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Agenda
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Topic
Presenter(s)

Duration

Welcome - Kickoff Developmental Screening Discussion
Beth Lange, MD, FAAP, PCMH Kids Co-chair and Susanne Campbell, CTC-RI

15 minutes

Community Clinical Linkages - Family Visiting 
Sara Remington, Healthy Tomorrows Program Manager and Implementation Manager, 
Office of Family Visiting 
Casey Ferrara, Early Intervention and Early Head Start 
Cris Massey, Healthy Families America

25 minutes 

Lead Screening Data & Discussion
Susanne Campbell, CTC-RI

10 minutes

Community Clinical Linkages - Family Visiting 

Michelle Almeida, CDC Lead Program Manager and Program Evaluator,
Center for Healthy Homes and Environment, RIDOH

20 minutes

Using KIDSNET for Family Visiting and Lead Screening 
Janet Limoges, KIDSNET

20 minutes



Discussion Questions
PCMH Kids practices continue to make steady progress with 
increasing developmental screening rates for children 

•How are you using identifying children who need to have  
developmental screens done? 

•What challenges are you experiencing ? 

•What actions are you taking that have been successful? 
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Rhode Island Department of Health

Family Visiting Overview



Family Visiting 101

Family Visiting Program 
• Foundational program is First Connections.  First Connections is RI 

developed, child-find short term linkage and referral program
• MIECHV and PDG federal funds to implement evidence-based 

programs (HFA, NFP, PAT)
• Voluntary, home-based service provided during pregnancy and 

through the early years of a child’s life 
• Services are administered by the Rhode Island Department of 

Health (RIDOH) with 15 contracted local implementing agencies that 
have 23 teams with statewide coverage

Evidence-based programs: Nurse-Family Partnership (NFP), Healthy 
Families America (HFA) and Parents as Teachers (PAT)



What can family visiting support?
• Accessing basic needs
• Connections to community resources, such as WIC, 

behavioral health
• Assistance with benefit applications
• Breastfeeding support
• Parenting support
• Social/emotional support
• Screenings, including maternal

depression, developmental screenings

Family Visiting 101



Referral Process
• No wrong door!
• May call or fax one of the five First Connections 

agencies or RIDOH
• Not sure where to send, but know a family 

visiting agency?  That is okay! The referral will 
get to where it needs to go.

• Fillable PDF and paper referral forms available 
(click here for form)

Family Visiting 101

https://www.ctc-ri.org/file/lthv-referral-form-fillableblank-2pdf




Family Visiting Well Child Checkup Map1

1MONTH

3-5DAYS

Ask if more hearing tests are needed.

Date: Time:

Dr.Name:

FORMOM

Time:

Postpartumvisit:

Date:

Dr.Name:

2MONTHS

Time:

•Vaccination3

Date:

Dr.Name:

4MONTHS

Time:

•Vaccination3

Date:

Dr.Name:

&MONTHS

Time:

•Vaccination3

Date:

Dr.Name:

4 YEARS

Time:

9MONTHS

12MONTHS

•First oral health exam2 •Lead screening

Date: Time:

Dr.Name:

30MONTHS

Time:Date:

Dr.Name:

15MONTHS

DONE!

3YEARS

Time:

18MONTHS 24MONTHS

5 YEARS

•Schedule a check-up each year around  
your child's birthday. More screenings may  
be recommended at ages, 3, 4, and 5.  NOTE: 
Well Child Visits go up to age21

Date: Time:

Dr.Name:

A Healthy Start atHome!
•Your baby's doctor checks earlyprogress.
•Vaccinations (Immunizations)3

•Bloodtest
•Askquestions!

Date: Time:

Dr.Name:

Hospital Newborn Assessment  
History, measurements, baby's first  
screenings and physical exam, first  
vaccination (Hepatitis B), other tests

Time:

•Development

Date:

Dr.Name:

1The Well Child doctor visits shown on this map are based on the  Early Periodic Screening, Diagnosis, and Treatment Medicaid guidelines for newborn  and 
early childhood medical checkups. For more information, visit:
https://www.medicaid.gov/medicaid/benefits/early-and-periodic-.screening-diagnostic-and-treatment/index.html.

2 A dental check-up for your child is recommended at Age 1, then every two years afterward. Your baby's doctor may also start discussing any concerns at  6 
months or 9months.

3This mapping tool is a general guide for following well-child appointments during recommended timeframes. Your child's personal vaccination schedule  
may differ. Always follow your pediatrician's advice for yourchild's exact vaccination schedule.

4 Children are first screened for autism at ages 18 months and 24months.

EAR  
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rEY
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DEVELOPMENTAL  
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•Vaccination3 •Dentist•Development4

Date: Time:

Dr.Name:

•Dentist•Development

•Dentist

Date:

Dr.Name:

42MONTHS

•Dentist

Date: Time: 

Dr.Name:

•Vaccination3    •Eyetest

Date:

Dr.Name:

•Dentist •Blood test•Development4

Date: Time:

Dr.Name:

•Vaccination3

Date: Time: 

Dr.Name:

http://www.medicaid.gov/medicaid/benefits/early-and-periodic-.screening-diagnostic-and-treatment/index.html
http://www.medicaid.gov/medicaid/benefits/early-and-periodic-.screening-diagnostic-and-treatment/index.html


Community Clinical Linkages
Meeting Street Programs
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Program Locations Description/Purpose Who It Serves

Women, Infants, 

and Children (WIC)

Meeting Street, Rhode Island Campus

Broad St. ,Providence

Federally funded, income based, nutrition education and breastfeeding 

support program. Provides referrals for community based services and 

E-WIC cards for healthy foods.  

Pregnant and postpartum 

women (breastfeeding and 

non-breastfeeding), infants 

and children up to 5 years old. 

Healthy Families 

America (HFA)

Meeting Street, Rhode Island Campus Home based program that provides parental support and access to 

community resources to pregnant women and families that have 

experienced trauma or who are at risk for being exposed to multiple 

stressors. Will continue to work with the bio family if child is placed in 

foster care.  

Pregnant women and families 

with babies 3 months or 

younger. Will stay with 

families until the child is 4 

years old. 

Early Head Start 

(EHS)

Meeting Street, Rhode Island and 

Massachusetts Campuses

Income based, home based, school readiness program. Includes 

developmental screenings, assistance with preventative medical care, 

and referrals to community based services.  Will work with whoever 

has custody of the child. 

Pregnant women and children 

up to 3 years old. 

*RI campus serves only 

Providence Residents

Early Intervention 

(EI)

Meeting Street, Rhode Island and 

Massachusetts Campuses

Home based program for families who feel their child has a 

developmental delay or is at risk for a developmental delay. The EI 

team goes into the home to assess the child and if the child qualifies for 

services, the team works with the family to develop a plan to help the 

child reach their full potential. A coaching model is used so that families 

can help their own child in their natural environments (such as the 

home or a day care). Will work with both bio and foster families. 

Infants and children up to 3 

years old. 

Early Learning 

Center (ELC)

Meeting Street, Rhode Island Campus An inclusive early learning center, working with children of all abilities. 

Accredited by the Rhode Island Department of Education, the National 

Association for the Education of Young Children, and Bright Stars. 

Currently tuition based. 

Children from 6 weeks old to 5 

years old. 

State Funded Pre-K Meeting Street, Rhode Island Campus A part of the ELC. Parents can enter their child into a lottery in the 

spring to be considered for the state Pre-K program. Approved by the 

Rhode Island Department of Education. 

Children who turn 4 years old 

by September 1st.  



Community Clinical Linkages
Meeting Street / Healthy FamiliesAmerica
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Success Story (example of family that benefitted from program): H.P was initially very difficult to engage. The first  

several months were touch and go as mom would often forget her appointments or the worker would have to chase  

her around the city to get their appointment done. This slowly began to change as they continued to meet and work  

through the curriculum, have successful medical appointments and meet goals. When she began the program, mom  

was overwhelmed with four children, a rocky relationship with dad and lots of stressors. Through her continued  

work with her HFA visitor, mom is now two years into the program and in a much more stable situation.

Risk Factors: Mom had a history of drug use and mental health issues. She suffered from various medical issues  

throughout the pregnancy. She had multiple stressors including housing issues, a difficult relationship with FOB that  

included some IPV and three other children.

Intervention: The family visitor was very consistent with mom. She would meet her wherever was necessary, often  

having to reschedule or meet in public places throughout the community. The visitor would constantly remind her of  

doctor’s appointments and follow-up afterwards. The worker really pushed mom to create goals and this created an  

opportunity for her to meet them. As this became more frequent, mom gained confidence and now she is  

independently making and keeping appointments and reaching out to her worker to let her know about it.

How were they referred? Mom was referred by Meeting Street’s WIC nutritionist



Discussion Questions
PCMH Kids practices continue to make steady progress with 
increasing lead  screening rates for children 

•How are you using identifying children who need to have 
lead  screens done? 

•What challenges are you experiencing ? 

•What actions are you taking that have been successful? 
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Michelle Almeida
CDC Lead Program Manager and 
Program Evaluator
Center for Healthy Homes and 
Environment
Division of Environmental Health 
Rhode Island Department of Health
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Using KIDSNET for Family 
Visiting and Lead Screening 

JANET LIMOGES, KIDSNET
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Stay Safe and Healthy
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