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HEARING ON PROPOSALS TO PROVIDE
FEDERAL FUNDING FOR EARLY
CHILDHOOD HOME VISITATION PROGRAMS

TUESDAY, JUNE 9, 2009

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON WAYS AND MEANS,
SUBCOMMITTEE ON INCOME SECURITY AND FAMILY SUPPORT,
Washington, DC.

The Subcommittee met, pursuant to call, at 10:03 a.m., in room
B-318, Cannon House Office Building, Hon. Jim McDermott
(Chairman of the Subcommittee) presiding.

[The advisory announcing the hearing follows:]
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ADVISORY

FROM THE COMMITTEE ON WAYS AND MEANS

SUBCOMMITTEE ON INCOME SECURITY AND FAMILY
SUPPORT

FOR IMMEDIATE RELEASE CONTACT: (202) 225-1025
June 02, 2009
IFSF-3

McDermott Announces Hearing on Proposals to
Provide Federal Funding for Early Childhood
Home Visitation Programs

Congressman Jim McDermott (D-WA), Chairman of the Subcommittee on Income
Security and Family Support of the Committee on Ways and Means, today an-
nounced that the Subcommittee will hold a hearing to review proposals to provide
funding for grants to States to support early childhood home visitation programs.
The hearing will take place on Tuesday, June 9, 2009, at 10:00 a.m. in B-
318 Rayburn House Office Building. In view of the limited time available to
hear witnesses, oral testimony at this hearing will be from invited witnesses only.
However, any individual or organization not scheduled to appear may submit a writ-
ten statement for consideration by the Subcommittee and for inclusion in the record
of the hearing.

BACKGROUND:

Early childhood home visitation programs provide instruction and services to fam-
ilies in their homes. These programs are designed to enhance the well-being and de-
velopment of young children by providing: information on child health, development,
and care; parental support and training; referral to other services; or a combination
of these services. Typically visits begin during pregnancy or shortly after a child’s
birth and may last until a child is age four. Home visits are conducted by nurses,
social workers, other professionals or paraprofessionals.

A growing body of research has found strong evidence that early childhood home
visitation programs are effective in reducing the incidence of child abuse and ne-
glect, and in improving child health and development, parenting skills, and school
readiness. A majority of States currently provide early childhood home visitation
services to a relatively small number of families. President Obama’s FY 2010 budget
includes a proposal to support States in creating and expanding evidence-based
home visitation services. Consistent with the President’s budget proposal, Sub-
committee Chairman Jim McDermott (D-WA) and Representative Danny Davis (D-
IL) are introducing legislation today, The Early Support for Families Act, that would
provide mandatory funding to States to create and expand early childhood home vis-
itation programs. The McDermott-Davis bill would support rigorously evaluated pro-
grams that utilize nurses, social workers, other professionals and paraprofessionals
to visit families, especially lower-income families, on a voluntary basis.

In announcing the hearing, Chairman McDermott stated, “Home visitation pro-
grams have a proven track record of increasing the chances that a child
will have a safer, healthier, and more productive life. There is considerable
interest in expanding these programs to reach more families. I look for-
ward to working with all of my colleagues to advance a proposal that will
achieve that goal.”



FOCUS OF THE HEARING:

The hearing will focus on proposals to provide mandatory funding for grants to
support State efforts to establish and expand early childhood home visitation pro-
grams.

DETAILS FOR SUBMISSION OF WRITTEN COMMENTS:

Please Note: Any person(s) and/or organization(s) wishing to submit for the hear-
ing record must follow the appropriate link on the hearing page of the Committee
website and complete the informational forms. From the Committee homepage,
http://waysandmeans.house.gov, select “Committee Hearings”. Select the hearing for
which you would like to submit, and click on the link entitled, “Click here to provide
a submission for the record.” Once you have followed the online instructions, com-
plete all informational forms and click “submit” on the final page. ATTACH your
submission as a Word or WordPerfect document, in compliance with the formatting
requirements listed below, by close of business Tuesday, June 23, 2009. Finally,
please note that due to the change in House mail policy, the U.S. Capitol Police will
refuse sealed-package deliveries to all House Office Buildings. For questions, or if
you encounter technical problems, please call (202) 225-1721.

FORMATTING REQUIREMENTS:

The Committee relies on electronic submissions for printing the official hearing
record. As always, submissions will be included in the record according to the discre-
tion of the Committee. The Committee will not alter the content of your submission,
but we reserve the right to format it according to our guidelines. Any submission
provided to the Committee by a witness, any supplementary materials submitted for
the printed record, and any written comments in response to a request for written
comments must conform to the guidelines listed below. Any submission or supple-
mentary item not in compliance with these guidelines will not be printed, but will
be maintained in the Committee files for review and use by the Committee.

1. All submissions and supplementary materials must be provided in Word or WordPerfect
format and MUST NOT exceed a total of 10 pages, including attachments. Witnesses and sub-
mitters are advised that the Committee relies on electronic submissions for printing the official
hearing record.

2. Copies of whole documents submitted as exhibit material will not be accepted for printing.
Instead, exhibit material should be referenced and quoted or paraphrased. All exhibit material
not meeting these specifications will be maintained in the Committee files for review and use
by the Committee.

3. All submissions must include a list of all clients, persons, and/or organizations on whose
behalf the witness appears. A supplemental sheet must accompany each submission listing the
name, company, address, telephone, and fax numbers of each witness.

The Committee seeks to make its facilities accessible to persons with disabilities.
If you are in need of special accommodations, please call 202—225-1721 or 202-226—
3411 TTD/TTY in advance of the event (four business days notice is requested).
Questions with regard to special accommodation needs in general (including avail-
ability of Committee materials in alternative formats) may be directed to the Com-
mittee as noted above.

Note: All Committee advisories and news releases are available on the World
Wide Web at http://waysandmeans.house.gov.

——

Chairman MCDERMOTT. This Subcommittee has a mission of
working on a bipartisan basis to ensure the safety and well-being
of children, and I hope today marks the beginning of our next step
toward that goal.

Last year, we produced major legislation to help relatives caring
for foster children to provide support for tens of thousands of chil-
dren who are now aged out of foster care on their 18th birthday,
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to improve the oversight of health and educational needs in chil-
dren and to increase the support for adoption assistance.

When we passed that bill, I said at the time our job is far from
done. We still have a child protection system that is designed pri-
marily as a response program, rather than a prevention and re-
sponse program.

Along with Danny Davis and Todd Platts, I put forward legisla-
tion last week to take a more proactive approach to helping fami-
lies. The Early Support for Families Act, H.R. 2667, would provide
Federal funding for home visitation programs to reduce child mal-
treatment as well as to improve children’s health and school readi-
ness. As the Federal Department of Health and Human Services
declared under President Bush, quote, “There is a growing body of
evidence that some home visitation programs can be successful as
a child maltreatment prevention strategy.” I agree and I think we
ought to proceed down that road.

The Early Support for Families Act follows President Obama’s
budget recommendation to provide grants to States to help them
establish or expand their voluntary home visitation programs for
families with young children and families expecting children. Only
programs using evidence-based models that have demonstrated
positive effects on important child and parenting outcomes would
be eligible for the funding. Home visits could start during preg-
nancy and could be conducted by nurses or social workers or
trained paraprofessionals. The visits would focus on providing in-
formation on child health, development and care, on parental train-
ing and support, and on referrals to other services.

Many States have home visitation programs funded with State
dollars and/or a hodgepodge of Federal funding. According to the
Pew Center on the States, less than 15 percent of families needing
home visitation are now served. The legislation we put forward
would provide a dedicated funding source to ensure many more
children receive the benefits of home visitation.

Although my colleague, Danny Davis, who is not here yet, I
want—he is at the Congressional Black Caucus Summit on Health.
He authored a home visitation bill in the Education and Labor
Committee during the last Congress, and the principles of that leg-
islation—are really a guiding force in the bill we put forward here
together. I don’t believe home visitation would be so squarely on
our agenda without his efforts.

I also want to add that there is some talk about adding this pro-
vision to the health care reform bill that is presently being mas-
saged through the Congress. Whether or not that happens or not
remains to be seen.

But I would now like to recognize my Ranking Member, Mr. Lin-
der.

Mr. LINDER. Thank you, Mr. Chairman.

Today’s hearing offers a timely reminder of the differences be-
tween the fantasyland of Washington, D.C., and the reality of the
rest of America. Here in fantasyland, we will discuss adding one
more multibillion dollar entitlement program. This would be on top
of the new higher education entitlement program created this year,
and of course, our current health care and retirement entitlement
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programs whose looming insolvency recently led President Obama
to say “we’re broke.”

But we are actually worse than broke. We are massively in debt,
and it is getting deeper every day. USA Today reported last week
that in 2008 the average U.S. household owed almost $550,000 in
Federal debt. That is four times what the same average household
holds in mortgage, car loan, credit card and other debt combined.
And that is before this year’s trillion-dollar orgy of so-called stim-
ulus spending.

Meanwhile, in the real world, the recession is forcing States to
cut current spending. And California, the Governor proposes elimi-
nating the welfare-to-work program and health insurance for near-
ly 1 million low-income kids. After their 2009 budgets passed, 42
States enacted emergency spending cuts totaling $32 billion.

These are not minor adjustments. Yet the legislation we will dis-
cuss today breezily assumes States will find $3 billion in new
money over the next decade to finance their part of this new enti-
tlement. Where will that money come from? The tooth fairy? Being
a dentist, I can tell you something about that, but I won’t say it
out loud.

I don’t often agree with Robert Greenstein, the head of the lib-
eral Center on Budget and Policy Priorities. But last week in the
New York Times he said, “A budget tsunami is coming. That threat
should be taken a hell of a lot more seriously than it is now ”. In
the current budget crisis, he called for “scrapping marginal pro-
grams to save the most essential.”

Today we are ignoring that coming tsunami and strolling along
the beach contemplating another program. Several of our witnesses
will discuss how some home visitation programs have shown some
positive effects. We know that from programs already operating,
often with Federal and State program money. But obviously our
colleagues think it is not enough because it is never enough.

If you added up all the Federal and State funds. States could
spend on home visitation, it is an incredible $244 billion a year.
Obviously States don’t spend all that money this way, having other
priorities or now needing to cut other priorities. So we in Wash-
ington will create a new program that forces them to. Not a pro-
gram that increases child abuse prevention funds that may be
spent on home visitation, but a program whose funds must be
spent on home visitation, and nothing else.

And if States won’t spend this money, or can’t come up with their
own share, the Federal cash will be given to another State. So it
is Washington’s way or the highway. Except the children will be
the ones who will really pay when the upcoming budget tsunami
washes this and other programs away.

Mr. Chairman, all of us are interested in making sure every child
gets a good start in life. I support reviewing current home visita-
tion programs that fall under the Committee’s jurisdiction and how
they can be improved. However, at this time of massive and grow-
ing Federal and State deficits, I simply cannot support the creation
of a new entitlement that would send another $8.5 billion in un-
paid-for Federal spending out the door.
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To help illustrate the current economic situation, in closing I ask
unanimous consent to insert three documents into this record at
this point.

The first is an Associated Press article from last week that lists
the massive spending cuts under consideration in California today
to bring its budget into balance.

[The information follows:]
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Mr. LINDER. The second is a Wall Street Journal article from
last week titled States’ Budget Woes Are Poised to Worsen.
[The information follows:]
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Mr. LINDER. And the third is the latest summary of the Federal
budget situation by the Congressional Budget Office showing that
the Federal deficit was $180 billion just in the month of May.

[The information follows:]
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Mr. LINDER. Thank you, Mr. Chairman.
[The prepared statement of Mr. Linder follows:]
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Chairman MCDERMOTT. Without objection, those articles will
be entered into the record. Thank you, John.

The first witness will be Joan Sharp, who is the executive direc-
tor of the Council for Children & Families of Washington, my home
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State, one of the few States that has actually an organization set
up for the specific purpose of trying to prevent child abuse.
Ms. Sharp.

STATEMENT OF JOAN SHARP, EXECUTIVE DIRECTOR, COUN-
CIL FOR CHILDREN & FAMILIES, SEATTLE, WASHINGTON

Ms. SHARP. Thank you, Chairman McDermott, Ranking Mem-
ber Linder, honorable Members of the Committee. My name is
Joan Sharp. I am the Executive Director of the Council for Chil-
dren & Families in Washington State. We are a small State agen-
cy, an office of the Governor.

We also serve as the Children’s Trust Fund of Washington and
the Washington Chapter of Prevent Child Abuse, America. Our
mission is to prevent child abuse and neglect before it occurs. We
strongly support this Committee’s efforts to advance home visiting
legislation.

I am here today to share with you our experience and expertise
in funding, monitoring and supporting evidence-based home visita-
tion programs. From our 27 years of leading child abuse and ne-
glect prevention in Washington State, this is what we have come
t](;lknow with great certainty: Child abuse and neglect are prevent-
ible.

To ensure a better future for Washington’s children, we work to
increase public understanding of child abuse in order to engage in-
dividuals, families, communities and systems in becoming part of
the solution. In the last 5 years, we have increasingly focused on
evidence-based home visiting as our preferred strategy to decrease
child maltreatment.

In 2006, the Council for Children & Families proposed to the
Washington State legislature a substantial expansion of evidence-
based home-visiting programs. This request followed a period of
significant preparation.

First, we had quantified the need. Our research suggested that
50 percent of families under 185 percent of poverty, of the Federal
poverty level, with children birth-to-5, or a total of about 25,000
families annually in Washington, would be eligible for appropriate
for and would voluntarily participate in the home visiting program.

We also convened a research advisory Committee of academi-
cians, providers and other informed stakeholders to set the criteria
that we would use to establish a reasonable yet rigorous evi-
dentiary threshold. We are then able to identify a number of home
visiting models that met these criteria.

In addition, we conducted statewide outreach. We wanted to en-
sure that communities understood evidence-based programs before
they embarked on their own process to determine local interest, re-
source availability and which model might best meet community
needs and conditions.

In 2007, the Washington State legislature appropriated $3.5 mil-
lion over a 2-year period to fund evidence-based home visiting. We
then implemented a request for proposal process, identified the
strongest applicants serving high-need communities and initiated
performance-based contracted to implement an array of evidence-
based home-visiting programs serving diverse communities across
the State.
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We have since begun to see the very positive outcomes that these
programs are developing with Washington’s vulnerable children
and families. We have also seen that if the strong benefit of these
programs is to be widely felt, State and local resources alone will
not get us to our goal.

The Council for Children & Families supports an array of evi-
dence-based home visiting models. While we want for our children
and families only the strongest programs, the truth is that with
limited research dollars available, many promising home-visiting
programs have not yet had the opportunity to conduct the gold
standard research.

The multiple randomized control trials and longitudinal studies
necessary to prove their effectiveness. And the fact is no one size
fits all. Families need and want a variety of supports and services
and communities need and want the strategies that fit best for
them.

We also are very concerned about the implementation challenges
that many organizations have in learning to deliver these evidence-
based programs with fidelity to the model. This is an area that re-
quires the technical assistance and training that the legislation al-
lows for in the set-aside for those services. There are many imple-
mentation challenges in moving our field to these goals.

In conclusion, I would like to thank Chairman McDermott, Rank-
ing Member Linder and the Committee Members for inviting us to
speak with you today. We fully support your efforts to advance
home visiting legislation and are happy to provide more informa-
tion as needed to inform your deliberations around House Resolu-
tion 2667.

Thank you again.

[The prepared statement of Ms. Sharp follows:]
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Statement of Joan Sharp, Executive Director, Council for Children and
Families of Washington, Seattle, Washington
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Chairman MCDERMOTT. Thank you for your testimony.

——

I forgot to say at the start, your entire testimony will be entered
into the record, and we ask you to limit your comments to 5 min-
utes. And you were 5 minutes and 6 seconds which is almost per-
fect.
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So I am not putting anything on anybody that I wouldn’t put on
my home State. And I hope that you will all—will try to get to
whatever else is in your testimony through the questioning period.

Dr. Daro, who is the research fellow at Chapin Hall at the Uni-
versity of Chicago. Welcome. I trained at the University of Illinois.
So there is a little bit of rivalry, I suppose, although Chicago is a
big city; they have two baseball teams.

STATEMENT OF DEBORAH DARO, PH.D., RESEARCH FELLOW,
CHAPIN HALL AT THE UNIVERSITY OF CHICAGO, CHICAGO,
ILLINOIS

Ms. DARO. You also grew up very close to where I live.

I want to thank you, Chairman McDermott and the Committee,
for inviting me this morning to have this opportunity to discuss
with you about what this important legislation.

The President’s decision to invest in home visitation for
newborns and the Congress’ willingness to act on this decision
demonstrates a commitment to an evidence-informed public policy,
a commitment essential if we are to successfully confront complex
problems such as child maltreatment. Although no legislation
comes with absolute guarantees, the Early Support for Families
Act builds on an impressive array of empirical evidence and creates
an implementation culture that emphasizes quality and continuous
program improvement.

In my time this morning I want to briefly summarize this evi-
dence base, talk about the program elements associated with more
positive outcomes, and underscore the importance of using this leg-
islation not simply to deliver a product, but also to enhance learn-
ing.

With respect to the evidence, confidence in the efficacy of early,
home-based interventions rests on a diverse and expanding number
of high-quality program evaluations. This includes the seminal
work of David Olds and his colleagues, showing initial and long-
term benefits from early nurse home visitation when provided to
first time moms early in their pregnancy, the expanding research
including both randomized clinical trials and other strong research
designs that support the efficacy and efficiency of several national
home visitation models serving more diverse populations and the
ongoing investment and experimentation at the State and local
level across this country to create the infrastructure necessary to
ensure such services are sustainable and integrated into existing
health and early education systems.

The consistent message from this large and growing body of re-
search is that the chances of success, regardless of the model, are
improved when programs have certain features. It is improved
when programs have:

Solid internal consistency that links specific program elements to
specific outcomes;

Strong provider/participant relationships that extend for a sig-
nificant period of time to accomplish meaningful change in a par-
ent’s knowledge levels, skills and an ability to establish a positive
attachment with her infant;

Well-trained and competent staff;
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High-quality supervision that includes observation of the home
visitor interacting with the parent;

Solid organizational capacity among those community agencies
delivering this service; and

Appropriate linkages to other community resources and supports.

As Congress moves forward toward developing this legislation,
these parameters, rather than the utility of a given model or re-
search design, should guide your thinking. Unless all of the inter-
ventions supported by this initiative are structured around these
types of core practice principles, the odds of success, regardless of
the model you use, are greatly diminished.

Second, defining the evidentiary base necessary for estimating
the potential impacts of a given intervention is complex. As noted
in a recent memo to OMB by the American Evaluation Association,
“There are no simple answers to questions about how well pro-
grams work, and there is no single analytic approach or method
that can decipher the complexities that are inherent within the
program environment and assess the ultimate value of public pro-
grams.” Given this reality, this legislation should direct States to
consider a model’s full research portfolio, not simply count the
number of randomized clinical trials that have been done. Knowing
a program can be implemented under ideal circumstances is not
the same as knowing a program will achieve comparable effects
when broadly implemented with a more challenged population and
in communities that are more poorly resourced.

Fortunately, the research base on which this legislation draws is
much wider and more nuanced than a handful of clinical trials.
State planners should be directed to consider all facets of this data-
base in identifying those evidence-based programs best suited to
their service delivery context, their community challenges and their
at-risk populations.

Finally, the act’s emphasis on evaluation and data documenta-
tion is perhaps its most important feature. Home visitation, while
promising, does not produce consistent impacts in all cases. Not all
families are equally well served by the model. Retention in long-
term interventions can be difficult. Identifying, training and retain-
ing competent service providers is challenging, particularly when
the strategy is made widely available to diverse populations.

Addressing these and similar questions requires that evidence-
based interventions be implemented not only in light of what we
know, but also in humble recognition of our obligation to do better.
Improving our ability to identify, engage and effectively serve new
parents facing the most challenging circumstances requires more
than implementing a program. Doing better requires a research
and policy agenda that recognizes the importance of linking learn-
ing and practice. Initiatives must be implemented and assessed in
a manner that maximizes both the ability of researchers to deter-
mine the efforts efficacy and the ability of program managers to
draw on these data to shape their practice and policy decisions.

The Early Support for Families Act encourages and rewards in-
novation by providing State planners important incentives to ex-
pand the pool of evidence-based programs in ways that will
strengthen outcomes for family, improve service efficiencies and
maximize social savings.
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Thank you.

Chairman MCDERMOTT. Thank you very much for your testi-
mony.

[The prepared statement of Ms. Daro follows:]

Statement of Deborah Daro, Ph.D., Research Fellow, Chapin Hall Center
for Children at the University of Chicago, Chicago, Illinois

Early intervention efforts to promote healthy child development have long been
a central feature of social service and public health reforms. Today, prenatal care,
well-baby visits, and assessments to detect possible developmental delays are com-
monplace in most communities. The concept that learning begins at birth, not when
a child enrolls in kindergarten, has permeated efforts to improve school readiness
and academic achievement (Kauffman Foundation, 2002). Recently, child abuse pre-
vention advocates have applied a developmental perspective to the structure of pre-
vention systems, placing particular emphasis on efforts to support parents at the
time a woman becomes pregnant or when she gives birth (Daro & Cohn-Donnelly,
2002).

Although a plethora of options exist for providing assistance to parents around the
time their child is born, home visitation is the flagship program through which
many states and local communities are reaching out to new parents. Based on data
from the large, national home visitation models (e.g., Parents as Teachers, Healthy
Families America, Early Head Start, Parent Child Home Program, HIPPY, and the
Nurse Family Partnership), it is estimated that somewhere between 400,000 and
500,000 young children and their families receive home visitation services each year
(Gomby, 2005). Although the majority of these programs target newborns, it is not
uncommon for families to begin receiving home visitation services during pregnancy,
to remain enrolled until their child is 3 to 5 years of age, or to begin home visits
when their child is a toddler. Given that there are about 23 million children aged
0-5 in the U.S. (and about 4 million births every year), the proportion of children
with access to these services is modest but growing.

This expansion of home visitation services has been fueled by extensive work on
the part of several national models to both strengthen their research base and im-
prove their capacity to provide ongoing technical assistance and monitoring to local
agencies adopting their approach. Equally important has been the work in over 40
states that have invested not only in home visitation but also in the infrastructure
necessary to insure services are implemented with high quality and integrated into
a broader system of early intervention and support (Johnson, 2009). Until now, this
expansion has been largely supported through innovative state funding mechanisms
and private investment.

The Early Support for Families Act dramatically increases federal investment in
home-based services. The President’s decision to invest in home visitation for
newborns and the Congress’s willingness to act on his decision demonstrate a new
and important commitment to prevention and to the type of evidence-informed pub-
lic policy essential for maximizing impacts on important child and family outcomes.
Although no legislation comes with absolute guarantees, the Early Support for Fam-
ilies Act builds on an impressive array of knowledge regarding the efficacy of home
visitation programs and creates an implementation culture that emphasizes quality
and continuous program improvement. Among the bill’s most important features are
the following: mandatory funding to the states to strengthen the strategy’s sustain-
ability; channeling these dollars to programs demonstrating strong evidence of effec-
tiveness; requiring states to identify how these programs will complement and draw
upon existing community efforts; and requiring the collection and use of information
to enhance practice and policy.

In my time this morning I want to summarize the evidence supporting the expan-
sion of home visitation programs for newborns, identify those program elements as-
sociated with more positive outcomes, and underscore the importance of using this
legislation not simply to deliver a service but also to enhance learning.

The Broader context of Early Learning

The rapid expansion of home visitation over the past 20 years has been fueled
by a broad body of research that highlights the first 3 years of life as an important
intervention period for influencing a child’s trajectory and the nature of the parent-
child relationship (Shonkoff & Phillips, 2000). A child who can avoid trauma and
experience consistent and nurturing caregiving in their early years has a better
chance of successfully transitioning to adulthood (i.e., will more likely be physically
and emotionally healthy, well educated, employable, and engaged in positive social
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exchange and civic life) than one whose early years are filled with violence and tur-
moil.

In addition, longitudinal studies on early intervention efforts implemented in the
1960s and 1970s found marked improvements in educational outcomes and adult
earnings among children exposed to high-quality early intervention programs
(Campbell, et al., 2002; McCormick, et al., 2006; Reynolds, et al., 2001; Schweinhar,
2004; Seitz, et al., 1985). These data also confirm what child abuse prevention advo-
cates had long believed—getting parents off to a good start in their relationship
with their infant is important for both the infant’s development and for their rela-
tionship with parents and caretakers (Cohn, 1983; Elmer, 1977; Kempe, 1976).

The key policy messages from this body of research are that learning begins at
birth, and that to maximize a child’s developmental potential requires comprehen-
sive methods to reach newborns and their parents. Individuals may debate how best
to reach young children; few dispute the fact that such outreach is essential for in-
suring children will have safer, healthier, and more productive lives. Over time,
these individual benefits translate into substantial societal savings on health care,
education, and welfare expenditures (Heckman, 2000).

Why Home Visitation?

A central feature of this emerging developmental approach to addressing child
abuse and other negative outcomes for children is an increased focus on expanding
the availability of home visitation services to newborns and their parents. Drawing
on the experiences of western democracies with a long history of providing universal
home visitation systems and emerging evidence of the model’s utility in the United
States, the U.S. Advisory Board on Child Abuse and Neglect concluded that “no
other single intervention has the promise of home visitation” (U.S. Advisory Board,
1991: 145). The seminal work of David Olds and his colleagues showing initial and
long-term benefits from regular nurse visiting during pregnancy and a child’s first
2 years of life provided the most robust evidence for this intervention (Olds, Sadler
& Kitzman, 2007).

Equally important, however, were the growing number of home visitation models
being developed and successfully implemented within the public and community-
based service sectors. Although initially less rigorous in their evaluation methodolo-
gies, these models demonstrated significant gains in parent-child attachment, access
to preventive medical care, parental capacity and functioning, and early identifica-
tion of developmental delays (Daro, 2000). This pattern of findings, coupled with
Hawaii’s success in establishing the first statewide home visitation system, provided
a compelling empirical and political base for the initial promotion of more extensive
and coordinated home visitation services.

The Evidence of Success

Over the past 15 years, numerous researchers have examined the effects of home
visitation programs on parent-child relationships, maternal functioning, and child
development. These evaluations also have addressed such important issues as costs,
program intensity, staff requirements, training and supervision, and the variation
in design necessary to meet the differential needs of the nation’s very diverse new-
parent population.

Attempts to summarize this research have drawn different conclusions. In some
cases, the authors conclude that the strategy, when well implemented, does produce
significant and meaningful reduction in child-abuse risk and improves child and
family functioning (AAP Council on Child and Adolescent Health, 1998; Coalition for
Evidence-Based Policy, 2009; Geeraert, et al., 2004; Guterman, 2001; Hahn, et al.,
2003). Other reviews disagree Chaffin, 2004; Gomby, 2005). In some instances, these
disparate conclusions reflect different expectations regarding what constitutes
“meaningful” change; in other cases, the difference stems from the fact the reviews
inclu(%:a different studies or place greater emphasis on certain methodological ap-
proaches.

It should not be surprising to find more promising outcomes over time. The data-
base used to assess program effects is continually expanding, with a greater propor-
tion of these evaluations capturing post-termination assessments of models that are
better specified and better implemented. In their examination of 60 home visiting
programs, Sweet and Appelbaum (2004) documented a significant reduction in po-
tential abuse and neglect as measured by emergency room visits and treated inju-
ries, ingestions or accidents (ES = .239, p < .001). The effect of home visitation on
reported or suspected maltreatment was moderate but insignificant (ES = .318, ns),
though failure to find significance may be due to the limited number of effects sizes
available for analysis of this outcome (k = 7).



29

Geeraert, et al. (2004) focused their meta-analysis on 43 programs with an explicit
focus on preventing child abuse and neglect for families with children under 3 years
of age. Though programs varied in structure and content, 88 percent (n = 38) uti-
lized home visitation as a component of the intervention. This meta-analysis, which
included 18 post-2000 evaluations not included in the Sweet and Appelbaum (2004)
summary, notes a significant, positive overall treatment effect on reports of abuse
and neglect, and on injury data (ES = .26, p < .001), somewhat larger than the effect
sizes documented by Sweet and Appelbaum.

Stronger impacts over time also are noted in the effects of home visitation on
other aspects of child and family functioning. Sweet and Appelbaum (2004) note
that home visitation produced significant but relatively small effects on the mother’s
behavior, attitudes, and educational attainment (ES < .18). In contrast, Geeraert et
al. (2004) find stronger effects on indicators of child and parent functioning, ranging
from .23 to .38.

Similar patterns are emerging from recent evaluations conducted on the types of
home visitation models frequently included within state service systems for children
aged 0 to 5. Such evaluations are not only more plentiful, but also are increasingly
sophisticated, utilizing larger samples, more rigorous designs, and stronger meas-
ures. Although positive outcomes continue to be far from universal, families enrolled
in these home visitation programs, as compared to participants in a formal control
group or relevant comparison population report fewer acts of abuse or neglect to-
ward their children over time (Fergusson, et al., 2005; LeCroy & Milligan, 2005; Du-
Mont et al., 2008; Old, et. al., 1995; William, Stern & Associates, 2005); engage in
parenting practices that support a child’s positive development (Love, et al., 2009;
Zigler, et al., 2008); and make life choices that create more stable and nurturing
environments for their children (Anisfeld, et al., 2004; LeCroy & Milligan, 2005;
Wagner, et al., 2001). Home visitation participants also report more positive and
satisfying interactions with their infants (Klagholz, 2005) and more positive health
outcomes for themselves and their infants (Fergusson, et al., 2005; Kitzman, et al.,
1997). One home visitation model that initiates services during pregnancy has found
that by age 15 the children who received these visits as infants reported signifi-
cantly fewer negative events (e.g., running away, juvenile offenses and substance
abuse) (Olds, et al., 1998).

Home visits begun later in a child’s development also have produced positive out-
comes. Toddlers who have participated in home visitation programs specifically de-
signed to prepare them for school are entering kindergarten demonstrating at least
three factors correlated with later academic success—social competency, parental in-
volvement, and early literacy skills (Levenstein, et al., 2002; Allen & Sethi, 2003;
Pfannenstiel, et al., 2002). Longitudinal studies of home visitation services that
begin at this developmental stage have found positive effects on school performance
and behaviors through sixth grade (Bradley & Gilkey, 2002) as well as lower high
school dropout and higher graduation rates (Levenstein, et al., 1998).

A prime consideration for the unique emphasis on nurse home visitation within
the President’s proposal is the long-term cost savings found in Nurse Family Part-
nership’s (NFP) initial trials. These savings were primarily realized through a re-
duction in the subsequent use of Medicaid and other entitlement programs as a re-
sult of women receiving the intervention entering and remaining in the workforce.
Although comparable data have not been collected on the other home visitation mod-
els, the range of outcomes achieved by many of them suggests similar savings could
accrue from them as well. Additional areas for potential savings include stronger
birth outcomes among families enrolled prenatally in a sample of Health Families
New York programs (Mitchel-Herzfeld, et al., 2005), higher monthly household earn-
ings among those who access Early Head Start services (Love, et al., 2009), and bet-
ter school readiness and a reduced need for special education classes among children
enrolled in PAT or Parent Child Home Program (Ziegler et al., 2008; Levenstein,
et al., 2002).

In short, confidence in the efficacy of early home-based interventions with
newborns and their parents rests with numerous randomized control trials, quasi-
experimental evaluations with strong counterfactuals, and detailed implementation
studies that have demonstrated both the efficacy and efficiency of this approach.
Perhaps the most compelling use of these data i1s not to simply highlight a given
model’s efficacy but rather to underscore the importance of high-quality implemen-
tation and service integration. The full volume of research data across various mod-
els clearly shows that the chances of success are improved when any program em-
braces certain features such as:

¢ Solid internal consistency that links specific program elements to specific out-
comes
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¢ Forming an established relationship with a family that extends for a sufficient
period of time to accomplish meaningful change in a parent’s knowledge levels,
skills, and ability to form a strong positive attachment to the infant

¢ Well-trained and competent staff

¢ High-quality supervision that includes observation of the provider and partici-
pant

¢ Solid organizational capacity

¢ Linkages to other community resources and supports

As Congress moves toward developing legislation to act on the President’s promise
to provide early intervention services to those children facing the most significant
obstacles, these parameters—rather than the utility of a given model or given work-
force structure—should guide policy development. Unless all of the interventions
supported by this initiative are structured around core practice principles, the odds
of success, regardless of the model implemented, are greatly diminished.

Defining Standards for Evidence-Based

Defining the evidentiary base necessary for estimating the potential impacts of a
given intervention is complex. In general, two lines of inquiry guide the develop-
ment of program evaluations: Does the program make a measurable difference with
participants (efficacy)? And, does a given strategy represent the best course of action
within a given context (effectiveness)? Randomized control trials are often viewed
as the best and most reliable method for determining if the changes observed in pro-
gram participants over time are due primarily to the intervention rather than to
other factors. Maximizing the utility of program evaluation efforts, however, re-
quires more than just randomized clinical trials. As noted by the American Evalua-
tion Association in a February, 2009 memo to OMB Director Peter Orszag:

There are no simple answers to questions about how well programs work, and
there is no single analytic approach or method that can decipher the complexities
that are inherent within the program environment and assess the ultimate value
of public programs. (AEA Evaluation Policy Task Force, 2009).

Well-designed effectiveness evaluations are needed to improve the quality of home
visitation programs and their successful replication. However, knowing that a pro-
gram is capable of achieving effects under ideal conditions is not the same as know-
ing it will achieve effects when broadly implemented with more challenged popu-
lations or in more poorly resourced communities. In the real world, the success of
a home visitation program will depend on how local parents from all points on the
risk continuum view early intervention services, on what service and provider char-
acteristics will attract new parents into these programs, and on the relation be-
tween these efforts and other elements within a community’s existing service con-
tinuum.

In many respects, the core features of a well-done randomized trial—a highly
specified intervention, consistent implementation, and a specific target population—
limit the ability to generalize its findings to diverse populations and diverse con-
texts. In determining which programs constitute the highest level of evidence, states
should examine a model’s full research portfolio. Although randomized clinical trials
are excellent for assessing impacts, they offer little guidance in terms of how to inte-
grate such efforts into existing healthcare and educational systems, the vehicles
through which a truly comprehensive national effort to support new parents needs
to be based. The knowledge and assurances needed to build this type of integrated
system for at-risk children and their parents will be found in the evidence being
generated by diverse analytic and research methods such as those that have been
and are being incorporated by a number of home visitation efforts throughout the
country.

Assuring Continuous Program Improvement

The emphasis it places on evaluation and program monitoring is an important
feature of the Early Support for Families Act. Under this legislation, states will be
required to provide annual reports outlining, among other things, the specific serv-
ices provided under the grant; the characteristics of each funded program, including
descriptions of its home visitors and participants; the degree to which services have
been delivered as designed; and the extent to which the identified outcomes have
been achieved. This type of systematic data collection and monitoring is particularly
critical as home visitation programs become more widely available. Home visitation,
while promising, does not produce consistent impacts in all cases. Not all families
are equally well served by the model; retention in long-term interventions can be
difficult; identifying, training, and retaining competent service providers is chal-
lenging, particularly when the strategy is designed to be offered widely and inte-
grated into existing early intervention systems. Finally, although home visitation
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programs are substantial in both dosage and duration, even intensive interventions
cannot fully address the needs of the most challenged populations—those struggling
with serious mental illness, domestic violence, and substance abuse as well as those
rearing children in violence and chaotic neighborhoods. Addressing these and simi-
lar questions requires that evidence-based interventions be implemented in light of
what we know along with a determination to do better.

Identifying the appropriate investments in home visitation programs will require
a research and policy agenda that recognizes the importance of linking learning and
practice. It is not enough for scholars and program evaluators, on the one hand, to
learn how maltreatment develops and what interventions are effective and for prac-
titioners, on the other, to implement innovative interventions in their work with
families. Instead, initiatives must be implemented and assessed in a manner that
maximizes both the ability of researchers to determine the effort’s efficacy and the
ability of program managers and policymakers to draw on these data to shape their
practice and policy decisions. Most of the major national home visitation models rec-
ognize this objective and have engaged in a series of self-evaluation efforts designed
to better articulate those factors associated with stronger impacts and to better
monitor their replication efforts. For example, the Nurse Family Partnership main-
tains rigorous standards with respect to program site selection. Data collected by
nurse home visitors at local sites is reported through the NFP’s web-based Clinical
Information System (CIS), and the NFP national office manages the CIS and pro-
vides technical support for data entry and report delivery. Since 1997, Healthy Fam-
ilies America’s (HFA) credentialing system has monitored program adherence to a
set of research-based critical elements covering various service delivery aspects, pro-
gram content, and staffing. And, after 3 years of extensive pilot testing and review,
Parents as Teachers (PAT) released its Standards and Self-Assessment Guide in
2004.

In fulfilling their reporting obligations under the Early Support and Education
Act, state planners should be encouraged to draw on these systems in developing
a coordinated database that will allow them to look across the models they are im-
plementing. This integrated data system can be used to determine the constellation
of models and collaborative efforts needed to better identify, engage, and effectively
serve the communities and families in facing their greatest challenges.

Achieving Broader Outcomes

Home visitation is not the singular solution for preventing child abuse, improving
a child’s developmental trajectory, or establishing a strong and nurturing parent-
child relationship. However, the empirical evidence generated so far does support
the efficacy of the model and its growing capacity to achieve its stated objectives
with an increasing proportion of new parents. Maintaining this upward trend will
require continued vigilance to the issues of quality, including staff training, super-
vision, and content development. It also requires that home visitation be augmented
by other interventions that provide deeper, more focused support for young children
and foster the type of contextual change necessary to provide parents adequate sup-
port. These additions are particularly important in assisting families facing the sig-
nificant challenges as a result of extreme poverty, domestic violence, substance
abuse, or mental health concerns.

All journeys begin with a single step. The Early Support for Families Act provides
states an important vehicle for identifying the best way to introduce home visitation
into its existing system of early intervention services. Chapin Hall’s review of this
process suggests states are already responding to this challenge by requiring that
any model being replicated reflect best practice standards, embrace the empirical
process, and be sustainable over time through strong public-private partnerships
(Wasserman, 2006). The ultimate success of this legislation will hinge on the will-
ingness of state leaders to continue to support data collection and careful planning
and on the willingness of program advocates to carefully monitor their implementa-
tion process and to modify their efforts in light of emerging findings with respect
to impacts.
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Chairman MCDERMOTT. Our next witness is Dr. Brooks-Gunn,
who is a graduate of Connecticut and Harvard and the University
of Pennsylvania. She has written four books.

And, Dr. Gunn, we appreciate your testimony.

STATEMENT OF JEANNE BROOKS, PH.D., PROFESSOR OF
CHILD DEVELOPMENT AT TEACHERS COLLEGE AND THE
COLLEGE OF PHYSICIANS AND SURGEONS, COLUMBIA UNI-
VERSITY, NEW YORK, NEW YORK

Ms. BROOKS-GUNN. Thank you very much. It is a pleasure to
be here addressing the Members of this Committee. Thank you,
Chairman McDermott and Ranking Member Linder.

I am a developmental psychologist by training. I have been
spending 30 years following families over time to see what cir-
cumstances help them do better and what circumstances impede
success for both parents and children. I have also been involved in
the evaluation and design of three different programs that are rel-
evant to this hearing today: the Infant Child and Development Pro-
gram, the Early Head Start National Evaluation and the Home In-
struction For Parents of Preschool Youngsters, affectionately
known as HIPPY.

For understanding the review of literature, what we know about
how home visiting works, I would suggest that all of you turn to
The Future of Children. This is a particular set of volumes that has
been looking at what programs are effective for children and fami-
lies. The Future of Children has an issue on home visiting in 1993,
1999, 2005 and 2009. I was involved in coauthoring the articles in
2005 and 2009. But it gives you a really great history over time of
what we found.

What I want to do today is talk about the different strategies
that we have for enhancing young families’ lives. I am particularly
interested in young, first-time mothers. They are the most vulner-
able, as are their children, for later problems in life. I would like
you to consider also several different kinds of outcomes that pro-
grams can have.
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What we are concerned about for what I will just call first-time
young mothers and their education success. Clearly, we have to be
worried about if we can enhance their education, if we want long-
term impact on them or on their children.

The second is their parenting capabilities and capacities, and
home-visiting programs do address this. Part of this is child abuse
and neglect, but there are other aspects of parenting capabilities
that we are interested in.

And, of course, the third is children’s school readiness.

So how do these strategies that we all have been looking at over
the years stack up in terms of the outcomes that we think are im-
portant? First, home-visiting programs that offer—are in conjunc-
tion with center-based care do seem to have the ability to increase
these young mother’s education. That is very important. Programs
that are just home-visiting programs alone, in general, do not in-
crease parents’ education; the nurse home visiting program is an
exception to this.

Almost all the programs that you will hear about do seem to in-
fluence parenting capabilities and capacities. This is very impor-
tant when you look at the range of programs that exist. These pro-
grams—these effects are modest, but they are consistent across
programs.

Very few programs actually reduce the incidence of child abuse
and neglect, and there are a variety of reasons for that that we can
talk about later.

In terms of school readiness for the children, when we are focus-
ing on the children, some, but not all, home-visiting programs have
shown that they can change the school readiness of children.
Home-visiting programs often also target child and health safety
and seem to do a good job of targeting this.

Some programs are able to change maternal mental health, al-
though that is very, very difficult to change in general. So I also
focus on the effectiveness factors in programs to try to get the out-
comes that we want, the effectiveness factors that I think are im-
portant from my review of the literature. Specific curriculum, very
intensive services, home-visiting programs that provide services
less than weekly in general are not likely to be effective. There are
a couple of exceptions to that. But, in general, if it is not intensive,
it is probably not going to have an effect.

We need well-trained staff. This includes ongoing evaluation dur-
ing the home visits themselves. This is typically not done. We need
well-educated staff. My read of the literature is, the programs
using paraprofessionals are, in general, not likely to be effective
when we compare these to programs that use professionals and
more educated staff.

And the services provided is very important. Even in programs
that are designed to be intensive, we have to make sure that people
receive the expected number of home visits.

So, in summary, we can make differences.

What kinds of programs should we be putting in place? There are
some home-visiting programs that look like they will do what we
want them to do. I also would urge the Committee to allow States
to do some sort of demonstrations to see what happens when you
combine home visiting with programs that offer these young moth-
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ers educational supports so that we can get the mothers to increase
their education. Since this is a poorly educated group, these first-
time, young mothers.

States could also try combination programs, if possible, that com-
bine the best of home visiting with child care. Otherwise, if we
don’t try both to keep the effectiveness factors in place, we will not
be able to impact the families that are being served.

Thank you.

Chairman MCDERMOTT. Thank you very much for your testi-
mony.

[The prepared statement of Ms. Brooks-Gunn follows:]

Statement of Jeanne Brooks-Gunn, Ph.D., Professor of Child Development
at Teachers College and the College of Physicians and Surgeons, Colum-
bia University, New York, New York

It is a pleasure to be here today, addressing the members of the House Ways and
Means Subcommittee on Income Security and Family Support. I will be considering
the evidence for the effectiveness of programs for young, first-time mothers, both in
terms of their impacts on the mothers themselves and their infants, toddlers and
preschoolers. A developmental psychologist, I have spent the last 30 years exam-
ining the life courses of families, both parents and their children, with a special
focus on what might be termed vulnerable families. These would include families
whose parents are young, are poor, are unmarried, and/or have low educational lev-
els. I am interested in identifying what conditions are likely to enhance the success
of parents who are rearing their children under the often difficult circumstances. I
have also designed and evaluated a set of programs which aim to enhance the well-
being of parents and children. These include the Infant Health and Development
Program, the Early Head Start National Evaluation, and the Home Instruction for
Parents of Preschool Youngsters (HIPPY).

References and documentation of the comments made in this testimony may be
found in articles in The Future of Children (www.futureofchildren.org) from Issue
15 (2005, on Racial and Ethnic Gaps in School Readiness, edited by C. Rouse, S.
McLanahan and J. Brooks-Gunn), Issue 9 (1999, on Effectiveness of Home Visiting,
edited by D. S. Gomby), and Issue 19 (2009, article by K. S. Howard and J. Brooks-
Gunn on The Role of Home-Visiting Programs in Preventing Abuse and Neglect).
A list of publications by Brooks-Gunn is available at www.policyforchildren.org.

The Problem

The families being considered today are those with young, first-time mothers.
Each year, almost one-half of a million children are born into these families. Young,
first-time mothers, as a group, have relatively low levels of education, which limits
their access to stable, well paid employment. These mothers, often living in precar-
ious economic circumstances, are also more likely to exhibit harsh parenting, incon-
sistent parenting, and insensitive parenting, all of which are associated with lower
cognitive and emotional capacities of their children than mothers who are older and
have more education. The children of young mothers are also more likely to experi-
ence child abuse or neglect than those born to older, more educated parents. In
brief, young, first-time mothers are likely to have low levels of education and more
financial hardship as well as to exhibit less optimal parenting. Their children, in
turn, are less likely to develop the capacities necessary for success in school and in
later life. All three outcomes (maternal education, parenting behavior, and child ca-
pabilities) have been, and should be, targets of intervention.

Enhancing the Lives of Young Mothers and Their Children

Is it possible to help young mothers improve their educational status and/or their
parenting capabilities? The answer, from both longitudinal studies and intervention
programs, is yes.

Is it possible to improve directly the educational success of their children (most
often measured by how well prepared their children are for entry into school)? The
answer is yes. Well-developed early childhood education programs do so.

Is it possible to enhance school readiness of young children by improving maternal
education and/or parenting capabilities of young mothers? The answer is yes. It is
most likely that such enhancements will occur if both the young mothers and the
children are both provided intervention services.
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Strategies for Enhancing Young Family’s Lives

Several different types of programs have been developed for improving young
mothers’ education and parenting capabilities as well as their children’s school read-
ir%Fss. Each has demonstrated effectiveness, although not every program has been
effective.

Maternal education programs provide supports and incentives for the continued
education of young mothers. Welfare demonstration programs focusing on maternal
education report small to modest impacts on education, as have some home visiting
programs and some programs offering home-visiting services to the parents and cen-
ter-based educational services to the children.

A variety of programs, usually home-based, demonstrate modest consistent effects
on parenting capabilities (reductions in harsh parenting and increases in sensitive
parenting). Many but not all programs provide such evidence.

Some programs also have, as their aim, preventing child abuse and neglect. Of
those programs that look at child abuse and neglect directly (i.e., substantiated
cases), only a few have reduced child abuse and neglect. However, given the inci-
dence of child abuse and neglect, program evaluations often do not have the power
to detect such differences (while they do have the power to detect differences in par-
enting capabilities).

Home-visiting programs often target child health and safety, child cognitive devel-
opment, and maternal mental health. Child health and safety have been enhanced
by several programs. Fewer home-visiting programs have altered child cognitive de-
velopment (unless they are coupled with center-based child care; but see, for excep-
tions, the Nurse Family Partnership in Denver and Memphis and Early Head Start
and one Healthy Families evaluation).

Effectiveness Factors

Effective programs for families with young children (indeed, for programs gen-
erally) have the following characteristics——

Specific curricula with clearly defined goals and educational methods to achieve
such goals

Intensive services (home-visiting programs that provide services less than weekly
in general are not effective; although see Early Start as an exception)

Well-trained staff (training prior to implementation as well as on-going training
including evaluation during home visits themselves)

Well-educated staff (programs using paraprofessionals are less likely to be effec-
tive than those using professionals and more educated staff)

Services provided (some programs are designed to be intensive, even though most
families do not receive the expected number of home visits; programs in which the
delivered dose is low are likely not to be effective)

Best Bets for Investments

Based on the current literature, young first-time mothers seem to benefit most
from home-visiting programs. Thus, targeting this group is a good bet.

Also, home-visiting programs (if well-developed) are most likely to alter parenting
practices than child abuse and neglect. Several of the programs also have the poten-
tial to enhance school readiness.

It is likely that two-generation programs, that combine home-visiting programs
with child care, will be necessary to alter maternal education. Programs might also
need to provide other specific educational supports (help in the navigation of post-
secondary education institutions in a specific community, tuition assistance or condi-
tional tuition assistance).

It would be ideal if states were allowed to mount demonstration programs that
combine educational and parenting supports to see if combinations of services pro-
vide greater impacts on parents and children than just parenting support alone. The
same might be true if parenting capabilities were enhanced via home-visiting and,
at the same time, child care assistance were provided.

In general, any programs that are implemented must be able to document and
continue documenting, fidelity to the effectiveness factors outlined above. Otherwise,
the investments are unlikely to impact the families which are being served.

National Center for Children and Families (www.policyforchildren.org)

Chairman MCDERMOTT. Our next witness is Cheryl D’Aprix,
who brings a combination of having been a recipient of some visita-
tion as well as now being a home visitor herself.
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Ms. D’Aprix.

STATEMENT OF CHERYL D’APRIX, SENIOR FAMILY SUPPORT
WORKER, STARTING TOGETHER PROGRAM, CANASTOTA,
NEW YORK

Ms. D’APRIX. Thank you and good morning, Mr. Chairman and
distinguished Members of the Committee. My name is Cheryl
D’Aprix and I am a family support worker in the Healthy Families
America program serving Madison County in New York. It is an
honor and a privilege to be here today to share my experience, first
as a participant in Healthy Families America and now as a home
visitor for the program.

In 1993, my husband, Jeff, my 3-year-old daughter, and I were
presented with a new challenge. I received the news that we would
be expecting another baby and could welcome him in about 7%
months. I gently broke the news to my husband and together we
sat in silence, each struggling with our own fears and thoughts.

Jeff had his mind on the already-insufficient funds and how we
were going to replace all the baby furniture we had just given away
because we were convinced that we were already blessed and would
not have any more children. I was busy thinking about having to
go through postpartum depression with another baby.

I had suffered with PPD for more than a year after the birth of
my daughter. I had no clue what was happening to me, but I made
it through that year with the patience of my husband and kind
words from my family. I was petrified of going through it again and
the possibility of it worsening. I had heard the horror stories in the
news, and I prayed that I could remain well enough to take care
of our children and hold things together at home.

Visiting with a friend, I expressed some of my concerns, and she
recommended I check into a home visiting program that was avail-
able in our county through the Community Action agency. The pro-
gram is called Starting Together, which is part of Healthy Families
America, New York. The program partners with families who have
children, prenatal to 3 to 5 years of age.

During my pregnancy, she would meet with me weekly, and Jeff
would join us whenever he got the chance. She listened to me and
she shared information with me. She gave us the support I needed
to not only feel like a competent parent to the child I already had,
but she helped me gain the confidence I needed to talk with my
doctor about the postpartum depression. I was afraid that which-
ever doctor happened to be on call that day would either just dis-
miss my concern or tell me it is normal to have the baby blues
after a baby comes.

Through the information she brought me, I knew it was much
more than the baby blues; and I was able to get the help I needed
with medication and strong shoulders, and I was on my way to a
healthier life and a more secure attachment with my son.

Once Damian was born, our home visitor brought us curriculum
on the stages of development, books and videos on basic care and
information on community resources that helped our family stay
afloat. She left information on fatherhood for Jeff so he could feel
more confident and strong in the vital role that he played in our
lives. Throughout the course of 3 years, we spent time together
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doing activities with the kids, setting attainable goals for my fam-
ily and spending countless hours just talking. We talked about ev-
eryday stresses, and at that point there were plenty of those.

We also spent time about talking my life and what it was like
growing up. She gave me the opportunity to tell my story, and I
came to see that I too was worth listening to. She laughed with me
on the good days and she let me cry on the bad days that were so
overwhelming that I could barely get one foot on the floor. But I
put that foot on the floor because I knew she was coming to visit.
It meant so much to me that she understood the importance of nur-
turing the parent as well as the child.

When Damian turned 3, my family graduated out of the pro-
gram. Jeff was working two jobs, I was now working full time and
our daughter was honing the skill of bossing her baby brother
ﬁrﬁund. The job I was doing was unfulfilling, but it helped pay the

ills.

On our last home visit, our support worker encouraged me to
apply for an open position at the program as a home visitor. After
all she had taught me and all the ways our family had benefited
from the program, I was excited about applying for the job. I was
anxious to start lending a helping hand and a supportive ear to
other parents. One of the greatest gifts she gave me was the belief
in myself, and I was lucky enough to have the program see my
strengths, as well, and I was offered the position.

My home visiting career started out with many, many months of
training and researching community resources so that I could be
equipped to meet the diverse needs of each family. The very heart
of Healthy Families America is promoting healthy parent-child
interaction and child development. While on the floor doing activi-
ties together, we also discussed life challenges such as housing, em-
ployment, accessing medical care or transportation.

Offering referrals and brainstorming ways to remove the barriers
that families feel interfere with their success is the key part of our
visits. One recent example is, I visited a young, single mother with
relationship challenges and insufficient income. I referred her to a
child care center which she enrolled her child in, enabling her to
go to work. Once she had a stable income, we were able to connect
her to a first-time home buyers program, which provided her with
? ﬁr}llancial education to make sure homeownership was appropriate

or her.

I am happy to report that she is still successfully employed and
does own her own home. Outcomes can be amazing when supports
are identified and goals are attainable.

So, here I am 8 years and a few home visits later, and I am still
learning about the benefits and the power of preventive programs,
and my passion to partner with families is as strong as ever. I
home visit with low-income families, no-income families and mid-
dle-class families who are now finding themselves in positions they
have never been in before. They all had a multitude of stresses and
some just need another adult to talk to, each having their own
story worth listening to, each craving the opportunity to learn and
grow and each deserving to be nurtured.

The common bond with each and every one of these families, in-
cluding myself, is their child. We all want the best for them and
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we want more than anything in the world to be the ones to give
it to them.

I have seen both sides of what a home visiting program can ac-
complish, and it is so much more than life changing. It is life en-
hancing. So I thank you today from the bottom of my heart for your
time and your own supportive ears.

Thank you.

Chairman MCDERMOTT. Thank you very much for telling your
story to us. It is tough.

[The prepared statement of Ms. D’Aprix follows:]

Statement of Cheryl D’Aprix, Senior Family Support Worker, Starting
Together Program, Canastota, New York

Good morning Mr. Chairman and distinguished members of the committee. My
name is Cheryl D’Aprix, and I am a Senior Family Support Worker with the
Healthy Families America program serving Canastota, New York. It is an honor and
a privilege to be here today to share my experience, first as a participant in the
Healthy Families America program, and now as a home visitor for the program.

In 1993, my husband Jeff, our 3-year-old daughter and I were presented with a
new challenge. I received the news that we would be expecting another baby and
could welcome him into our world in about 7% months. I very gently broke the news
to my husband and together we sat in silence each struggling with our own fears
and thoughts. Jeff had his mind on the already insufficient funds and how we were
going to replace all the baby furniture we had just given away because we were con-
vinced we were already blessed and would not have any more children. I was busy
thinking about having to go through post partum depression with another baby. I
had suffered with PPD for more than a year after the birth of our daughter. I had
no clue what was happening to me but I made it through that year with the pa-
tience of my husband and kind words from my family. Now I was petrified of going
through it again and the possibility of it worsening. I had heard the horror stories
in the news and I prayed that I could remain well enough to take care of our chil-
dren and hold things together.

While visiting with a friend, I expressed some of my concerns and she rec-
ommended that I check into a home-visiting program that was available in our
county through our Community Action agency. The program was called Starting To-
gether, which is part of Healthy Families America, NY. The program partners with
families who have children prenatal to three to five years of age. After much
thought and a lengthy conversation with Jeff I reluctantly gave the program a call.
I have to say that it was really scary and unnatural to invite a stranger into my
home but after just a few minutes of meeting with our home visitor I knew that
we had made the right decision for our family.

During my pregnancy she would meet with me weekly and Jeff would join us
whenever he got the chance. She listened to me and shared information with me.
She gave me the support I needed to not only feel like a competent parent to the
child I already had but she helped me gain the confidence I needed to talk with my
doctor about the post partum depression. I was afraid that whichever doctor hap-
pened to be on call that day would either just dismiss my concern or tell me it’s
normal to have the blues after a baby comes. Through the information she brought
me I knew that it was much more than the baby blues. I was now able to get the
help I needed and with medication and strong shoulders, I was on my way to a
healthier life and a more secure attachment with my son.

Once Damian was born, our home visitor brought us curriculum on the stages of
development; books and videos on basic care and information on the community re-
sources that helped our family stay afloat. She left information on fatherhood for
Jeff so that he could also feel competent and strong in the vital role he played in
our lives. Throughout the course of three years, we spent time together doing activi-
ties with the kids, setting attainable goals for my family and spending countless
hours of just talking. We talked about everyday stresses and there were plenty of
those. We also spent time talking about my life and what it was like growing up.
She gave me the opportunity to tell my life story and I came to see that I too, was
worth listening to. She laughed with me on the good days, and she let me cry on
the bad days that were so overwhelming I could barely get one foot on the floor.
But I put that foot on the floor because I knew she was coming to visit. It meant
so nillucliltlca me that she understood the importance of nurturing the parent as well
as the child.
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When Damian turned three, my family graduated out of the program. Jeff was
working 2 jobs, I was now working full time, and our daughter was honing the skill
of bossing her baby brother around. The job I was doing was unfulfilling but it
helped pay the bills. On our last home visit our support worker encouraged me to
apply for an open position in the Starting Together program as a home visitor. I
jumped at the chance. After all she had taught me, and with all the ways our family
had benefited from the program I was excited about applying for the job. I was anx-
ious to start lending a helping hand and a supportive ear to other parents. One of
the greatest gifts our home visitor left with me was the belief in myself and I was
lucky enough to have the program see my strengths as well and I was offered the
position.

My home visiting career started out with months of training and researching com-
munity resources so that I could be equipped to meet the diverse needs of each fam-
ily. The very heart of Healthy Families America is promoting healthy parent/child
interaction and child development. While on the floor doing an activity together we
will also discuss life challenges such as housing, employment, accessing medical care
or transportation. Offering referrals and brainstorming ways to remove barriers that
the family feels may interfere with their success is a key part of our visits. As one
recent example, I visited with a single mother with relationship challenges and in-
sufficient income. I referred her to a child care center, which she enrolled her child
in, enabling her to go to work. Once she had a stable income, we were able to con-
nect her to a first-time homebuyers program, which provided her with financial edu-
cation to make sure home ownership was appropriate for her. I am happy to report
that she is still successfully employed and owns her own home. Outcomes can be
amazing when supports are identified and goals are attainable.

So here I am eight years and a few home visits later. I am still learning about
the benefits and the power of preventative programs and my passion to partner with
families is as strong as ever. I home visit with low-income families, no income fami-
lies and middle class families who are now finding themselves in positions they have
never been in before. All who have a multitude of stresses and some that just need
another adult to talk to. Each having their own story worth listening to, each crav-
ing the opportunity to learn and grow, each deserving to be nurtured. The common
bond with each and every one of these families (including myself) is their child. We
all want the best for them and we want more than anything in the world, to be
the ones to give it to them.

But despite all the many proven benefits of home visiting, benefits that I witness
everyday, the lack of resources in most communities limits the reach of home vis-
iting services to the lucky few. A federal investment in evidence-based home vis-
iting, as proposed by Chairman McDermott, Congressman Davis, and Congressman
Platts, will ensure that more families in communities across the country are given
the opportunity to participate in this valuable service. I urge every member of this
committee to support an investment in evidence-based early childhood home visita-
tion services and to move quickly and thoughtfully on legislation authorizing new
federal funding.

I have seen both sides of what a home visiting program can accomplish and it’s
so much more than life changing. It’s life enhancing. I thank you from the bottom
of my heart today for your time and your own supportive ears.

Thank you.

Chairman MCDERMOTT. Our next witness is Sharon Sprinkle,
who is a program manager for the Nurse Family Partnership Pro-
gram. And she has been doing it for 8 years and has probably seen

a lot.
Ms. Sprinkle.

STATEMENT OF SHARON SPRINKLE, NURSE CONSULTANT,
NURSE-FAMILY PARTNERSHIP, DENVER, COLORADO

Ms. SPRINKLE. Thank you. Good morning, Mr. Chairman,
Ranking Member Linder, and Members of the Subcommittee.
Thank you for the opportunity to testify on behalf of the Nurse-
Family Partnership program in support of evidence-based early
childhood home visitation.
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I am Sharon Sprinkle and I work as a nurse consultant for the
Nurse-Family Partnership National Service Office. I have been for-
tunate to serve in many different capacities for Nurse-Family Part-
nership, as a nurse home visitor, a nurse supervisor and now as
a nurse consultant, integrating the knowledge and skills from my
earlier roles to help guide and support our nurses, administrators
and agencies to successfully deliver program services. I am here in
support of the Obama Administration’s proposed initiative to create
ft new evidence-based home visitation program for low-income fami-
ies.

I would like to thank Chairman McDermott, Congressman Davis
and Members of the Subcommittee for their commitment to improv-
ing the health and well-being of children with dedicated funding for
evidence-based home visitation. The Nurse-Family Partnership pro-
gram model has served almost 100,000 families to date, and we
currently have over 18,000 first-time families enrolled in 28 States.

Our voluntary program provides home visitation services by reg-
istered nurses to low-income, first-time mothers beginning early in
the pregnancy and continuing through the child’s second year of
life. The children and families we serve are overwhelmingly young,
poor and minority. Our families are at the highest risk of experi-
encing significant health, educational, and employment disparities
that have lasting negative impacts on their lives and communities.

Nurse-Family Partnership has three major goals; they are to im-
prove pregnancy outcomes, improve child health and development,
and improve parents’ economic self-sufficiency. Nurse-Family Part-
nership is an evidence-based program with multigenerational out-
comes that have been demonstrated in three randomized controlled
trials conducted in both urban and rural locations, and with Cauca-
sians, African Americans and Hispanic families.

A randomized controlled trial is the most rigorous research meth-
od for measuring the effectiveness of an intervention. The Nurse-
Family Partnership model has been tested for over 30 years with
the ongoing research, development and evaluation activities con-
ducted by Dr. David Olds. Evidence from one or more of these
trials demonstrates powerful outcomes, including a 79-percent re-
duction in preterm deliveries of women who smoked, 56-percent re-
duction in emergency room visits for accidents and poisonings, 46-
percent increase in fatherhood involvement in the household, 59-
percent reduction in arrests of a child at age 15, and 72-percent re-
duction in arrests by the mother of the child at age 15.

As the Nurse-Family Partnership model has moved from science
to practice, great emphasis has been placed on building the nec-
essary infrastructure to ensure quality and fidelity to the research
model during the replication process nationwide. Independent eval-
uations have found that investments in the Nurse-Family Partner-
ship model lead to significant returns to society and government.
For example, the Pacific Institute for Research Evaluation released
a report in March of 2009 which found a 154-percent return on
Federal Medicaid investment over 10 years from the Nurse-Family
Partnership model based on findings from the Memphis trial that
showed reduced enrollment in Medicaid and food stamps.

I would like to take this opportunity to share an experience I had
as a nurse home visitor while working with a client named Alice
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in Greensboro, North Carolina. Alice became pregnant when she
was 14 and was caring for her child while living in an apartment
with six siblings and her two parents. She called me one morning
because no one in her family could take her to her local WIC ap-
pointment—Women, Infants and Children. During the car ride,
Alice informed me that her household had not had power for a
week, but she didn’t seem too upset by this development.

I knew immediately that Alice and her family needed assistance
identifying and connecting to community resources. I called the De-
partment of Social Services, but did not get much of a response. So
I decided to contact the few local community nonprofits that would
assist low-income families who are unable to pay for food and other
vital services. Two organizations agreed to jointly cover the electric
bill.

When I drove Alice home, I told her that she could tell her father
that the power would be restored the next day. Up until this point,
in my relationship with Alice and her family, Alice’s father was not
very engaged during my visits. After the electricity was restored to
the house, this proud man said to me, “A lot of people say they will
help, but you are the one that really did it.”

This is one of the many stories about the impact that Nurse-
Family Partnership has. We can help break the cycle of poverty by
empowering young mothers to become knowledgeable parents who
can care for their children and guide them along a healthy life
course.

The Nurse-Family Partnership urges the Subcommittee to devote
resources to assist States in implementing and expanding their
home visitation programs to serve even more vulnerable families.
We encourage the Committee to target taxpayer resources to the
poorest communities that often lack the critical maternal and child
health and social resources to ensure that the most at-risk families
succeed.

I would like to thank the Subcommittee for inviting me to testify.
And I would also like to thank Chairman McDermott and Con-
gressman Davis and Platts for their leadership on behalf of the
Early Support for Families Act.

Chairman MCDERMOTT. Thank you very much for your testi-
mony.

[The prepared statement of Ms. Sprinkle follows:]
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Statement of Sharon Sprinkle, RN, Nurse Consultant, Nurse Family
Partnership, Denver, Colorado

ATATEMENT OF
SHARON SFRINKLE
NWURSE CONSULTANT FOR THE SOUTHEAST REGTON
MURSE-FAMILY FARTNERSHIP

EEFORE THE
HOHUSE COMMITTEE 0N WAYS & MEANS
SUBCOMMITTEE ON INCOME SECURITY & FAMILY SUFPORT

JUNE %™, 2009
MORNING SESSI0N
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Good meoming  Mr. Chairman, Ronking Member Linder, and Members of the
Fubcommittes, Thank you for the epportmity 10 tesiify on behalf of the Murse-Family
Partnership {NFP) program in suppest of evidence-based early childheod home visitatian.

1 amn Shaman Eprinkle and [ wark as a Nurse Consultant for the Mumse-Family Parinecship.
As a purse conguliant, 1 provide bechnical assistancs smd guidance 1o aur programs in the
Louthimtem Beglon which inclindes Alshama, Arkansas, Flosda, Georgia, Misstssippl,
Marth Caroliva, Seath Carelisa, Tenmesses, Wirginka, and West Virgmia [ have been
fortussie to serve in many different capachiies for Murse-Family Parinership, including as
a purse home visitor, & aurse supervios, and oow 8 nuse consullant, using the
knowledge and skilla from my varous moles 10 help galds and support our mirses,
administracors and apenches sactesalully dellver program services. | am here in support
of the Cikamn Administeation”s proposed inbtiative 10 ¢reate & new evidence-based homes
vigitation program for low-income familiss, On behalf of the mothers, children and
farmilies served by Murse-Family Partnership, | want to thank Chairman MeDermatt and
Congressman Davis and the Members of this Subcommitiee for their commmitment 1
impraving the health snd well-Besng of children with dedicated funding for evidesce-
baged home vasstation, Your work b5 paving the way for a healthoer, brighresr flture for at-
tlak children and familles,

Every year, approcgimaisly G30000 firse fime low-indoms mothers become pregnant with
their first child. Mabiomwide, the Murse-Family Parinership (MFP) model has served
almost 100000 famnilies 1o date, and cumrently has ower 18,000 first=time families enmalled
in 28 Btates. Mabonal expansion of this progrom will dramatically impreve the lives aff
al-rigk families and yield refurns o secisty in more stable and productive families. For
avery [O0O0) families served by NFP, reseanch demenstrates thal 14,000 fewer chikdeen
will be hospitalized for infuries in thele fieat vao years of s, 300 fewes infante will die
{1 Their flest wear of lifie; 11,000 fewer children will develop language delays by age two;
23,000 fewer childdren will saffer child abuss and neghect in cheir first 15 years of life;
anel 22,000 fewer children will he nrresied and emer the criminal jusiice system through
their first |5 years of life, among other outcomes.

MFF is & volumlary program that provides nurse hames visilalmon services 10 low-insonms,
first-tiene moibsens by replstered sueses beginming early i prepianey and comtinuing
theoagh tbe child's second year of life. The children and famibes NFP serves ane
avershelmep young, poor, misdey and a8 the highss asl of expeiencing sigrdficans
health, educasanal and employnent disparnies chat have hsting negacive impacts on thet
brres and comnmumities. Matonally, 27 percent of families served by Bumse-Family
Tarmership are Hispanis 22 percent are Afican-Amencan; and 40 pereent ane Cancasian,

iFP rurses and their cliends make a 2 Y year commitment 1o ane anather, and develop a
strong relationship over the course of 64 planned visits that fecus on the strengths of the
young mither and on ber petsonal Beahl, qualiny of care ghving, and life eourse
development. WFF murses undergo mare than 60 hours of training, prior to receiving their
caseload of no mose than 25 families. Their partnership with families is designed tw help
them achieve three major goals: 1) improved pregnancy calcomes; 13 improved chikd
health and devebapmes, snd 3) improved panesits’ eoonondc self-aufficiency. By
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achieving these program objectives, many of the major risks for poar keahh and social
GRG0 Gan be dignificantly reduced.

When I was a marse home visibor wiils the NMFF program in Greensbora, Morth Caroling, |
warked with a young clisnt pamed Alice, Allee became pregnant 51 the age ol 14 and was
carinig for her child whibs living in an apartment with her parents and 4 siblings, Alics
reeded sameame o take her almost every time she had 10 transport ber hoby. She colled
g Cmi marnmng 4% ni ane i her family could drive her 1o her appointment with ber local
Wnmen, Infame, and Chaldsen (W IC) Pragrm. During the car ride, | asked how things
were golag af home, expecting a simpde “Fine'' response, Instead, Alios infarmesd me that
heer hionase hadn®t had power for o ek, bl didia't seem 1o upsel abaun this
develogment.

[ immedistely had a mulisds of questions such as “How have you been eatingT How
have you been doing your barmework? When will the power go back oo™ 10 which
Allces commen reply was a gsimple shrug of the shoulders. Afler | dropped Alice off at
her WIC appointment, [ recogrized that Alics snd ber lamily needed gisisance
identifying and connecting to commusnity resoances. After placing a call 10 1he
Departmend of Sccinl Services without ruch respanse, [ decided 10 contect a few Jocal,
community non-profits that assist low-income families sho are unable o pay for food
arvd vital services. Two organizations sach agreed to cover half the ebsciric bill, and when
1 dreve Alies home, 1 informed ber that she could tedl ber father that power would be
reatomed the next day.  Up until his peant in my relationship with Alice and ber family,
Albee's fuiher was not very engaged with my visits to the housebald, After electrictly was
restoged 1o the bouse, this prowad man said o me “4 Jotof people zsy they will belp wou,
but you're the one who really did "

Ancihet young mother, 18 year od Jankee, mmalled in the Nurse-Family Parimership in
Gruilferd County, NC eardy in ey pregrancy, During the visil il is my practice 1o revlew
the signs and symgrtoms of preterm Iabor and abso provids sech particlpant with a binder
that contzins the MFF visit gwidelines, A6 44 montha pregnam, Janice began
experiencing prederm labor. She went to the health department whers she wos receiving
premalal care and the provider assessed her and gave ber instructions to g0 home, drnk
fluids ard rast,

At home, Tanics's preterm labor symiptoms intenalfled. She was convieesd thai
somesthing was wTong hut ambivalent bacause she bad besn to her healthears provider
earlier in the day. Janice decided fo consalt the Narse-Family Parmnership visit guidelines.
After reading ke visit guidelines she was cerfain that she nesded to go to the emergency
roam. She wend 10 the smergensy roam and was manspocted 1o a haspital that had a lsvel
thres nursery snd could meannge bhahies with complex medical needa, Drespide the effarts
af the medical safT o halt labar, Janice gave hirih toa | [h. & oz baby boy and he was
adimiried 1o the peonaal inlensive care unit, whene incubators, respiratoss, and other Hfe-
sustaiming high tech equipment is the noomm.
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Baby boy Allen remalessd [n the nevamial intensive cane undt for approximataly 2 42
mranths. During his bospital ter, [ ssisted Jonies in finding tansportation o the
heapital 1o viait Alles; the hospital was some 30 niles from where she Fived. During and
after Allen's releass froms the hospital, I contimesd to sapport fanice by providing
infarmation, finding resources, facilitsing ber competence in parenting and offering
reassrancs, When the time was approprinie, Allen staried Easly Head Start #1 the
suggestion of the NFE marse and Jamice retwmed to work and began contemplating going
o callege,

These two sfories are just a glimpss inde the impacd that Murse-Family Pareership has on
first iimee, low-income families. MEP can help break the cycle of poverly by spowering
yioumn mathers to become knovledgeahle parenis who are able 1o cane for their children
and guide them along a healthy life course. WP nursss use a clienl-centensd approsch,
which mesns 1he nurse is constamly adapting to the needs of the family, ensuring tha
each visit is relevant and valesd by the parentish. MFT nurses also contbns: 10 monitor
the medel's progress in the field throsgh data collestian which nurses submit 1o the
natsanal datshase, and receive quartitly and ansiual repons evalunting the local program’s
ahility to achisve sizeshle, sustamed outtomes, Each NFP knplementing ngency's goal i
nid poly o dmpeove the lives of firat-tiine famnilies, but &lso replicate the nurse boimne
vizitation medel han was proven to work throggh migerous research,

HMEP |2 an evidence-hazed program with multi-generational ouscomes that have been
demsonairated in thres randomized controlled trizls that were conducted in urban arsd rural
lecations with Cascasian, Africon Amesican and Hispanic families. A randoiized
cantralled trinl is the maost rigarows research metbad for messureng the effsctiveness of an
infervention because it uses a “control group™ of individuals with wiom 0 compare
auscames ta the graup wha received a specified intervention. Tl HFP mode] hes been
tested fior over M) yeams through ongaing research, developemens, and evaluation activities
comducied by Dir. David L. Olds, program founder snd Director of the Prevention
Resesarch Center for Family and Child Heakhtls {FROC) at b University of Calorada in
Dienver.

Dr. 00ds and his research team have conducied three mndomized, controlbed Lrials with
diverse populntions in Elmira, NY (1977, Memphis, TN (1987}, and Denver, CO {1594),
Evidence fboen ane ar mere of these trials demanstrates powerful suicemes including the
falkeaing {in connestian o sch of NIFP's pregram goals):

Improved pregnancy owtcomes
# Reductions in hagh-risk pregrscaes i & rewalt of grearer incervals between first snd
|u|;qp.'|l,u;|1,:| Ltrthss, i:ul..'-:l.irlga Hhencath prestes imterval berawen ths bisth af s
o 1% Fewer closaly spaced (<6 monthe) subeequent pregnancies,
o 23% reduction m eabesquace pregrasncss by child age ovo, and
o 2% eeducwan in subsaquent pregrances for the mather at child age 15
{among low-income, vnmmamed group)
®  T0% reduction in prebtom dellvery ameag waenen wiso smoked
& 350 fewer hypertenaive disorders dusnp prepnancy
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Impeowved child health ad develapment

2% fevese injurics aneng shiklren (amang bow-rescarce group)

3% reduction in emerpency room vists for accidents and poiscaings

48% reducion in child abuse and neglect

50%% raducton e lenguige delays of chald age 21 months

7% reduction o behavices] ard intelkeenal prablens at child age 6

0% smprowement m marh and :ud.i.n.g achisveinent el sturer for g -5
59% seduction in amrests at child age 15

W% reductivon in adodication os PINS (person in need of supervision) far
incorrigible hehavio

= ¥ ¥ # @& &

Inceeased sellanifciency of the famiby
® &% Feaer arvids of motbees at chikd sge 15
TE fewer comviethens of mothers at child age 15
N4 reducoan in wellare ase
A6% increass oy father peesence iia hoasehold
B3% increase o labor fooce pt.ru'nl:.u.nm of methers at ohikl age 4

Ag the NFF moded has msoved from science 1o praciice, great emphasis has besn placed
on huilding the necessary infrasiruciuns 1o ensure guality and fidelity 1o the research
madel during the replication process natioawide. [n additicn Lo inlensive education and
placned activities for nurses to consduet in the heane, KFP has & unsque dsa collection
and program management system called the Clirdcal Information System (C15) that belps
MFP manilec program implementaticn and autcomes achieved. ¢ nlso provides
comtinous queality improvemsent dats that can help guide local praciices and moaitar staff
performance. The C[8 was designed specifically w recond family charscteristics, nesds,
services provided, and progress towands accomglisling NFP program goals.

NFPs replication plan reflects a proactive, stabe-hased growth strategy that maximizes
fidelity o the program model and ensarss consisient progm guscomes, SNFP urges
Ciongreas 10 support & wide range of home visitatian models that meet the highest level of
evidentlary standasds in order 10 ensure the largesl possible economic return oo
imvessment. MFP applands President Obama for his Admindsiration’™s commitment 1o
funding programs preven to work through dgorous, scentific eviderse and research,

Independent evaluations have found that ipvestments in NFP l2ad to significant retums io
society and government {Washingtan State Institute for Public Palicy, 2004 & 2008; 1
FAMD Corporation studves 1988, 2005, 2008; Bheprints for YViolenoe Prevention, CdTice
of Juvenide Justice and Delinguency Prevention; and Pacific Instibne for Ressach &
Evalustion), Blueprints identifled NFF s 1 of 11 prevention sod mtesvesitbon programs
aut af G50 evalusted naticrwide that met the highest standard of program effectivensss in
reducing adeleacent vialent crime, aggression, definquency, and substance abuse. The
RAMD and Washingion Stare repoms weighed the costs smd beoslis of MFP and
conchuded that the program prodweces signiflcant betsfis for children and ibeir parencs,
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aned demenstrated a savings to governmesnt in lovwser coses for heahh care, child protectian,
education, criminal jusiice, mental health, government assistance and higher tzxes paid
by employed parents. The Pacific Institute releassd o repont in barch 200% which found a
E54% petarn oo federa] Medigasd investment fover 10 years) from the NFP model based
car findiags from the Memphls tnal showing reduced enrollment m Medicaid and Food
Stamps, Recend analyses indicats that the costs of WFF compared fo aller home visftation
programs fluctuate by region, mnd even though the NFF model ls moee intensive than
ndher programes, it is rat always mone sopengive

The Murse-Family Parnership urges this Subcommities 1o devols resowrces 1o assist
Bates in implementing and expanding their home visitotson progroms o serve more
Camilies. We encourage the Commiltes ta target iaxpaver rescurces 1o the poarest
cammimilbes 1hal often lack critical maternal amd child health and social rescurces 1o
nsupe the most &-fsk families suceeed. 1 would ke to thank the Subtommitiee for
inviting me b0 wesiify, apd [ would alsa ke to thank Charmen MoDermotr and

Comgressmen Davis and Flatta for their lesdersldp on behalf of the Early Suppert for
Families Act. Thank you again, Chairman McDermett, Banking MMember Linder, and
Members of the Committes, for the opportumity to testify bafone wow today.

———

Chairman MCDERMOTT. I am going to start, I think, by letting
Mr. Linder ask the first question, because I want to think a little
bit about—you opened up so many possibilities, I am not quite sure
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that the staff questions are quite what I want to do. So I am going
to wait.

Mr. LINDER. Thank you very much. I would like to ask a ques-
tion of Ms. Sprinkle.

I have seen numbers of 6,000 children are born to girls 14 and
younger each year in this country. Is the prospective mother your
client or is the family your client?

Ms. SPRINKLE. The mom is the client, because when you im-
prove parenting capacity, the child reaps the benefits.

Mr. LINDER. The pregnant mother is the client?

Ms. SPRINKLE. Yes. We enroll clients prenatally before they are
28 weeks pregnant. With first-time moms there is a window of op-
portunity in which they are receptive to the education and are will-
ing to make a change and are committed and motivated to make
the change for a better life for their child.

Mr. LINDER. The program, as proposed, is going to try and help
450,000 people a year and I am told that there is about 1.5 million
in the same boat.

Who picks and chooses? Ms. Sharp?

Ms. SHARP. Well, from our point of view as a State agency, we
look at a number of factors, but the primary one is the capacity of
the local community, the implementing organization, to be able,
from their perspective using data that is available on all sorts of
measurements, to be able to target the resources, and services to
those most at need most able to be positively impacted.

So, from our point of view, it is a local decision that we would
be guiding.

Mr. LINDER. Dr. Daro, as a scientist evaluating programs, Ms.
Sharp said in her testimony that for every dollar spent, $3.02 is
saved.

How does a scientist or an examiner make that decision?

Ms. DARO. The cost savings are determined by looking at a
group of people who receive the service and those that didn’t re-
ceive the service generally, randomly assigned to these two condi-
tions; and then you look at their experiences in utilizing public re-
sources going forward.

In the case of the Nurse-Family Partnership, they have 18, 20
years of evidence. And what you find in the individuals who have
received services, is less welfare utilization, less use of public
health care dollars because there is greater employment. And that
occurs because, as Jeanne noted, they stay in school longer and
they complete their education.

So it begins a cycle of investment in themselves such that the so-
cial savings can be realized down the line.

Mr. LINDER. Mr. Chairman, I ask unanimous consent to put in
the record the fiscal year 2010 budget conference agreement. A
CRS memo describing on page 2 includes a provision establishing
a deficit-neutral reserve fund for establishing or expanding home
visitation programs.

[The information follows:]
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MEMORANDUS Jume &, 2008

To: Heies Ways snd Flzars Comnmames
Amesrion: hun Weklinges

Fram: Emilia Stolizfus, Specialist = Social Pobsy, 12334
Earen Lynch, Anabysi in Social Pokicy, T-6850

Bubject: e Visitatan Propessbi and Funding for Hese Visting

This memeramsdums respomds B your reqeest for nformatios shoul serneni and recest propaoials b Roedisg
Rome wisitatizm for Gamlies with yoeng children or thises expecting v child Yo also ssked that we
discuns any carreni federal, ptate oo sther puppost Toe bome visiting, We tne ths discmsion will be
usefel. Flease bet ux kzow i1 you bave sddilioral questons

Introduction

Home visiting for Sameles wich yvoung children and those expacting cheldren 15 & siraiegy for delivering
in-home sappon and sereices 4o families. Home visnons typically aim to offer family sepport s o have
poaitive impacis oo maemal and child bealth, g= well g eacty childhood developmen: sad sducason
Based on particular service models developed over several devades, thess visiors may be specially
traimed rarses, other professionals, or pacaprodessionels. Visin may begin during @ womans pregrancy o
later (dependizng on The model) and sey contims, reagulardy undl sge o, or, again depending on {he
o], writl] @ obild ervers sohool Pertkaipation on Se pan of the farmies (s vohoisey.

Theing the hm wigita, the pures, other profesional, or paepro fesionsd discorses specific health, suly
cheldheind devalopment aed sducation, snd paresting topecs, and may alen wse mle play or panesl
cosching. Ameng others, fopies covered may relaie io pre- or posneial bealih (g, importsnce of
reffaining from smaoking); manisinizg a svle home amvirenment for infanis aad deddkes i preven)
uniatentioeal injuriey; sxpocied developmaemial milesiones Tor infanis and yoeng childrm, iscbalisg aps-
rpproprisio expesiations and discipline sviegies; andi'or positive pareremg behaviors and =kills 1o reduce
the nisk of malirestment snd 8 improve pereng-chikd iemssion and children's cognilive Snvelopmenl In
padedimion, the home vismeor i wually expecied o refer or link fxmilies o commaunity-besmed or other
services pd pupporns ihed the family may need. Por exsssple, sorvices oo prevent or respond 1o domesilic
viclencs: treal mengal dness and'or sahstance abuse; provide mreal suppor e panmis; o offer job,
trening, or sdhecation skills,

Cragepctiseil Remyenh oveir T AR PO



52

Comgressioan Resnerch Smnoe S R Py W S WU

Recent Administration and Congressional Proposals to
Support Home Visiting

In lute Aprd 2008 the Home and Seste appenved o confensice apreemént on the FY 2010 budget
sesolutios [5.C0n e, 13), which resosciles separate FY 2010 badpet remlution propessbs passed sarlics
that menih, by the House (H.Con Res, E5) and Senate (5, ConBes. 131 The FY2010 budget resolafion =
designed io sex federal furding priorities sarass all purposes Tor the ugcoming fiszal year Arcording o
ihe comderence report on the budger pesolonicn (H.Repe 111-R9], e agsement includes o “delich aeuinl
sesesye Mund” For eslahlishng o expanding bome visialion programs.,

A varigly of proposls 8 provide greabier support Sor home visatation programs o families wirh young
chaldren or those expocting children haee bess affered in recem yeam. The dscwssion bekow will focus on
fovar cuETeRt ar recent proposeis that would provide sdditiceal federal Tusds 1o states Tor the suppart of
these Bome wiEiRso0 programs, inchading & propooal i the FY2000 budgal by the Ohass
Administratien, This discussion will be followed by a ssan review of other proposals that wosld {ar
would kave] sepporied competiove grams o local, community-bassd, of other entities (public o privaie)
10 seppoet bome vissag, Plagse aole thal the dissussen of kpishitive proposaly is limissd & e bills
that have heen miredused in the Bouse, Howsever, some similar ar identical proposals have been, or are
gurrenily, ivsosucad in the Senaie

Froposed .I'-Edt'ril Funding for State Programs

As dascribed above, home visiting sseks b prastively impect ehild asd Tesdly well baag a0res & FANgE
of domalnd, includisg bealth, early chililhosd develipment and sducation, and family funcliorsng’
satpper], The proposals to provide fiederal fending to stxtes for home visimion programs, dscessed beloe,
each seek b0 achieve caivomes across s range of domalins ard they weould we o ereale different program
mothoricies and funding soateghes v do this

Hialthy Families and Children A<t (H.IL 3024110 Congressh

The Healthy Famalies and Childws Act would have amesded ihe definition of “medicel assesance’ for
prerpoass of Madicaid {Tigle XEX of the Socis Ssoasity Aoth nd @ defintion of “ohild heahh asiosnoe™
mrwﬂﬁtmmﬁ Hewk Basuirancs Program {CEIIP, Tithe XX1 of the Socia] Secunty
At} 10 melude “nurve home: wisilagion services,” Undar Medicaid, stries shame in the cosi of providiag
Medicaid coverable services fo program beneficieries. Foe each dollar of state spesding, the federal
govermmeni makes a manching paymest Progeam Tusding is neferned toas an “open-endad” individual
encillemen| binues vlales pre islithed 1o neseiee & portios of reimBunsemend for ol “medical assmsinee”
prafeided on haball of prograss enrcllees and program enrclle=s are ezngled oo Medicaid covered services
s ouilined i the siain plan. Like Medicesd, CHIP is & fedemnd-suaie macking progeam.  Linder CHIF,
sienes mrany eiinodl epeied lowenoame childas in a CHIP-Gnanced expansion of Meadicaid, énsile & nes
separale e CHIP progeas:, & devieg 3 combination of Eoth approaches. However, no such individeal
entitiemmnt exists for tapeied low-meome children covered in s=2parme CHIP programs. CHIP does not
esimlish an kedividusl sandemend to benedis. Irsesd, CHIP entitles stiles with approved stise CHIP
plar 6o pre-délsrmaned feden] allotmeat: based os o distnbution formla sl in the low, Targeied [ow-
ircomm: childran covered wnder a CHIP-fizanced expansion of Meadizead are, howawer, poiiled io the
bemefies offered under thet program as Sculed by Medizaid law. The Medicaid and CHIP programs ane
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adeinisiered by the Cenners for Madices snd Medcaid (ChES) within dre Deparment of Heakd ind
Humstem Seavices.

Ulader the Healthy Families and Children Aot states woubdl have Tad the aptien o reccive federnd
raimtrsemend for the oom of prosiding “nurse hone: visimton servics which weuld kave been defined
10 imchede only servioes thal met 2eriain evileses slandents amd which wore offored om behalf of & subsst
of oiberwise ligide individunts. Specifically, the bl would have expanded e defmitions of both
“medical aviistance™ (under Meodicaid]) and “chifid health. pssinanee” (peder CHIF) 1 inelude “Evidence-
feasad murss home visitation servioes {such as servicss celited 10 Emproving prezaial bealih, pregnancy
cutoomes, child health sed developesent, sehesl readiness, famely stability and economic s=f-=utficiency,
ceducing child shuse, deglozd, and injuny, recucing miersal aed ohild nvolveres) in e erimingl jostios
#yulern, and mereasing birih intervals between pregnencies).™ Howerer, the legislation wookd have alss
stipulated that these services wankf only be elgaible for faleral rambersement (under Madeaid or CHIF)
I thezy weere peovided “in aecordises with sicome standards ther heve been replicated in maliiple,
rigarous, rsdamized controlled wisls in muliiple sites.” Finally, in ceder o be lighsde Tor reimbumsemen
ursdsr the Medicaid program the services would 2eed o ave been provided Tor any athereiss MiaScid
eligible individual who @ & “{les-lime pregnant woman™ or a child under ihe age of 2 year. who “is the
figst live binth &f a Bolngical motker™ Simlarky, to be eligible for reimburseness under the CHIP
program the merse home visralion services woukd nesd o Beve been provided i “tegpsied Kea-insome
child {CHIP-aliphie child) whe was under sge 2 end * i the Gl live berth %o » biokogionl mother™

H.E. 3024 was inroduced by Res, Dwlems &= the |10* Cosgress and was reforred 52 the Houss Energy
mfed Comiiesro: Comiidies

Education Beging at Home Act (H.RL Z5111* Congress)

T Education Begms at Home Act would amborize & new foemule gram peogram oo sIses, iSmicrss,
and tribes 10 ewpand quatity prograns ol saly hilifoed home viaitalion $o elighle familice The
parposes of this funding, as soaed in B 2008, includs the promation of * postive avcomes for children
aned families including: readingss for schoed, improved child Bealth and developrens, pokitive parenting
practices, reductions @ child maltreatmen, and enhenesd parcaling abilitiss o seppent their childies"s
optimal cognitive, linguage, social-smetenal, and physical devalopment.” Funding woukd be euthorizsd
on & diseret oy B wt 5150 million for FY2000 end o1 “sech sums s may be necessary™ fior sach of
FYI0EL-FY2014, [t woeald be admiziziered oo the federed level by HHS in consalntion with the LS.
Dwepartment of Education. A fer reservation of funds Tor tribes, serrilomies, svalsition, miningiechnicl
esismanes, ind fzderal adrsisration, HHS would be instructed 1o aliot the remeding funds o sach state
‘hased on 24 relaties sharg o children under ape & who lve = Grvalies with incame BElow 100% ol the
porverty linm, HLE. 2208 would require the governes of sack stale o devigrate & lesd agency b adminsies
the enrly childhood home visinion progeen in Bisrher stse and suggeats as possitilites the Sl
eduoationil egeney o (he stile healk snd Buman services sgency

Fumilies eligible for carly childhocd bome visitaion ane defined by HR. 2205 a8 pregnant women
(irseluding Fathers-to-tsn when availabde) and e perents or prisery carsgivens of children undsr the ige
of enfry 1o kindergarten. Srates that received fursdts would be reguined 8 use them In pronide sarly
childhood home visiteen 1o as ey eligikls Gesilies as practicalle. The services would need m e
provided oo & veluniary hasis, in fhe home of thae T=dividusl for 8 muniely sgreed upon locatian i the
comemmity), sul must be provided no less frequently thas neos 8 month (o mone often 10 an eligible
family has groater needs). Onby early childbood Bome visilstion programs meeting oot ileris coukd
be supported with these groar foads. Amung ather crileria, any propram that would be sopporied with
diese grant fends musl kave a eler snd consistenl researchebased model for providing beme visitation
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services M is promded i emgdeically-based knowladpe relsted 1 home visiling snd child heak o
ahild Sevelopmanis, sl be amsocisted wili & raliceal grganizabion or institebon of higher edugilion thal
s comprehengive bame visilation pregram sandards, met have boan evaluated with resubis peblished
in b pesr-reviswid jounal sl sl kivve beem in evstence ai keast 1 corssceive pears

To gecerve Binds, Lkt wieuld nédd 1o suhsil a grani application inchading specified pesurances, 4 sals
needdd somessmenl, asd & wtale plan for mepporimg acly childbood bome vesdtation peograma. & peer
revigw panel [appainted by FIHS with reprosmatsones of certain groups s specifled in HA Z203), would
review pplicatons o ensore thair congletstess and w recodimedd 16 HHE whether of pol 10 approve fhe
plaz hased an de quality of the nzeds axesment, quality of progrumns & he Munded, (he state's plan o
entance ad inprove Collabotalion ek egencic, programes and sEvices; i3 plan 1o praonbies aevise I
Righ nged comeiussries; asd its plan 10 dediver effective tmining end technical asssisnce. Siates with an
apgresed grant spplication would ke eatitled 10 recaiva their alktment of any ippeopriated fmds,
previded that 1] HHS determened that the stte spent ne less for “qeality progeans of caly chidhood
homoes wisitation™ @ the fsoal year prior o the fscal yeor fir which te grast weuld be pwarded than i did
in the second vear prior (o tie Fecal vear B¢ which the gramts s 16 be swarded and 2} the sz speil in
mmoant of i own. Aind (aes-feaderal) for cardy childaood home visitstion programe of ne s thas 1054,
20 anad %% of its allotment ameur i FY2001, FY2012 wind Y2013, respectively.

H.R. 1205 ik intradhaied by Bep, Dunny Denis and has bean referred o e House Education and Labor
and Higuse Aemned Services Commitioes, I.r|| largely dSeniical v |egisiation repered by the House
Education and Labor Commities in the [ 10% Corgres (H. Ji.qu. 110-Bi8% FLE. 2205 includes sdditions
furding suihorizetions diet would fond eanre egeted hoste siniting services, relital o Tamilies with
Enghish languags learresrs and mililary Gareles See dissussan befaw in “Chher and el sted Propossi:
Canceming Hoime Viiling,™

Olama Adminisiration's FY2010 Budget Froposal

As par ol s FY2000 Budger request the Dham Adminisration propoess a new capped entitlement
program i §upport sl granty S ates, lemilonies and tribes for die smabishme s and sxpemsion of
“rvidanca-based" home visitation progrems for low-incame sothers and pregnani wormen. The progrem
is expected m “creaie long-iems posilive lingect for chikdnen asd ftheir Beeilics, a well as peterile long-
fenm posiive Impecis Tor ooy i i wkale ™ Mandakory fending for the newly progeed hime visilation
progris | peogdsd al 5124 million in FY 3010 (Budges authority: $87 million in oetlays], gradually

rining In asnual finding of §710 million {oudays) by year five of the program (FY22014) ead 1o 51 ‘.'5.1
killinn in cutlays in year ten (FY 201907 The Admenisiration moies thal prinsiry will be given 1o foeding
n'u:ldqls ‘thast havee been rigooously evalomed s shoon o have positive efeels oz crilica] ouleises for
familizs ard children.” Accordingly, siates, tersilorss: snd tribes making matching grants muder the
proposed beme vissaties progeam veadld B regquared fo- sebmit a plam descriting, among ather things, the
program ssodel they will Fﬂ]hw.ﬂhnf:rhuﬁ'ﬂmnflhtnwml and hore iRa e
will e thal the proven program msded is adhered 1o (medel fdeliry)” Panding related io programs
with srong research evidence damonsireong thedr eMBeenivensss would smclude ekl arsnmos,

' LLS. Dipartmeat of Taakth and Vursn Senvices, Adodiwation far Chikisen isd Faselis (ACFEFIA0 Surrifvasss of
Enfuwwie far M Appropeiaiasr Comavuvear (mrerafar FY3000 ACF Sadgs jewifasonal. p 267
:mﬁrmmﬂmuﬂidﬁmhhﬂumbﬂ Arcording i e FY2000 ACF badge
fanifcwiany thin B visdhng deraee Lo SLBGE Sl bn in the eoibad veer ol the progrie. ping o
436,00 scw arsifics by FY2014.

FY 000 ACF bedpe juoiloations. p. 267 - 240,




55

Cangredsnonsd Resednd Serivor ]

meaimnag and evaleatien 1o esuwe Bty of the model and for "evalupnng effectiveress of these
miadels 1 condilions change over Gme.” The Adménistration alss enticipaies that sdditanal fomds wil
Suppool “promising progeams”™ ssch s thoen based oa some reseieeh evidence aed 1hase thal are
adaplaliom of reviously wralusted programs. Funding for thess progrunms would also incude wenical
amvigtince, monEcrng, and evaluation thar focuses m&uﬂr'rn' ke promizing modals and on
“rigomus (random assgnment] svaluailons of eBeciivencas '

Feasad on e ing lusan & the Adminisiragon for ChSdnen sad Familive (ACF) e gel festificalines, this
HIS agency is expecied w2 edmirser e pregram. At the same time. the FY2010 bedget reqoes noses
1 erifon bo coardingie planning for he propioal across HHS apeames o ensore 1he mos! effsctive
progrem siree e, (Lalso sigreds o wide range of goals for @is prograrn. These inelude sed setions
child abese end neglect, improvemenis in children’s bealih md development snd their resdiness for
schosd, and impreemaents m the ability of parenss o sappen childeen's eptimal cognitive, lamneane,
sacial-wmotional, end physioal developmess. I nies ene model of home vigitation dat used ures was
found 1o prodece Medicaid savisgs in several randemissd control trals and it sssumes implesentation of
ihiss hiowee wisiting peogram weuld seult i savings 4o the Medicaid program {via reductions in pre-term
idrife, emengeney eoom e, snd schacqmmt bisths} iesaling 577 million in the firs Sve yeaes and 5564
etillion eveer the entire 10 yrar.”

Lplereniation of thia proposs) world require Corgrassbons] setios o jecd suloeizing begslation. A of
carly Fane PU0, the Adminisiration kad not provided formal legisalive language 1o Congress for ihis
g

Early Support for Families Act (HLE. 2667/111'* Carjgress)

The Exaly Sepport for Families Ast would sppropiaie cepped mandatery fumdi fie o new forzeuls grant
program in sties, samrories, and irbes 1o axsblish and exparsd quality hame visitlion pregrams Tor
families with vousg chiidren sad fuvdies sxpeeting childnm, The purpose of this support, s sizied @™
HLE 2067, b bo breprave dhe well-being ard developmant of children. The tall would approprizes § 102
million Soe Raree visilation in FY 2000, 5350 millios for FY2011, $800 millica for FY 2012, 550 seilllon
fior FY 200 3 asad $700 million for FY2014. These fonds would be adménisiered by HHE Afer reservalion
of fands for evabmtion and trainngechnicel ssisunse, and fr tritszs, HHS would be insucied & alloi
it remaning fends to each state based oo il selative share of children who e n femilies with income
aior baborwe 4P of poverty Bne. HR. 2867 would establish this new program o suppon home vishation

addeg & e sobpud 10 a pan ol the Social Seouncy Aot thet sethorzes fimds for child and Gesily
servizes (Title VB Progroms suthorized usder Tite 1V-H are cuieently adsiniiensd by e child
welfire apmoes, hoveever, HR. 2667 does not specify that the child welfare ajency ssunt adminisler the
hemm winitwSon prograss (1 woukd goth s

States wentld b whie 1o seek periial federal reimbursessent for the 2o of providing heene visilation
serviges io py many families with yoeng childres end Tunilizs expocting chil dnm as prascticable or for in
amaoum thal wes eqoal oo their fol alloiment endar the peogram, whicheeer woe loss. T be consdersd mm
a|ipibde enpend itore, the Borre visitation sl be offersd on & seluniary basis, and mst be used 6o 1)
implement o expasad prograns of high qeality thal, amang other thisgs, sdbere oo clear evidence-besed

" loid, p. 247
Vi C1Vacw o ol migeverd ad Brad pet, Bt o the LU Chovwernens Fical Faoar 3014, Updasd Seramary Tabks, May
1009, p. 34 ad U S Dopunwmel of Health srd Hamse 3eeaes (HHS) Fool ‘Fear 2010 Bedget ia Brelp. H
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sk of haste visilation that have demensined signifl cant positive effects on impectant child and
parcrting culcimen (ng., reduecing abose and repbsct and ismproving chid health and dev.'ehpqrtﬂ
amploy weil-tmined, campesend stadl’ wik high qeality supervision, hawe the organizalions) capmscily o
implereni the progeam, aed esiablish apgrepriate links to other community resources and sepports; and
1)) for malnieg, sechnizal isistance ind gvahptioas relaled 1o thees programs. The leglslation further
provades thal saaies may count (ae dligible expanditures) a declinag shars of their sparding for homse
wisitalion programs that don' adhere 10 a model of kome visination “with fhe seosges| evidesos of
effectivensss. Spacifloally in FY 2010, 80% of & stale's eligible expendi e undis The program coeld be
far this purpose but by FY2004 s moee than 405 of mch siale sperding would te considesed aligishe for
fiferal semibarssment.

Tix receive korne visition that would be appropriated by H.B. 2667, sares would need 1o subeeit & grand
application inchading s descripsion of the home visiotion peograms tal e sxpecial 1o be supponed with
the fands, resslis of & sisie needs assessment, iad specifind ssnrance. Stalee with sn appreved grant
applicaion woeald be entitled we recesve the lesaer of Guer joml allement wader the program o £5% of
i eligilile sependinires for heme visitation in FY2000, 80% in FY 2000 snd T5% in F¥2012 end i all
sutsequent pesen. Strles would not be permitted 10 wse otber federal fends to meet thedr postios of the
program coeds, Further, baponing with FY2001, a seae could nat receive fancds sndar this hose visitalion
program unbess HHE deteemimed (hal in e fiseal year prior 8o the facal year for whach the grani world
bz awerded, the stale’s iotal spesading for quality programe of home wisilznon o farebes with young
children afl thése enpecting childoen wos no less than te Lotal emount il sgeess for Boee purpokes = e
secomad vzl year precedmg the year for whick the geanis are o be meade

H.R 2687 wos introduced by Rep. MoDermolt and his been neferral 48 the Houss Ways and Mz
Comemlies,

Other and Related Proposals Concerning Home Visiting

Thae proposals descrived above would peovide edesl pupport 1o stwies for home wisiistion programe, via
formsula prams or through apen-ended reimburmmant of eligible expandiiures. Some ofhor recemr
propasals kave Bekaded competitiee grant finding for more targeoed hse visiiaton peograms. These
ine: -

Section | W of 1he Reducing the Meed for Abortios end Suppentisng Perents Act (H.B. 10747 10°
Congrass) would hive unlorizad HHS @ make grams to local bealth dapartmenis 1o support home visils
by peginterad nesed 15 fint-tme mothers with childeen 2o older than 12 sontts sad o motbses who ane
uncir the aps of 10 and whose child is not more than 12 sontls old. Doring these vinil B seginered
mese wnkd be expacied o provide mforratios o2 child Bealth and development, panesiing advice,
information on pareniing rescurcss, wpeomisg parealing workshope in the kocal region, and o= progrems
that fecilhaie parend-lo-parent suppart avices, and factual and medically complete information aboot
ennriepton. HR. 1074 would have auiborzed £3 milltan = diseretionsry appeopriaion for tis
program. The bill (which included many provisions) was refereen] % the Heuse Ezergy and Commernce,
Hreaw Education and Labor, and Hoese Ways end Mesns Commitioms

Soction 5 of H.A. 2205 [Educatioa Beging ai Home Act) wod auiherize HH3S in comeuliston with ihe
Education Depanimen? i fruke grants 4 [ocal sducation agescies and b eligible pabdio or privass
cenuminily-based organizations, to expend quality progrems of early chil#noed hosve visitation so du
thiy maom; effectively reach and seree Exglish begnape learsess {insluding indivildualy nal bam is the
United S2aies or whise satve laggnage is S0l Enghish, isdividuals whose [sck of fluency = English meay
beimder chesr edeialioma schigvements or their panticipation i seclety, or cenaln Americen Indian’Ainsks
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Parive individuts). T BB would apthorize discrenonsry approprations of £20 milsan for FY 2010 and
“spch sums" far FY 221 1-FY2004

Seqtion &of H.R 2205 {Education Begzs ol Home Act) would aptionze die Dafenss Depariment in
caraulistod with e Edozation Dipartment and HHS jo make compeiinve grants o leoal eduaaiion
agencizs; eeftian schools, including thome oparaied for defisase dependens, and 1o commusiry-bassd
e nition serving families in the Armod Foeces. The purpose of S grases wodld be 1o sl
ﬂﬂm:ﬂm&ﬂjﬂmumﬁmmmmﬂimrmtudmhnﬂ.'nm-ing
it iy, Thee 08 woald aotorizs diseretiiary appropradions of 30 millios for FY 2000 and
“each sams” for FY2001-FY2014.

Related Current Federal Programs or Initiatives

Several curmeni {edecal progesms, including Eardy Hiesd Stars, wed Heakby Stan, saplicitly provide home
vasimtion {based on o eniqoe ssodel) s o pan of ether pervicas offered. In addition dhe Adminiseation for
Childress and Foemilies (ACF) began supporting a home visiation initietiee in FY2008. These progrems,
as they relte %o home visitation, aad the cemend ACF home visittio initlative are biefly desenbed

Early Head Start

Aurhorized under the Hesd Sust Ag), Early Hessd Stan provides sarly childsoosd services wo tamilies
expezling children and EBamilies with children mder age ihree. Eardy Head Soari programs seek io promiss
healthy prenalad guiciimes, mhance the development of mihne and soddlers. end promaie healihy family
functioning. In FY 2007, Tarly Mead Stan programs nsosived S6E9 millios in Teder] Head S fonds 1
wereg ahout 81,700 children under the ege ad'tmc."ﬁmhﬁll,-. prrlicipativg Nemiliss mus hivee insmes
balow the poweny line, though some may abis be eligihle bsed on othe cabwgoricon] crousstances (o4,
homelesszess o eligibility for Temponsy Axsidisce for Hemly Families (TANF) Sspplemental Secerity
Imooime (551, of fesier careh” Early Hed Slar services may be prowided through cenier-based programs.
Tooese-Tuceed programnd, and programs hat combine comberbassd and homebassd services. In home-bassd
priageams, childom and shoir fmifies ave soppomed throegh weekly Rome visis of ol lees) 50 minmes and
himamikly group sooial tzation expemiences. Early Head S i sdiminiaiersd by the Ofee of Head Stain
within the Administration fer Children and Families (ACF) s HHE.

Healthy Start

Healthy Stam is sethonzed undar the Feblic Heaks Services Act (PL. [06-300) I serves rearly 100
m-rmnilin.'arﬂin meeni years has recefved anauel fusding (Escnesonery spprogrinlions) of ibour
S mafon.” Heakhy Sien funding is peovided 1 sepgan “sommunity-desgned mul evidence-upperied

* Boo FY 1008 Hod St Fregram Fac Shan

TNtk obs mof et bt boars 2 Heutid D leadSan® mgr hm alsshmbo

| Thie are same encoptians o (v s pReliny igsiverenis. Fat inilaner, the Hod Sar At alioss opte (0% of hidres ie ke
o farmiliei casteding e poverty puidalise. Thiv brw Srtber sibowy shat an add@vionsl 54 ol ol ey e Ban B lsg
wwith reom Telaw | 3] plived ol b preey Qee ® provided dwe chidea are ree given A igher prisriny dhas chiidres wha o
horeciem or living below the povery line.

V1S, Deparrracrd of Heakh sed Hurran Sorvios, Blakh B and Audm SN S of
[camsicead . )




58

Longreapirea) Bt Fiie |

sraiegies’’ o reduce infaes momality e ieprese health ratesmes for iefanty end deer motben, Special
atierdion is given io Afrcan Aueri cen and ather mtingsily comumnitics whise rates of mfant snd =sscmal
deash are dspropotiomnely high. Hesliy Start grantees design fanr awn sarvices, However, they
generally make evada®le a cong ae! of pervices incloding case massgemers (home visiting amd links io
hzalth zarz and cther peeded sereicesl; direct cuiresch and peer meatoning by wainisg commenity
meriker; scraaning and raformal for perinatal/pospartum depression; and sirong coondisation and wooess
I critical mareices for high-nsk women and familkes, subsiance e e dosesrae vioksmes soumseing
I-I'Idﬂ-lwﬂl'l.-ﬂ'lll'ﬂ-l-l hzalih servioes, sarly inpsreention, parensng edusition, smeking cessation, hirging
I-I'ﬂtllFlD}ll'lﬂll Heally S s adnenistered By the Healih Besources and Services Administration
{HERSA) within HHS

Current ACF Home Visitation Initiative

Beglinnsg with FY2004, HHE, frcugh iis Adminisinviion for Chikdren snd Parmobes (ACE) has proveded
suppas B tesling cffective implemeniation of bome visitieg peograms 1o prevest child malwesmment.
Funding for this mitiative was mitielly requested by the Bosh Admirestmation (510 millios is b set aside
frore the discretioasry sotividies sozoum of de Child Abuse Prevention and Trmsment Asl, CAFTA) i it
FY2008 badgel. Al ke s, The Buivh Adnonistration sopghi dhas finding to “expasd existmg programs
tha eifies proves effiactive models of marse home visialion upgrade existing programs w fdlow proven
effective medek: of numse homa visiisson; bulldﬁelﬂim'nmﬂm-hﬂdutlpmpm:buﬁ!uuptmm
eifective model of aurse home vesetion. ™" Congress prodded 510 sxllion Sor S initiative in FY2008
bl provvided thai the fusds were mede pvailesle b Suppor improeed i=phementatios of & range of
evadenoe:-hased home virng sodeh

Ui September 30, 2H0E, HHSUACF awandsd gronts 1o |7 gramiees in 13 sinbes for supporting evidence-
based Fame visiting Lo prevent child malireaiment. These grantees injended o kelp implement or enhance
i oy @ viniety of bome visiling modeds (alone or &= combineton}, sclading the Nurse Fusily
Partrership, Healthy Faraies Amenoa, Parenis is Teochen, Saik Caee, and ohen. In additicn, HHS
pwarded ﬁ.l.n-:llmj.'llmunl.um]?u-lh:j- Researeh, B i Chegan Hall Cinter for Childnin b conduil &
cress-sine evaloatios of the gramess’ progriess, including {1} an implementation study; (2) a fidelity and
oulremes srady; and (1) & ot study, Matbematics snd Chapin Hell mesi elso esishlish and coordmane a
ezt leming network to facilitaie informaiion shariag and will provide evaleation iechnizal essisimsce o
gramaes and their [ocal evalusicos firough this serwecek !

For FY 3000, Conpress divectesd that 81 1.5 million be 21 agide o “siuppon contisiing bnid fi
cornpeiitive pranis io stanes o enesouragpe mvedimenl of gxpmiang furding sireame inlo avidmcs-hasid
home visiiaden medels ke Riee been shiam hlm!:mwl:h.uhm‘rn-. well-being, and sedf=sufficiency of
low-isceme, Fwl-tme parents and dheir chibdren *'" The Obana Adrmirésiraiion has requesied contiraed
fanddng for this irctiative of $1359 melbon for FY2000

i ovaraed |
Esovancral fid W dppsged v Dimmiioer, plod .

* W ol Hica by St Aot ot o, laz. [htipFarmr. b irpianaamac g’}

"® AT nnficaions P
' ger ~Bupporting E“J-:r:l-l-d lers Wml_m'lrmﬂliumwmﬂ "u
et araon o i po w oo e dtstianicbby_project dmcriprion per.

" S Cingerniniion’ Krcve. Febasiry 23, 2008, H2220. The stateweri foriher providen: " in fiiesl e 3004, ACF shull
feerdimaead
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Existing Federal State and Local Funding for Home
Visiting

There are fedmy bxme vimbng program “models " These models can be difiremiinied by, mmong otk
ihimgs, whe they miend fe serve, the intezsity and dustion of eevices, dall qualificaions azd trening.
pecific program goals, and e ex et servizes o curriculs thay use in warking with families. A1 least Awe
privaiely originated home visitisg program modols have been widely siplenmstel. Heallhy Frenilies
Aureica {opeening b= 36 stales end the District of Colembia, 430 sites);'” Pareris i Teachers {50 s
ez thee DHstriet of Cizlursbi, mone them 281§ sivas);" Murse-Faredly Pammersship (28 statss, 151 siteal,™
Hiztne Isindesien firr Parentz of Prascheal Youngsters (25 states and the Dintrict of Columhia, 146
site);" and the Parest-Child Home Progras (15 states snd se Disrict of Columbie, o least |43 sites) "

Beyond thosn frve models. many odher home visiting medels, some comarinusly blending aspects of the
models listed abowe and others ihat wers irdependently developed, are alse in wse. Miost home visiong
programs use & blend of federad and stads funding sreams, with some sdditoeal support ciming Fom
Bocal pachilic fundds or privats soerces. " For instance, suppon for Healihy Families Ameica (HER)

in 1 came from az peerage of 2.4 federsl findesy sounes, 2100 siale findng sources, snd 1.7
lisezal fiemading sowrces by state *

‘While: an et has boen made 1o be thorough in compiling e dain, please noin thet informatan on
Banding sources {pericularly ai the stuee and loead level) may not be comprobessive,

- coaimmed
ensure thil these Fords woppon medeh @ b b g |9 well-deikgoed, rosdomiccd conirelicd trish ia prodkes wambis,
wHbm el ATpdhan child mch any iy ey vl peghest. "

** ez kg e bl g il st oigetees_isTeq abimid kcaion. Motz i chare b sawes discrapassy b Baw: mary
Hiks mo prtiopaing. Amber fun dun repamed i che wesbelind A CRS defermiend sisic prrixipsd ian frorm sizrmsiian
PR iy i B Rrvey (oo B poYwewrwe hesl il riarel haes e esaang vhoran ks b Qi _jorves pidfhy

* S g o SRS GRS T B L BOA - ATI B8O
AFIBARMIEEA N TP ATHMELD SITFEMAF ALUGLETI? PDF, Missbes cited sbove represant partic pazion wiber the Uarsd
Audeiaake Fasends m Tembes alicoperaxe o eesvesd obar connaia

 fep b wes rrssipd sl p of Viedex chmiT plirasif=|7 Wardsn ched ahove
repreaesi partcipation wathin tha Ul wed Susg ond s (6 Fisss Pasely Partscabip casenity bas wvenal iniemaiicnal

el hburn b i well

'* San bopurawe Bigg e ong IR vicw!] 1ES)_HIPFY Locatizen . Kots thae deirw 15 disnegansy Bemssn the sl
RErek of AN kI patng mEed arad 4 k] i el on Lhi pags compared iz the ronren displaped in e sosmpanying mag
CRE seeed dal siain wnd mim baned on s walby oF thess displayed on e wag. Moo cied above iepimar prsicpaton wiien
o L Ergies mly. HIFRY ol oo sporuicn incresdzealy.

! o brrpeurarw puaremchild orgrbosa e innde brrel et i Olrio i linsd m o Parsai-Child Haww Frogram [FCIF) sista,
bl ne infiwTraaes @ provided abaw semkar of P EpElng §KS wilhin s aisic. For purpos: of thicdooumesi, CF5 wraren
Tt o erm 0f g wite opereang i Ohia. Mambere sied abaen pNSd pAKipEn w1l e Urilad States anly, FOCHP
alic aparatnn rama il

"meilhmmmmhmwhﬂph FErrengihomng Frogromr Seasgh Sow

Farksnsd Ced o Chibines in Froesty, Madbnan School of Pubdls Weslth, Cakimbia Unisesiiy, Py 203 (hersira e

Jokunan, Seawr- dosed Wowis Fisining Fragrimn, 2033); W, oria of thosd Fhibotin, 306, i Fealihy
Faenlis Aorerica, "Chagier 8: Furdiag,” Soow Fras Desliprm’ i, 1000 o
[l hitad vy B b v g dn'dgll pof

" S, Mal vy FarmBing. A morias, b e, hodl iy farsi } 4 ae'hin_uwa_sf_wus gpenEdl
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Federal Funding Sources

Curcen andfor paa soarces of federal fundisg Tor hisee visiling e come Tem programs elmisistered
by sewerdl EiMerent Sedend igendicy, mosd commamly (b U3 Depariment of Healih sesd Humea Service:
[HHE] ard (ke 115 Degartiment of Bdecation (ED], Sepport from existing (ederal programs comes in
several different wapn, Some pogams, such a Barly Head Stan, operate what amoenis 1o their own
home vissng modal. For olber progrems, such a5 the Masemal ard Child Health Block Gramt, bome
visining services are eaplicitly pemmined by siabie, bt is oae of maey activities tha ere ligitde oo
feceive 3 ghare of prograss finding. Fisally, there & & larger poal of fedeal programa, melding Medicaid
and Temporady Asgiglinee B Mealy Familica (TANF) which may suppord specific bome visitisg.
szrvices under brosd|y giated program suihorities, In dhe Bafier case, the ssatose does nos explicitly fogus
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Mr. LINDER. The bill before the Committee, we are told, will
cost about 2 billion dollars over 5 years. The proposal in the Obama
budget would cost 9 billion dollars over 10 years in just Federal
funds for this new program.
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Today, the President is going to speak on urging us to pay for
all new entitlements. So can anyone tell us how we are going to
pay for this?

Mr. Chairman? Mr. Davis? Do you have offsets?

Chairman MCDERMOTT. Are you asking us or are you asking
the witnesses?

Mr. LINDER. I am asking you how it is going to be paid for.

Chairman MCDERMOTT. My policy basically, Mr. Linder, is
this: One should decide what good public policy is and once you
have decided what good public policy is, then you decide how you
are going to pay for it.

I think what we are trying to do here today is determine, what
is the best public policy. And you are correct, finding the money for
it is going to be a real problem.

Mr. LINDER. Dr. Brooks-Gunn, can any of the money in this
program be used for anything else? Can it be used for drug treat-
ment? I assume you read the proposal. Is this a mandate for just
nurse visitations, if the State has a bigger problem in another area,
can it be used there?

Ms. BROOKS-GUNN. I think the State options—you guys are
the ones that will have to decide if there is some State

Mr. LINDER. Flexibility.

Ms. BROOKS-GUNN. Flexibility, thank you. Flexibility in terms
of how the money is spent now.

Mr. LINDER. There isn’t now?

Ms. BROOKS-GUNN. At the moment, most home-visiting pro-
grams, because of the cost, do not offer drug treatment, although
people certainly try to link up their clients with what might be
available in their community for mental health services and for
drug treatment services.

Mr. LINDER. Thank you.

Thank you, Mr. Chairman.

Chairman MCDERMOTT. My question is this, and it really
comes off what John has said. And I read all your testimony before
you came in; and I want you for 1 minute to think about the per-
fect program and what it would look like.

Because as I look at it, you can do prevention, you can sort of
say there is a high-risk bunch over there, let’s focus on them; or
we can sort of, one, look for the ones like Ms. D’Aprix, who have
had some problems and put their hand up and said, I am high
risk—there are a lot of different ways to go at this.

And are you looking at first-time mothers?

If you had limited dollars, where would you put the program and
what would it look like? I would like to hear as much as you can
give me, so you can start anywhere.

Anyone want to put their hand up and go on that?

Ms. DARO. Never shy.

I think if I were starting with some dimensions, I would certainly
begin to look during pregnancy, begin to—and do a systematic risk
assessment, not necessarily use demographic markers for this, be-
cause I think—as we heard from Cheryl’s testimony—using the de-
mographic markers is going to miss a number of women that are
facing significant challenges.




65

So it would be prenatally. Remember, these programs are all vol-
untary. So you need to present them in a way that is most wel-
coming and encouraging for families to come forward. So I would
start with the systematic assessment at all prenatal clinics. I
would engage OB—GYNs so they were asking a set of questions
when women came to them and then make this service available
to people.

Again—I think I have outlined the parameters of what a success-
ful program would look like, but the idea of targeting simply on de-
mographics, I think does a great disservice to the nature of the
problem and to the nature of our ability to really reach those fami-
lies that are most challenged.

Chairman MCDERMOTT. How would you—I will leave the ques-
tion alone for a second.

Go ahead, Dr. Gunn.

Ms. BROOKS-GUNN. I would probably start with the first-time
and young mothers, because I think that is a group at most risk.

Chairman MCDERMOTT. Is your microphone on?

Ms. BROOKS-GUNN. Yes, it is on.

I would actually target first-time and young mothers. That is the
group that is most at risk, and programs such as these ones that
we are discussing today are most likely to make an impact overall
on that group of mothers. Consequently, I like the way the bill has
focused on that particular group of mothers.

It doesn’t mean other families might not be at risk. But it is a
group that on the aggregate is more at risk than probably any
other group.

Again, the education of the mother and the school readiness of
the children is for both generations. My ideal program would focus
on both generations. That is why I would love to see some experi-
mentation in States, in terms of combining home visiting with child
care services, and/or combining home visiting with some of the new
approaches that are being tested right now to help moms go back
to school or stay in school.

Chairman MCDERMOTT. Do you know any program that has
had any kind of positive predictive capacity to pick out child abuse
situations before they happen?

Ms. DARO. The Healthy Families America model has a screening
tool that they use for assessing risk. It examines a variety of condi-
tions such as asking if the mom used prenatal care perhaps, or if
she is under a great deal of stress.

When they follow these families forward, the families with the
highest number of stresses and risks during pregnancy, by the time
they give birth, are far more likely to show up in child abuse re-
porting systems.

I will just say, to follow up on what she said, when we look at
families reported for child abuse, we look at the proportion of the
population of those children coming into child welfare. It is not nec-
essarily the first-time, teen moms that show up in child welfare. It
is the woman who is in her 20s, who is having her second or third
child. Those were the big welfare users; those are the families in
the child welfare system.

You should not limit the program only to first-time parents. It
is great if we catch them when they are first-time parents, but if
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we missed them and there is no other option on the table to pro-
vide services. We know that a second and third child just adds to
the stress of the family situation.

Chairman MCDERMOTT. Ms. Sprinkle, you are out in the field.
What would be the ideal program to deal with what you have seen?

Ms. SPRINKLE. Chairman McDermott, I don’t think there is——

Chairman MCDERMOTT. Your microphone is not on.

Ms. SPRINKLE. I don’t think

Chairman MCDERMOTT. Just swallow it.

Ms. SPRINKLE. My experience, I don’t believe that there is one
home visitation program that fits all the needs of families.

Programs that have been proven to be effective and have long-
term impacts are where I would place my emphasis and at the
same time recognize that there are multiple families out there who
are not first-time parents. If you really want to make a positive im-
pact on preventing child abuse and neglect or reducing it, you must
catch the first-time parent and teach her what is happening with
her body and the ways to cope with the stresses in her life and to
put her in touch with resources to reduce some of those stressors.

I agree with you that education is very important. Education is
the key out of poverty in my estimation. So, if you can provide
wraparound services or support services to those first-time moms
and help her get connected or attached, if you will, during preg-
nancy, then she is less likely to be abusive to her child because she
will understand or have been taught what to look for when she is
stressed and how to support and nurture a child who is difficult to
console.

Ms. SHARP. I would like to add a note.

I think it is important that we keep an R&D function associated
with these programs so that we can build the pipeline of programs
that can eventually get the research and evaluation to establish
their effectiveness. I agree otherwise with these other commenta-
tors.

Chairman MCDERMOTT. Thank you.

Dr. Boustany.

Mr. BOUSTANY. Thank you, Mr. Chairman. Listening to all of
you and having read the testimony, I gather that programs admin-
istered by nurses seem to be more effective than programs adminis-
tered by those who are not nurses. Is that correct, based on current
literature?

Ms. SPRINKLE. I can only share what my experience has been
with Nurse-Family Partnership. Dr. David Olds, before doing the
randomized clinical trials of which there were three across three
different decades using three different ethnic groups—Caucasians
in Elmira, New York; African Americans in Memphis; and His-
panics in Denver, Colorado.

He did a focus group, if you will, asking potential participants or
Members in a community who would be most trusted in terms of
letting you into their homes, and overwhelmingly it was nurses.
Nurses have the trust of the community and are seen as nurturing
individuals who were there to support them and have the medical
and scientific knowledge to support them during such a critical
time in pregnancy.

Mr. BOUSTANY. Do you all agree with that?
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Ms. SHARP. I will make a quick comment, and I would just like
to say that certainly nurse-delivered programs have been proven
very effective.

I will just reiterate the point in my testimony which is, many
programs have not had the opportunity to have the same level of
rigorous evaluation. So I think that there is some evidence still out
on that issue.

Mr. BOUSTANY. Thank you.

Dr. Brooks-Gunn, did you want to comment?

Ms. BROOKS-GUNN. Yes.

If we can expand to other countries besides the United States,
my read of the literature is that what is important is a profes-
sional, not necessarily a nurse. It depends on the goals of the pro-
gram.

The Nurse-Family Partnership has very specific goals, and so the
nurse makes sense. But I think that there are demonstrations in
the literature where social workers, educators, folks with B.A.s
with terrific training can have some of the impacts that we want
to see.

My read of the literature is that the paraprofessionals—in gen-
eral, those are the programs that are least likely to succeed.

Mr. BOUSTANY. Thank you.

Dr. Daro.

Ms. DARO. I would just add that we don’t have to go overseas.
There are evaluations here in the United States. New York State—
the last time I checked, it was in this country—has had success
with paraprofessionals. A lot of the success of the paraprofes-
sionals, though, hinges on the quality of training they receive and
the supervision they receive.

So it is not sufficient to say what is the characteristic of the pro-
vider, it is the way you embrace—surround that provider with cer-
tain supports; and I think with certain support, they certainly can
be effective.

Mr. BOUSTANY. I gathered from reading your testimony that
there are a number of programs that are of questionable effective-
ness; others have been shown to be very effective. And it seemed
to me that programs administered by nurses had a more proven
track record, or at least more consistent track record.

Would you want to comment on that?

Ms. DARO. With the outcomes—as Jeanne noted, if the program
is designed toward certain outcomes, such as the Nurse-Family
Partnership, nurses may be effective, but their own randomized
trial comparing nurses and paraprofessionals found some mixed re-
sults.

There were actually some outcomes where the paraprofessionals
did better by the time the child was 4—areas like maternal em-
ployment, areas like enrolling a child in an early education pro-
gram. Those are important outcomes to consider when we are
thinking about long-term potential savings.

Mr. BOUSTANY. I know our Ranking Member talked about the
cost and how all this would be paid for, given the current deficits.
There was also another cost factor in all this that I don’t think has
been discussed, particularly if we are looking at nurses. That is the
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acute nursing shortage we have in this country and given current
circumstances.

So if we expand with a new entitlement program that is going
to be heavily reliant upon nurses, then there is going to be the ex-
pense of getting more nurses available and trained to do this. I am
nocic 3ure if that is included in the cost analysis that has been pro-
vided.

I don’t know if you want to comment on that.

Ms. BROOKS-GUNN. That is one reason that many of us want
to see some experimentation with different programs. So, as an ex-
ample, we have a grant pending at NIH—we will see if we get it—
to take the nurse home visiting model and have nurses come into
the home two or three times over the 3 years and then have folks
with a B.A. delivering the services. The idea was to get what you
get from a nurse home visiting program, but make it cheaper so
that a nurse—we want to leverage it. And this is something that—
again, as the field evolves, we have to keep looking to see what
makes sense.

To me and David Olds, who is going to help us with this, this
seems like a really good bet to see if this would work. But stay
tuned.

Mr. BOUSTANY. One last question if you don’t mind.

There are a lot of different programs out there, a lot of different
funding sources. Given the variation in effectiveness, has there
been any systematic look at some of these programs that are really
not effective? How do we combine resources rather than create a
whole new mandatory spending program?

Ms. DARO. The way the legislation is crafted, which is actually
very instructive and very useful, is to direct States toward invest-
ing in stronger and stronger program models as the legislation goes
forward; and I think that is important. I think States themselves,
local communities as a field, we need to be able to recognize those
programs that are not working and then move them off the plate
so those resources can be invested in programs that have stronger
evidence.

Mr. BOUSTANY. Before increasing spending again in a new
mandatory spending program, shouldn’t we look at the current re-
sources and try to make a more efficient use of those?

Ms. SHARP. I would like to state, as someone responsible for ad-
ministering public dollars, that we did in fact cut funding from pro-
grams in our State based on lack of performance; and I think a re-
sponsible administering entity would be looking at those—this is
after some attempts were made to make sure they had the capac-
ity—and build the capacity to be able to deliver programs effec-
tively. When that became—when it became clear that was not
going to be the case, then we were able to remove funding based
on these performance-based contracts.

Mr. BOUSTANY. How many programs did you eliminate?

Ms. SHARP. A relatively small number of the total portfolio and
in some cases it was an issue at the community level in terms of
local capacity to continue to come up with the resources to match
our dollars.

But there are also just some straight-out not delivering program
with fidelity to the model, as a matter of fact, being—straining far
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afield and those are the kind of things that a funder or adminis-
trator would want to make sure they were looking at along with
the data about the outcome.

Chairman MCDERMOTT. Mr. Davis of Illinois will inquire.

Mr. DAVIS of Illinois. Thank you very much, Mr. Chairman.

You know, as you were making your earlier comments, I was re-
minded myself of the fact that you did go to medical school in Illi-
nois; and that perhaps is one of the reasons that I was in agree-
ment with your comments. Let me thank you for your leadership
on this as well as a number of issues that relate to the well-being
of children and ultimately to the well-being of our country.

I have always believed that all of us are the sum totals of our
experiences. I have spent at least 500 home visits with visiting
nurses, with community health aides, with nurse practitioners,
with individuals in training to become nurse practitioners; and I
agree with you, Ms. Sprinkle. I don’t think that there is any one
set of individuals who necessarily get the information or see certain
kind of needs or can make use of those needs in such a way that
we ultimately reduce the likelihood that children growing up or
that their families are going to cost society more than they would
if we provide these services to them.

My question is, based upon each one of your experiences, who do
you think are the people that are most likely to make use of this
program and these services once we pass the bill, find the money,
and get it established? Who are the people who are going to make
use of it?

Perhaps we will just begin with you, Ms. Sharp.

Ms. SHARP. Okay, I will start with that. My read of the lit-
erature and understanding of the program services, one issue be-
comes very clear and that is the issue of engagement. If families,
if individuals, families, moms, dads, are not brought into the pro-
gram consistent with the values within the program, in other
words, respect and honesty, all those other things that go along
with this, then you are not going to have success in the program
by any measure because engagement is a critical part of that and
retention is the other side of the engagement process. So I think
the programs, all of these programs, are challenged by those issues
of reaching out and finding the people who would have the greatest
benefit.

But I do trust the local implementers of these programs to know
their communities well enough to be able to reach deeply into the
community to find those with the greatest need who would experi-
ence the greatest benefit.

Mr. DAVIS of Illinois. Dr. Daro.

Ms. DARO. You know, having done several surveys on the idea
of the social exchange process, people are twice as likely to offer
help as they are to ask for help. So one of the things we have to
do with voluntary prevention programs is create a context in which
parents are comfortable asking for help.

So who should ask for help? I think parents that have questions
about their own capacity to care and meet the needs of their child,
a first-time parent that may not have the information they need or
the knowledge available in how to nurture and support that child
or meet just basic care conditions, families that are going through
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some particular stress in their own lives, women that are con-
cerned about their own safety. There is a whole constellation of
issues that need to be brought to the table.

But I would put the responsibility on both creating a context in
which an offer of assistance will be receptive to someone hearing
this and then make it broadly available. Let people know, again,
starting at pregnancy through birth. Many of the programs that
have been most successful in reaching high-risk families do a uni-
versal offer of assistance, a universal visit, if you say while women
are in the hospital delivering, outlining a set of conditions, and
again making that offer available to them.

Mr. DAVIS of Illinois. Dr. Brooks-Gunn.

Ms. BROOKS-GUNN. My answer is similar to Dr. Daro’s.

Mr. DAVIS of Illinois. Ms. D’Aprix.

Ms. D’APRIX. From a personal perspective, I don’t think there is
a parent out there that doesn’t want to learn, that doesn’t want to
experience someone supporting them, whether it is your first child,
your second child.

I visit with a family who now is on their sixth child, with two
sets of twins under two, and really asking for support. And through
the temp assessment we partner with every doctor’s office, every
hospital so that we can be there and available to offer services to
every family.

Mr. DAVIS of Illinois. Ms. Sprinkle.

Ms. SPRINKLE. I think the families that benefit the most from
this type of intervention will be those families from low income,
vulnerable populations who don’t have the advocates in place or the
resources needed to ask for assistance or even know to ask for as-
sistance. So increasing an awareness of services that are available
to them in the community will make great strides in getting fami-
lies the services that they need.

Mr. DAVIS of Illinois. Thank you, Mr. Chairman.

Chairman MCDERMOTT. Thank you.

Mr. Roskam from Illinois.

Mr. ROSKAM. Thank you, Mr. Chairman; and thank each of you
for your time today.

And, Ms. D’Aprix, thank you very much for sharing your journey.
It is helpful, and it is insightful.

As we are sitting here listening, I am reminded of my older
brother who has no discernment when it comes to movies. You call
him up. “Steve, should I go see this movie?” “Oh, yeah”, he says.
“It is great. You will like it”. You go see it, and it is not very good.
And you call him up later and you say, “I thought you said this
was good;” and he says, “well, it was entertaining.” He has no dis-
cernment whatsoever.

You call my wife and say, “should I see this movie?” And she
says, “no. No magic, no plot line. They ran out of money. They
ended it too fast. Don’t waste your time.”

So as I am here today, I am trying to discern, are you more like
my brother or are you more like my wife? The question is a serious
one. Because here you are, three of you. You all gave great testi-
mony. Three of you sort of hit a particular theme, and I stopped
writing down the number of times that you referred to an evi-
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dentiary threshold or peer review or those sorts of themes. And
that was you, Ms. Sharp, and you, Dr. Daro, and you, Ms. Sprinkle.

Implicit in your testimony when you use an evidence-based argu-
ment is that there are programs that you have looked at in this
environment where you have said, “That is a loser. We are not
going to do that.”

You mentioned a minute ago, Ms. Sharp, that there was a pro-
gram or some kind of de minimis program—I am putting words in
your mouth a little bit—but some that stuff because of a local
match you kind of waived off on. But I guess, Dr. Daro or Ms.
Sprinkle, are there programs that you have looked at in this arena
and you just said, “This is not going to cut it?” I will get to you,
because I sense you have got something to say.

Ms. DARO. There certainly are. I think there are programs that
are not well conceived. They are going to accomplish everything in
the world with the family. What are these programs offering? They
claim they can accomplish these broad outcomes with three home
visits. That is a no-brainer for me. It is not going to happen.

So I think you can look at the internal consistency of a program,
their logic model, I think; and then you look at outcomes. If time
and time again they can only engage a handful of the people they
want to bring into the program, they only retain people for a frac-
tion of the time they want to keep them, I think that kind of ongo-
ing data management should begin to tell you this program needs
to go back and retool. It is not ready for prime time.

And there are, unfortunately, a number of programs that just
crop up. We call them homegrown programs. They are not attached
to any of the national models. They just exist because somebody
thinks it is a great idea.

I think in this environment we can’t fund everybody’s great idea.
We need to be able to pull the plug.

Mr. ROSKAM. Thank you.

Ms. Sprinkle.

Ms. SPRINKLE. I am supportive of programs that will improve
lives of families in general, particularly low-income minority fami-
lies, because we know that they are at risk for the worst outcomes
in terms of economics and health.

Most certainly you want to put your resources where you are
going to get the greatest benefit, those programs that have a data
tracking system, that look at client characteristics, that look at the
quality of the home, that look at content and have a curriculum or
protocol with the desire and intent to make a positive impact out-
come.

Mr. ROSKAM. I don’t want to cut you short. I want to refocus
you on this question. Have programs come across your desk that
are home visitation programs that have those characteristics that
you have looked at and you said, “ we are not going to do that?”
Or have you liked every home visitation program that you have
heard about?

Ms. SPRINKLE. My experience has been exclusively with Nurse
Family Partnership.

Mr. ROSKAM. Thank you.

Ms. Sharp.
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Ms. SHARP. I did want to get back to your question about being
more like your brother or your wife.

Mr. ROSKAM. Choose well.

Ms. SHARP. And I guess think of me as your sister-in-law.

Mr. ROSKAM. Fair enough.

Ms. SHARP. Yes, we have definitely come across programs that
we did not find the evidence persuasive as to their effectiveness,
and we did not include them on the list of those that we would
fund. And we are committed to reviewing the literature and new
evidence as it comes along, but clearly there are some programs
that may even do harm.

Mr. ROSKAM. One quick final word. Ms. Sprinkle, you men-
tioned that, in that example of the 14-year-old that you gave, that
there were people that the family had reached out to that weren’t
willing to help. And I guess part of the concern that some of us
have is how do we direct programs that are actually getting toward
that particular need? So implicit in that is that some program is
failing this family, right? A well-intentioned, good program is fail-
ing this family. I am going to share with you one quick quote, and
it is from President Obama’s inaugural speech.

He said, “The question we ask today is not whether government
is too big or too small but whether it works. And where the answer
is no, programs will end.”

In closing, our challenge, in light of the President who tells us
that we are broke, is how do you properly allocate resources? How
do we all properly allocate resources so that those families that
really need the help are helped and that there is not a great deal
of waste? I think that is what Dr. Boustany was driving at, taking
a step back, looking at the totality of these programs and trying
to move forward where there is a great deal of consensus.

I think my time has expired.

Chairman MCDERMOTT. Since we have good experts here, I
thought we would go a second round, if anybody would like to.

Mr. Davis.

Mr. DAVIS of Illinois. Thank you very much, Mr. Chairman. I
had a couple of additional questions.

I guess part of my experiences have been that I am old enough
to remember when a lot of things didn’t really exist. Physician as-
sistants, I happen to have been a Member of the new career section
of the American Public Health Association when many of the ancil-
lary groups who now provide certain kinds of services did not exist.

I wanted to ask two questions. Dr. Daro, I wanted to ask you,
we have talked a great deal about stable funding. Although I agree
with Chairman McDermott, if we come up with good social policy,
then we can determine how to get the money once we decided that
it is good. But why is a stable funding stream so important in the
development of a program like this one?

Ms. DARO. I think when you are talking about investing in
newborns and their parents and you are trying to do it on a scale
large enough to impact the population-based indicators that most
distress you, like reducing child abuse, like making sure children
arrive at school ready to learn, families need to know that this isn’t
a program that is going to be here today and gone tomorrow. They
need to know that it is going to be here for them when they have
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their first child or their second child, that they can refer their
neighbors to it.

And too often programs that are quite good—I mean, one of the
problems is it is not just poor programs in the marketplace, it is
good programs in the marketplace that have way too many families
that they can’t possibly reach or serve. It is good programs in the
marketplace that lose their foundation funding so they have to
close their doors. That does a disservice to the communities, and
that is why the stable funding is so important.

Mr. DAVIS of Illinois. So we talk a great deal about these things
but do them much less. I mean, I was saying that after all is said
and done, more is generally said than done. So there is a lot of con-
versation, not movement to the action.

My last question, Ms. Sprinkle. I notice that you placed a great
deal of emphasis on low-income people. Why did you place so much
emphasis, on low-income, disadvantaged individuals?

Ms. SPRINKLE. Low-income, disadvantaged individuals typically
don’t have the advocates needed to help them get the resources to
meet their needs.

My experience, growing up here in Washington, D.C., within
walking distance from the Capitol here is an experience in which
I grew up in a low-income environment; and those are the families
that can benefit greatest from this type of service.

Mr. DAVIS of Illinois. So you are saying that if we don’t create
special attention for these individuals for as long as they live, as
long as their children live, and as long as their population group
lives, they will still be low-income, disadvantaged people?

Ms. SPRINKLE. When families are presented a program that
helps meet their needs, hopefully it breaks the cycle of poverty and
has a positive multi-generational impact.

Mr. DAVIS of Illinois. Thank you very much.

Thank you, Mr. Chairman.

Chairman MCDERMOTT. Dr. Boustany.

Mr. BOUSTANY. Ms. Sprinkle, are the nurses in your programs
RNs or LPNs or both?

Ms. SPRINKLE. The nurses in the Nurse Family Partnership
are registered nurses, predominantly baccalaureate prepared reg-
istered nurses.

Mr. BOUSTANY. My son is a counselor. He does home visits. He
finished with a master’s degree and jumped into one program, and
it was very disorganized. A lot of people were quitting. There was
no continuity of care with the families. He went to another one, the
same sort of thing. Now he is doing something different in coun-
seling, but he was very frustrated. He said, “We are not going to
make a dent in any of this because we are not measuring outcomes
properly.”

The continuity issue is a real problem. There was just no struc-
ture to any of the programs. I was thinking, “Okay, that is two pro-
grams in my home State of Louisiana, a lot of it being funded by
Medicaid dollars.” States are struggling with their budgets across
the country. How many more of these kinds of programs are out
there, and how do you root them out? You talked about having a
way of doing it in your home State. But are the other States
equipped to do this? Are they doing a good job?
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Ms. SHARP. I guess I would just like to add that our ability to
sort through and make these performance-based contracts work,
along with the capacity building, goes back 20 years to our focus
on outcome-based evaluation. We felt that, as a funder, our best
value add for these local organizations was to help them under-
stand how to be outcome-based and to know how to measure and
r%plort those results. And so that has been the key to their sustain-
ability.

So it is part of our learning organization way of doing business
to sort of focus on those kind of things. And those can—while it
sounds very specific to a reporting process, it actually is what
builds the organizational capacity to deliver programs with effec-
tive service delivery models.

Mr. BOUSTANY. Thank you.

I know Senator Moynihan has talked about all this back in the
seventies, and breaking this cycle of poverty is something I am cer-
tainly interested in. I have got a high degree of poverty in my dis-
trict. I am frustrated because it seems like we throw a lot of money
into programs, but we never weed out the bad ones, consolidate the
good ones, and focus the resources, as my colleague, Mr. Roskam,
was saying earlier.

I guess I have one final question, in the spirit of Father’s Day,
which is approaching. What share of households have the fathers
in the picture in this? And can you talk to me about some of the
best practices of what is happening there?

Ms. DARO. Almost all of the models now have explicit instruc-
tions to visitors when they go in the home to engage as many as
they can. And I think the Nurse Family Partnership does a won-
derful job with fatherhood. I know Healthy Families America does
as do many of the other programs that are out there. I mean, peo-
ple recognize that dads are a big part of the picture, and they need
to be there at the beginning, hopefully engaged in the pregnancy,
if at all possible.

Mr. BOUSTANY. Thank you.

Ms. BROOKS-GUNN. The best way to do that, actually, could be
programs that really start in the hospitals. We talk about the
magic moment, and that is when the child is born. And you can
often get fathers very engaged at that point whether or not they
are in the household or they are living elsewhere.

Ms. SPRINKLE. In my experience working in Greensboro, North
Carolina, operating a Nurse Family Partnership program, we had
a fatherhood component where the services were designed exclu-
sively for the dad, to get him involved in the life of the child early
on; and you can see the positive impacts it has on the child when
the dad is involved, if not physically present in the home, emotion-
ally present in the child’s life in a positive way.

Mr. BOUSTANY. So you do make efforts to reach out when the
dad is not in the home to make contact with him? And so that is,
in effect, a separate visit, or at least phone calls?

Ms. SPRINKLE. He can be included in the visit during the time
of the home visit in Nurse Family Partnership. There are some pro-
grams that are specifically designed to serve fathers outside of that
relationship with the mother, because they have their own needs
and resources.
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Chairman MCDERMOTT. If the gentleman will yield, Ms.
D’Aprix, you are sitting there rocking your head, but you are not
saying anything. Come on.

Ms. D’APRIX. I am. We have a fatherhood program within the
Starting Together Program for Madison County. When we go out
to visit a family for the first time, we take the information about
him; and we set up a visit for the family to meet with him. And
that is every single family.

Mr. BOUSTANY. What kind of outcomes are you getting with
trying to get the father involved? Do you have some metrics on
that? I mean, success rates? Is the trend good or bad or neutral?

Ms. SPRINKLE. Nurse Family Partnership has been able to
demonstrate a 46-percent increase in fatherhood involvement with-
in the Nurse Family Partnership program.

Ms. SHARP. I will have to get back to you on that one.

Ms. BROOKS-GUNN. It is going to have to be anecdotal. There
is not much in the literature about what is happening to the father
as a function of home visiting programs.

Mr. BOUSTANY. Should that be part of the metrics, though?

Ms. SHARP. I mean, it goes back to my point about building the
pipeline. Because we are funding some very exciting programs that
are showing very strong outcomes related to father engagement, et
cetera. But they are not at this point evidence-based programs.

Chairman MCDERMOTT. Thank you.

I would just close by saying in my training back in 1965, the
Mental Health Act had passed in the U.S. Congress and the first
mental health centers were opening across the country of Illinois,
the money went—in every State, it went to the Governor, except
in Illinois. Mayor Daley got a chunk of it.

I was at the University of Illinois, and it was there where we
started the first mental health center in the Woodlawn area south
of the University of Chicago. It was an area that was troublesome
to the Mayor; and he said, well, what they need is a mental health
center. So they sent a group of us down there to start a mental
health center in the Woodlawn area.

And when they got together with the community, they said to
them, what do you want this mental health center to do? And they
said, well, it is over for us as adults, but we care about our kids.
We want this mental health center to focus on the kids.

And we did research for a number of years there around what
affects school performance and how kids do and so forth. And get-
ting the parents involved and actually going up to school and actu-
ally seeing what the kids did really was the most effective thing,
because suddenly they knew their parents cared about what was
going on.

That research was done 1965, 1966, 1967, 1968. I don’t think
there has ever been a program funded off of it. And what a struggle
I think our Subcommittee has is to figure out which one of these
evidence-based programs or how we should put the money out
there so that States will look at it in that way that that is—we
ought to take things that have already been researched and imple-
ment them and give them a solid funding base, which is really
what Mr. Davis is talking about. We start them, stop them. And
one gets going and looks good and then we defund it.
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So I think that is what the Committee on both sides of the aisle
is really looking at, it is how can we figure out where the best place
to put the money is and actually fund things that we know have
had positive effect. So I am thankful and we are all thankful for
your coming here and spending the time trying to educate us and
we will see what works out in the future.

Thank you. The meeting is ended.

[Whereupon, at 11:27 a.m., the Subcommittee was adjourned.]

[Submissions for the Record follow:]

Statement of Alice Kitchen

My name is Alice Kitchen. I am a social worker and the Principal Investigator
for the Team for Infants Endangered by Substance Abuse (TIES) sponsored by Chil-
dren’s Mercy Hospitals and Clinics in Kansas City, Missouri. We strongly support
passage of the Early Support for Families Act (H.R. 2667) because we too have expe-
rienced and documented the impact of home visitation on mothers, infants, and
young children.

TIES has been in existence for over 18 years, with most of those years having
been funded by the Administration of Children Youth and Families Children’s Bu-
reau Abandoned Infants Administration. TIES is an intensive in-home intervention
program serving high risk parenting women abusing drugs and alcohol while preg-
nant or after delivery in the urban Kansas City, Missouri area. Our support for this
federal legislation is based on our years of experience that adds to the body of expe-
rience and research stated in the legislation. Our experience provides evidence that
early childhood community based in-home interventions are effective tools for not
only reducing out of home placement and child abuse/neglect but providing skill
building in the areas of parenting, reducing drug use, promoting physical and men-
tal health, securing economic stability, and maintaining housing.

The TIES evaluation was conducted by the Institute for Human Development
(IHD) affiliated with the University of Missouri-Kansas City (an Applied Research
and Interdisciplinary Training Center for Human Services) led by Kathryn L. Fuger,
Ph.D. and her team. TIES has been a grant awardee for four cycles of four years
through the U.S. Department of Health and Human Services Children’s Bureau
Abandoned Infants Assistance Program, Grant # 90—-CB-0139/04.

Participants in the TIES Program were rated in five goal areas: (1) becoming drug
free, (2) improving parenting, (3) accessing appropriate child health care, (4) gaining
economic stability, and (5) maintaining adequate housing. The goal attainment for
each of the five areas ranged from 1 (poor) to 5 (optimal) parenting outcomes.

TIES participants were rated initially (Time period 1), at 3 months after enroll-
ment (Time period 2), at the child’s age of 13 months (Time period 3), and at dis-
charge (Time period 4). Participants showed gains in all five primary goal areas,
with improvements reaching statistical significance in all areas except housing. The
evaluation team findings include:

¢ Regarding the goal of becoming drug free, women initially were below the ex-
pected outcome. They improved consistently between Time 1 and Time 3 to reach
the expected outcome level, with a slight decline at Time 4.

¢ Goal ratings on improved parenting increased from Time 1 to Time 2, and then
remained at roughly the expected outcome level for the other time periods.

¢ Regarding the goal of providing children with health care services, ratings im-
proved from the expected level initially to better than expected for all other assess-
ment times. The majority of participants were rated above the expected outcome
from 3 months until discharge.

¢ Regarding the goal of economic stability, only 13% of participants were at or
above the expected outcome at intake, but significant improvement was seen in all
analyses of change over time. Even with these gains, mean scores only rose to 2.4
on the 5-point scale when comparing those assessed at all four time periods.

* Goal ratings on the adequacy of housing for participating families ranged from
very poor to very good each time period. By Time 3, some improvements in mean
ratings occurred, but did not reach statistical significance. Of the 5 goals, it ap-
peared that adequate housing took longer to achieve.

The level of engagement over time was a factor in the success of goal attainment,
as seen by these statistically significant associations:

¢ Child health and housing ratings at intake were associated with the level of en-
gagement with program staff at 3 months.
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¢ The goal ratings of becoming drug-free, parenting, child health, and housing at
3 months and at discharge were associated with the level of engagement at 3
months.

e Parenting and economic stability ratings were also associated with the level of
engagement at 13 months.

Relative caregivers tended to improve in child health care, economic stability, and
housing as they progressed through the TIES Program and stabilized at discharge,
suggesting they were providing a more stable, healthy environment for the children
in their care. (E-3 Executive Summary, TIES Report to AIA, CB, DHSS, December,
2008)

Our experience is based on an intensive community based model using social
workers in the role we call Family Support Specialist. The two most important in-
gredients that are essential for success are 1.) early intervention in the home, and
2.) a selection of high quality experienced professional staff who are comfortable in
the setting and have strong social work skills.

As you can tell from the research findings, the social workers are very adept at
establishing relationships with the mothers and using their interpersonal skills to
draw out the strength in each mother and her family. Given the risk factors this
population presents, this is an enormous challenge for any professional staff. Care-
ful attention has been paid to hiring staff that are of the same ethnic population,
have extensive experience in child welfare with our local population and have prov-
en they are skilled and comfortable in a high risk environment. Social workers add
value to this proven model in that their education and practicum go beyond devel-
oping skills in work with the individual, the families, and the community. Social
workers start where the person/family is and help to empower the family members
to develop their own strengths. Social workers also are expected to work simulta-
neously to change the environment and the policies that keep families from helping
their children survive in highly toxic environments.

Our TIES complete December 2008 evaluation is available upon request. We will
be pleased to assist in any manner we can to support the Early Support for Families
Act (H.R 2667).

Witness Information:

Alice Kitchen, LCSW, MPA

Director of Social Work and Community Services
Children’s Mercy Hospitals and Clinics

———

Statement of Children and Family Futures

Children and Family Futures thanks you for the opportunity to submit this writ-
ten statement for the record of the June 9, 2009 Hearing on Proposals to Provide
Federal Funding for Early Childhood Home Visitation Programs held by the House
Committee on Ways and Means Subcommittee on Income Security and Family Sup-
port. Our comments reflect the views of our own organization and do not represent
those of any of our funders or sponsors.

Children and Family Futures (CFF) is a non-for-profit organization based in
Irvine, California. Our mission is to improve the lives of children and families, par-
ticularly those affected by substance use disorders. CFF consults with government
agencies and service providers to ensure that effective services are provided to fami-
lies. CFF advises Federal, State, and local government and community-based agen-
cies, conducts research on the best ways to prevent and address the problem, and
provides comprehensive and innovative solutions to policy makers and practitioners.

We thank the Subcommittee for its leadership in this critical area. Home visita-
tion is a strategy for ensuring good parenting and preventing child maltreatment,
and as research has demonstrated, appears to show considerable promise towards
improving the well-being of low-income families and their children. The typical
home visitation program involves a trained worker—a nurse or sometimes a para-
professional—who visits families in their homes and provides parent education and
support services. Sometimes the program begins during prenatal visits, in other
cases it begins in the hospital after a birth or with a referral of an at-risk family.
A recent publication on State home visitation programs summarized the approach:

Home visiting for families with young children is a longstanding strategy offering
information, guidance, risk assessment, and parenting support interventions at



78

home. The typical “home visiting program” is designed to improve some combination
of pregnancy outcomes, parenting skills and early childhood health and develop-
ment, particularly for families at higher social risk . . . When funded by govern-
ment, such programs generally target low-income families who face excess risks for
infant mortality, family violence, developmental delays, disabilities, social isolation,
unequlal access to health care, environmental exposures, and other adverse condi-
tions.

This list of risk factors underscores an important question about home visitation
programs: what problems do they screen for among target families and how do they
intervene to improve outcomes in those problem areas?

The impact and co-occurrence of substance abuse

The impact of substance abuse on families with younger children is well-docu-
mented to have major effects on a significant number of these children and families,
and to co-occur with other, closely linked problems, including mental illness, devel-
opmental delays, and family violence. One in eleven children—a total of six mil-
lion—Ilive in families in which one or more caretakers are alcoholic or chemically
dependent on illicit drugs. Another group of children living with the effects of paren-
tal substance abuse are the estimated 500-600,000 infants who are born each year
having been prenatally exposed to alcohol or illicit drugs. Only about 5% of them
are identified at birth, and even fewer are referred to child protective services and
removed from their families. Cumulatively, this means that nine million children
and youth under 18 were prenatally exposed and are at risk due to that exposure
and the co-occurring problems that accompany exposure.2

The omission of substance abuse

But despite their emphasis upon risk factors and prevention of poor outcomes,
many home visitation programs de-emphasize parental substance abuse and pre-
natal exposure far below the relative importance of these factors. Several reviews
of home visitation programs have cited the downplaying or omission of substance
abuse as a risk factor. One recent summary of home visitation programs as they
affect child maltreatment has a full chapter on substance abuse, which includes a
detailed review of how home visitation programs tend to minimize substance abuse
as an issue in working with families. The author concludes that most home visita-
tion programs simply list substance abuse as one of many problems in a screening
and risk protocol and refer clients out to substance abuse programs when they self-
report.3 This source documents the importance of screening for substance use dis-
orders in home visitation programs by citing the literature that found that sub-
stance abuse is “a strong predictor for physical abuse and neglect, tripling the risk
for later maltreatment.”

Early home visitation services have rarely reported tailored or integrative service
protocols for home visitors working with families also contending with substance
abuse.”... Home visitation programs still face a need to augment their intervention
strategies to effectively address the ongoing and intertwining problems of substance
and child abuse risk. . .4

Another recent evaluation of a widely used program in California concluded:

Moreover, substance abuse specific interventions have not been developed for use
within this model. Indeed, when substance abuse is identified to occur, the indi-
vidual is referred to a substance abuse provider in the community, or is denied from

1K. Johnson (2009) State-based Home Visiting: Strengthening Programs through State Leader-
ship. National Center for Children in Poverty. 3, 5

2The assumptions underlying these estimates include:

500-600,000: This is a conservative estimate based on recent prenatal screenings in multiple
sites, as well as prevalence studies based on screening at birth. N. Young et al., (2008) Sub-
stance-Exposed Infants: State Responses to the Problem. National Center on Substance Abuse
and Child Welfare, Irvine, CA. A May 2009 report based on the National Household Survey on
Drug Abuse indicated that 19% of pregnant mothers used alcohol in their first trimester of preg-
nancy; projecting this number to the 2007 total of births would raise the estimate of prenatal
exposure to 820,000 annually. Substance Use among Women During Pregnancy and Following
Childbirth, SAMHSA May 21, 2009. http://oas.samhsa.gov/2k9/135/PregWoSubUse.htm

5% prenatally exposed identified: the 5% figure is the product of comparisons of infants re-
ported to CPS 1in several jurisdictions to available data about overall prevalence of prenatal ex-
posure [Orange County study: http://www.ochealthinfo.com/docs/public/2007—Substance-Expose-
Baby.pdf; N. Young et al., op.cit.

6 million: National Household Survey on Drug Abuse, June 2003, Children Living with Sub-
stance-Abusing or Substance-Dependent Parents, SAMHSA. http://www.oas.samhsa.gov/2k3/chil-
dren/children.htm

3Neil Guterman, (2001) Stopping Child Maltreatment Before It Starts: Emerging Horizons in
E‘irfﬁ'glﬁ% Visitation Services, Sage Publications.115-120

1 .
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enrolling ... if the substance abuser is not enrolled in a substance abuse program
... Therefore, although the intervention components... appear promising, the inves-
tigators do not recommend its use for substance abuse issues.?

Finally, a review of home visitation outcomes concluded:

While many program evaluations show positive effects on primary prevention by
improving daily reading, parent communication skills, discipline strategies, and par-
ent confidence, fewer have shown impact on maternal depression, family violence,
and substance abuse. Some limited success was shown with highly tailored models
for specific concerns such as substance abuse, as opposed to multi-risk families. Op-
portunities exist to improve the training and supervision for home visitors, as well
as to create enhanced interventions that engage and embed more highly trained pro-
fessionals from the social work, mental health, or substance abuse fields.6

How can substance abuse be addressed?

Guterman sets forth four practice principles that would improve the capacity of
home visitation programs to address substance abuse in greater depth.

¢ “Home visitors should routinely and sensitively assess the presence and role of
substance and/or alcohol use and abuse early in their work with families.”

¢ When substance abuse has been identified, home visitors should work to reduce
the risks and harm on the developing child and family.

¢ “Home visitors must intensively and persistently orchestrate formal supports to
maintain essential health, economic, and social supports” for substance-abusing
mothers

* Home visitors should work with substance-abusing parents to develop informal
support networks to reduce both substance and child abuse risk

Building on Guterman’s comments and other reviews of HV as they address sub-
stance abuse, there are at least five critical questions in home visitation with re-
spect to substance abuse:

1. As clients enter the program, is the possibility of substance abuse explored in
depth through screening by trained staff using proven screening protocols?

2. If services begin with prenatal visits, are adequate screening tools used and fol-
lowed up with adequate interventions when substance abuse is detected?

3. Is prenatal exposure a trigger for referring clients and establishing clients’ need
for prevention and treatment services?

4. Is substance abuse used as a factor to screen some clients out of the program?

5. Do clients who are less likely to enroll or be retained in voluntary services due
to their substance abuse problems receive adequate engagement and retention ef-
forts that address those problems?

What do current models do?

In determining what current home visitation programs do to address substance
use, we reviewed information on four models in wide use throughout the country:
Healthy Families America (HFA), the Home Instruction for Parents of Preschool
Youngsters (HIPPY) Program, Nurse-Family Partnership, and Parents as Teachers.
Early Head Start and the Parent-Child Home Program are also included in some
listings of the most frequently adopted programs but were not part of this review.

In assessing how each of these home visitation programs seek to address sub-
stance use disorders, it is difficult to conclude how adequately the models accom-
plish this, since most of these models refer to substance abuse as one of a series
of risk factors but do not provide descriptive details on how it is to be handled. Eval-
uations of these models are also of limited value, since substance use outcomes are
not included routinely in most evaluations of the results of home visitation. It is also
worth noting that sometimes these models are combined; for example, 136 Parents
as Teachers sites are combined with HFA programs.

Healthy Families America (HFA)

The base model for HFA does not emphasize substance abuse; a summary of serv-
ices content simply says:

5Donohue, B., Romero, V., & Hill, H. H. (2006). Treatment of co-occurring child maltreatment
and substance abuse. Aggression and Violent Behavior, 11 (6), 626—640.

6 K. Johnson op.cit, 15 A.Butz, et al. 2001. Effectiveness of a Home Intervention for Perceived
Child Behavioral Problems and Parenting Stress in Children With In Utero Drug Exposure. Ar-
chives of Pediatrics & Adolescent Medicine 155(9): 1029-37. Eckenrode, et al. 2000. Preventing
Child Abuse and Neglect with a Program of Nurse Home Visitation: The Limiting Effects of Do-
mestic Violence. Journal of the American Medical Association 284(11): 1385-91.
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A single home visit may cover between 5 and 9 different topics, with a median
of about 6 topics. Topics are grouped into broad areas such as parent-child inter-
action or child development.?

A fifty-eight page chapter on HFA program design mentions substance abuse
briefly as one of many conditions that may need to be addressed. One of the state
evaluations indicated that fewer than 1% of the clients were referred for substance
abuse services.®

However, one of the HFA models in the District of Columbia was awarded a
three-year Starting Early, Starting Smart (SESS) grant by the Substance Abuse and
Mental Health Services Administration (SAMHSA) in partnership with the Casey
Family Programs. This national partnership was designed to support the integration
of mental health and substance abuse services into primary health care and early
childhood settings serving children ages 0-5 years and their families/caregivers.
This site used the SESS model to supplement the HFA base model with these spe-
cial services. While outcomes of this project are not available, the project shows that
the HFA model can be adapted to include greater attention to substance abuse
issues.

Home Instruction for Parents of Preschool Youngsters (HIPPY)

The HIPPY model uses home visitors and family group sessions targeted on
younger children to improve parent involvement and school readiness outcomes. Its
research summary does not refer to substance abuse.?

Nurse-Family Partnership

Under the Nurse-Family Partnership program, nurses conduct a series of home
visits to low-income, first-time mothers, starting during pregnancy and continuing
through the child’s second birthday. Some NFP research cites reductions in smok-
ing, but there are few references to use of alcohol or other drugs. In one of the most
recent evaluations of NFP, conducted by the program’s original designers, substance
use by mothers was assessed and summarized:

Earlier reported impacts of the Elmira program on ‘maternal behavioral problems
due to substance abuse’ [was] . . . no longer statistically significant in the new
analysis.10

Parents as Teachers

Although Parents as Teachers (PAT) models emphasize equipping parents to un-
derstand child development and include developmental screening, there is no ref-
erence to prenatal exposure or substance abuse-related outcomes in the research
summaries published by (PAT).11 However, a recently issued guide to working with
children with special needs briefly discusses fetal alcohol effects.

Why substance abuse must be addressed

Because substance abuse affects developmental outcomes and school readiness

Home visitation programs often cite school readiness as a major goal. In seeking
to serve children and families with high risk factors, the overlapping group of chil-
dren living with substance-abusing parents and those who were prenatally exposed
are at considerably greater risk for developmental delays, behavior problems, and
difficulties as they enter school. A recent study of children whose school attendance
is substandard noted that parental substance abuse can be a contributing factor in
poor attendance; 12 again, one in eleven children lives in a family where substance
abuse is serious enough to be classified as alcoholism or chemical dependency. But
with the exception of the above-mentioned HFA program that was linked to Starting
Early, Starting Smart, there are few examples of home visitation models that di-
rectly address these risks.

As the exception makes clear, that gap is not for lack of models. Home visitation
programs that are formally linked with center-based early childhood education can

7http://www.healthyfamiliesamerica.org /downloads/hfa impl service content.pdf
8http:/www.healthyfamiliesamerica.org /downloads/eval hfm tufts 2005.pdf
9 http://www.hippyusa.org/refld,28036/refDownload.pml

10 http://www.nursefamilypartnership.org /content/
index.cfm?fuseaction=showContent&contentID=4&navID=4
11 http://www.parentsasteachers.org /atf/ct/%7B00812ECA-A71B—4C2C-8FF3—

8F16A5742EEA%7D/ Research—Quality—Booklet.pdf

12H. Chang, and M. Romero, (2008) Present, Engaged, and Accounted For: The Critical Impor-
tance of Addressing Chronic Absence in the Early Grades. National Center for Children in Pov-
erty. N. Connors, et al. 2004. Children of Mothers with Serious Substance Abuse Problems: An
Accumulation of Risks. American Journal of Drug and Alcohol Abuse 30(1): 85-100. http://
www.ncep.org/publications/pub 837 html
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address the substance abuse issues by using one of the two widely recognized pro-
grams designed for linking substance abuse services and early care and education:
Starting Early, Starting Smart or the Free to Grow model developed by the Head
Start program. Both of these are promising approaches that should be encouraged
further as means of improving the focus of early childhood programs on substance
abuse effects impacting millions of children.

Because substance abuse is intergenerational

Because substance use disorders are inherently intergenerational, with a genetic
component, a component that is affected by multi-generational family patterns, and
effects of both organic and environmental exposure on children, family-centered
home visitation must provide services to parents and children that specifically ad-
dress substance use disorders.

Because home visitation addresses other problems that co-occur with substance use
disorders.

To address mental illness, family stress, domestic violence, and other conditions
that co-occur with substance use disorders as though they were each separable ig-
nores the reality of co-occurring disorders. It is not possible to neatly separate the
mental health and family violence portions of family risk factors from substance
abuse.

Approximately one half of the people who have one of these conditions—a mental
illness or a substance abuse disorder—also have the other condition. The proportion
of co-morbidity may be even higher in adolescent populations . . . Availability of in-
tegrated treatment for mental health and substance abuse problems is currently the
exception rather than the rule.13

Because home visitation appears to benefit higher-risk families more than lower-risk
ones

The finding that “home visiting appears to carry more benefits for high-risk fami-
lies than for low-risk ones” 14 raises the issue of which risks are being addressed.
Combined with the finding that high—quality programs are more likely to assess
family needs and link them with community resources, this suggests that identi-
fying substance abuse as it affects both parents and children is a necessary compo-
nent of addressing major risk factors to promote strong families and healthy child
development.

Identifying those parents needing treatment would also help to reduce the sizable
gap between those needing and those receiving treatment. Based on the National
Survey on Drug Use and Health (NSDUH) data, in 2007 of the 23.2 million persons
over 12 who needed treatment for illicit drug or alcohol use, only 2.4 million re-
ceived treatment.

To the extent that home visitation programs have been shown to have the highest
payoff for families with higher at-risk profiles, the families affected by co-occurring
substance abuse, mental illness, and domestic violence-related trauma are those
that would benefit most from home visitation programs designed to respond to these
challenges.

Legislative Options

The legislation emerging from Congress can build upon these lessons drawn from
the recent history of home visitation, in recognizing the importance of substance
abuse as a critical risk factor. We thank Chairman McDermott for your leadership
in this critical area through your sponsorship of the Early Support for Families Act
of 2009 (H.R. 2667) along with Representatives Danny Davis and Todd Platts. We
also commend Representatives Davis and Platts for their sponsorship of similar leg-
islation, the Education Begins at Home Act of 2009 (H.R. 2205). These important
pieces of legislation offer a significant opportunity to States and Tribes to create and
expand early childhood home visitation programs. However as currently drafted, the
Early Support for Families Act of 2009 (H.R. 2667) does not specifically mention nor
speak to the issue of substance abuse. Similarly, in the Education Begins at Home
Act of 2009 (H.R. 2205), substance abuse is mentioned only once as one of the agen-
cies that should be collaborating with the central program organization. It is left
out of lists of several risk factors, is left out of a list of agencies to which families
should be referred for services, and is left out of a list of technical assistance topics.

13 California Mental Health Services Oversight and Accountability Commission Report: Co-Oc-
curring Disorders, March 2007.

14“Home Visiting: Strengthening Families by Promoting Parenting Success,” Policy Brief No.
23, National Human Services Assembly. November 2007.
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To ensure that substance abuse is given appropriate attention in home visitation
models, we offer the following recommendations on provisions that could be included
in legislation:

1. Require that state or local plans for home visitation programs that are devel-
oped also include the prevalence of substance abuse in a formal needs assessment
and indicate how substance abuse agencies will be actively engaged in program de-
sign and services effectively coordinated, how the training of home visitation per-
sonnel will include training on proper risk and safety assessment techniques that
include substance use, and include information on the program’s outcomes including
how effective the program model has been in conducting risk assessments, the num-
ber of parents (when appropriate and necessary) referred for treatment, and the out-
comes of treatment for those referred.

2. Require that home visitation programs that begin with prenatal visits include
a proven risk assessment and safety model that identifies substance use and links
pregnant women with treatment services in effective agencies that are full partners
with the home visitation programs.

3. Require that parents with substance use disorders receive continuing care fol-
lowing treatment.

4. Require that children of substance-abusing parents receive developmental
screening and are given eligibility for intervention services in the case of develop-
{)nlental delays, linked with Individuals with Disabilities Education Act (IDEA) eligi-

ility.

5. Require that any set-asides for training and technical assistance also require
funds to support the development and dissemination of risk and safety assessment
protocols that at a minimum address substance abuse to expand the capacity of ex-
isting and promising home visitation models in addressing substance abuse among
these high-risk families.

6. Require that the Secretary of the U.S. Department of Health and Human Serv-
ices in administrating this home visitation program to States and Tribes implement
a multi-agency approach including participation by the Administration for Children
and Families, the Substance Abuse and Mental Health Services Administration, the
Health Resources and Services Administration, as well as any other agencies the
Secretary determines may be appropriate to ensure a coordinated system of family
support is implemented.

Again, we thank the Committee for holding this important hearing and for the
opportunity to submit this statement for the record. We look forward to working
with you as this legislation moves forward to ensure that the promise of home visi-
tation is realized for low-income families, and in particular, that home visitation
strategies seek to improve the lives of families and children impacted with sub-
stance use disorders.

———

Statement of the Children’s Defense Fund

The Children’s Defense Fund (CDF) appreciates the opportunity to submit written
testimony for the record for the Hearing on Proposals to Provide Federal Funding
for Early Childhood Home Visitation Programs held on June 9, 2009, by the Sub-
committee on Income Security and Family Support.

The Children’s Defense Fund has worked very hard for 36 years to ensure every
child a Healthy Start, a Head Start, a Fair Start, a Safe Start, and a Moral Start
in life and successful passage to adulthood with the help of caring families and com-
munities. CDF seeks to provide a strong, effective and independent voice for all the
children in America who cannot vote, lobby, or speak for themselves, but we pay
particular attention to the needs of poor and minority children and those with dis-
abilities. CDF encourages preventive investments in children before they get sick,
get pregnant, drop out of school, get into trouble, suffer family breakdown, or get
sucked into the dangerous “Cradle to Prison Pipeline.”

CDF works to ensure a level playing field for every child and recognizes that for
every minute we waste, we lose another child. Consider that a child is born into
poverty every 33 seconds, a child is born without health insurance every 39 seconds,
and a child is abused or neglected every 40 seconds. CDF has for decades advocated
for improvements in child welfare policies that would help to enhance outcomes for
vulnerable children and families across the country.

We want to begin by thanking the Subcommittee for its bi-partisan leadership in
the 110t Congress, which led to the enactment of the Fostering Connections to Suc-
cess and Increasing Adoptions Act of 2008 (P.L. 110-351). These reforms for abused
and neglected children in foster care, the most significant in more than a decade,
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hold the promise of greater stability and permanence and enhanced well-being for
tens of thousands of children and youths across the country.

We are very pleased that you now are focusing attention on the front end of the
child welfare system to expand opportunities to prevent problems from occurring,
such as developmental delays, poor child health, and child abuse and neglect, all
of which can bring children to the door of the child welfare system. The need for
prevention has long been ignored, and the Early Support for Families Act (H.R.
2667) represents a significant step forward in establishing and expanding home vis-
iting programs that can reach hundreds of thousands of children.

We applaud the efforts of both Chairman McDermott and Representative Danny
Davis, as well as Representative Todd Platts, to highlight home visiting as an im-
portant strategy to strengthen outcomes for both children and parents. The Early
Support for Families Act builds on both the evidence-based home visitation initia-
tive included in President Obama’s Fiscal Year 2010 budget and on the reserve
clauses in both the House and Senate-passed 2010 Budget Resolutions. It recognizes
how children could positively benefit from a significant expansion of quality home
visitation programs that improve multiple outcomes for children and families, both
in the short term and over time.

In our statement for the record, we want to emphasize the multiple ways that
children and families can benefit from home visitation, describe the lack of coordi-
nated attention to home visiting that currently exists at the federal level, and then
highlight the most important features of the Early Support for Families Act and
several ways it might be further strengthened.

First-time pregnant women, parents of young children with disabilities, teen par-
ents having a second or third child, and single fathers raising children and others
can all benefit from different models of home visitation programs. Thousands of par-
ents like these are looking to the Subcommittee to push forward this year an invest-
ment in quality evidence-based home visitation that can have real positive impacts
for them and their children.

Investments in Quality Home Visiting Programs Are Essential for Improv-
ing Outcomes for Children quality home visiting programs offer con-
gress an opportunity to build on what we know works.

Under the Early Support for Families Act, programs with the strongest level of
evidence will be able to expand to reach more children and families with different
needs, and emerging programs will also be able to prove their effectiveness with
children and families over time.

Home visiting is a program model and a family engagement strategy that has a
long track record and has evolved over the years. As elaborated below, there are
at least five national models of home visitation programs, all of which are associated
with a national organization that has comprehensive standards that ensure high
quality service delivery and continuous program quality improvement. They all have
been operating in some form for at least a decade and in some cases two or three
decades. There are also other models and approaches being used that hold promise.
And still others that have come and gone over the years. When Rep. Roskam asked
the hearing witnesses on June 9, if they had ever met a home visitation program
they didn’t like, the answer for most was a resounding “yes.” The witnesses recog-
nized the challenges in operating quality programs and the need to target ongoing
federal support to programs that meet at least the basic requirements spelled out
in the Early Support for Families Act.

Research from the five national home visiting program models, described only
briefly below, demonstrates that quality home visiting programs can improve out-
comes for children and parents by preventing child abuse and neglect, improving
school readiness, increasing positive parenting and parental involvement, and im-
proving child and maternal health. The randomized controlled trial of the Nurse
Family Partnership, one of the five models, was first conducted in 1977, more than
30 years ago. Since then several subsequent randomized controlled trials have been
conducted, and each of the national models has had at least one randomized con-
trolled trial.

Healthy Families America (HFA), a program of Prevent Child Abuse America,
is a voluntary home visiting model designed to help expectant and new parents get
their children off to a healthy start. The program works with participants starting
prenatally or at birth up to the time the child reaches three to five years of age
to promote positive parenting, enhance child health and development and prevent
child abuse and neglect.

¢ A study published in the March 2008 issue of the journal Child Abuse and Ne-
glect indicated that Healthy Families New York (HFNY) decreased the incidence of
child abuse and neglect during the first two years of life, and reduced the use of
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aggressive and harsh parenting practices, particularly among first-time mothers
under age 19 who were offered HFNY early in their pregnancy.i

¢ Two randomized control trial studies of HFA found that participation in the
program positively impacted children’s cognitive development when measured on
the Bayley Scales of Infant Development (which measures developmental function
of infants and toddlers and assists in diagnosis and treatment planning for those
with developmental delays or disabilities).ii

Home Instruction for Parents of Preschool Youngersters (HIPPY) is a vol-
untary home-based, family focused, parent involvement program that provides solu-
tions that strengthen families and helps parents prepare their three-, four-, and
five-year-old children for success in school and beyond.

e A two-site, two-cohort longitudinal study of children’s school performance
through second grade found that children participating in HIPPY scored higher on
standardized achievement tests, were perceived by their teachers as being better
prepared, and had better school attendance than those who did not receive HIPPY
services.ili

Nurse Family Partnership (NFP) is a voluntary program that provides home
visitation services by registered nurses to low-income first-time mothers, beginning
early in pregnancy and continuing through the child’s second year of life.

e In a 15-year follow-up to a randomized control trial, there were 48 percent
fewer officially-verified child abuse and neglect reports for the families served by
NFP as compared to the control group; and women served by NFP had experienced
19 percent fewer subsequent births than those in the control group.iv

¢ In another randomized control trial, children who were served by NFP at age
two had spent 78 percent fewer days in the hospital for injuries or ingestions com-
pared to those in the control group.v

Parent-Child Home Program (PCHP) is a voluntary early childhood parent
education and family support model serving families throughout pregnancy until
their child enters kindergarten, usually at age five. It is designed to enhance child
development and school achievement through education delivered by parent edu-
cators, who all have at least a bachelor’s degree. It combines home visiting and
group meetings, is accessible to all families and has been adapted to fit differing
community and family needs.

e More than 5,700 public school children from a stratified random sample of Mis-
souri districts and schools were examined at kindergarten entry and at the end of
third grade. Path analysis showed that participation in PAT, together with pre-
school, positively impacted children’s school readiness and school achievement scores
and also narrowed the achievement gap between children in poverty and those from
non-poverty households.Vi

iDuMont, et al. (2008). Healthy Families New York (HFNY) randomized trial: Effects on early
child abuse and neglect. Child Abuse & Neglect, 32(3), 295-315.

iiCaldera, et al. (2007). Impact of a statewide home visiting program on parenting and on
child health and development. Child Abuse & Neglect, 31(8), 829-852. Landsverk, Carrilio, et
al. (2002). Healthy Families San Diego Clinical Trial: Technical Report. Child and Adolescent
Services Research Center, San Diego Children’s Hospital and Health Center.

i Baker & Piotrkowski, 1996, National Council of Jewish Women Center for the Child (U.S.
Department of Education funded study of HIPPY).

ivLuckey, Dennis W., David L. Olds, Weiming Zhang, Charles Henderson, Michael Knudtson
John Eckenrode, Harriet Kitzman, Robert Cole, and Lisa Pettitt, “Revised Analysis of 15-Year
Outcomes in the Elmira Trial of the Nurse-Family Partnership,” Prevention Research Center
for Family and Child Health, University of Colorado Department of Pediatrics, 2008. Olds,
David L., Charles R. Henderson Jr, Robert Cole, John Eckenrode, Harriet Kitzman, Dennis
Luckey, Lisa Pettitt, Kimberly Sidora, Pamela Morris, and Jane Powers, “Long-term Effects of
Nurse Home Visitation on Children’s Criminal and Antisocial Behavior: 15-Year Follow-up of
a Randomized Controlled Trial,” Journal of the American Medical Association, vol. 280, no. 14,
October 14, 1998, pp. 1238-1244. Olds, David L., John Eckenrode, Charles R. Henderson Jr,
Harriet Kitzman, Jane Powers, Robert Cole, Kimberly Sidora, Pamela Morris, Lisa M. Pettitt,
and Dennis Luckey, “Long-term Effects of Home Visitation on Maternal Life Course and Child
Abuse and Neglect: 15-Year Follow-up of a Randomized Trial,” Journal of the American Medical
Association, August 27, 1997, vol. 278, no. 8, pp. 637-643.

vQOlds, David L., Harriet Kitzman, Carole Hanks, Robert Cole, Elizabeth Anson, Kimberly
Sidora-Arcoleo, Dennis W. Luckey, Charles R. Henderson Jr, John Holmberg, Robin A. Tutt,
Amanda J. Stevenson and Jessica Bondy. “Effects of Nurse Home Visiting on Maternal and
Child Functioning: Age-9 Follow-up of a Randomized Trial,” Pediatrics, vol. 120, October 2007,
pp. €832-e845.

viZigler, E., Pfannenstiel, J.C., & Seitz, V. (2008). The Parents as Teachers Program and
School Success: A Replication and Extension. Journal of Primary Prevention, 29, 103-120.
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¢ In a randomized control trial, children participating in PAT were much more
likely to be fully immunized for their given age and were less likely to be treated
for an injury in the previous year than children in the control group.vii

Parent-Child Home Program (PCHP) is a voluntary early literacy, school
readiness, and parenting program serving families with two- and three-year-olds
who are challenged by poverty, low levels of education, language and literacy bar-
riers and other obstacles to educational success. The model uses intensive home vis-
iting to prepare families for school success.

¢ Indiana University of Pennsylvania’s independent evaluation of PCHP replica-
tions in two Pennsylvania counties indicates that positive parent behaviors in-
creased dramatically as a result of program participation. Half of the children iden-
tified as “at risk” in their home environments at the start of the program were
found to no longer be at risk at the completion of the program.viii

¢ A longitudinal randomized control group study of PCHP found that low-income
children who completed two years of the program went on to graduate from high
school at the rate of middle class children nationally, a 20 percent higher rate than
their socio-economic peers and 30 percent higher than the control group in the com-
munity.x

Quality home visitation programs impact children and families in multiple
ways.

Home visiting recognizes the uniqueness of individual children and families and
acknowledges that a single program strategy may have different impacts on the
same children and families over time and different impacts on children and families
with differing needs. As demonstrated above, it is not unusual for home visiting pro-
grams to have multiple impacts on children and families perhaps most notably im-
proved child health and development, enhanced school readiness, and the prevention
of abuse and neglect. The five major models described above also have had an im-
pact on parents and their parenting skills and leadership. Perhaps most significant,
several of these models have had even greater impacts when coupled with other
early childhood programs.

A number of states have established multiple models of home visiting programs
or combined program model elements to create blended programs, recognizing that
families’ needs vary. For example, the Illinois Department of Human Services and
the New Jersey Department of Children and Families are both beginning to use the
Nurse Family Partnership, Healthy Families America and Parents as Teachers
models to prevent child abuse and neglect. Such an approach allows them to reach
families with multiple needs and gives staff helpful discretion in matching the needs
of families with the strengths of a particular model. New York is also implementing
the Nurse Family Partnership, Healthy Families New York, and Parents as Teach-
ers.

There are many other examples of states using multiple programs in different
parts of a community or parts of a state. For example, 60 percent of Medicaid-fi-
nanced births, a proxy here for low-income births, are to women who already have
one child, ruling out a model that is limited to first-time births. Models that serve
parents after the birth of a child are often needed to respond to the thousands of
low-income women in our country who receive no prenatal care, yet could benefit
from quality home visiting models with their babies.

Home visiting programs also are intergenerational and can impact more children
than the one who is seen as the recipient of the service. All five national models,
for example, track both child and parent specific outcomes. Few, however, have ex-
amined the impact of such programs on the future or existing siblings of the child
being served. It is not a stretch to think that programs like these may well impact
the trajectory of family’s lives, foster improvements in health, safety and well-being
over time, and can affect multiple children.

viiWagner, M., Iida, E. & Spiker, D. (2001). The multisite evaluation of the Parents as Teach-
ers home visiting program: Three-year findings from one community. Menlo Park, CA: SRI
International. Obtained from www.sri.com/policy/cehs/early/pat.html.

viii Knickebein, B. (2005). The Parent-Child Home Program Final Report, Center for Edu-
cational and Program Evaluation, Department of Educational and School Psychology, Indiana
University of Pennsylvania.

ixLevenstein, P., Levenstein, S., Shiminski, J. A., & Stolzberg, J. E. (1998). Long-term impact
of a verbal interaction program for at-risk toddlers: An exploratory study of high school out-
comes in a replication of the Mother-Child Home Program. Journal of Applied Developmental
Psychology; 19, 267-285.
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Home visiting programs have been proven to result in long-term benefits
when their impact on children and families can be tracked over time

The Nurse Family Partnership Program has longitudinal data documenting the
fact that for every public benefit dollar invested in a local Nurse Family Partnership
program, communities can realize more than $5.00 in return. In fact, in its very ear-
liest study in Elmira, New York, initiated in 1977, researchers found that the com-
munity could recover the costs of the program by the time the child reached the age
of four, and additional savings accrued after that. Data from the 15-year follow-up
of this same study show positive effects for the nurse visited families for more than
12 years after the visits had concluded.

While the other models generally do not have results from longitudinal studies,
a number do have documented outcomes for children and families, which can be
linked to long-term cost savings related to special education, health care, and child
welfare and criminal justice system involvement. Increased school readiness, for ex-
ample, can help to prevent the need later for extra support or investments in some-
times costly special education programs. There are also data that show the benefits
of child abuse prevention, by contrasting it with the adverse impacts of child abuse
and neglect on later problems in adulthood—problems that result in lost opportunity
costs and costly treatment. Similarly, increases in healthy births can help to offset
the costs of low birth weight babies. The cost of hospitalization for a preterm or low
birth weight baby is 25 times that of when a healthy baby is born. Children born
at low birth weight are twice as likely to have clinically significant behavior prob-
lems, such as hyperactivity, and are 50 percent more likely to score below average
on measures of reading and mathematics by age 17.

Access to the funding in the Early Support for Families Act will help grantees to
continue to assess outcomes and also offer the opportunity for additional longitu-
dinal studies to document long-term cost savings.

There is currently no targeted guaranteed funding stream for prevention
in young children.

Currently there is no targeted guaranteed funding stream for prevention in young
children. President Obama’s evidence-based home visitation initiative and The Early
Support for Families Act are intended to do just that to help expand the reach of
home visiting to children and families across the country, and to continue to docu-
ment their benefits to the children and families served.

This Committee’s Promoting Safe and Stable Families Program was first estab-
lished in 1993 and then given its current name in 1997. It includes some funding
from family support and family preservation programs, but it also includes dollars
to help children in foster care be safely reunified with their families or to be sup-
ported in adoptive families. Similarly, some funds from the Temporary Assistance
for Needy Families Program and the Maternal and Child Health Program are also
used for home visiting, but since both of these are fixed amount block grants, home
visiting must compete with many other activities. There are also programs, like
Early Head Start, where home visiting is one of a multitude of activities provided
to participating children and families.

New dedicated funding for home visitation will promote the coordination of this
current patchwork of funding and enable states to assess how best to complement
existing programs with new investments to continue to make progress in reaching
all the children and families who can benefit from home visiting programs. Cur-
rently, the Nurse Family Partnership is in 28 states across the country, serving
about 18,000 families. The Parents as Teachers Program is in all 50 states, but in
some there are only a small number of programs, most often established in school
systems. Healthy Families America is in 35 states. And both the Parent-Child Home
Program and HIPPY are smaller with programs in 16 and 23 states respectively.
Clearly more new programs and expanded programs that build on successful models
are needed to reach more young children and families.

The Early Support for Families Act Moves Toward a System of Quality Evi-
dence-Based Home Visitation Programs

The grant program established by the Early Support for Families Act seeks to es-
tablish in states a coordinated system of quality evidence-based home visitation pro-
grams. It is more than just another funding stream for these programs. It takes im-
portant steps toward establishment of a system of quality, evidence-based home visi-
tation that will build on and coordinate with existing early childhood programs. It
focuses on models with the strongest level of effectiveness, requires states to conduct
a statewide needs assessment to describes programs already underway, who they
are serving, how they are funded, gaps in service, and the training and technical
assistance already in place to support the goals of home visitation. It also requires
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federal evaluations of the effectiveness of home visitation on parent and child out-
comes and on different populations. Congress must also be kept informed about the
service models being used, the target communities and families served, and out-
comes reported, as well as the cost of the program per family served. Much of this
information, which now is generally not very accessible within or across programs,
will be made available within and across program models so effective planning can
be done to best serve children.

In closing, these are three areas that we want to mention briefly that we believe
are important to strengthen in the Early Family Support Act as it moves forward.

¢ Further definition of strongest level of effectiveness. To help provide con-
sistency and continuity for states and programs as the grant program is developed
and implemented over time, we believe it is important for the statute to establish
parameters to make clear what a program must do to get any funding under the
bill and then to distinguish between models with the strongest level of effectiveness
and others. Such parameters will also send a useful message about the standard to
which home visiting models just getting underway will be held accountable as their
work progresses.

Beginning with the strongest level of effectiveness, we would like to recommend
that the Subcommittee consider language that was developed and has been agreed
to by members of the Steering Committee of the Home Visiting Coalition of which
CDF is a member. It defines the “strongest level of effectiveness” in relation to the
research standard for evidence-based home visitation that will distinguish those
models that are eligible for funding from those with the strongest level of effective-
ness. Over time all funded programs will aspire to reach this level of research. The
standard developed reads:

Evidence-based home visitation programs with the strongest level of effectiveness
are those that have demonstrated positive outcomes for children and families con-
sistent with the outcomes being sought (for the populations being served) when evalu-
ated using well-designed and well-conducted rigorous evaluations, including but not
limited to randomized controlled trials, that provide valid estimates of program im-
fc)act and demonstrate replicability and generalizability to diverse communities and
amilies.

The members of the Home Visiting Coalition supporting this definition include,
in addition to CDF, the five home visiting models described above (Healthy Families
America/Prevent Child Abuse America, HIPPY, Nurse Family Partnership, Parents
as Teachers and the Parent-Child Home Programs) as well as six other national or-
ganizations (Child Welfare League of America, CLASP, Fight Crime Invest in Kids,
National Child Abuse Coalition, and Voices for America’s Children).

* Increased coordination at all levels. The Early Support for Families Act rec-
ognizes the importance of quality evidence-based home visiting as a part of a larger
coordinated service effort to meet the needs of young children and their families.
In addition to supporting the expansion of home visiting models, the bill also offers
support to ensure programs can meet the multiple needs of at risk families by con-
necting them to service delivery systems at multiple levels. Connections can be
made at the federal, state and local levels; and processes should also be in place
to link individual families to what they need. We believe that there are a number
o}f1 ways coordination could be strengthened, and ask the Subcommittee to consider
them.

¢ At the federal level, it would be helpful to require that the Secretary of Health
and Human Services consult with the Secretary of Education in determining what
to require with regard to state applications for funding under the program, since
some home visiting programs are funded through the federal Department of Edu-
cation.

* At the state level, states should be required to consult with other state agencies
that currently support home visiting programs for young children. This would help
ensure that the new federal support for home visitation would build on any existing
infrastructure to strengthen services for young children and families across the
state. Home visiting should also be coordinated in states with child care services,
health and mental health services, income supports, early childhood development
services, education programs, and other child and family supports.

¢ At the individual model level, each model funded under this new federal pro-
gram must be required to establish appropriate linkages and referrals to other com-
munity resources and supports, such as those listed above, to ensure that children
and families will have access to all the services they need in their local commu-
nities.
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e Further recognition of the need for multiples types of research and evaluation.
We are pleased that the Early Support for Families Act highlights the importance
of evaluation. It makes evaluation an eligible use of funds for grantees and sets
aside funds for a national evaluation by the Department of Health and Human
Services. Given that the goal of this program is to fund quality evidence-based pro-
grams, it is essential to ensure that evaluation and research to maintain fidelity to
program models and adapt models to new populations be funded appropriately. As
the proposal is being finalized, the funds set aside for evaluation—of all home visita-
tion models and the new federal program itself—must be significant enough to serve
the needs of the models in proving that they meet the strongest level of evidence
to continue receiving funding and assess the federal monitoring of overall quality.

The Children’s Defense Fund is supportive of the Early Support for Families Act
and steps taken to move toward a major guaranteed investment in quality evidence-
based home visiting and we look forward to working with you as the bill progresses.
Thank you again for your leadership on behalf of vulnerable children and families.

————

Statement of Dan Satterberg

Chairman McDermott and members of the subcommittee, thank you for holding
this important hearing, and for the opportunity to submit this testimony for the
Record. I also wish to thank Chairman McDermott, Representative Danny Davis
and Representative Todd Platts for introducing the “Early Support for Families Act”
(H.R. 2667).

My name is Dan Satterberg, and I am the Prosecuting Attorney of King County,
Washington. I worked in the Prosecuting Attorney’s Office for more than 20 years
before being elected Prosecuting Attorney in 2007.

I submit this testimony as a member of Fight Crime: Invest in Kids, an organiza-
tion of over 5,000 police chiefs, sheriffs, prosecutors, other law enforcement leaders,
and victims of violence—including 215 in Washington—who have come together to
take a hard-nosed look at the research about what really works to keep kids from
becoming criminals. My colleagues and I know from the front lines in the fight
against crime—and the research—that among the most powerful weapons against
crime are quality investments in kids that give them the right start in life.

As a criminal justice leader, I am proud to support the “Early Support for Fami-
lies Act,” which invests $2 billion over 5 years in guaranteed funding to establish
and expand programs providing voluntary, quality home visiting to assist families
with young children, and families expecting children, especially in high-need com-
munities. These are programs that my colleagues and I in Washington State have
advocated for, both with the Governor and in our Legislature.

Child Abuse Leads to Later Crime and Violence

In 2007, there were 794,000 confirmed cases of child abuse and neglect in the
United States. In my home state of Washington, there were more than 7,000 con-
firmed cases of child abuse and neglect. This statistic is alarming enough on its
own, but it cannot account for the thousands of additional cases that either go unre-
ported or unconfirmed by overburdened State child welfare agencies. Research
shows the true number of victims nationwide, including those never reported to au-
thorities, may be well over 2 million.

Child abuse and neglect killed 1,760 children nationwide in 2007. In Washington,
there were an average of 12 deaths a year between 2002 and 2006 that stemmed
from child abuse or neglect.

Even though the majority of children who survive abuse or neglect do not become
violent criminals, these children carry the emotional scars of maltreatment for life,
and many do go on to commit violent crimes. Best available research, based on the
confirmed cases of abuse and neglect nationwide in just one year, indicates that an
additional 30,000 children will become violent criminals and 200 may become mur-
derers as adults as a direct result of the abuse and neglect they endured.

Evidence-Based Home Visiting Programs Help Reduce Child Abuse and Later Crime
and Violence

Fortunately, research also indicates that evidence-based home visiting programs
can prevent abuse and neglect and reduce later crime and violence. These programs
offer frequent, voluntary home visits by trained professionals to help new parents
get the information, skills, and support they need to raise healthy and safe kids.
While there are many models of home visiting, all are dedicated to helping young



89

children get a good start in life and improving outcomes for family. Research shows
that these programs work.

Evidence-Based Home Visiting Programs Are Sound Investments That Result in Sub-
stantial Cost Savings

Prevent Child Abuse America estimates that child abuse and neglect cost Ameri-
cans $104 billion a year. Research has demonstrated that quality, evidence-based
home visiting programs offer significant returns for money invested. For example,
a 2008 study by Steve Aos of the Washington State Institute for Public Policy found
NFP produced $18,000 in net savings per family served and saved three dollars for
every dollar invested. Other home visiting models have also demonstrated positive
cost savings.

I urge this Committee to make investments in high quality, evidence-based home
visiting programs. These programs should be a priority as you work on health care
reform. Investments made in programs with a proven ability to produce positive out-
comes for children and their families will result in safer communities and cost sav-
ings.

Current Funding Does Not Meet the Overwhelming Need

Existing guaranteed funding streams, such as Medicaid, State CHIP, and TANF,
as well as discretionary programs such as Healthy Start, Early Head Start, Head
Start, Special Education, Child Welfare, Social Services, Community Services, and
others, have not been able to provide meaningful investments in quality, evidence-
based home visiting programs. We can no longer afford to wait for a patchwork of
partial funding from multiple programs to meet the overwhelming need for these
servic}elzs. We must have dedicated, guaranteed funding for this proven-effective ap-
proach.

Every year in the United States, over 600,000 low-income women become mothers
for the first time. 1.5 million women who are pregnant or have a child under the
age of two are eligible for NFP at any given time. However, due to lack of funding,
the program is only able to serve about 20,000 mothers annually. Other home vis-
iting programs serve an additional 400,000 families, many of whom are not in high-
need communities. The result of inadequate funding is hundreds of thousands of at-
risk families nationwide do not have access to quality home visiting.

Early Support for Families Act (H.R. 2667)

I applaud the introduction of the “Early Support for Families Act,” based on Presi-
dent Obama’s initiative in his FY 2010 proposed budget. By investing $2 billion in
guaranteed funding over 5 years, H.R. 2667 takes a significant step forward toward
meeting the as-yet-unmet need for quality, evidence-based home visiting programs.

Funds will be distributed using a two-tiered approach. First-tier programs—those
with the strongest research evidence of effectiveness—will receive the majority of
funding. First-tier programs must adhere to clear evidence-based models of home
visitation that have demonstrated significant positive effects on important child and
parenting outcomes, such as reducing abuse and neglect and improving child health
and development. A second tier of promising program models—those with some re-
search evidence of effectiveness and adaptations of previously evaluated programs—
will have a chance to upgrade to the first tier if they are proven to be effective
through rigorous evaluations.

The “Early Support for Families Act” also prioritizes investments in high-need
communities. States will be required to identify and prioritize high-need commu-
nities, especially those with a high proportion of low-income families or a high inci-
dence of child maltreatment. To receive funding, States must submit (1) the results
of a comprehensive, statewide needs assessment; (2) a grant application describing
the high quality programs supported by the grant, including evidence supporting the
effectiveness of the programs; and (3) an annual progress report, including the out-
comes of programs supported by the grant.

To ensure federal funds support quality, evidence-based home visiting programs,
this legislation provides an annual set-aside of $10 million for federal evaluation
and technical assistance to the States.

Conclusion

Investments in quality, evidence-based home visiting programs work. Research
has shown that these programs can help achieve profound reductions in child abuse
and neglect, crime, and violence while at the same time producing significant cost
savings for the public. The “Early Support for Families Act” makes an important—
f\nd necessary—commitment to expanding access to these programs for at-risk fami-
ies.
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We urge you to make these proven investments in kids that help them get the
right start in life and in turn reduce later crime and violence.

Thank you again for introducing the “Early Support for Families Act,” and for the
opportunity to submit this testimony. The law enforcement leaders of Fight Crime:
Invest in Kids look forward to working with you to achieve enactment of such legis-
lation, through health reform this year.

——

Letter from David Mon

I wanted to address the issue of Social Security beneficiaries returning to work
and have earnings that are significant enough to reduce the monthly SSI and or
SSDI to which they are entitled who report the work earnings in a timely manner
but continue to receive benefits to which they are not entitled because SSA lacks
the necessary representatives to input the reported changes.

As a community work incentive coordinator who works with beneficiaries on a
one-to-one basis who return to work, I advise the beneficiaries that I work with that
reporting the earnings are the first step. It is necessary for them to carefully track,
with my assistance, work earnings that result in a reduction of benefits, and SSDI
monthly payments to which they are no longer entitled, and to make arrangements
to return this money, even before SSA makes a determination that an overpayment
has occurred.

Advising beneficiaries on proper reporting and steps to prevent overpayments be-
fore they occur has become standard practice in the area of Work Incentive Plan-
ning and Assistance.

Sincerely,

David Mon

Community Work Incentive Coordinator

Center for the Independence of the Disabled

San Mateo, CA

————

Statement of Every Child Succeeds

Chairman McDermott, Ranking Member Linder, and members of the Sub-
committee on Income

Security and Family Support of the Committee on Ways and Means, on behalf of
Every Child Succeeds in Southwest Ohio and Northern Kentucky, I am happy to
submit this testimony in support of H.R. 2667, the Early Support for Families Act.
We would like to thank the sponsors of this legislation, Representatives Jim
McDermott (D-WA), James McGovern (D-MA), Lynn Woolsey (D-CA), Mazie
Hirono (D-HI), Jim Cooper (D-TN), Danny Davis (D-IL), and Todd Platts (R-PA).

Every Child Succeeds (ECS) is a voluntary home visiting program whose aim is
to improve the health and development of at-risk children in the Cincinnati region.
Our prevention/early intervention program is founded upon the knowledge that
what happens in the earliest days and months of life has profound implication for
the lifetime course of parents and children. ECS has provided home visiting services
to nearly 16,000 families during the past ten years, with the goal of helping these
children get off to a good start in the most critical period of their lives—prenatal
to age 3. We and the communities we serve believe that home visiting is an effective
and important way to support high risk families and help them succeed in par-
enting.

The mission of ECS is to ensure an optimal start for children by helping families
achieve positive health, parenting and child development outcomes. The goals of
home visitation, as provided by ECS, are: (1) to improve pregnancy outcomes
through nutrition education and substance use reduction, (2) to support parents in
providing children with a safe, nurturing, and stimulating home environment, (3)
to optimize child health and development, (4) to link families to health care and
other needed services, and (5) to promote economic self-sufficiency.

Public-private partnership has been at the center of our approach to financing and
delivering services. ECS was founded by Cincinnati Children’s Hospital Medical
Center, United Way of Greater Cincinnati and Hamilton County Community Action
Agency/HeadStart and began operation in July, 1999. The program has thousands
of community stakeholders and contracts with more than 30 social service and
health agencies, and all local birth hospitals. Our board and advisors include a vari-
ety of business leaders and experts who have helped to guide our program and our
quality improvement efforts.
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Funding for ECS also is provided through a blend of public (50 percent) and pri-
vate (50 percent) dollars. The level of private funds for ECS from the United Way
of Greater Cincinnati has been continually increased based on outstanding perform-
ance and outcomes, as well as the demonstrated need for ECS services. Funding
from the Temporary Assistance to Needy Families (TANF) program has been essen-
tial in the development of ECS in four counties in Southwest Ohio through the State
“Help Me Grow” program. Public funds are available for our three Kentucky coun-
ties to fund the state HANDS program through Medicaid and proceeds from the
Kentucky state tobacco settlement.

The ECS program matches at risk, first-time pregnant women or new mothers
with infants under three months of age with a network of trained professional home
visitors who work with them and their young children for up to 3 years. Families
are recruited primarily through prenatal clinics or birth hospitals. Program ele-
ments include care coordination, health promotion, medical liaison, child develop-
?Ilﬁgil;? assessment, and goal-setting through the Individual Family Service Plan

)

ECS uses two national models of home visitation, namely, Nurse-Family Partner-
ship O (NFP) and Healthy Families America (HFA). Both NFP and HFA models,
and research about them, have had value in improving the quality of the ECS ap-
proach. In a series of studies, Olds and colleagues have found that home visiting
for first time mothers by nurses reduced smoking during pregnancy, decreased
preterm birth rates for smokers, increased birth weights among adolescent mothers,
and decreased rates of child abuse and accidental injuries in children. (Olds et al.)
Studies of HFA inform us about how to serve a broader array of families, including
those whose risks are identified following the birth of a baby. (Healthy Families
America) In addition, our own ECS quality studies, evaluative research, and ran-
domized clinical trials are guiding us to state-of-the-art, evidence-based practice.

Mothers eligible for ECS have one or more of four risk characteristics, including;
(1) unmarried, (2) inadequate income (up to 300% of poverty level, receipt of Med-
icaid, or reported concerns about finances), (3) 18 years of age, or (4) suboptimal pre-
natal care. Women are enrolled either during pregnancy (before 28 weeks for NFP)
or before their child reaches 3 months of age (HFA only). Regular home visits are
provided by social workers, child development specialists or related professionals
(82%), trained nurses (12%), or paraprofessionals (6%). Home visits are made until
the child reaches 2 years (NFP) or 3 years (HFA) of age, starting with weekly or
more-frequent visits and tapering to fewer visits as the child ages.

ECS is an evidence-based model with a comprehensive ongoing evaluation compo-
nent. The ECS research and evaluation system provides ongoing data about process
anld outcomes. To date, we have achieved and can reliably report the following re-
sults.

Infant Mortality

— Infant mortality rate for ECS families is 4.7 per 1,000 live births, significantly
below those for Ohio (7.8), Kentucky (6.9), Hamilton County (9.7) or the City of Cin-
cinnati (17.4). (See Figure 1.)

— An analysis of 1,655 mothers and babies enrolled in ECS between 2000—2002
and a comparison group of 4,995 non-participants from the same region, showed
that non-participants were 2.5 times more likely to die in infancy, compared with
those enrolled in ECS.

Child Health and Development

— 95% of children are developing normally in language, physical coordination,
and social abilities.

— 98% of babies have a medical home

— 76% of children are fully immunized by age two

Maternal Health and Well-being

— Of the 33% of mothers with clinically significant levels of depression, 52% im-
prove after 9 months in home visitation. Using a grant from the Health Foundation
of Greater Cincinnati, ECS developed an in-home treatment for depressed mothers
through a unique Maternal Depression Treatment Program that is currently being
studied in randomized clinical trials through a grant from the National Institute on
Mental Health.

— After 6 months in the program, 77% of mothers are in school or are working.

— 80% of mothers report high levels of social support, a factor associated with
effective parenting and maternal mental health

— Of those ECS mothers who smoke during pregnancy, 94% quit or substantially
reduce their tobacco use by the time of the baby’s birth. ECS home visitors help
mothers decrease smoking and reduce second hand smoke in the baby’s environment
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through the Assuring Smoke Free Homes (ASH) Project (funded by a grant from the
Ohio Tobacco Use Prevention and Control Foundation).

Figuie 1. Comparison of Infanl Mortality Rales
(Tate per 1000 rve hirths)
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Perhaps the most important aspect of the ECS design is continuous quality im-
provement guided by evidence-based practice and data about our providers and cli-
ents. We believe, as described by Daro, that the quality of home visiting programs
is based in having self-evaluation in each program and in applying what we know
about quality.

“Greater positive impacts among a broad range of home visitation models reflect,
in part, two trends—improved program quality and improved conceptual clarity.
With respect to quality, the six major national home visitation models are each en-
gaged in a series of self-evaluation efforts designed to better articulate those factors
associated with stronger impacts and to better monitor their replication efforts”

As Congress moves to adopt legislation that can support and guide home visiting
programs across the country, we make three recommendations.

1. Provide funding for the core work of home visiting programs. To date,
home visiting programs—ECS included—have had to cobble together a variety of
funding sources and keep families on waiting lists until funds become available.
Current federal funding streams such as TANF and Medicaid are not designed to
fund home visiting. In trying to use these existing funding streams, programs often
must divert effort or change the structure of service delivery to families. With a
more reliable and continuous source of federal funding, ECS and other programs can
optimize private, as well as state and local, resources.

2. Support outcomes-driven programs that make evidence-based decisions.
Expand policy and operational programs that have credible evaluations and that are
shown to work. We do not recommend relying on a tiered funding approach that
tends to reward high performers while limiting dollars available for innovation,
quality improvement and improved implementation among other good programs.

3. Focus on quality, not one model. Taken together, the body of research
knowledge about home visiting tells us that successful programs have well-trained
staff, solid supervision, ongoing relationships with families, a design that fits the
specific program activities to desired outcomes, and linkages to other community
programs such as child care and health care. Ongoing data collection analysis and
evaluation, as well as training activities, are essential to achieving desired results.
Congress and the Obama Administration have an opportunity to provide a frame-
work such as that used in Head Start or Community Health Centers, through which
performance standards and program guidelines help local programs deliver quality
services and outcomes. This could be created out of the thousands of existing pro-
grar)ns, including 40 state-based home visiting programs in operation today. (John-
son

Recognize that home visiting programs target multiple outcomes. A new
federal home visiting program should aim not only to prevent child abuse and ne-
glect; but also aim to improve an array of outcomes that affect early childhood
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health and development. ECS has shown that a single program can have impact on
infant mortality, parenting skills, maternal depression, well-child visits, smoking re-
duction, and more. Congress should expect quality programs that provide quality
services and data to show their results in multiple areas.
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Statement of The Family Violence Prevention Fund

Chairman McDermott, Ranking Member Linder and Members of the Sub-
committee, thank you for the opportunity to comment on the value of home visita-
tion programs and specifically the Early Support for Young Families Act.

The Family Violence Prevention Fund is a national non-profit organization based
in San Francisco. We were founded almost 30 years ago with a simple mission: to
end violence against women and children. Like many domestic violence organiza-
tions at the time, we began by focusing on the criminalization of violent behaviors
by men toward their wives and girlfriends. However we quickly came to focus on
the strong link between the safety and well-being of mothers and the safety and
well-being of their children.

That is why we emphasize prevention and the critical need to ensure that all fam-
ily members are safe and healthy. We have identified early supports for young and
vulnerable families as an essential strategy both for preventing initial perpetration
of violence and for early identification of children living in violent homes. Impor-
tantly, these early interventions can also mitigate the effects of the violence on chil-
dren and provide support to the non-abusing parent, typically the mother, to im-
prove her and her children’s safety and stability.

We commend the Committee for its commitment to the safety and well-being of
children and families and particularly for your focus on home visitation programs.
As you well know, home visitation is one of the few documented, well-evaluated
interventions that works to prevent child abuse and maltreatment. While there are
several models out there—and we would support funding for multiple types of pro-
grams—the Nurse-Family Partnership model is probably the most rigorously evalu-
ated. This intervention targets younger and lower-income pregnant women, and has
been shown to significantly reduce reported rates of child abuse throughout child-
hood and into adolescence. One of the most—if not the most—significant barrier to
the success of home visitation, however, is domestic violence. That is the focus of
our comments.

Domestic Violence Limits Effectiveness of Home Visitation

While we strongly support home visitation as an effective strategy for improving
health outcomes for children and reducing child abuse and neglect, we are convinced
that home visitation programs must address domestic violence. The first reason is
simply that domestic violence is so prevalent. Approximately 15.5 million children
witness domestic violence each year in their homes. This means that almost one-
third of American children cared for by married or cohabitating parents are exposed
to domestic violence.

The consequences of children’s exposure to domestic violence are well-documented.
Children who witness domestic violence display a host of problematic behaviors at
far greater rates than children not exposed to violence. These include being more
likely to become a perpetrator of such abuse (for boys) as well as higher rates of
violence, aggression, suicide, school failure and mental health problems. The effects
of witnessing abuse on children may be equal to, or in some cases worse, than the
direct experience of being abused. However, it also is important to note that many
children who witness adult domestic violence do just fine. Often the reason is the
child’s strong relationship with her or his mother, even if that mother is experi-
encing abuse, because it serves as a protective factor. Home visitation programs are
thus critical in identifying these children, helping them be safe and cope with what
they have witnessed, linking abused mothers to helpful community resources, and
supporting strong relationships between mother and child.

We also recommend that home visitation programs address domestic violence be-
cause it serves as a major—if not the major—barrier to the effectiveness of these
programs. Research reported in the Journal of the American Medical Association in
2000 detailed the most convincing rationale: first, about half the mothers partici-
pating in the well-known Nurse-Family partnership study experienced domestic vio-
lence; and where domestic violence did exist, the effectiveness of home visitation to
reduce abuse and improve child outcomes diminished. Among mothers experiencing
the higher rates of and more severe abuse, the beneficial effects of the program dis-
appeared entirely.

This research appears consistent with other studies that show varying impact and
effectiveness of home visitation programs, though few have teased out as clearly the
impact of domestic violence. Because domestic violence rates are so high and be-
cause they hinder the effectiveness of the programs, it is essential that home visita-
tion programs tailor their interventions and provide training to staff on how to talk
to young parents about violence and its effects on children, and how to recognize
and respond to families already experiencing violence.
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Home visitation programs have the ability to not only help families when domes-
tic violence is occurring, but also to provide primary prevention of both child abuse
and domestic violence. Healthy, non-violent relationships are fundamental to
healthy parenting.

Specifically, we strongly recommend that any home visiting legislation include the
following four components:

1. State plans and/or assessments should include information on how domestic vi-
olence will be addressed and how programs will safely and confidentially refer
women to domestic violence services when necessary;

2. Training and technical assistance for home visitation programs should be fund-
ed and should include:

a. information on how to safely assess for domestic violence in the families
being served,

b. promotion of healthy and non-violent partnering as helpful to a child’s
health and development,

c. how and when to talk to men and fathers who use violence about how
domestic violence can affect parenting and how to get help;

3. Community-based service providers referenced should include domestic vio-
lence, fatherhood and batterers intervention programs so families are given the
information and referrals they need; and

4. Women living in domestic violence shelters should be eligible for services, as-
suming these services can be provided in a safe and confidential manner.

Thank you for the opportunity to comment on this critical legislation. For addi-

tif(f)'nal information, please go to www.endabuse.org; or contact our Washington, D.C.
office.

—————

Statement of First 5 Alameda County Home Visitation Programs: A
Multidisciplinary Approach

Background

First 5 Alameda County Every Child Counts (F5AC), funded by revenues from the
California 1998 Proposition 10 tobacco tax, works to ensure that every child reaches
his or her developmental potential. F5AC focuses on children and families from pre-
natal to age five years.

Alameda County is the seventh most populous county in California with a popu-
lation of 1,454,159 (American Community Survey Demographic Estimates, 2005—
2007) and one of the most ethnically diverse regions in the United States. It is a
county with sprawling urban areas as well as agricultural centers, and is as large
as many states with over 821 square miles.

In 2007, 125,450 children aged 0-5 years lived in Alameda County. Young Latino
and Asian children are the fastest growing populations accounting for approximately
33% and 25% of all births, respectively (State Department of Finance, Demographic
Research Unit, 2007).

Race/Ethnicity A%)a::;gil;i(; gu(lgy Birth Population (2)
African American/Black 13.0% 11.0%

Asian 24.6% 24.5%
Caucasian/White 24.4% 22.0%

Latino 21.4% 42.2%

Native American 0.6% 0.2%

Pacific Islander 0.8% -
Multiracial 3.6% -
Other/Unknown 11.7% 0.1%

Sources: American Community Survey 2006 (1); Alameda County Public Health Department
Vital Stats, 2007 (2)
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Overall, in 2006, an estimated 3,149 (3.0%) of all children ages 0-5 in Alameda
County were foreign born, and 2,483 (2.4%) were not U.S. citizens (American Com-
munity Survey, 2006). Linguistically, 43.5% of the 5+ population speak a language
other than English at home and 19.1% speak English less than very well. Among
these 19.1%, 45.1% speak Spanish and 42.5% speak Asian and Pacific Islander lan-
guages (American Community Survey, 2006).

As evidenced by the data above, Alameda County needed to address a variety of
factors in developing programs to meet the needs of a large and diverse county.
F5AC began planning for the implementation of a voluntary home visitation strat-
egy in 1999. F5AC explored several best practice home visitation models in exist-
ence at that time: Hawaii’s Healthy Start, Healthy Families America, The Nurse
Family Partnership-Olds Model and Parents as Teachers. F5AC decided not to uti-
lize one particular model, but rather embraced the best practice standards that were
emerging by creating a set of tenets to infuse into F5AC home visitation programs
for the prenatal to five population in Alameda County.

FSS Tenets provides a framework for continuous quality improvements to meet
evolving needs in targeted populations.

1. Family-centered: acknowledges the reciprocal nature of family well-being and
child development, and includes support to the family as a whole rather than
restricted to child-level services.

2. Relationship-based services: Emphasizes that the family-provider relation-
ship is the most important tool for provider and addresses the need for staff
to be supported to “reflect” on her/his responses to individual cases.

3. Child development focused: Expects the service provider to continually ob-
serve and use opportunities to help families understand their child’s behavior
in the context of child development; incorporates a “child find” strategy for
early identification and intervention by requiring completed developmental
screenings/assessments throughout the period of services.

4. Appropriate caseload ratios: Maintains a case ratio of 1:20-25 per case
manager (and 1:13 for families at risk for child abuse) to support the manage-
ability and intensity of family support services by individual staff.

5. Reflective supervision: Supports staff to understand the importance of re-
flection as a tool in their intervention work with families. Supervisor/staff rela-
tionships parallel the provider/family relationship.

6. Multi-disciplinary approach: Emphasizes the use of a variety of professional
disciplines to meet family needs.

Implementing home visitation models in Alameda County also relied on key oper-
ational factors: the ability to access a large number and diverse pool of nurses to
serve our diverse community; the cost of using PHNs to provide services; capacity
to address language and cultural continuity for parents; the need to utilize existing
programs; the desire to avoid investing in unsustainable programs; the capacity to
meet diverse and multiple family risk factors.

* Relying on the nursing supply in Alameda County severely limited the
number and diversity of families able to receive home visits: Of the ap-
proximately 21,000 annual births in Alameda County, 7,000 were to very low-
income mothers qualifying for California’s Medicaid and Healthy Families pro-
grams; 1,504 were born low birth weight; 1,325 to teen mothers. The number
and cost of Public Health Nurses who had both linguistic capacity and reflected
the cultural backgrounds of our community could not possibly meet the demand
for services.

¢ The high risk nature of clients targeted by F5AC required multi-dis-
ciplinary approaches to engage difficult-to-reach families: F5AC families
targeted to receive home visitation included pregnant and parenting teens, par-
ents of infants discharged from the neonatal intensive care unit due to severe
and long-term health issues at the time of birth, and children at-risk of neglect
or abuse due to substance use, mental illness or other unstable family environ-
ments. Up to 36% of mothers experienced postpartum depression, 7% of chil-
dren were exposed to substance use, and 9% of families were involved with
Child Protective Services. Each significant risk factor necessitated immediate
attention by a multi-disciplinary team of providers who were most able to offer
timely support services—which were pre-requisites for maintaining a quality,
trusting and continuous relationship between a home visitor and the family.

¢ Meeting culturally and linguistically diverse needs of families neces-
sitated an agile and culturally responsive workforce: Community organi-
zations offered comparative advantages by staffing the programs with home
visitors who reflected the face of the county’s community. A children’s hospital
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and family services department of Alameda County Public Health provided a
mix of nurses and paraprofessional community health workers who effectively
addressed long-term health and child development issues of children discharged
from the Neonatal Intensive Care Unit. Multi-lingual and bi-cultural specialists
helped families navigate community resources and medical specialists critical to
the stability and health of the families. Community-based organizations that fo-
cused on reaching teen parents worked with schools and Social Services Agency
to help young parents remain on track with high school requirements and to
assist in obtaining services to which they are entitled to give their children a
healthy start. Three community-based organizations demonstrated success in of-
fering alternative response intensive case management to families already
known to the Child Abuse Hotline but who did not qualify for immediate inves-
tigation by Child Protective Services.

Over the past 9 years, FSAC collected individual client level case management
and outcomes data to support a robust accountability framework of continuous pro-
gram quality assurance and impact measurement. F5AC’s home visitation models
produced impressive outcomes.

§ Children stayed healthy and up-to-date on preventive care: Over the last
8 years, F5AC home visiting programs consistently reported 86—99% of children had
health insurance; 94-98% were up-to-date with immunizations; 92-97% had an
identified primary pediatric provider (medical home); 95-98% had all the appro-
priate well-child visits for age.

§ Early identification and treatment of maternal depression: Early identi-
fication of mental health issues and referral to appropriate supports and treatment
options provided the necessary foundation for a socially and emotionally secure par-
ent-child relationship. F5AC implemented a county-wide standard to screen every
at-risk parent for depression. 20-36% of mothers who received home visits screened
positive for maternal depression. Those who screened positive for depression were
also more likely to have children who screened “of concern” in at least one develop-
mental domain.

§ Anticipatory guidance and early screening and support for children’s
development: Home visitors used their encounters with families to help parents
learn what to expect as their baby grows. A county-wide strategy to promote devel-
opmental screening of every child helped identify 20-63% of children with develop-
mental concerns.

§ Positive breastfeeding trends: In addition to promoting bonding between par-
ent and child, 56% of teen parents and 63% of parents of children discharged from
the NICU breastfed or used breast milk as the primary source of nutrition for their
babies. Of those who breastfed, over 30% did so for more than six months.

§ Low incidence of ER visits and hospitalizations for preventable illnesses
and intentional injuries: Less than 1% of children without chronic medical condi-
tions visited the emergency room while fewer than 4 per 100,000 suffered inten-
tional injuries.

§ Teen parents stayed in school or graduated: Almost 60% of teens who re-
ceived home visits remained in school or graduated from high school.

Summary

In implementing home-based early intervention services, First 5 Alameda County
had to take into account the particular demographic needs and workforce issues
within our community. A key to successful program implementation was staying
true to F5AC family support tenets while structural and demographic changes con-
tinuously shifted in the county. We were guided by evidence-based practice, but
above all else, needed to have the flexibility to use the evidence base tailored to the
circumstances of the populations to be served (pregnant and parenting teens, infants
discharged from the neonatal intensive care unit, children referred to child protec-
tive services, parents in need of family support during the transition to parenthood).
Each one of these populations had different needs in reference to dosage, single dis-
cipline versus multidisciplinary, and type of professional providing the intervention.
What unified our providers in the provision of home-based services was the common
language we developed over the years, the ongoing training and support to staff,
and continuous monitoring and quality improvement measures put in place to as-
sure we were having an impact on families.

——
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Statement of Gaylord Gieseke

I, Gaylord Gieseke, as the Interim President of Voices for Illinois Children, would
like to submit the following in support of the Early Support for Families Act (H.R.
2667). Voices for Illinois Children builds better lives by working across all issue
areas to improve the lives of children of all ages. We envision Illinois as a place
where all children have the opportunity to grow up healthy, happy, safe, loved and
well educated.

The importance of starting early

“One of the most valuable things I can say I learned through the home visits is
that I am the example my children will follow; therefore, I have to take the lead.”i
Spoken by Monica, a teen mother participating in an Illinois home visitation pro-
gram, this statement communicates the motivation and hope many mothers are able
to find with the support of a home visitor.

Home visiting participants come from all walks of life, but often they resemble
the story of a 17-year-old high school student who unexpectedly became pregnant.
Enrolling in a home visitation program, she learned about healthy nutrition and
then chose more healthy foods for herself and her growing baby. Although the moth-
er had a difficult birth, she and the baby bonded well—the home visitor provided
encouragement and education about how to interact with a fussy baby during sleep-
less nights, and helped the mother identify signals the baby may give to indicate
what he likes and doesn’t like. Initially unsure about how to talk to doctors or social
workers, the mother has become an advocate for both herself and her baby, having
observed and practiced communicating her needs effectively with the home visitor.
Since graduation, the mother has started work as a Certified Nursing Assistant, ob-
tained a driver’s license, and started saving for a car, which would enable her to
begin taking courses at a nearby community college. In preparation for college, the
home visitor is helping the mother find and fill out scholarship applications.

With the support of a home visitor, teen parents are accessing the resources they
need to build better lives for their children. Recognizing the importance of the par-
enting role and that learning begins at birth, home visitation programs around the
country offer in-home services designed to strengthen parenting skills, assist in the
development of a safe and nurturing home environment, and promote early learning
for children, from the months before birth to age five.

The importance of interventions in early childhood—including the months before
birth—has been supported many times over by an impressive quantity of research
on children’s brain development. Brain scans indicate that the brains of well-cared
for babies are fundamentally different from those of neglected infants, with lasting
implications for each child. Beginning in the 1980s and continuing to the present
day, researchers consistently find that brain development happens in the context of

As a child bonds with a caregiver, builds vocabulary, plays with toys, and other-
wise engages the broader world around him through his five senses, he increases
brain activity, which in turn preserves neurons to be used in future learning. With-
out these experiences, or when a young child is exposed to stress without supportive
relationships to mitigate its impact, the brain pares down neurons, creating future
learning challenges for the neglected child.'vv Acting in this critical window for de-
velopment, early childhood interventions support the creation of an environment in
which infants may develop a secure attachment to a responsive caregiver—science
tells us this enhances brain development. All later interventions work with the
brain function already established in infancy and early childhood.

The Education Continuum: Beginning Earlier with Home Visiting Pro-
grams

Although the continuum of education has traditionally been P-12 (kindergarten
through high school), brain research makes it clear that age five is much too late
to first offer educational supports to the child and family. A child’s experiences be-
fore entering kindergarten may hinder or promote her chances of successfully fin-
ishing high school and reaching college. Recognizing the need to expand the edu-
cation continuum to include much, much younger ages, professionals around the
country began developing programs, known as “Home Visiting Programs,” to fill the
early childhood gap and to support parents of young children.

For all programs, participation is entirely voluntary; program models are gen-
erally designed to include weekly or biweekly home visits, which last two to five
years. By having nurses or paraprofessionals visit families in their homes, home vis-
iting programs reduce the obstacles that may otherwise prevent a family from ac-
cessing services. Seven nationally recognized home visiting programs are Early
Head Start, Healthy Families America, Nurse-Family Partnership, Parents as
Teachers, the Parent-Child Home Program, Parents Too Soon, and Home Instruc-
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tion for Parents of Preschool Youngsters (HIPPY). HIPPY and Parents as Teachers
are universal access programs, while the others target teen mothers, single mothers,
low-income parents, or families with some other significant risk factor.

Several home visiting programs are designed to engage families when children are
at their earliest ages—during pregnancy and infancy. Home visitors provide or link
women to prenatal care and assist the family with establishing a medical home and
making and attending the baby’s well-being appointments. Doulas may work with
a mother to prepare for delivery and begin breastfeeding. Furthermore, home visi-
tors talk with parents about caring for the baby, discuss the child’s developmental
stages, and help moms and dads develop practical and appropriate parenting skills
and strategies. Overall, these programs emphasize the importance of family health,
economic self-sufficiency, and parenting skills—factors that significantly affect the
home environment and the child’s developmental foundation.

As children reach the toddler and preschool years, home visiting programs build
on healthy development and empower parents to be their child’s first and most im-
portant teacher. Arriving with an educational toy or book, visitors teach or model
parent-child interactions that stimulate brain development, and they encourage par-
ents to take advantage of preschool. Reading, talking with the child, and promoting
age-appropriate exploration and choices contribute to the development of the child’s
burgeoning vocabulary, self-confidence, and ability to reason. Parent involvement in
nurturing verbal, reasoning, and social skills in the informal home environment is
critical to preparing children to learn in the more formal school environment. These
programs also provide parents with information about their child’s development and
related capabilities and limitations.

Illinois’ commitment to Home Visiting

As a state, Illinois has long recognized the benefits associated with home visita-
tion and has been investing in programs since 1982. On average, these programs
serve 15,880 children each year in Illinois through the Healthy Families, Parents
as Teachers, Parents too Soon, and Nurse Family Partnership models.vi However,
especially in these difficult economic times, the current level of programming is not
meeting the need for home visiting. As financial pressures increase for a family, so
does the risk of child abuse and the need for preventive services. Including children
receiving Medicaid assistance, Illinois currently serves only 48 percent of the 35,000
infants born each year who are most likely to benefit developmentally and academi-
cally é’rom home visitation.Vii There are still many children and families yet to be
served.

However, this is also an exciting time, as Illinois has a critical opportunity to
broaden the reach and strengthen the quality of home visiting in Illinois through
the Strong Foundations Project. The Illinois Department of Human Services, along
with the Department of Child and Family Services and the State Board of Edu-
cation, has received a $500,000 five-year federal grant for this project. Having pre-
viously and independently funded home visiting programs, these agencies are work-
ing together and with service providers and advocacy groups to support and expand
home visiting across the state.

Specifically, Strong Foundations will operate under the Illinois Early Learning
Council as a new committee—the Home Visiting Task Force. The Early Learning
Council is charged with the coordination of services for young children, and the
Home Visiting Task Force will coordinate resource allocation, community capacity-
building, training, data collection, monitoring, and technical assistance across the
three state agencies and more than 150 home visiting programs involved in the
project. This project will support high-quality service delivery, and to this end will
develop special trainings to help home visitors serve particularly vulnerable popu-
lations, such as those experiencing mental illness, substance abuse, domestic vio-
lence, or developmental disability.

Research has clearly identified the importance of a nurturing family environment
during early childhood brain development. Moreover, evaluations have affirmed the
effectiveness of home visiting as a means to improve child and family outcomes on
a number of health, safety, economic, academic, and social indicators. Though the
needs are great in these economic times, the passage H.R. 2667 would demonstrate
the national commitment to enhancing children’s well-being through a wide array
of approaches, of which home visiting is clearly an integral part. It is critical that
the recognition and support of home visitation 1is established in sound federal policy
as our nation seeks to improve the educational and developmental outcomes for our
nation’s children.

If you would like additional information regarding home visiting in Illinois, please
contact Gaylord Gieseke.



100

Letter from Gladys Carrion, Esq.

Thank you for your recent legislative effort to subsidize and support evidence-
based home visitation programs. The legislation, the Early Support for Families Act,
adds Subpart 3 to Title IV-B of the Social Security Act to provide grants to states
to establish or expand quality home visitation programs for families with young chil-
dren and those expecting children.

The National Association of Public Child Welfare Administrator’s (NAPCWA) dis-
cusses briefly in its submission for the record, that New York State currently ad-
ministers an evidence-based home visitation program with positive outcomes. That
program, the Healthy Families New York (HFNY) home visitation program has suc-
cessfully provided child abuse prevention services to low-income families for many
years. As Commissioner of the New York State Office of Children and Family Serv-
ices (OCFS), I wholeheartedly agree with Congress’ decision to make home visitation
an important part of its investment strategy for preventive services.

The economic downturn has forced many states to reduce substantially their in-
vestment in home visitation and other prevention programs in order to preserve
dwindling resources for mandated child welfare services. In New York State, despite
strong evidence from a randomized controlled trial demonstrating the effectiveness
of HFNY, the program sustained an 8% cut in SFY 2008-2009 and maintained that
cut in SFY 2009-2010. The availability of significant federal funding for home vis-
iting purposes will likely allow states to continue to invest in this strategy and per-
mit more families to participate. In 2003, Healthy Families America (HFA) pro-
grams alone assessed 71,000 families and provided home visiting services to 47,500
families across the country.

Based on the Healthy Families America home visitation model, HFNY targets ex-
pectant parents and parents with an infant less than three months of age who have
characteristics that place them at high risk for child abuse or neglect and live in
vulnerable communities marked by high rates of poverty, infant mortality, and teen
pregnancy. Specially trained paraprofessionals, who typically live in the same com-
munities as participating families and share their language and cultural back-
ground, deliver home visitation services until the child reaches five or is enrolled
in Head Start or kindergarten. HFNY’s home visitors provide families with support,
education, and linkages to community services designed to address the following
goals: 1) to prevent child abuse and neglect, 2) to enhance parenting skills and par-
ent-child interactions, 3) to provide optimal prenatal care and promote child health
and development, and 4) to increase parents’ self-sufficiency. Since its inception in
1995, HFNY has provided more than 600,000 home visits to over 20,000 families.

HFNY has been rigorously evaluated using a randomized controlled trial. The
evaluation has reported positive program effects in terms of childbirth outcomes,
child abuse and neglect, parenting practices, and access to health care. A study pub-
lished in the January 2009 issue of the American Journal of Preventive Medicine
showed that mothers who are enrolled in HFNY before their 31st week of pregnancy
were only half as likely to have low birth weight babies as mothers in a control
group. HFNY was particularly effective in reducing low birth weight among African-
American and Hispanic mothers, groups that persistently experience high levels of
poor birth outcomes. For example, 3.1 percent of the African-American mothers in
the HFNY group delivered low birth weight babies, compared to 10.2 percent of the
African-American mothers assigned to the control group. In addition to the impacts
on low birth weight, HFNY has been shown to increase access to health care, par-
ticularly among African-American and Hispanic women. A study published in the
March 2008 issue of the journal Child Abuse and Neglect indicated that HFNY de-
creased the incidence of child abuse and neglect during the first two years of life,
and reduced the use of aggressive and harsh parenting practices, particularly among
first-time mothers under age 19 who were offered HFNY early in pregnancy. Fi-
nally, HFNY has been found to promote the use of positive parenting skills that
support and encourage children’s cognitive and social development (Published Re-
port/Working Paper, 2008, available at www.ocfs.state.ny.us).

Based on the evaluation’s rigorous random assignment design and the program’s
significant and positive effects on a range of outcomes, HFNY was designated as a
“proven program” by RAND’s Promising Practice Network and an effective program
by both Child Trends and the Office of Juvenile Justice and Delinquency Preven-
tion. In addition, the evaluation received grants from both the National Institute of
Justice and the Doris Duke Charitable Trust Foundation to support the extension
of the randomized trial into its seventh year.

HFNY and other evidence-based home visiting programs that rely on paraprofes-
sionals and those professionals other than nurses to deliver home visitation services
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can help address the serious shortage of nurses in low-income communities and the
under representation of minorities in the nursing field.

I applaud Congress on their sensitivity to this issue. I urge you to consider fund-
ing this program in a manner that does not impose unfunded mandates or adminis-
trative burdens. In addition, please consider restructuring the matching and Main-
tenance of Effort strategies so that states may be better prepared to participate in
this federal funding program in these times of economic distress. I look forward to
the success of this legislation’s intent and am willing to offer my assistance to you
in achieving this goal.

Sincerely,
Gladys Carrién, Esq.

———

Statement of Healthy Families Florida

On behalf of our network of 38 community-based service providers and the more
than 13,000 Florida families they serve annually, Healthy Families Florida is grate-
ful for this opportunity to provide testimony in support of federal investment in
early childhood home visitation.

This testimony will briefly explain the value of home visiting services to Florida
families and how Healthy Families home visiting services are being effectively im-
plemented in Florida to prevent child abuse and neglect in our state’s highest risk
families before abuse ever happens.

Federal Investment in Home Visiting to Promote Positive Parent-Child Relationships
and Healthy Child Development Makes Sense

Early childhood experiences, especially interaction with parents and caregivers,
influence a child’s developing brain and provide the foundation for all future devel-
opment. While stable, nurturing experiences can help children develop the resilience
to overcome typical adversities in life, experiencing child abuse and neglect can be
devastating to child development, often setting in motion a chain of events that has
lifelong consequences as children grow to adulthood. In addition to increasing the
likelihood of delinquency, criminal involvement, substance abuse and low edu-
cational achievement, child abuse and neglect has a long-term impact on physical
and mental health.

Research shows that the added stress low-income families face during economi-
cally depressed times causes child abuse and neglect to increase. The human and
monetary costs of child abuse and neglect are unconscionable, especially compared
to the low cost of effective prevention.

Prevention services, like those offered through Healthy Families Florida and other
evidence-based home visiting programs in Florida, support healthy child develop-
ment and family stability at a fraction of the cost of providing services that inter-
vene after abuse and neglect have occurred.

About Healthy Families Florida

Healthy Families Florida is a statewide, nationally accredited, voluntary home
visiting program that is proven to prevent child abuse and neglect before it ever
starts. The program is modeled after Healthy Families America, an evidence-based
initiative of Prevent Child Abuse America. Healthy Families America is recognized
by the U.S. Office of Juvenile Justice and Delinquency Prevention as an “effective
prevention program, demonstrating empirical findings using a sound conceptual
framework and an evaluation design of high-quality.“ Healthy Families New York,
which implements the same model, is also acknowledged as a successful and proven
program by the Rand Corporation, a non-profit institution that addresses the chal-
lenges facing the public and private sectors around the world.

Healthy Families Florida equips parents and other caregivers with the knowledge
and skills they need to create stable home environments free from child abuse and
neglect so their children can grow up healthy, safe, nurtured and ready to succeed
in school and in life. Highly trained home visitors provide parents and other care-
givers information, guidance and emotional and practical support by:

¢ Modeling positive parent-child interaction to enhance their child’s develop-
ment.

¢ Providing education on child health and development and the importance of
immunizations and well-baby check-ups.

¢ Teaching about safe and unsafe sleeping environments for infants, coping with
crying and other prevention topics.

¢ Conducting child screenings for developmental delays.
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¢ Connecting families to medical providers and making referrals to other commu-
nity services.

¢ Teaching how to recognize and address child safety hazards in and around the
home, in the car, in and around water and in other environments.

¢ Helping to develop appropriate problem-solving skills and identify positive
ways to manage stress.

¢ Promoting personal responsibility for their future and the future of their fami-
lies by helping them to set and achieve goals, such as furthering their edu-
cation and acquiring stable employment.

Who do we serve?

Research shows that the key to preventing child abuse and neglect is intervening
early, during pregnancy or shortly after the birth of a baby. Healthy Families serv-
ices begin during pregnancy or within three months of a baby’s birth and can last
for up to five years depending on the unique needs of each family. Healthy Families
uses a validated assessment tool to determine which families are experiencing a va-
riety of difficult circumstances that place their children at high risk for abuse and
neglect and other adverse outcomes that are preventable through intensive home
visiting services.

Most Healthy Families participants are low-income single parents with less than
a high school education and little awareness of appropriate discipline options for
their children. Participants often experienced abuse or neglect during childhood.
Other common participant risk factors include:

Late or inadequate prenatal care

Multiple children under five years of age

Prior involvement with Child Protection Services
Inappropriate coping mechanisms

Current maternal depression or history of mental illness
Unrealistic expectations about child development
Limited contact with close friends and/or family

History of, or current, domestic violence or other abuse
Raised in an unstable home

History of, or current, substance abuse

Healthy Families services are available in all of Florida’s 67 counties; in some
throughout the entire county and in others only in targeted high-risk zip code areas.

How do we know it works?

Healthy Families Florida has undergone a rigorous five-year quasi-experimental
study conducted by independent evaluators to determine whether the program
makes a measurable difference in participants’ lives. The evaluators concluded that
HFF has a significant impact in preventing child abuse and neglect and achieves
positive outcomes for both parent and child:

¢ Before their second birthday, children in families who received intensive HFF
services experienced 58 percent less child abuse and neglect than children of the
same age in families who received little or no HFF services.

¢ Children whose families did not receive HFF services were nearly four times
more likely to suffer maltreatment before their second birthday than children of the
same age 1n families who completed the program.

¢ Participants who completed the program were more likely to be employed with-
in 36 months than those in the comparison group who received little or no service.

¢ Mothers who participated in HFF for three or more years were significantly
more likely to read to their children.

¢ 93 percent of children participating in HFF services were fully immunized by
age two.

* 92 percent of mothers participating in HFF services did not have a subsequent
pregnancy within two years.

« 81 percent of participants who completed the program improved their education
level, received job training or became gainfully employed while enrolled in the pro-
gram (measures of increased self-sufficiency).

HFF has sustained high performance in promoting positive outcomes for parents
and their children since its inception in 1998.

Why is Healthy Families So Successful?

Key elements that contribute to Healthy Families success include:

¢ Services are voluntary, which empowers families to make positive changes in
their behaviors and the way they lead their lives.

¢ Home visits are frequent and long-term. Families start out with weekly visits
for at least six months. As families progress in establishing stable, safe and
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nurturing environments for their children, the frequency of the visits decreases
to bi-weekly, then monthly, then quarterly.

¢ Services are available during non-traditional hours, including evenings and
Saturdays, to accommodate families’ work and school schedules.

¢ Intensive training prepares staff for their roles and responsibilities and helps
them succeed in their work with families.

¢ Quality supervision allows supervisors to review the progress of families with
staff on a weekly basis in order to provide guidance and clinical support and
develop the skills of the home visitors.

¢ Low caseloads allow home visitors to spend the time they need to meet the in-
dividual needs of each high-risk family.

¢ A strong statewide system that includes a central office that provides annual
quality assurance visits to ensure accountability and fidelity to the Healthy
Families program model; ongoing technical assistance and training; fiscal over-
sight and data management; and ongoing evaluation that identifies progress
toward measurable outcomes and areas in need of improvement or change.

¢ Strong community partnerships provide families with additional services such
as child care, mental health counseling, substance abuse treatment and domes-
tic violence intervention.

Conclusion

In closing, the value of public investments in young children and their families
is obvious when looking at the long-term societal benefits. According to the Center
on the Developing Child at Harvard University, “the empirical data from cost-ben-
efit studies presents a compelling case for early public investments targeted towards
children who are at greatest risk for failure in school, in the workplace, and in soci-
ety at large.” Home visitation is an effective, evidence-based, and cost-efficient way
to bring families and resources together, and help families to make choices that will
give their children the chance to grow up healthy and ready to learn. Florida recog-
nizes that an array of home visiting services is needed to meet the diverse needs
of families throughout our state. We believe that HR 2667 is an important step to-
wards ensuring that families have access to these valuable services so that all chil-
dren have the opportunity to grow up in a safe, healthy, and nurturing environ-
ment.

Contact Information:

Carol McNally, Executive Director

Healthy Families Florida

———

Statement of Howard S. Garval

What could be more important than preventing child abuse and strengthening
families? Nothing. That is why I am writing in strong support of HR 2667 The Early
Support for Families Act and I urge passage of this important bill.

Hawaii invented Healthy Start, an evidence-based model of home visiting for
parents of newborns who are at various levels of risk of child abuse. Healthy Start
led to the replication in over 35 states of similar programs under the Healthy Fam-
ilies America umbrella. In Hawaii we have had a longstanding partnership with
Johns Hopkins University as the evaluator for this statewide effort. Child & Family
Service is one of six providers in the state and also the largest provider of Healthy
Start services. In Hawaii we added Child Development Specialists and Clinical Spe-
cialists to the team with paraprofessional family support workers because we found
that the severity of many of the families dealing with substance abuse, mental
health problems and domestic violence were beyond the competency of the home
visitors. By adding these positions and providing increased training by a seventh or-
ganization here, we have strengthened the program and more recent evaluations
have been very encouraging. For several years now we know that for families that
stay one year or more in this voluntary program there has been a success rate of
over 99% as defined by no report of child abuse/neglect. 50% of families stay a year
or more and Hawaii’s results compare favorably to many programs in other states.
For a voluntary program, 50% retention after one year is a good result. We are also
beginning to define more clearly where the current model is especially successful;
i.e. with anxious moms. We continue to look at ways we can make the program even
more effective and Hawaii was recently one of only 17 states to be awarded a $2.5
million grant by ACF to work on further improvements to the program and to share
the results of these efforts nationally. ACF recognized all that Hawaii has done in
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this area and wants us to share what we are learning and will learn with the rest
of the country.

There is a growing body of evidence from research that shows the effectiveness
of home visiting programs to prevent child abuse. There is also abundant research
to show the importance of early childhood experiences in future outcomes for chil-
dren. The ACE (Adverse Childhood Experiences) study is one good example that ac-
tually shows that many costly and serious medical problems are more prominent in
adults who as children suffered adverse childhood experiences like the trauma of
child abuse. We also know the huge cost in human, social, and economic terms of
not preventing child abuse. In this economic downturn where states are cutting back
services, more children and families are at risk of serious negative outcomes. This
legislation could not come at a better time for this reason, but at any time this is
a smart and good investment in resources that will pay huge dividends in the years
to come. It will offer hope to the youngest and most vulnerable in our communities
and strengthen the family as the foundation for healthy child development.

I urge you to strongly support HR 2667 The Early Support for Families Act.

Thank you for the opportunity to submit testimony.

With much Aloha,

Howard S. Garval, MSW

———

Statement of Kansas Children’s Service League

Kansas Children’s Service League (KCSL) thanks the Chairman and the other
distinguished members of the U.S. House Committee on Ways and Means Sub-
committee on Income Security and Family Support for this opportunity to provide
the organization’s perspective on the need for a federal investment in early child-
hood home visitation. In particular, we would like to thank Chairman McDermott,
Representative Danny Davis and Representative Todd Platts for their leadership on
this issue, as most recently demonstrated with their introduction of the Early Sup-
port for Families Act of 2009 (HR 2667).

Kansas Children’s Service League (KCSL) is a not-for-profit agency standing on
116 years of tradition serving children and families throughout the state of Kansas,
strengthened by a mission to protect and promote the well being of children. KCSL
serves as the Kansas Chapter of Prevent Child Abuse America; is a charter member
of the Child Welfare League of America; and has achieved national accreditation
from the Council on Accreditation and Healthy Families America. Our collective ef-
forts are aimed at keeping children safe, families strong and communities involved.
Through this testimony our organization will identify the value of the Healthy Fam-
ilies home visitation programs in Kansas along with our full support for federal in-
vestment to enhance and expand our nation’s ability to promote healthy early child-
hood experiences.

KCSL fully supports and reiterates testimony submitted by Prevent Child Abuse
America on June 9, 2009 to the U.S. House of Representatives Committee on Ways
and Means. In the 13 years of our Healthy Families intensive home visitation pro-
grams in Kansas, our experience tells us that this program keeps children healthy
and free from abuse and neglect. Our results mirror those found among our sister
programs across the nation including:

¢ 96% of the children served are current on immunizations;

¢ 84% of the families served have a primary medical provider;

e 87% have smoke free homes;

* 99% receive nutrition and physical activity information and training; and
¢ 99% are free of abuse and neglect.

This is incredible given that these families enter the program facing numerous
(often 4 or more) risk factors heightening the potential chance of child maltreat-
ment.

We would like to take this opportunity to share with you the story of one of our
families. Maria’s baby, Jennifer, was born with only one functioning kidney. Maria,
a 22-year-old first time single parent entered our program unemployed, without sta-
ble housing and less than a high school education. Her own childhood had been
somewhat disruptive. Maria stated that her grandmother did most of the caretaking
because her father came and went and her mother “worked hard to put food on the
table”. Maria admits to being a very strong willed child and to being hit with a
switch “or anything she could get her hands on” when she wouldn’t listen to her
mother. The KCSL Healthy Families worker completed weekly home visits and de-
velopmental screens to make sure Jennifer was doing well with her physical, social
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and emotional development. The developmental screen performed by the KCSL
Healthy Families worker confirmed a possible delay and the family was connected
v¥1ith an area Infant/Toddler program so that she could receive home-based speech
therapy.

Over the 3.5 years that the family has been in the program they have met nearly
90% (8/9) of their goals. These goals have been focused on a variety of needs includ-
ing: Jennifer’s medical condition; employment; healthy relationships; stable housing;
and parenting. Jennifer has received a clean bill of health from her medical provider
and kidney specialist and is on target or ahead of the developmental milestones for
her age. Maria is proud as she reviews all of her family’s progress thus far. She
will graduate from the Healthy Families program this summer as Jennifer prepares
to enter preschool in the fall. The smile on Maria’s face shows this pride as well
as the knowledge that she is doing everything she can to help her child remain
healthy and thrive.

As you can see, the home visitation and services of Healthy Families is vital to
the well-being of children and their families. Thank you for this opportunity to sub-
mit testimony and please accept our full support for the Early Support for Families
Act of 2009 (HR 2667).

———

Statement of Kathee Richter

I am the Child Development Director of Neighborhood House, a non-profit organi-
zation serving the Seattle/King County area in Washington State.

Our organization is strongly in support of the Committee’s efforts to advance leg-
islation supporting investments in evidence-based home visiting programs that en-
hance early learning and reduce child abuse and neglect.

For the last four years, Neighborhood House has delivered the Parent-Child Home
Program (PCHP) to 80 immigrant and refugee families a year with strong outcomes
for both the parents and the children ages 2 and 3 who are the program partici-
pants. PCHP is one of the major national home visiting programs. Substantial re-
search exists supporting its ability to improve school performance, lower high school
dropout rates and improve high school graduation rates.

We employ paraprofessional home visitors who are bilingual or multilingual and
from the cultures of the families served. I do not believe we would have been able
to engage or effectively serve these families if our staff did not speak their language
or was not from the same culture.

Overview of Neighborhood House

The mission of Neighborhood House is to help diverse communities of peo-
ple with limited resources attain their goals for self-sufficiency, finan-
cial independence, health and community building.

From our earliest beginnings serving Jewish immigrants in the 1900s to our work
today with people from numerous countries and cultures, Neighborhood House has
helped generations of families fulfill the promise of America—an education for their
children, self-sufficiency for their families and a meaningful place in a caring com-
munity.

Our case workers, teachers, volunteers and tutors (many of whom are bilingual
or multilingual) work in neighborhoods across King County. We provide tutoring,
citizenship classes, early learning programs, job training, case management, commu-
nity health programs and transportation to more than 11,000 low-income people
each year.

Selection of Neighborhood House for Funding from Business Partnership
for Early Learning

Neighborhood House was selected in a competitive request for proposal in 2005
to receive a grant from the Business Partnership for Early Learning (BPEL). BPEL
is a group of business and philanthropic leaders in King County investing in closing
the school achievement gap for those children most likely to arrive at kindergarten
with a “preparedness gap” they may never be able to overcome and for those parents
are the most isolated.

Neighborhood House was selected because BPEL knew from public school data
that a sizable proportion of the students with low school success and graduation
rates are those who are English Language Learners and whose families live in pov-
erty. Neighborhood House has a success track record of serving immigrant and ref-
ugee families from all over the world in its family support and early learning pro-
grams.
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Overview of the Parent-Child Home Program

The Parent-Child Home Program is a research-based school readiness home vis-
iting program for 2- to 3-year-olds and their parents. Paraprofessionals provide
home visits twice weekly over a two-year period and bring gifts of books and edu-
cational toys. The home visitors provide parent coaching by modeling behaviors that
stimulate early learning and help the parents experience the intrinsic rewards of
seeing their child enjoy learning.

Description of Families Served with PCHP

¢ None of the 160 families a year that we serve have English as their home lan-
guage.

¢ As many as 75 percent of parents have limited literacy levels and cannot easily
read English or their home language.

¢« Among the more than a dozen languages spoken by the families are Viet-
namese, Chinese, Cambodian, Cham, Spanish, Somali, Amharic, Oromo, and
Tigrinya.

» Almost 90 percent of our families have an annual income of $25,000 or less; 40
percent have an income of $10,000 or less.

¢ Many parents are unfamiliar with the notion of children as young as age 2
being able to learn or engage with books.

Description of our Staff for the Parent-Child Home Program

We have two Program Coordinators who hire, train and supervise the home visi-
tors. One coordinator has a Bachelor of Arts degree and speaks Tigrinya, Tigre, Am-
haric, Arabic and English. The other coordinator was a medical doctor in Cambodia
and has a Masters Degree in social work and population leadership on reproductive
and child health programs. She speaks Cambodian/Khmer, Thai, Lao, French and
some Vietnamese. We employ 9 home visitors. Their ethnicity and the languages
they speak are as follows: Mexican (Spanish), Somali (Somali), Cambodian (Khmer),
k\)/'ie)tnamese (Vietnamese, Cham), Ethiopian (Amharic, Tigrinya, Oromo, Afari, Ara-

ic
The Success of Parents and Children in Our Parent-Child Home Program

In each of the four years we have delivered the Parent-Child Home Program, both
the children ages 2 and 3 and their parents have achieved, based on a third-party
outcome evaluation, statistically significant increases from baseline to end of Year
1 and from end of Year 1 to end of Year 2 on all items observed by coordinators.

Parents reported an increased understanding of their role in helping prepare their
child for school, increased parenting skills and a greater commitment to participate
in the education of their child. Children increased their use of behaviors that are
beneficial for school readiness, including social skills, learning skills, and pre-lit-
eracy skills.

We have achieved a 90 percent or higher retention rate over the two-year pro-
gram. Families only leave the program if they move out of our service area or for
another reason that precludes them from continuing.

Our programs were certified by The Parent-Child Home Program’s national office
in 2008 as meeting all requirements of its replication agreement and implementing
those components with fidelity and quality.

We also believe PCHP helps prevent child abuse and neglect, as it builds the pro-
tective factors in both parents and children that are known to prevent child abuse
and neglect. We know that positive parent-child interaction, one of the key outcomes
of PCHP, is a critical factor in the prevention of child abuse. However, we do not
have the capacity or resources to track reduction in child abuse and neglect for our
families who receive PCHP services.

Factors Influencing Our Successful Implementation of PCHP

We consider it absolutely essential to employ home visitors who share the lan-
guage and cultural backgrounds of the families they visit. This is required because:

¢ Facilitates communication with families for recruitment, enrollment and serv-
ice coordination.

. Fome visitors are able to quickly establish trust and relationships with fami-
ies.

¢ Home visitors are accepted and considered to be trusted, credible sources of in-
formation about parenting and child development.

* Home visitors understand and are able to effectively talk with parents regard-
ing beliefs about parenting and child development shaped by cultural back-
ground and experience.
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¢ Supports parents who may not be strong readers in feeling competent and con-
fident to share books with their children by modeling techniques such as “pic-
ture reading” (telling a story through description of pictures instead of reading
verbatim from a book). Parents are then more likely to share books with their
children on their own.

¢ Supports parents’ belief in their children’s ability to learn, so parents are more
likely to become invested in their role as “first teacher” and help their child
prepare for school.

¢ Facilitates communication and understanding regarding how fathers might be
involved in sharing books and toys with children, even if this is not a tradi-
tional parenting role.

Each home visitor receives 16 hours of initial training and a minimum of two
hours of supervision each week. In addition, home visitors attend local classes and
workshops in early learning and receive extensive coaching and problem-solving
support from the Program Coordinators.

Community Need to Continue and Expand Parent-Child Home Program

We are contacted regularly and asked to serve additional families both within our
service area and outside it. We currently do not have the resources to serve any
more families.

We believe there are hundreds of families just in the Seattle/King County area
who would greatly benefit from participation in PCHP.

We know that about 45 percent of Washington State children ages 0 to 5 are at
home with their parents and another 21 percent are cared for by relatives, friends
and neighbors. This means that about two-thirds of young children statewide are
largely overlooked and underserved by investments in child care centers and
preschools. Many of those children will not be ready for school if we do not go where
the children are and engage their parents in ways that are effective and culturally
appropriate.

Conclusion

Thank you for the opportunity to provide you with information on the success of
our replication of the Parent-Child Home Program, using paraprofessionals who
speak the languages and are from the cultures of the diverse immigrant and refugee
families we serve.

We believe these home visiting programs, and other evidence-based programs, are
essential to giving all young children a fair chance to succeed in school and life. In
turn, they make our communities stronger and reduce the cost of bad outcomes for
our children.

Kathee Richter

Child Development Director, Neighborhood House

Seattle, Washington

———

Statement of Lenette Azzi-Lessing, Ph.D.

Dear Congressman McDermott and Subcommittee Members:

I am writing to provide testimony on proposals to provide federal funding for early
childhood home visitation programs. Last week, the subcommittee heard testimony
on the Administration’s plan to target $8.6 billion—over the next 10 years—for
home-visiting programs for disadvantaged families with young children. Early child-
hood advocates strongly support this policy direction, given the damaging impact
that poverty has on children’s long-term ability to learn and succeed in school and
in life.

In recent years, home visiting programs for poor families have won the backing
of political leaders on both sides of the aisle as well as that of business leaders and
economists. Much of this support stems from expectations that these programs will
reduce the likelihood that poor children will fail in school, become delinquent or
need welfare. Economic analyses indicating that home visiting programs can deliver
an excellent return on investment by shrinking public expenditures for juvenile jus-
tice and welfare programs have caught the attention of members of Congress as well
as of President Obama, who, as a candidate, pledged to extend these services to
570,000 families a year.

The President deserves high praise for allocating substantial resources to improve
the life chances of young children in poverty. However, not all home-visiting pro-
grams are alike and it is critical that these new funds are targeted towards strate-
gies that hold the greatest promise. Much of the return on investment argument is
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based on the results of a study conducted 30 years ago, in which nurses provided
home-visits to a relatively small group of first-time mothers living in rural parts of
Elmira, New York. This program, known as Nurse Family Partnership (NFP), uti-
lizes nurses to support and educate new mothers during their pregnancy and
throughout their child’s first two years of life. Babies born to NFP-participating
mothers in Elmira were healthier at birth, and their families were on welfare for
substantially shorter periods of time than families not enrolled in the program.

What set NFP apart from other home visiting programs was its rigorous evalua-
tion, in which families were randomly assigned to participate in NFP or to be in
a control group. Similar to procedures used by the FDA for testing new medications,
this type of evaluation is considered the gold standard for measuring program effec-
tiveness. The compelling results from the Elmira program, along its the stringent
evaluation methods won support for NFP as a “proven” program that is now a
frontrunner for expansion with the new federal funding.

Receiving far less attention are the results of two subsequent tests of NFP that
were conducted in the 1990’s with larger groups of poor women and their babies in
the inner cities of Memphis and Denver. Many of the benefits experienced by the
Elmira participants faded or disappeared altogether for the families in these two
studies. The diminished outcomes in later evaluations of NFP point to the pitfalls
inherent in attempting to apply a one-size-fits all model of intervention to an in-
creasingly diverse array of families. It is likely that the families in the Memphis
and Denver studies were more vulnerable than those in Elmira, due to high crime
rates and other stresses of inner-city life and the shrinking safety-net that cul-
minated in the mid 1990’s with the passage of welfare reform. NFP’s capacity to
help was probably outstripped by the multiple challenges facing these more contem-
porary families.

More-recent evaluations of home-visiting programs provide critical information
about was does and doesn’t work in intervening with today’s vulnerable families.
Programs that combine group learning opportunities for infants and toddlers—like
those offered in the best childcare centers—with home visits to educate and support
parents, appear to hold the most promise for improving poor children’s learning
abilities. Moreover, home visiting programs that offer a flexible range of services
that can be customized to meet the unique needs of each family served are often
most effective. In order to significantly improve the prospects of disadvantaged chil-
dren, however, interventions must get at the root cause of their plight, which is pov-
erty. This means providing poor parents with education and job training as well as
subsidizing their childcare and health care costs as they work their way up from
low-paying, entry-level jobs.

Developed 15 years ago by the nation’s top experts in child development, the fed-
eral Early Head Start program incorporates many of these recent findings. This pro-
gram aims to help poor infants and toddlers reach their full learning potential while
assisting their parents with employment, housing, mental health and a range of
other needs. Like NFP, Early Head Start utilizes nurses, but the program also
draws upon the expertise of early childhood educators, social workers and mental
health specialists to offer a more comprehensive array of services.

Early Head Start has the capacity to provide a customized mix of home visits and
services delivered to children in daycare centers—making the program accessible to
working families. Moreover, the program works with families that have more than
one child and can be adapted to serve infants and toddlers with disabilities as well
as those placed in foster care—children at particularly high risk for poor outcomes.
Evaluation of Early Head Start—utilizing methods as rigorous as those used by
NFP—is currently underway in 17 sites across the country and results are encour-
aging. Participating children are showing improvements in mental and emotional
development; these gains are especially strong for children receiving a combination
of home and center-based services.

Dollars allocated to home-visiting in the proposed federal spending plan should
go towards expanding Early Head Start and for rigorously evaluating other com-
prehensive but smaller-scale approaches operating in a number of communities.
Currently funded at $1 billion year, Early Head Start serves only about 3% of the
low-income infants and toddlers who are eligible for the program. The stimulus
package allocates an additional $1.1 billion that will double the number of children
participating in Early Head Start; but reaching only 6% of the youngest, poorest and
most vulnerable children in America is an anemic example of change we can believe
in.
Members of the Committee must recognize the complex and recalcitrant nature
of the factors that threaten the future prospects of disadvantaged, young children—
factors made worse by the current recession. These children need and deserve the
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most promising interventions we have: those that are proven to work under the ex-
traordinarily challenging conditions confronting poor families today.

Lenette Azzi-Lessing, Ph.D., is on the faculty of the School of Social Work and
Family Studies at Wheelock College, Boston. She has 25 years experience in devel-
oping, operating and evaluating programs for disadvantaged, young children and
their families and is currently writing a book on strategies for eliminating childhood
poverty in the United States. She can be reached at lalessing@uwheelock.edu.

——

Statement of Marcia Slagle

In 1998 the Anderson County Health Council received a three-year demonstration
grant from Covenant Health to implement Healthy Start of Anderson County. In
1995 and 1998 Anderson County did not qualify for funding from the Division of
Maternal and Child Health (Tennessee Dept of Health) because money was directed
to areas with the lowest income and highest minority population. Although Ander-
son County’s average income looks high (due to Oak Ridge), many areas of the coun-
ty reflect the surrounding area’s isolation, poverty of income and opportunity.

Healthy Start of Anderson County is credentialed by Healthy Families America,
the parent organization. The goals are set by the national organization and are as
follows:

¢ promote positive parenting
¢ encourage and improve child health and development
¢ prevent and/or reduce child abuse and neglect.

These goals are met by providing in-home education for the parents. The weekly
visits involve teaching age-appropriate curriculum for the baby, mentoring of good
parenting skills, monitoring the baby’s growth and development, and providing re-
ferrals for community resources. Parents at greater risk to use inappropriate child-
rearing techniques are those who lack basic resources, support and information
about effective child-rearing and have limited educational and work experiences.
When children from these families grow up, they are at increased risk to develop
serious problems with truancy, drug abuse, delinquency or mental illness. The posi-
tive outcomes of prevention programs, with even relatively small reductions in the
rate of child maltreatment, demonstrate that prevention can be cost-effective.
Most of the investments in prevention, particularly as they apply to investments in
families with young children, are likely to have “payback curves” that extend over
a long period of time, with much of the savings occurring when the child reaches
a healthy, productive and nonviolent adulthood.

Research shows that about 25,000 children are abused or neglected every year in
Tennessee. The Department of Children’s Services recently stated that “every foster
child in state’s custody costs the state $50,000 a year.” A recent news article stated
that Tennessee taxpayers pay approximately $850,000,000 yearly in costs related to
child abuse. There is legislation before Congress now called “Education Begins at
Home Act” (5.503). The bill would provide $500 million in federal funds over three
years to establish and/or expand home visitation programs in all 50 states. Ander-
son County has had a program like this for 10 years and that program is Healthy
Start!

The Healthy Start advocacy committee was formed in 2007. This committee has
helped introduce the residents of Anderson County to the important work of Healthy
Starts. A “Blue Ribbon Campaign” in April was held in conjunction with Prevent
Child Abuse Awareness Month. Proclamations from the County Commission as well
as local city governments designated April as prevent child abuse awareness month.
There were two social events held (one in Clinton and one in Oak Ridge) to spread
awareness of Healthy Start. The committee has completed a letter campaign to raise
funds. The committee also saw a need to hire a part-time grant writer to help secure
more funding. The grant writer searches for foundations and other funding sources
to apply for monies. The League of Women Voters continues to be our advocate to
the local and state leaders to find new funds. In October 2006, we began a collabora-
tion with the Oak Ridge Unitarian Church congregation to provide volunteers to as-
sist with our families. The members of this congregation have supported us this
past year with transportation needs, hauling furniture, and meeting emergency fi-
nancial needs of our families as they arise.

On December 5, 2007, the Centers for Disease Control reported that “for the first
time in 14 years, the number of teenagers having babies in the United States rose.”
It was also stated that one reason for the teen birth rate rise might be partly a re-
sult of not reaching hard-to-reach teens. Many programs addressing teen pregnancy
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had been eliminated because teen pregnancy and teen births had lessened consist-
ently since 1991. Healthy Start had to eliminate the job of the Family Support
worker serving the rural parts of Anderson County because of cuts in funding in
2005. All of the participants served in the rural areas prior to 2005 were teenagers
(ages 14-19). One of the goals for Healthy Start in 2009 is to hire a Family Support
worker to serve the first-time parents in the rural parts of the county again.
Description of Agency:

The Anderson County Health Council was chartered as a private non-profit agen-
cy in 1968 for the purpose of promoting and assuring the highest level of health ob-
tainable for every resident of Anderson County. 501(c)(3) status was received No-
vember 29, 1972. The volunteer Board of Directors consists of twenty-seven resi-
dents (nine residing in Oak Ridge), who serve on different committees which give
focus and determine the direction of the Health Council’s efforts. The Anderson
County Health Council receives funding from United Way of Anderson County; pri-
vate, state and federal grants; local governments; and private donations.

Services Offered:

To qualify for the Healthy Start program a family must be a first time parent,
meet the risk assessment that documents need for the program, and be a resident
of Anderson County. Services include, but are not limited to: educational and sup-
portive home visits; developmental testing of babies; group support meetings; parent
and baby transportation to health and social services; used maternity and children’s
clothing; emergency formula, diapers and food; lending library of baby equipment
and car seats; monthly age-appropriate children’s books; referrals to community
services; and staff attendance at birth of baby when appropriate.

——

June 9, 2009

Mr. Chairman and Members of the Subcommittee:

I am pleased to submit the following written testimony to the Subcommittee on
Income Security and Family Support on behalf of ZERO TO THREE. My name is
Matthew Melmed and for the last 14 years, I have been the Executive Director of
ZERO TO THREE, a national non-profit organization that has worked to advance
the healthy development of America’s infants and toddlers for over 30 years. I would
like to start by thanking the Subcommittee for its interest in examining the issue
of early childhood home visiting programs and for providing me the opportunity to
address the interaction between these programs and other policies and programs
that focus on infants and toddlers.

Any new parent will likely tell you that parenting is the most rewarding and the
most difficult job they have ever had. Especially during the first years of their
child’s life, parents play the most active and influential role in their baby’s healthy
development, and it can be challenging to do so without support from others.! Un-
fortunately, many parents face obstacles—such as those caused by stress, geo-
graphic and social isolation, and poverty—that impact their ability to fully support
their baby’s development during these critical years.

Almost half (43 percent) of all infants and toddlers live in low-income families
(below 200% of the federal poverty level), and 21 percent live in poor families (below
100% of the federal poverty level).2 One of the most consistent associations in devel-
opmental science is that between economic hardship and compromised child develop-
ment.3 Infants and toddlers in low-income families are at greater risk than infants
and toddlers in middle-to high-income families for a variety of poor outcomes and
vulnerabilities that can jeopardize their development and readiness for school, in-
cluding learning disabilities, behavior problems, mental retardation, developmental
delays, and health impairments.*

Fortunately, intervening early in the life of a child at risk for poor development
can help minimize the impacts of these risks. While you are focusing today on a spe-
cific method of delivering services, I urge you to think in terms of developing a com-
prehensive system of services that provide a prenatal through pre-kindergarten con-
tinuum and place home visitation squarely in that context rather than establishing

1National Research Council and Institute of Medicine, From Neurons to Neighborhoods: The
Science of Early Childhood Development. Jack Shonkoff and Deborah A. Phillips, eds. Wash-
ington, DC: National Academy Press, 2000.

2 Ayana Douglas-Hall and Michelle Chau. Basic Facts about Low-Income Children: Birth to
Age 3. National Center for Children in Poverty, 2008, http:/www.nccp.org.

3 National Research Council and Institute of Medicine, From Neurons to Neighborhoods.

4Tbid.
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it as an isolated program. Such a system would ensure that the critical needs of
vulnerable infants and toddlers—regardless of the setting in which they might be
reached—are included in early childhood planning. That system would help parents
and early childhood professionals promote healthy development across all domains.
Services in this system should support parents in forging bonds with their children
since developing strong attachments provides the needed foundation for a child to
explore and learn as well as to regulate their emotions as they interact with others
(social and emotional development). Such services should also help parents and ba-
bies engage in play, reading, and other activities that foster early language skills
(cognitive development) and they should promote good nutrition and attention to
well-child care (physical development).

Supporting Parents and Child Development through Home Visiting

Voluntary home visiting programs tailor services to meet the needs of individual
families, and they offer information, guidance, and support directly in the home en-
vironment. While home visiting programs, such as Healthy Families America, the
Nurse-Family Partnership, the Parent-Child Home Program, and Parents as Teach-
ers, share similar overall goals of enhancing child well-being and family health, they
vary in their program structure, specific intended outcomes, content of services, and
target populations. Program models also vary in the intensity of services delivered,
with the duration and frequency of services varying based on the child’s and family’s
needs and risks.

A growing body of research demonstrates that home visiting programs that serve
infants and toddlers can be an effective method of delivering family support and
child development services, particularly when services are part of a comprehensive
and coordinated system of high quality, affordable early care and education, health
and mental health, and family support services for families prenatally through pre-
kindergarten. Research has shown that high quality home visiting programs serving
infants and toddlers can increase children’s school readiness, improve child health
and development, reduce child abuse and neglect, and enhance parents’ abilities to
support their children’s overall development.> The benefits of home visiting, how-
ever, vary across families and programs. What works for some families and in some
program models will not necessarily achieve the same success for other families and
other program models.

Home Visiting within a Comprehensive Early Childhood Program: The Early Head
Start Example

Comprehensive programs serving families with young children may incorporate a
strong home-based component even though they are not described as home visiting
programs; one such model is Early Head Start (EHS). EHS programs can use a
home-based approach, a center-based approach, or a combination of the two. The
Early Head Start evaluation results for home-based programs showed that, when
compared to a control group, parents in the programs demonstrated more positive
impacts with regard to providing more stimulating environments, gaining a greater
knowledge of child development, and reporting less parental stress. Children in the
program showed stronger vocabulary development at age 24 months compared with
control group children, were more engaged with their parents during play at this
age, and, in programs that fully implemented the Head Start Program Performance
Standards, showed positive impacts on child cognitive and language development at
age 36 months.®

It is important to note, however, that other approaches to supporting parenting
and early childhood development can have a positive impact as well. Center-based
programs, by themselves, have proven to have impacts on child cognitive develop-
ment at both 24 and 36 months of age, as well as on other child and parenting out-
comes, but without a consistent pattern.” On the other hand, Early Head Start pro-
grams using a mixed approach, a combination of center- and home-based ap-
proaches, showed strong impacts at both 24 and 36 months for parenting and child

5Elizabeth DiLauro, Reaching Families Where They Live: Supporting Parents and Child De-
velopment through Home Visiting. Washington, DC: ZERO TO THREE, 2009.

6U.S. Department of Health and Human Services, Administration for Children and Families,
Research to Practice: Early Head Start Home-Based Services. U.S. Department of Health and
Human Services, 2003, http:/www.acf.hhs.gov.

7Ibid., fn. 3.
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outcomes. In fact, the national evaluation found the strongest pattern of impacts on
children and families in mixed-approach programs.8

One issue that surfaced in the examination of Early Head Start when services are
delivered through the home is that families with more risk factors (e.g. teen par-
ents, parents with depressive symptoms, parents with high school diplomas) tended
to have visits that spent more time on parent-development needs with less time
aimed at child-focused activities. More time spent on child-focused activities was as-
sociated with better outcomes in the areas of cognitive and language development
and increased parental ability to support development. This finding underscores the
idea that program models must be prepared to tailor services such that the needs
of children and parents are carefully balanced. Programs that are serving families
with high needs require staff who are capable of addressing such needs while also
being able to maintain a strong focus on the child and the parent-child relationship.
It is also quite possible that these children might benefit from center-based services
to further enhance development and support families.

Translating Research into Practice: Recommendations for a New Home Visiting Ini-
tiative

ZERO TO THREE is pleased to see that the Administration and Members of Con-
gress have continued to shine a spotlight on high quality home visiting initiatives.
As stated earlier, home visiting is an important way to deliver services within a pre-
natal-to five-system of early childhood development. In considering legislation to
promote a two-tiered mandatory funding approach to creating and expanding home
visiting programs in the states, we recommend that the Subcommittee take into ac-
count the following recommendations based on the science of early childhood devel-
opment:

1. Integrate home visiting programs into a broader state early childhood system
and infrastructure, and emphasize coordination among home visiting programs. As
policymakers work to expand access and improve home visiting services for young
children and their families, they should ensure that services are not established in
isolation, but are integrated into a broader state early childhood system that incor-
porates a strategy to reach all vulnerable young children in a coordinated way. Such
a system should reach children in a variety of settings and include professional de-
velopment, training, and technical assistance for providers; data collection; program
standards; and quality assurance and improvement efforts. Thirty-two states are
currently operating a statewide home visiting program, yet only 18 states link these
home visiting programs to other supports for early childhood development at the
state level.? Representatives of home visiting programs should work with other such
programs within the state and participate in community and statewide collaborative
groups to improve the coordination of services for young children and their families
across agencies and programs, particularly since some programs have been known
to work better for families with certain risk factors.

Federal legislation establishing state home visiting programs should ensure that
such linkages occur by requiring that they be part of the planning and implementa-
tion efforts of the State Advisory Councils on Early Childhood Education and Care,
created by the Improving Head Start for School Readiness Act of 2007, as well as
other state-specific early childhood oversight boards. Governors should appoint
home visiting representatives to the Councils. The Councils are tasked with, among
other things, conducting a periodic statewide needs assessment concerning the qual-
ity and availability of early childhood education and development programs; identi-
fying opportunities for, and barriers to, collaboration and coordination among feder-
ally-funded and state-funded child development, child care, and early childhood edu-
cation programs and services; and developing recommendations for increasing the
overall participation of children in existing early childhood education programs.
Given their role in coordinating and planning state-level activities for very young
children, home visiting representatives are a logical fit with the Councils’ activities.

2. Develop a continuum of care for young children and their families by coordi-
nating home visiting efforts with other child development services in the community.
No one single home visiting program, by itself, is a silver bullet for all children, all
families, and all communities. Connecting home visiting efforts, particularly those
focused on children’s well-being and healthy development, with other child and fam-
ily services at the community level will help to ensure that young children and par-

8U.S. Department of Health and Human Services, Administration for Children and Families,
Early Head Start Benefits Children and Families. U.S. Department of Health and Human Serv-
ices, 2002, http://www.acf.hhs.gov.

9National Center for Children in Poverty, United States Early Childhood Profile. National
Center for Children in Poverty, 2007, www.nccp.org.
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ents have the comprehensive support they need. In instances when parents and chil-
dren have needs that are not addressed by the home visiting program in which they
are enrolled, they should be linked to other resources available in their community,
such as high quality child care programs and comprehensive early childhood pro-
grams such as Early Head Start, early intervention programs, health assistance pro-
grams, and mental health services.

3. Ensure that all home visiting initiatives incorporate known elements of effective-
ness and use a model appropriate to the needs of the targeted population. There is
growing consensus on a list of key elements of effective home visiting models that
g:\re1 n(llost likely to achieve outcomes for young children and their families. This list
includes:

¢ solid internal consistency that links specific program elements to specific out-
comes;

¢ well-trained and competent staff;

¢ high quality supervision that includes observation of the provider and partici-
pant;

¢ solid organizational capacity; linkages to other community resources and sup-
ports; and

e consistent implementation of program components.1©

Policymakers should ensure that a new home visiting initiative incorporates these
key elements focused on effective design and implementation to ensure high quality
and effective service delivery. Additionally, as services are expanded within states,
policymakers should ensure that program models are implemented with families
that exhibit characteristics similar to those for whom the program has been tested.
Not all families will need the same level or intensity of services. In a review of
state-based home visiting initiatives, 31 states operating 55 programs reported
using different approaches for different families, providing more intensive services
to families with greater risks and needs.!! We must ensure that the most at-risk
families receive the most intense supports available, while ensuring appropriate
services for those with fewer risks for poor developmental outcomes.

4. Support rigorous, ongoing evaluation and continuous improvement efforts for
home visiting programs. Program evaluation allows home visitors, supervisors,
funders, families, and policymakers to know whether a program is being imple-
mented as designed and how closely it is meeting objectives. This information can
be used to continually refine and improve service delivery for young children and
their families, as well as provide an evidence-based rationale for the expansion of
home visiting programs. We know, based on research, that many programs and
models have made a difference in the lives of those most at-risk. We need to con-
tinue to build on this research and provide adequate funding to allow promising
models and strategies the chance to conduct more rigorous research. We must keep
in mind, however, that not all programs can be delivered under the ideal situations
in which rigorous evaluations are conducted. Not all populations will look identical
to those for whom evaluation data was collected and expansion efforts should allow
for innovation in serving harder to reach populations, including families living in
rural areas or those who are homeless. When financing home visiting programs, pol-
icymakers should ensure that adequate time and funding are included for thorough
evaluation of existing programs as well as sufficient funding to incentivize the de-
zelo;iment, expansion, and evaluation of demonstration projects for harder to reach
amilies.

Conclusion

All young children should be given the opportunity to succeed in school and in
life just as all parents should receive the support they need to nurture their chil-
dren’s development. While vulnerable children may have greater challenges to over-
come, we should not assume that those challenges can only be addressed with serv-
ices later in life. Instead, we should invest in a continuum of programs, starting
from the prenatal period forward, when our investment can have the biggest payoff
and help prevent problems or delays that become more costly to address as they
grow older.

Home visiting is an important strategy in providing services to at-risk infants,
toddlers, and their families. By investing in programs proven to be effective, and
integrating those successful programs into a broad range of services that touch the

10 Deborah Daro, Home Visitation: Assessing Progress, Managing Expectations. Ounce of Pre-
vention Fund and Chapin Hall Center for Children, 2006, www.chapinhall.org.

11Kay Johnson, State-based Home Visiting: Strengthening Programs through State Leader-
ship. New York, NY: National Center for Children in Poverty, 2009.
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lives of infants, toddlers and their families, we can make great strides in early child-
hood development and education and lay the foundation for later school success.

Thank you for your time and for your commitment to our nation’s infants, tod-
dlers and their families.

WITNESS INFORMATION

Name: Matthew Melmed

Title: Executive Director

Organization: ZERO TO THREE: National Center for Infants, Toddlers and Fami-
lies

Washington, DC
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Statement of Nancy Ashley

I am the Project Director of the Business Partnership for Early Learning (BPEL).
BPEL is a group of business and philanthropic leaders in King County, Washington
State that is investing in a home visiting program to close the school achievement
gap for those children in isolated families that are most likely to arrive at kinder-
garten with a “preparedness gap” they may never be able to overcome.

Overview of the Business Partnership for Early Learning

The Business Partnership for Early Learning is a group of 20 Seattle area busi-
nesses that together have invested $4 million into a five year early learning pro-
gram that is reaching 400 two and three year old disadvantaged Seattle children.
Among our major investors are the Bill & Melinda Gates Foundation, The Boeing
Company, Safeco Corporation, Group Health Cooperative, The Seattle Foundation,
and United Way of King County.

Why the Business Partnership for Early Learning is Investing in Early
Learning

BPEL believe s that investments in early learning have a very high rate of return,
and can simultaneously help kids and raise workplace productivity. Before invest-
ing, the founders of BPEL carefully researched the return on investments in early
learning and concluded that for them and for the state, it offers the highest return
of any social investment.

Why the Business Partnership for Early Learning is Investing in the Par-
ent-Child Program Home Visiting Model

BPEL investors wanted to demonstrate that an effective intervention could be
found that would reduce the achievement gap for vulnerable children by identifying
young children from the most hard-to-reach families and providing the parents with
the tools, motivation and confidence to get their children ready for school.

They selected the Parent-Child Home Program because it was designed for high-
risk families and it targets the intervention to the parent-child dyad. All home visits
must take place with the parent and the child together.

PCHP serves families challenged by poverty, low levels of education, language and
literacy barriers and other obstacles to educational success. Many of them are iso-
lated both physically and mentally by poverty, lack of transportation, and parental
stress.

In addition, the Parent-Child Home Program had 40 years of research and evalua-
tion behind it that confirmed the program’s long-term impact on children who com-
plete the program. The PCHP curriculum is designed to engage parents in non-
threatening, playful activities on a predictable schedule with a trusted, friendly
Home Visitor. The Program’s approach is both research-based and research-vali-
dated: it is an early intervention model, it focuses on early literacy both within a
social-emotional and cognitive/language development context, and it emphasizes
both the parental bond and parental responsibility.

BPEL Project Demonstrates that Home Visiting is a Powerful Strategy for
School and Life Success

BPEL provides grants to two nonprofit organizations in King County to deliver
the Parent-Child Home Program to 160 families a year. The program reaches low-
income families speaking over 15 languages, and brings gifts of books and toys to
the homes to model how parents can guide their children’s development. A large
proportion of the families are immigrants and refugees who are unfamiliar with the
concept that children can learn before they go to school and who do not understand
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the role of the parent in preparing a child for school. Many families have no books
or educational toys in their homes.

Both nonprofit agencies employ paraprofessional home visitors who speak the lan-
guages and reflect the cultures of the families they serve.

Evaluation of BPEL’s project has concluded that diverse families and children (1)
can be effectively reached in their homes, (2) the parents can be coached to become
the child’s first and ongoing teacher, and (3) the children can make substantial cog-
nitive and pre-literacy gains.

Specific results are shown on the following page, for parents and children who
completed the two-year program in 2008.

Expanded Home Visiting Efforts Needed in King County

Participants in BPEL know that growth in the skill level of our work force has
declined and that a greater percentage of the future workforce will come from mi-
nority populations where levels of educational attainment are lower. These trends
can be reversed by investing early in the lives of children from those populations,
via agencies that are trusted and respected by their diverse communities. Research
indicates that improving the quality of the parenting environment of young dis-
advantaged children will bring the most powerful results.

Many families who would benefit greatly from effective home visiting programs
are not being reached. We have very little state funding to support home visiting,
as almost all early learning funds now are devoted to the one-third of children who
are in preschools or licensed child care centers.

Conclusion

The Business Partnership for Early Learning is strongly in support of the Com-
mittee’s efforts to advance legislation supporting investments in evidence-based
home visiting programs that enhance early learning and reduce child abuse and ne-
glect.

BPEL believes that evidence-based home visiting programs are essential to giving
all young children a fair chance to succeed in school and life, so they can provide
us with the skilled workforce we need in this global economy.

Nancy Ashley

Program Director, Business Partnership for Early Learning

Seattle, Washington

——

Statement of The National Child Abuse Coalition

The National Child Abuse Coalition, representing a collaboration of national orga-
nizations committed to strengthening the federal response to the protection of chil-
dren and the prevention of child abuse and neglect, supports the introduction of
H.R. 2667, the Early Support for Families Act, legislation to provide home visitation
services with mandatory funding available to promote an array of research- and evi-
dence-based home visitation models that enable communities to provide the most
appropriate services suited to the families needing them. We applaud the leadership
taken by Chairman Jim McDermott with Representatives Danny Davis and Todd
Platts to carry forward the initiative proposed by President Obama to create the
first dedicated federal funding stream for the establishment and expansion of vol-
untary home visitation programs for low-income parents with young children.

The most effective strategy for preventing child maltreatment before it occurs is
to provide new parents with education and support. Home visitation has long been
identified as an approach that works to prevent the abuse and neglect of children.
In 1991, the U.S. Advisory Board on Child Abuse and Neglect recommended as the
highlight of its report, Creating Caring Communities, the establishment of universal
voluntary home visitor services.! More than a decade later, the same conclusion was
drawn by the Centers for Disease Control (CDC) Task Force on Community Preven-
tive Services. Its 2003 report evaluating the effectiveness of strategies for pre-
venting child maltreatment “recommends early childhood home visitation for pre-

1Panel on Research on Child Abuse and Neglect, Commission on Behavioral and Social
Sciences and Education, National Research Council (1993). Understanding child abuse and ne-
glect. Washington, D.C.: National Academy Press.
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vention of child abuse and neglect in families at risk for maltreatment, including
disadvantaged populations and families with low-birth weight infants.” 2

Voluntary home visitation is an effective and cost-efficient way to ensure that all
children have the opportunity to grow up healthy, safe, ready to learn and able to
become productive members of society. Investing in this research-proven approach
now will mean savings down the road in costs associated with health, education,
child maltreatment and criminal justice. The McDermott-Davis-Platts bill would
support rigorously evaluated programs that utilize nurses, social workers, other pro-
fessionals and paraprofessionals to visit families, especially lower-income families,
on a voluntary basis. We look forward to adding our collective voice to support this
initiative as it moves toward enactment in Congress.

An Imperative for Prevention

According to the most recent data released in April this year by the U.S. Depart-
ment of Health and Human Services (HHS),3 over 3 million referrals of possible
child abuse and neglect cases were made to state child protective services (CPS)
agencies in the United States in 2007. Close to 2 million of those referrals were ac-
cepted by CPS for an investigation or assessment, resulting in some 800,000 chil-
dren found to be victims of child abuse and neglect.

Almost one-quarter of those child victims had a history of prior victimization. The
HHS report says: “For many victims, the efforts of the CPS system have not been
successful in preventing subsequent victimization.” Indeed, over one-third (37.9 per-
cent) of child victims reported to CPS in 2007 received no services following a sub-
stantiated report of maltreatment. The lack of available services, a gap desperately
in need of attention, leaves children at risk of harm.

The youngest children continue to suffer the highest rate of victimization. Infants
from birth to 1 year of age are the most vulnerable victims of abuse and neglect
at the rate of 21.9 per 1,000 children of the same age group, representing 12 percent
of all abuse and neglect victims. Nearly 32 percent (31.9%) of all victims of maltreat-
ment were younger than 4 years old.

Fatalities due to child maltreatment remain high. An estimated 1,760 children
died in 2007 as a result of abuse or neglect, up from 1,530 in 2006 and 1,460 in
2005. The rate of child fatalities was 2.35 deaths per 100,000 children, compared
to a rate of 2.05 deaths per 100,000 children in 2006 and 1.96 in 2005. Again, the
most endangered are the youngest: more than 40 percent (42.2 percent) of all fatali-
ties were children younger than 1 year and three-quarters of children who were
killed (75.7 percent) were younger than 4 years of age.

The incidence of child abuse and neglect is beyond the capacity of our current sys-
tem of protective and treatment services to be of much help. Our system of treating
abused and neglected children and offering some help to troubled families after the
harm has been done is clearly overworked and inadequate to the task. Prevention
is an imperative and an investment in home visiting services can focus our re-
sources on preventing child abuse from happening in the first place.

Home visiting programs are often targeted to serve specific groups in a commu-
nity: families with low-income; young parents; first-time mothers; children at risk
for abuse or neglect; or low birth weight, premature, disabled, or developmentally
compromised infants—those children who are most at risk of serious harm, as
shown by the annual HHS data on child maltreatment reports.

Home visiting educates families and brings them up-to-date information about
health, child development, parenting, literacy and school readiness, educational and
work opportunities, and connects them to critical community services.

A Cost-Effective Strategy

Voluntary early childhood home visitation programs offer training to parents de-
signed to enhance the well-being and development of young children by providing
information on prenatal and infant care, child health and development, parental
support and training, and referral to other community services, such as day care,
respite care, and parent support groups. Home visits are conducted by nurses, social
workers, other professionals or paraprofessionals.

A growing body of research has found strong evidence that early childhood home
visitation programs are effective in reducing the incidence of child abuse and ne-

2Hahn, Robert A., Ph.D., First Reports Evaluating the Effectiveness of Strategies for Pre-
venting Violence: Early Childhood Home Visitation, Morbidity and Mortality Weekly Report,
Centers for Disease Control and Prevention (Atlanta, GA, October 3, 2003 / 52(RR14);1-9.

3U.S. Department of Health and Human Services, Administration on Children, Youth and
Families. Child Maltreatment 2007 (Washington, DC: U.S. Government Printing Office, 2009).
U.S. Department of Health and Human Services, Administration on Children, Youth and Fami-
lies. Child Maltreatment 2007 (Washington, DC: U.S. Government Printing Office, 2009).
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glect, and in improving child health and development, parenting skills, and school
readiness. While a majority of states currently provide early childhood home visita-
tion services to a relatively small number of families, the challenge has been to take
this proven effective prevention approach to scale. The enactment of the legislation
proposed here can help to move toward that goal.

Investing in evidence-based early childhood home visitation is a cost-effective way
to address a range of issues impacting healthy child development and later success
in life at annual costs generally averaging $1,500 to $4,000 per family served, de-
pending upon the type of home visiting service offered. The variation in program
costs depends on such factors as differences in the cost of living in the communities
being served, the frequency of home visits required for a family, the inclusion of
evaluation costs in the calculation, and the staffing requirements of the program.

This modest investment leads to improved outcomes for children and families and
long-term cost savings related to special education, child welfare, health care, crimi-
nal justice, and additional social services. The consequences of child abuse and ne-
glect often continue well into adulthood with life-long effects. Research shows a
strong correlation between child abuse and neglect and debilitating and chronic
health consequences, mental health illness, and drug dependency.* Studies have
demonstrated the link between childhood victimization and delinquency, criminal
behavior.> Research has shown that abused and neglected children are more likely
to suffer poor prospects for success in school.6

Home visiting programs link families to health care resources and focus on
healthy outcomes. Through a strong emphasis on prenatal care significant costs as-
sociated with pre-term births, and developmental disabilities are reduced. Linking
families to consistent primary care and immunizations means reduced emergency
room costs and reduction in chronic illness.

Current child welfare expenditures are heavily skewed toward spending on foster
care and adoption subsidies. For every federal dollar spent on out-of-home care, the
federal government spends just fifteen cents on prevention and child protection. Im-
plementing proven, effective strategies to prevent child abuse and neglect can save
on the high cost of doing nothing until intervention later is inevitable. According
to a study conducted by Prevent Child Abuse America,’ the direct costs of child mal-
treatment for foster care services, hospitalization, mental health treatment, and law
enforcement amount to more than $33 billion annually. Indirect costs of over $70
billion include expenditures related to chronic health problems, special education,
and the criminal justice system as well as loss of productivity—for an expenditure
of close to $104 billion per year.

Home visitation programs provide the supports necessary for families to meet the
needs of their children, to address risk factors for abuse and neglect and educate
parents to improve their skills while seeking support and guidance. Addressing
some of the characteristics of parents who are at risk of abusing their children, we
see that home visitors are there to confront a symptom before it becomes a crisis.
While no single factor accounts for abusive behavior by parents, in combination,
thes}olalgeatures of troubled families are more likely to create greater risk for harm
to children.

* Social isolation: the lack of social supports, the isolation from a community and
effective support systems, the lack of a social network to set good examples of par-
enting. The home visitor reduces a family’s sense of isolation through regular visits
that draw new parents into a sense of community and belonging.

e Unprepared parents: new mothers and fathers with unrealistic expectations
about their children and little knowledge about normal child development. The
home visitor builds parenting skills and works to create better bonds between par-
ents and their children.

¢ Characteristics of the child: a premature low birth-weight child, a mentally or
physically disabled child, or an ill child difficult to nurture, all present difficulties
to parents coping with a new baby. The home visitor arranges primary medical care,
so that infants get to the pediatrician for checkups and immunizations.

¢ Personal stress and economic difficulties: parents with low self-esteem who are
vulnerable to stress, parents addicted to alcohol or drugs, families hit by unemploy-

4Felitti, VJ, Anda, RF, Nordenberg, D, Williamson, DF, Spitz, AM, Edwards, V, Koss, MP,
& Marks, JS. (1998). The relationship of adult health status to childhood abuse and household
dysfunction. American Journal of Preventive Medicine, 14, 245-258.

5C.S. Widom & M.A. Ames (1994). Criminal Consequences of Childhood Sexual Victimization.
Child Abuse and Neglect. Washington, DC: National Institute of Justice.

6S.R. Morgan (1976). The Battered Child in the Classroom. Journal of Pediatric Psychology.

7Wang, CT, & Holton, J (2007). Total estimated cost of child abuse and neglect in the United
States. Chicago, IL: Prevent Child Abuse America.
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ment or inadequate housing. The home visitor assures that all families have full ac-
cess to community agencies that can support families coping with problems and
stresses.

Research Supports Positive Outcomes

Numerous researchers have documented the positive impact of home visitation
programs on child development, parenting practices, and parent-child relationships.
The results from a variety of randomized control trials, quasi-experimental evalua-
tions, and implementation studies have shown positive effects in the reduction in
child maltreatment, improved parenting practices, birth outcomes, and health care.
Here is a sample.

¢ In a randomized control trial, adolescent mothers who received case manage-
ment services and home visitors were significantly less likely to be subjected to child
abuse investigations than control group mothers who received neither.8

¢ A large, randomized control trial found less physical and psychological abuse
for parents receiving home visitation services than control parents at one year.®

¢ Families who received home visiting services were found to be more likely to
have health insurance and a medical home, to seek prenatal and well-child care,
and to get their children immunized.l®© Another study showed that 93% of partici-
pating families, children were fully immunized by age two compared to the state-
wide average of 77%.11

« Babies of parents enrolled prenatally in home visitation services have shown
fewer birth complications in one randomized control trial and higher birth weights
in another randomized control trial.12

By providing critically important prevention services to families with young chil-
dren, home visiting programs make a real difference in families’ lives. We commend
the sponsors of H.R. 2667 for their leadership in moving forward with ensuring sig-
nificant support to home visiting programs in service to children and families across
the country.

Member Organizations: Alliance for Children and Families, American Academy of
Pediatrics, American Bar Association, American Humane Association, American Pro-
fessional Society on the Abuse of Children, American Psychological Association,
American Public Human Services Association, Association of University Centers on
Disabilities, CHILD Inc., Child Welfare League of America, Children and Family Fu-
tures, Children’s Defense Fund, Every Child Matters Education Fund, Family Vio-
lence Prevention Fund, First Focus, First Star, National Alliance of Children’s Trust
and Prevention Funds, National Association of Children’s Hospitals, National Asso-
ciation of Counsel for Children, National Association of Social Workers, National
Center for Child Traumatic Stress, National Center for State Courts, National CASA
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National Network to End Domestic Violence, National Organization of Sisters of
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dren

8Wagner, M.M. & Clayton, S.L. (1999). The Parents as Teachers Program: Results from Two
Demonstrations. The Future of Children: Home Visiting: Recent Program Evaluations, 9(1), 91—
115.

9 Mitchell-Herzfeld et al. (2005). Evaluation of Healthy Families New York: First year pro-
gram impacts. Office of Children and Family Services.

10Berkenes, J.P. (2001), HOPES Healthy Families Iowa FY 2001 Services Report; Klagholz
& Associates (2000), Healthy Families Montgomery Evaluation Report Year IV; Greene et al.
(2001), Evaluation Findings of the Healthy Families New York Home Visiting Program; Katzev,
A., Pratt, C. & McGuigan, W. (2001), Oregon Healthy Start 1999-2000, Status Report.

11Williams, Stern & Associates (2005). Healthy Families Florida Evaluation Report, January
1, 1999-December 31, 2003.

12Galano & Huntington (1999). Evaluation of the Hampton, Virginia Healthy Families Part-
nership 1992-1998. Center for Public Policy Research, The Thomas Jefferson Program in Public
Policy, The College of William and Mary, Williamsburg, VA. Galano et al. (2000). Developing
and Sustaining a Successful Community Prevention Initiative: The Hampton Healthy Families
Partnership. Journal of Primary Prevention, 21(4), 495-509.; Mitchell-Herzfeld et al. (2005).
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Statement of the National Indian Child Welfare Association
Portland, Oregon
Association on American Indian Affairs
Rockville, Maryland
National Congress of American Indians
Washington, DC
Submitted to the House Ways and Means Subcommittee on
Income Security and Family Support
Regarding H.R. 2667, the Early Support for Families Act
June 23, 2009

The National Indian Child Welfare Association, the Association on American In-
dian Affairs and the National Congress of American Indians jointly submit this
statement in support of H.R. 2667, the Early Support for Families Act. The vol-
untary early childhood home visitation programs envisioned by the bill would be an
important component in building community-based programs whose goal is to help
keep families intact and strong. We are delighted to see that the provisions of H.R.
2667 have been included in the House Democratic draft health care reform proposal.

We appreciate that the bill would provide a guaranteed stream of funding for
early childhood home visitation programs and would allocate three percent of funds
for distribution to tribes. The funds would be distributed via formula to tribes who
submit eligible applications, similar to the distribution of the Social Security Act’s
Title IV-B (Child Welfare) funds. Some tribes—primarily very small tribes—do not
apply for IV-B funds because the amount would be so miniscule as to not make the
application feasible. In those instances the funds are re-allocated among tribes that
have submitted eligible applications. H.R. 2667 provides for reallocation of unused
state funds among states; similarly, unused tribal funds should be reallocated
among eligible tribes. The bill is not clear on this point, and we ask for an amend-
ment that would make it clear that unused tribal funds would be reallocated among
eligible tribes.

We also strongly support the provision that authorizes the Secretary, except for
the application process and eligible use of funds, to modify requirements for tribes.
This provision represents a good faith effort to try to make the program really work
for tribal governments who by and large do not have the sources of revenue or econ-
omy of scale that states possess. We point out that tribes do not have access to the
Title XX Social Services Block Grant which states use largely for child welfare pur-
poses. Tribes also receive very little funding under the Child Abuse Prevention and
Treatment Act, sharing a one percent allocation with migrant programs under one
discretionary grant program. And not all tribes receive Title IV-B funds, either be-
cause the funding is not available to them or the amounts are so small that it
makes administration of the program unfeasible.

The voluntary home visitation assistance that would be provided in H.R. 2667 is
to be geared toward low income families with young children and toward areas
which are especially at risk for child maltreatment. Indian Country has a young
population and suffers from the problems attendant with high rates of unemploy-
ment and poverty.

Services geared toward children are particularly important in Native American
communities, which are younger, on average, than the general population. Statistics
from the 2000 census confirm that nearly 33 percent of the American Indian and
Alaskan Native population is below the age of eighteen, compared to a national av-
erage of 26 percent.! Furthermore, the median age of American Indians who live
on reservations is 25, while the median age of the same population who live else-
where is 35.2 Similar figures hold true of the Alaska Native demographic.3

Funds directed to programs in Indian Country not only target a population that
is younger than average, but also target a population that is relatively poorer.
American Indians and Alaskan Natives are twice as likely to live in poverty as
members of the general population.# Children within that population are also more
likely to face other problems. According to the Administration on Children, Youth

1Stella U. Ogunwole, We the People: American Indians and Alaska Natives in the United
States, p. 5 (U.S. Census Bureau, February 2006). Available at: http://www.census.gov/popu-
lation/www/socdemo/race/censr-28.pdf

21d. at 15.

31d.

41d. at 12 (finding that more than 25% of American Indian and Native Alaskan people lived
in poverty, compared to 12.7% of the U.S. population as a whole).
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and Families, roughly 14.2 out of every 1000 American Indian or Alaska Native chil-
dren are victimized or maltreated.5

The funds this bill would make available could be used to establish new programs,
to strengthen current home visitation programs, or to utilize existing programs.
There is a major health home visitation program in Indian Country—the Commu-
nity Health Representative (CHR) program. The program does not provide the serv-
ices envisioned under H.R. 2667, but is an example of a successful home visitation
program operating throughout Indian Country. The CHR programs are funded and
overseen by the Indian Health Service, pursuant to the Indian Health Care Im-
provement Act (as amended, Public Law 100-713, dated November 23, 1988). This
program trains community members as health paraprofessionals and provides fund-
ing to deliver health services through integrated home visitation programs. These
services are culturally competent and community-based and offer a model that can
be helpful in the context of providing in-home services to young children and their
families as envisioned in this legislation.

The CHR program illustrates how service providers that value human interaction
and supportive relationships may yield better results than traditional delivery
methods. These home visitation programs include a broad range of services, from
patient care and case management to health education and transportation. Para-
professionals trained under the CHR program also engage in injury prevention ac-
tivities and educate patients about best health practices. Though not targeted spe-
cifically for children, these programs are proven models that advance self-deter-
mination and deliver healthcare services to underserved households who often live
in very rural, geographically isolated areas where health services in general are not
always easily accessible. They also raise community awareness of ongoing health
issues in tribal communities and the steps that are being taken to address them.
Whether used as a model on which to create a home visitation program or an initial
foundation from which to build, the success of the CHR program is clear evidence
that home visitation programs targeting children will be effective in tribal commu-
nities.

While the CHR program holds promise for home visitation programs envisioned
in H.R. 2667, the legislation specifically identifies the need to use evidence-based
models, especially those with the strongest evidence of effectiveness. Because re-
search dollars and projects often do not reach Indian Country it would be helpful
to add a provision that directs the Secretary of DHHS to collaborate and consult
with tribes and tribal organizations that have experience in this area. They could
evaluate the inclusion of tribal populations in current home visitation models, as-
sess the ability to adapt existing mainstream models for implementation in tribal
communities, 1dentify tribal home visitation programs that are working well in In-
dian Country, and develop recommendations on how to strengthen the development
and dissemination of tribal home visitation models. Such a provision would help ad-
vance the purposes of the bill and ensure that tribal home visitation programs ben-
efit from evidence-based approaches too.

The home visitation programs envisioned in this bill would benefit American In-
dian and Alaska Native children and the young family households in which they are
being raised. As a source of services and education, these programs are tools that
Native families can use to improve well-being, help prevent child abuse and neglect
and advance their children’s development.

We thank Chairman McDermott and the Members of this Subcommittee for their
active interest in the welfare of children, and look forward to working with you on
this and related legislation. And we thank you once again for the enactment last
year of the Fostering Connections to Success Act (PL 110-351) which brought long
overdue eligibility for tribal governments to administer the Title IV-E Foster Care
and Adoption Assistance programs.

If you have questions or comments regarding this testimony, please contact NICWA
Government Affairs Director, David Simmons at desimmons@nicwa.org or AAIA Ex-
ecutive Director, Jack Trope at jt.aaia@uerizon.net.

———

Statement of Oneta Templeton McMann

My name is Oneta Templeton McMann and I am a social work manager in a re-
gional pediatric center. In that capacity, I oversee the operation of two home based
intervention programs for families with a pregnant women and/or young child. I
support H.R. 2667 Early Support for Families Act because I see first hand the value

5 Administration on Children, Youth and Families, Child Maltreatment Study 2007, p. 25.
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of early involvement with families of young children in supporting that parenting
relationship and thereby expanding the range of opportunities for the children.

We work with low income, urban families who are struggling to meet their every-
day needs; and who, without support, cannot focus on the early parenting and devel-
opment of newborns and infants. While they possess amazing strengths, those re-
sources must often be directed to keeping the rent paid, the utilities on and food
enough for all to eat. Without assistance, it is difficult to concentrate on the mater-
nal-infant dyad, building attachment and stimulating cognitive and emotional devel-
opment. Well child check ups and developmental assessment often give way to sur-
vival issues in the families’ priorities. The social work and other staff who partner
with families in their homes can enhance these parenting relationships and teach
and model how to incorporate child development strategies into their usual routines.

While the families with whom we work are financially and environmentally
stressed, they desire the same positive outcomes for their children and themselves
as parents that all families desire. With information, modeling, and support families
can learn to engage in behaviors that promote safety, stability, and stimulation in
the caregiving relationship. Even when, by necessity, there are disruptions—housing
instability, community violence, multiple caregivers, parental stress—parents can
build skills that increase their own parenting capacity, enhance their young child’s
development, and begin to make the positive parenting role integral to the family’s
functioning.

It’s not quick and easy work and cannot be successful in a vacuum. Quality com-
munity child care is needed for infants and young children, for many single moth-
ers—and married ones—must work to support their families even when their chil-
dren are very young. Quality early childhood and pre-kindergarten services are im-
perative, ones that will link families to their school systems and provide a smooth
transition to school. As necessary as those services are, the relationships that are
built in the home at birth and before will be paramount.

Many times, in our experience, the role models parents have are not adequate.
They may have been parented largely by older siblings, in multiple extended family
households, with their own parents compromised by poverty or challenged by mental
health, substance abuse or other disabling conditions. Some have spent years of
childhood in foster care, residential placements or other alternative care. To inter-
rupt multi-generational poverty, child abuse, neglectful or absent parenting long-
term, intensive work in the home is needed by professionals trained to partner with
parents to help meet their own emotional and other needs in order to teach them
how to meet their children’s.

For parents whose custody of their children has been disrupted by incarceration,
family violence, foster care, substance abuse or mental illness, these services are
particularly important and necessary. The parent must feel absence of judgment,
recognition of their own strengths, willingness to hear them and an intentional de-
sire to partner from the home visiting professional. This is not simply a matter of
providing information and education. The relationship established enables the par-
ent to assimilate new information, try out new skills, provide honest feedback about
their attempts and to be offered encouragement to try again when attempts do not
go well. In a home-based partnership, parents are supported in their own eco-sys-
tem, recognizing their interpersonal networks, their community values, the barriers
they must address and the strengths and resources they possess. They are not
viewed simply as parents, but as individuals within a family system who have many
roles and responsibilities. And services are provided to address multiple areas in
their lives so that they can improve the outcomes for their children.

When I was a first (and second!) time mom, I benefited greatly from the informa-
tion, support, and demonstration of behaviors to promote my child’s development
that I received from the parent educator from my local school district. It reduced
my anxiety, increased my confidence and enhanced my competence as my child’s
first teacher. In addition to that monthly visit, however, I had access to financial
resources, paid time off from my employment, support of a spouse and other ex-
tended family members and the benefit of living in a safe, affordable home. Many
of the families our programs see do not have any of those, and the intensity of the
intervention they need is much greater.

The two programs I manage are a HRSA Healthy Start subcontract for both
English speaking and Spanish speaking families and a program formerly supported
by the Children’s Bureau Abandoned Infants Assistance program for families af-
fected by alcohol and other drug abuse and/or HIV. The families served face mul-
tiple challenges and often live in very high risk situations. Home-based contact with
the family must be frequent, and a comprehensive array of services is needed. Case-
loads must be small to build that intense, positive partnership and individualize
services to each family’s situation. Physical and mental health care, basic needs, his-



122

tories of family or community violence, housing, and economic stability must all be
addressed in order for parents to reach their potential in promoting their infants’
development.

So, while this early intervention with high risk families in not without significant
cost, it is an excellent investment in getting children ready for success in school,
building stronger families to support ongoing accomplishments, and helping replace
unhealthy family patterns with positive parenting whose benefits will extend well
into the future.

We have research findings available for each of the programs noted here that we
would be happy to provide for review. We are anxious to help support this legisla-
tion in any way possible. Thank you.

Witness Information:

Oneta Templeton McMann, LCSW

Social Work and Community Services Department
Children’s Mercy Hospitals and Clinics

——

Testimony of the Ounce of Prevention Fund

The Ounce of Prevention Fund applauds the Committee’s progress in achieving
the vision laid out for young children and families by President Obama. The Ounce
of Prevention Fund is highly encouraged by this progress, specifically by H.R. 2667,
the Early Support for Families Act, which would commit a substantial investment
to home visiting programs in the states. The Ounce of Prevention Fund is com-
mitted to advocating for, designing and providing high quality early childhood pro-
grams. We believe that high quality programs, including home visiting programs,
can and do make a real and sustained difference in the lives of vulnerable children
and families. In order to ensure that this legislation creates a high quality system
of home visiting programs that meet the needs of the full range of at-risk infants,
toddlers, and their families, we offer the following comments and suggestions.

The legislation should include a definition for what constitutes the “strongest evi-
dence of effectiveness.” We recommend the following language, developed by the Na-
tional Home Visiting Coalition, be adopted in statute to define the “strongest evi-
dence of effectiveness:

Have demonstrated significant positive outcomes for children and families con-
sistent with the outcomes being sought (for the populations being served) when evalu-
ated using well-designed and well-conducted rigorous evaluations, including but not
limited to randomized controlled trials, that provide valid estimates of program im-
?ad'l('maz’ demonstrate replicability and generalizability to diverse communities and
amilies.

Again, we are highly encouraged by and supportive of this important legislation
that would help our most vulnerable children get a chance for a better start in life.
Flease feel free to contact me should you have any questions or need additional in-
ormation.

————

Statement of Parents as Teachers

Chairman McDermott, Ranking Member Linder, and members of the Sub-
committee:

The National Center for Parents as Teachers appreciates the opportunity to sub-
mit written testimony on H.R. 2667, the Early Support for Families Act. We strong-
ly support the framework put forth in the bill: to establish a mandatory federal
funding stream to support evidence based home visitation programs. We are grate-
ful to Chairman McDermott, Representatives Davis and Platts for sponsoring this
important legislation.

Parents as Teachers Background

Parents as Teachers is an evidence-based, voluntary parent education and family
support program designed to increase child development and school readiness dur-
ing the crucial early years of life. Established as a Missouri pilot program in 1981
to serve 380 families, Parents as Teachers has grown exponentially since that time.
Through programs operating in every state, Parents as Teachers currently serves
more than 330,000 children nationally. Since its inception, Parents as Teachers has
helped millions of American families by providing specialized home visitation serv-
ices using our research-based curriculum.
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The Parents as Teachers curriculum is based on brain development and neuro-
science research. The program model consists of four service delivery components:
personal home visits by a certified parent educator; parent group meetings about
early childhood development and parenting; developmental, health, vision and hear-
ing screenings for young children; and connections to community networks and re-
sources.

Parents as Teachers programs serve families with children from before birth up
to kindergarten-entry age. Our programs deliver services to families of all configura-
tions, including single parents, teen parents, two-parent families, grandparents rais-
ing grandchildren, and foster parents. The families we serve deal with a range of
challenging life circumstances such as poverty, military service, low literacy levels,
substance abuse, mental health issues, incarceration, English language challenges,
and unemployment. We work with families regardless of whether they are in their
first trimester with their first child or are raising multiple children, for example,
such as a mother in Southeast Missouri with nine children from four different fa-
thers. Three of her children under 5 participate in Parents as Teachers. Because the
needs of the families we serve vary greatly, the intensity of our services also var-
ies—from a minimum of monthly visits to as frequently as weekly visits.

Reflecting the rich diversity of the families we serve, the Parents as Teachers
home visitors (parent educators) also come from varied backgrounds. Our programs
employ people with backgrounds ranging from early childhood education and social
work to nursing. In addition, some programs hire experienced paraprofessionals who
bring invaluable linkages to a local cultural community or language skills that are
essential to successfully connect with non-English speaking families. Prior to serv-
ing families, every parent educator must complete a week-long in-depth training on
the Parents as Teachers Born to Learn[] curriculum, demonstrating an under-
standing of the material with a daily assessment. Within three to six months of this
initial training, each parent educator goes through an additional day-long follow up
training to monitor implementation progress and answer any questions.

Additionally we are expanding our training through distance learning applications
to further increase our ongoing connection with parent educators in the field.

Program Implementation

Parents as Teachers programs thrive in a variety of local settings including school
districts, Head Start programs, human service agencies, health departments, mental
health agencies, family resource centers, child care centers and local United Way
agencies. In some communities the Parents as Teachers program operates as a
stand-alone entity, but the more common approach is for Parents as Teachers serv-
ices to be woven into an organization as a core family service delivery component.
We take pride in the adaptability of our model while maintaining a commitment to
model fidelity as evidenced by our quality standards.

Beyond our partnerships with host organizations, we also collaborate with other
home visiting programs such as Healthy Families America, HIPPY, Parent Child
Home, Nurse Family Partnership and other programs operating in individual states.
These local partnerships enhance the services provided to families and further
strengthen the continuum of care available to families in a particular community.

Parents as Teachers Research Outcomes

Parents as Teachers has a long history of independent evaluations demonstrating
positive outcomes for young children and their families. More than two dozen re-
search reports have been completed that show the Parents as Teachers model pro-
duces positive outcomes in terms of school readiness, prevention of child abuse and
neglect, parental involvement, school success and child health. Included among
these studies are four randomized control trials and five studies that have been pub-
lished in peer reviewed journals. A sampling of these research results show that:

« Parents as Teachers children showed better school readiness at the start of kin-
dergarten, higher reading and math readiness at the end of kindergarten, higher
kindergarten grades, and fewer remedial education placements in first grade.i

e Participation in Parents as Teachers helps to close the achievement gap be-
tween children living in poverty and those from non-poverty households.i

iDrazen, S., & Haust, M. (1995). The effects of the Parents and Children Together (PACT)
program on school achievement. Binghamton, NY.; Drazen, S. & Haust, M. (1996). Lasting aca-
demic gains from an early home visitation program. Paper presented at the annual meeting of
the American Psychological Association, August 1996.

iiZigler, E., Pfannenstiel, J.C., & Seitz, V. (2008). The Parents as Teachers Program and
School Success: A Replication and Extension. Journal of Primary Prevention, 29, 103—-120.
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¢ In a randomized trial, adolescent mothers who received case management and
Parents as Teachers were significantly less likely to be subjected to child abuse in-
vestigations than control group mothers who received neither case management nor
Parents as Teachers.iil

¢ In another randomized trial, adolescent mothers in an urban community who
participated in Parents as Teachers scored lower on a child maltreatment precursor
scale than mothers in the control group. These adolescent mothers showed greater
improvement in knowledge of discipline, showed more positive involvement with
children, and organized their home environment in a way more conducive to child
development.iv

¢ Children participating in Parents as Teachers were much more likely to be fully
immunized for their given age, and were less likely to be treated for an injury in
the previous year.v

e PAT parents were more involved in children’s school activities and engaged
their children more in home learning activities, especially literacy-related activi-
ties.vi

Parents as Teachers embraces research and evaluation of our model not only to
document effectiveness, but also as the basis for quality improvement. We are par-
ticularly supportive of the commitment to research and evaluation included in H.R.
2667. This set-aside evaluation funding will allow Parents as Teachers, and other
home visiting programs, to use these evaluation results as an integral part of our
continuous quality improvement process to enhance our curriculum and training to
ensure that our materials remain up-to-date and meet the changing needs of the
families we serve.

Defining Evidence Based Home Visitation Programs

Parents as Teachers recognizes the importance of investing public funds in prov-
en, “evidence-based” home visiting programs. However, at present there is no widely
agreed upon definition of evidence-based home visitation programs in scholarly
writings, statutes, and regulations.

Some strong advocates argue that the optimal definition of evidence-based pro-
grams should require multiple randomized control trials. While the Parents as
Teachers research portfolio includes studies that use randomized control designs (as
described in the previous section of this statement), we believe a definition that re-
lies exclusively on this single approach is potentially counterproductive and can dis-
suade program innovation. A number of notable scholars, including Dr. Deborah
Daro who testified before the Subcommittee on June 9th to discuss H.R. 2667, argue
that while randomized control trials provide insight into a program’s impact on par-
ticipants under ideal circumstances, this approach does not provide critical informa-
tion about real world applications in diverse environments.

We believe the overall quality of home visiting services would improve and associ-
ated outcomes for children and families would increase if programs were encouraged
to select research methodologies designed to measure the outcomes their programs
were intended to achieve. In addition to randomized control trials, programs could
also utilize research studies that use quasi experimental designs, including regres-
sion discontinuity design which compares two groups separated by a cut-off point
(such as child’s birthday to enroll in Kindergarten), and the interrupted time series
method which compares trends in pre-implementation achievement data to post-im-
plementation achievement data.

Standard of Evidence in H.R. 2667

Although H.R. 2667 includes language that establishes priority funding for home
visitation programs with the “strongest evidence” [section (f)(2)], the bill does not
provide a definition or criteria for what constitutes this strongest level of evidence.
As a result, we conclude that the administering federal agency will be responsible
for developing this critically important definition or criteria that will have over-

iii Wagner, M.M. & Clayton, S.L. (1999). The Parents as Teachers Program: Results from Two
Demonstrations. The Future of Children: Home Visiting: Recent Program Evaluations, 9(1), 91—
115.

ivPfannenstiel, J., Lambson, T., & Yarnell, V. (1991). Second wave study of the Parents as
Teachers program. Overland Park, KS: Research & Training Associates.

vWagner, M., Iida, E. & Spiker, D. (2001). The multisite evaluation of the Parents as Teachers
home visiting program: Three-year findings from one community. Menlo Park, CA: SRI Inter-
national.

vi Albritton, S., Klotz, J., & Roberson, T. (2004) The effects of participating in a Parents as
Teachers program on parental involvement in the learning process at school and in the home.
E—Journal of Teaching and Learning in Diverse Settings, 1(2), 108—-208. http://www.subr.edu/co-
education/ejournal/Albritton%20et%20al.Article.htm.
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arching implications for implementation of this new federal home visitation pro-
gram. We therefore encourage Congress to adopt the following definition of pro-
grams with the “strongest evidence”:

Have demonstrated significant positive outcomes for children and families con-
sistent with the outcomes being sought (for the populations being served) when evalu-
ated using well-designed and well-conducted rigorous evaluations, including but not
limited to randomized controlled trials, that provide valid estimates of program im-
?act.lqnd demonstrate replicability and generalizability to diverse communities and

amilies.

We believe that this definition provides a rigorous standard that would ensure
that only proven home visitation programs would be eligible to receive the funds
outlined in this section. At the same time, this definition would allow states to de-
velop home visitation implementation plans that incorporate one or a combination
of evidence-based programs that can best meet the needs of families in their state
and build on existing service infrastructures at the state and local level.

Conclusion

We congratulate the Committee for scheduling the hearing on this important pro-
posal and for advancing the Administration’s home visiting initiative in Congress.
The National Center for Parents as Teachers, along with our programs across the
country, are enthusiastic about the prospect of a dedicated federal mandatory fund-
ing stream of mandatory funds that will allow us to provide quality home visitation
services to more families and stand ready to work with Congress and the Adminis-
tration to make this new program a become a reality.

———

Statement of Prevent Child Abuse America

Prevent Child Abuse America and its network of 47 state chapters and over 400
Healthy Families America program sites thanks the Chairman and the other distin-
guished members of the U.S. House Committee on Ways and Means Subcommittee
on Income Security and Family Support for this opportunity to provide the organiza-
tion’s perspective on the need for a federal investment in early childhood home visi-
tation. In particular, we would like to thank Chairman McDermott, and Representa-
tives Danny Davis and Todd Platts for their leadership on this issue, as most re-
cently demonstrated with their introduction of the Early Support for Families Act
of 2009 (HR 2667).

Through this testimony our organization will identify the value of home visiting
and the positive outcomes that a federal investment will achieve to enhance our na-
tion’s ability to promote healthy early childhood experiences.

About Prevent Child Abuse America

Prevent Child Abuse America was founded in 1972 and is the first organization
in the United States whose sole mission is “to prevent the abuse and neglect of our
nation’s children.” We undertake our mission by advocating for the full range of
services needed to promote healthy child development and provide parents with the
information they need to be the caring and effective parents they want to be. Based
in Chicago, the National Office and our networks manage over 375 different locally
based strategies to meet the mission of the organization, including 2,900 home visi-
tation workers, supervisors and program managers who oversee and implement
Healthy Families America, a voluntary home visitation service.

The Importance of Fostering Healthy Child Development

When we invest in healthy child development, we are investing in community and
economic development, as flourishing children become the foundation of a thriving
society. Healthy child development starts a chain of events that follow a child into
adulthood. Unfortunately, children are sometimes exposed to extreme and sustained
stress like child abuse and neglect, which can be devastating to a child’s develop-
ment. This toxic stress damages the developing brain and adversely affects an indi-
vidual’s learning and behavior, as well as increases susceptibility to physical and
mental illness.

Research shows a strong correlation between child abuse and neglect and debili-
tating and chronic health consequences. The Adverse Childhood Experiences Study
(ACE), conducted by the CDC in collaboration with Kaiser Permanente’s Health Ap-
praisal Clinic in San Diego, found that individuals who experienced child maltreat-
ment were more likely to engage in risky behavior, such as smoking, substance
abuse and sexual promiscuity, and to suffer from adverse health effects such as obe-
sity and certain chronic diseases. Over 17,000 adults participated in the ACE study,



126

making it the largest investigation examining the links between child maltreatment
and later-life health and well-being ever conducted.! The ACE findings are sup-
ported by numerous studies, including a recent population-based survey that col-
lected data from over 2,000 middle-aged men and women in Wisconsin. This study
found that adults who experienced abuse or neglect during childhood are more likely
to suffer from negative health consequences as adults including asthma, bronchitis,
and high blood pressure.2

As ACE and similar studies demonstrate, getting prevention right early is less
costly to the nation, and to individuals, than trying to fix things later. Prevent Child
Abuse America estimates that implementing effective policies and strategies to pre-
vent child abuse and neglect can save taxpayers $104 billion per year. The cost of
not doing so includes more than $33 billion in direct costs for foster care services,
hospitalization, mental health treatment, and law enforcement. Indirect costs of
over $70 billion include loss of productivity, as well as expenditures related to
chronic health problems, special education, and the criminal justice system.? An
international study by the United Nations Children’s Fund (UNICEF, February
2007) placed the United States next to last on child well-being, among the 21
wealthiest nations in the world. Although only one indicator of child well-being,
rates of child abuse and neglect are ultimately tied to a nation’s investment in its
children.

This is where an investment in home visitation, as contemplated by HR 2667, pro-
vides the country with a great opportunity to enhance child development, support
communities, reduce child abuse and neglect, and ultimately have a profound im-
pact on the health and productivity of future generations.

Role of Early Childhood Home Visitation

All expectant parents and parents of newborns have common questions about
their child’s development. Early childhood home visitation provides a voluntary and
direct service in which highly trained home visitors can help parents understand,
recognize and promote age appropriate developmental activities for children; meet
the emotional and practical needs of their families; and improve parents’ capacity
to raise successful children.

Research has shown that voluntary home visitation is an effective and cost-effi-
cient strategy for supporting new parents and connecting them to helpful commu-
nity resources. Quality early childhood home visitation programs lead to proven,
positive outcomes for children and families, including improved child health and de-
velopment, improved parenting practices, improved school readiness, and reductions
in child abuse and neglect.

Healthy Families America

Healthy Families America is Prevent Child Abuse America’s nationally recog-
nized, signature home visitation program. Through Healthy Families America, well-
respected, extensively trained assessment workers and home visitors provide valu-
able guidance, information and support to help parents be the best parents they can
be. Healthy Families America focuses on three equally important goals to: 1) pro-
mote positive parenting; 2) encourage child health and development; and 3) prevent
child abuse and neglect.

A review of 34 studies in 25 states, involving over 230 Healthy Families America
programs allows us to say with confidence and conviction that the benefits of
Healthy Families America are proven, significant, and impact a wide range of child
and family outcomes.4 In particular, Healthy Families America:

Improves Parenting Attitudes. Healthy Families America families show positive
changes in their perspectives on parenting roles and responsibilities.

Increases Knowledge of Child Development. Healthy Families America parents
learn about infant care and development; including child care, nutrition, and effec-
tive positive discipline.

1Felitti V, Anda R, Nordenberg D, Williamson D, Spitz A, Edwards V, et al. Relationship of
Childhood Abuse and Household Dysfunction to Many of the Leading Causes of Death in Adults.
American Journal of Preventive Medicine 1998;14(4):245-58.

2Springer, K.W., Sheridan, J., Kuo, D., & Carnes, M. (2007). Long-term Physical and Mental
Health Consequences of Childhood Physical Abuse: Results from a Large Population-based Sam-
ple of Men and Women. Child Abuse & Neglect, 31, 517-530.

3(1) Wang, CT, & Holton, J (2007). Total estimated cost of child abuse and neglect in the
United States. Chicago, IL: Prevent Child Abuse America. http:/www.preventchildabuse.org/
about us/media releases/pcaa pew economic impact study final.pdf.

4Study designs include 8 randomized control trials and 8 comparison group studies. More in-
formation on the studies can be found in the Healthy Families America Table of Evaluations
at ** www.healthyfamiliesamerica.org/research/index.shtml.
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Supports a Quality Home Environment. Healthy Families America parents read
to their children at early ages, provide appropriate learning materials, and are more
involved in their child’s activities, all factors associated with positive child develop-
ment.

Promotes Positive Parent-Child Interaction. Healthy Families America parents
demonstrate better communication with, and responsiveness to, their children. This
interaction is an important factor in social and emotional readiness to enter school.

Improves Family Health. Healthy Families America improves parents’ access to
medical services, leading to high rates of well-baby visits and high immunization
rates, and helps increase breast feeding, which is linked to many benefits for both
babies and moms. Healthy Families America has also been found to significantly re-
duce low birthweight deliveries.> By one estimate, each normal birth that occurs in-
stead of a very low birthweight birth saves $59,700 in the first year of care.6

Prevents Child Abuse and Neglect. Healthy Families America has a significant
impact on preventing child maltreatment, particularly demonstrated in recent ran-
domized control trials.

In addition to our stewardship of Healthy Families America, Prevent Child Abuse
America partners with other effective home visiting models working in communities
across the country to create nurturing environments for children. Our national home
visiting partners include Home Instruction for Parents of Preschool Youngsters
(HIPPY USA), the Nurse-Family Partnership, The Parent-Child Home Program, and
Parents as Teachers.

Together, we have accepted the responsibility to improve the home visitation field.
Together, we share research findings and best practices, and together, we work to-
ward common goals, and create areas for cross-program cooperation and learning
that strengthens the home visit field as a whole, as well as enhances individual pro-
grams. At the local level, Healthy Families programs partner with other home vis-
iting models to reach a broader population of families, to ensure that families are
receiving the home visiting service model best suited to their needs, and to maxi-
mize limited resources.

The Need for Reliable Funding and a Coordinated Approach

Despite the many proven benefits of home visitation, home visitation services
across the country struggle with unreliable and unsustainable funding. The current
patchwork of funding results in a home visitation system that serves only a small
percentage of families. By one estimate, approximately 400,000 children and fami-
lies participate in home visitation services each year.? A report by the National Cen-
ter for Children in Poverty estimates 42% of young children (more than 10 million
children in 2005) experience one or more risk factors associated with poor health
and educational outcomes, and 10% (nearly 2.4 million children) experience three
or more risk factors.®

The Early Support for Families Act (HR 2667) will address the home visiting
funding crisis by establishing a new federal mandatory grant program dedicated
solely to home visitation. HR 2667 authorizes $2 billion over 5 years in grants to
states to provide evidence-based home visitation services to support families with
young children and families expecting children. The legislation empowers states to
fund home visitation services that best suit the needs of their communities, while
putting important parameters in place to assure quality of services. Programs fund-
ed through the new grant must:

e Adhere to clear evidence-based models of home visitation that have dem-
onstrated significant positive effects on program-determined outcomes;

¢ Employ well-trained and competent staff with high quality supervision;

« Show strong organizational capacity to implement a program; and

« Establish appropriate linkages to other community resources.

The flexibility the legislation provides to states is supported by a compelling body
of research demonstrating the effectiveness of a range of evidence-based models em-

5Eunju Lee, PhD, Susan D. Mitchell-Herzfeld, MA, Ann A. Lowenfels, MPH, Rose Greene,
MA, Vajeera Dorabawila, PhD, Kimberly A. DuMont, PhD (2009). Reducing Low Birth Weight
Through Home Visitation: A Randomized Controlled Trial. American Journal of Preventive Med-
icine, 36, 2,154-160.

6 Rogowski, J. (1998). Cost-effectiveness of Care for Very Low Birth Weight Infants. PEDIAT-
RICS Vol. 102 No. 1 July 1998, pp. 35-43.

7Gomby, D. (2005). Home Visitation in 2005: Outcomes for Children and Parents. Invest in
Kids Working Paper No. 7. Committee for Economic Development: Invest in Kids Working
Group. Available at www.ced.org/projects/kids.shtml.

8 Stebbins, Helene, & Knitzer, Jane (2007). State Early Childhood Policies: Improving the
Odds. NY: National Center for Children in Poverty.
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ploying a diverse and highly skilled workforce. For example, Healthy Families
America has documented success, as outlined above, utilizing home visitors who are
selected based on their personal characteristics, such as the ability to establish a
trusting relationship, and their educational and experiential background in child
health and development, child maltreatment, and parenting. HFA home visitors
typically live in the same communities as participating families and share their lan-
guage and cultural background.

The legislation also requires that a state conduct a needs assessment prior to re-
ceiving funding to assess the reach and scope of existing early childhood home visi-
tation efforts and identify gaps in services. States would have to provide an annual
report on their progress in implementing the program. The report would include im-
portant indicators to help assess the state’s effectiveness in implementing the pro-
gram, including the annual cost per family, the outcomes experienced by recipients,
the training and technical assistance being provided to programs, and the methods
to determine whether a program is being implemented as designed.

Recommendations

HR 2667 sets a strong foundation for a new home visiting program, however op-
portunities do exist to further strengthen the grant program authorized by the bill.

Ensuring Quality

The legislation stipulates that states should prioritize funding home visiting pro-
grams that adhere to models with the strongest evidence. States may also direct
some funding to home visiting programs utilizing models that have not yet achieved
the strongest level of evidence. We recommend adding more specificity to:

1. The standards that all programs must meet to qualify for funding; and
2. The standards that programs must meet to be given priority for funding.

We are concerned that the overall quality of the services being provided cannot
be assured without setting standards that all programs must meet. We believe that
all programs funded under this grant should be home visiting programs that adopt
and demonstrate fidelity to a clear model that:

1. Is research-based;

2. Is grounded in empirically based knowledge related to home visiting and child
health or child development;

3. Is linked to program-determined outcomes;

4. Has comprehensive home visitation program standards, including standardized
training, ongoing professional development; and high quality supervision; and

5. Has been in existence for at least three consecutive years prior to the program
being funded under the Act.

In addition to meeting the criteria above, we recommend that home visiting mod-
els achieve the following research standard in order to be considered a program with
“the strongest evidence of effectiveness:”

[the model must] Have demonstrated significant positive outcomes for children and
families consistent with the outcomes being sought (for the populations being served)
when evaluated using well-designed and well-conducted rigorous evaluations, includ-
ing but not limited to randomized controlled trials, that provide valid estimates of
program impact and demonstrate replicability and generalizability to diverse com-
munities and families.

Improving Coordination

Home visitation services are most effective when they are linked to other services
for children and families operating in the state, and when there is coordination
amongst the various home visiting services provided in the state. We recommend
strengthening language to ensure greater coordination among the various models of
early childhood home visitation and between the home visiting programs and the
broader child-serving community. This can be done by:

1. Adding an assurance that the state has consulted with all of the state agencies
that currently support home visiting programs with young children.

2. Adding criteria that the state develop a plan for coordinating and collaborating
in the delivery of home visitation services with child care services, health and
mental health services, income supports, early childhood development services,
education agencies, and other related services. This might include, where appli-
cable, collaborations with an early childhood coordinating body instituted for
the purpose of coordinating services and supports for young children and par-
ents.
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Taking this approach to implementation will lead to a more efficient use of re-
sources and a greater assurance that families are receiving the most appropriate
and effective home visiting services to meet their needs. This model allows for a
clear outcome driven national public policy that promotes consistent results and al-
lows states to manage the services in accordance with their specific existing service
delivery systems, on-going best practices and existing public-private partnerships.

Conclusion

Home visitation is an effective, evidence-based, and cost-efficient way to bring
families and resources together, and help families to make choices that will give
their children the chance to grow up healthy and ready to learn. While no one piece
of legislation can prevent child abuse and neglect, we believe that HR 2667 is an
important step towards ensuring that all children have the opportunity to grow up
in a safe, healthy, and nurturing environment. The new funding proposed in HR
2667 does not represent an expenditure, but rather an investment in our children
and families, and in our future. We look forward to working with members of this
Subcommittee in moving HR 2667 towards enactment.

Contact Information:

James M. Hmurovich, President & CEO, Prevent Child Abuse America
Bridget Gavaghan, Senior Director of Public Policy, Prevent Child Abuse America

——

Statement of Robin Roberts

To the Honorable Members of the House Ways and Means Committee,

I am submitting a statement for record concerning the Early Support for Families
Act. I am so very pleased that the important role parents play in their child’s learn-
ing and development is being recognized and supported through this legislation. I
am the state leader for North Carolina Parents as Teachers Network. Last year we
served approximately 10,000 children, birth to age five, through supporting parents
as their child’s first and most influential teacher. This legislation will allow us to
serve even more families in need of support, thus ensuring North Carolina’s chil-
dren have the best possible start in life.

While I support this legislation, there is a concern that I would like to express.
In the current legislation the language limits the types of family support services
that will be available to families. I would ask you to consider the following:

e Incorporate the definition of “evidence-based” proposed by the National Home
Visiting Coalition.

Have demonstrated significant positive outcomes for children and families con-
sistent with the outcomes being sought (for the populations being served) when evalu-
ated using well-designed and well-conducted rigorous evaluations, including but not
limited to randomized controlled trials, that provide valid estimates of program im-
pact and demonstrate replicability and generalizability to diverse communities and
families.

Members of the national home visiting coalition steering committee include: Chil-
dren’s Defense Fund, Child Welfare League of America, Center for Law and Social
Policy, Fight Crime Invest in Kids, National Child Abuse Coalition, HIPPY USA,
Parent-Child Home Program, Prevent Child Abuse America/Healthy Families Amer-
ica, Voices for America’s Children and the National Center for Parents as Teachers.

¢ Understand that effective home visitors come from a range of backgrounds, in-
cluding nurses, social workers, and early childhood educators.

¢ Build on existing state and local home visiting infrastructures as the federal
government develops implementation plans for this new initiative.

¢ Recognize the range of evidence-based home visiting programs, including Par-
ents as Teachers, that have a long history of providing effective services to di-
verse families across the country.

Research has shown that Parents as Teachers programs produce measurable out-
comes in a range of areas including school readiness, prevention of abuse and ne-
glect, parental involvement, later school success and child health. The Early Sup-
port for Families Act will allow programs such as Parents as Teachers to ensure
the well-being of our children and will lay the critical foundation for success in
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school and life learning. Thank you for supporting this important piece of legislation
and your priorities on families and the earliest years for all of our children.
Sincerely,

Robin Roberts
——

Statement of Stephanie Gendell

My name is Stephanie Gendell and I am the Associate Executive Director of Pol-
icy and Public Affairs at Citizens’ Committee for Children of New York, Inc. (CCC).
CCC was founded by Eleanor Roosevelt 65 years ago to be a non-profit, independent,
multi-issue child advocacy organization that blends civic activism and fact-based ad-
vocacy. CCC’s mission remains ensuring New York’s children are healthy, housed,
educated and safe. We are grateful to Congressmen McDermott and Rangel and the
members of the Subcommittee on Income Security and Family Support of the House
Ways and Means Committee for holding a hearing on federal funding for early child-
hood home visiting programs and we appreciate having the opportunity to submit
testimony.

We strongly support the Committee’s efforts to secure federal funding for home
visiting programs, support the McDermott-Davis Early Support for Families Act,
and agree that it is logical to discuss home visiting programs in the context of
health care reform.

Throughout the country, and specifically in New York, it is widely recognized, as
well as proven, that home visiting programs are cost-effective interventions that
help to produce good outcomes for children. Specifically, these programs have been
shown to reduce child abuse and neglect, language delays, emergency room visits
for accidents and poisonings, arrests of children, and behavioral and intellectual
problems for children.! The Rand Corporation has found that there is a $34,148 net
benefit per family served by Nurse-Family Partnership, equaling a $5.70 return on
every dollar invested.2 While New York’s typical home visiting programs, such as
Healthy Families New York and Nurse-Family Partnership, cost approximately
$4000-$7000 per family, in New York juvenile detention costs $200,000 per child per
year; foster care costs an average of $36,000 per child per year; and special edu-
cation costs an average of $22,000 per child per year. Not only are home visiting
programs cost-effective, but they help produce the outcomes that America’s children
deserve—to be healthy, housed, educated and safe.

Both New York State and New York City have been innovative in their ap-
proaches to developing home visiting programs and funding streams for these pro-
grams, but continued progress has been stymied by budget shortfalls and budget un-
certainties.

The types of programs currently available in New York are varied and differ in
their intensity, scope and duration. These programs range from 1-2 visits by health
workers, to three years of visits by nurses or social workers that often begin during
pregnancy, to Early Head Start programs. While the scope, duration, intensity and
e}lligli({)ility differ, all of theses programs have produced improved outcomes for the
children.

As part of New York City’s Center on Economic Opportunity (CEO) initiative to
reduce poverty, the City developed a “universal” newborn home visiting model. In
7 high risk communities3 in the City, all new mothers are offered 1-2 visits by a
health worker. Approximately 15,000 such home visits are conducted each year.
While the program is voluntary, over half of mothers agree to participate after they
are either contacted in the hospital upon giving birth or soon afterwards by phone
or mail. During the home visit the health worker provides information on
breastfeeding, SIDS/safe sleeping, attachment, smoking cessation and health insur-
ance; screens for potential health or social problems (e.g. post-partum depression,

1Qutcomes from Nurse-Family Partnership include a 48% reduction in child abuse and ne-
glect, 56% reduction in emergency room visits for accidents and poisonings, and a 67% reduction
in behavioral and intellectual problems for the child at age six. Nurse-Family Partnership. Over-
view. June 2008. http://www.nursefamilypartnership.org/resources/files/PDF/Fact Sheets/
NFP Overview.pdf; Nurse-Family Partnership. Benefits and Costs: A Program with Proven and
Measurable Results. June 2008. http://www.nursefamilypartnership.org/resources/files/PDF/
Fact Sheets/NFP _ Benefits&Cost.pdf.

2L. Karoly, R. Kilburn & J. Cannon. Early Childhood Interventions: Proven Results, Future
Promise. (Rand Corporation 2005).

3These communities are Bedford-Stuyvesant, Brownsville, Bushwick, and East New York in
Brooklyn; East Harlem and Central Harlem in Manhattan; and the South Bronx.
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housing instability or domestic violence); and assesses the home environment for
hazards such as lead paint, missing window guards, or missing smoke/carbon mon-
oxide detectors. In addition, if the family needs a crib, the home visitor will arrange
for a free crib.

While this newborn home visiting program is meeting the needs of many families,
the City is currently unable to provide these services in Queens or Staten Island.
CCC has long advocated for this program to be truly universal and serve any new
mother in any of the City’s 52 community districts, but without federal funds it is
unlikely that the City could support this in the near future.

New York City, like other counties, has also been paying for more long-term and
intensive home visiting programs such as Healthy Families and Nurse-Family Part-
nership. Many of these programs throughout the state are paid for through a state
matching program whereby the counties pay 35% and the state pays 65%. Due to
state budget deficits this match has been reduced to 33.7% for the past two state
fiscal years. In this past budget cycle, the Governor proposed eliminating the state’s
matching funds for these programs, but luckily the Adopted Budget restored these
funds. Furthermore, State and City legislatures have identified home visiting pro-
grams as cost-effective and proven interventions that improve outcomes for children
and families so annually they support these community-based programs through
legislative additions that are therefore in jeopardy during each year’s budget cycle.
For example, in just the past year, Healthy Families New York has received a 2%
cut followed by a 6% cut and then threatened with a 25% cut that was ultimately
not implemented.

While New York State and New York City elected and appointed officials under-
stand the value of home visiting programs, the budget deficits and negotiations cre-
ate uncertainty and instability for the community based organizations and agencies
that provide these invaluable services. Federal support for these programs, such as
the federal match proposed in the Early Support for Families Act, would bring sta-
bility to programs that already exist and enable states and localities to expand the
services to additional high-needs communities and families.

In addition to the financial assistance created by a federal investment in home
visiting programs, the federal commitment will have an invaluable impact on the
credibility of this cost-effective, proven intervention and thus lead to an extensive
expansion of home visiting programs—this would undoubtedly improve outcomes for
the next generation of New Yorkers and Americans.

Thank you for this opportunity to submit testimony on federal funding for early
childhood home visiting programs. We look forward to working with Congress and
the Obama Administration on ensuring all of America’s children are healthy,
housed, educated and safe.

——

Statement of The National Conference of State Legislatures

The National Conference of State Legislatures (NCSL) applauds your commitment
to federal funding for early childhood home visitation programs designed to enhance
the well-being and development of young children. Such programs are particularly
important during the economic downturn, when they can help mitigate some of the
consequences of parental stress and lack of resources by supporting parents and
monitoring the health, safety and development in children’s critical early years.

NCSL has long supported home visiting programs as a means of improving child
well-being during their crucial early years. Many years of research demonstrate that
such programs positively impact childhood development, promote child well-being,
strelngthen the family unit and significantly reduce the incidence of child abuse and
neglect.

States have adopted a variety of innovative ways to reach these outcomes. Recog-
nizing this, NCSL believes that federal action in this area should recognize this di-
versity of approaches and support all types of programs that have proven effective-
ness.
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Working together on this critical issue, and maintaining state flexibility in tai-
loring their home visitation programs to meet local needs, we can move forward to
improve the lives of America’s children.

Sincerely,

Representative Ruth Kagi
Washington
Chair, NCSL Human Services and Welfare Committee.

———

Statement of The Parent-Child Home Program, Inc.

The Parent-Child Home Program and its network of 150 community-based sites
across the country thanks the Chairman and the other distinguished members of
the U.S. House Committee on Ways and Means Subcommittee on Income Security
and Family Support for this opportunity to provide testimony on the importance of
a federal investment in early childhood home visitation. We would like to thank
Chairman McDermott, and Representatives Danny Davis and Todd Platts for their
leadership on this issue and for introducing the Early Support for Families Act of
2009 (HR 2667).

Through this testimony, The Parent-Child Home Program will highlight the value
of home visiting for low-income, at-risk families and how a federal investment in
home visitation services will promote healthy early childhood experiences and en-
hanced school readiness opportunities for families in need across the country.

As a nation, we will never achieve our goal of “No Child Left Behind” until we
have successfully ensured that “No Child Starts Behind”. Today, too many families
in the United States do not receive the early support they need to ensure that their
children have appropriate and healthy early childhood experiences that will enable
them to enter school ready to be successful students, Today, too many children enter
school unprepared both “academically” and social-emotionally. Much of this lack of
preparation can be ameliorated simply by providing parents the support they need
to supply their children with a language and literacy-rich environment that includes
high quality and quantity parent-child interaction. Too many students enter school
never having seen or held a book, without the basic literacy, language, or social
emotional skills they need to participate successfully in the classroom. As a result
their teachers in pre-kindergarten and/or kindergarten have to slow or stop the cur-
riculum they had planned, to help these children catch up. Unfortunately, the data
shows us that most children who start behind will never catch up. Children who
do not know their letters when they enter kindergarten are behind in reading at
the end of kindergarten, at the end of first grade, and are still having trouble read-
ing at the end of fourth grade.!

We also know that preschool is not the sole solution to this lack of readiness. Chil-
dren arrive in pre-kindergarten not ready just as in the past they arrived in kinder-
garten not ready. Children are more likely to be ready at any age when they have
a family that knows what it needs to do to help them get ready. All families want
their children to be successful, to do well in school and life, but many families do
not know how to prepare their children for success. If you are not educated yourself,
did not grow up in the American education system, do not have access to early child-
hood and parenting support services and/or do not have the means to purchase
books and educational toys, you may benefit from guidance to help you prepare your
child for a successful future. You may need support to provide a healthy develop-
mentally appropriate environment to raise your children in and to develop the skills
to support your child’s growth and development. The Early Support for Families Act
(H.R. 2667) is designed to do just that by ensuring that families receive the supports
they need to encourage their children’s healthily development, and prepare their
children to enter school ready to be successful students and to go on to graduate
from high school.

Each of the evidence-based home visiting programs that would be supported by
this legislation provide services to families that enable them to achieve the outcomes
outlined in the bill, including prevention of child maltreatment, healthy child devel-
opment, school readiness and connection to community services. Among the different
evidence-based home visiting models, different programs may be more focused on
particular outcomes or a particular target population, and for this reason the ability
to implement a number of evidence-based programs to meet the needs of their di-
verse populations is vital to the success of a national home visiting policy.

1 “A Policy Primer: Quality Pre-Kindergarten,” Trust for Early Education, Fall 2004.
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The Parent-Child Home Program is a research-based, research-validated early lit-
eracy, school readiness, and parenting education home visiting program developed
in 1965. For over 40 years, the Program has been serving families challenged by
poverty, limited education, language and literacy barriers, and other obstacles to
school readiness and educational success. The Parent-Child Home Program cur-
rently serves over 6,500 families through more than 150 local sites in 14 states.
Many more families could be served in each of these communities, as all of our sites
have waiting lists at least equal to the number of families they are currently serv-
ing. And many more families remain in need of these services in communities across
the country that have not been able to develop funding streams for this critical early
childhood support service.

The Parent-Child Home Program works with a broad range of families whose chil-
dren are at risk of not receiving the early childhood supports they need to enter
school prepared to be successful: teen parent families, single parent families, home-
less families, immigrant, refugee, and non-native English-speaking families, and
grandparents raising grandchildren. Working with parents and children in their
own homes helps families create language-rich home environments and lays the
foundation for school readiness and parental involvement as parents prepare their
children to enter school. Parents are able to continue to build their children’s lan-
guage, literacy, and social-emotional skills after the Program finishes and their chil-
dren enter school ready to succeed. The Program erases the “preparation gap” and
prevents the “achievement gap.”

The funding that would be provided by the Early Support for Families Act is crit-
ical to ensuring that quality evidence-based home visiting programs are able to
reach families in need of services and enable children to enter school ready to be
successful students. The families reached by home visiting are families that are iso-
lated by poverty and other obstacles. They are not accessing center-based early
childhood or school readiness services, including the library, play groups, parenting
workshops, and/or other community-based supports. They do not have transpor-
tation or access to transportation to get to these services; the services are not open
or available when the parents are available to attend; they have language or lit-
eracy barriers; and/or they have no money to pay for programs.

We appreciate this opportunity to provide you with some specific background in-
formation on The Parent-Child Home Program to highlight the extent of its evalua-
tion and validation and the depth of the Program’s experience working with high
needs families across the country. For over 40 years, we have been utilizing home
visiting to improve outcomes for children and their parents, in particular preparing
young children and their families to enter school ready to be successful. As a result,
four decades of research and evaluation demonstrates that Parent-Child Home Pro-
gram participants in communities throughout the country enter school ready to
learn and go on to succeed in school. In fact, peer-reviewed research demonstrates
that program participants go on to graduate from high school at the rates of middle-
class children nationally, a 20% higher graduation rate than their socio-economic
peers nationally and a 30% higher rate than the control group in the study. From
the first day of school, Program participants perform as well or better than their
classmates regardless of income level. This research, published in peer-reviewed
journals, demonstrates not only the immediate, but also the very long-term impacts
of home visiting.

Not only do child participants perform better in school, but their parents also be-
come actively involved in their education, as noted by principals and teachers at the
schools they attend. In addition, the parents go on to make changes in their own
lives as well, obtaining their GEDs, returning to school, and improving their em-
ployment situations. At least 30% of our Home Visitors across the country are par-
ents who were in the Program as parents; for many of them, this is an entry into
the workforce. All of these changes have significant ramifications for their children’s
futures. The Parent-Child Home Program proves that when programs are available
to support parents and children from an early age, delivering services in a way that
is accessible and meaningful to them, we can ensure that economically and educa-
tionally disadvantaged families are able to support their children’s healthy develop-
ment and prepare their children to enter school ready to be successful. These fami-
lies will never experience the achievement gap and will attain high levels of aca-
demic success.

The Program’s primary goal is to ensure that all parents have the opportunity to
be their children’s first and most important teacher and to prepare their children
to enter school ready to succeed. The Program’s hallmark is its combination of inten-
siveness and light touch. Each family receives two home visits a week from a
trained home visitor from their community who models verbal interaction and learn-
ing through reading and play. The families receive a carefully-chosen book or edu-
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cational toy each week so that they may continue quality play and interaction be-
tween home visits and long after they have completed the Program. Often the books
are the first books in the home, not just the first children’s books, and the toys are
the first puzzles, games or blocks that the child has ever experienced. The materials
are the tools the parents use to work with their children. The materials ensure that
when these children enter pre-kindergarten or kindergarten they have experience
with the materials that teachers expect all children to know.

Most importantly, the Program is fun for families, demonstrating for parents both
the joy and the educational value of reading, playing, and talking with their chil-
dren. Children’s language and early literacy skills progress rapidly, and parents find
an enormous sense of satisfaction in the progress that comes from their work with
their children. This combination of fun and the dramatic changes families see in
their children are the reason that on average 85% of the families who start in the
Program complete the 2 years. The majority of families who do not complete the
Program fail to do so because they move to a community where it is not available.

We know The Parent-Child Home Program is successful because of the changes
we see in the families and the success the children have when they enter school.
We also know it is successful because of the positive responses from the local com-
munity sponsors, including school districts, family resource centers, community
health clinics, and many community-based organizations, and from the way the Pro-
gram is continuing to expand across the country. We see that home visiting is a
service delivery method that is able to reach families whose children would other-
wise show up in pre-K or kindergarten never having held a book, been read a story,
engaged in a conversation, been encouraged to use their imagination, played a game
that involves taking turns, or put together a puzzle.

We also know from over 40 years of practice in the field accompanied by extensive
research and evaluation that home visiting is a critical and effective way to reach
immigrant and non-native English-speaking families and ensuring that they have
access to all the tools they need to ensure their children’s healthy development and
future success. We have also seen the value of utilizing home visitors who are a lan-
guage and cultural match for families, and, in making these matches, how well-
trained and well-supervised paraprofessional home visitors can be very effective and
vital to reaching certain difficult to access communities.

Immigrant and refugee families with young children often do not access early
childhood or family supports available in the communities where they live.2 In addi-
tion, because of language and cultural barriers, they often do not utilize community
institutions like public libraries, public schools, or community centers. They are not
familiar with the options for early childhood education for their children and often
miss accessing center-based programming because they are unaware that it is avail-
able or that their children are eligible. Even if they are aware of programs, families
may not trust the institutions, might not approach them because of language bar-
riers, and may prefer that their children be cared for at home by parents or ex-
tended family. These families are often very isolated, particularly from the edu-
cational system that their children will soon be entering, and from what they and
their children need to know before they enter school. Home visiting is an ideal way
to reach these families as it meets them where they are most comfortable, in their
own homes, can provide services in their own language and can adjust to their lit-
eracy levels. It also can be the most effective service for impacting the home envi-
ronment in ways that will not only benefit the children’s development and prepara-
tion for school but also will support them as they continue on with their education.3

Home visiting as a service delivery method is particularly effective with high risk,
socially and linguistically isolated families.# In The Parent-Child Home Program
model, the Home Visitor’s role is specifically focused on demonstrating ways that
parents/primary caregivers can use the curricular “tool” of a children’s book or edu-
cational toy to interact with their young child to build language and early literacy
skills. The goal of the home visits is to increase verbal interaction between parent
and child, as both a cornerstone of early literacy® and a way to support and
strengthen the attachment between parent and child. This approach helps to miti-
gate potential child abuse/neglect by increasing protective factors in the home, sup-

2Bruce Fuller, Sharon L. Kagan, Gretchen L. Caspary, and Christiane A. Gauthier, “Welfare
Reform and Child Care Options for Low Income Families,” The Future of Children: Children and
Welfare Reform 12.1 (2002): 97-119.

3Jeanne Brooks-Gunn, “Do You Believe in Magic? What We Can Expect From Early Child-
hood Intervention,” Social Policy Report: Giving Child and Youth Development Knowledge Away
17.1 (2003): 3-14.

4 Brooks-Gunn 3-14.

5Lev Vygotsky, Mind in Society: The Development of Higher Psychological Processes (Cam-
bridge: MIT Press, 1978).
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porting the children’s social-emotional growth through appropriate parent-child
verbal interaction, and preparing children for school success.¢ Other outcomes, such
as the parent pursuing their own educational goals or improving their employment
or housing situations, often occur as a result of these intensive visits. The Program
also plays a critical role in connecting families to other programs and support sys-
tems as requested by the participating parent, such as referrals for evaluation for
possible early childhood developmental delays, or connections to GED or ESL pro-
grams for adult family members. Local Program sites form partnerships with public
libraries, introducing families to library services and resources.

Many Parent-Child Home Program sites have been able to hire home visitors from
the communities they are serving who speak the languages of the families they are
serving and come from the same, or similar, cultures. These multi-cultural staffs
work best when they work as a team, on an ongoing basis, under supervision, shar-
ing their own cultures and helping each other understand the cultural nuances that
make a difference to the families they are serving. Often the site coordinator or su-
pervisor can best train her staff by seeking guidance and cultural knowledge from
the home visitors s/he is supervising. Utilizing techniques of reflective supervision
and relationship-based practice, this information and expertise-sharing can be facili-
tated over time.

Matching families and home visitors based on language and/or culture is critical
to successful outcomes with high-risk families. A language/cultural match of home
visitor to family helps to overcome the cultural barriers often encountered when
working with immigrant families. The language match allows home visitors to fully
understand and communicate with family members. The cultural match enables
home visitors to understand nuances of behavior and address them, when needed,
from a common viewpoint.

VOICES FROM THE FIELD—“In our program, all our home visitors are familiar
with the cultures they are serving. If somebody else was doing the home visits, I
could imagine some conflicts—we understand the language and the priorities and
choices our families have. We know to take things slow and understand that if the
parents never went to school, they don’t know what sort of help and support to offer
%21)1" children.” (Saadia Hamid, Parent-Child Home Program Coordinator, Seattle,

The issue of trust is especially important when providing a home visitor to an im-
migrant or refugee family, particularly if the family has experienced the trauma of
political betrayal or war in their home country, or is still going through a period
of adjustment in a new community in the U.S. The ability to communicate and dem-
onstrate understanding of these i1ssues regarding family history and adjustment is
key to establishing a foundation of trust. The home visitor must be well-trained and
well-supervised in home visit strategies, early childhood development, parenting, ap-
propriate expectations, and boundary issues; however, it is the home visitor’s ability
to communicate with the family, to understand the cultural nuances of the family’s
behavior and attitudes toward parenting, and to connect with the parent/caregiver
in a mature, warm, and non-judgmental way, that provides the foundation for trust,
growth, and change.

We would just like to share with you a brief anecdote demonstrating the long-
term impact of home visiting on the families, and in particular an immigrant family.
We have been fortunate to have followed program participants through high school
graduation and beyond and have many wonderful examples of the Program’s impact
on children’s lives. The long-term success of the Program is clearly depicted by an
interview that was conducted recently with a program graduate from a New York
Parent-Child Home Program site, which has been implementing the Program for
over 35 years. The son of immigrants from Columbia, he noted that of the forty na-
tive Spanish-speaking students in his grade, only three went on to college. He ob-
serves that all these children went through the same schools, the only difference
was The Parent-Child Home Program. He says it got him on the right track early;
he entered school ready to learn and has soared ever since. He still has vivid memo-
ries of how confident he felt when he started kindergarten, how the books and toys
were familiar and how he was the only native-Spanish-speaking child in his class
who knew the words to London Bridge is Falling Down. For him, the Program was
a critical bridge to the rest of his education and for his mother it was empowering.
She went back to school herself, and he noted she regularly would call his teachers
to tell them to give him more homework because what they had given him was too
easy. This young man is now a corporate lawyer in New York City, and he is the

6 Phyllis Levenstein, Susan Levenstein, and Dianne Oliver, “First Grade School Readiness of
Former Child Participants in a South Carolina Replication of the Parent-Child Home Program,”
Journal of Applied Developmental Psychology 23 (2002): 331-353.
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first Program graduate to serve on The Parent-Child Home Program’s national
board of directors. His story is both extraordinary and typical of the kinds of success
parents and children can achieve when home visiting is available to reach them
where they are most comfortable and help them build the language, literacy, and
social-emotional skills they need to be successful.

The Early Support for Families Act (H.R. 2667) will ensure that many more fami-
lies in need receive home visiting services by establishing a new mandatory federal
grant program dedicated solely to home visitation. H.R. 2667 authorizes $2 billion
over 5 years in grants to states to provide evidence-based home visitation services
to support families with young children and families expecting children. The legisla-
tion empowers states to fund those home visitation services that best suit the needs
of their communities, while putting in place important parameters to assure that
families receive high quality services. Programs funded through H.R. 2667 must:

¢ Adhere to clear evidence-based models of home visitation that have dem-
onstrated significant positive effects on program-determined outcomes;

¢ Employ well-trained and competent staff with high quality supervision;

¢ Show strong organizational capacity to implement a program; and

« Establish appropriate linkages to other community resources.

We strongly support the flexibility the legislation provides to states to select the
combination of home visiting services most suited to its needs. This flexibility is
supported by a compelling body of research demonstrating the effectiveness of a
range of evidence-based models employing a diverse and highly skilled workforce.
As noted above, The Parent-Child Home Program has documented successful out-
comes utilizing home visitors who are selected based on their personal characteris-
tics, such as the ability to establish a trusting relationship, and their educational
and experiential background in early childhood development and parenting edu-
cation. Parent-Child Home Program home visitors typically live and/or have pre-
viously worked in the same communities as Program families and share the lan-
guage and cultural background of the families with whom they are working. In addi-
tion, The Parent-Child Home Program works with families when their children are
16-months to 4 years; often reaching families who were not able to access other
home visiting services or picking up with the literacy, language and school readiness
focus as other home visiting services are ending.

Recommendations

The Early Support for Families Act of 2009, H.R. 2667, establishes a strong foun-
dation for a new home visiting program. We do, however, believe that there are op-
portunities to further strengthen the grant program authorized by the bill. The leg-
islation calls for states to prioritize home visiting programs that adhere to models
with the strongest evidence, but also allows states to direct some funding to home
visiting programs that utilize models that have not yet achieved the strongest level
of evidence. We support adding more specificity to both the standards that all pro-
grams must meet to qualify for funding; and the standards that “evidence-based”
programs must meet to be given priority for funding.

In order to ensure the overall quality of the services being provided, we believe
that legislation should establish standards that all programs must meet. All pro-
grams funded under this grant should be home visiting programs that have been
in existence for at least three consecutive years prior to being funded under the Act,
and are:

¢ Research-based;

¢ Grounded in empirically based knowledge related to home visiting and child
health or child development;

» Linked to program-determined outcomes; and

¢ Serving families based upon comprehensive home visitation program standards,
including standardized training, ongoing professional development; and high quality
supervision.

In addition to meeting the criteria listed above, we recommend that home visiting
models achieve the following research standard in order to be considered programs
with “the strongest evidence of effectiveness:”

[the model must] Have demonstrated significant positive outcomes for children and
families consistent with the outcomes being sought (for the populations being served)
when evaluated using well-designed and well-conducted rigorous evaluations, includ-
ing but not limited to randomized controlled trials, that provide valid estimates of
program impact and demonstrate replicability and generalizability to diverse com-
maunities and families.
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We are pleased to be part of a national coalition of national home visiting organi-
zations and advocates for early childhood and family support services that have
been working together for a number of years to achieve federal home visiting legis-
lation and are pleased to support The Early Support for Families Act.

Thank you for holding this hearing and for introducing The Early Support for
Families Act which will provide funding to support vital services for children and
families who would otherwise miss their opportunities to experience healthy devel-
opment and quality parent-child interaction and to enter school prepared and ready
to be successful. Thank you for your support for ensuring that all parents struggling
to help their children succeed receive the support they need to bring parent-child
interaction, a supportive home environment, healthy development, and the joys of
reading, playing, learning, and school success into their children’s lives. Providing
families with high quality, research-validated home visiting services is a critical
component of successful school readiness, early childhood education, and parent sup-
port efforts. It is truly a cost-effective way to ensure that all children and their par-
ents have the opportunity to be successful.

Thank you for the opportunity to submit testimony.

The Parent-Child Home Program

Contact:

Sarah E. Walzer

Executive Director

The Parent-Child Home Program, Inc.

Garden City, NY

———

Statement of The Pew Center on the States

Pew Center on the States appreciates the opportunity to submit written testimony
in support of quality, evidence-based home visiting programs. We fully support
President Obama’s budget recommendation to help states implement, expand and
establish quality voluntary home visiting models, and commend this Subcommittee
for convening a panel of experts in order to raise awareness of the major issues sur-
rounding home visitation. Pew would like to recognize Chairman McDermott and
Representatives Davis (IL), and Platts (PA) for their continued leadership on this
very important strategy that can help ensure that new and expectant families are
given the tools that they need to become healthy, productive citizens.

HIGH-LEVEL OVERVIEW

Strong families create strong communities. Federal guidance and support can help
lead, refine and focus state efforts so that state and federal investments in home
visiting have measurable, positive outcomes. In this testimony we outline rec-
ommended principles for establishing a federal evidence-based home visiting policy,
including:

1. Rigorous research findings should guide federal home visiting resource alloca-
tion.

2. Federal guidance and federal funding are critical to strengthen and expand evi-
dence-based state home visiting programs.

3. States should have flexibility to utilize public health insurance as part of home
visiting finance strategy.

Below are a description of Pew’s home visiting initiative and federal policy rec-
ommendations.

BACKGROUND:

The Pew Center on the States Home Visiting Campaign

Responsible and responsive parenting is not just good for children, it’s good for
society. Recent research has proven the common sense notion that experiences in
early childhood—good or bad, starting even before a baby is born—can last a life-
time. Families who create a nurturing, safe and healthy environment endow their
children with protective factors that set them on a path toward lifelong success.
Public investments that help strengthen new and expectant families yield long-term
benefits by eliminating need for costly remedial services associated with poor child-
hood development.

The Pew Charitable Trusts applies the power of knowledge to solve today’s most
challenging problems. The Pew Center on the States, a division of the Pew Chari-
table Trusts, advances effective policy approaches to critical issues facing states by
raising issue awareness and advancing effective policy solutions through research,



138

advocacy and technical assistance. Pew’s home visiting campaign, led by Project Di-
rector John Schlitt, was created to provide states with an in-depth, data-driven look
into the urgent need to expand access to quality, evidence-based home visiting pro-
grams for new and expectant low-income families.

In January 2009, Pew launched a national campaign to increase low-income fami-
lies’ access to quality, proven home visiting programs. This five-year effort includes
a dual focus on research and advocacy.

Home Visiting Research Agenda

In partnership with the Doris Duke Charitable Foundation, we will consider and
commission research to help policymakers answer critical questions about the ever
expanding home visiting evidence base. This research will include a 50-state report
of home visiting policies, programs and funding to be published in 2010 as a base-
line for marking states’ progress, and to provide policymakers with an in-depth,
data-driven look into the urgent need to expand access to quality, research-based
home visiting programs to low-income families.

State Policy Advocacy Campaigns

Simultaneously, Pew will engage in advocacy campaigns in 4-6 states to encour-
age public investment in proven home visiting services that help low-income parents
fulfill their role as their child’s first and best teacher. We will prioritize our work
in states that have committed to assuring expansion of quality home visiting pro-
grams to all eligible low-income families.

The Case for Home Visiting

Policymakers and other leaders across the country should be concerned about the
widespread, resonating effects of negative experiences, maltreatment, and neglect in
childhood. A 2008 report from the Centers for Disease Control and Prevention
(CDC) states that intense, repeated negative experiences can disrupt early brain de-
velopment to the point of permanently impairing the nervous and immune systems
and, in extreme cases, cause the child to develop a smaller brain.i Similarly, re-
searchers from the National Scientific Council on the Developing Child at Harvard
University have shown that when a child is exposed to intense stress early in life—
due to abuse, neglect or prolonged lack of nurturing—high levels of hormones pro-
duced in the brain can lead to increased chances for cognitive and emotional defi-
cits.ii

Federal, state and local leaders are challenged with addressing the social and fi-
nancial effects of maltreatment and negative childhood experiences. As they seek to
build a healthy, productive citizenry, our leaders are increasingly aware of the grow-
ing costs of bad outcomes for adolescents and adults—in criminal justice, health
care, foster care and more—and of the direct relationship between interventions in
the earliest stages of life and children’s chances of becoming successful adults.

Child maltreatment and neglect is a serious issue that warrants public attention.
Both men and women who reported experiencing multiple types of abuse during
early childhood were more likely to be a part of unintended pregnancies before the
age of twenty. Children born to teenage mothers have higher health care costs and
are more likely to become part of the foster care and juvenile justice systems. A re-
port by the National Campaign to Prevent Teen Pregnancy, authored by the chair-
man of the economics department at the University of Delaware, showed that the
taxpayers’ tab for teen childbearing in 2006 alone was calculated at over $9 billion.ii
Children born at low birth weight and without health insurance experience dramati-
cally poorer health as adults, a result that is likely to generate significant costs in
terms of medical care and lower productivity.iv

Low birth weight, child abuse and neglect, school failure and incarceration are
devastating to families, put a tremendous strain on state budgets and are often pre-
ventable. A preponderance of evidence supports the fact that an ounce of prevention
may be worth much more than a pound of cure. Early intervention is absolutely nec-

iMiddlebrooks JS and Audage NC “The Effects of Childhood Stress on Health Across the Life-
span.” Centers for Disease Control and Prevention, National Center for Injury Prevention and
Control (2008).

ii National Scientific Council on the Developing Child. “Excessive Stress Disrupts the Architec-
ture of the Developing Brain. Working Paper No. 3” (2005) http://www.developingchild.net/pubs/
wp/Stress Disrupts Architecture Developing Brain.pdf. (Accessed June 17, 2009).

iii Hoffman, S, “By the Numbers: The Public Costs of Teen Childbearing” (2006). National
Campaign to Prevent Teen and Unplanned Pregnancy. Available online at: http:/
www.thenationalcampaign.org/resources/reports.aspx#costs.

ivLewit, EM., et al, “The Direct Cost of Low Birth Weight,” The Future of Children, 5 (1),
(1995). http://www.futureofchildren.org/information2826/information show.htm?doc 1d=79879
(Accessed June 17, 2009).
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essary if we want to ensure the health, stability, and vitality of our children, our
families, our communities and our nation.

Quality, Evidence-Based Home Visiting Works

Quality evidence-based home visiting programs offer families a social support net-
work that—when properly implemented and matched to family need—can dramati-
cally decrease negative outcomes. Pairing new and expectant families with trained
professionals to provide parenting information, resources and support during preg-
nancy and throughout their child’s first three years serves to strengthen parent-
child relationships, increase early language and literacy skills and reduce child
abuse and neglect—significant outcomes that can help ease the strain on state budg-
ets.V Economists have calculated a pay-off of up to $5.70 on each dollar invested in
the Nurse Family Partnership, a high-quality home visitation program serving at-
risk families.vi

That said, not all home visiting efforts are created equal: research shows that
poorly designed and inconsistently implemented programs will not offer the same
return on a state’s investment, nor necessarily result in positive outcomes for fami-
lies. The most significant cost-savings from home visiting occur when low-income
families are served by proven programs that employ well-trained professional home
visiting staff.

DETAILED RECOMMENDATIONS

Pew believes that public investments in social capital should be backed by strong
evidence—that is, programs should show evidence of effectiveness supported with
rigorous, well designed evaluations of program implementation and outcomes.

Particularly in difficult economic times, when stress on families and state budgets
is heightened, states can benefit greatly from federal leadership and support in cre-
ating and implementing effective home visiting programs. States need support in
order to set quality standards for home visiting programs, monitor and assess pro-
gram fidelity and track program resources and outcomes.

While states will choose to implement home visiting models that best fit their in-
dividual needs, they face several universal challenges in attempting to identify and
support quality, evidence-based home visiting programs. Such challenges provide an
opportune moment for federal leadership in setting standards for public investment
in home visiting.

To determine what warrants substantial public investment in large-scale imple-
mentation or program replication, Pew supports prioritized funding to programs
that have demonstrated positive outcomes with randomized controlled trial or rig-
orous quasi-experimental design with equivalent comparison groups. While pro-
grams with the strongest evidence are best positioned for scaled-up implementation,
additional support is needed to help promising programs meet the high evidentiary
standard necessary for large-scale investments.

The state of Washington, for example, uses evidentiary standards to prioritize
funding allocations for home visiting programs. The state adopted criteria for as-
sessing home visiting evaluation research on child abuse and neglect prevention out-
comes and then established three levels: best, good and promising. This evidence-
based approach allows the state to:

¢ Prioritize program funding to programs proven to yield the highest return on
investment;

e Support research for promising programs with a sound theoretical basis but
lower evidentiary standards to determine program efficacy; and

¢ Continuously monitor programs for quality improvement.

Pew proposes the following to guide state and federal investment in the home vis-
iting arena:

1. Rigorous research findings should guide federal home visiting resource alloca-
tion.

vSee, for example, Sweet, MA and Appelbaum, M “Is home visiting an effective strategy? A
meta- analytlc review of home visiting programs for families with young children.” Child Devel-
opment 75(5):1435-1456, (2005).; U.S. Department of Health and Human Services. Youth Vio-
lence: A Report of the Surgeon General. Washington, DC: Department of Health and Human
Services, (2001).; Kendrick D, et al. “Does home visiting nnprove parenting and the quality of
the home environment? A systematlc review and meta-analysis.” Archives of Disease in Child-
hood, 82(6):443-451. (2000).

V‘Karoly, Lynn A., et al. Investing in Our Children: What We Know and Don’t Know about
the Costs and Beneﬁts of Early Childhood Interventions. (Santa Monica, CA: RAND, 1998).
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¢ Only high-quality, evidence-based home visiting programs will garner signifi-
cant cost-savings in the future, as well as an improved quality of life for our chil-
dren.

* Federal policy should support states in implementing evidence-based programs.

¢ Federal policy should establish standards for state evaluations to rigorously as-
sess home visiting child and family outcomes that document program impacts.

¢ Priority should be given to models that meet the highest evidentiary standards
and ensure fidelity in implementation.

¢ Federal and state policy should support rigorous evaluation of promising pro-
grams that may not fully meet the standard of evidence needed to warrant large-
scale investments.

2. Federal guidance and federal funding are critical to strengthen and expand
state home visiting programs.

e The federal government should provide states with financial support to
strengthen and expand effective home visiting.

¢ States should be supported in their critical role of ensuring that communities
implement evidence-based home visiting programs with fidelity. Specifically, federal
funding should support state infrastructure for: 1) the coordination of home visiting
policies and resources across state public health, child welfare, and early education
programming for new and expectant parents; 2) evaluation and monitoring of qual-
ity and outcome performance measures; 3) program implementation support; and 4)
home visiting staff training.

¢ A significant secondary outcome of a federal home visiting initiative should be
to influence the quality of all home visiting services across the states, whether fed-
erally funded or not. States can establish uniform quality standards and perform-
ance measures for all home visiting programs such as well tested parent education
curricula, target populations, core process and outcome data elements, staff quali-
fications, service duration and frequency, training, intake and referral.

3. States should have flexibility to utilize public health insurance as part of home
visiting finance strategy.

¢ Public health insurance for low-income families should cover home visiting serv-
ices to help new and expectant families appropriately access medical, mental health
and dental services, monitor the health and wellbeing of mom and baby, and iden-
tify early any potential developmental delays. As federal policymakers look toward
healthcare reform and modernization, they should include Medicaid and SCHIP pro-
visions that support home visitation as a preventive program.

Conclusion

Voluntary evidence-based home visiting programs are proven to strengthen par-
ent-child relationships, increase early language and literacy skills and reduce child
abuse and neglect—positive outcomes that can help ease the strain on state budgets.

Pew’s Home Visiting Initiative will advance nonpartisan, pragmatic state policy
solutions in home visiting. We would be pleased to serve as a resource to your com-
mittee as this issue moves forward. We sincerely thank the Subcommittee for the
opportunity to submit testimony in full support of federal funding for quality vol-
untary evidence-based home visiting programs.

———

Statement of Voices for America’s Children

Chairman McDermott, Ranking Member Linder and all members of the sub-
committee, Voices for America’s Children thanks you for the opportunity to submit
comments for the June 9th hearing examining proposals to provide federal funding
for early childhood home visitation programs. This hearing, and the associated legis-
lation, continues the subcommittee’s efforts to ensure that all children are safe, free
from harm, healthy and able to thrive in their homes and communities.

Voices for America’s Children (Voices) is a national child advocacy organization
committed to speaking up for the lives of children at all levels of government. Com-
prised of 60 multi-issue member organizations across 45 states the Voices network
seeks the promotion of effective public policies that improve the lives of children at
the local, state and national level. It is the vision for Voices that all public policies
must further the positive and healthy development of all children.

To achieve this vision requires:

¢ Equity and Diversity: All children achieve their full potential in a society that
closes opportunity gaps and recognizes, and values, diversity;
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¢ Health: All children receive affordable, comprehensive, high-quality health
care;

¢ School Readiness: All children, and their parents, receive the services and
supports to enable them to start school prepared for success;

¢ School Success: All children have an equal opportunity to attend an ade-
quately and equitably financed public school meeting rigorous academic standards
aligned with the needs of the 21st Century workforce;

e Safety: All children are safe in their homes and communities from all forms
of abuse, neglect, exploitation and violence, avoid risky behaviors, and contribute to
community well-being; and

¢ Economic Stability: All children live in families that can provide for their
needs and make investment in their future.

The opportunity of home visiting, and of the Early Support for Families Act, is
a strong avenue to assist in achieving this vision.

Voices applauds the efforts of Chairman McDermott, along with committee mem-
ber Danny Davis and Representative Todd Russell Platts in crafting legislation that
advances with President Obama’s announced commitment to reach 450,000 families
with evidence-based home visitation services within the next decade when fully im-
plemented. Representatives Davis and Platts should also be acknowledged for their
continued efforts and commitment in previous congressional sessions championing
the Education Begins At Home Act—the precursor to the Early Support for Families
Act. This bipartisan effort, along with Senators Kit Bond, Patty Murray and former
Senator Hillary Rodham Clinton served as the galvanizing forces for this new oppor-
tunity.

Voices for America’s Children (Voices) salutes Chairman McDermott, and other
committee members, for maintaining their commitment in noting that “more needs
to be done” following the passage of the Fostering Connections to Success and In-
creasing Adoptions Act (P.L. 110-351) that is now providing permanency options for
thousands of children currently in foster care. The legislation now pending before
the subcommittee, The Early Support for Families Act (H.R. 2667) seeks to improve
the lives of children and families before they are in harm’s way, and allow for opti-
mal development of health and early learning. Voices enthusiastically supports the
offered legislation for the opportunity of mandatory funding for the establishment,
or expansion, of high quality evidence-based home visitation programs that will
make lasting impacts on children, families and communities.

As the Congress continues efforts to fulfill the president’s goal of ensuring that
every child enters school ready to succeed, effective home visiting must be a part
of this picture, though must not be the only component. These supports must be pro-
vided in conjunction, and coordination with Head Start and Early Head Start, the
Child Care Development Block Grant, and high quality Pre-K opportunities for chil-
dren, and assurances must be made that these programs are funded at levels to dra-
matically increase outreach and service delivery.

Home visiting services provided in isolation will not achieve the goal of ensuring
that every child has a safe start in life and enters school ready to learn.

Voluntary home visiting provides early education and support to families where
they are—in their homes and communities—in a non-threatening environment al-
lowing for optimal outcomes. The growth of home visiting services over the past two
decades is driven through a solid evidence base, and community focus, as an effec-
tive early-intervention strategy to enhance child well-being. The president’s initia-
tive, and the offered legislation, begins to follow through on recommendations ini-
tially developed by the United States Advisory Board on Child Abuse and Neglect
in 1991 calling for voluntary, universal home visiting for every family in the coun-
try. As part of their findings, the Advisory Board noted that “no other single inter-
vention has the promise of home visitation.” 1

As the Congress undertakes health reform this year, Voices urges all members to
make children paramount in this debate while acknowledging that child maltreat-
ment is a major public health concern. The Adverse Childhood Experiences Study
(ACES), with 17,000 participating adults, finds that adults with exposure to adverse
childhood experiences including abuse, physical or emotional neglect, or household
dysfunction, are more likely to have negative health outcomes as adults. These out-
comes include greater likelihood of alcoholism and illicit drug use, risk for intimate

1U.S. Department of Health and Human Services, U.S. Advisory Board on Child Abuse and
Neglect (1991). Creating caring communities: Blueprint for an effective federal policy for child
abuse and neglect. Washington, DC: U.S. Government Printing Office.
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partner violence, sexual promiscuity, smoking, suicide attempts and unintended
pregnancies.?

Investing in home visiting was also recommended by the United States Centers
for Disease Control and Prevention (CDC) Task Force on Community Prevention
Services as an effective strategy to combat child maltreatment.3 Just last year, the
CDC’s National Center for Injury Prevention and Control cited home visiting as an
effective strategy for the prevention of adverse childhood experiences.*

The evidence surrounding the effectiveness of home visiting services continues to
grow since the initial Advisory Board report was released in 1991. Analysis of home
visiting programs have shown less occurrence of child maltreatment, family engage-
ment in positive parenting practices for optimal child development, and stable, nur-
turing environments for children.5

Longitudinal studies of programs also demonstrate a reduction in later adverse
experiences for children including juvenile crime delinquency and substance abuse
use, as well as improvements in school performance and increased graduation
rates.® Other studies show that participating children demonstrate improved early
literacy, language development, problem solving, social awareness and competence,
and basic skill development.?

Home visiting services also demonstrate cost savings across a number of social
factors. Significant savings are found through reduced Medicaid expenditures, re-
duction in the need for special education services,® stronger birth outcomes?® and re-
duction in low birth-weight babies,1? and substantial increased work potential.l1

Analysis from Prevent Child Abuse America estimates that the combined direct
and indirect costs of child maltreatment alone exceed $104 billion each year. This
includes more than $33 billion in direct costs associated with foster care, hos-
pitalization, mental health services and law enforcement. Another $70 billion is
spent each year for indirect costs including the loss of work productivity, chronic
health problems, special education, and involvement within the criminal justice sys-
tem.12 For every federal dollar spent for children in out of home care, a meager 15
cents of federal supports is focused on child maltreatment prevention and protec-
tion. With the current federal child welfare financing system providing little in op-

2Felitti, V.J., Anda, R.F., et al. (1998). Relationship of childhood abuse and household dys-
function to many of the leading causes of death in adults. American Journal of Preventative
Medicine, 14 (4); 245-58.

3Hahn, R.A. (2003). First reports evaluating the effectiveness of strategies for preventing vio-
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portunities to provide primary prevention activities, and with greater supports only
available only after a child is removed, the opportunity for states to access the pro-
posed supports included within the Early Support for Families Act will serve as the
greatest mandatory investment in child abuse prevention services in federal history.

Voices supports provisions within the Early Support for Families Act that will
provide up to $2 billion of mandatory funding when fully implemented. These funds,
to be administered through the creation of a new Title IV-B, Subpart 3, would pro-
vide state-based grants for the expansion, or establishment of evidence-based home
visitation programs following the completion of a statewide needs assessment.

As efforts to adopt the legislation advance through Congress, potentially as part
of the health reform debate, Voices hopes that the funding for programs determined
to meet the “strongest evidence of effectiveness” are determined through those pro-
grams who have continued to demonstrate significant positive outcomes for children
and families that are consistent with the outcomes being sought as measured
through findings of well-designed rigorous evaluations. In order to maintain the de-
velopment of high-quality programs, Voices also hopes that those programs seeking
federal supports meet, at a minimum, core requirements related to prenatal health
or positive child healthy development, promote appropriate social emotional develop-
ment, enhance school readiness and academic success, increase family stability or
economic stability, lead to reductions in child maltreatment or involvement within
the juvenile justice system, or other demonstrated outcomes that improves a child’s
well-being.

These programs should also ensure that ongoing, organized training and profes-
sional development is provided for employees, and that the models themselves are
continually seeking to improve program delivery.

To achieve the president’s commitment of promoting to the highest available
standard for the programs involved, Voices also hopes that efforts are made that
allow continued training and technical assistance are available via the Department
of Health and Human Services to assist states in their implementation efforts.
Voices also seeks a set aside of federal monies to assist states in their ongoing pro-
gram development and evaluation of funded programs.

On behalf of child advocates across the county, and the children and families we
speak for, Voices again applauds the efforts to date to establish a new federal pro-
gram dedicated for high quality home visitation programs with associated manda-
tory funding. Voices looks forward to working with the committee, and all members
of congress, to ensure adoption of this critically important legislation. Please let us
know if we may be of any assistance in this endeavor.

———
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In zdditian to my written testimaony, [ would like se address several aspects of the Murse-
Fumily Farnendyip program moede] that weens areas of mbereet in indey’s beaning,

The Murse-Family Parinecship {MEFP) serves firststime, lew-income mothers and their
faidl 264, & population facang the highest risk of suffering health care, educaticnal and
ciployment disparities that have Lifeleng negative consequences. The median age of the
motherd wae serve 18 19 witly an sverzgi anmuil heuscholdd income of 313,500, NFP has
awer M yeara of rescarch that show mulli-genemizonal outcomes — the program has
demnisaizatiad suteoitizs thil improve e health and well-being of first-time mothers,
hecir childsen and famibies.

Ll program & wol Hisited b b meolbers and their first child hut extends fo the eotine
faenily imvalved in caring for the child. NFP encourages the imvolvement of the child's
father or father figure within the household. Addivosad femily membiers ane ascourgpead
s particapate in the home visits and leam about caring for the new baby & a family. NFP
murses work to imperove fmilies® econonile seli-sufficency by belping parets w
emvigion their cown fisture, plan firhare pregnascies, contives thear education, and secure
Fng-term employimenl.

An impartard compoment of the NEP program model B3 the qualifisatioss amd teaiming of
WNFF ourses, All nurses are specially traimed, regestened nureses, many of whom have
experience in the public health sectar and enjoy being able 1o work within the
community, Many NFP nurses left the nursing fisld after becoming *ueesd o™ an
have returmed hecouse NFP affers an apportanidy that resonaies with why they became
nurses in the first plape. NFF norses undergn a rigorous S0-hour training by the NFF
Mativnal Service Oifice's professional development team, Currendly, aver 1,000
repistered murkes are administemmg the NEF program model mationwide.

MFIT recognmees the regr=tered nurse shortage in many areas of e counery, and suppors

the develapment of palions o overcome this challerge. MEFP antcipases working closely
wirh Congress, narsing leadess, Bumlrh care advaeares and sommmunicy AbgATALANE, qnllegu:i.
aned umiversities oo oddress the pursing shorsgs and, in paticalas, i neessse dse pecencape
af racially divgrss purses in the workforee, Monetheless, MFFP antcipates an adequate supply
of pegistebed nusrses to expaad NEP aanonally svar the nost fon yoars,

Most of the local MEP implementing agencies are city or cotnny health depanments, The
MFF Mational Service Office has o comtract with each local implementing sgency fhat
delineates each panty™s obligations, and specifies what the loesl agencics muast do o meet
MWEF guality 2nd reporting standards. Subject to regsonal salary vanations, it caste
approximately 3500, 00 e 00 families 1o deliver the WFP maded, with some
efficiensaes of scale achieved for mrograms with aver 200 families.

Olur research has shown that targeting owr model of home visiting services to the most
vulnershbe, low-inoame pregrart womsen, children, and famdlies has the greatest rmpoct
on aubiarmes and oot @vings to socicty, Lowsinceme fomyilies hove significantly fower
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risources o mvocste for their needs and often live in commuimties with fragile beslib
Lare delivery systems and scarce sacial services, MFP ean bielp break the syele of povirty
— empowered, confident mothers become skill fiel paseis who ane sble o propace theie
hiklren for successtul futures, and their children grow into bealiby, productive criiees,
Evulence from the randamized controllad trinls of BFF indicate tar chaldren and Famile
living in poverty have mone than their share of challenge, which comprombse tha health
arl well being of parenis and their children. The trials alse indicate bt fira-time
families living in poverty gain the mass from NFE in teoms of their healeh, 1ife course
developmyent, and the associsted reduction in goveminiml costs,
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