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Executive Summary
Children from low-income families often suffer from poor social, emotional, cognitive,
health, and behavioral outcomes. 1 Children develop fastest in their earliest years, and devel
oping early skills and abilities lays the foundation for future success in school and life. 2 For
that reason, the most cost-effective time to intervene may be early in a child’s life.3 One
important approach that has helped parents and their young children is home visiting, which
provides individually tailored information, resources, and support to expectant parents and
families with young children.
Home visiting aims to support the healthy development of infants and toddlers and
help low-income families overcome the problems they face. In general, it consists of three
types of activities: assessment of family needs, parent education and support, and referral to
and coordination with needed services. Home visitors use a variety of strategies to provide
support and education to families, including setting goals with caregivers and creating plans
for meeting those goals, helping caregivers resolve problems, helping parents and children
build better relationships, intervening during crises, providing information on children’s
developmental stages and feedback on parenting, working to strengthen families’ support
networks, supporting and coordinating referrals to additional community resources, and
providing emotional support, written information, or other materials.
The Patient Protection and Affordable Care Act greatly expanded the availability of
home visiting in the United States when it amended Title V of the Social Security Act to
create the federal Maternal, Infant, and Early Childhood Home Visiting Program
(MIECHV or the Home Visiting Program). In doing so, it allocated $1.5 billion to states,
territories, and tribal entities (which include tribes, tribal organizations, and urban Indian
organizations) to fund home visiting from federal fiscal year (FY) 2010 through the middle
of FY 2015. 4 The legislation also required an evaluation of MIECHV in its early years
along with a report to Congress due by March 31, 2015. To fulfill these requirements, this
1

Brooks-Gunn, Jeanne, and Greg J. Duncan, “The Effects of Poverty on Children,” The Future of Chil
dren 7, 2 (1997): 55-71.
2
National Research Council and Institute of Medicine, From Neurons to Neighborhoods: The Science of
Early Childhood Development (Washington, DC: National Academy Press, 2000).
3
Doyle, Orla, Colm P. Harmon, James J. Heckman, and Richard E. Tremblay, “Investing in Early Human
Development: Timing and Economic Efficiency,” Economics and Human Biology 7, 1 (2009): 1-6.
4
The Protecting Access to Medicare Act of 2014 provided an additional $400 million investment through
FY 2015.
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report presents the first findings from the Mother and Infant Home Visiting Program Evalu
ation (MIHOPE). MIHOPE was launched in 2011 by the Administration for Children and
Families and the Health Resources and Services Administration within the Department of
Health and Human Services (HHS). The study is being conducted for HHS by MDRC in
partnership with James Bell Associates, Johns Hopkins University, Mathematica Policy
Research, the University of Georgia, and Columbia University.
The legislation required the evaluation to include four components:
•

Analysis of needs assessments. The legislation required states and terri
tories to assess the needs of local communities in order to determine
where home visiting resources should be spent. The legislation required
the evaluation to provide an analysis, on a state-by-state basis, of the re
sults of the needs assessments, including indicators of maternal and pre
natal health and infant health and mortality, and state actions in response
to the assessments.

•

Effectiveness study. The evaluation will assess the effect of earlychildhood home visiting programs on child and parent outcomes, includ
ing health, child development, parenting skills, school readiness and aca
demic achievement, crime or domestic violence, and family economic
self-sufficiency. 5

•

Subgroup analysis. The evaluation will assess the effectiveness of the
programs on different populations, including the extent to which the abil
ity of the programs to improve participant outcomes varies across pro
grams and populations.

•

Analysis of effects on the health care system. The evaluation will assess
whether the activities conducted by such programs, if expanded to a broad
scale, have the potential to improve health care practices, eliminate health
disparities, improve health care quality and efficiency, and reduce costs.

5

The legislation required grantees (states, territories, and tribal entities) to show improvement in six speci
fied benchmark areas. In addition, the legislation required that MIECHV-funded programs be designed to im
prove individual outcomes for participating families in seven areas. Because there is considerable overlap be
tween the benchmark areas and the individual participant outcomes, this report uses the term “outcomes” to
refer to both lists. MIHOPE is designed to assess impacts relevant to all of these outcomes.
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The current report presents MIHOPE’s findings to date. These include information
on the needs identified by states and their plans for using MIECHV funds to meet those
needs, a description of where the study is being conducted, some information on the fami
lies in the study, and a discussion of whether plans for local home visiting programs reflect
the requirements of MIECHV.

Home Visiting Models Studied in MIHOPE
MIHOPE is studying four national evidence-based models that, at the start of the study,
were supported with MIECHV funds in 10 or more states. 6 These are Early Head Start 
Home Based Program Option, Healthy Families America, Nurse-Family Partnership, and
Parents as Teachers.
In general, home visiting programs work with expectant mothers and families with
young children to do three things: (1) assess family needs, (2) educate and support parents,
and (3) help families gain access to services, all with the goal of improving outcomes for
families throughout their children’s early years and beyond. Although the four national
models follow this basic framework, they differ in some important ways.
•

Goals. All of the models try to improve child health and development,
but some have historically focused more on preventing child maltreat
ment, others on improving maternal and child health, and others on posi
tive parenting or school readiness.

•

Target population and age at enrollment. The models aim to serve atrisk families, such as those with low incomes. However, each focuses on
different types of risk. Nurse-Family Partnership targets first-time moth
ers, Healthy Families America focuses on families at risk of child mal
treatment or with behavioral health issues, Early Head Start seeks to serve
a broad group of low-income families, and Parents as Teachers has no
specific eligibility requirements at the national level. All four models can
enroll women when they are pregnant or when they have newborns,

6

To determine which national models were considered evidence-based, HHS commissioned the Home
Visiting Evidence of Effectiveness (HomVEE) review. Models met the HHS criteria for evidence of effective
ness if they had at least one study of at least moderate quality with statistically significant impacts in two or
more of eight outcome domains, or at least two such studies with statistically significant impacts in the same
domain.
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although Early Head Start and Parents as Teachers also enroll families
with toddlers.
•

Home visitor qualifications. The four national models require different
qualifications of their home visitors. Nurse-Family Partnership home visi
tors must be registered nurses, Early Head Start requires home visitors to
have knowledge and experience in child development, Parents as Teach
ers requires home visitors to have at least a high school credential, and
Healthy Families America does not require home visitors to have a spe
cific educational background.

MIHOPE Study Design
MIHOPE plans to enroll more than 4,000 families through 88 local home visiting pro
grams that are operating one of the four national evidence-based models in 12 states. The
study is large enough to provide reliable information about MIECHV-funded programs’
effects on the range of outcomes identified in the legislation and to provide information on
the characteristics of more effective local programs. To generate the most credible esti
mates of those effects, families are being assigned at random to either a MIECHV-funded
home visiting program or to a control group that will be referred to other appropriate ser
vices in the community.

Analysis of State Needs Assessments
To receive MIECHV funding, states were required to identify the quality and capacity of
existing home visiting programs and to collect information on community characteristics to
determine where MIECHV funds would be best spent. With that information in hand, they
developed plans for spending those funds that covered where funds would be used, for
which evidence-based models, and to target which families. The legislation required
MIHOPE to analyze those needs assessments and state plans. Among the findings of that
analysis are:
•

States chose high-needs communities for MIECHV funds. As intend
ed by the legislation, states generally proposed using MIECHV funds in
counties with high rates of risk indicators. For example, most states tar
geted communities with high poverty and unemployment rates and high
rates of premature births.
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•

Home visiting services were extensive prior to MIECHV. States iden
tified more than 5,000 local home visiting programs operating prior to
MIECHV. The most widely disseminated models were the four being
studied in MIHOPE, but almost half of local home visiting programs used
models that were not evidence-based according to HHS’s criteria.

•

MIECHV encouraged states to expand the use of evidence-based
home visiting models. In their initial plans for using MIECHV funds,
states proposed to support primarily the four national models being stud
ied in MIHOPE. In interviews for MIHOPE, state administrators con
firmed that MIECHV encouraged them to expand the reach of evidencebased home visiting. As of their FY 2011 plans, 40 states planned to use
MIECHV to support Nurse-Family Partnership programs, 39 for Healthy
Families America programs, 29 for Parents as Teachers programs, and 17
for Early Head Start programs.

States and Local Programs Chosen for MIHOPE
As noted earlier, MIHOPE includes 88 MIECHV-funded local home visiting programs in
12 states. Since initial state plans indicated that MIECHV would support more than 500
such programs, the study had to choose which states and local programs to include.
MIHOPE selected states using several criteria:
•

They were using MIECHV funds to expand at least two of the four
evidence-based models. This would help the study distinguish between
the influence of a particular state and the influence of a particular program
model.

•

They were planning to support five or more eligible local programs.
Such states were considered a higher priority because they would help
achieve the study’s goal of choosing about 85 local programs from 12
states.

•

Collectively, they represented four geographic clusters. These clusters
corresponded to the Northeast, South, Midwest, and Mountain and West.

5

These criteria resulted in 12 states being selected for the study: California, Georgia,
Illinois, Iowa, Kansas, Michigan, Nevada, New Jersey, Pennsylvania, South Carolina,
Washington, and Wisconsin.
Within these states, MIHOPE selected local home visiting programs if they met the
following criteria:
•

They operated one of the four national evidence-based models.

•

They had been in operation for two or more years and were thus past ini
tial start-up challenges.

•

They had enough demand for services that they could enroll at least 40
families for the study while allowing for the ethical creation of a control
group.

•

They helped provide an approximately equal distribution of local pro
grams across the four national models. The local programs participating
in MIHOPE include 19 operating Early Head Start, 26 operating Healthy
Families America, 22 operating Nurse-Family Partnership, and 21 operat
ing Parents as Teachers.

Family Characteristics
This section presents information on MIHOPE families using surveys of women conducted
as they entered the study. Because sample recruitment continues, the findings are based on
about a third of the families who will eventually be enrolled in the study. The characteristics
of these families were shaped by the requirements of both the national models and of
MIECHV. In particular, the legislation required states to give priority to families headed by
parents who had served in the Armed Forces and to high-risk groups, including lowincome, pregnant women under age 21; families with a history of child abuse or substance
abuse; tobacco users; families with children who have low academic achievement; and
children with developmental delays. In general, the national models aim to serve families
with similar risk factors, although Nurse-Family Partnership is limited to women early in
their first pregnancies, while Healthy Families America targets families at risk for child
maltreatment or other negative childhood experiences.
The MIHOPE sample is young, with an average maternal age of 23 at the time of
enrollment. Nearly 70 percent were pregnant, with about 43 percent in the legislation’s pri
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ority population of pregnant women under age 21. The sample is also racially and ethnically
diverse, with most mothers being Hispanic (34 percent), non-Hispanic white (25 percent),
or non-Hispanic black (31 percent).
The information on families also provides insights into the risks and challenges
faced by mothers and children in the outcome areas identified for improvement in the
legislation.
•

Maternal health and well-being. In some respects, women in MIHOPE
exhibited healthy behavior and were in good health: 80 percent initiated
prenatal care in the first trimester, and nearly 90 percent said they were in
good or excellent health. At the same time, more than a third reported us
ing tobacco and a third reported binge drinking in the three months before
pregnancy or using illegal drugs in the month before pregnancy. Forty
percent exhibited symptoms of depression or anxiety when they entered
the study, and a tenth had been the victim of physical intimate partner
violence in the past year.

•

Parenting. To meet the goal of improving child health and development,
all four national models emphasize positive parenting skills. Surveys of
parents indicate some positive parenting practices before women entered
the study, but also indicate some room for improvement. For example,
nearly 80 percent of mothers had initiated breastfeeding and a similar
number of pregnant women planned to breastfeed. However, only about
half had at least 10 books in the home, which has been found to be an im
portant predictor of children’s ability to understand and use language and
to think and understand. 7

•

Family economic self-sufficiency. Home visiting programs often target
low-income families, and nearly all families in the study were receiving
some government benefits intended for low-income families. In addition,
44 percent of mothers had not finished high school.

•

Child health and development. Because children were very young or
their mothers were pregnant when they entered the study, only a little is

7

Linver, Miriam R., Anne Martin, and Jeanne Brooks-Gunn, “Measuring Infants’ Home Environment: the
IT-HOME for Infants Between Birth and 12 Months in Four National Data Sets,” Parenting 4, 2-3 (2004):
115-137.
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known about children’s health and development at that time. Among the
young children, about 10 percent were born prematurely and about 10
percent were born with low birth weights. Both rates are similar to na
tional averages. Nearly every child had a usual source of health care, al
though about a tenth of children were not covered by health insurance.
•

Characteristics by national model. As noted earlier, the four national
models target somewhat different groups of families. In general, there
were few differences in the types of families enrolled by the four models,
although Nurse-Family Partnership programs enrolled only pregnant
women while about half of the women enrolled by other MIHOPE pro
grams were pregnant.

Characteristics of Home Visiting Programs
The familial risks described above underscore the challenges that home visiting programs
face. This report describes how the four national models and the local home visiting pro
grams participating in MIHOPE are planning and supporting the implementation of home
visiting services. The information comes from interviews and surveys with the four nation
al model developers, web-based surveys of 77 program managers around the time their
programs entered the study, and web-based surveys with 377 home visitors around the
same time.
Characteristics of Home Visiting Planned Services
This section describes whom programs intend to serve, what outcomes they intend
to improve, what services they plan to deliver to achieve those improvements, and how they
intend to staff programs to deliver services.
Intended Recipients
All four national models serve families at risk of poor child outcomes. All indi
cated to the MIHOPE team that they assume major responsibility for improving the out
comes of the child and all indicated that they assume at least some responsibility for the
mother’s outcomes. In general, local programs are consistent with their national models in
this respect.
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Intended Goals and Outcomes
When presented with a list of outcomes ranked as high priorities in the legislation
that created MIECHV, all four national model developers assigned high priorities to five
outcomes: promoting positive parenting behavior, preventing child abuse and neglect, fos
tering economic self-sufficiency, encouraging child preventive care, and promoting child
development. However, the national model developers differed for other outcomes. NurseFamily Partnership, for example, gave the highest priority to all of the outcomes, while
Parents as Teachers placed a high priority on some but low priority on others. Despite dif
ferences among the national models, a majority of local program managers ranked each
outcome highly. This may reflect the influence of MIECHV: some local programs claimed
that MIECHV encouraged them to make a higher priority of outcomes mentioned in the
authorizing legislation.
Intended Service Delivery
Home visits generally consist of information gathering, education and support, and
referrals for needed services. Nearly all local programs reported that they required formal
screening to identify maternal mental health issues and infant developmental delays, and
about three-quarters required formal assessment of participants for maternal substance
abuse, intimate partner violence, and parenting behavior. This is consistent with the re
quirements of the national models, which all required local programs to conduct develop
mental screenings but varied in their requirements for screening in other areas. Despite the
widespread use of screening, many local programs lacked protocols for education and sup
port in cases where screens detected problems. For example, when they entered MIHOPE,
only about half of the local programs had protocols for responding to developmental delays
and fewer than half had written protocols for the other problems that screens might detect,
such as maternal substance use, intimate partner violence, or poor parenting behavior. Turn
ing to referral policies, many local programs reported that home visitors were expected to
help families gain access to necessary resources, which is consistent with national model
requirements that home visitors monitor families’ success in using referrals.
Regarding the approaches that home visitors use in their daily work with families,
all four national models encouraged observation of parent-child interaction accompanied by
both positive and constructive feedback, and all of the national models encouraged home
visitors to use at least one supportive strategy such as goal setting, problem solving, or emo
tional support. However, only Early Head Start and Nurse-Family Partnership encouraged
home visitors to demonstrate positive parenting practices, and Early Head Start, Healthy
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Families America, and Nurse-Family Partnership encouraged home visitors to direct parentchild activities. In contrast to their national models, most local programs across all national
models reported that they encouraged the use of all of these techniques.
Implementation System
The implementation system is the link between intended and actual service delivery.
The components of the implementation system discussed in this report include staff devel
opment, clinical support, administrative support, and system support.
Staff Development
In web-based surveys, most home visitors indicated that they were expected to help
mothers across the range of outcomes described earlier. The vast majority of home visitors
also reported they were adequately trained to help mothers in these areas, and that local
programs provided useful strategies and tools to assist them in helping mothers.
Clinical Support
Because of the complex challenges seen in disadvantaged families, local programs
may provide home visitors with access to expert advice from clinical consultants. Overall,
about three-quarters of local programs reported that they did provide access to expert con
sultants, and the availability of expert consultants was relatively uniform across outcome
domains.
Links to Community Resources
Home visiting programs must work with other organizations to identify eligible
families and to connect them with needed services. Overall, two-thirds of local programs
had formal referral agreements with organizations in their communities, although fewer
than a quarter had formal referral agreements with health-related organizations.
Administrative Support
Nearly all local home visiting programs used management information systems for
internal program monitoring. Most monitored the number of referrals into their programs
and their retention rates, and most home visitors could use these systems to document what
happened during home visits. As required under MIECHV, the majority of local programs
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had undertaken continuous quality improvement activities in the year prior to entering
MIHOPE.8

Discussion
This report provides an early indication that MIECHV is being implemented in ways that
support its intended goals. First, states developed plans to use MIECHV funds to expand
evidence-based home visiting in at-risk communities. Reflecting those plans, local pro
grams are serving a high-needs group of mothers, including some of the high-priority
groups specified in the Affordable Care Act. Finally, MIECHV-funded programs appear to
be designed to help families overcome the multiple and severe problems they face, and
where there are gaps between families’ needs and the services they provide, they appear to
be paying attention to MIECHV goals and adjusting their priorities accordingly.
This report also sets the stage for future reports on the services delivered under
MIECHV and the effects of the home visiting programs on family and child outcomes. It
suggests that MIHOPE is well positioned to learn about the effects of home visiting for
many of the high-priority groups identified in the authorizing legislation. It also suggests
that MIHOPE can provide valuable information on several aspects of program implementa
tion, including how local program implementation varies across the national models and
how the quality of home visiting services varies with the priority that local programs and
national models give to different outcomes.

8

“Continuous quality improvement” is a process to ensure programs are systematically improving services
and increasing positive outcomes for the families they serve. See FRIENDS National
Resource Center for Community-Based Child Abuse Prevention, “Continuous Quality Improvement,” website:
http://friendsnrc.org/continuous-quality-improvement, accessed August 12, 2014.
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