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Introduction

Parents and other caregivers with significant histories of adverse childhood experiences (ACEs) and
lifetime trauma are at high risk for toxic stress, ACEs-associated health conditions, and the
intergenerational transmission of adversity (Narayan et al., 2021). A toxic stress response in caregivers
can cause neurologic, immunologic, endocrine, and epigenetic changes that can profoundly and negatively
affect their physical and behavioral health and affect their children and grandchildren. For this reason, it is
essential that ACEs screening and response be multigenerational and address children and adults in the
family. In addition, all primary care medical settings — pediatrics, adult, family practice — should be
equipped to address ACEs and toxic stress across whole families. This Navigation Guide focuses on how
to address and mitigate the intergenerational transmission of ACEs in an adult safety net primary care
setting (the UCSF Women’s HIV Program) by engaging and working with both the adult patient and the
children in her household and providing specific support through education, navigation and care
coordination services. This manual aims to provide a how-to guide for other adult safety net clinics who are
interested in trying this Family Wellness navigation approach. The information shared here is based on our
pilot program at WHP from November 2022 to March 2025.

The Women’s HIV Program at UCSF is a safety net adult primary care clinic that provides care to women
with HIV who are predominantly low-income, women of color who have experienced extensive structural
and personal traumas in their lives. Through internal resources and strong community partnerships, WHP
provides trauma-informed medical and behavioral health wrap-around services to women with HIV who
have experienced multiple ACEs and other risk factors for toxic stress (e.g., poverty, discrimination, etc.).
WHP works diligently to engage women with HIV and to address their complex needs to mitigate the
physical and emotional effects of trauma and toxic stress through multiple modalities including complex
care management, therapy, psychiatry, substance use treatment and counseling, and medical care.

In efforts to better support our patients and their families and mitigate intergenerational trauma and its
effects, WHP applied for and received grant support from UCLA-UCSF ACEs Aware Family Resilience
Network (UCAAN) to develop and implement the Family Wellness Program starting in 2022. The central
goal of the Family Wellness Project is to interrupt the cycle of intergenerational trauma by providing
specific support to patients raising children in their homes to prevent trauma and/or mitigate its impacts
through providing navigation services. The fundamental component of the program is a Family Wellness
Navigator who supports patients and families through assessment and psychoeducation about
intergenerational trauma and its impacts on patients and their children, navigation to specifically help
children link to systems of support (e.g. mental health care, medical care, school supports, etc.), and care
coordination to make sure those systems are communicating with each other to best support the families.
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A Family Wellness approach goes beyond trauma-informed care to understand and respond not only to the
impacts of adversity, toxic stress, and trauma on patients, but also the impacts on their children and
grandchildren. This approach uses the TRIADS framework (Trauma and Resilience-informed Inquiry for
Adversity Distress and Strengths (University of California, San Francisco, n.d.)) to ensure a relational and
holistic approach to screening and education, followed by care navigation to address identified needs. An
integral component of this work is eliciting feedback from stakeholders (patients with children, clinic staff
and providers), to create an approach that considers legal and logistical issues around expanding the focus
of care to include children in an adult primary care setting.

Through a partnership with a RAND evaluation team who collected, analyzed, and shared stakeholder data
throughout the pilot program process, WHP incorporated stakeholder input and evaluation data to create
the program described in this guide. The content below describes how other adult safety net clinics can
launch and maintain their own Family Wellness Programs including sections on getting started, program
promotion, participant recruitment, enrollment/intake processes, documentation, organization of work,
working with systems, navigator well-being, and lessons learned.
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Getting Started

Checklist for establishing a Family Wellness Program:

]

Build Your Team:

» Hire a Navigator

o Establish Support System for Navigator
» Establish Navigator Back-Up Plan

» Consider Material Needs

Assess Needs and Existing Resources

Develop Processes, Protocols, and Materials:
e Recruitment and patient outreach

e Enrollment and assessments

» Service delivery

¢ Communication and documentation

Begin building a resource list, add to it, and update it regularly:

¢ Community agencies

e Child Protective Services

e School districts, aftercare programs, summer camps

e Health care, including pediatric primary care, vision, dental, mental health
e Therapists

Establish and Strengthen Relationships With Community Collaborators

Build Your Team

Hire a Navigator

The Family Wellness Navigator is the core element of the program. The Navigator should be a 100%
position, even in a small clinic. This is because setting up the program and establishing processes,
recruiting and enrolling patients, and building trust with participants and with clinic staff all take a
substantial amount of time. Depending on the size of the clinic, the number of patients who are expected to
enroll in the program, and the resources available, a clinic may eventually hire more than one FWP
Navigator. Ideally, there would be other Navigators at the clinic or within the same system of care so that
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they can collaborate and provide support to each other. The Navigator should have a high-level of skill in
building relationships with individuals being served as well as with professionals in the clinic and at service
agencies. Relationship-building is of the key to building and sustaining the FWP program. The Navigator
should also have experience working with community agencies such as Child Protective Services and
schools. (See Appendix 1 for Navigator Job Description).

Establish Support System for Navigator

Working as a Family Wellness Program Navigator can be both rewarding and stressful. As such, it is very
important to have a support system for the Navigator from the beginning. Support can come from other
Navigators in the clinic or at other community agencies, from other clinic psychosocial team members, from
clinic leadership, from expert consultants, or from any other source that may be useful. The goal of this
support system is to mitigate the possibility of burnout and Navigator turnover, and to ensure that the
Navigator can continue to provide high-quality services to families. (See Navigator Well-Being; and Clinic
Team Meetings).

Establish Navigator Back-Up Plan

All employees take vacation and get sick at times, meaning that they will be unavailable This can be de-
stabilizing for families who rely on the Navigator, and it can disrupt the work that they do together. The
team should establish processes for back-up and coverage for Navigator absences. This is done largely
through ongoing communication and updates with team members, as well as substantive documentation
that others in the clinic can access as needed. (See Documentation and Records; and Clinic Team
Meetings).

Consider Material Needs

There are a variety of more tangible items that can support the Navigator’s work. This includes office
space, a work-specific cell phone, and a laptop computer. It may also include transportation for the
Navigator to be out in the field (public transportation pass, parking permits, funds for taxis/rideshare when
accompanying caregivers). Additional programmatic resources could include toys for entertaining children
as caregivers are completing assessments and other paperwork; gift cards to provide immediate financial
support for families (to stores that sell a variety of items including food, infant supplies, etc). The specific
material items will depend on the clinic and the families served.

Assess Needs and Existing Resources

A clinic that has decided to implement the Family Wellness Program has already identified a need among
its patients, likely from informal conversations. It may be useful for the clinic to conduct a more structured
assessment of community needs before starting. This could be a series of qualitative interviews with

Navigation Guide 4



Family Wellness Program

patients who have children, staff, and providers to get an idea of what the needs are. Questions could
address, for example:

e What are the main unmet needs of children of patients?

¢ What child issues are making it difficult for adults to attend to their own health needs?

¢ What are ways that the Navigator could support child needs?

e What information about children would help providers understand and support their patients?

« What resources does the clinic already have to support families and children? (Financial, staffing,
collaborations with community agencies, expert consultants, etc.)

Summarizing the results of these interviews can help the Navigator focus their program start-up efforts on
filling needs.

Develop Processes, Protocols, and Materials

Starting up a new Family Wellness Program will include developing a range of clinic processes, program
protocols, and program materials. Examples of many of these can be found in the Appendices to this
document, and may include:

¢ Recruitment and patient outreach materials. Flyers, brochures, and information sheets that describe
the program and the services that the Navigator can provide.

¢ Enroliment and assessment materials. The may include organizational and/or programmatic
consent forms, Release of Information forms, adult and child intake assessments, psychoeducation
resources, etc.

e Service delivery systems. This would include guidelines about the Navigator's work. For example,
expected panel size, in-clinic vs. in-field times, ways to work with systems in the clinic’s local
context.

e Communication and documentation. Clinic’s may use different electronic health record (EHR)
systems, have different guidelines about what should be documented where, have different
relationships with pediatric health care clinics, and have different staff/provider team make-ups.

These issues should be considered as the Navigator sets up the Family Wellness Program, and each clinic
should adapt processes, protocols, and materials to their own needs and contexts. They should also be
revisited periodically to ensure that they continue to serve the Navigator and the program in the most
useful and user-friendly ways.
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Build and Strengthen Community Resources and Relationships

The Navigator should begin building a set of community resources to support children in the program and
should continue to build on these resources over time. This could be a formal or informal referral/resource
list, and could include information about:

e Child Protective Services

e Schools and school districts

e Afterschool programming and summer camps

e Health resources, including pediatric primary care, vision, and dental
¢ Mental health resources, including therapists

As the Navigator continues to work in the community, they will identify more resources and more types of
resources that they can call upon as they work with children. They will also understand and be able to
document the processes required to access the services of these community organizations (people to
contact, forms to complete, etc).

Beyond identifying the resources, it is essential for the Navigator to build relationships with community
collaborators. Relationships should be built on trust, collaboration, and transparency. Establishing such
relationships early will serve the program and the family well over time and should be an ongoing effort.
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Program Promotion

The main recipients of the FWP will likely be a clinic’s own patients. Clinics may use their electronic health
record (EHR) systems to identify patients who have children who are 18 years or younger and then reach
out directly to these patients through the EHR, through written/electronic communications, phone calls, or
in-person with clinicians or social workers. It is also helpful to develop flyers or other informational
materials that describe the programs goals and the types of services that the Navigator can provide.

Information about the program can also be included in clinic newsletters or other more general
communications. If the clinic has existing social workers or other psychosocial team members, these
individuals can be very helpful for sharing information about the program and for referring patients to the
program. Health care providers — physicians, nurse practitioners — are also a good source of referrals for
the program.

The Family Wellness Navigator may consider making a presentation about the program and its services in
clinic meetings. This puts a face on the program, allows the opportunity to answer questions, and builds
trust and support within a clinic.

Clinics may also choose to conduct outreach to other community organizations, particularly those with
which the Navigator may eventually work. This could include, for example, schools, summer camps,
adoption groups, Child Protective Services (CPS), child crisis agencies, and others. Letting these agencies
know about the program ahead of time can be the first step in establishing collaborative relationships and
trust with other agencies and can let them know that the program is intended to be a partnership rather
than adversarial. This may facilitate later interactions and communications.
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Participant Recruitment

Referrals are made to the Navigator by the adult patient's medical social worker or medical provider, or by
the patient herself. In some cases, potential participants may prefer an informal opportunity to get to know
the Navigator before deciding to participate. The Navigator can spend time in the clinic waiting room
getting to know patients in general, handing out information about the program, and getting to know
individuals who may be interested in the program, allowing them the opportunity to get to know the
Navigator before committing. This provides the opportunity to build trust.

In other cases, a warm hand-off from a patient’s provider or social worker may be helpful, especially if it
can be done in-person. A warm hand-off can serve as “trust by association” — if a patient trusts their
clinician or social worker, that trust may be extended more easily to the Navigator.

Once a referral has been made, the FWN should reach out to the parent or caregiver within 1-2 days to
schedule an intake meeting to conduct the enrollment process.
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Intake Day 1: Enrollment

For an overall workflow, see Appendix 2. The Family Wellness Program intake and psychosocial education
is based on the TRIADS framework, which encompasses a holistic assessment of families' adversities,
distresses, and strengths. The first visit between the Family Wellness Navigator and the caregiver has four
main parts. The first is the introduction to the program during which the Navigator provides general
information about what the caregiver can expect and completes necessary consent forms and other
paperwork. The second part is the adult intake assessment and child intake assessment, which helps to
identify the family’s needs. Third is psychoeducation regarding intergenerational trauma. Finally, the
Navigator uses the assessment results to plan out a course of action for their work.

We recommend that Enroliment, Assessment, and Psychoeducation take place on one day (approximately
2 hours). A joint visit with the medical provider (approximately 1 hour) should then be scheduled on a
different day another day to review the assessments. We recommend that, whenever possible, these visits
take place in person, whether in the clinic or in a home-visit setting; sitting in the same room with someone
is more effective for establishing trusting relationships. Overall, however, it is important to be flexible to
accommodate the caregiver’s needs, and the Navigator should feel free to adapt implementation as
needed.

If children are present during this visit, it may be helpful to have childcare available so that caregiver can
fully engage in the process. If this is not possible, having toys or other activities may also be useful.

It may be necessary to conduct a rapid enrollment if a patient is acutely dealing with an issue with their
child. In these cases, the Navigator should try to be flexible to respond as quickly as possible. For
example, the Navigator may decide to put off conducting the intake assessments until a later date, as long
as other required documentation is in place (e.g., consent forms, releases of information as needed).

Enrollment

During enrollment, the Family Wellness Navigator orients the caregiver to how the program works, what it
can offer, the assessments that will be completed and why, and the purpose of the joint Provider visit (see
Appendix 3 for draft script).

The enroliment process should include completion of a Consent Form that addresses issues such as
consent to receive services, consent for information to be shared internally (see Appendix 4 for a sample
consent form). Completion of the Consent Form also helps to clarify the services that the Navigator can
provide, and to establish clear expectations about the relationship and what supports are available.
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Assessment

After the Enroliment process is complete, the Navigator conducts the Adult Assessment and then the Child
Assessment. The Navigator should explain that the purpose of the Assessments is to attain a holistic
understanding of the family—adversities faced, impacts of those adversities, and the strength and
resilience they’ve used to cope and survive. Additionally, the assessments provide context about the
family’s overall situation, understand the caregiver’s history, and identify specific family and child needs.
Although the Assessments are largely quantitative measures, the intention is for them to stimulate
discussion between the caregiver and the Navigator about the family’s context and needs. This information
will serve as the basis for establishing a service plan for the family. We recommend conducting the
assessments on paper to help create an informal, comfortable, and trusting atmosphere during the
process. Because of the amount of time required to complete the assessments, the FWP may consider
providing gift cards as an incentive.

Adult Assessment (Appendix 5)

The Adult Assessment follows the TRIADS framework and consists of the following:

e Adverse Childhood Experiences (ACEs Aware, n.d.). We recommend using the de-identified
version in which the respondent only provides the total number of ACEs experienced, rather than
identifying which specific experiences they have had.

» Benevolent Childhood Experiences (Narayan et al., 2018).

e Social Determinants of Health (North Carolina Department of Health and Human Services, 2018).
This provides information related to family food insecurity, transportation needs, housing instability,
interpersonal safety, and immediate needs.

* Measures of Distress. We recommend brief measures to assess caregiver anxiety (Kroenke et al.,
2010), depression (Lowe et al., 2004), post-traumatic stress disorder (Prins et al., 2016), and
substance use (Dyson et al., 1998).

» Devereux Adult Resiliency Survey (Mackrain, 2013). This assesses the caregiver’s relationships,
internal beliefs, initiative, and self-control.

Child Assessment (Appendix 6)
The Child Assessment consists of the following:

e Family EcoMap (Applebury, 2021)
e Pediatric Symptom Checklist-17 (Gardner et al., 1999)
¢ Youth Top Problems (Weisz et al., 2011)

The Navigator should complete a separate Child Assessment for each child 18 years or younger. In most
cases, the caregiver provides the information for the Child Assessment. Depending on the situation, it may
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be appropriate for older children to participate in assessments of their own needs, but this is at the
discretion of the caregiver and is easier in a home-visit setting.

The Family EcoMap is a particularly valuable tool that allows the Navigator, to gain a deeper understanding
of the parent/caregiver and their family dynamics, and it provides insights into their social environment. The
EcoMap centers the family within a visual diagram, connecting family members to their social environment
with various lines. This visual representation highlights the family's connections and identifies areas that
may require improvement. By understanding their own family ecomap, families can better assess where
they can enhance their social support, community engagement, and access to social service programs.
This information can also be used to identify which Releases of Information may be needed.

Similarly, the Youth Top Problems is particularly helpful for identifying the family's most pressing needs.
Common problems that the Navigator can help to address include:

o Referrals to therapists
¢ lIdentifying afterschool programming and helping with enroliment and transportation
¢ Identifying summer programming and helping with enrollment and transportation

The Family Wellness Navigator should share the adult assessment results with the patient’s social worker
and, if receiving psychiatric care, the clinic psychiatric provider. The Navigator may also share a very broad
child assessment summary so that the social worker and psychiatric provider have a general
understanding of the patient’s day-to-day stressors.

Psychoeducation

One of the main goals of the Family Wellness Program is to help caregivers understand the ways in which
their past and current trauma affects their health and well-being, and how the negative impacts of their
trauma can be passed on to their children. In parallel, education about strengths and resiliency can help
caregivers identify ways to mitigate the impacts of trauma on their own lives and on their families. When
completing the Adult Assessment, some caregivers may question why they are being asked questions
about their own trauma history when the focus of the program is on their children. The psychoeducational
script (Appendix 7), materials and discussion can help to answer this question.

Sample educational handouts are included in Appendix 8, and address ACEs, ACE-related health
conditions, and intergenerational trauma. Handouts that have particularly resonated with families include
concrete examples of how parents and caregivers can reduce stress and dysregulation at home, such as
through having meals together as a family and taking walks outside to relieve stress. Additionally, parents
and caregivers have expressed appreciation for learning about ways to heal Adverse Childhood
Experiences (ACEs) and prevent their intergenerational impacts. Suggestions such as prioritizing time for
movement and play, as well as giving 20-second hugs to their children, have been well-received.
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Navigators in clinics that serve specialized populations may want to identify additional materials that are
culturally-relevant to the people they serve.

Plan Development

The Navigator’s plan for the family is based on the Youth Top Problems identified in the child assessment.
For example, the Navigator could help schedule needed medical/dental/vision appointments for the child,
work with the caregiver and school on an Individual Educational Plan (IEP), help the family apply for after-
school programs for the child, or identify respite services if the caregiver needs time away. One of the most
frequently requested services is identification of and referrals to therapy services for children and
adolescents.

As part of the plan, the Navigator and caregiver can discuss best means of communication (phone, email,
text), and frequency of communication needed (e.g., weekly, monthly, as needed). During this part of the
discussion, the Navigator may also discuss the limits of navigator support with the caregiver. For example,
the Navigator may only be able to respond to communications Monday through Friday, 9am-5pm but may
be able to receive texts on weekends in case of emergency.

Based on the EcoMap, the Navigator can identify the service agencies with which the family is already
engaged and can have the caregiver sign Release of Information (ROI) forms to facilitate collaboration with
those agencies. Most clinics already have standard ROI forms that can be modified for the Family
Wellness Program.

In general, the Family Wellness Navigator works on the child’s needs. If the caregiver has their own needs,
these are usually referred back to the caregiver’'s social worker to take the lead.
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Intake 2: The Joint Provider Visit

The Family Wellness Navigator will schedule this clinic visit, which will include the primary care provider
(Medical Doctor or Nurse Practitioner), the patient, and the Navigator. (After the visit, the FWN can meet
with the adult client’s social worker to go over the assessments and needed referrals. We do not
recommend that the social worker participate in this visit because it can become overwhelming for the
client to have too many people in the room). Prior to the visit, the Navigator will also forward the results of
the adult and child assessments to the Provider so they can review them ahead of time (Appendix 9). The
purpose of this visit is for the primary care provider to understand the patient’s experience in a more
holistic way, and to understand the daily stressors that the patient experiences as a caregiver. In many
cases, especially in clinics that are already implementing trauma-informed care, the provider may already
know a great deal about the patient, their ACEs, their distress scores, etc. It is less likely, however, that the
provider fully understands the children’s problems — without this knowledge, the provider does not have a
holistic understand of the patients’ context.

During this visit, the provider reviews the adult assessment with the patient (the Navigator should bring a
copy) and provides additional education regarding the links between childhood experiences and health
(see sample script in Appendix 10). This serves at the start to an open conversation that includes further
information about the potential for intergenerational trauma and how to stop it. During the visit, the provider
may also identify needed internal and external referrals, for example to substance use counseling or
individual therapy for the patient.

Providers should allocate at least 30 minutes for this visit so that the conversation is not rushed.

After the visit with the provider, the Navigator is available to debrief with the patient in case other issues
need to be discussed. Additionally, the Navigator can document a billable encounter for completing the
ACEs screening and reviewing it with a medical provider (Appendix 14).
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Documentation and Records

Documentation is important for a number of reasons. First, documented procedures such as ACEs
screenings can be billable to insurance, and as such can bring in revenue to support the clinic.
Documentation of activities and time spent on specific activities can help clinic leadership, supervisors, and
the Navigator assess workload and ideal panel size. If the Navigator is out sick or on vacation,
documentation will be essential for staff who are covering the Navigator’s cases.

Privacy Considerations

A clinic that plans to implement the Family Wellness Program will need to follow federal and institutional
guidance about HIPAA, privacy and confidentiality.

Beyond existing regulations, there are other privacy considerations that a Navigator should keep in mind.
First, parents may not want any of their child’s records or information to be accessible by others in the
clinic. If this is the case, the Navigator must identify a private location to store such records. If the adult
clinic has a direct linkage to the child’s Pediatric primary care provider/clinic, the Navigator should request
permission to share information / collaborate with Pediatrics; if there is no existing linkage, the child’s
assessment results must be kept securely in the adult clinic.

Releases of Information are important for any service agency. If the child’s primary care provider is within
the same institution (e.g., different clinics in the same academic medical clinic), the Navigator should still
utilize and ROI form, as this is considered good practice.

The Navigator must also be careful not to share the parent’s health information with the child or with any
other service agency. For example, if the adult has mental health issues, substance use issues, or a
chronic condition such as HIV that might be stigmatized, the child may not know this and should not be told
by the Navigator, nor should other services agencies unless it is relevant and there is an ROl in place. If
the name of the clinic identifies any such conditions, the Navigator should not use the full name in their
email signature and instead use a more vague institutional name.

Adult Assessment Information

Some electronic health record systems have built-in locations for results of standard assessment, such as
depression and anxiety screenings. This is an ideal location to store this information so that the adult’s
primary care provider has access to the information. The Navigator may also scan the paper assessment
booklet into a pdf file and store this in the EHR. Paper files should be stored in a secure location.
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Child Assessment Information

In most cases, results of the child assessments will not be stored in the adult’s EHR, and in many cases
the parent will not want this to be done. Ideally, the clinic will be able to establish a link with the child’s
pediatric primary care clinic and be able to add to the child’s EHR, but this is often not the case. Therefore,
the Navigator will need to identify another secure but shared electronic location to store pdfs of the
assessments and other child documentation — this is necessary in case the Navigator is out and another
member of the psychosocial team has to fill in. As with adult assessments, paper files should be stored in a
secure location.

Encounter Tracker

We recommend that the Navigator track encounters with/for families (Appendix 11). This could include
home visits, meetings with community agencies, or providing childcare while the adult is in a primary care
visit. Having information about the most common types of services provided, and the time needed can help
with identifying an ideal panel size and can assist with clinical supervision. In addition, if the clinic needs to
write grants to support the program, having quantitative data of this sort can be helpful to justify the need.

Program/Service Details

The Navigator will need to establish a system to document a family’s progress over time and especially to
keep track of all community referrals and contacts (Appendix 12). It is not possible for one person to keep
all of this information in their head. More importantly, if the Navigator is out for whatever reason, other
members of the psychosocial team will need this information in order to continue to support the family. The
Navigator’s notes can also provide a historical record of strategies that have been tried and either worked
or did not.

The Navigator may also decide to establish electronic files for each family, both on a server and in email.
This information should not be stored on the desktop of a laptop computer, in case of theft.
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Organization and Prioritization of Work

One potentially challenging aspect of the Family Wellness Navigator’s job is the wide range of activities
involved, and how to prioritize work. Each day will likely include a combination of many different types of
services (sub-sections below).

In general, we recommend very roughly that approximately 50-60% of the Navigator’s time should be spent
in the field, doing home visits, conducting outreach, and/or meeting with community agencies on behalf of
families. This is a very rough estimate, and the actual amount of time spent in the field will depend on the
needs of the population served.

Time spent in the clinic is also important for meeting with other providers and staff, and for being integrated
as part of the clinic. Time in clinic may also be spent meeting patients who are not already part of the
program but who could benefit from it; these informal conversations allow the Navigator to build trust
before a family enrolls in the program

Approximate Division of Day:

e 4 hours of patient work — phone calls, reaching out to referrals, working with their care team,
accompanying them somewhere, doing a home visit, going to agencies.

e 1-2 hours of administrative work

e 2-3 hours of meetings

The size of the Navigator’s patient panel will depend on the needs of the families in the program. For a
population with very high-intensive needs, we recommend a patient panel of 15-20. Using the encounter
tracker can be useful in estimating time spent with families and therefore how many families can be served.

Clinic Team Meetings

Although meetings can be time-consuming, they are an essential component of the Family Wellness
Program. Each week, these meetings may include, for example:

Clinical supervision. Supervision is essential for supporting the Navigator, prioritizing work,
addressing workload and the potential for burnout, and ensuring the wellbeing of the Navigator.
Some families will need a high level of attention, which can at times lead to other families getting less
attention. Clinical supervision can help the Navigator prioritize/balance work and identify when
additional support may be necessary. This could be in the form of hiring additional Navigators or
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interns. Clinical supervision is also a safe space for the Navigator to talk about the program, growing
pains, frustrations, and successes. The supervisor can provide suggestions and feedback about how
to approach certain situations.

Team / Social Work / Case Conferences. Team meetings, which can be held in person or over
Zoom, are an important and often time-saving way to communicate important information about
specific patients’ needs, and to strategize about how to address those needs. This is where the
Navigator and social worker share information about the patient’s situation and the family’s progress.
Although some information may not be directly relevant to the social workers, for example that the
children have been enrolled in summer camp, having that information provides a more holistic view
of the patient and their social context, and can help them understand why and how patients engage
in their own healthcare. On the other side, getting social work updates about, for example that the
patient is experiencing food insecurity, can help the Navigator understand caregiver stressors and
allow for the Navigator to support family needs. These meets are also important to ensure that the
work of the Navigator does not overlap with the work of the social worker. At times, the Navigator
may be able to assist when a patient does not respond to the social worker.

Separate provision of services, but constant communication is very important. For some people,
having child services helped the mom engage in their own care. Some people are avoidant around
their own health needs, but willing to talk about their kids. Or vice versa.

Staff Meetings. It is important for the Navigator to attend clinic multidisciplinary staff meetings in
order to understand clinic issues and, more importantly, to be integrated as part of the overall clinic
time. This reduces Navigator isolation. It also provides the Navigator with time and space to give
updates on the program and remind staff and providers how to make referrals to help maintain the
clinic’s involvement in and understanding of the Family Wellness Program.

Patient Outreach and Home Visits

The Navigator should determine how frequently to communicate with the patient, depending on the family’s
needs. For example, if a family simply needs a referral to therapy for an adolescent child, the Navigator
may communicate once a referral is made and then check in monthly for a period of time afterwards to
identify any additional needs as they come up. The patients may also reach out to the Navigator directly as
needs arise. In contrast, a family with an open CPS case and an ongoing abuse in the family will likely
require much more extensive and ongoing communication and outreach for a period of time. The Navigator
must use their judgement to identify the frequency of communication. If the clinic utilizes a system such as
Complex Care Management (UCSF Center of Excellence in Primary Care, 2103) to track patient acuity, the
Navigator can weigh in on this and can also incorporate the caregiver’'s acuity level into their assessment
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of family needs. Further, the Navigator may choose to establish acuity levels for the family/child as a way
to determine how frequently to follow-up with them.

We recommend reaching out to each family at least twice per month, even if they do not respond.
Obviously, depending on each family’s situation, more contact may be needed.

Home visits may be appropriate in a variety of situations at the Navigator’s discretion. For example, the
initial enrollment, assessment, and psychoeducation could be done in the caregiver's home as a way to
build trust and let the caregiver know that the Navigator is willing to make an effort. It is also a way for the
Navigator to get to know a family in a different way than in a clinical setting. If there is an urgent need, such
as an application that needs to be completed and signed by the caregiver, it may be easiest for everyone
to do this through a home visit. For certain families, the Navigator may want to make regular home visits to
check in.

In other cases, home visits may not be appropriate. The Navigator must always stay safe, and if the
caregiver’s home environment is not safe, the Navigator should not visit. In addition, it is not the
Navigator’s role to conduct Wellness Check. In such cases, the Navigator can call police non-emergency
or emergency to request a wellness check.

Attending Meetings With or On Behalf of the Client

In many cases, a caregiver will need the Navigator’s help at meetings with, for example, schools, CPS, and
other service agencies. The Navigator’s role is not to speak for the client, but instead to be there as an
advocate and support, and to model to the patient can advocate for themselves. In addition, the Navigator
can provide information and education to the caregiver. For example, a family that is engaging with CPS
for the first time may not understand terminology or how processes work, and the Navigator can be at the
Child-Family Team (CFT) meeting to educate the family and support them through the process. Another
common meeting that Navigators will attend is Individualized Education Plan (IEP) meetings with schools.

Liaising / Communicating with Community Agencies/Services

The Navigator will often serve as a liaison between the family and a community service agency such as
CPS or a school. The goal of this form of outreach is not only to fulfill specific family needs, but also to
empower the patient to learn to advocate for themselves and to be able to do this outreach in the future.
Liaising usually begins with a specific child’s need such as a child who is having difficulty in school and
may need an IEP. With a Release of Information, the Navigator can participate in the IEP meeting and use
the resulting plan to reach out to the school to follow-up on specific assigned activities. For example, as
part of an IEP, the child may need to be assessed for autism or attention deficit/hyperactivity disorder. The
Navigator will liaise with the school and any agency involved with the assessments to make sure that they
are completed in a timely manner, and that relevant information is communicated back to the parent.
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The Navigator may also engage in proactive outreach with local agencies to introduce themselves before a
family has a need. The Navigator can explain what their role is, provide their contact information, and learn
more about what services the agency might be able to provide to clinic clients and their children (see
below). Reaching out before a family has a need can be a successful way to build respectful and trusting
relationships with other agencies.

Gathering information and doing research about referrals, agencies

Ideally, a clinic implementing the Family Wellness Program would have an existing listing of community
agencies that take referrals for patients. This could include, for example, therapists, substance use
treatment programs, food banks, etc. The Family Wellness Navigator can build on an existing list or create
their own listing of agencies. For children, this could include schools, summer camps, after-school
programs, therapists, etc. As the Navigator interacts with more agencies, they can add to the listing. It is
helpful for the Navigator to develop at least one key contact at each agency who is responsive to the
Navigator’s advocacy efforts, is collaborative, and can be relied upon to respond in a timely manner with
accurate information. This requires time, effort, and strong relationship building skills on the part of the
Navigator. General information that could be included:

* Name of organization

e Address

e Contact information (telephone, email, website)

» Key contact

e Population served

e Service provided

e Other information about how to engage with the service

« Notes about working with the agencies (facilitators, barriers, specific contact people)

This information can be gathered through in-person outreach as described above, through telephone calls,
or through emails to the agencies. Useful community resource agencies cover a variety of issues, but are
not limited to:

* Legal services

¢ Intensive case management

e Parenting support groups, peer advocacy, counseling

» Disability access agencies

e School districts

e Educational consultants

e Summer camps and afterschool programming (e.g., YMCA programs)
o City services
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e Therapists
e Food
* Housing

Arranging transportation

In certain geographic areas and for a variety of reasons, patients and their children may have difficulty
getting where they need to go. For example, it is useful for patients to meet with the Navigator in person
when doing intake assessments, as well as for other encounters. Or, children may need special
transportation to reach schools, camps, or medical appointments.

The Navigator may spend time arranging such transportation for children and, as needed, for the caregiver.
This could be by arranging taxi/Uber/Lyft service, by arranging school bus service, or, at times, driving the
patient/child somewhere. Ideally a clinic would have some funding to support these efforts.

Coordinating Health Care

Some patients may have difficulty coordinating health care for their children, especially for children with
more than usual health issues. With a Release of Information, the Navigator can help schedule
appointments for medical care, dental and vision screening and care, behavioral / mental health care.
When specialist care is needed, the Navigator may also help with outreach and scheduling.

As much as possible, it is good practice for the adult caregiver and the Navigator to do health care
coordination together, so that the caregiver can learn about systems and be empowered to take on these
responsibilities in the future. Ultimately, the hope and goal is that the caregiver will learn to do these tasks
on their own once they worked with the navigator and understand these processes.

Helping with Food and Housing

The adult intake assessment includes items related to social determinants of health, such as food and
housing. For food insecurity, the Navigator can help the caregiver maximize access to CalFresh and food
stamps and ensure that they receive the largest amount that they are eligible for. The Navigator may also
be aware of food banks or food pharmacy programs in the community.

For housing issues, the Navigator will usually refer the caregiver to their adult social worker for support. But
the Navigator may collaborate with the social worker as needed.

Other Activities

It is impossible to document all types of activities that may involve the Family Wellness Navigator, so it is
important for this person to be flexible and open to the needs of the family. For example, the Navigator at
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times may need to sit with and entertain children while the parent is in a meeting or appointment. Or serve
as a telephone contact when a school cannot get in touch with a parent. Or identify appropriate summer
camps and after-school programming.

Documentation

Family Wellness Program Navigators should plan to allot a certain amount of time each day to
documenting their work (e.g., 30 minutes first thing in the morning or at the very end of the day). This could
include documentation of assessment results/information in the patient’s electronic health record, tracking
contacts with each family, tracking contacts with community agencies on behalf of each family, noting new
community agencies or resources, etc. (See Appendices 11 and 12). This documentation is important not
only for tracking, but also for understanding the Navigator’s overall workload, how their time is spent, and
for identifying needs.
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Working with Systems

The Family Wellness Navigator will work with a wide range of community service agencies, but there are a
few main systems that are important.

Child Protective Services (CPS)

Sometimes referred to as "Child Welfare Services," "Department of Family Services," or "Department of
Social Services", CPS is one of the major social service agencies with which the Family Wellness
Navigator will be involved. Families may already have an open CPS case when they engage with the
program.

The Navigator’s role is to serve as a bridge between CPS and the family, and to hold CPS accountable for
the services that they promised to the family. In many cases, CPS will require ongoing communication and
information from the family and Navigator but will not respond in turn. The Navigator can work with the
parents to continue to reach out to CPS as needed.

In some cases, the Navigator, as a mandated reporter, will need to make a report. It is important that there
be transparency about this so that families know that the Navigator may need to make a report.
Oftentimes, reports are made to CPS without the parent’s involvement, and this results in a great deal of
hurt and anxiety for the parent. It can also damage established relationships. Instead, we recommend that
the Navigator maintain a high level of transparency with the family by explaining that they have to make the
call and why, and then offering to make the call with the parent present. In this way, the parent knows
exactly what is being said. They may still be upset, but being transparent can help the parent not feel as if
trust has been broken, builds rapport, and helps to maintain a potentially fragile relationship with a
patient/family.

Two common CPS reports are around Neglect and Imminent Danger or Risk to Others and Self. The latter
relates to harm being done toward a child, either by an adult caregiver or even by another child in the
home. In all cases, however, the “respondent” in the case is the adult caregiver / parent.

After receiving a report, CPS arranges a Child-Family Team (CFT) Meeting, which is similar to a clinical
case conference, and which includes the CPS worker and the caregiver/parent. The caregiver/parent can
request to include the Navigator. The meeting also includes a CPS facilitator who leads the meeting and
documents who is present, what is decided, what services are needed (e.g., hiring a paraprofessional,
linking the child to behavioral health services, referring the adult to parenting classes), and who is
responsible for each follow-up action. With an ROI, the Navigator should request a copy of the report and
can use this report to follow-up with the CPS caseworker to ensure that all actions are taken.
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In most cities, CPS has the power to offer a variety of services to families. This may include, for example,
intensive case management or residential treatment for children with behavioral or mental health issues. In
reality, the services that a family receives from CPS can vary greatly depending on the particular
caseworker, and there can be inconsistency from one caseworker to another. CPS systems tend to be
overwhelmed, some caseworkers are burnt out, and each caseworker has their own way of working, all of
which ultimately affects the services provided. In addition, caseworkers are assigned by CPS, and the
Navigator does not have control over who is assigned (in contrast to working with other agencies where the
Navigator can call a known and trusted contact to establish services). Navigators should be prepared for
this and should be aware that they will need to forge a new relationship with each new caseworker.

Family Wellness Navigators should educate themselves about the CPS system in their city. It is important
to understand not only how the system works, but also the specific language needed. Use of the correct
terminology can catalyze action by CPS, and the Navigator needs to know what to say to make things
happen. The best way to learn this is by speaking with as many people as possible who have direct
knowledge of the system, including experts and families. For example, emphasizing “risk” can catalyze
action: “The child is at high-risk of harming themself and causing themself to need an out-of-home
placement.” Or, “harm is being done by the child to another child.” Using language related to imminent risk
can make it clear that the child needs services immediately. Language around “continuity of care” can also
be important. For example, the Navigator may need to advocate that a child’s insurance cover a longer
duration of therapy with a particular therapist so that the child does not need to start with a new therapist.
Emphasizing “continuity of care” could help make this happen.

Another important point to remember is that while the Navigator is working with children, most clinic
providers and staff are working with the parent, and the two may not always agree about how to proceed.
For example, a clinic may want a parent to be reunited with their child, but the Navigator may have
knowledge that the child is in danger in the home. Thus, transparent and ongoing communication to get the
entire team on the same page is essential. In addition, the parent and Navigator may decide that it is
appropriate to include the parent’s healthcare provider in the CFT meeting.

Because of shame and stigma around family involvement with CPS, ongoing emotional support is
important for the parent/caregiver. Some cities may have peer advocacy agencies would be good to
connect with more. For example, A Better Way in California works with both parents and with CPS. Having
a peer who has been through the same thing can provide support and relief to parents/caregivers to not
feel stigma and shame. Support groups can also be helpful.

If a child is removed from a home, the case goes to Court and the Court becomes the guardian of the child,
making decisions on behalf of the child. In such cases, it is important to have legal resources available for
families so that parents/caregivers feel fairly represented. Families stay involved with the Court throughout
the process of reunification and even sometimes afterwards.
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Navigators should also understand that being removed from the home is traumatizing for a child. Even if
the child is eventually reunified with their parent/s, CPS rarely provides aftercare services because of high
need. The Navigator may need to seek additional emotional support services for the child and family to
reduce the impact of this traumatic experience.

Schools and School Systems

Schools are generally a safe space for children. This is particularly true for children of families that have
experienced trauma as the home environment can at times be chaotic. When children are in school, they
have a routine, they are fed, and they are socialized. One of the Navigator’s roles is to ensure that parents
are sending their children to school on a daily basis. If the children are not attending school daily, the
Navigator can work to understand what the barriers are, and strategies to overcome them. For example, in
families that have experienced a lot of trauma, children may experience separation anxiety and not want to
go to school. The Navigator can help by identifying support such as a paraprofessional to take the bus with
the child, a therapeutic behavioral services (TBS) person to help with transitions to/from school, or helping
the parent manage the separation anxiety.

IEPs — Individualized Education Plan

One of the most significant ways that the Navigator will support families working with schools is in the
development and implementation of a child’s Individualized Education Plan (IEP).

“Parents have the right to participate in individualized education program (IEP) meetings about the
special education eligibility, assessment, educational placement of their child and other matters
relating to their child’s free appropriate public education (FAPE).”

California Department of Education: https://www.cde.ca.gov/sp/se/ga/pssummary.asp

“An IEP is a written statement that describes your child’s present levels of performance, learning
goals, school placement, and services. [34 Code of Federal Regulations (C.F.R.) Sec. 300.320.]”

Disability Rights California: https://serr.disabilityrightsca.org/serr-manual/chapter-4-information-on-
iep-process/4-1-what-is-an-individualized-education-program-iep-and-how-do-i-request-one-for-my-
child/

An |EP usually comes about when a parent and/or teacher identifies that a child has a learning or
behavioral difference that affects their performance in school. When this happens, the parent can request
that their child be referred for an assessment of special educational needs. Once the parent has made this
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request, that School District has 15 days to respond. The Navigator can help the parent make the request
and can follow-up if more than 15 days have passed.

Once the assessment is complete, the child’s team (parents/caregiver, Navigator with ROI, Principal, main
teacher, other relevant service providers) meet to discuss the child’s needs and develop a plan to address
those needs. The Navigator can be a strong advocate for the child to make sure that the School District is
providing the full range of services to accommodate the child’s needs. This could include, for example:

e Placement in a Special Education classroom

¢ Integration into General Education

¢ In-class support from a paraprofessional

e Therapy (speech therapy, physical therapy, occupational therapy)

e Transportation to/from school on a special bus that is smaller and has an aide

e Extended School Year (6 additional weeks of learning during the summer), with transportation

The IEP also states specific goals for the IEP period (usually 3-6 months). Goals might include, for
example, supporting the child to work on handwriting, engage in speech therapy, and learn to write in full
sentences. The navigator can help connect the child to these services if the caregiver needs support doing
so. The IEP team meets approximately 3 times per year, usually at the beginning of the
semester/quarter/educational period to review progress and discuss additional needs. These meetings can
take anywhere from 1-4 hours. Because some schools have many students with IEPs, it is recommended
that the Navigator and parent get the IEP meeting scheduled as early as possible. Once the IEP document
is finalized, the Navigator can support the parent in holding the school and School District accountable.

School District Risk Meeting

School Districts are generally equipped to conduct Risk Meetings for children and their families, although
many people do not know about this. In such a case, representatives of the School District and the
Department of Public Health (DPH) come together to discuss high-need families and strategize about how
to support them. The School District and any agency funded by DPH can request to get on the agenda of
the monthly meeting. The Risk Meeting is an expedited version of an IEP in which families can get
intensive case management and approval for supports that might cost money (e.g., residential treatment
placements, applied behavioral analysis (ABA), therapeutic behavioral services (TBS)).

Other School / Educational Needs
Other common Navigator activities related to education and schooling may include:

e arranging transportation to/from schools
e identifying aftercare programming and enrolling children
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e communicating with schools and the child’s main teacher (many parents do not know their child’s
teacher’'s name)
» ensuring that children attend school regularly

Health Care Systems

The Navigator may need to support caregivers to ensure that children are receiving appropriate health
care. This could include making appointments with primary care providers, providing transportation to
appointments, and even attending appointments at the caregiver’s request. Caregivers may want or need
the Navigator’s support to understand diagnoses, to advocate for specialty care, and to work through
insurance systems.

Most children need annual hearing and vision tests. The Navigator can help schedule these, and provide
follow up support (e.g., helping to get a child glasses). Regular dental care is important for children, but
may not be a priority of the caregiver — the Navigator can support the family in accessing free or insurance-
covered dental care. Similarly, the Navigator may be involved in ensuring that children are up-to-date on
vaccines, including those that are required for schools, aftercare programs, or summer camps.

A frequent request is for the Navigator to help establish therapy for a child. In many cities, there is a dearth
of mental health providers for children and particularly adolescents, especially when there is not an IEP.
The Navigator can help the caregiver identify therapists and work through insurance or other systems to
ensure that therapy is covered.
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Navigator Well-Being

Working with families that have experienced extensive trauma and that have high needs can be stressful
and difficult for Family Wellness Navigators and could potentially lead to burnout. It is essential that the
Navigator’s well-being to be prioritized

Some Navigators may experience isolation in their work environment. This occurs in part because
Navigators work with children, but in an adult setting. All other staff and providers in such a clinic are
working with adults, which can cause the Navigator to feel isolation. Some ways to address this include:

e Co-working / working in the same physical space as other psychosocial team members.

e Having more than one Navigator in the clinic or being connected to a professional network of
Navigators.

o Attending and actively participating in clinic meetings, celebrations, and events.

e Communicating openly and regularly with other psychosocial team members.

» Engaging in regular clinical supervision.

e Having a coverage plan for when the Navigator is out sick or on vacation or needs additional
support with families.

If possible, it is extremely helpful for the Navigator to have the opportunity to meet regularly with a systems
specialist, for example someone with expert knowledge of CPS, DPH, Family and Child Services, local
mental/behavioral health resources, etc. This could be set up as a paid consultancy. Meeting once or twice
per month gives the Navigator time to ask questions about working with specific agencies, advice about
specific family issues, and general support for working with this population. On rare occasions, the expert
could be brought in as a direct connection to staff at higher levels of relevant agencies when the Navigator
and family are unable to get the services that the child needs.

The Navigator should set expectations with the caregiver about what they can and cannot do, and should
explain that accessing children’s services can be a lengthy process. Be honest about how overwhelmed
social support systems may be. At the same time, the Navigator can assure the caregiver that they will
continue checking-in, following up, and working for the child and family.

It is also important for the Navigator to establish healthy work boundaries. This could include, for example:
having separate work and personal cell phones; not working outside of normal work hours, except in cases
of emergency; making sure to take lunch and regular breaks; and scheduling time for specific tasks (e.g.,
documentation).
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One of the most important skills that a Navigator must have is the ability to prioritize, and the ability to
distinguish between a true crisis and a family’s regular needs. This skill can be honed over time, and as the
Navigator develops more clinical judgement and knowledge about working with systems.
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Hints and Lessons Learned

Through the three years of implementing the Family Wellness Program, we have learned some lessons
that may be helpful to others.

Leadership and Staff Buy-In: Securing support from both leadership and staff is crucial. Leadership
provides the financial and structural support for the program, allows for hiring the Navigator, and can assist
with integrating the Navigator into the larger clinic team. Staff buy-in can facilitate referrals, sharing of
information, back-up for the Navigator when they are out, and creating an overall supportive work
environment.

Home Base: Although the Navigator may spend a substantial amount of time in the field, they need their
own assigned space in the clinic. This serves as a home base when they are doing administrative work,
conducting intake assessments, making phones calls about services for a child, etc. It also helps make the
Navigator feel valued and like they are part of the larger clinic team.

Team Integration: The Family Wellness Navigator should be integrated as part of the overall clinic team,
and particularly with other social workers, therapists, and psychosocial team members. This serves not
only as support for the Navigator but also facilitates the communications of information about each
particular family’s situation. Further, if feasible, having more than one Navigator is ideal, even if they are
part of other programs. This provides the Family Wellness Program Navigator with support for the work
that they do and allows the Navigators to share experiences and strategies.

Flexibility and Uncertainty: Through our experience, we have learned the importance of building flexibility
into the process to better respond to the needs of patients and their families, which often involve
uncertainty about how things will progress. One example of this flexibility is the rapid start protocol, which
allows for the Navigator to begin working with families immediately in cases when services are urgently
needed—such as in cases involving Child Protective Services. This allows services to begin as soon as the
program consent and release of information documents are signed, postponing the intake assessments
and psychoeducation until a later time.

Working Alongside Caregivers: One goal of the Family Wellness Program is for caregivers to learn how
to advocate for themselves and navigate systems for themselves. For this reason, the Navigator should try
to work with the caregivers, rather than doing everything for them. For example, if a caregiver needs to
schedule a medical appointment for their child, the caregiver and the Navigator can sit and make the call
together. Or, the caregiver can make the call, and then relay the information to the Navigator to explain
what they have found out. This helps the caregiver learn to do things. In some cases, it may be appropriate
for the Navigator to take on the work, for example when there is a crisis, or when a service agency
responds more quickly to the Navigator than to the caregiver.

Navigation Guide 29



Family Wellness Program

Being a Mandated Reporter: From the very start, the Navigator should make their mandated reporter
status clear to the caregiver and should work through the lens of being a mandated reporter. In some
cases, this may hinder the Navigator’s ability to get to know a family because the caregiver is worried
about providing information that could result in a report. However, as trust is built, caregivers may be more
open because their need for services is so great, and they trust that the Navigator is supporting the child’s
welfare.

Establishing Trust: For a caregiver, especially one with a history of trauma, trusting an unknown
Navigator may be difficult. The Navigator may find that the caregiver does not reveal their needs during the
initial intake assessment; for example, some people feel stigmatized for asking for food, or may be afraid to
say they need food for fear of being reported. The Navigator should explain that the assessment is about
meeting the family’s needs, and that it is not punitive. Building trust takes time, but some strategies may
help:

* Getting a warm hand-off from a caregiver’s trusted social worker

» Being responsive and communicating transparently

* Being honest

e Showing up and keeping promises

» Being non-judgmental and not shaming caregivers for not being perfect

e Asking questions, being curious, and having authentic conversations to understand the caregiver’s
point of view

o Letting caregivers lead

Taking the time and effort need to get to know a family and build trust is essential for the Family Wellness
Program.

Working With Families Takes Time and Flexibility: The entire process of working with a family can take
a substantial amount of time. For example, meeting new families, building enough trust for them to agree to
participate, scheduling and conducting the assessments, and conducting the joint provider visit can take a
substantial amount of time, even before any direct services are provided. Accessing services from
impacted systems such as school districts and therapists can take months even to get started and then
may require a substantial amount of follow-up to ensure that they are carried through. School-age children
transition multiple times each year in and out of school, summer, vacation, upending established schedules
and requiring the Navigator’s ongoing attention. This also requires substantial flexibility on the part of the
Navigator, who works around clients’ complicated schedules and no-shows to ensure that they receive the
services that they and their children need.
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Appendix 1: Family Wellness Navigator
Job Description

The Family Wellness Navigator is a key member of a project aimed to implement a Family Wellness
approach that broadens the scope of adult primary care to include a focus on adversity, toxic stress, and
trauma among adult patients and their children and to evaluate its feasibility and acceptability. The role of
the Family Wellness Navigator will be to provide parents and caregivers with trauma-informed education
and screening related to ACEs as well as assessment, care coordination, and navigation services for their
children. The Family Wellness Navigator will link the children and families to services as needed and help
create a strong system of communication between families and medical, school, and community providers.
The Family Wellness Navigator will work closely with the clinic administrative director and the project
manager.

Key Responsibilities

60 Patient assessment and care coordination:

» Schedule meetings with patients and introduce family wellness coordinator role and
purpose to patients.

e Provide psychoeducation on the purpose of screening and assessment.

» Conduct screening of patients of ACEs, current distress, and strengths resilience
before patients’ medical visit with primary provider.

e Assess patients’ children’s needs and current services.

¢ Coordinate, track and provide linkage for children to services.

e Communicate with children’s providers and services and help build families build
connections between families and services.

e Provide timely documentation of case management services in patient record.

o Provide social work support to patients in clinic as needed as part of social work
team.

30 Coordination and collaboration with team members and providers:

¢ In collaboration with medical and social work team, create a workflow from ACEs
education and screening for patients.

e Participate in multidisciplinary team meetings to review patients’ and families’ needs
and resources and coordinate care.

o Participate in daily staff huddles and in social work meetings.
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o Participate in weekly meetings with pilot project team including the clinic
Administrative Director and the project manager.

¢ Collaborate on and develop Whole Family Wellness Model with pilot project team.

» Review and provide ongoing input and suggestions on the design, implementation,
and dissemination of the Family Wellness Model.

10 Other duties:

» Performs administrative duties as assigned, including maintaining records, attending
staff meetings and case conferences in a timely manner.

» Collects assessment data, participates in analyzing data, planning care coordination,
and evaluating patient’s response to assessment and care coordination.
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