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Appendix A: Maternal and Child Health Outcomes 

September 21, 2015 

As discussed in the memo to the Committee on the MIHOPE impact analysis, all four national 
home visiting models strive to improve child health and well-being, and the authorizing 
legislation for the MIECHV program indicates that home visiting programs should improve 
outcomes in these areas. This appendix summarizes information that was used to choose 
confirmatory outcomes in the area of maternal and child health and briefly describes exploratory 
outcomes that will be analyzed.  

Excluded from this list of outcomes are those related to prenatal health and birth outcomes, 
which will be analyzed in MIHOPE-Strong Start (which includes a larger sample of pregnant 
women). MIHOPE-Strong Start will present impacts of the Nurse-Family Partnership (NFP) and 
Healthy Families America (HFA) on prenatal care adequacy, birth outcomes (low birth weight 
and preterm birth), and neonatal health (for example, spending time in neonatal intensive care). 
These outcomes will not be presented as confirmatory or exploratory outcomes in the MIHOPE 
analysis since few families enrolled through Early Head Start—Home-Based Program Option 
(EHS) or Parents as Teachers (PAT) programs in MIHOPE are early enough in their pregnancies 
for home visiting to be likely to affect their birth outcomes.  

Confirmatory outcomes 

The memo on the impact analysis provides details on five confirmatory outcomes in the area of 
maternal health and child health, as shown in Appendix Table A.1. The proposed confirmatory 
outcomes in this area include the following: 

New pregnancy after study entry  
Mother has health insurance coverage 
Number of well-child visits  
Child has health insurance coverage 
Any child emergency department (ED) use 

Exploratory outcomes 

Appendix Table A.1 also shows several proposed exploratory health-related outcomes. These 
outcomes show some promise, either based on results of studies of the four national models or 
because they are highly conceptually and policy relevant. Each outcome has drawbacks as well, 
such as reliance on self-reports with evidence of under-reporting or a limited evidence base, 
which is why we propose that they should be considered exploratory. 



2 
 

Appendix Table A.1

Proposed Confirmatory and Exploratory Outcomes for Maternal and
Child Health

 

Favorable
results

Not favorable
results

No significant
resultsDomain and outcome Sourceb

Confirmatory outcomes
Maternal health

New pregnancy after study entry 2 0 7 FFI
Mother has health insurance coverage 0 0 1 MD, FFI

Child health
Number of well-child visits 1 0 13 MD, FFI
Child has health insurance coverage 2 0 2 MD, FFI
Any child ED use 2 0 10 MD, FFI

Exploratory outcomes
Maternal health

Smoking during pregnancy 1 0 0 BC, FFI
Smoking after birth 0 0 2 FFI
Substance use after birth 1 0 15 FFI
Depressive symptoms after birth 0 0 9 FFI (CES-D)
Self-reported health status 0 0 1 FFI
Receipt of behavioral health services 0 0 2 FFI

Child health
Has primary care provider 0 0 11 FFI
Immunization status 0 0 6 MD, FFI
Hospitalizations 0 0 2 MD, FFI
Child weight and height 0 0 0 IA
Breastfeeding 1 0 2 FFI

Number of results from prior studiesa

SOURCE: U.S. Department of Health and Human Services website HomVEE: 
http://homvee.acf.hhs.gov/.

NOTES: aThe evidence base presented in this table includes only findings for the four MIHOPE 
models and for children 2 years of age and younger. 

bFFI = Family follow-up interview; MD = Medicaid files; BC = Birth certificate data; CES-D 
= Center for Epidemiologic Studies Depression Scale; IA = Interviewer assessment.

Maternal health 
 

• Smoking behavior (during pregnancy and after birth). Although smoking is a well-
documented risk factor for poor birth and infant health outcomes, earlier studies have 
revealed mixed results on tobacco-related outcomes. In the Denver NFP trial, smokers 
who were visited by nurses showed significantly greater reductions in cotinine levels 

http://homvee.acf.hhs.gov/
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during pregnancy than did smokers in the control group.1 A high-quality study of HFA 
found no impacts on smoking during pregnancy, whether reported as any smoking or 
smoking frequency.2 Smoking behavior has also been examined after birth, and no study 
of the four national models has found statistically significant impacts on smoking after 
birth. There are also concerns regarding under-reporting of smoking (because of 
perceptions or fear of stigma) in both self-reports and birth certificate data. In addition, 
there is evidence that underreporting is greater among women who participate in an anti-
smoking intervention, which could result in estimated effects on smoking that overstate 
the programs’ true effect. Given the limited evidence and under-reporting concerns, we 
recommend smoking as an exploratory outcome. 
 

• 

 
• 

• 

• 

Substance use after birth (problematic alcohol consumption and use of illegal drugs). 
Because information on substance use is often lacking in administrative health data, 
almost all prior studies rely on self-reports of the mother, and these reports are subject to 
the same concerns of under-reporting as smoking behavior. Only one trial has found 
effects on substance use-related outcomes among mothers within two years after birth: an 
HFA study conducted in Arizona found reduced prevalence of problematic alcohol use 
among enrollees at 12 months follow-up.3  

Depressive symptoms after birth. Depression has often been measured in prior home 
visiting evaluations using of scales such as the Center for Epidemiologic Studies 
Depression (CES-D), the Edinburgh, and the Patient Health Questionnaire (PHQ). High 
scores on these scales are correlated with a clinical diagnosis of depression. Depression, 
alone or in combination with other risks, can impede the early development of children, 
particularly low-income young children.4 Although a number of home visiting studies 
have examined depression severity, no study has found statistically significant reductions 
in depression or depressive symptoms. Nevertheless, we recommend examining 
depressive symptoms as a secondary outcome because MIECHV includes depression 
screening as a benchmark area and helping mothers deal with depression has become an 
increasing focus of home visiting programs.  
 
Self-reported health status. Although improving maternal health is a MIECHV domain, 
there is scant evidence that home visiting programs improve maternal health status after 
birth, and it has rarely been examined in studies of home visiting. It is also not a 
benchmark construct. In MIHOPE, maternal health status is measured using self-reported 
health status (for example, excellent, very good, average, fair, poor) at follow-up. Self-
reported health status has been found to be highly correlated with health limitations and 
also is predictive of future health and morbidity. For these reasons, we recommend 
including maternal health status as an exploratory outcome. 
 
Receipt of behavioral health services. One NFP study and one HFA study have examined 
receipt of maternal mental health services as an outcome, but neither found statistically 

                                                           
1Olds et al. (2002).  
2Mitchell-Herzfeld et al. (2005). 
3LeCroy and Krysik (2011). 
4Knitzer, Theberge, and Johnson (2008). 
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significant impacts.5 In examinations of other home visiting evidence-based models, two 
positive findings were found in ChildFIRST evaluations. However, both of these impacts 
were on measures of access, not referrals. There is thus very little evidence of impacts for 
receipt of behavioral health services for mothers, although we include this indicator as an 
exploratory outcome of interest in the domain of maternal health. 

 

 
• 

 
• 

 
• 

 
• 

 
• 

Has a primary care provider (PCP). The presence of a PCP should promote preventive 
care and care coordination, and should thus reduce reliance on avoidable urgent or 
emergency care use. Most of the studies summarized in Appendix Table A.1 have not 
found evidence of impacts on the presence of a PCP for the child, as reported by parents. 
However, the Hawaii trial of HFA did find greater likelihoods of parental reports of the 
presence of a PCP who knows about the child’s history and family concerns.  

Immunization status. No high or moderate study of the four national models included in 
MIHOPE has found statistically significant estimated impacts on immunizations in 
children’s first and second years of life, and the effect sizes documented are small. 
However, home visiting programs are likely to encourage parents to maintain up-to-date 
immunizations for their children, given their documented, protective health effects. 

Hospitalizations. No study reviewed in Appendix Table A.1 has found significant 
reductions in hospitalizations for children, although other evidence-based models, such as 
The Early Intervention Program for Adolescents, have shown significant reductions in  
the number of additional days of hospitalization at six weeks postpartum and the total 
number of days for infant re-hospitalization during the first six weeks of life.6 Despite the 
limited evidence, we recommend examining hospitalizations as an exploratory outcome 
because of the health and cost implications. Furthermore, they can be measured with 
good accuracy with the use of Medicaid claims and encounter data. 

Child weight and height. MIHOPE will have objective (interviewer-assessed) information 
on the child’s weight and height from in-home data collection at follow-up. No study to 
our knowledge has examined child weight and height after birth among children under 
the age of 2. However, we include this indicator as a possible exploratory outcome 
because MIHOPE will have highly accurate reports, which could be used to assess under-
development of infants or excess weight gain in early childhood. 

Child health 

Breastfeeding. As part of their benchmark data, states are expected to report on 
breastfeeding. As documented in the MIHOPE Report to Congress, there is some 
variation in the emphasis placed on breastfeeding across the four national models in 
MIHOPE: HFA and NFP rate it as a high priority, while EHS and PAT rate it as a 
medium priority. The Home Visiting Evidence of Effectiveness (HomVEE) review 
provides thin evidence regarding mothers’ breastfeeding. Three studies have examined 

                                                           
5Olds et al. (2002); Anisfield, Sandy and Guterman (2004). 
6Koniak-Griffin, Anderson, Verzemnieks, and Brecht (2000). 
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breastfeeding and only one of them found a favorable impact: NFP mothers were 
statistically significantly more likely to have attempted breastfeeding than mothers in the 
control group at a two-year follow-up. In light of the fact that breastfeeding is a construct 
of interest in the MIECHV benchmarks, and given the emphasis that some home visiting 
models place on child health, we recommend including a measure of breastfeeding as an 
exploratory outcome. Using maternal reports, we could examine whether the mother ever 
breastfed, was currently breastfeeding, and length of time spent breastfeeding the target 
child. Given that rates of breastfeeding initiation tend to be inflated, since many mothers 
start breastfeeding in the birth hospital but then stop when they return home, our 
recommendation is to use a measure of breastfeeding duration (number of weeks or 
months). We suggest limiting the examination of breastfeeding to mothers who enrolled 
in MIHOPE while pregnant, because it would be difficult to interpret results for mothers 
who enrolled in MIHOPE after giving birth. We do not recommend including 
breastfeeding as a confirmatory outcome because, unlike other aspects of infant health 
(such as child insurance coverage or well-child visits), it is not a high priority for all four 
national models. As noted, we can only reasonably define the outcome for a subset of the 
families in the MIHOPE sample (mothers who enrolled prenatally). 
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Mother and Infant Home Visiting Program Evaluation (MIHOPE) 
Impact Analysis Plan 

Appendix B: Child Development Outcomes 

September 21, 2015 

As discussed in the memo to the Committee on the MIHOPE impact analysis, all four national 
home visiting models strive to improve child development and the authorizing legislation for the 
Maternal, Infant, and Early Childhood Home Visiting Program (MIECHV) indicates that home 
visiting programs should improve outcomes in this area. This appendix summarizes information 
that was used to choose confirmatory outcomes in the area of child development and briefly 
describes exploratory outcomes that will be analyzed.  
 
Confirmatory outcomes 

The memo to the Committee provides details on two proposed confirmatory outcomes in the area 
of child development, as shown in Appendix Table B.1 . The outcomes are:  

Behavior problems total score 
Language skills in normal range  

Exploratory outcomes 
 

 

We also propose eight exploratory outcomes in the area of child development. We propose to 
include these measures as exploratory outcomes either because they were examined in the Home 
Visiting Evidence of Effectiveness (HomVEE) review but no statistically significant favorable 
findings were reported or because the measure has not been used in prior studies of 15-month old 
children. Each of these measures is described below.  

• Social-emotional competence total score. Social-emotional competence encompasses a 
broad array of behaviors, including attention, compliance, prosocial peer relations, and 
empathy. Early prosocial behavior has been linked to children’s peer acceptance and 
academic achievement.1 In addition, children’s early attention-related skills have been 
found to be strong predictors of later school success.2 All four national models have been 
examined with regard to their impacts on social competence, but no favorable impacts 
have been found in the first two years of life. None of these studies used the Brief Infant 
Toddler Social Emotional Assessment (BITSEA), which is the measure used in 
MIHOPE. In light of the absence of favorable findings for children’s social competence, 
we propose to include it as an exploratory outcome, using the BITSEA social competence 
raw score. We considered whether to make social competence a confirmatory outcome 
since it is the counterpart to the BITSEA behavior problems scale and captures positive 

                                                           
1Ladd, Birch, and Buhs (1999). 
2Duncan et al. (2007). 
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dimensions of children’s social-emotional development. However, there is no evidence to 
suggest that it is sensitive to home visiting, so we think it belongs with outcomes that are 
examined for exploratory purposes. 
 
We also considered whether to create a total raw BITSEA score, using the behavior 
problems and social competence scales, which would allow us to include both BITSEA 
scales as confirmatory outcomes. However, there is no precedent for using a total raw 
BITSEA score. Furthermore, the total problem and competence scales seem to function 
differently. For example, they show different patterns of association with other child 
outcomes and have different levels of internal consistency.3 As a result, we think it is 
preferable to use them as separate measures in the impact analysis, with the behavior 
problems raw score included as a confirmatory outcome and the social competence raw 
score included as an exploratory outcome.  

 
Appendix Table B.1

Proposed Confirmatory and Exploratory Outcomes for Child Development

Favorable
results

Not favorable
results

No significant
resultsDomain and outcome Sourceb

Confirmatory outcomes
Behavior problems total score 4 0 10 FFI (BITSEA)
Language skills in normal range 4 0 19 PLS-5

Exploratory outcomes
Social-emotional competence total score 0 1 8 FFI (BITSEA)
Behavior during semi-structured play with parent

Engagement of parent 0 0 6 Three Bags
Sustained attention with objects 0 0 1 Three Bags
Negativity toward parent 0 0 1 Three Bags

Behavior during parent-directed task
Compliance 0 0 0 Clean-up task
Distress 0 0 0 Clean-up task

Sleep habits 0 0 0 FFI (BISQ)
Receipt of early intervention services 0 0 1 FFI

Number of results from prior studiesa

SOURCE: U.S. Department of Health and Human Services website HomVEE: 
http://homvee.acf.hhs.gov/.

NOTES: aThe evidence base presented in this table includes only findings for the four MIHOPE models 
and for children 2 years of age and younger. 

bFFI = Family follow-up interview; BITSEA = Brief Infant Toddler Social Emotional Assessment;
PLS = Preschool Language Scale, Fifth Edition; BISQ = Brief Infant Sleep Questionnaire.

 
                                                           

3Briggs-Gowan et al. (2004); Karabekiroglu et al. (2010). 

http://homvee.acf.hhs.gov/
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Children’s behavior during semi-structured play with parent. Although there is no 
evidence of impacts of home visiting programs on the three child behavior constructs 
captured by the Three Bags task, these behaviors are of interest because they have been 
linked to parenting behaviors. For instance, parental sensitivity when the child is 2 years 
old has been found to mediate the impact of Early Head Start―Home-Based Program 
Option (EHS) on children’s engagement with the parent at 3 years.4 Furthermore, these 
behaviors provide a direct window into the nature of parent-child interactions, which is of 
prime importance in a study of home visiting programs. Finally, the Three Bags scales 
have only been used in EHS, leaving open questions about whether any of the other three 
national models would affect outcomes that are based on the observational measure. 
Descriptions of the three subscales are provided below. 

 

Child engagement of parent reflects the extent to which the child initiates or 
maintains interaction with the parent and communicates positive regard or 
positive affect to the parent.5 This outcome has been studied in three of the four 
national models (two of which used observational measures other than the Three 
Bag scales) but no impacts have been found for children as young as 2 years of 
age.  
Child’s sustained attention with objects assesses the child’s sustained (for 
example, focused and exploratory) involvement with objects.6 EHS has looked at 
this outcome but it failed to find a statistically significant impact.7  
Child negativity toward parent captures the degree to which the child shows 
anger, hostility, or dislike toward the parent. 8  Only EHS has looked at this 
outcome and it failed to find a statistically significant impact.9  

Behavior during a parent-directed task. Clean-Up tasks have typically been conducted 
and used in studies with children ages 2 and above, so it is unclear if such a task is 
appropriate for use with children as young as 15 months of age. If the parenting behaviors 
captured in the Clean-Up task aren’t understood by 15-month-olds in the same way as 
they are by older children we might not expect parents to elicit the same behaviors from 
15-month-olds. In light of this uncertainty, a Clean-Up task was included in MIHOPE as 
an exploratory measure. We recommend including its two measures of child behavior for 
exploratory purposes to examine their use in a sample of 15-month-olds. Although there 
isn’t any evidence linking home visiting programs to these dimensions of child behavior, 
there is an extensive literature on the use of Clean-Up tasks that suggests that measures 
such as these are sensitive to changes in parental behavior and predictive of other child 
outcomes. For instance, children whose mothers are more controlling and provide less 

                                                           
4Love et al. (2002). 
5Ware et al. (2000). 
6Ware et al. (2000). 
7Love et al. (2001); Love et al. (2002). 
8Ware et al. (2000). 
9Jones-Harden, Chazan-Cohen, Raikes, and Vogel (2012); Love et al. (2001); Love et al. (2002). 
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guidance have been found to show less compliance, as rated during a Clean-Up task.10 
We describe the two subscales below. 
 

o 

o 

 
• 

• 

Child compliance measures the extent to which children engage in a task at a 
parent’s request.11 None of the home visiting models has examined impacts on 
child compliance. 
Child distress captures the degree to which children show frustration, anger, or 
signs of being upset when a parent asks them to engage in a task.12 None of the 
home visiting models has examined impacts on child distress. 

Sleep habits. The ability to sleep through the night typically develops in the first year of 
life. However, a substantial share of infants and toddlers do not achieve this goal and 
their sleep continues to be fragmented.13 No studies to our knowledge have assessed the 
impact of home visiting on outcomes related to children’s sleep habits in the first two 
years of life. Nevertheless, we propose to include one measure of sleep habits or more as 
exploratory outcomes in the impact analysis because anecdotal evidence suggests that 
local home visiting programs in MIHOPE may be targeting certain aspects of children’s 
sleep habits, perhaps especially regarding getting parents to put infants to sleep in a crib 
and on their backs. The measure of children’s sleep habits included in MIHOPE is the 
parent-reported Brief Infant Sleep Questionnaire (BISQ), which can be used to create a 
variety of sleep-related measures, including sleep duration, whether the child’s sleep is 
problematic, where the child sleeps, and the position in which the child sleeps. 
 
Receipt of early intervention services. Only one prior study of the four national models 
has examined the use of early intervention services with children under the age of 2 
years, and this study of an HFA program did not find statistically significant effects.14 
Studies of EHS have found significant increases on eligibility and receipt of early 
intervention services for children over age 2 years. This combination of evidence 
prompted the team to include an indicator of intervention service receipt as an 
exploratory outcome. 

                                                           
10Braungart-Rieker, Murphy-Garwood, and Stifter (1997). 
11Morin, Martin, and Brooks-Gunn (2014). 
12Morin, Martin, and Brooks-Gunn (2014). 
13Sadeh (2004). 
14Anisfield, Sandy, and Guterman (2004). 
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Appendix C: Child Maltreatment Outcomes 

September 21, 2015 

As discussed in the memo to the Committee on the MIHOPE impact analysis, the authorizing 
legislation for the Maternal, Infant, and Early Childhood Home Visiting program (MIECHV) 
indicates that home visiting programs should aim to improve outcomes related to the prevention 
of child injuries and maltreatment, and three of the four national models being studied in 
MIHOPE name the prevention of child maltreatment as their mission or as a program outcome. 
This appendix describes some of the information that was considered in choosing confirmatory 
and exploratory outcomes for the MIHOPE impact analysis in the area of child maltreatment.   

Appendix Table C.1 summarizes evidence from the Home Visiting Evidence of Effectiveness 
(HomVEE) review and indicates which outcomes we recommend as confirmatory or exploratory 
for child maltreatment. The evidence base referred to below is limited to studies of the four 
MIHOPE national models for children 2 years of age and younger. Most of the studies are of 
Healthy Families America (HFA) programs, although there is also some evidence from studies of 
Nurse-Family Partnership (NFP) programs. 

Confirmatory outcomes 

As discussed in the memo to the Committee on the impact analysis, we recommend three 
confirmatory child maltreatment outcomes, as shown in the first panel of Appendix Table C.1 
and listed below:  

Frequency of minor physical assault  
Frequency of psychological aggression  
Health care encounter for injuries and ingestions  

Exploratory outcomes  

We recommend including several exploratory child maltreatment outcomes, which are shown in 
the second panel of Appendix Table C.1. These outcomes are important because they are highly 
conceptually relevant and frequently included in the home visiting literature. However, each has 
drawbacks, such as a limited evidence base for favorable impacts or that it is a relatively rare 
occurrence in children of this age. In particular, there is little evidence in studies using rigorous 
evaluative methods of impacts on maltreatment reports to child welfare agencies for children 
under 2 years of age. This is in part because there are typically few reports to child protective 
services for such young children. 
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Appendix Table C.1

Proposed Confirmatory and Exploratory Outcomes for Child Maltreatment

Favorable
results

Not favorable
results

No significant
resultsDomain and outcome Sourceb

Confirmatory outcomes
Frequency of minor physical assault 3 0 9 FFI (CTSPC)
Frequenc of psychological aggression 2 0 12 FFI (CTSPC)
Health care encounter for injuries or ingestion 4 1 8 MD; FFI

Exploratory outcomes
Severe or very severe physical abuse 2 0 22 FFI (CTSPC)
Substantiated maltreatment 0 0 7 CWS
Any maltreatment report 0 0 2 CWS; FFI
Loss of custody 0 0 1 CWS

Number of results from prior studiesa

SOURCE: U.S. Department of Health and Human Services website HomVEE: 
http://homvee.acf.hhs.gov/.

NOTES: aThe evidence base presented in this table includes only findings for the four MIHOPE 
models and for children 2 years of age and younger. 

bFFI = Family follow-up interview; CTSPC = Conflict Tactics Scale  Parent-Child version; MD 
= Medicaid files; CWS = Child Welfare files.

 
• 

• 

Severe or very severe physical abuse. This indicator is a measure of behaviors such as 
shaking the child, slapping the child on the face, or hitting with a hard object on a body 
part besides the buttocks, as derived from the Conflict Tactics Scale — Parent-Child 
version (CTSPC). Severe physical abuse measures (including more traditional measures 
such as extreme physical abuse, severe physical abuse, very severe physical abuse and 
severe or very severe physical assault, and less traditional permutations such as shaking 
the child and hitting the child with an object) have been examined relatively often in 
studies of home visiting, but only in studies of HFA programs. Significant favorable 
impacts were recorded in two cases on outcomes examined in studies of Healthy Families 
New York.1 Given the relatively infrequent occurrence of these behaviors, we are leaning 
toward using a binary measure for this outcome.  
 
Any substantiated maltreatment report by 15 months of age. Of the studies included in 
our review of the HomVEE evidence on child maltreatment outcomes, four included 
substantiated or confirmed cases of child abuse or neglect as an outcome measure in 
children age 2 years and younger (three HFA and one NFP). Across these four studies, 
there were no favorable significant program effects on substantiated maltreatment. Our 
initial recommendation is to include all types of abuse in this measure. If we find an 
overall impact, it may be worthwhile to conduct additional analyses to determine whether 

                                                           
1DuMont et al. (2008). 

http://homvee.acf.hhs.gov/
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reductions in certain types of abuse are driving impacts. Because neglect reports are the 
most prevalent, many studies look at reports for neglect separately. This approach may be 
worthwhile, especially if there are significant impacts for all reports combined.  

 
• 

• 

 

Any maltreatment report by 15 months of age. HomVEE did not include unsubstantiated 
maltreatment reports as a confirmatory or exploratory outcome. One of the studies 
included in our review of the HomVEE evidence did include an outcome measure of any 
report of child abuse or neglect (regardless of substantiation), however. In this study, no 
favorable significant program effects were found on any report of the maltreatment 
measure. We believe it is important to consider all reports (including unsubstantiated 
reports) because 1) suspected abuse (in addition to substantiated abuse) is included as a 
MIECHV benchmark indicator and 2) reports, irrespective of disposition, have become 
the current standard for research. Results from several studies have suggested that 
substantiated and unsubstantiated cases of abuse may not differ in existing risk factors or 
in future risk and therefore call into question the utility of the substantiation classification 
and bolster the viewpoint that unsubstantiated reports should not be excluded from 
research.2 A concern with including unsubstantiated reports is that the intervention being 
tested may increase the detection of maltreatment, a phenomenon referred to as 
surveillance bias. While little research has been conducted to systematically examine 
surveillance bias in research using child welfare report outcomes, one recent study has 
attempted to provide some information about this issue. Using data from two child 
maltreatment intervention evaluations, this study found that (1) while surveillance bias 
was substantial during time periods when clients were actively engaged in services, these 
substantial effects appeared to be washed out in the overall findings due to the fact that 
clients dropped out of services; (2) surveillance reports were often not unique – about 
half of cases with surveillance reports also had other nonsurveillance reports; (3) 
surveillance bias was not greater in home-visiting services than in center-based services; 
and (4) that surveillance reports (reports made by direct service providers) were as severe 
as nonsurveillance reports.3  
 
Any loss of custody by 15 months of age. This measure is represented by formal removal 
of the child from the biological mother as tracked in state Child Protective Services 
(CPS) records. It is often used in cost-benefit analyses of home visitation because 
removing children from their home constitutes a large expense to the state, and to the 
extent that home visiting reduces the prevalence of removal and the days spent in out-of-
home placement, these expenses could be substantially reduced. While we expect the 
prevalence of this outcome to be extremely low by 15 months of age, and existing 
evidence from one HFA study does not support significant impacts, we recommend 
including it as an exploratory outcome. 

                                                           
2Hussey et al. (2005); Kohl, Jonson-Reid, and Drake (2009); Leiter, Myers, and Zingraff (1994). 
3Chaffin and Bard (2006). 
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Appendix D: Parenting Outcomes 

September 21, 2015 
 

As discussed in the memo to the Committee on the MIHOPE impact analysis, all four national 
home visiting models strive to improve parenting, and the authorizing legislation for the 
Maternal, Infant, and Early Childhood Home Visiting (MIECHV) program indicates that home 
visiting programs should improve outcomes in this area. This appendix provides details about the 
information that was considered in choosing confirmatory and exploratory outcomes for the 
MIHOPE impact analysis in the areas of parenting.  
 

 

 
• 
• 

 

 

 
• 

• 

• 

• 
• 

• 
• 

 

Confirmatory outcomes  

The memo to the Committee on the impact analysis provides details on the two proposed 
confirmatory outcomes in the area of parenting, which are as shown in Appendix Table D.1 and 
listed below.  

Quality of the home environment 
Parental supportiveness 

Exploratory outcomes 

We also propose a number of exploratory outcomes in the area of parenting, namely: 

The seven subscales from the Infant-Toddler Home Observation for Measurement of the 
Environment (IT-HOME). These subscales include parental warmth, parental verbal 
skills, parental lack of hostility, learning and literacy, home interior, developmental 
advance, and activities and outings. 
The three subscales that make up parental supportiveness from the Three Bags task 
(parental sensitivity, parental positive regard, and parental stimulation of cognitive 
development).  
The three Three Bags subscales that capture negative dimensions of parenting (parental 
intrusiveness, negative regard, and detachment). 
Nonviolent discipline from the Conflict Tactics Scale ― Parent-Child version (CTSPC). 
The four subscales from the Clean-Up task that capture discipline strategies during a 
parent-directed task (gentle guidance, control, negative control, and takes over).  
Awareness about health and safety hazards.  
Parenting stress from the Parenting Stress Index ― Short Form (PSI-SF).  
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Appendix Table D.1

Proposed Confirmatory and Exploratory Outcomes for Parenting

Favorable
results

Not favorable
results

No significant
resultsDomain and outcome Sourceb

Confirmatory Outcomes
Quality of home environment 4 0 9 IT-HOME
Parental supportiveness 0 0 8 Three Bags

Exploratory Outcomes
Parental sensitivity and warmth 2 0 10

Parental warmth IT-HOME
Parental sensitivity Three Bags
Parental positive regard Three Bags

Parental support for learning and development 2 1 38

Learning and literacy IT-HOME
Developmental advance IT-HOME
Parental stimulation of cognitive development Three Bags

Parental verbal skills 0 0 1 IT-HOME
Parental lack of hostility 0 1 9 IT-HOME
Home interior 0 0 0 IT-HOME
Activities and outings 0 0 5 IT-HOME
Parental intrusiveness 0 0 1 Three Bags
Parental negative regard 0 0 5 Three Bags
Parental detachment 0 0 1 Three Bags
Nonviolent discipline 2 0 21 FFI (CTSPC)
Discipline strategies during parent-directed task 0 0 0

Gentle guidance Clean-Up task
Control Clean-Up task
Negative control Clean-Up task
Takes over Clean-Up task

Awareness about health and safety hazards 1 0 12 FFI
Parenting stress 1 0 5 FFI (PSI-SF)

Number of results from prior studiesa

SOURCE: U.S. Department of Health and Human Services website HomVEE: http://homvee.acf.hhs.gov/.

NOTES: aThe evidence base presented in this table includes only findings for the four MIHOPE models 
and for children 2 years of age and younger.

bIT-HOME = Infant-Toddler Home Observation for Measurement of the Environment; FFI = Family 
follow-up interview; CTSPC = Conflict Tactics Scale — Parent-Child version; PSI-SF = Parenting Stress
Index — Short Form.

  

http://homvee.acf.hhs.gov/
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Evidence for the IT-HOME  

 

 

 

 

Although all four national models have found statistically significant effects using the IT-
HOME, there is less consistency in the evidence of the effects of home visiting programs on 
dimensions of parenting captured by the available observational and self-reported measures in 
MIHOPE. In this section of the memo, we assess the evidence related to the IT-HOME and 
implications for identifying of key outcome measures in this domain.  

Appendix Table D.1 summarizes the Home Visiting Evidence of Effectiveness (HomVEE) 
review findings on parenting when children are 2 years old or younger at follow-up. This 
summary does not account for factors such as the magnitude of the findings. It only captures the 
number of positive statistically significant impacts (“Favorable findings” versus “Unfavorable 
findings” and findings that are “Not significant”). It also does not capture sample size and 
population characteristics, which are additional dimensions that could be used to consider prior 
research. To handle inconsistencies in the way that dimensions of parenting are defined in the 
literature, we have grouped conceptually similar constructs together and created names for these 
constructs, such as “Parental sensitivity and warmth,” regardless of how they were measured in 
previous studies. For the outcomes that correspond to one of the seven IT- HOME subscales or 
the overall quality of the home environment (HOME total score), the IT-HOME has been used 
far more frequently than other instruments.1  

 In general, Appendix Table D.1 suggests that there is fairly consistent evidence of home 
visiting effectiveness for the IT-HOME total score, labeled “Quality of home environment.” Four 
of the 13 studies that examined the IT-HOME total score (one for each of the four national 
models) found favorable impacts. Furthermore, the IT-HOME total score has been linked to 
children’s cognitive development in the first two years of life, with correlations of small to 
moderate size, suggesting a possible pathway through which home visiting programs might 
influence child development. 2  Finally, the IT-HOME is appealing because it is largely an 
observational measure. When there is empirical evidence to support the use of observational 
measures, we prioritize their selection over parent-reported measures, as the former provide more 
objective ratings of parenting and are typically subject to less bias. In light of the above, we 
recommend including the IT-HOME total score as a confirmatory outcome.3  

There is less consistent evidence of effectiveness across any of the other parenting outcomes 
or measures used in prior research. Some of the IT-HOME subscales have also been linked to 
children’s social-emotional development, but the associations are weak.4 For these reasons, we 
would present the IT-HOME subscales as exploratory outcomes, which could be examined to 

                                                           
1The IT-HOME is a version of the HOME used for families with infants and toddlers. The HomVEE review, 

which was this memo’s main source on evidence of the prior effects of home visiting, did not always indicate which 
version of the HOME was used in a study. Since this memo presents evidence from HomVEE only for children 2 
years of age and younger, the memo assumes that the studies cited had used the IT-HOME.  

2Bradley et al. (1989); Holditch-Davis et al. (2000); Totsika and Sylva (2004). 
3Pending measurement work, we plan to use the set of HOME subscales proposed by Linver, Martin, and 

Brooks-Gunn (2004) and reflected in the list above. 
4Linver, Martin, and Brooks-Gunn (2004). 
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disaggregate an impact on the IT-HOME total score. The following subscales are included in the 
IT-HOME:  

 
• 

• 

• 

• 

• 

• 

• 

 

 

 

 

Parental warmth, which includes the parent’s praise and expression of positive feelings 
toward the child 
Parental verbal skills, which includes whether the parent’s speech is distinct and audible 
and whether the parent converses freely and easily 
Parental lack of hostility, which captures the parent’s avoidance of restriction and 
punishment 
Learning and literacy, which reflects the presence of cognitively stimulating parent-child 
interactions, toys, books, or equipment 
Home interior, which captures whether the home is dark, overcrowded, and reasonably 
clean5 
Developmental advance, which captures the parent’s support of children’s 
developmentally appropriate play and use of relevant materials 
Activities and outings, including regular trips to the grocery store and doctor’s office6 

Evidence for the Three Bags task  

The Three Bags task includes six parenting subscales: parental sensitivity, parental positive 
regard, parental stimulation of cognitive development, parental intrusiveness, parental negative 
regard, and parental detachment. All of these subscales are thought to be important predictors of 
children’s development. Although the Three Bags task has only been examined in evaluations of 
Early Head Start ― Home Based Option (EHS), many of these subscales are conceptually 
similar to dimensions of parenting that have been examined in other HomVEE studies that have 
not used the Three Bags task. In this section, we discuss the positive parenting outcomes that 
could be defined using the Three Bags task. Later in this appendix, we discuss the negative 
parenting outcomes.  

In prior home visiting evaluations, the most common approach to defining parenting 
outcomes using the Three Bags task has been to combine the three subscales related to positive 
parenting ― parental sensitivity, parental stimulation of cognitive development, and parental 
positive regard ― into one measure of parental supportiveness.7 Eight studies have examined 
this outcome. Only one of these studies used the Three Bags task. According to HomVEE, there 
is no evidence of effectiveness of home visiting programs on this outcome (as shown in 
Appendix Table D.1).  

Two of the Three Bags subscales related to parental supportiveness ― parental sensitivity 
and parental positive regard ― are also conceptually similar to the dimension of parenting that 
we refer to as parental sensitivity and warmth in Appendix Table D.1. There is some evidence 

                                                           
5Relevant items are from the Early-Childhood HOME, not the IT-HOME, but are being collected in MIHOPE. 
6Linver, Martin, and Brooks-Gunn (2004) dropped this subscale from their analysis because the alpha was too 

low. 
7Other, less common, alternatives to using the Three Bags scales include creating one composite across all six 

subscales, creating one composite for positive parenting and another for negative parenting, and creating a positive 
parenting composite using the parental sensitivity and parental positive regard subscales. 
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that home visiting programs can positively affect this outcome – 2 out of 12 studies show 
positive impacts on parental sensitivity and warmth. However, all of these prior studies used 
either the IT-HOME or the observational Nursing Child Assessment Satellite Training (NCAST). 
No prior evaluations reviewed by HomVEE examined parental sensitivity and warmth using the 
Three Bags subscales.  

 

 

 

 

 

Last, the Three Bags subscale of parental stimulation of cognitive development is 
conceptually aligned with the dimension of parenting that we refer to as parental support for 
learning and development in Appendix Table D.1. There is some evidence that home visiting 
programs can positively affect this outcome; 2 out of 41 studies show positive impacts on 
parental support for learning and development. However, all of these prior studies used the IT-
HOME, the NCAST, or parent-reported measures. There are no prior HomVEE evaluations that 
defined parental support for learning and development using the Three Bags subscales to our 
knowledge.  

Thus, the prior HomVEE evidence for these outcomes (parental supportiveness, parental 
sensitivity and warmth, and parental support for learning and development) is fairly weak. This 
finding raises questions for us about whether the evidence is strong enough to warrant 
examination of a confirmatory parenting outcome in MIHOPE using the Three Bags scales. We 
therefore considered other pieces of evidence.  

In the prior evaluation of EHS, the null finding for the Three Bags measure of parental 
supportiveness was of marginal statistical significance (p < 0.10) and was based on a sample of 
794 families. The impact estimate had an effect size of 0.14. It could be that this impact was too 
small to be detected with the available sample. Because the MIHOPE sample is much larger, we 
would have sufficient power to detect an impact of this magnitude, which suggests that MIHOPE 
might be in a better position to detect potential impacts of home visiting programs on parental 
supportiveness, as measured by the Three Bags task, than EHS. 

Furthermore, parental supportiveness, as measured by the Three Bags task, has been linked to 
children’s cognitive and social-emotional development in the first two years of life, with 
correlations of small to moderate size.8 Finally, as an observational measure, use of the Three-
Bag task is appealing because it is subject to less bias than self-reported parenting measures. 

In light of the above, we propose including a composite measure of parental supportiveness 
as a confirmatory outcome, and the subscales of parental sensitivity, parental positive regard, and 
parental stimulation of cognitive development as exploratory outcomes. An examination of these 
individual subscales as exploratory outcomes would allow for further exploration of why we did 
or did not find an impact on the supportiveness composite. Measurement work would confirm 
that the creation of a composite measure of parental supportiveness is warranted. If not, we 
would consider raising to confirmatory outcomes some or all of the individual subscales 
(parental sensitivity, parental positive regard, and parental stimulation of cognitive development) 
from the Three Bags task.  

                                                           
8Cabrera, Fagan, Wight, and Schadler (2011); Ryan, Martin, and Brooks-Gunn (2006). Cabrera, Fagan, Wight, 

and Schadler (2011) used the Two-Bag task, a shortened version of the Three-Bag task that was scored using the 
observational rating system for the Three-Bag task. 
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Other exploratory parenting outcomes 

In addition to the subscales from the IT-HOME and Three Bags task mentioned above, we 
propose including several additional exploratory parenting outcomes with more limited evidence 
of effectiveness from HomVEE. These are the following: 

The three subscales from the Three Bags that capture negative dimensions of parenting: 
parental intrusiveness, negative regard, and detachment. A small number of studies have 
examined these outcomes but have not found significant effects. Furthermore, the EHS 
evaluation is the only study included in HomVEE that measured these three outcomes 
using the Three Bags task. We do not propose to make these three outcomes 
confirmatory, unlike parental supportiveness, because they have been examined less 
frequently. However, as was the case for the Three Bags measure of parental 
supportiveness, the null finding for parental detachment in the EHS evaluation was of 
marginal statistical significance (p < 0.10) and was based on a sample of 794 families. 
The impact estimate had an effect size of –0.15. It could be that this impact was too small 
to be detected in the EHS sample. Because the MIHOPE sample is much larger, 
MIHOPE might be in a better position to detect potential impacts of home visiting 
programs on parental detachment than the EHS evaluation, as measured by the Three 
Bags task. In light of this possibility, we propose to include parental detachment as an 
exploratory parenting outcome. We also propose to include parental intrusiveness and 
negative regard as exploratory outcomes to assess their use in a larger sample and in the 
context of national home visiting models other than EHS. As already noted, use of the 
Three Bags task is appealing because it is subject to less bias than self-reported parenting 
measures. The three negative dimensions of parenting captured by the Three-Bag task are 
described below. 

Parental negative regard captures the parent’s expression of discontent with, 
anger toward, disapproval of, and rejection of the child.  
Parental detachment captures the parent’s awareness of, attention to, and 
engagement with the child (where a detached parent displays low levels of 
these behaviors).  
Parental intrusiveness reflects the degree to which the parent exerts control 
over the child rather than acting in a way that respects the child’s perspective.  

Nonviolent discipline. A large number of studies reviewed by HomVEE have looked at 
nonviolent discipline but only two have found favorable findings.in addition, MIHOPE 
included only two items on nonviolent discipline that were part of the CTSPC, which is 
being used to measure confirmatory outcomes in the area of child maltreatment. Because 
of the limited effects found in prior studies and the inclusion of so few items on this 
construct in the MIHOPE follow-up survey, we propose to examine nonviolent discipline 
as an exploratory outcome.  
 
Discipline strategies during a parent-directed task (the Clean-Up task). The literature on 
parental discipline and child development has identified a number of discipline strategies 
that are associated with young children’s compliance and behavior in the context of a 
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parent-directed task. Four of these are the focus of the Clean-Up task, an observational 
parent-child interaction rating scale that captures parental strategies to induce children’s 
compliance. The four strategies are gentle guidance, control, negative control, and takes 
over.  

 
o 

o 

o 

o 

 
• 

• 

Gentle guidance measures the extent to which the parent encourages and 
motivates the child’s clean-up behaviors.  
Control measures the extent to which the parent tries to control the child’s 
clean-up behavior instead of encouraging the child  to do it alone .  
Negative control measures the extent to which the parent controls the child’s 
clean-up behavior using harsh physical manipulation, punishment, criticism, 
or power assertion.  
Takes over measures the extent to which the parent performs the clean-up task 
herself instead of allowing the child an opportunity to participate.  
 

Although Clean-Up tasks have been used in numerous studies, they have typically been 
used with children ages 2 and above. This is one of the first instances in which a Clean-
Up task is being used with children as young as 15 months of age. As a result, it is 
unclear whether it is appropriate for use with this age group. For instance, it could be that 
the parenting behaviors captured in the Clean-Up task aren’t understood by 15-month-
olds in the same way as they are by older children. In light of this uncertainty, the Clean-
Up task was not included in MIHOPE with the intention of using it as a confirmatory 
outcome measure. We recommend including these measures for exploratory purposes to 
examine their use in a sample of 15-month-olds. Although none of the home visiting 
studies reviewed by HomVEE examined these discipline strategies, a Clean-Up task has 
been used with some success in a study of the Family Check-Up program when children 
were 3 years old.9 

Awareness about health and safety hazards. Each of the four national home visiting 
models has been assessed on its ability to increase parents’ awareness about health and 
safety hazards. Measures ranged from observed (for example, child play area is safe)10 to 
parent reports (for example, presence of syrup of ipecac, poison control number, gates or 
doors in front of stairs, guards or gates for windows, covers on electrical outlets, working 
smoke alarm, uses a car seat, and child safety checklist).11 A favorable impact of Healthy 
Families America (HFA) was found on observed safety practices but not on parent-
reported measures. We recommend making this outcome exploratory because the 
MIHOPE measure is based on parent reports.  
 
Parenting stress. A number of studies of EHS and HFA have examined parenting stress 
but have not found significant impacts. We propose to include parenting stress as an 
exploratory outcome because it is one of the constructs that is captured in the MIECHV 
benchmark for improvements in children’s school readiness and achievement. The 
measure of parenting stress included in MIHOPE is the parent-reported PSI-SF. 

                                                           
9Dishion et al. (2008). 
10Love et al. (2001). 
11Love et al. (2001); Mitchell-Herzfeld et al. (2005). 
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Appendix E: Domestic Violence Outcomes 

September 21, 2015 

This appendix describes some of the information that was considered in choosing confirmatory 
and exploratory outcomes for the MIHOPE impact analysis in the area of domestic violence. As 
discussed in the main memo to the Committee on the impact analysis, the four national home 
visiting models being studied in MIHOPE place somewhat different emphases on reducing 
domestic violence, but domestic violence is included in the Maternal, Infant, and Early 
Childhood Home Visiting (MIECHV) program benchmarks.  

 

 

 

The MIHOPE 15-month follow-up survey includes a limited set of items for measuring 
domestic violence outcomes . The specific items available are: the short form of the Women’s 
Experience of Battering (WEB) scale and a shortened version of the Conflict Tactics Scale 
(CTS) which includes physical perpetration and physical victimization items. Additional items 
ask respondents about their use of domestic violence services and domestic violence shelter. 
Appendix Table E.1 summarizes evidence from the Home Visiting Evidence of Effectiveness 
(HomVEE) review on domestic violence outcomes that could be analyzed in MIHOPE.  

Confirmatory outcomes  

As noted in the memo to the Committee on the impact analysis, we propose no confirmatory 
outcomes in the area of domestic violence because there is little evidence from prior studies that 
home visiting programs would affect these outcomes at such an early stage.  

Exploratory outcomes 

We recommend five exploratory domestic violence outcomes, which are shown in the second 
panel of Appendix Table E.1. These outcomes are recommended as exploratory because of their 
limited evidence base.  

Maternal perpetration — physical assault. Maternal physical perpetration of domestic 
violence has not been examined in any prior follow-ups when children were two years or 
younger. Despite the lack of evidence on this outcome, we recommend including it as an 
exploratory outcome, particularly in light of our finding of high rates of maternal 
perpetration at baseline.1  

The physical perpetration outcome will be created using items from the CTS that capture 
how many times the respondent threw something at her partner; pushed, shoved, hit, 

                                                           
1Michalopoulos et al. (2015). 
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slapped or grabbed her partner; used a knife, gun, or weapon on her partner; or choked, 
slammed, kicked, burned or beat her partner. 

 

• 

• 

Appendix Table E.1

Proposed Confirmatory and Exploratory Outcomes for Domestic Violence

Domain and outcome Favorable Not favorable Not significant Sourceb

Confirmatory Outcomes
— — — —

Exploratory Outcomes
Physical assault

Maternal perpetration 0 0 0 FFI (CTS)
Maternal victimization 0 0 3 FFI (CTS)

Experience with battering
Maternal victimization 0 0 0 FFI (WEB)

Domestic violence services
Received any domestic violence services 0 0 1 FFI
Spent time in domestic violence shelter 0 0 0 FFI

Results from prior studiesa

NOTES: aThe evidence base presented in this table includes only findings for the four MIHOPE 
models and for children two years and younger. 

bFFI = Family Follow-Up Interview; CTS = Conflict Tactics Scale; WEB = Women's 
Experience with Battering

 

 

Maternal victimization — physical assault. Among the four national models in MIHOPE, 
only four HFA studies have examined physical abuse outcomes, and no statistically 
significant favorable effects have been found in these three examinations.2 The physical 
victimization outcome will be created using items from the CTS that correspond to those 
used for maternal perpetration, plus an item about the partner using threats or force (like 
hitting, holding down, or using a weapon) to make the respondent have sex. Though this 
latter item is generally examined as part of a sexual coercion subscale, we have placed it 
with the physical assault items in our analysis because we included only one sexual 
coercion item on our survey. We will note the inclusion of this item when we report 
results for this measure. 

Maternal victimization — experience with battering. Women’s experience with battering 
is being measured through the WEB . Although the WEB has not previously been used in 
studies of home visiting programs, it was included in the MIHOPE follow-up survey 
because of concerns that the CTS does not capture information about context, meanings 
or motives, and does not allow a distinction to be made between aggressive abuse and 

                                                           
2Duggan et al. (2004b); Landsverk et al. (2002). 
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acts of self-defense.3 In addition, the particular CTS items used on the follow-up survey 
do not capture information about the severity of behaviors and whether injuries were 
sustained. Though the WEB does not address all of these concerns, it does go beyond 
counts of behaviors to obtain information about shame, lack of control, and feeling 
unsafe.  
 

 
• 

 
 
 

              

The analysis will also include an exploratory measure to look at the overlap between the  
measures described above so that we better understand their context. 

Receipt of domestic violence services. Finally, we propose presenting two measures of 
service receipt as exploratory outcomes: receipt of any domestic violence services (such 
as counseling) and whether the mother spent time in a domestic violence shelter. We 
have considered incorporating information from the baseline survey to try to better 
measure respondents’ need for services. For example, these results could be analyzed for 
the subgroup of mothers who indicated on the baseline survey that they had experienced 
domestic violence or used domestic violence services prior to entering the program.  

                                             
3DeKeseredy and Schwartz (1998). 
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Appendix F: Family Economic Self-Sufficiency Outcomes 

September 21, 2015 

As discussed in the memo to the Committee on the MIHOPE impact analysis, all four national 
home visiting models place a high priority on improving family economic self-sufficiency, and 
the authorizing legislation for the Maternal, Infant, and Early Childhood Home Visiting 
(MIECHV) program indicates that home visiting programs should improve outcomes in these 
areas. This appendix describes some of the information that was considered in choosing 
confirmatory outcomes for the MIHOPE impact analysis in the area of family economic self-
sufficiency. We included health insurance under health outcomes, so this appendix focuses on 
other aspects of economic self-sufficiency.  

Appendix Table F.1 summarizes results from the Home Visiting Evidence of Effectiveness 
(HomVEE) review on economic self-sufficiency for families with children under two years old. 
Outcomes of interest were restricted to those measured within two years of the child’s birth and 
outcomes that focused on the mother, family, or household as opposed to those that focused on 
the child, father, or mother’s partner. Due to the wide variety of economic measures included, 
outcomes were classified into the categories presented in Appendix Table F.1. The outcomes are 
discussed below. 

Confirmatory outcomes 

The memo to the Committee on the impact analysis notes that we propose one confirmatory 
outcome in the area of family economic self-sufficiency: whether the caregiver is receiving 
education or training when they complete the follow-up survey.  

Exploratory outcomes 

Because other measures ― particularly those related to employment and receipt of public 
assistance ― have been extensively examined but have not usually generated statistically 
significant impacts, we propose including employment and earnings, public assistance receipt, 
and food sufficiency as exploratory outcomes. Although the Nurse-Family Partnership (NFP) has 
found increased employment for mothers, these findings have been for families with much older 
children.  



24 
 

Appendix Table F.1

Proposed Confirmatory and Exploratory Outcomes for Family
Economic Self-Sufficiency

Domain and outcome

aNumber of results from prior studies

bSource
Favorable

results
Not favorable

results
No significant

results

Confirmatory Outcomes
Receiving education or training 9 0 16 FFI

Exploratory Outcomes
Receiving public assistance 0 0 31 FFI
Food insecure 0 0 0 FFI
Employed 5 quarters after birth 1 2 23 NDNH
Earnings 5 quarters after birth 0 0 3 NDNH
Used non-parental child care 0 0 5 FFI
Receipt of transportation services 0 0 0 FFI

SOURCE: U.S. Department of Health and Human Services website HomVEE: 
http://homvee.acf.hhs.gov/.

NOTE: aThe evidence base presented in this table includes only findings for the 
four MIHOPE models and for children 2 years of age and younger. 

bFFI = Family follow-up interview; NDNH = National Database of New Hires.

 
 

• 

• 

Public assistance receipt. Regarding public assistance, prior studies have examined the 
impacts of home visiting on a wide range of benefits, including AFDC or Temporary 
Assistance for Needy Families (TANF) (20 estimates); food stamps or the Supplemental 
Nutritional Assistance Program (SNAP) (3 estimates); Women, Infants, and Children 
(WIC) (2 estimates); Section 8 vouchers (1 estimate); Medicaid (1 estimate); and 
unspecified measures of public assistance (3 estimates). In addition, studies of all four 
national models have examined this area of outcomes. As indicated in Appendix Table 
F.1, no study has found statistically significant effects on any aspect of public assistance 
by the time the child is 2 years old. However, because there is substantial policy interest 
in this outcome, we would present impacts on TANF, SNAP, WIC, and disability 
benefits (the four measures of public assistance available through the MIHOPE follow-up 
survey) as exploratory outcomes.  
 
Food insecurity. As noted in the table, no prior studies of home visiting have looked at 
the effects of home visiting on food security in the first two years. For that reason, 
impacts on food security are considered exploratory. One question for discussion is 
whether to measure impacts on food security ― and perhaps impacts on receipt of food 
related benefits through SNAP and WIC ― for the group of families who were food 
insecure at baseline. This comparison may make sense since home visiting programs 
would presumably help such families obtain any assistance for which they are eligible. In 
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MIHOPE, families are considered food insecure at baseline if the woman indicated she 
was worried that food would run out before they had money to buy more or if in the past 
year food had run out before they could buy more. These two items are a shortened 
version of a 10-item instrument developed by the U.S. Department of Agriculture 
(USDA) and have been shown to identify most families who are classified as food 
insecure using the longer set of questions.  
 

• 

 
• 

 

Employment and earnings five quarters after birth. As shown in Appendix Table F.1, 
although many studies have examined employment (in particular) over a year after birth 
of the focal child, there is little evidence to suggest that home visiting programs have 
impacts on employment or earnings. This may be in part because of mothers’ greater 
need or desire to engage in education and job training services prior to finding 
employment. Given that measures of employment and earnings are highly relevant for 
policy, however, we recommend examining these outcomes as exploratory. 

Child care and transportation service receipt. Finally, we would show the effects of home 
visiting on two areas of services as exploratory outcomes: (1) child care provided by 
someone other than a parent, and (2) transportation services. We plan to show the latter 
outcome somewhere, but may move it to a different domain if we examine survey results 
and find that transportation services were primarily used for services such as health care, 
rather than for activities related to employment, training, and receipt of public assistance.  

One item not listed in the table is household income. In addition to asking about the 
respondent’s earnings and receipt of public assistance, the MIHOPE follow-up survey asks about 
income of all other household members. At baseline, sample members had difficulty answering 
this question, and we expect to find the same to be true at follow-up. For that reason, we do not 
propose to look at household income as either a confirmatory or exploratory measure. 
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Appendix G: Family Subgroups 

September 21, 2015 

This appendix presents information on how family subgroups were chosen for the MIHOPE 
impact analysis. It provides additional detail and background for material discussed in the last 
section of the impact analysis memo. First, we describe in detail the process we used to identify 
subgroups and our findings from this process. Next, we detail our rationale for the proposed set 
of confirmatory subgroups. We then describe general types of exploratory subgroup analyses. 

Identifying Possible Relevant Family Subgroups 

We used three different lenses to identify the most relevant subgroups for MIHOPE: (1) 
subgroup constructs used in prior home visiting research, (2) policy relevance, and (3) national 
model relevance. 

Lens 1: Evidence from Prior Research 

The primary sources of evidence included in our review were studies identified in the Home 
Visiting Evidence of Effectiveness (HomVEE) review. We identified studies rated as “high” or 
“moderate” for each of the four national models included in MIHOPE. Subgroup findings for an 
outcome domain were included in the HomVEE review only if they were replicated in at least 
two different studies using different analytic samples. Only one type of family characteristic 
subgroup was identified in HomVEE. Thus, we also conducted a literature search focused on 
moderators of home visiting program impacts, to ensure we collected information on other 
subgroup analyses as well.  

When a study used a subgroup, we extracted the following information, if available (we 
considered the unit of analysis “the subgroup”):1 

Subgroup description or definition 
National model 
Study (author and year) 
Length of follow-up 
Whether study tested for differences across subgroups 
Outcomes reported for the subgroup 
Outcome domain (child maltreatment, child development, domestic violence, 
parenting, economic self-sufficiency, health, school readiness, academic achievement, 
school behavior, other) 
Data sources or specific measures 

                                                           
1Subgroups from prior studies were not included if they were (1) related to location (for example, counties, 

offices) or (2) defined by characteristics observed after baseline (for example, by dosage or quality of home visits). 
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p-value (or NS if not statistically significant) for the subgroup impact, against a null 
hypothesis of zero impact 
Subgroup sample size 
Effect size for subgroup impact 
p-value for differences across subgroup impacts (if available) 

We summarized this information by broad subgroup categories examined in prior home-
visiting research, and showing the national model, length of follow-up, and outcome domain 
examined. Appendix Table G.1 shows an example of this further summary for one of the 
constructs — maternal age — for studies with follow-up periods up to five years. The 
information is further collapsed in Appendix Table G.2, which shows: 

Broad subgroup category (for example, maternal age, first-time mother) 
Number of studies that used this category alone to define its subgroups 
Number of studies that used this category in combination with others to create a 
composite subgroup 
Number of outcomes reported in each domain 

Some caveats are needed regarding the information in Appendix Tables G.1 and G.2. First, 
some studies reported results for all initially specified outcomes, whether or not the subgroup’s 
impact was statistically significantly different from zero. Other studies, however, appeared to (or 
explicitly indicated that they) report only results that were statistically significant. Some studies 
mention examining a subgroup only briefly in the main report or in a footnote. Thus, the number 
of outcomes listed in each category underestimates the number of times that outcomes in each 
category have actually been examined in prior research with these follow-up periods. Further, 
publication biases regarding statistically significant results are likely. Second, while most of the 
studies defined subgroups with information collected at baseline, not all did. Third, information 
on subgroup findings from the national evaluation of Early Head Start was available only for the 
full sample from that study, including families who participated in programs that were not home-
based.  

With these caveats in mind, we offer observations below with regard to the subgroup 
evidence from prior research. 
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Appendix Table G.1

Maternal Age Subgroup and Outcome Domains in Home Visiting Research in the First Five Years

Definition used and author
National
model

Length of
follow-up

Outcomes reported in each domaina

H CD CM P DV E

Demographic characteristic: maternal age
Poor, unmarried teenagers (under 19 years of age at registration): Olds (1986) NFP 10, 22 months 1 2 3 11
Under or over 18: Mitchell (2005)b HFA 1 year 1 1 1
Adolescents (14-16 years old): Olds (1986)b NFP 1 year 5
Older nonsmokers: Olds (1986) NFP 1 year 5
First-time mothers under age 19 who were randomly assigned at a gestational age of 30

weeks or less: DuMont (2008)
HFA 2 years 16

Mothers who varied in age, prenatal status at the time of random assignment presence
of other offspring, and prior involvement with CPS: DuMont (2008)

HFA 2 years 3 16

Teen mothers: Duggan (2004)b HFA 3 years 1
Teenage mother (19 or younger) or older mothers (20 or older): Love (2002)b EHS 3 years 17 13 54 22 11

Risk factors (teenage mother, no high school credential, public assistance, not
employed or in school or job training, a single mother): Love (2002)

EHS 3 years 17 13 54 22 11

First-time mother, under the age of 19 years, and randomly assigned at a gestational
age of 30 weeks or less: Rodriguez (2010)

HFA 3 years 6

Poor unmarried teenagers (under 19 years at registration) or poor unmarried older
women (over 19 years at registration): Olds (1988)

NFP 4 years 6 3

Low income, unmarried teens: Olds (1994) NFP 4 years 6 2 6 7

Risk factors (teenage parent, single parent, parent neither employed nor in school,
parent receiving cash assistance, parent not completed high school): Raikes (2013)

EHS 5 years 8 34 8 17 6

Total outcomes reported by domain 63 64 122 79 1 80

NOTES: aH = Maternal and child health; CD = Child development; CM = Child maltreatment; P = Parenting; DV = Domestic violence; E = family 
economic self-sufficiency. 

bStudy used one characteristic alone to define subgroup category.
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Appendix Table G.2

Subgroup Categories and Outcome Domains Examined in Home Visiting Research in the First Five Years

 

Broad subgroup category
How subgroup is defined (number of studies)

By characteristic alone By characteristic and others
Number of outcomes reported in each domaina

H CD CM P DV E

Demographic characteristic
Maternal age 4 9 63 64 80 79 1 122
Partner status 2 7 38 51 35 80 0 72
First-time mothers 4 5 32 15 45 31 3 54
Race or ethnicity 4 0 33 91 23 78 0 62
Language spoken 3 0 25 68 15 55 0 54

Socioeconomic status 1 5 14 4 18 15 0 6
Education level 1 3 26 47 17 39 0 68

Employment status 0 2 25 47 17 39 0 62

Receipt of public assistance 0 2 25 47 17 39 0 62

Mental or physical health
Maternal depression 6 4 71 21 17 36 1 60

Attachment style 4 3 9 8 2 9 4 0

Psychological resources 3 0 6 15 0 3 0 0

Family stress 3 0 0 0 2 3 0 0

Pregnancy status 4 2 26 13 27 28 0 54

Pregnancy-induced hypertension 1 0 4 0 0 0 0 0

Domestic violence and child abuse
Domestic violence 6 0 1 2 5 6 2 1

Substance use 3 0 8 9 0 4 0 0

Child abuse and neglect 1 1 3 0 23 0 2 0

Total outcomes reported by domain 409 502 343 544 13 677

NOTES: aH = Maternal and child health; CD = Child development; CM = Child maltreatment; P = Parenting; DV = Domestic violence; E = 
family economic self-sufficiency.



1. 

 

 

Many studies form subgroups based on composite categories. For example, one study looked 
at  “poor, unmarried teenagers.” 1  Appendix Table G.2 shows separate rows by broad 
subgroup category (for example, “maternal age” or “first-time mothers”). It also 
distinguishes between the number of studies that use each of the subgroup categories on its 
own (“By characteristic alone”) and the number that combine the category with others to 
form a subgroup (“By characteristic and others”). We include a study that uses each category 
in its composite definition multiple times — that is, in each row for the relevant general 
category. For example, the study that looked at poor, unmarried teenagers  (mentioned 
above) is counted in rows for maternal age, partner status, and socioeconomic status. 
 

2. A study may have reported only one subgroup within a subgroup category. For example, the 
study cited above estimated effects for “poor, unmarried teenagers” but not for other 
subgroups that could be formed using the categories of maternal age, whether the person was 
a first-time mother, and whether the person was poor.2 Thus, often there is no direct evidence 
of differences in impact across relevant subgroups. Most studies estimated impacts for 
individual subgroups and tested whether the impact for that subgroup was statistically 
significantly different from zero. 

 
3. Appendix Tables G.1 and G.2 do not present definitive guidance regarding whether a 

particular subgroup category should be used alone or in a composite. The number of studies 
listed per subgroup category is small enough overall that the difference of one or two 
between categories should not be interpreted as definitive. For this reason, and those in the 
previous point, we do not want to overinterpret the guidance for forming subgroups that can 
be inferred from these tables: while we know the cell counts are underestimates, we cannot 
know whether the true counts are greater by a constant percentage or number across all cells.  
A possible exception to this conclusion would be subgroups formed on the basis of race and 
ethnicity and language spoken. These characteristics have never been used as part of a 
composite.  
 
As a check on the subgroups identified through our review of the empirical home visiting 

evidence, we also reviewed some of the literature on parenting interventions to determine 
whether any other subgroups should be considered. This review revealed a substantial amount of 
overlap in the subgroups examined in the home visiting and parenting intervention literatures. 
Evaluations of parenting programs have often focused on indicators of risk or dysfunction at 
baseline as potential moderators of program impacts, including parenting stress, depression, poor 
parenting practices, anger, dysfunctional family environment or marital quality, single-parent 
family, low socioeconomic status, and substance use. 3  They have also examined baseline 
demographic characteristics such as maternal education level, maternal age, social class, and 
family size.4 Studies of parenting interventions have examined moderation by indicators of child 
dysfunction, as well (including a larger number of conduct disorder symptoms), but these are less 

                                                           
1Olds, Henderson, Chamberlain, and Tatelbaum (1986). 
2Olds Henderson, Chamberlain, and Tatelbaum (1986). 
3Baydar, Reid, and Webster‐Stratton (2003); Beauchaine, Webster-Stratton, and Reid (2005); Nock (2003). 
4Beauchaine, Webster-Stratton, and Reid (2005). 
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relevant to MIHOPE, since many mothers enrolled during pregnancy. 5  Our review of the 
parenting intervention literature suggests that we have not overlooked any key subgroups. 

 

 

 

 

 

 

Lens 2: Policy Relevance 

We interpreted “policy-relevant” as individual or family characteristics that were of 
particular interest to policy makers and interest groups focused on home visiting and child well-
being. We did not interpret “policy-relevant” to mean characteristics that might be more or less 
“easily” targeted with specific policies or program practices.  

The primary source we consulted for policy relevance was the authorizing legislation of 
Maternal, Infant, and Early Childhood Home Visiting (MIECHV): Section 2951 of the 
Affordable Care Act.6 The authorizing legislation is explicit in defining “high-risk” families and 
individuals, thus clearly conveying the policy significance of these characteristics:7 

(A) Eligible families who reside in communities in need of such services, as 
identified in the statewide needs assessment required under subsection (b)(1)(A). 
(B) Low-income eligible families. 
(C) Eligible families who are pregnant women who have not attained age 21. 
(D) Eligible families that have a history of child abuse or neglect or have had 
interactions with child welfare services. 
(E) Eligible families that have a history of substance abuse or need substance 
abuse treatment. 
(F) Eligible families that have users of tobacco products in the home. 
(G) Eligible families that are or have children with low student achievement. 
(H) Eligible families with children with developmental delays or disabilities. 
(I) Eligible families who, or that include individuals who, are serving or formerly 
served in the Armed Forces, including such families that have members of the 
Armed Forces who have had multiple deployments outside of the United States. 

 
In addition, we consulted websites (primarily policy priorities sections) of organizations such 

as Zero to Three, the American Academy of Pediatrics, the Pew Center on the States, the Annie 
E. Casey Foundation, the Child Welfare League of America, Chapin Hall Center for Children, 
and the Maternal and Child Health Bureau in the Health Resources and Services Administration, 
as well as others. Our review of websites indicated that while specific indicators of “high risk” or 
“vulnerable” families or individuals varied somewhat depending on the particular focus of the 
organization or group, they were all largely captured by the “high-risk” categories identified in 
the authorizing legislation. 

Lens 3: National model Relevance 

We gathered information about the extent to which each of the four national models in 
MIHOPE emphasized outcomes or target populations that suggested a focus on one or more 

                                                           
5Nock (2003). 
6www.ssa.gov/OP_Home/ssact/title05/0511.htm. 
7http://www.ssa.gov/OP_Home/ssact/title05/0511.htm. 

http://www.ssa.gov/OP_Home/ssact/title05/0511.htm
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family-level subgroups. Because the goal was to identify potential family subgroups that could 
be examined in the MIHOPE impact analysis, we focused on family characteristics that could be 
defined for subsets of the MIHOPE sample.  

 

 

 
 

 
• 

o 

o 

o 

• 

 

 

 
• 
• 
• 
• 
• 
• 
• 
• 

 

Information was collected from two main sources: 

Tables in the MIHOPE Report to Congress:8 

Table 1.1: Key Components of the Planned Services of the Evidence-based Home 
Visiting Programs in the Evaluation 
Table 5.1: Individuals Targeted for Improved Outcomes, According to National 
Models and Local Programs (focused on national model ratings) 
Table 5.2: Priority Ratings for Intended Outcomes, by National Models and Local 
Programs (focused on national model ratings) 
 

HomVEE review (program model overviews: (three components: theoretical framework, 
program model components, and target population) 

We considered whether each national model’s target population, program components, 
intended outcomes, and theoretical framework explicitly or implicitly targeted one or more 
specific subgroups. We also considered whether a specific outcome was targeted for any of these 
subgroups.  

Appendix Table G.3 presents information gathered about subgroups that are relevant to each 
of the four national models included in MIHOPE. The search produced a total of 15 potential 
subgroups that fall into eight general categories:  

maternal and child health  
partner status  
child abuse and neglect  
domestic violence  
first-time mothers  
pregnancy status  
race and ethnicity 
attachment style  

Maternal and child health is the category with the largest number of subgroups. The most 
fruitful sources of information relevant to subgroups proved to be descriptions of the program 
goals, intended outcomes, and target populations. No relevant information came from 
descriptions of the national model components. In addition, none of the information sources 
mentioned specific outcomes in the context of these potential subgroups. 

                                                           
8Michalopoulos et al. (2015). 
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Appendix Table G.3

Broad Subgroup Categories Relevant to National Program Models

 
 

National models whose…
Goals or
intended
outcomes
emphasize
this subgroup

Target
population
emphasizes
this
subgroup

Theoretical
framework
emphasizes
this subgroupBroad subgroup category and description

Maternal and child health
Children with developmental delays or health issues PAT
Children with disabilities who are eligible for Part C services EHS

under IDEA in their state
Parents with current or prior mental health concerns HFA
Mothers with poor physical health EHS, NFP, HFA
Family member smokes EHS, NFP, HFA
Parents with current or prior substance abuse problems HFA

Partner status
Single parents HFA

Biological father involved in the child's life PAT, HFA

Pregnancy status
Mothers in the first 14-28 weeks of pregnancy NFP

Familes who enroll prenatally or within first three months HFA

after child's birth

Families at risk for child abuse and neglect PAT HFA

Parents who have experienced domestic violence HFA

First time, low income mothers NFP

Racial and ethnic minorities EHS, HFA

Mothers who are securely attached, avoidant, anxious, or NFP, HFA

anxious-avoidant

Some subgroups in Appendix Table G.3 are explicitly identified in national model materials, 
while others are implied. For example, Healthy Families America (HFA) explicitly targets single 
parents (under “Partner status” in the table). Early Head Start ― Home-Based Program Option 
(EHS) and HFA explicitly mention cultural competence and sensitivity in their theoretical 
frameworks, suggesting that racial and ethnic minorities might be a subgroup of interest. As an 
example of implied subgroups, in all but three cases the national model developers rated the 
intended outcomes they were asked about as being of “medium” or “high” priority. Parents as 
Teachers (PAT), however, gave three outcomes — maternal physical health, family planning, 
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and tobacco use — ratings of “low.” This variation in priorities across the national models there 
might be variation in the extent to which home visiting programs meet the needs of mothers with 
poor physical health and families with a family member who smokes. 

 

 

 

 

 

The results suggest several program-relevant subgroups that could be examined in the 
MIHOPE impact analysis. The large number of subgroups related to maternal and child health 
suggests that it might be worthwhile to include this category in our selection. The results also 
reflect that many family subgroups are tied to particular national models — an analytic challenge 
we must address to draw conclusions about variation in program impacts by subgroup that are 
not confounded by national model. Finally, some of the national models explicitly allow local 
programs to set their priorities, indicating that it is difficult to characterize the “program 
relevance” of family subgroups at the national model level. 

Confirmatory Subgroups Constructs 

The evidence and information reviewed so far provide many options for subgroups in MIHOPE. 
If there were no constraints imposed by data availability or resources, many possible subgroups 
could be included. The text in the impact analysis memo described the criteria we used to 
consider whether a subgroup construct would be confirmatory. Our process for considering 
information related to existing empirical evidence, policy and program significance, and sample 
size is summarized here: 

1. With regard to the criterion that the family subgroup construct must have an empirical 
base with regard to expecting subgroup impact differences for at least one primary 
outcome in the MIHOPE impact analysis: This judgment is based on our review 
described earlier. As noted, the empirical base with regard to subgroup differences is 
somewhat limited for a number of reasons. Compounding this limited information is the 
interpretation of statistically significant effects (or lack thereof) in prior research. In 
particular, the absence of statistically significant differences in subgroup impacts, or 
statistical insignificance for any particular subgroup impact (against a null hypothesis of 
zero impact), indicates that “the study provides no direct evidence of an effect for the 
subgroup.” A null finding does not “necessarily indicate that the treatment has no effect 
or a negligible effect for the subgroup.”9 This is especially a concern given the relatively 
few reported subgroup results, and the general lack of consistent definitions within the 
construct. 

 Still, we used the available information from existing subgroup studies in the following 
set of questions:  

 

 

Is there an empirical basis for using any category by itself (that is, defining a 
subgroup construct based only on this single category)? 

  
  

If yes, specify the category as a potential confirmatory subgroup construct. 

i.

If no, continue to Step ii. 
ii. Among the remaining possible categories, are there empirical or theoretical 

arguments for developing a composite construct? 

                                                           
9Bloom and Michalopoulos (2011).  
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  
  

 

If yes, specify the subgroup construct and define the composite. 
If no, remove from the list. 

2. With regard to the criterion that the family subgroup construct is likely to be of policy 
interest or program significance: This judgment is based on our review described earlier 
in the first section. While a number of characteristics are interesting and actionable or 
relevant for particular local programs or national models, we tried to focus on those that 
have broad applicability.  

 
  

  

 

   

 
 

 

 

 

 

To assess whether the family subgroup construct met this criterion, we addressed four 
questions: 

i.  Which, if any, of the policy-relevant subgroup categories from the authorizing 
legislation meet the criterion described in Step 1 above? 

ii. Which, if any, policy-relevant subgroup categories are not reflected in the 
proposed list? 

iii. Which, if any, of the national model-relevant subgroup categories are reflected in the 
proposed list from Step 1 above? 

iv. Which, if any, program-relevant subgroup categories are not reflected in the 
proposed list? 

3. Each subgroup within the construct has sufficient sample size for analysis. To estimate 
subgroup impacts with reasonable precision, a sufficient number of observations must be 
available for each subgroup. As a rough guide, we set 1,000 as the minimum number of 
families within each subgroup category; this number is about 25 percent of the total 
sample. We expect that the recommended subgroups will have a sufficient sample size.. 
 

The results of applying these criteria are reported in Table 3 of the memo to the Committee on 
the MIHOPE impact analysis. It lists each confirmatory subgroup construct, its definition, the 
specific subgroups that compose it, whether and how the construct reflects policy significance or 
program significance as defined earlier in the memo, and further notes on the construct. Later in 
this appendix we discuss constructs that are of interest from a policy or program standpoint but 
that are not reflected in the confirmatory constructs. We review each of the proposed 
confirmatory subgroup constructs. 

1. 

 

Pregnancy status at time of enrollment. This construct was used in the MIHOPE Report 
to Congress.10 Its subgroups are: “enrolled up to 28th week of pregnancy,” “enrolled after 
28th week of pregnancy,” and “enrolled after baby’s birth.” Some confounding with 
national model will result from this subgroup. The Nurse-Family Partnership (NFP), for 
example, only enrolls mothers during pregnancy. The Report to Congress also found that 
the majority of women were pregnant at the time of enrollment. The authorizing 
legislation reflects part of this this construct when it emphasizes “pregnant women who 
have not attained age 21.” 
 

2. Whether or not the woman is a first-time mother. This construct comprises two
subgroups: women who are first-time mothers and those who have had children

 
 

                                                           
10Michalopoulos et al. (2015). 
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previously. Some confounding with national model will result from this subgroup 
because NFP only enrolls first-time mothers. First-time mothers may be more receptive 
to home visiting services than mothers who have an older child. This receptivity may 
translate to larger impacts for first-time mothers. The Report to Congress indicated that 
about one-third of women in the sample already had a child living in the home; and just 
over half of women enrolling after the birth of their child already had an older child in the 
home. While this characteristic was not mentioned in the authorizing legislation, NFP is 
the only national model that targets first-time mothers. 
 

3. Whether or not the mother has low psychological resources. This composite measure is 
based on three dimensions: (1) maternal intelligence, (2) mental health (depression and 
anxiety), and (3) sense of mastery. It is the only subgroup construct related to family 
characteristics that is included in the HomVEE review. As noted above, HomVEE only 
reports subgroup findings if they are replicated in the same outcome domain in at least 
two studies using different analytic samples (and the studies also had to meet the other 
HomVEE requirements).11 Fulfilling this suggests that the empirical evidence is strong 
for maternal psychological resources related to certain outcomes. 
 

 

The low psychological resources subgroup results reported in HomVEE are solely for 
NFP evaluations. We focus on those that include follow-up points of five years or fewer. 
In the outcome domain of child development, HomVEE reports results for two studies, 
each of which demonstrates favorable impacts.12 For one of these studies, NFP shows 
favorable statistically significant impacts on the Preschool Language Scales, Third 
Edition (PLS-3) language delay score at a 21-month follow-up in both the full sample of 
nurse-visited mothers and the subset of mothers with low psychological resources (effect 
sizes: –0.45 and –0.65, respectively).13 It also reports favorable statistically significant 
impacts on four of eight other outcomes for children of mothers with low psychological 
resources. HomVEE only reports an impact on one of these eight outcomes for the full 
sample of nurse-visited mothers and it is not statistically significant. For the other study, 
HomVEE reports favorable statistically significant impacts of NFP at a four-year follow-
up on three of five outcomes for children of mothers with low psychological resources, 
with effect sizes ranging from 0.31 to 0.47. 14 There were no statistically significant 
impacts on any of these five outcomes in the full sample of nurse-visited mothers, and all 
of the effect sizes are close to zero.  

The evidence for larger impacts on mothers with low psychological resources is not 
entirely consistent. NFP impacts on fertility-related outcomes, including reductions in the 
number of subsequent births in both the short and long term, have been limited to 
mothers with initially high levels of psychological resources.15 The authors of one study 
argue that lower-resource mothers choose to focus their limited resources on the care of 

                                                           
11http://homvee.acf.hhs.gov/Review-Process/4/Assessing-Evidence-of-Effectiveness/19/7. 
12Olds et al. (2002); Olds et al. (2004). 
13Olds et al. (2002). 
14Olds et al. (2004) Olds et al. (2004). 
15Kitzman et al. (1997); Kitzman et al. (2000); Olds et al. (2007). 

http://homvee.acf.hhs.gov/Review-Process/4/Assessing-Evidence-of-Effectiveness/19/7
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their children, whereas higher-resource mothers have the wherewithal to focus on both 
economic self-sufficiency (including pregnancy planning) and caring for their children.16 
 

 

While not included in the HomVEE review, other studies of national models have also 
examined subgroups defined by low versus high psychological resources. More recently, 
two HFA studies have examined program impacts for subgroups of mothers with low 
psychological resources. One of these studies measured maternal psychological resources 
in the same way that the NFP studies did but did not report any impacts for it, suggesting 
that program impacts did not vary by this subgroup construct.17 The second HFA study 
sought to replicate the maternal psychological resources measure used in the NFP 
evaluations but did not have a measure of intelligence, so the authors created a modified 
measure of maternal “psychological vulnerability” based on measures of depressive 
symptoms and mastery.18 Among women who were psychologically vulnerable, Healthy 
Families New York mothers were substantially less likely to report engaging in serious 
abuse and neglect as were control group ;mothers (5 percent versus 19 percent) when 
their child was 2 years old. 
 
We can create a measure of maternal psychological resources in MIHOPE that is 
comparable to the NFP measure. The construct would be dichotomous, with subgroups of 
“low psychological resources” and “higher psychological resources.” Its three dimensions 
are intelligence (based on the Wechsler Adult Intelligent Scale, or WAIS), mental health 
(based on measures of depression and anxiety), and sense of mastery. This construct was 
not specifically mentioned in either the authorizing legislation or the national model 
emphases. 

4. Maternal attachment style and depression. A number of home visiting program 
evaluations have examined moderators based on measures of maternal functioning. Two 
such measures that have received attention are maternal attachment style and maternal 
depression, each of which is thought to influence the nature of mothers’ relationships 
with others (including home visitors and family members). Maternal attachment style is 
thought to tap an adult’s “internal working model of attachment,” which guides his or her 
views of others and behaviors in close relationships. 19  Five home visiting program 
evaluations that we reviewed examined variation in program impacts by maternal 
attachment style and four of them have also examined maternal depressive symptoms.20 
These four studies examined subgroups defined by one or both measures and often 
crossed them to capture subgroups of mothers with more or less risky profiles based on 
the two dimensions. The five studies that examined subgroups defined by maternal 
attachment style or depression focused on HFA and EHS.  
 

                                                           
16Olds et al. (2002).  
17Caldera et al. (2007). 
18DuMont et al. (2008). 
19Duggan et al. (2009). 
20The four studies that examined both maternal attachment style and maternal depression are: Berlin et al. 

(2011), Duggan et al. (2009), Cluxton-Keller et al. (2014), and Robinson and Emde (2004). The study that examined 
maternal attachment style on its own is McFarlane et al. (2013). 



  
 

38 
 

Neither maternal attachment style nor maternal depression is specifically mentioned in 
the authorizing legislation. Attachment theory, however, underlies the home visiting 
model broadly and some specific national models mention its importance. HFA also 
targets mothers with mental health concerns.  
 

 

We propose creating two subgroups for this construct, based on two dimensions: 
relationship insecurity as measured by the Attachment Style Questionnaire (ASQ) and 
depression as measured by the Center for Epidemiologic Studies Depression Scale (CES-
D). One subgroup will be mothers who are at risk for depression and who exhibit 
relationship insecurity; the other subgroup will be all other mothers. We seek input from 
the Committee on this subgroup construct: Relationship insecurity encompasses both 
attachment anxiety and attachment avoidance. However, if we were to further divide the 
subgroups (there are eight possible groups resulting from two-group splits of depression, 
attachment anxiety, and attachment avoidance), sample sizes per group will be too small. 
Further, depression is captured in the “Low psychological resources” measure described 
above. Even though depression and relationship insecurity have been examined together 
in recent research, is it advisable to have two different confirmatory subgroup constructs 
include a construct? 

5. Presence of domestic violence. A number of studies have looked at subgroups defined by 
the presence or absence of domestic violence at baseline. These studies have typically 
defined domestic violence in one of two ways: (1) any incident of physical assault by 
either the mother or partner (four studies), 21  or (2) psychological or physical abuse 
toward the mother by her partner (two studies).22 These studies have generally found that 
baseline domestic violence attenuates home visiting program impacts in a number of 
outcome domains, including parenting, child development, child maltreatment, and 
measures of father engagement and the quality of the couple’s relationship. For instance, 
one study found that the decrease in poor Home Observation for Measurement of the 
Environment (HOME) scores and children’s externalizing problem behavior and the 
improved access to center-based parenting services found among Healthy Families 
Alaska families was limited to those who were not violent at baseline.23 We can create 
subgroups in MIHOPE that capture the presence or absence of intimate partner violence 
(physical violence toward the mother or physical violence perpetrated by the mother). 
The MIHOPE Report to Congress indicates that 10 percent of MIHOPE families reported 
the presence of any violence toward the mother and 25 percent reported any violence 
perpetrated by the mother. The relatively small sample sizes suggest that it might be 
appropriate to create a measure that captures the presence of any physical violence, either 
toward the mother or perpetrated by the mother.  
 

6. Whether or not the mother exhibits high demographic risk. This subgroup construct
reflects risks associated with demographic characteristics. In prior research, these
characteristics have been used either singly or as part of indexes. This construct will be 
divided into two subgroups initially: “high risk” and “lower risk” (an alternative label 

 
 

                                                           
21Caldera et al. (2007); Duggan et al. (2007); Duggan et al. (2004a); Duggan et al. (2005). 
22Duggan et al. (2004b); Mitchell-Herzfeld et al. (2005). 
23Caldera et al. (2007). 
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could be “not high risk”). High risk will be defined as having all four of the following 
characteristics:  

the mother is younger than age 21 
the mother does not live with the child’s father 
the mother receives any form of public assistance 
work or education status: 

if the mother is younger than age 19: the mother is not currently enrolled in 
school, not working, or not in job training 
if the mother is at least 19 years old: the mother does not hold a high school 
diploma 

While this measure includes one element (work or school status) that is directly related to 
one of the primary outcomes, there is strong empirical evidence and theoretical 
justification for including it as primary subgroup construct. Each of the elements is either 
specifically mentioned in the authorizing legislation, by one of the national model 
programs, or both. 

We use a cut-off for mother’s age of younger than 21 years old, the age specified in the 
legislation. Being younger (particularly being younger than 20) is associated with greater 
risk of poor birth outcomes and delays in child development, 24  although these 
relationships may be driven by differences in socioeconomic factors such as income, 
marital status, and education.25  

While some studies have used marital status as an indicator of partner support, others 
have used the presence of a father figure in the household with the mother. The latter 
measure could reflect additional resources for the mother in terms of time, income, and 
emotional support.  

Ideally, we would use a reliable measure of family income separately to measure its 
association with impacts. However, the study’s available measure of family income 
available is not precisely measured. Further, because of possible resource sharing (such 
as housing) with other adults, we are unable to construct a reliable measure of family 
resources. Thus, for this measure, we use the mother’s receipt of public assistance as a 
potential risk factor. 

The work or education status element is conditioned on the mother’s age, using a cut-off 
age of 19, which would reflect “on-time” high school completion. For mothers age 19 
and older, we consider only a high school diploma (not a General Educational 
Development, or GED, certificate) because GED holders resemble high school dropouts 
more than high school graduates.26  

                                                           
24Chandra et al. (2002); DuPlessis, Bell, and Richards (1997); Sommer et al. (2000). 
25Chittleborough, Lawlor, and Lynch (2011); Reichman and Pagnini (1997). 
26Heckman, Humphries, and Kautz (2014). 
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We will need to check the empirical distribution of the measure after it is constructed to 
ensure that each subgroup contains a sufficient sample size. 

 

 

 

 

 

 

 

 

Determining whether which confirmatory outcomes should be included in confirmatory 
subgroup tests 

 An issue to consider is whether confirmatory subgroup impact differences should be 
estimated for every primary outcome (13 outcomes in all); only for those primary outcomes for 
which empirical support or theoretical relevance of difference in subgroup impacts is sufficiently 
strong; or for no primary outcomes (that is, all subgroup analyses would be exploratory). Given 
that confirmatory subgroup tests will be adjusted for multiple comparisons, the more tests that 
are conducted, the lower the probability that any one will be statistically significant. In addition 
to this multiple-testing constraint, existing empirical evidence on subgroup effects is somewhat 
disperse and its interpretation is subject to the caveats discussed in a previous section of this 
appendix. Finally, only one family subgroup is included in the HomVEE review to date. With 
these considerations in mind, we seek input from the Committee on specification of confirmatory 
subgroup specification and outcome tests. 

Family subgroups not included or recommended 

 As noted above, we also wanted to consider constructs identified through our policy and 
program relevance lenses that were not captured in the proposed confirmatory subgroup 
constructs. With regard to policy significance, the authorizing legislation mentions three specific 
categories that are not reflected in the confirmatory subgroup constructs we propose: 

1. 

 

 

“Eligible families who reside in communities in need of such services, as identified in the 
statewide needs assessment required under subsection (b)(1)(A).” We do not include this 
category as a primary subgroup because it focuses on a community characteristic, not a 
family characteristic. Community characteristics will be considered in the analysis that 
models impacts as a function of program context, inputs, and outputs. 

2. “Eligible families with children with developmental delays or disabilities.” We do not 
include this category as a primary subgroup because (a) it is not defined for mothers who 
enter the program when they are pregnant, (b) developmental delays are often not 
diagnosed until children are older than 6 months; and (c) the proportion of families with 
this characteristic in the study is small. 

3. “Eligible families who, or that include individuals who, are serving or formerly served in 
the Armed Forces, including such families that have members of the Armed Forces who 
have had multiple deployments outside of the United States.” We do not include this 
category as a primary subgroup because just 1 percent of the full sample meets this 
criterion, which would result in a sample size too small for meaningful analysis. 

 With regard to national model significance, the following subgroup categories are explicitly 
or implicitly emphasized by at least one of the four national models in their target populations, 
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program goals, intended outcomes, or theoretical frameworks, and are not reflected in the 
proposed confirmatory subgroup constructs: 
 

 

 

 

 

 

 

 
o 
o 
o 

 

 1. Children with developmental delays or health issues. We do not include this category as a 
confirmatory subgroup because (a) it is not defined for mothers who enter the program when 
they are pregnant, (b) developmental delays are often not diagnosed until children are older than 
six months; and (c) the proportion of families with this characteristic in the sample is small. 

 2. Children with disabilities who are eligible for Part C services under the Individuals with 
Disabilities Education Act (IDEA) in their state. We do not include this category as a 
confirmatory subgroup because (a) it is not defined for mothers who enter the program when 
they are pregnant, (b) disabilities are often not diagnosed until children are older than six 
months; and (c) the proportion of families with this characteristic in the sample is small. 

 3. Racial and ethnic minorities. We do not include these constructs as confirmatory 
subgroups, but we do discuss them and recommend them as exploratory subgroups in the next 
section of this appendix. 

Exploratory Subgroup Constructs 

A select set of exploratory subgroup constructs will also be identified. These include subgroup 
constructs that may be of policy or program significance but that we are not proposing as 
confirmatory subgroups. Such subgroups may provide promising avenues for research and 
practice or are of broad interest to the field. For example, race and ethnicity were not mentioned 
in the authorizing legislation, although they are reflected in some national models’ theoretical 
frameworks. Race and ethnicity may, in part, be proxies for other family characteristics that are 
reflected in our primary subgroup constructs. Further, they may reflect cultural norms that are 
associated with particular parenting practices or styles or other outcomes.27  

 
 

Potential exploratory subgroup constructs include the following types: 

A. Subgroup constructs that are included in composite measures of confirmatory subgroup 
constructs.  

For example, the following primary subgroup constructs are composites:  

Whether or not the mother has low psychological resources,  
Maternal attachment style and depression, and  
Whether or not the mother exhibits high demographic risk. 

Each construct’s component parts could be examined for differences in impacts on the 
primary outcomes featured in the confirmatory subgroup analysis. For example, 
differences in program impacts could be examined for mothers who score higher versus 
lower on the WAIS, one of the three measures used to construct the low psychological 

                                                           
27For particular parenting practices or styles, see Brooks-Gunn and Markman (2005). 
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resources subgroup. One consideration is whether these component estimates should be 
pursued regardless of whether the confirmatory composite impact differences are 
significant. 
 

 

 

B. 

 

Subgroup constructs that are identified as part of the implementation analysis. If the 
implementation analysis finds strong associations between particular characteristics of 
home visitors or families and measures of service delivery (such as dosage), then those 
characteristics could be examined as exploratory subgroups in the impact analysis. 

C. Subgroup constructs created using prognostic scores (or “risk scores”). Such an analysis 
would involve the following steps: 

 
i. For each primary outcome, specify a prediction model. Covariates in the 

prediction model could include only typical family characteristics observed at 
baseline. The covariate set could be enriched with other measures available in this 
study such as maternal depression, anxiety, and so on. 

ii. Estimate the prediction model using (a) a subset of the experimental control group 
or (b) an external data set drawn from a similar population. 

iii. Using the estimated coefficients from the prediction model mentioned in step (ii), 
calculate the predicted outcome for each sample member assigned to treatment 
and control. 

iv. Both program and control group members can then be divided into subgroups 
based on their predicted risk scores (for example, using predicted score quantiles). 

v. Within each subgroup, the experimental effect could be estimated. 

To our knowledge, this kind of subgroup construction and estimation has not been pursued in 
random assignment designs in the home visiting field. We are looking into whether it might be 
worthwhile to pursue this approach. 
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