews
were conducted between November 2019 and February 2020 by one individual, and typically
lasted approximately one hour.
The qualitative analysis of the key informant information and data were conducted by several
members of the NA team who initially categorized the role of the
respondents and responses to the structured interview, and classified bottom up constructs to
broader topical areas aligning with the questions.

Strengths of Illinois Home Visiting (Quality and Capacity)
Strong history and commitment to home visiting in Illinois
Stakeholders across all roles (i.e., community programs, intermediary organizations, state
program administrators, state policy makers, ancillary state organizations, and researchers)
agreed that there is a high level of investment in home visiting in Illinois. They pointed to
the commitment to innovation, and the fact that so many stakeholders come together around
home visiting, early childhood, and social services to ensure that Illinois is addressing family
needs. There was agreement that there are strong advocates for home visiting, high
levels of communication about home visiting, and priority given to making connections with
each other so that better pipelines around support are in place. A state policy maker stakeholder
mentioned the importance of support from the governor saying, “Within the larger policy
context, we are fortunate right now to have a governor who I think genuinely believes in the
issue.” A community program stakeholder said, “I think the stakeholders are incredibly
committed. I think they’ve read the material, they know the data, they know the research. We all
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believe in that work.” An intermediary stakeholder added, “The strength of the system are that
the large number of committed and connected people from all over the state that are involved in
the system, so that's a strong piece for us. I think that we have a lot of creative thinking and ideas
around how to support and serve or adapt home visiting for the most vulnerable populations. I
think that's a tremendous strength. I think actually the structure of the Home Visiting Task
Force and the continuity of that through changes in state agencies, and in the government offices
has really helped hold the system in place during certain difficult transitions. Additionally, our
strategy for really trying to leverage the federal MIECHV funding to support the growth and
development of a coordinated infrastructure is really great.” Stakeholders agreed that the home
visiting system in Illinois is one of the largest across the country, and has a unique feature in that
the state board of education is a funder of home visiting. Stakeholders highlighted the important
work of the Home Visiting Task Force (HVTF) as a strong leader and convener, with over 100
active members of home visiting in Illinois. A state administrator described the HVTF as “key
stakeholders [who] are very strong, very committed, and very dedicated.” A state policy maker
pointed out that, “home visiting in Illinois has its own infrastructure.” Additionally, stakeholders
highlighted the fact that Illinois has benefitted from both public (multiple state and federal
government agencies) and private (McCormick Foundation, J.B. and M.K. Pritzker Family
Foundation) funding and partnerships involved with home visiting on the HVTF.

Amazing workforce of home visitors and supervisors
The majority of stakeholders described the home visitors and supervisors in Illinois as “amazing”
and “talented”. Stakeholders concurred that the home visiting workforce are well trained in a
variety of areas, including safety, reflective supervision, and domestic violence, and participate
in ongoing professional development. They further elaborated that supervisors receive training
on reflective supervision and work with a mental health consultant regularly to support home
visitors. Additionally, new training modules are continually being developed to
meet the needs of home visitors and supervisors. There is also a workforce development
plan. However, one stakeholder added that, “Yes, you want a quality informed workforce, but we
can't discount that culture and language and that stuff also is equally important. And so checking
off boxes of degrees and courses, that's one thing, but we also need to reflect the value of the
workforce.” The need for a multi-lingual workforce was described by most stakeholders, as
is the importance of engaging Asian American and Middle Eastern Americans (as they are
underrepresented in the served population).

Strong training and professional development opportunities for home visitors and
supervisors
Most stakeholders highlighted the important work of The Ounce of Prevention as a strong
primary home visiting professional development state entity that has a training institute focused
on home visiting. Stakeholders saw strength in the fact that the major funders of home visiting in
Illinois are aligned with using the same training and professional development system for home
visiting. Additionally, stakeholders highlighted the good system for core trainings on home
visiting models (PAT state office, Healthy Families state office) that are used in Illinois.
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Building relationships with families
Overall, stakeholders described home visiting agencies as having a strong ability to establish
relationships with families up front, as well as the capacity to retain families across
years. Stakeholders articulated their belief that home visitors care about families and children,
and it shows in their approaches, communication, and supportive services. They further
described that in many agencies, home visitors are from the community or have worked in the
early childhood system for a while, or have participated in a home visiting program themselves.
The importance of home visitors being part of the communities they serve is reflected in the way
that many families are referred to home visiting. In many cases, the home visitors would know
someone who knew someone and that is how a number of families got connected to home
visiting. One stakeholder stressed the value of building relationships with families by
saying, “Where we had 21 moms, you know, 5 nationalities, 5 languages, you know, for them, it
came down to the relationship, that it's the relationship that drives outcomes.” Stakeholders
concurred that word of mouth is one of the most common ways that families hear about home
visiting, and this is based on relationships.

Mental health consultation model
Numerous stakeholders that serve as intermediary organizations, community programs, and state
policy makers highlighted the benefits that the Mental Health Consultation Model brings to
home visiting. This approach addresses mental health and behavioral health challenges,
providing support to home visitors to help them cope with job-related challenges, manage stress,
and continue to be invested in the work of home visiting. At the same time, it improves the skill
level of home visitors in terms of knowing what to do with young children and how to help
parents with their child. ”Mental health consultation is designed to really support the efficacy
and the impact of models by helping programs really meet the needs of families,” said a state
policy maker. Another stakeholder stated, “I am a firm believer that it should be absolutely
required that every home visiting program in the state of Illinois should have a mental health
consultant.”

Strong early childhood state leadership group
Many stakeholders described the strong early childhood state leadership group, the Early
Learning Council (ELC) in Illinois. They highlighted that ELC members are incredibly
committed and it is evident that they want to continue to learn and grow by trying to follow
research and get the best information into the field. A stakeholder added, “They also have a real
respect for home visitors and the work that they do in the field. And that also is not always true
at state levels. The direct work is honored and respected.” Additionally, stakeholders felt that
the ELC leaders are also doing a good job at trying to look at what is going well in other states
and how to replicate those successes in Illinois.

Home visiting services go where families are
Overall, stakeholders expressed the view that home visiting is unique because the services go to
the families and meet them where they are, at a distinctive and vulnerable time in their
lives. One described the services saying, “Home visiting in general, I think that it's a unique
opportunity to meet families at the beginning of a very unique time in their lives. Bringing in a
new child can have a whole lot of emotion and change, whether that's good, bad, indifferent. The
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family is going through some major changes, and having a support system there that can help
walk alongside those families and help guide when there could be struggles, I think, is an
imperative thing.” Stakeholders also felt that home visiting assists families to get connected with
their communities and learn about resources in their area to support them into the future.

Retention of families in home visiting programing
Stakeholders among community programs and state program administrators, described the
success that home visiting experiences with retention of families in programs. They indicated
that families that find tremendous satisfaction and benefits from home visiting typically remain
in the program and will often return for a second child. A stakeholder said, “once families
become involved they see the value, and are disappointed when they discover the program does
not extend past the age of three.” However, caregiver attrition in some communities remains a
challenge and home visitor turnover can also affect retention of families because often “if your
home visitor leaves, the family is going to leave the program because their involvement is built
on their relationship with the home visitor.”

Growth of families and successful outcomes
Stakeholders described the many positive outcomes for families that participate in home visiting.
One described it by saying, “In the home visiting world, the focus is about providing intentional
space for mom and baby to build attachment, and helping mom access services that can increase
the development of the child, and offering all of the developmental tools and assessment tools for
both the mom and the baby.” Stakeholders summarized the studies that have shown statistically
significant gains on child social emotional and language skills, increased positive parenting
skills, and gains across parent and family outcomes. A researcher stated, “All of our findings in
terms of parent and family outcomes were all in a good direction. So parent stress, we saw that
those receiving home visiting, actually their stress levels improved and that in terms of the
trauma symptoms, that families receiving the home visiting services, they were able to better
cope with the symptoms that they have.” Another stakeholder commented, “We have a great
cadre of people interested in studying home visiting and examining a lot of different pieces of
home visiting, which is beneficial.”

Intentional focus on continuous quality improvement (CQI)
Many stakeholders expressed support for MIECHV, which has activated a structure in home
visiting and coordinated intake for continuous quality improvement and the use of data to drive
the improvement. Each program model has some form a quality assurance and improvement, but
these systems are not coherent or integrated in any way because of the different funding
sponsors. A state program administrator also referred to how much research was being
done and the numerous pilot programs that are being implemented in response to the priority of
addressing continued improvement of home visiting services.

Research-based home visiting approaches
Several stakeholders commented on the work of the Erikson
Institute regarding quality monitoring, implementation supports, and program
development that has been a “symbiotic collaborative process” between Illinois State Board of
Education (ISBE), Erikson Institute, and The Ounce of Prevention. Stakeholders agreed that this
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work helps inform practice, inform professional learning, and vice versa. An intermediary
stakeholder said, “Implementation supports are really, really critical. You can select
the model; you've got to have really full and supportive implementation to get outcomes. And
there's no guarantee you're going to get the same outcomes that they got in the earlier trial.”

Funders support local home visiting programmatic decisions
Stakeholders from community programs, intermediary organizations, and state policy makers
commented that Illinois home visiting funders ensure that sites are able to make their own
programmatic choices for what is best for the families they serve in their communities, while still
holding sites accountable for the bigger picture and consistent expectations. Funders have
also listened and been responsive to the needs of the field. They focus on what models (i.e., PAT,
HFI, EHS, BT, and HIPPY) are used so that there is consistency and alignment across the
system. An intermediary organization stakeholder said, “MIECHV has done some significant
work to make sure that Early Intervention (EI) is aware of home visiting in a more formalized
way.”

Community Readiness for Expansion
Strong need for home vising
Stakeholders agreed that we are not currently reaching every family in Illinois that could benefit
from home visiting. They thought that, in general, there are hard to reach families that are not
being served. Several stakeholders suggested that we need to be intentional about reaching
highly isolated families. One stakeholder said, “For example the Latino community and the
African American community are being incredibly underserved in the city of Chicago and
suburbs. Also, non-traditional families (i.e., grandma is primary caregiver) are also
underserved.” Other stakeholders pointed out that since Illinois is so large geographically, less
populated counties are not served as readily as denser populated areas.

Need for community assessment data
Numerous stakeholders concurred that there is a need in Illinois for community assessment data
to assist funders with determining where families needing home visiting are underserved.
Stakeholders felt there are families that need services, for example in rural southern Illinois,
but suggested that funding continues to be directed to the same communities, and that
although funders work more closely than they have in the past, silos still exist. One
state program administrator said, “We don’t have a really systematic way to determine where we
are undersaturated and oversaturated.” Stakeholders also pointed out that each funder does
RFPs for agency-level funding of home visiting at different times and “we need to move toward
universal slot allocation.”

Underserved populations in Illinois
Stakeholders described several populations in Illinois that they felt are underserved by home
visiting. First, immigrant families were identified as an underserved population. Stakeholders
suggested that addressing language barriers and partnering with programs that assist
immigrants and refugees would be a way to connect with those in need. One
stakeholder said, “People don't want to access organizations that they don't know, people they
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don't know, for fear of being identified. And this is particularly true for immigrants of
undocumented status or families of mixed status. But what's interesting is, irrespective of status,
kind of the rhetoric around immigration, it actually has a chilling effect on everyone. People
with legal permanent status are also still very nervous.” Second, stakeholders felt that fathers are
underserved in Illinois, saying that fathers do not have a support system and are made to feel
weak if they want to be around their children. “Fathers are left out in this community as far as
how to help them be better fathers.” Other underserved populations mentioned by stakeholders
include teenage mothers and families who reside in rural areas of Illinois.

Model and funder cohesion
Stakeholders highly recommended that home visiting expansion plans must pull the multiple
model leaders and funders together to think about how to systematically expand and support
home visiting as a field and as a component of a larger early childhood system and structure. The
convening of “major funders meetings” was identified as a good example of increasing
communication, leveraging resources and coordinating efforts. An
intermediary organization stakeholder said, “Maybe it's not about the program model, but maybe
it's their specific elements within the black box of the home visiting that we can raise up and
study, and that somehow those could be scaled. Be interesting to think are there three or four
things that characterize the most effective home visits for the largest number of
families.” Stakeholders also identified that there are local funding sources for home visiting,
such as hospitals, that are beginning to expand and should be included in expansion planning and
communication.

Increase the focus on home visiting in the early childhood conversation
Although the inclusion of home visiting is part of the early childhood conversation in Illinois,
stakeholders felt that it is not yet consistently thought of as part of the broader, bigger early
childhood care and education system. Stakeholders felt there is room for growth in terms
of having home visiting be seen as a core component of the early childhood care and education
system. For some, they think about early childhood education systems, preschools, early
intervention, childcare, but not home visiting. Additionally, stakeholders recommend that
the conversation should be raised in medical facilities such as hospitals and as part of child
welfare to increase the awareness and understanding of home visiting services.

Expansion requires more resources
Several community program stakeholders stated that their home visiting caseloads are full and
that for them, “it's not even an issue of finding families, it's more of being able to serve everyone
adequately because there are more families than available slots. I would absolutely love to
expand this program. There's no resources available.” Other stakeholders suggested that “Part
of why we don't do outreach is because our caseloads are always full.”

Coordination of Services (and Continuum of Family Care)
Home visiting represents a family’s first experience with services
Stakeholders described the philosophy that home visiting is a family’s first foray into the early
childhood system. A state administrator said, “If we can make sure that families have strong
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relationships and good experiences in home visiting, their transition into broader systems and
the school system may be easier and make them trust the system a little bit more.”

Importance of connecting services
Stakeholders agreed that there is a strong need to connect and coordinate across services. They
highlighted innovate pilot projects in the state for making efforts to connect services as well as to
support and engage populations with complex needs. Pilot projects for youth and
homelessness are examples of efforts to connect service universes. “We're really just trying to
bring awareness to the homeless service providers as well as the DCFS network, just trying to
educate them around what home visiting is, what the benefits are, how we can collaborate and
reduce barriers for families who need to receive these community-based services.” A
state program administrator said, “The pilot projects are innovations that we are trying to take to
scale.” Stakeholders agreed that it is important to gather evidence through efforts such as pilot
projects, but it takes external funding and only a small group of individuals have the capacity for
doing pilot studies.

Need for training across systems
Several stakeholders suggested that home visitors and supervisors are not sufficiently trained in
other state social service systems. The example of Child Welfare was described by many as
important. Stakeholders did not feel that home visitors were adequately trained about Child
Welfare expectations, rules, and policies. One stakeholder said, “When these youth are going
towards emancipation or doing these other things, it is not something in a home visiting
program's vernacular.” Stakeholders stressed the need to link together across systems in order
to facilitate understanding of how everyone can contribute to supporting families.

Early Childhood Collaborative
Among stakeholders, there was consensus that there is a lack of awareness of the early childhood
collaborative groups in communities across the state. A state policy maker said, “The notion of
building community has been strengthened because a number of early childhood-funded
initiatives in the state have required community collaboration. So in many communities, there
are functioning early childhood collaboratives.” Stakeholders agreed that examples like this one
need to become the norm across the state.

Importance of Coordinated Intake
Stakeholders, particularly those in community programs, and intermediary organizations,
stressed the importance of agencies having good coordinated intake because
this “does an amazing job of coordinating services and frees home visitors and supervisors
from spending all of their time recruiting clients.” Stakeholders recognize that without
coordinated intake, the major way to find home visiting clients is through word of mouth. It was
acknowledged that for some communities, it is a capacity issue in that there is only one
coordinated intake person, and that person is stretched too thin. A
state program administrator said, “Coordinated intake has to be done through relation-based
process and system, where people at different agencies know one another, can coordinate and
collaborate with one another, and understand the eligibility requirements of each
program.” Family Connects is an example of a “very sophisticated coordinated intake system
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that refers to a comprehensive network of family supports, of which home visiting is one
focus,” said a state policy maker.

Collective responsibility for recruitment
Community program stakeholders strongly described the need to recruit all the time. “It doesn’t
matter if someone is the AOK person, or we have a coordinated intake, or even if we would hire
a recruiter. We are those ambassadors every day. Having those systems is helpful because you
can build relationships with other organizations, other partners, and build those
relationships.” Stakeholders suggested that in the absence of a coordinated system, agencies find
success by developing relationships with partners and communicating regularly with them to
conduct outreach. Stakeholders point to health centers and mental health services as untapped
sources for referrals to home visiting.

Child Welfare
Stakeholders highlighted a strong innovation in Illinois is that home visiting has begun working
with the Child Welfare System. This has involved coordination between Child Welfare case
managers and home visitors. More work is needed to build the bridge between these groups. A
stakeholder said, “TPSN [Teen Parent Service Network] has helped, using open communication
and their desire to be a part of this. It was able to help foster and assist in a way that the
overburdened Child Welfare system are not able to.”

Challenges for Illinois Home Visiting
Home visitor low salaries
Consensus of the stakeholders is that one of the biggest challenges for home visiting is that home
visitors are not paid sufficiently. Stakeholders described home visitors as professionals who are
nested in a larger program in which their lower salaries do not match what the other positions
make. Stakeholders from community programs and intermediary organizations described the
challenge of being able to provide advancement for some staff in an agency, but for other
staff (who might have more years of experience), it is not possible due to the funding source
or grant requirements. A stakeholder continued by saying, “that doesn't make for a healthy work
environment.” Salaries also make hiring qualified staff challenging. A stakeholder
suggested, “Let's professionalize home visiting so that home visitors feel like that their job has
value, they're paid for the work that they do, and that you know they are.” Other stakeholders
feel that home visiting programs are not resourced properly to do the level and complexity
of work. A stakeholder commented, “Home visitors work for less than what they could make at a
Starbucks.” Stakeholders agree that it is not sustainable and it needs to be addressed because
programs are not adequately staffed. An intermediary stakeholder said, “The salary levels of
home visitors has to change, and that has to be a commitment at policy level, commitment at the
legislative level, commitment at the program level, community organizations to increase
salary.”

Home visitor turnover
Another key challenge that the majority of stakeholders discussed was the high levels of home
visitor turnover. Stakeholders said that the low pay results in turnover of home visitors who leave
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for better pay and opportunities. Since home visitor training is very expensive and takes time,
when agencies train new hires who leave for a higher paid position, it is very costly and takes
substantial time to re-hire and re-coup. One way that some programs manage turnover is to
create an organizational structure that groups staff of three to five home visitors and a clinical
supervisor, to maintain service when turnover occurs. Stakeholders also concurred that retention
of workforce influences family retention in home visiting programs. “If home visitors change
jobs due to insufficient income or opportunities, often the families they were working with drop
out.”

Data systems
Stakeholders spoke often about the challenges of documenting services, collecting data from
participants, and entering data into systems, describing it as “arduous at times, especially for
programs with blended and braided funding.” A stakeholder from a community program
described it pointedly, “You might have a home visitor that’s funded through MIECHV, two
other home visitors that are funded through ISBE, and a third home visitor that’s funded through
DHS. And, they’re all ostensibly doing the same thing. They’re all home visiting. But, they might
have completely different paperwork. There’s different reporting requirements. The funding is
different. They might be using different program models because of where the funding is coming
from. And it just makes it very convoluted.” Several stakeholders described attempts to become
more uniform about documentation that have been undertaken, but this was coupled with the
reality that each model and funder has different requirements and systems. “Red tape in each
system is a struggle.” Additionally, stakeholders felt strongly that we must continue to advance
our technology so that home visitors can use computers and tablets instead of paper to enter
data. A stakeholder also mentioned, “Attempts at data linkages and sharing across funders have
been underway, but these efforts require an investment in capacity and adherence to data
confidentiality.”

Addressing the basic needs of families
For many home visitors, the focus is on supporting families with basic needs, such as affordable
housing, landlord issues, services for teenagers, food, transportation, baby supplies, mental
health services, etc. Stakeholders described the challenges for home visitors when they do
not have a ready answer and they need more community support. An intermediary
stakeholder said, “I think certainly there are community issues that impact families that the home
visitors see. The home visitors are dealing with extremely stressful situations and dealing with
very difficult issues. I know that they struggle with things like homelessness, and trying to find
places for people to stay, to live, healthcare.” A state policy maker suggested that environmental
barriers, such as policies, restricted access to housing, jobs, food, medication, mental health
services, etc., has resulted in increased stress on families. Therefore, families have more dire
need because of environmental barriers.

Family fear of home visitors in their homes and sharing information
Stakeholders described the apprehension and fear that families sometimes experience related to
having a home visitor in their home and sharing personal information about themselves or their
family. A stakeholder said, “We go into family homes and we ask families for a lot of personal
information and families are hesitant and cautious in our current political climate to welcome
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home visitors into their homes and to share information. This is especially true in the Latino
community, when they come to the country expecting that they are going to work and be able to
take care of their family and not necessarily rely on services from organizations.”

Stigma families feel about receiving home visiting services
Some stakeholders described the need to decrease the stigma associated with receiving home
visiting services. Some pregnant women or families resist seeking services and participating in
services because they feel there is a stigma associated with receiving services. “For example,
they may feel that something is wrong with them or their family necessitating the need for aide,
or that it means they have a lack of maternal skills to be a good parent.” Others may feel
overwhelmed, under scrutiny, and have a fear of becoming part of the state system,

Recruitment
Stakeholders concurred that recruitment is a challenge in some communities. They articulated
that recruitment is especially challenging when a community does not have coordinated
intake or is not directly linked to the school district, which provides a built in network for
referrals. Stakeholders also described challenges related to communication about home
visiting. “For some families, when they sign up for home visiting, they’re not always sure what
they’re saying yes to and they change their mind. Communication needs to happen
differently.” Additionally, for many underserved populations, such as immigrant families, home
visiting is not familiar to them. In other communities, families don’t know that the home visiting
service is available.

Access to supports in the community
Stakeholders expressed the need for coordination with support services in their communities.
They described home visitors who work with families with challenges such as homelessness,
mental health, and DCFS involvement, and that as a state, we must ensure that home visitors
know how to serve families with such needs as well as have connections to make referrals. An
intermediary stakeholder said, “Over the years, the access to mental health services has
diminished and in some areas, it's not available. We know in home visiting that mental health is
a very key component. Infant mental health, parental mental health, perinatal depression,
whatever it may be. That is a key component. When there is not a service to refer to, it's a burden
to the home visiting folk.” Another statewide administrator said, “We identify a lot of people with
substance use disorder or mental health issues, and then you go to refer them and try to get them
engaged in treatment and there are sometimes waiting lists, or there are not services available in
Spanish. And there's also stigma attached to it so it's really hard to make that connection from
identifying somebody who needs mental health treatment and getting it.”

LIA organizational capacity
Stakeholders expressed concern that some LIA organizations may not be receiving the
comprehensive supports they need to operate with strength and at capacity. Additionally, there
was consensus that some LIAs are still recovering from the recession. A state policy maker
described this by saying, “For example, the funding level is probably not high enough, so the
agencies are paying what they can afford to pay and if these funding structures don't allow them
to address fundamental issues about how much the staff are making, how many staff, and
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whether or not they're in the right communities or not, it has cascading
impacts.” Additionally, stakeholders agreed that many agencies are engaged in a variety
of services, with home visiting being only a small portion. Therefore, these agencies may not
have “the critical mass or the economies of scale to build out their home visiting services,
especially when they must follow requirements based on their blend of funding.”

Protocol-driven home visiting vs. responsive home visiting
Stakeholders representing community programs, intermediary organizations, and state program
administrators suggested the need to find a better balance between protocol-driven approaches to
home visiting and opportunities for the “art of the home visiting.” Stakeholders describe the
tension between testing programs using robust research methods to examine specific
outcomes and maintaining the freedom to tailor services to the needs of each family. One
intermediary organization stakeholder said, “Are we adding too many elements into the flow that
diffuse the focus of the logic model or the theory of change with the family? And ultimately, are
we not listening to families about what they really value and want the most?” Stakeholders
added that the frequency of visits should be based on the needs of the family, with some families
getting weekly visits and some twice a month.

Changing communities
Many stakeholders agreed that the changing demographics and
gentrification in Illinois communities presents challenges for home visiting. As the families in
the community change, home visiting programs may not have access to the same
families as before or families may not have buy-in for long-term home visiting services. A
state program administrator said, “The demographics are changing and we struggle to have
resources and program staff available in six languages.” Stakeholders suggest that programs
need to continue to be aware of who is in their communities or within their service area, and
adapt accordingly.

Better coordination
Several stakeholders expressed the need for better coordination among home visiting programs.
By increasing our understanding of what other home visiting programs are doing and working
together to provide services using the best model for each family, we can “avoid
the competitive nature around home visiting that currently exists.” Stakeholders felt that we need
better coordination of what is available and how to do it. A stakeholder shared, “There is so
much ‘siloing,’ not just at the individual program level, but very much at the state
level.” Stakeholders further articulated that the need for coordination extends to other support
systems, such as child welfare, and medical facilities.

Home visiting as cure all for all social ills
Several stakeholders raised concerns regarding the apparent trend that most or all of society’s
social ills can be remediated by home visiting. Although home visiting is recognized as a highpowered intervention, the magnitude of issues that families confront can be overwhelming and
seemingly beyond their reach. The notion of meeting families where they are, is a core tenet of
home visiting, but home visitors need help, support, and resources to address many of the
complex problems they fact.
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Where does Illinois home visiting go next?
Funder coordination and communication
There was agreement among stakeholders that the major funders of home visiting in Illinois
(IDHS, ISBE, and MIECHV) must continue to coordinate and collaborate. They went on to say
that funders must also ensure that all key stakeholders (i.e., infant mental health, early
intervention, DCFS, public health, child welfare, homeless services, pilot projects, etc.) are
regularly at the table to think about the home visiting system as a whole, rather than by funding
stream. A common theme mentioned by stakeholders was the need to connect service universes.
A state administrator said, “One of the advantages of multiple funders is that once you have a
program established and you bring in other funding, you can expand on what you're
already doing and build the quality easier.” Another state administrator said, “We’ve got great
structures in place to be able to support this work. At this point, we really need to take it to the
next level by refining, coordinating, targeting, and making sure that we can really address the
needs of the state and the families in it going forward.“

Increase home visitor salaries and profession
A recurring theme from stakeholders was the need to increase home visitor salaries. Stakeholders
pointed out that many home visitors are making such a low salary that they qualify for
Medicaid. Coupled with increased salaries, the need to professionalize home visiting by
supporting workforce development, advancement opportunities, and providing benefits to home
visitors were described. Stakeholders acknowledged that some efforts have been implemented
to address both issues, but felt more needs to be done. Several stakeholders felt there is a need to
strengthen the existing workforce infrastructure, saying that funders need to communicate with
each other to consider the best way to strengthen the field. They suggest the need for standard
qualifications for home visitors – both education and salary.

Coordination of home visiting funding and expansion
Stakeholders suggested that the home visiting field would benefit from an accurate map of every
home visiting service area, where families are served, number of home visiting staff, and how
many families are on caseloads. They felt this would assist with understanding how best to
utilize services, avoid duplication of services, avoid highly concentrated service
areas, and identify underserved areas. Cross-funder collaboration in this manner would assist
with not putting programs in the same communities and “address the struggle to get a clear
approach to expansion.”

Better attention to home visiting quality
Stakeholders stressed the need for measuring and monitoring the quality of home visiting in the
state. A state program administrator said, “Within our state, every agency uses a different way to
monitor quality - ISBE, DHS, MIECHV, CPS, Early Head Start - they all have their own
monitoring process.” Stakeholders suggest that the state needs to adopt a quality monitoring
system and tools that are implemented by all. Another state leader said, “home visiting quality is
not just the quality of the home visitor. It’s really about the whole infrastructure of how the
program works to support the home visitor. And I think there’s not a ton of attention paid to
that.”
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Focus on providing home visiting to underserved populations
An often-mentioned theme by stakeholders was the need to address the underserved populations
by increasing efforts to provide home visiting services to these areas of Illinois
communities. These include immigrant and refugee communities, non-traditional families (i.e.,
grandma is primary caregiver), teenage mothers, etc. Stakeholders also recommend that the state
continue to focus on issues of health disparities and equity. One state policy maker wondered, “if
we are reaching the people most in need of home visiting services and supports if our screening
measures only consider education and income.” Efforts to identify and recruit for risk factors
such as children with disabilities, domestic violence, substance use, trauma, etc. were identified
as important needs.

Coordinate data requirements
Stakeholders recommend the coordination of data requirements across funders and models. They
thought that if there was a way to agree on data requirements and the outcomes we measure, it
would be helpful. Further, if there were a way to unify documentation systems or create a
statewide data system, it would facilitate the use of data more effectively to drive
decisions. “Additionally creating systems so that data collection across organizations is
synchronous and facilitating data sharing between organizations would advance the strength of
demonstrating home visiting outcomes.”

Cost model
A few stakeholders discussed the cost model recently developed for taking consultation to scale
in every early childhood system, including home visiting. They suggest continuing the
conversation and planning for developing a stepwise approach to using the model in order to
estimate the funding needed, allocate the funding, and move forward with a plan. “We have a
governor who's interested in early childhood, and open to having staff who want to learn about
early childhood who are invested in making some changes. We have an opportunity now, I think,
that wasn't there before that we're trying to make the most of.”

Stronger connections with health care
Community program stakeholders and intermediary organization stakeholders almost universally
stated that there should be stronger connections between home visiting and the health care
system. A stakeholder said, “There's an obvious link for pregnant women, families with infants
and toddlers. There's this really strong and wonderful connection with health outcomes and
health care. And so we have continued to chip away at that. And we've had some success at
engaging, but would love to see the state's health care and family services more connected to
home visiting.”

Universal home visiting
An overall goal of several stakeholders was to provide universal home visiting in Illinois. They
felt that there are efforts to get nonpublic funders involved, but articulating
the outcomes that home visiting focuses on is important. However, one stakeholder is not sure
Illinois could afford universal home visiting or believed everyone needs home
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visiting. Stakeholders also stressed that it is important to ensure that definitions of “at risk” are
not just described in terms of income, but that we must think of risk more broadly such
as traumatic experiences. Nonetheless, the general thinking was “It would be wonderful for every
family, not families at risk, but for every family to have visiting.”

Virtual home visits
Several stakeholders suggest that we investigate how virtual home visits can support children
and families. A state administrator said, “I am in favor of in-person home visits. That is the
preference. However, we have a new and very independent generation growing up on
technology. They see things differently than people of different generations. How do we learn to
support all generations that are going to be parenting?”
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Capacity for Providing SUD Treatment and Counseling Services (Figures 41 to 44)

Figure 41. Map of Available MAT/Opioid Services by Illinois County
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Capacity for Providing SUD Treatment and Counseling Services (Figures 41 to 44)

Figure 42. Map of Available MAT/Opioid Services by Illinois County for PPW
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Capacity for Providing SUD Treatment and Counseling Services (Figures 41 to 44)

Figure 43. Map of Available MAT/Opioid Services by CCA for PPW
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Figure 44. MAT Availability in Illinois Counties
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Appendix L. County Level Classification Tables: Risk/Need/Capacity

1) High Risk w/ High Need and Low Capacity (Risk/Need Capacity Score Average of 15)
Definition: 1) High risk county, 2) greater than 25 HRSA identified eligible children; (Range: 25-600; 3) less than 39% of HRSA
eligible children are served by Illinois home visiting programs (Range: 0%-39%).
HRSA
Eligible
Children
130
159
619

Estimated
Children
Served
0
62
24

Service
Gap
130
97
595

Estimated
% Served
0%
39%
4%

40-60%
Uptake

1 Home Visitor per
20 Families & 4060% Uptake

Risk/
Capacity/
Need
Score

52-78

7 FTEs (3-4 FTEs)

18

22% Hispanic/Latino

38-58
237-357

5 FTEs (2-3 FTEs)
30 FTEs (12-18 FTEs)

16
15

Special Populations or Geographic
Areas to Consider

2
3

County
Boone
Cass
Coles

4

Douglas

233

0

233

0%

93-140

12 FTEs (5-7 FTEs)

18

37% Hispanic/Latino, MUA – mental health
MUA – Primary Care, mental health, Rural
MUA – Primary care

5

Fulton

114

28

86

25%

34-52

4 FTE’s (2-3 FTEs)

14

MUA – Primary care,

6

Gallatin

38

0

38

0%

15-23

1-2 FTEs

13

MUA – Primary Care

7

Hardin

29

0

29

0%

11-17

1 FTE

14

MUA – Mental health,

8

Iroquois

278

11

267

4%

106-160

13 FTEs (5-8 FTEs )

19

MUA – Primary Care

9

Henderson

22

0

22

0%

< 20

NA

16

MUC – rural Gladstone, Media & Biggsville

10

Johnson

94

0

94

0%

38-56

5 FTE (2-3 FTE)

14

MUA – Primary care

11

Lawrence

141

0

141

0%

56-85

7 FTE (3-4 FTE)

13

MUA – Mental Health

12

Marion

442

12

430

3%

172-258

22 FTEs (9-13 FTEs)

15

MUA - Rural – Alma

13

Marshall

53

5

48

9%

19-29

2 FTEs (1 FTE)

13

MUA – Primary care

14

Mason

172

36

136

21%

54-82

7 FTEs (3-4 FTEs)

16

MUA – Primary care

15

Moultrie

75

0

75

0%

30-45

2 FTEs ( 1 FTE)

13

MUA – Primary care

16

Pike

202

49

153

24%

61-92

8 FTEs (3-5 FTEs)

14

MUA – primary care and mental health

17

Pope

30

0

30

0%

NA

2 FTEs

13

MUA – mental health,

18

Pulaski

41

8

33

20%

NA

2 FTEs (1 FTE)

13

MUA – mental health

19

Stark

25

0

25

0%

NA

1 FTE

13

MUA– primary care, Rural

20

Union

125

10

115

8%

46-69

6 FTEs (2-3 FTEs)

16

MUA – mental health, primary care

1
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2) High Risk with High Need and Low to Moderate Capacity (Risk/Capacity/Need Score Average of 18)
Definition; 1) High risk counties; 2) greater than 200 HRSA eligible children identified in a county (Range: 200-30,602); 3) Less than
50% of HRSA’s child estimate is served by home visiting programs (15% - 49%); 4) Large increase in workforce required to approach
HRSA’s estimates.
County

1

2

2 a, b

HRSA
Eligible
Children

Estimated
Children
Served

Service
Gap

Estimated
% Served

40-60%
Uptake

1 Home Visitor per 20
Families & 40-60%
Uptake

Risk/
Capacity/
Need
Score

Special Populations or Geographic Areas to Consider

Non-English-speaking families. Locations: City of
Rantoul and rural Champaign County (Ayers, Colfax,
Philo, Pesotum, Tolono)
26% Hispanic/Latino residents, Rural and non-rural,
1,167 FTEs
Undocumented families, homeless families, grandparents,
Cook
933314000
23
30,602
7,269
23,333
24%
working class families (make above 200% FPL) and do
(487-700 FTEs)
not qualify for WIC and Medicaid
a. Chicago Community Areas – Rogers Park, West Rogers Park, Austin, Englewood, Roseland, West Town, West Loop, Northside Bridgeport, Irving Park, Humboldt Park and Albany
Park, b. Suburban Cook County - Elmhurst, Berwyn, Cicero, LaGrange, Markham, Hickory Hills, Palos Heights, Palos Park, Orland Park, Burbank.
Champaign

3

Franklin

4

Jefferson

5

Kane

6

Kankakee

7

Knox

8

Lake

9
10

LaSalle
Livingston

11
12
13
14

Macon
McHenry
Morgan
Peoria

15
16
17
18

Rock Island
Sangamon
St. Clair
Stephenson

19

Vermilion

20
21

Will
Winnebago

1,454

602

852

41%

341-511

43 FTEs (17-26 FTEs)

16

282
446

42
88

240
358

15%
20%

96-144

12 FTEs (5-7 FTEs)

18

NA

143-215

18 FTEs (7-11 FTEs)

18

2,507

1,175

1,332

47%

533-799

67 FTEs (27-40 FTEs)

MUC - Bald Hill, Casner
32% Hispanic and Latino families, Non-English-speaking
families,

727
226

209
24

518
202

29%
11%

207-311

26 FTE, (10-16 FTEs)

21

80-121

10 FTEs (4-6FTEs)

15

11% Hispanic and Latino
NA

3,151
295
357
987
592
431
1,406
670
2,247
3,414
625
765
2,268
2,757

485
70
78
484
248
135
591
134
353
648
182
206
596
526

2,666
225
279
503
344
296
815
536
1,894
2,766
443
559
1,672
2,231

15%
24%
22%
49%
42%
31%
42%
20%
16%
19%
32%
27%
26%
19%

1066-1600

133 FTEs (53-80 FTEs)

23

22% Hispanic/Latino families. Locations: North Chicago

90-135
112-167

11 FTEs (5-7 FTEs)
14 FTEs (6-8 FTEs)

23

10% Hispanic/Latino families
NA

201-302
138-206
118-178
326-489

25 FTEs (10-15 FTEs)
17 FTEs (7-10 FTEs)
15 FTEs (6-9 FTEs)
41 FTEs (16-24 FTEs)

16
21
16

214-322
757-1136
1106-1660
177-266

27 FTEs (11-16 FTEs)
95 FTEs 38-57 FTEs)
138 FTEs (55-83 FTEs)
22 FTEs (9-13 FTEs)

23
18

223-266

28 FTEs (11-17 FTEs)

669-1003
892-1339

84 FTEs (33-50 FTEs)
112 FTEs (45-67 FTEs)

16
21
23

21

18

16

18
16

Rural and small communities
Chemung
Rural areas
Cities of Pekin and Marshall
13% Hispanic and Latino children
NA
N/A
N/A
Rural county areas
18% Hispanic/Latino residents
17% Hispanic and Latino residents, Immigrants
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3) High Risk with High Need & High Capacity ( Risk/Capacity/Need Score Average of 11)
Definition: 1) High risk county; 2) Counties with the percent of eligible children served exceeding 55% or with 1-2 FTE’s for smaller counties
(Range: 55% - 338%).

County

HRSA
Eligible
Children

Number
Children
Served

Service
Gap

Estimated
% Served

40-60%
Uptake

1

Alexander

47

55

-8

117%

< 20

2

Brown

86

54

32

63%

13-19

3

Clay

115

176

-61

153%

< 20

4

DuPage

1,868

1,120

748

60%

300-449

5

Fayette

71

68

3

96%

< 20

6

Jackson

425

346

79

81%

32-47

7

Massac

106

151

-45

143%

< 20

8

McDonough

100

98

2

98%

0

9

Saline

176

96

80

55%

32-48

10

Warren

56

189

-133

338%

11

Wayne

142

90

52

63%

1 Home Visitor
per 20 Families
& 40-60%
Uptake
NA
1 FTE
NA

Risk/
Capacity/
Need
Score
8
16
8

37 FTEs
(15-22 FTEs)

18

NA
4 FTEs
(1-2 FTE's)
2 FTEs (1 FTE)

8

Special Populations or
Geographic Areas to Consider
MUC – rural
NA
N/A
(15% Hispanic/Latino residents,
middle working class). Locations:
Cities of Bartlett, Hanover Park,
Itasca, Wood Dale, Aurora,
Bensenville, and W. Chicago,
Non-rural – Addison
N/A

11
13

N/A

NA
4 FTEs
(1-2 FTE)

13

MUC

11

MUC rural Galatia

< 20 slots
needed

NA

11

MUC Rural - Roseville

21-31

2 FTEs (1 FTEs)

11

Rural: Arrington, Big Mound,
Four Mile, Orel, Bedford, Indian
Prairie, Orchard
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4) Low Risk with High Need & Low Capacity ( Risk/Capacity/Need Score Average of 12)
Definition: 1) Low risk county; 2) greater than 120 children eligible for home visiting based on HRSA estimate (Range 123-1,489);
3) Less than 50% of HRSA’s estimate are currently served by Illinois HV programs (Range 0% - 47%).

1

Adams

847

196

651

Estimated
% Served
23%

260-391

33 FTEs (13-20 FTEs)

Risk/
Capacity/
Need
Score
13

2

Bureau

148

32

116

21%

46-70

6 FTEs (2-3 FTEs)

14

N/A

3

Christian

169

32

137

19%

55-82

7 FTEs (3-4 FTEs)

11

N/A

4

Clark

137

0

137

0%

55-82

7 FTE (3-4 FTE)

8

Rural - Medically Underserved

5

Clinton

123

54

69

44%

28-41

3 FTEs (1-2 FTEs)

9

N/A

6

Cumberland

128

0

128

0%

51-77

6 FTEs (3-4 FTEs)

8

Rural - Medically Underserved

7

DeKalb

452

102

350

23%

140-210

18 FTEs (7-11 FTEs)

18

N/A

8

Edgar

208

97

111

47%

44-67

(6 FTEs (2-3 FTEs)

9

N/A

9

Ford

133

22

111

17%

44-67

6 FTEs (2-3 FTEs)

8

N/A

10

Grundy

199

0

199

0%

80-119

10 FTEs (4-6 FTEs)

15

N/A

11

Jersey

277

80

197

29%

79-118

10 FTEs (4-6 FTEs)

11

N/A

12

Jo Daviess

190

61

129

32%

52-77

6 FTEs (3-4 FTEs)

9

N/A

13

Kendall

492

0

492

0%

195-293

24 FTEs (10-15 FTEs)

15

N/A

14

Lee

300

131

169

44%

67-101

8 FTEs (3-5 FTEs)

15

15

Logan

150

64

86

43%

34-52

4 FTEs (2 FTEs)

11

16

Macoupin

576

186

390

32%

156-234

20 FTEs (8-12 FTEs)

16

N/A
Locations: Bement, Cerro Gordo, Cisco, DeLand, Mansfield,
Monticello, White Heath, Hammond, La Place and Milmine
Rural and Nonrural areas

17

McLean

1,208

306

902

25%

360-541

41 FTEs (16-24 FTEs)

11

Foster parents

18

Madison

1,489

530

959

36%

383-585

49 FTEs (19-29 FTEs)

11

Non-English-speaking families. Locations: Brooklyn

19

Monroe

395

0

395

0%

158-237

20 FTEs (8-12 FTEs)

10

N/A

20

Ogle

702

12

690

2%

276-414

35 FTEs (14-21 FTEs)

15

N/A

21

Perry

154

0

154

0%

61-92

8 FTEs (3-4 FTEs)

8

N/A

22

Randolph

378

45

333

12%

133-200

17 FTEs (7-10 FTEs)

13

N/A

23

Washington

165

0

165

0%

66-99

8 FTEs (3-5 FTEs)

8

N/A

24

Whiteside

496

232

264

47%

105-158

13 FTEs (5-8 FTEs)

16

N/A

25

Williamson

487

43

444

9%

178-266

22 FTEs (9-13 FTEs)

13

N/A

26

Woodford

174

0

174

0%

69-104

9 FTEs (3-5 FTEs)

8

County

HRSA
Eligible
Children

Estimated
Children
Served

Service
Gap

40-60%
Uptake

1 Home Visitor per
20 Families & 4060% Uptake

Special Populations or Geographic Areas to Consider
Rural communities
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5) Low Risk with Low Need & High Capacity (Risk/Capacity/Need Score Average of 12)
Definition: 1) Low risk county; 2) less than 166 children eligible for home visiting (Range 55-166 children) using HRSA estimate;
3) greater than 50% of HRSA’s estimate are currently covered by Illinois HV programs (51% - 327%) or less than 3 FTEs.

County

HRSA
Eligible
Children

Estimated
Children
Served

Service Gap

Estimate
% Served

40-60%
Uptake

1

Bond

55

180

-125

327%

NA

2

Calhoun

61

43

18

70%

NA

3

Carroll

127

85

42

67%

17-25

4

Crawford

166

105

61

63%

24-37

5

Effingham

112

177

-65

158%

6

Greene

164

123

41

7

Hamilton

59

59

8

Henry

158

9

Montgomery

10
11

1 Home
Visitor per 20
Families &
40-60%
Uptake
NA

Risk/Need/
Capacity
Score

Special
Populations or
Geographic Areas
to Consider

3

N/A

6

N/A

6

N/A

7

N/A

< 20

< 20
2 FTEs
(1 FTE)
3 FTEs
(1-2 FTEs)
< 20

3

75%

< 20

NA

6

0

100%

< 20

NA

3

N/A
Working class
families
N/A

139

19

90%

< 20

NA

6

N/A

94

178

-84

189%

< 20

NA

3

N/A

Richland

137

123

14

90%

< 20

NA

6

N/A

Tazewell

55

30

25

55%

< 20

NA

6

N/A
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6) Low Risk with Low Need & Low Capacity ( Risk/Capacity/Need Score Average of 8)
Definition: 1) Low risk counties, 2) low HRSA’s eligible estimates (Range: 25-110), 3) low HV capacity (Range 0-49%).

County

HRSA
Eligible
Children

Estimated
Children
Served

Service
Gap

Estimate
%
Served

40-60%
Uptake

1 Home Visitor
per 20 Families
& 40-60%
Uptake
3 FTEs
(1-2 FTEs)

Risk/Need/
Capacity
Score

Special Populations or
Geographic Areas to Consider

1

DeWitt

82

0

82

9%

30-44

2

Edwards

47

23

24

49%

< 20

1 FTE (1 FTE)

6

59

10

49

17%

20-29

1 FTE
4 FTEs
(1-2 FTEs)
1- 2FTEs
3 FTEs
(1-2 FTEs)
4 FTEs (2 FTEs)
1 FTE
1 FTEs (FTE)

8

MUA - Primary care and mental
health
MUA - Primary care and mental
health
MUA - Primary care and mental
health

8

MUC – rural, Crooked Creek

8

N/A

8

N/A

8
8
8

N/A
N/A
N/A
30% AA, MUA Primary care and
mental health. Rural: Dry Point,
Herrick, Prairie, Richland,
Shelbyville, Windsor

3

Hancock

4

Jasper

82

0

82

0%

33-49

5

Mercer

50

0

50

0%

20-30

6

Menard

64

11

53

17%

21-32

7
8
9

Piatt
Putnam
Schuyler

84
25
88

0
0
10

84
25
78

0%
0%
12%

33-50
< 20
21-32

10

Shelby

110

24

86

21%

34-52

11

Scott

64

10

54

16%

26-38

12

Wabash

83

24

59

29%

24-35

13

White

104

24

80

23%

32-48

3 FTEs
(2-3 FTEs)
3 FTEs
(1-2 FTEs)
3 FTEs
(1-2 FTEs)
4 FTEs
(1-2 FTEs)

8

8

8
6

MUA - Mental Health

8

N/A
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