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This document was prepared in the hope that it will stimulate conversation and assist the IL Department of Human Services and the MCH Advisory Board as they analyze the Family Case Management program and all the MCH programs in Illinois to affect changes that will move us toward our goal of a 50% reduction in disparities in infant mortality by 2020 and completely by 2035.
Current Status

Family Case Management (FCM) is a statewide Illinois Department of Human Services (IDHS) program that began in 1993. The program helps pregnant women, infants (0-1 year) and high-risk children who have family incomes below 200% of the federal poverty level to obtain health care services and other assistance they may need to have a healthy pregnancy and also promote the child's healthy development. In FY 08, the program served approximately 342,428 women and children.

FCM is administered by a variety of providers throughout the state.  They include:  21 Federally Qualified Health Centers (FQHCs), 25 Community Based Organizations (CBOs), 118 health departments, 5 hospitals, 10 health departments in partnership with FQHCs, and 9 CBOs in partnership with FQHCs.  

The program has annual costs of approximately $44.5 million and has only received one funding increase in the history of the program (a 3% cost of living adjustment in FY 07). Agencies are reimbursed for a pregnant woman with an infant over one year of age at $324/year. Caseloads range from approximately 150 to 275 clients per case manager per month. Some providers supplement the program funding by using a combination of federal Title V maternal and child health funds, state general revenue funds and federal Medicaid matching dollars.

In the last several years, case managers have been asked and required to provide more services and conduct additional assessments and developmental screenings without any significant increases in grant funding from the core IDHS funding. 

Best Practices

Best practices described below include Illinois-specific models as well as promising practices from other states.  

1. Integrated services provide the best results:  Across the country, case management programs that have multiple key services co-located or that have close referral relationships between service providers have better outcomes than stand-alone programs. For example WIC, prenatal care and case management services delivered to women as a package result in better birth outcomes compared to sites that only offer case management.
2. Olds Model (Nurse-Family Partnership Model):  This intensive evidence-based public health nursing model designed for high-risk first-time mothers has been shown to be extremely successful in many studies nationwide.
 This model is supported by the nonprofit Nurse-Family Partnership and is continuously being refined and researched. Results include: 
a. 56% fewer doctor and hospital visits due to childhood injuries through child age 2
b. 25% reduction in cigarette smoking by mothers during pregnancy
c. 48% less incidence of child abuse and neglect through child age 15
d. 69% fewer convictions of nurse-visited children at age 15 
e. 83% increase in workforce participation by low-income, unmarried mothers by the time their child is 4 years old.
 
Nurses are assigned 25 clients, resulting in an approximate cost of $5,500/client/year. The Olds Model starts ideally within the first trimester of pregnancy. During the first month of visits, registered nurses check in weekly with their clients, primarily to build a level of trust. For the rest of the pregnancy, visits are scheduled for every other week. Once the baby is born, nurses resume weekly visits and continue at this frequency through the next six weeks. Visits then return to an every-other-week basis until the baby’s 21st month, when visits are scheduled monthly. The program officially ends at the baby’s second birthday. For every phase—pregnancy, infancy and toddler—nurses have detailed guidelines for the care they are to give and the information they are to provide to the young mothers (and fathers whenever possible).

3. REACH-Futures Model: This Chicago model program built on the World Health Organization’s primary health care model, has been shown to reduce infant mortality to 4 deaths/1,000 births from 20 deaths/1,000 births for African-American communities and also significantly increase immunization rates from 23% to 77%. The program uses a nurse-managed team that includes one nurse and two community health workers, who are recruited from the community and trained as health advocates. This team has a caseload of 150 clients. 

A study of this program was conducted in an inner-city location that served a predominantly African-American clientele (85%).  Findings noted low employee turnover in the teams and excellent case worker-client relationships that took full advantage of caseworker familiarity with their communities. This model has a high potential to achieve desired outcomes in a cost-effective manner. 

4. Case management services that continue for 2 years post-partum: Models have shown that as children reach developmental milestones, it is important to have the case manager monitor progress and refer families to early intervention services when appropriate. Also, optimal birth outcomes can be achieved when there is at least a two-year interval between pregnancies. Case management support for the mother for two years following the birth of a child can increase birth intervals and promote interconceptional care. 
Based on interviews with FCM providers throughout Chicago and Illinois and the minimal likelihood that FCM will receive additional state or federal funding, IMCHC provides the following recommendations for restructuring and improving FCM services: 

· Define, standardize and share assessment instruments, standardize the objectives and intervention structure, and share outreach and education materials with all public and private providers. 

· Ensure that every FCM client is thoroughly assessed and has an assessment of her risk of delivering a low birth-weight baby. Only women who have been assessed at moderate to high-risk should receive intensive services. No or low risk women should receive minimal services and be referred to an appropriate prenatal care provider, who may refer the client back to FCM if she becomes high risk. This will result in lower caseloads and allow providers to give higher quality care to the women who are in greatest need. 

· Co-locate medical services, WIC and social services to integrate care and promote access, resulting in better outcomes.

· Expand FCM eligibility from 12-months post-partum to 2-years post-partum. This will help promote inter-conceptional care for women and encourage early interventions for young children. 

· Require caseworkers at DHS Family Community Resource Centers (also referred to as “public aid offices”) to appropriately refer women to FCM services.

· Allocate outreach dollars to identify high-risk pregnancies and enroll them in FCM. 
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