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Chairman Reichert, Ranking Member Doggett, and Members of the Ways and Means Subcommittee on 
Human Resources: 
 
I appreciate the opportunity to testify on the Maternal, Infant, and Early Childhood Home Visiting 
Program (MIECHV) Program. As brief background, the Coalition for Evidence-Based Policy is a 
nonprofit, nonpartisan organization, established in 2001. We work with federal officials to increase the 
effectiveness of government social spending through rigorous evidence about “what works,” and the core 
ideas we have advanced have helped shape evidence-based reforms enacted into law and policy during 
both the Bush and Obama Administrations. We are not affiliated with any programs or program models, 
and have no financial interest in any of the policy ideas we support, so we serve as a neutral, independent 
resource to policy officials on evidence-based programs. Our work is funded primarily by national 
philanthropic foundations. 

 
Brief overview of my testimony 

 
We strongly recommend reauthorization of MIECHV for the following reasons: 

 
• MIECHV represents an important, bipartisan departure from the usual approach to social spending: it 

uses scientific evidence of effectiveness as a main factor in determining which activities to fund. 
 

• This evidence-based design is important because there is great variation in the effectiveness of 
different home visiting program activities (“models”). Rigorous studies have identified several models 
that produce major improvements in the lives of children and mothers – such as 20-50% reductions in 
child maltreatment – as well as a larger number of models that produce no meaningful effects. 
 

• MIECHV’s evidence-based design has succeeded, in part, in focusing funds on the subset of 
effective models; and, with a few modest revisions, it could do even better. 

 
 
I. MIECHV represents an important, bipartisan departure from the usual approach to social spending: 

it uses scientific evidence of effectiveness as a main factor in determining which activities to fund. 
 

A. The usual approach: Most large social programs are set up as funding “faucets,” providing 
monetary support to a diverse array of state/local activities with little regard to evidence 
about which are effective. This is true, for example, of federal programs like Head Start, Title I 
at the Department of Education, Foster Care, and the Workforce Investment Act. By design, such 
programs allocate large streams of money to state and local agencies – sometimes through a 
funding formula, sometimes through competition – to support a wide range of activities. Rigorous 
evidence about which activities are effective or ineffective has little say in which activities get 
funded. 
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B. The problem with this approach: Activities that produce weak or no effects may get funded 
in perpetuity under these faucets, whereas highly effective activities may never be funded.  

 
C. MIECHV is different: In both the Bush Administration’s 2007 pilot, and the full program as 

implemented in the Obama Administration, rigorous evidence has been a central criterion 
used to allocate funds. Specifically, the pilot for MIECHV, as proposed by President Bush and 
enacted by Congress in 2007, directed the Department of Health and Human Services (HHS) to 
“ensure that States use the funds to support [home visiting program] models that have been 
shown, in well-designed randomized controlled trials, to produce sizeable, sustained effects on 
important child outcomes such as abuse and neglect.”1 Well-designed randomized controlled 
trials are widely considered the strongest scientific method for evaluating the effectiveness of a 
program or project.  
 
Similarly, the full MIECHV program, as proposed by President Obama and enacted by Congress 
in 2010, directs HHS to allocate at least 75 percent of the program’s funds to “evidence-based” 
home visiting models. The full program uses a slightly different, but still rigorous, standard to 
determine what qualifies as evidence based. It also allows up to 25 percent of the funds to support 
the implementation of promising new home visiting models, coupled with a requirement for a 
rigorous evaluation to determine whether they really work. If found effective, these new models 
can qualify as evidence based, thereby building the number of proven models over time that are 
eligible for the larger funding amounts.  
 

II. Why it matters: Rigorous studies have identified several home visiting program models that are 
highly effective, as well as a larger number that are not effective.  

 
Rigorous evaluations, by measuring program models’ true effect on objectively important outcomes 
such as child maltreatment rates, children’s cognitive/educational development, and family income, are 
able to distinguish those that produce sizable effects from those that do not.  
 
A. Home visiting models found highly effective in rigorous evaluations include:   

 
1. Nurse-Family Partnership: Rigorously shown to reduce child maltreatment by 20-50% 

and, for the most at-risk children, improve educational outcomes (e.g., 8% higher GPA).  
 

The Nurse-Family Partnership (NFP) is a nurse home visitation program for low-income, 
first-time mothers. NFP has been shown in three well-conducted randomized controlled trials 
to produce major, long-term improvements in participants’ life outcomes, such as: (i) 20-50% 
reductions in child abuse/neglect and injuries; (ii) 10-20% reductions in mothers’ subsequent 
births during their late teens and early twenties; and (iii) sizable improvements in cognitive 
and educational outcomes for children of the most at-risk mothers (e.g., 8% higher reading 
and math grade point averages in grade 1-6). 

 
In addition to these benefits, recently-published reports from the ongoing trial in Memphis, 
Tennessee show, 12 years after the women gave birth, a $1,113 reduction in annual government 
spending per woman on welfare, food stamps, and Medicaid during the 12 years. As a result, 
the total discounted government savings over the 12 years ($13,350) more than offset the 
program’s cost ($12,493).2  
 

2. Child FIRST: Rigorously shown to reduce suspected child maltreatment by 33% and to 
reduce early childhood conduct and development problems by 40-70%.  
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Child FIRST (Child and Family Interagency Resource, Support, and Training) is a home 
visitation program for low-income families with young children at high risk of emotional, 
behavioral, or developmental problems, or child maltreatment. Families are visited in their 
homes by a trained clinical team consisting of a master’s level developmental/ mental health 
clinician, and a care coordinator.  
 
Child FIRST has been evaluated in a well-conducted randomized controlled trial with a sample 
of 157 families, carried out in Bridgeport, Connecticut. At the one-year follow-up, the study 
found 40-70% reductions in serious levels of (i) child conduct and language development 
problems, and (ii) mothers’ psychological distress. At the three-year follow-up, the study found 
a 33% reduction in families’ involvement with child protective services (CPS) for possible 
child maltreatment.  

 
B. Such examples of effectiveness are a subset that have emerged from testing a larger pool; some 

other rigorously-evaluated home visiting models have been found to produce few or no effects. 
 
1. Example: HHS's Comprehensive Child Development Program – a 1990s paraprofessional 

home visiting program found to produce no meaningful effects on participants’ lives. In 
this program, trained paraprofessionals provided home visits to families with young children, 
designed to teach parenting skills and connect families with community services. HHS 
sponsored a large randomized controlled trial of the program, with a sample of 4410 families at 
21 projects sites. At the five-year follow-up, the study found the program was well-
implemented, yet unfortunately produced no effects on the hoped-for outcomes, including (i) 
children's cognitive and social development, (ii) child health, and (iii) parents' economic self-
sufficiency.3   

 
2. More generally: Two recent, impartial reviews of the home visiting evidence found several 

models to be effective or promising, but a larger number to produce no important effects. 
One of the reviews, conducted by our organization, examined home visiting studies identified 
by HHS as high quality randomized controlled trials, to see whether these studies found 
statistically-significant effects that were of policy or practical importance. The review found 
three models whose evidence provided “strong” or “medium” confidence that the model 
produced important improvements in participants’ lives, and four others whose evidence 
provided “low” confidence.4 
 
These findings are consistent with a separate 2009 evidence review by MacMillan et. al., 
published in The Lancet, which found that: “Despite the promotion of a broad range of early 
childhood home-visiting programmes, most of these have not been shown to reduce physical 
abuse and neglect when assessed using [randomized controlled trials] …. Two programmes, 
the Nurse-Family Partnership developed in the USA and the Early Start programme in 
New Zealand have, however, shown significant benefits.5 
 

3. This pattern, in which only a minority of rigorously-evaluated approaches are found effective, 
is not unique to home visitation but occurs in most fields where rigorous trials are conducted, 
such as medicine, business, K-12 education, and employment/training policy.6    
 

C. Thus, if MIECHV were to allocate its funds the usual way – without regard to rigorous 
evidence – it would likely produce only weak effects, because the impact from the effective 
models that are funded would likely be diluted out by the lack of impact from the majority of 
models. 

 



 

4 
 

III. MIECHV’s evidence-based design has succeeded, in part, in focusing funds on the subset of 
effective models; and, with a few modest revisions, it could do even better. 

 
A. As an example of MIECHV’s evidence focus: roughly two-thirds of its 2013 grant awards are 

funding implementation of NFP – the model with the strongest evidence of effectiveness, as 
described above. Another model – Healthy Families America, which has a weaker evidence base – 
is also being funded in about two-thirds of the grants.7 (The fraction of MIECHV funding going 
toward NFP is likely to be lower than two-thirds since the large majority of grantees using NFP are 
also implementing other models.)   

 
B. We believe this is a major achievement and, based on the evidence cited above, likely to 

produce important improvements in the lives of thousands of at-risk children and mothers. 
To confirm whether such effects occur, HHS has commissioned a large randomized evaluation of 
NFP and three other home visiting models being widely implemented under MIECHV. The study 
will be able to confirm whether NFP continues to produce the sizable impacts found in prior 
research; it will also determine whether the other models are able to achieve such impacts.    
 

C. To further strengthen MIECHV’s evidence focus, we recommend modest revisions in the 
statute’s standard for determining whether a model is “evidence based.” For example, the 
current standard, as set out in the authorizing statute and implemented by HHS, focuses on 
whether rigorous evaluations have found that the model produced statistically-significant effects, 
but not on whether these effects have policy or practical importance. This has opened a loophole, 
allowing several models to qualify as evidence based solely on the basis of statistically-
significant effects, even if those effects were (i) on trivial outcomes; (ii) so small in size as to be 
of little practical importance; or (iii) likely to be chance findings (e.g., because the studies 
measured a large number of outcomes).  

 
As an illustrative examples: 
 
• MIECHV identified the Healthy Steps home visiting model as “evidence based” based on 

very small, short-term effects, such as a statistically-significant increase in the percent of 
mothers bringing their child for a doctor visit at one month of age from 95% (for the 
control group), to 97% (for the treatment group). The effects, found in a well-conducted 
randomized trial, reached statistical significance only because the trial had a very large 
sample. Meanwhile, the trial found no effects on any of the more final, policy-important 
outcomes that it measured (e.g., child behavior, development, social skills, and 
health/safety at age 5-6).8 
 

• MIECHV identified the Parents as Teachers home visiting model as “evidence-based” 
based on four randomized trials that, as described in HHS’s evidence review, measured a 
total of 208 outcomes and found  (i) 5 statistically-significant positive effects (e.g., on child 
competence in playing with a new toy); and (ii) 6 statistically-significant adverse effects 
(e.g., on mothers’ acceptance of child behavior).9 Such effects – both the positive and 
adverse – could easily have appeared by chance given the large number of outcomes 
measured.10 Thus, a reasonable interpretation of these findings is that the program produced 
no important effects one way or the other.  

 
We believe that modest revisions to MIECHV’s evidence standard could close this loophole and 
strengthen MIECHV’s focus on models rigorously shown to produce important improvements in 
participants’ lives. As one possible approach, MIECHV might borrow elements of the evidence 
standard used in the Department of Education’s evidence-based Investing in Innovation program. 
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That program requires evidence from scientifically rigorous studies that the program model has 
“a statistically significant, substantial, and important effect on improving student achievement or 
student growth, closing achievement gaps, decreasing dropout rates, increasing high school 
graduation rates, or increasing college enrollment and completion rates.” A similar standard 
could be used in MIECHV, with appropriate adaptations (including a different set of policy-
important outcome measures tailored to home visiting as opposed to K-12 education). 
 

IV. Conclusion: We strongly support the reauthorization of MIECHV, and would welcome an 
opportunity to work with the Committee on steps, such as the above, to further strengthen the 
program as the reauthorization process goes forward.   
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