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EXECUTIVE SUMMARY
Evaluating the effectiveness of maternal and child home  
visitation programs can be challenging. The complexity of 
program models, coupled with considerations of real-world 
program implementation, requires thoughtful and flexible 
evaluation strategies. Yet, meaningful evaluations of home  
visitation programs are not only feasible, but are essential as 
policymakers demand stronger linkages between funding 
decisions and program outcomes. 

Within the current context of the scale-up of maternal and 
child home visitation programs under the Affordable Care Act’s 
Maternal, Infant, and Early Childhood Home Visitation program 
(MIECHV), the importance and relevance of demonstrating 
program effectiveness has grown. Drawing from lessons learned 
through PolicyLab’s evaluation of the Pennsylvania Nurse-
Family Partnership (NFP) program, this Evidence to Action 
brief highlights four key program evaluation concepts to guide 
maternal and child home visitation administrators engaged in 
planning real-world program evaluation. 

Evaluation of Maternal and Child Home Visitation Programs: 
Lessons from Pennsylvania
Meredith Matone, Cara Curtis, Arina Chesnokova, Katherine Yun, Amanda Kreider, Meredith Curtis, David Rubin

1   Real-world evaluation results will reflect implementation 

environments with fewer supports, resources, and 

standardization in comparison to randomized trial environments.

2   Program performance is altered by the local context of the 

implementing site and the community it serves.

3   Program effectiveness increases over time following  

wide-scale implementation.

4   Engaging stakeholders enriches program evaluation.

Set realistic target outcomes, knowing that results from studies conducted 

under experimental conditions will likely demonstrate larger effects relative to 

evaluation results achieved under real-world conditions.

Collect data at the site level, knowing that some sites will be more effective  

than others, depending upon local resources and baseline population 

differences. Learn from program outliers, both those that exceed expectations 

and those that underperform.

Select evaluation benchmarks that account for expected changes in effectiveness 

over time, including the likely lag from implementation to effectiveness.

Include program stakeholders in the evaluation process to inform the 

interpretation of findings for targeted quality improvement.

KEY CONCEPT RESPONSE FOR EVALUATION
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INTRODUCTION
Evaluating the effectiveness of maternal and child 
home visitation programs can be challenging. It 
requires adaptation to complex program models and 
real-world implementation realities, such as resource 
constraints, site-specific infrastructure, and client 
variability. However, designing and conducting reliable 
evaluation studies is not only feasible, but essential 
at a time when policymakers are calling for greater 
connection between government funding decisions 
and program outcomes. 

Within the field of maternal and child home 
visitation, there has been a concerted effort to ensure 
that state and federal dollars are spent on programs 
that demonstrate improved outcomes for families 
and children. The federal Maternal, Infant, and Early 
Childhood Home Visitation Program (MIECHV), 
established by the Patient Protection and Affordable Care 
Act (ACA)1 in 2010, was allocated $1.5 billion over 
five years to strengthen and expand home visitation 
programs.2 Programs funded through MIECHV 
aim to promote maternal and child health, decrease 
child maltreatment, and promote school readiness 
and educational attainment.1 The legislation specifies 
that states must spend at least three-quarters of 
their funds implementing or strengthening evidence-
based programs—those that have been evaluated 
using rigorous scientific methods.a,3 The remaining 
quarter can be used for promising practices without 
an established evidence base to date. For all funded 
programs, states must pursue data collection and 
monitoring in six benchmark areas.b

The MIECHV requirements are intended to 
strengthen the impact of home visitation by prioritizing 
programs that have demonstrated positive results. 

However, the wide-scale implementation of evidence-
based programs is challenging because it requires state 
and local program administrators to translate research 
concepts and tools into the practice environment. 
Through MIECHV, states must also establish the 
infrastructure for program monitoring and evaluation 
in a short time.4, 5 Many states have collaborated with 
academic institutions or private research agencies to 
meet their immediate evaluation requirements. In the 
long term, the maturation of a strong evidence base for 
home visitation and funding security will depend upon 
sustained, rigorous evaluation efforts by state and local 
government agencies.6, 7 

In 2008, PolicyLab at The Children’s Hospital of 
Philadelphia was engaged by the Commonwealth  
of Pennsylvania to evaluate the Pennsylvania Nurse-
Family Partnership program. This brief distills the  
lessons learned from this evaluation and describes the 
strategies used to address some of the challenges tied 
to real-world program evaluation. 

The brief proceeds in three parts: First, we 
offer an overview of public health program 
evaluation. Second, we provide a short 
description of what we learned from PolicyLab’s  
home visitation evaluation. Finally, we describe 
how our findings can be meaningful for the 
broader home visitation community, highlighting 
three key program evaluation concepts from our 
work. This Evidence to Action brief is intended 
to be useful to state and local maternal and child 
home visitation program administrators as they 
make decisions regarding ongoing or planned  
program evaluation.

a  Approved models are based on the evaluation performed by the U.S. Department of Health and Human Services’-sponsored Home Visiting Evidence of 
Effectiveness (HomVEE) study (http://homvee.acf.hhs.gov/). If a state wishes to suggest an alternative program or believes HomVEE inappropriately evaluated their 
program of choice, a formal appeals process must be followed.7 

b  States are required to monitor and evaluate outcomes in the following six benchmark areas, using prescribed constructs, and report on improvement on at least four areas in 
a 3-year period and on all six at the end of the 5-year period: (1) maternal and newborn health; (2) child injuries, abuse, neglect or maltreatment and reduction of emergency 
department visits; (3) school readiness and achievement; (4) crime or domestic violence; (5) family economic self-sufficiency; and (6) coordination and referrals for other 
community resources and supports.6, 7
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OVERVIEW OF PUBLIC HEALTH PROGRAM EVALUATION
Evaluation is a systematic, planned process of gathering 
and analyzing information that answers program 
performance questions relevant to participating 
stakeholders.12 Public health program evaluation can 
occur in two distinct settings: experimental and real-
world. Programs being evaluated in experimental settings 
(e.g., a randomized controlled trial) are being tested for 
efficacy, i.e., whether the program has the potential to 
effect change when operating under ideal conditions. 
Programs being evaluated in a real-world setting are 
being evaluated for their effectiveness, i.e., whether the 
program effects change when implemented at a larger 
scale across multiple communities. Real-world program 
evaluation occurs in settings that are typically more 
complex, less controlled, and less resource-rich than an 
experimental setting.12, 13 

Within the context of evidence-based home visitation, 
the most pressing research agenda is that of effectiveness. 
There are largely two categories of effectiveness research: 
implementation evaluation and outcome evaluation.

Implementation evaluation answers questions about 
whether a program was implemented as originally 
intended. It provides information about the types and 
number of services offered, the number of people served, 
staffing arrangements and recruitment (outputs).14 In 
contrast, outcome evaluation is used to determine 
whether a program has had the intended effect (outcome) 
in the community it serves and whether the improvements 
can be attributed to the program.10 Programs of a defined 
duration are often evaluated at the end of their activities. 
However, periodic, ongoing outcome evaluation is critical 
to program improvement and sustainability.15 

A final consideration in program evaluation is evaluation 
design, which may be experimental, quasi-experimental, 
or non-experimental. Experimental designs, namely 
randomized trials, are associated with the highest strength 
of evidence for determining program efficacy and/or 
effectiveness. These designs are often employed to evaluate 
newly developed program models or program adaptations. 

Quasi-experimental designs are another important 
mechanism used to assess program effect, but lack the 
randomization feature of experimental designs and 
therefore may have increased vulnerability to bias. Quasi-
experimental designs enable large scale outcome evaluation 
in real-world settings. They typically compare program 
participants to demographically similar groups who have 

not received program services. In real-world evaluation 
settings, randomization may be unfeasible or inapplicable 
for a host of reasons, including ethical concerns about 
restricting access to services. PolicyLab’s evaluation of the 
Pennsylvania Nurse-Family Partnership is an example of 
a quasi-experimental outcome evaluation conducted in a 
real-world setting focusing on program effectiveness. 

Non-experimental designs (e.g., benchmarks or qualitative 
efforts) typically monitor program inputs and outputs or 
explore contextual information related to performance. 
Non-experimental designs do not include a comparison 
group and do not allow evaluators to appraise whether 
changes in outcomes should be attributed to the program. 

Evaluation designs can also be combined in mixed-
methods evaluations, which often feature quasi-
experimental designs in tandem with non-experimental 
qualitative research such as focus groups or interviews. 
Each evaluation design has utility depending on the 
research question of interest and the circumstances 
surrounding the evaluation.

FIGURE 1:

KEY TERMS
Efficacy – the beneficial effects of a program or policy under 

optimal conditions of delivery.8 

Effectiveness – the effects of a program or policy under 

more real-world conditions.8 

Program Evaluation – the systematic collection of 

information about the activities, characteristics, and outcomes 

of programs to make judgments about the program, improve 

program effectiveness, and/or inform decisions about future 

program development.9

Stakeholder – an individual or group interested in or affected  

by the program.10, 11 

Outputs – program structure and services delivered. 

Outcomes – specific changes associated with program 

participation; outcomes are linked with program objectives 

and can be knowledge, behavior, or health status related.

Implementation Evaluation – an assessment of program 

operations and activities.

Outcome Evaluation – an assessment of program effect on 

outcomes through experimental design.
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WHAT WE LEARNED
PolicyLab evaluated the Nurse-Family Partnership 
(NFP) following statewide implementation in 
Pennsylvania (PA). NFP is an evidence-based home 
visitation model serving more than 23,000 low-
income, first-time mothers each year in 42 states 
(www.nursefamilypartnership.org). The program 
is designed to improve pregnancy outcomes, child 
health and development, and family economic self-
sufficiency. Nurses visit mothers in their homes during 
pregnancy and for up to two years postpartum. At each 
visit, nurses provide education using a standardized 
curriculum. In PA, the program includes 24 agencies, 
operating in 40 of the state’s 67 counties. These 
agencies serve a racially, ethnically, and geographically 
diverse client base, including women from historically 
marginalized racial and ethnic groups, as well as women 
in rural areas. Program sites are administered by local 
health departments, nursing associations, community-
based organizations, health systems, or public-private 
partnerships. Sites also accept a wide range of referrals 
from community-based organizations, government 
agencies, and healthcare providers.

The PolicyLab evaluation compared PA NFP clients to 
women who were economically and demographically 
very similar but who had not enrolled in PA NFP. 
The study included approximately 6,000 NFP clients 
served by 24 sites from 2000 through 2007. PA NFP 
clients were compared to approximately 17,000  
first-time mothers of similar age, ethnicity, educational 
attainment, marital status, income, and residential location.c

This quasi-experimental evaluation focused on the 
following outcomes: (1) pregnancy spacing, (2) 
prenatal smoking cessation, and (3) child injuries in 
the first two years of life. 

PolicyLab’s evaluation of PA NFP revealed four key 
lessons related to public health evaluation. While the 
concepts highlighted here are described in previous 
evaluation literature,8, 13, 15 they present especially 
pertinent considerations for real-world evaluation 
of maternal and child home visitation programs. We 
illustrate these concepts with examples from PolicyLab’s 
evaluation in PA, in order to inform future efforts to 
develop evaluation plans. 

The four real-world program evaluation concepts are  
as follows:

1.  Program success is typically greatest under 
experimental conditions, a phenomenon that 
program evaluators and policymakers must consider 
and prepare for when evaluating programs in real-
world settings.

2.  Site-specific implementation evaluation is 
necessary to understand the reasons for variation in 
program effectiveness across sites.

3.  Outcome evaluation planning should take into 
account a potential lag in effectiveness following 
implementation and the potential for increase in 
effectiveness over time. 

4.  Engaging stakeholders enriches program evaluation. 
Additional qualitative data from program 
stakeholders can help evaluators interpret 
quantitative findings.

We discuss these concepts in greater detail and review 
findings from PolicyLab’s evaluation in the next 
section. Most importantly, we offer recommendations 
for each concept to strengthen meaningful real-world  
evaluation efforts.

c  Data for matching and subsequent analyses were provided by PA NFP and the Commonwealth of PA, including the Division of Vital Records,  
 the Department of Public Welfare
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While the results of randomized controlled trials 
provide valuable insight into program potential, they do 
not guarantee program success in real-world settings. 
Social and public health programs are typically less 
effective following wide-scale implementation than 
under experimental conditions. This phenomenon has 
been described as a “voltage drop” in effectiveness and 
is most likely due to changes associated with program 
expansion.16 By definition, widely implemented 
programs reach communities that may not have been 
represented in randomized trials, each with distinct 
clientele demographics, staff proficiency and training, 
funding mechanisms, health and social service system 
infrastructure, and social, cultural, and behavioral norms. 
Moreover, program expansion efforts are typically not 
as well-resourced as programs being evaluated by an 

experimental trial, despite the host of new elements 
to manage in the scale up. As a result, there is often a 
mismatch between the characteristics of the original 
program and the needs and resources of the expansion 
site. Mismatch typically occurs in three areas: (1) program 
participants, (2) program staff, and (3) administrative and 
community factors.17 

The challenges stemming from this mismatch are typified 
by the results of a recent PA effectiveness evaluation, 
which found no difference in the number of emergency 
department (ED) visits for serious childhood injuries 
between the children of NFP clients and those in the 
comparison group.18 In contrast, the first randomized trial 
of NFP in Elmira, New York, in 1977 found significantly 
fewer ED visits for accidents and poisoning in the 
second year of life among nurse-visited children who  
received NFP.19

Similarly, while the PolicyLab evaluation demonstrated 
a lower rate of rapid second pregnancies (defined as a 
second birth within 24 months of the first birth) among 
NFP clients than the comparison group, the effectiveness 
of the program in PA (17% of NFP clients had rapid 
second pregnancies, compared to 19% of the comparison 
group, a relative decrease of 11%.) was lower than the 
efficacy observed in the randomized trials of NFP  
(See Figure 2).20, 22 During the randomized trial in 

R A N D O M I Z E D  
T R I A L  

  R e a l - W o r l d     
E va l u at i o n

Exper i m ental SU CCESS:

R EAL-WO R LD SU CCESS:HV

HVF I D E L I T Y

STANDARDIZED
S U P P O R T
F I D E L I T Y
RESOURCES
STANDARDIZED

PA   N FP   Exa m ple

O utco m e:

Percent decrease in second 

births within 24 months 

RESOURCES

SUPPORT

$$$

11%   D ecr ease

37%   D ecr ease

FIGURE 2: Randomized Trials: Fortified by Design and Resource Supports
For further information on data used in Figures 2–5, see references 18, 20, and 24.

1   KEY CONCEPT: Real-world evaluation results will reflect 

implementation environments with fewer supports, resources, and 

standardization in comparison to randomized trial environments.

RESPONSE FOR EVALUATION: Set realistic targets, knowing 

that results from evaluation studies conducted under experimental 

conditions are likely to have demonstrated larger effects relative to 

the results that will be achieved under real-world conditions.
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Denver, Colorado (1994), 12% of NFP clients had a 
second birth within 24 months, compared to 19% among 
the comparison group, a relative decrease of 37%.21 

Although randomized trials produce evidence of a 
program’s potential in a particular setting, program 
success is influenced by many factors following real-world 
implementation, and positive results are not a certainty. 
The knowledge that real-world effects are likely to be 
smaller than those observed in efficacy studies should 
empower programs to continue monitoring outcomes. 

As programs broaden their impact by reaching new 
communities, ongoing outcome evaluation is critical to 
ensure that programs are proactive in identifying areas for 
targeted quality improvement.

that among assessments of program implementation 
(measured by fidelity, dosage, quality, and reach), 20% 
to 40% variation in implementation levels between 
sites or providers within a single program model  
was common.13 

The local environment in which a program is set to 
operate is also inextricably linked to the level of its success. 
Local context matters because home visitation programs 
primarily operate as behavior change interventions, 
wherein a home visitor provides education and support 
to facilitate the adoption of healthy behaviors by families. 
While behavior change interventions are a proven tool 
in public health, they often compete against or work 
alongside community-level norms and behaviors.

For instance, the evaluation of PA NFP success in 
achieving maternal smoking cessation found prenatal 
smoking cessation behavior to be strongly associated with 
local levels of community prenatal smoking. For each 
10% increase in community smoking, we observed a 30% 
decrease in the likelihood of a woman quitting smoking, 
irrespective of whether or not she was served by NFP 
(See Figure 3).24

Given inter-site variability in outcomes, it is crucial 
that programs do not limit themselves to aggregate 
evaluations, which summarize program effectiveness 
across multiple sites and large regions. Such aggregation 
will often omit important successes and failures. 
As such, meaningful evaluation should take into 
account performance and community norms at a  
site level.

As programs expand into highly diverse communities 
and are disparately administered and staffed, cross-site 
variability in program performance is also likely to rise. 
For example, PolicyLab’s PA NFP evaluation found 
variation across sites in rates of superficial injuries to 
young children of NFP clients; specifically, sites’ injury 
rates ranged from 3.5% to 24.6%.  Further, there was 
a large degree of variation in how much NFP client 
injury rates differed from rates in the comparison group. 
Nineteen sites experienced more injuries among NFP 
clients than those in the comparison group, and at five 
sites there were more injuries among the comparison 
group than NFP clients.

Variation between program sites may be attributed to 
differences in program implementation and in local context. 
Program implementation is an umbrella construct most 
commonly covering: fidelity to program model, quality 
of administration of program components, dosage of 
program administered, and program reach or coverage of 
the targeted population. As an example of the frequency 
of variability in this construct, a review of child and youth 
health prevention and promotion interventions noted 

2   KEY CONCEPT: Program performance is altered by the local 

context of the implementing site and the community it serves.

RESPONSE FOR EVALUATION: Collect data at the site 

level, knowing that some sites will be more effective than 

others, depending upon local resources and baseline population 

differences. Learn from program outliers, both those that exceed 

expectations and those that underperform.

“…effectiveness research studies programs 
under typical, not optimal conditions…” 23
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Public health program implementation must pass 
through several stages before new programs can function 
sustainably and effectively within a community.25  
Programs typically pass through stages of: installation, 
when the program acquires resources; initial 
implementation, when program staff are learning their 
roles and how to fill them most efficiently; and full 
operation, when staff skills are fully developed and the 
program has become integrated into the target community.25

The time required for new programs to progress through 
the stages of implementation is unique to each program 
and each community. However, all programs must pass 
through these stages in order to achieve maximum 
effectiveness. Programs that have not yet reached full 
operation will likely demonstrate poor outcomes or 
outcomes not applicable to the program’s future success. 

In the PolicyLab evaluation of PA NFP, we discovered 
that program effectiveness increased considerably 
between the initial implementation period and later 
stages of program operation. More specifically, we 
observed no significant differences between NFP clients 
and their comparison group in achieving recommended 
pregnancy spacing during the initial four years following 
program expansion (2000-2003), yet noted significant 
differences between the groups during the fifth and sixth 
year (2004-2005), with 19% of the comparison group 
having a second birth within 24 months compared to 
16.8% of NFP clients.20 Had our outcome evaluation 
focused on the initial implementation phase, or combined 
the entire period following dissemination, we would have 
erroneously concluded the program to be unsuccessful 
and undermined its potential to achieve a positive 
maternal health outcome (See Figure 4).

Setting realistic expectations for program evaluation 
results includes recognition of the delay in any new 
program’s ability to show effectiveness. With sparse 
resources for evaluation, it may be useful for evaluation 
efforts to defer outcome evaluation and prioritize 
implementation evaluation during program roll-out 
periods. Programs should disaggregate evaluation not 
only across sites (Key Concept 2), but also across time, to 
paint the most genuine portrayal of the program’s success 
and potential.

3   KEY CONCEPT: Program effectiveness increases over time 

following wide-scale implementation.

RESPONSE FOR EVALUATION: Select evaluation benchmarks 

that account for expected changes in effectiveness over time, 

including the likely lag from implementation to effectiveness.

FIGURE 3: Community Context Affects Program Outcomes
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Even in the most rigorous evaluations that employ a quasi-
experimental design with an appropriate comparison 
group, it is impossible to overcome the limitation that, 
by nature, observational data on programs over time are 
always subject to potential bias in interpretation. Unlike 
randomized trials, where the process of randomization 
inherently selects program recipients who share all the 
characteristics of non-program recipients, the real world 

of evaluation offers no such ease of comparison. For this 
reason, stakeholder engagement and qualitative research 
are useful evaluation resources that can add meaning and 
context to quantitative findings.

For example, prior trials and systematic reviews had 
revealed home visiting programs to have significant 
benefit in reducing early childhood injuries.19, 22, 26 In 
contrast, following implementation of NFP across 
Pennsylvania, injury rates, as measured by emergency 
department visits and hospitalizations, were detected to 
be higher overall among infants of women enrolled in 
the program compared to infants of women who were 
not enrolled in the program.18 The greatest differences 
were for superficial injuries (see Figure 5) but, even so, 
no program impact was detected for more serious injuries 
and for child abuse.    continued…

4   KEY CONCEPT: Engaging stakeholders enriches  

program evaluation.

RESPONSE FOR EVALUATION: Include program stakeholders 

in the evaluation process to inform the interpretation of findings for 

targeted quality improvement. 

FIGURE 5:  Qualitative Data Can Supplement Findings
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FIGURE 4: Program Effectiveness Increases With Time
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CONCLUSION
The complexity of maternal and child public health 
programs, coupled with the myriad internal and external 
forces that influence implementation, participation, 
and sustainability, makes evaluation challenging. At the 
same time, these attributes of public health programs 
make evaluation a linchpin to success. It is only through 
thoughtful, multi-faceted evaluation that programs can 
reach optimum performance. 

On an operational level, it is important to recognize that 
no evaluation can answer every question. Monitoring 
program outputs and the level of implementation 
processes alone does not inform stakeholders about 
the effectiveness of a program, and even the best 
single-design outcome evaluations do not capture 
the experiences of program staff and the families  
they serve. 

Even if limited in scope, well-planned evaluations can 
reap useful rewards. Using the meaningful evaluation 
principles of this brief would suggest, for example, 
that programs prioritize implementation evaluation 
measures over outcome evaluation measures during early 
implementation and expansion phases. This strategy 
provides information for quality improvement initiatives 
that can be rolled out early if implementation efforts are 

struggling. Similarly, this brief provides rationale for a 
mixed-method site-specific evaluation approach, inclusive 
of a qualitative component in addition to quantitative 
outcome metrics, to uncover how community norms (e.g., 
smoking and prenatal care utilization) or health-system 
infrastructure (e.g., referrals and funding) may affect 
program success at the site level. The PA effectiveness 
study featured in this brief underscores the power of 
quasi-experimental designs in answering a multitude of 
evaluation questions. Finally, this brief should help policy 
and program stakeholders set reasonable expectations for 
overall success at every stage. Programs can account for 
potentially weaker results than those witnessed during 
efficacy trials and site-to-site variation in performance, 
while simultaneously identifying areas of strength for 
reinforcement and target areas for improvement.

MIECHV offers an exciting opportunity to implement 
valuable evaluation of maternal and child home 
visitation efforts in states across the country. Beyond 
the confines of the MIECHV timeline, prioritizing 
sustained evaluation goals for home visitation 
programs is critical to building programs that flourish, 
rather than falter, as they serve increasing numbers of 
families and communities across the nation.

For those interested in data sources for the quasi-experimental methodologies discussed in this 
brief, we include an appendix with additional information.

At face value, it would be easy to conclude that, following 
implementation, the NFP program had failed to achieve 
the results that were demonstrated in efficacy trials. 
However, it is difficult to reach this conclusion with 
confidence using quantitative data alone. Ultimately, 
a reason for such conflicting data may be found, but 
arriving at this reason requires a careful approach with 
deeper qualitative study at the local level that can put the 
quantitative data into perspective. Interviews or focus 
groups at local program sites can be used to confirm 
whether additional selection differences between women 
who enrolled in the program versus women who did not 
enroll and were chosen for the comparison group might 
have biased the results (for example, higher rates of 
juvenile justice involvement among enrollees). 

Alternatively, such an approach might also reveal 
whether the curriculum was being delivered as intended 
(intervention fidelity), whether poor retention to the 
program may be interfering with program success, 
whether increased surveillance of families by home 
visitors may have influenced health care behaviors, or 
whether the return of mothers to school or work may 
have created unintended challenges to appropriate 
supervision and childcare for young infants. When 
such in-depth qualitative analyses are conducted among 
positive or negative outlier sites, best practices and quality 
improvement needs can be identified. 
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APPENDIX: DATA SOURCES FOR QUASI-EXPERIMENTAL EVALUATION
Reliable data are crucial to evaluation. While data on 
program outcomes can be extracted from program records, 
generating meaningful comparison group outcomes 
and community indicators can present a challenge in 
quasi-experimental outcome evaluations. This appendix 
suggests some potential sources for these data. In 
conducting evaluations, PolicyLab has often turned 
to administrative data sources and governmental data 
warehouses to generate such measures. Vital statistics, 
welfare and public insurance enrollment records, and 
publicly available community health indicator databases 
are the major sources of information utilized by the 
PolicyLab research team in home visitation evaluation. 
A number of other maternal-child home visiting quasi-
experimental evaluations have also used the above data 
sources to both extract additional information about 
program enrollees as well as to create comparison 
groups of nonparticipants.27-29 It is important to note 
that administrative data sources external to the program 
contain data that can be used in evaluating benchmarks 
prescribed by the MIECHV evaluation requirements.

Vital Statistics

Vital statics are records, collected by each state, that  
include birth and death records. Birth certificate files 
are of particular interest to evaluators of maternal 
and child health programs as they contain detailed 
parental demographic and health information as well 
as birth outcome information. While individual-level 
data on births and deaths are highly protected,d states 
often make aggregate statistics available to the public. 
Demographic information, prenatal tobacco use, and 
inter-birth intervals are examples of the information 
extractable from birth certificate data.

Welfare and insurance Enrollment Records

Each state maintains welfare records and records of 
public insurance enrollment among its residents. This 
data is inclusive of programs such as TANF, SNAP, SSI, 
Medicaid and state-financed public programs. Such 
records can be used to build comparison groups of women 
not receiving home visitation services via the extraction 
of public-service eligibility to serve as an indicator of risk. 
Additionally, these data provide information on critical 
child health outcomes, such as injury-related emergency 
department visits, which can be extracted from Medicaid 
claim files.

Public Health Databases

Finally, while individual-level data are an essential 
component to quasi-experimental designs, they often 
are not useful to assess the risk profile of a community 
as a whole. A number of resources report public health 
measures at the county and state levels and present 
timely data for evaluating the health and well-being of 
communities served by home visitation programs. These 
public health databases include the U.S. Department of 
Health and Human Services (HHS) Community Health 
Status Indicators database,e the HHS Leading Health 
Indicators database,f and the federal, state, and industry-
run H-CUP KIDS database.g 

Though this is a broad sampling of data sources useful 
in quasi-experimental evaluation of home visitation 
programs, it is not an exhaustive list. Home visitation 
programs should carefully assess their unique target 
populations and desired outcomes in order to determine 
the best sources for comparison data. 

d  Individual-level (i.e. non-aggregate) vital statistics, welfare and public insurance enrollment data are highly protected. Access to such records is contingent on research 
need and ability to safeguard data. Often, data use agreements with appropriate state agency charged with maintaining such data are the mechanism of data access. 
Relevant state agencies for inquiries about the appropriate protocols for obtaining data records include Departments of Health, Departments of Public Welfare, or the 
equivalent state bodies.

e  http://www.communityhealth.hhs.gov
f  http://www.healthypeople.gov/2020/LHI/default.aspx
g  http://www.hcup-us.ahrq.gov
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