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MATERNAL, INFANT, AND EARLY CHILDHOOD
HOME VISITING (MIECHV) PROGRAM

WEDNESDAY, APRIL 2, 2014

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON WAYS AND MEANS,
SUBCOMMITTEE ON HUMAN RESOURCES,
Washington, DC.

The subcommittee met, pursuant to notice, at 2:10 p.m. in Room
1100 Longworth House Office Building, the Honorable Dave
Reichert [chairman of the subcommittee] presiding.

[The advisory of the hearing follows:]

o))
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HEARING ADVISORY

FROM THE COMMITTEE ON WAYS AND MEANS

Chairman Reichert Announces Hearing on the
Maternal, Infant, and Early Childhood
Home Visiting (MIECHV) Program

1100 Longworth House Office Building at 2:00 PM
Washington, Mar 26, 2014

Congressman Dave Reichert (R-WA), Chairman of the Subcommittee on Human
Resources of the Committee on Ways and Means, today announced that the Sub-
committee will hold a hearing on the Federal Maternal, Infant, and Early Childhood
Home Visiting (MIECHYV) program. The hearing will take place at 2:00 p.m. on
Wet}gesday, April 2, 2014, in room 1100 of the Longworth House Office
Building.

In view of the limited time available to hear from witnesses, oral testimony at
this hearing will be from invited witnesses only. Witnesses will include practitioners
involved in providing home visiting services, a former recipient of these services,
and experts on the effectiveness of home visiting programs. However, any individual
or organization not scheduled for an oral appearance may submit a written state-
ment for consideration by the Committee and for inclusion in the printed record of
the hearing.

In announcing the hearing, Chairman Reichert stated, “We all know it’s better
to prevent a problem than to try and correct it after things have gone
wrong. Yet in many cases, the Federal Government does just that by only
attempting to treat problems instead of focusing on prevention. One of the
goals of the new federal home visiting program is to help families and chil-
dren before problems arise. With the reauthorization of that program pend-
ing, it’s time to review whether it is really making that hoped-for dif-
ference. I look forward to hearing more about how home visiting programs
are working, how we can ensure we’re investing in what really works, and
whether we’re getting the quality results that at-risk children and families
deserve and taxpayers expect.”

BACKGROUND:

Home visiting programs have operated for many years, delivering services to ex-
pectant and new mothers designed to improve a variety of outcomes and using a
mix of public and private resources. One of the most successful approaches has in-
volved a trained nurse who visits a parent and child in their home on a frequent
basis to provide ongoing services to the family. However, many different types of
home visiting programs exist, and these programs may focus on improving child de-
velopment, increasing parenting skills, reducing the likelihood of child abuse or ne-
glect, or increasing economic wellbeing.

Begun in 2010, the Federal Maternal, Infant, and Early Childhood Home Visiting
program (MIECHYV) was designed to strengthen existing maternal and child health
programs, provide services to improve outcomes for families in at-risk communities,
and better coordinate services in communities. Under the MIECHV program, at-risk
communities are identified through statewide assessments examining areas with
concentrations of poor child health outcomes and other difficulties such as high pov-
erty, crime, or unemployment. States then specify how they will serve these commu-
nities using an evidence-based home visiting model, and funding is provided based
on each state’s proportion of preschool children in families with income below the
poverty level. While the bulk of program funding must be used to provide services
through home visiting models with evidence of effectiveness as determined by the
Department of Health and Human Services (HHS), up to 25 percent of total funding
can be used to fund promising, but still unproven, approaches. Funding for the
MIECHYV program in FY 2014 is $400 million. The program’s current authorization



3

expires at the end of FY 2014. The Administration’s FY 2015 budget calls for the
program’s reauthorization as well as a total of $15 billion in funding over the next
10 years.

FOCUS OF THE HEARING:

This hearing will focus on the MIECHYV program, including what is known about
whether services funded by the program have improved outcomes for young children
and their parents and how Congress can determine whether spending on such serv-
ices can produce the best results for at-risk families.

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 “Hearings.” Select the hearing for which you
would like to submit, and click on the link entitled, “Please click here to submit a
statement or letter for the record.” Once you have followed the online instructions,
submit all requested information. Attach your submission as a Word document, in
compliance with the formatting requirements listed below, by April 16, 2014. Fi-
nally, please note that due to the change in House mail policy, the U.S. Capitol Po-
lice will refuse sealed-package deliveries to all House Office Buildings. For ques-
tions, or if you encounter technical problems, please call (202) 225-1721 or (202)
225-3625.

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 format and MUST
NOT exceed a total of 10 pages, including attachments. Witnesses and submitters 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 online at http:/
www.waysandmeans.house.gov/.

Chairman REICHERT. Well, good morning, and welcome to all
of you, and thank you all for being here to testify, and thank you
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all for coming to listen, and thank I the Members for being here
today to participate in today’s hearing.

So, today’s hearing is on the new federal Maternal, Infant, and
Early Childhood Home Visiting program. Someone apparently
thought naming a program MIECHV made sense.

[Laughter.]

Chairman REICHERT. But, fortunately, we have the pronuncia-
tion of this acronym, and it is relatively simple: MIECHV Program.
So I am going to stick with that, if you guys don’t mind.

At its core, this program is designed to improve outcomes for
children and families who face the greatest risk for abuse and ne-
glect and a host of other problems that place too many kids far be-
hind on the road of life. Small home visiting programs have oper-
ated for decades using a mix of federal, state, and private funds.
But the MIECHV program, when it was created in 2010, marked
the first time there was dedicated federal funding for this purpose.

Our purpose today is to review what we know about the effects
of this program, so we can begin thinking about next steps. Earlier
this week we got a little more time with the program’s extension
through March 20 of 2015. But there is a lot to consider here, so
it is good that we have a head start.

For instance, we need to review whether the actual outcomes of
this program are living up to its promise, in terms of producing
better outcomes for children and families. We also need to think
about whether the program’s mix of supporting proven and prom-
ising approaches continues to make sense. And we should consider
whether this program should continue to have 100 percent federal
funding, especially since some of the positive outcomes we hope to
see will benefit our state partners.

For my part, I am interested in how we can apply the basic dis-
cipline of this program, which uses taxpayer funds to support what
we know works to help children and families. Two other govern-
ment programs today can’t say the same thing. Fortunately, we
have the—a distinguished set of experts to help us sort through
these questions more thoroughly today, and that list includes a
service provider and recipient of home visitation services from my
home state of Washington, so we will have an opportunity to ask
some real how-does-this-work-at-the-ground-level questions.

We welcome all of our witnesses today, and we look forward to
their testimony.

Chairman REICHERT. Mr. Doggett, would you care to make an
opening statement?

Mr. DOGGETT. Thank you very much, Mr. Chairman. And I
share the objectives that you just outlined. We have heard so much
over the last several years in this Subcommittee about the extent
of maltreatment and abuse of children across the country, and the
need to focus more of our resources not just on responding to that
abuse after it has occurred, but what can we do to prevent mal-
treatment.

The enactment of this federal home visiting program, building on
the experience of many local and state initiatives that were already
existing back in 2010 I think was an important step forward. It is
an investment in prevention and future development of children. I
believe there is considerable evidence that this is a wise invest-
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ment, though, as some of our witnesses point out, it may be dif-
ficult to quantify all aspects of the benefits. And this cannot be a
one-size-fits-all kind of approach, because these are families with
children in different kinds of positions, and we need to adapt the
program and look for the most cost-effective way to reach the larg-
est number of children.

It is not surprising that a group representing some 5,000 law en-
forcement officers around the country fight crime, invest in kids,
has recognized that if you have good home visiting programs, they
will need to visit, as law enforcement officers, fewer homes and
other places where violence or crime occurs.

The decision last week of the House to continue this program on
a temporary extension of one—another year of funding into next
spring represents some progress. I think we need a little more cer-
tainty than going from year to year, or six months to six months.

There has been good benefit from this program in the State of
Texas, in both the City of San Antonio and in the City of Austin
and the surrounding areas, there have been programs that have
benefitted from the Nurse Family Partnership, and there has been
investment from the State of Texas that has been important. Be-
tween, really, just over the three years of MIECHV, the State of
Texas has received about $50 million, a significant amount of
money, but perhaps not that significant, compared to the needs
that exist there. The money has not been spent in a vacuum; the
state has worked to try to build a network of high-quality pro-
grams, and to invest some of its own money in these programs.

The division of monies in MIECHV so that some of it is focused
on evidence-based—most of it is focused on evidence-based pro-
grams, important that we have evidence-based programs, but that
we also continue to look at a few programs that are new and inno-
vative, so that we can assure that we are pursuing every alter-
native that would be cost efficient in this area.

Mr. Chairman, I would explain to the witnesses that at the same
time this hearing is taking place, the House Budget Committee is
marking up a resolution that I really think would threaten the con-
tinuation of home visiting, child abuse services generally, and a
wide range of social services. So we will be having recurrent votes
this afternoon there, and I will be in and out, with no disrespect
to our very diverse and experienced panel, so that we raise appro-
priate issues in the course of the budget resolution.

And I thank you, and yield back.

Chairman REICHERT. I thank you, Mr. Doggett. And, without
objection, each Member will have the opportunity to submit a writ-
ten statement and have it included in the record at this point.

And I want to remind our witnesses to please try and limit their
oral testimony to five minutes. All of your testimony will be in-
cluded in the record.

Our panel this afternoon is made up of five folks, as everyone
can see. And our first witness this afternoon is Crystal Towne, RN,
Nurse-Family Partnership Home Visitor, Yakima Valley Memorial
Hospital. Welcome.

Sherene Sucilla, a former Nurse-Family Partnership Program
participant; Darcy Lowell, CEO, Child First; Jon Baron, president,



6

Coalition for Evidence-Based Policy; and Rebecca Kilburn, senior
economist, RAND Corporation. Welcome to all of you.
And, Ms. Towne, you are recognized for five minutes.

STATEMENT OF CRYSTAL TOWNE, RN, NURSE-FAMILY PART-
NERSHIP HOME VISITOR, YAKIMA VALLEY MEMORIAL HOS-
PITAL

Ms. TOWNE. Good afternoon, Chairman Reichert, Ranking
Member Doggett, and Members of the Subcommittee. Thank you
for this opportunity to testify on behalf of the Nurse-Family Part-
nership Program in support of evidence-based home visiting.

I am Crystal Towne, and I am a nurse home visitor for Yakima
Valley Memorial Hospital in Yakima County, and have been a
nurse home visitor since 2003. I am here with one of my former
clients, Sherene Sucilla, who graduated from the Nurse-Family
Partnership Program two years ago, and is a wonderful example of
how this innovative program can empower young mothers to suc-
ceed. I am here in support of the MIECHV program, which is cur-
rently serving 80,000 families nationwide, including our Yakima
County NFP program.

In Washington, NFP is one of several home visiting models of-
fered as part of a continuum of services that are supported at the
state level. A higher percentage of pre-term and low birthweight
babies, an agriculturally-driven economy, low high school gradua-
tion rates, and high gang activity in the area make NFP a critical
element of the county’s continuum of services.

As a nurse home visitor, I work with first-time, low-income moth-
ers and their families over the course of a little over two years. I
visit each client in their homes approximately every other week,
and I have a caseload of no more than 25 clients at one time. These
visits begin early in pregnancy, and last until the child’s second
birthday. Through these, I empower each client to have a healthy
pregnancy, improve her child’s health and development, and set
goals to achieve economic self-sufficiency. I do this by meeting the
mom where she is at at the time, not where I would like her to
be. In NFP we call this a client-centered approach.

The NFP curriculum guides us to talk about the right issues at
the right time, such as how can I stay healthy in pregnancy. What
do I do when I am stressed out? How can I set goals for my life?
Breastfeeding and infant attachment. The trust I build with my cli-
ents begins the moment I walk through their door for the first
time.

Sometimes my initial visit is filled with laughter and joy. But
often times, when serving a young client especially, it is filled with
great insecurity. The things that I hear most often are, “My par-
ents are so angry with me. My boyfriend is no longer there for me.
My friends don’t understand why I won’t go out to parties any
more. I am so lonely.” I listen to their story for the next two-and-
a-half years, building on our trusting relationship. I listen to cli-
ents who experience mental illness, intimate partner violence, sub-
stance abuse, living in poverty, lack of family support, and health
disparities.

Sherene is one of hundreds of stories I have had the honor to
hear. She is a truly amazing woman and I am so proud to have
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the opportunity to have been her nurse, her counselor, her life
coach, her confidante, her support system, and, most importantly,
I am her friend. Every client’s story is unique. But since she is here
with me today, I would like to share my experience as Sherene’s
home visiting nurse.

On May 6, 2010, I knocked on her front door for the first time.
I did not know much about her, only that she was 10 weeks preg-
nant, and she had been in several foster care homes throughout
her youth. During our first encounter, I wanted to ask her several
questions, but I did not. I listened. I wondered how a young woman
could appear so happy and speak about her goals for her future
and her hopes and dreams, but have several scars on her arms. We
never have talked about those scars. It didn’t need to be said. I rec-
ognized that Sherene’s smile didn’t always come easily. But, de-
spite her past and future challenges, Sherene is a truly resilient
woman who has the hope and the drive to provide a better life for
her child.

Since we have ended the program two years later, today Sherene
has a job she loves. She is self-sufficient. She is living in a wonder-
ful home. And she is actively involved in her son’s life. She has not
given up on continuing her dream for continuing her education.
But sometimes being a great parent means postponing some of
those personal goals.

In closing, NFP applauds the subcommittee and the larger body
of Congress for support of the MIECHV program. Thank you again
for this opportunity to testify before you today. I appreciate it.

[The prepared statement of Ms. Towne follows:]
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Chairman REICHERT. Well, thank you, Ms. Towne. And we ap-
plaud you for your hard work. And we know that you can’t do this
work without becoming a friend to those that you help.

Ms. TOWNE. Yes.

Chairman REICHERT. And thank you for having the heart of a
servant.

Ms. TOWNE. Thank you.

Chairman REICHERT. You are welcome. Thank you, Ms. Towne.
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Ms. Sucilla, you are recognized.

STATEMENT OF SHERENE SUCILLA, FORMER NURSE FAMILY
PARTNERSHIP (NFP) PROGRAM PARTICIPANT

Ms. SUCILLA. Good afternoon, Chairman Reichert, Ranking
Member Doggett, and Members of the Subcommittee. Thank you
for the opportunity to testify on behalf of the Nurse-Family Part-
nership Program in support of evidence-based home visiting and
the Maternal, Infant, and Early Childhood Home Visiting Program.
My name is Sherene Sucilla, and I was a client with the Nurse-
Family Partnership Program delivered by the Yakima Valley Me-
morial Hospital in Yakima, Washington. And I am the incredibly
proud mother of my son, Andrew, who is now four years old.

As a client, I received regular visits about every other week from
my NFP nurse home visitor, Crystal Towne, starting when I was
just a couple of months pregnant, through my son’s second birth-
day. I am here on behalf of the mothers like me, the children like
my son, Andrew, and families like our own, in support of home vis-
iting. I am honored to be here today, to get to thank you all in per-
son for your commitment to improving the health and well-being of
children and dedicated funding for evidence home-based visiting
programs.

This program has meant so much to me and my family, and I
know that if every mom could be here today to share their experi-
ence with you, they would be, because it really is a changing expe-
rience to be here—to be in this program, excuse me.

I grew up in Yakima, Washington. When I was 12 years old I
went into foster care and remained there through my 18th birth-
day. In those six years I attended seven high schools, which made
it very difficult to graduate on time, because I didn’t go to school
in the same district, so the credits didn’t transfer properly. But I
did graduate on time, through a lot of hard work. While being in
foster care isn’t an experience I would wish on any child growing
up, I would say that that experience has shaped who I am today.

When I was younger, my mom wasn’t really a mom. I didn’t real-
ly have a role model for parenting. And so, when I found out I was
pregnant, I didn’t really know what to do. I didn’t have anything
to go off of, and I was really scared, and I was in this by myself.

I heard about the Nurse-Family Partnership Program through
my doctor’s office when I found out I was pregnant. Because I was
a first-time mom and I met other eligibility requirements, they re-
ferred me to the Yakima Valley Memorial Hospital NFP program
and Crystal, and I was set up with an appointment for Crystal to
come to my home and talk more about the program. After our first
meeting, I knew that this was the right program for me, and I
looked forward to our regular home visits.

At that point I was new to everything when it came to parenting.
But Crystal was a huge help to me and my family. She helped me
build confidence and open doors for me to set goals for my life, for
myself, and for my family. She helped me find other services I
needed, such as dental care, and she would take my blood pressure
when I was pregnant, to make sure that I was doing okay. And
when I had trouble breastfeeding, Crystal had a breast pump
overnighted to me.
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And at one point when I was nursing I was afraid that my son
wasn’t getting enough to grow at a healthy rate, but Crystal would
bring a scale, and we would weigh Andrew every week, and she re-
assured me that he was getting what he needed to grow well and
according to schedule. That was the first major moment for me,
where I felt like I was doing a good job, that I was a good mother,
and that I was getting him what he needed. And now, at four years
old, I can often say that he is the tallest kid in his class.

I was also nervous about his development. Like every parent, you
want to make sure that your baby or child is keeping up with dif-
ferent milestones, and I didn’t know how to assess that. But Crys-
tal would bring in questionnaires called the Ages and Stages Ques-
tionnaire, or ASQ, to assess his development at different points in
time, and we would know that his development was on track.

I remember throughout the program Crystal would say to me
that my son Andrew was a very caring person from a very young
age. He was about 13 months when Crystal first commented on
how sweet he was. He would give Crystal a hug and actually pat
her on the back. At the end of each visit she would leave a form
with lots of different feedback, including highlights from that visit,
what our next visit would be about, and what I needed to do before
our next visit. Looking back at one of the forms, Crystal mentioned
how I was raising such a sweet and loving child that his hugs and
pats melted her heart.

Crystal was able to point out to me these different signs he was
showing of being a very caring human being, even when he was
just a toddler, and I remember realizing that if I was raising a son
that loving, I really was doing something right, as a parent.

When I found out I was pregnant, I worked at a barbecue stand.
When Crystal and I started talking about my future, she helped me
look into going back to school. Ultimately, I ended up getting a job
and a great career through steps I took when Andrew was younger.
I now work in accounts payable for a local heating and air condi-
tioning company, and I have been there for about a year-and-a-half.
And I have great job security, as I am the only one in the office
doing what I do.

It has been really special and wonderful to look back at all the
records that I have while in this program. I have a big binder of
all the work, the pictures, and activities that we did. And it is love-
ly. I can go back and read all my thoughts and feelings from the
beginning of my pregnancy to his age of two, when he turned two,
and that is really special for us, now that he is four, we can go
back and look at everything.

I really hope that Congress will continue supporting the
MIECHV program, which supports great programs like NFP.
Thank you again for the opportunity to testify today.

[The prepared statement of Ms. Sucilla follows:]
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Good afternoon Chairman Reichert, Ranking Member Doggett, and Members of the Subcommittee.
Thank you for the opportunity to testify on behalf of the Nurse-Famuly Partnership (NI'P) program
in support of evidence-based home visiting and the Maternal, Infant, and Early Childhood Home
Visitng (MIECHY) program.

My name is Sherenc Sucilla, and T was a client with the Nurse-Family Partnership program delivered
by the Yakima Valley Memorial Hospital in Yakima, WA, and T am the incredibly proud mother of
my son Andrew who is now 4-years old. As a client, I received regular visits about every other week
from my NHP Nursc Home Visitor, Crystal T'owne, starting when 1 was just a couple of months
pregnant through my son’s sccond birthday. Tam here on behalf of the mothers like me, the
children tike my son Andrew, and familics like our own, in support of the federal Maternal, Infant,
and Farly Childhood I'lome Visiting (MIECHY) Program. 1 am honoted to be here today to get to
thank Chairman Reichert and the Members of this Subcommitree in person for their commitment to
improving the health and well-being of children with dedicated funding for evidence-based home
visiting programs. This program has meant so much to me and my family, and T know that if cvery
mom could be here today to talk about their experience with Nurse-Family Partnership, they would
be, because it is truly a life changing experience to be part of this program.

I grew up in Yakima, WA, When I was 12-years old, I went into foster care and remained there
through my 18" birthday. Tn those six years, T atrended seven different schools, and they weren’t
abways in the same district. This made it ditficult to graduate high school on time, since many of the
credits I received did not transfer from district to district. However, through a lot of hard worlk, 1
graduated on time, and I am very proud of that. While being in foster care isn’t an experience I
would wish on children growing up, I would say that the experience has shaped who I am today.

When 1 was younger, my mom wasn’t really a mom. I didn’t really have a role modcl for parenting,
and I knew 1 didn’t want to be the mom that she was. So when T got pregnant, 1 didu’t really have
anything to go off of — T was really scared. T was clucless, and I was in this by mysclf.

I heard about the Nurse-Tamily Partnership program through my doctor’s office when I fouad out I
was pregnant. Because I was a first-rime mom and met the other eligibiity requirements, they
referred me to the Yakima Valley Memorial Hospital’s NT'P program and Crystal. We set up an
appointment for Crystal to come to my home and talk more about the program. After our first
meeting, 1 knew that this was the right program for me, and 1 looked forward to our regular home
visits.

At that point, I was new to everything when it came to parenting, But Crystal was a huge help to me
and my fanuly. She helped me build confidence, and opened doors for me to set goals for my life
and my family. She helped me find other services T needed, like dental care, and she would take my
blood pressure when I was prepnant to make sure I was doing ok. When I had trouble breastfeeding,
Crystal had a breast pump overnighted to me. At one point when I was nursing, I was afraid my son
wasa't getting enough to grow at a healthy rate. But Crystal would bring a scale and we would weigh
Andrew every week, and she assured me that he was growing well and according to schedule. That
was the first major moment for me where I felt reassured that T was a good mother — that T was
getting him what he needed, and then I knew I could do this. Now, at four years old, I can faugh and
say that he is the tallest kid in his class.
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T was also nervous about his development; like every parent, you want to make sure your baby or
child is keeping up with different milestones, and T didn’t know how to assess that. But Crystal
would bring in questionnaires — called the Ages and Stages Questionnaire or ASQ — to assess his
development at different points in titne, and we would know that his development was on track.

T remember throughout the program, Crystal would say to me that my son Andrew was a very caring
person from a very young age, and he really is. 1le was about 13 months old when Crystal
commented on how sweet he was. [He would give Crystal a hug and actually pat her on the back. At
the end of cach visit, she would leave a form with lots of feedback, including highlights frowm that
visit, what our next visit would be about, and reminders of things I nceded to do before our next
visit. Looking back at one of the forms, Crystal mentioned how I "was raising such a sweet and
loving child, that his hugs and pats melted her heart." Crystal was able to point out to me these
different signs he was showing of being a very caring human being even when he was a toddler, and
I remember realizing that if T was raising a son that loving, T really was doing something ripht as a
parent.

When I found out I'was pregnant, T worked at a barbeque stand. When Crystal and T started talking
about my future, she helped me look in to going back to school. Ultimately, I ended up getting a job
in a great career through steps T took when Andrew was younger. T am now working in Accounts
Payable for a local heating and air conditioning company. T've been there for a year and a halfand T
have great job security, as I am the only one in the office doing what I do.

It’s been really special to look back at the wonderful records that I took of Andrew’s first full two
years of life while in the Nurse-Family Partnership program. I have a big hinder of all of the work,
pictures, and activities that we did, and I can go back and read my thoughts and feelinps from the
beginning of my pregnancy, to when he first smiled, first giggled, first sat up - every milestone.
Sharing this with him now when he is 4 years old is so special for us, and I know I will have these
resources if we decide to have another child in the future.

1 'would have been pretty lost without this program. Nurse-lamily Partnership really gave me the
opportunity to be a good parent, and then to realize that 1 am good at it, and this gives me a proud
fecling every day. 1 don’t know what it must be like to be a first-time parent like 1 was without this
support, and 1 know there are so many more new moms just like me who are in need of this
suppaort. Crystal helped me navigate these rough waters of being a new parent. Flaving a nurse who I
could trust with questions about my health when I was pregnant, breastfeeding when I was a new
mom, child development as my son was growing, and lite goals — helped me to be a successtul
parent.

When the program came to an end for us, I was very sad because I really did look forward to each
visit. Crystal really believed in me and encouraged me every chance she could - enough so that I
could believe in myself. I'm proud of all of Andrew’s prowth as well as my own personat growth. As
Tlook toward my future, T don’t think my family would be where we are today without her support.
T can proudly say to all of you that T have broken a cycle; while being in the foster system molded
me in to who T am today, T am happy that Andrew will never need to experience that kind of
mstability.

Chairman REICHERT. Great job. Is this your first time testi-
fying in front of Congress?

Ms. SUCILLA. Yes.

[Laughter.]

Chairman REICHERT. You didn’t even come across nervous.



19

Ms. SUCILLA. T am sweating.

[Laughter.]

Chairman REICHERT. So are we. Future congresswoman sitting
there, I think.

You know, I just have to make this comment. You did a wonder-
ful job, and, Ms. Towne, you did a wonderful job, also. And I know
it is not easy to come before Congress and testify. But the people
up here are just regular people, we just happen to be sitting in
these chairs, elected by the folks that we represent. But we all
come from backgrounds that you might be surprised to hear about.

You know, I grew up in a home. Ran away from home and from
domestic violence. And I never became a foster child—by the way,
we are working on some foster care legislation that can help kids
stay in school and have those records follow, and hopefully stay in
one foster home, and hopefully, more than anything, get adopted
and have a family they can call their own. So we are working on
all of that. And I am sorry you had to go through that, but that
just fits into everything that this Committee is trying to accom-
plish. And you are an all-star, as far as we are concerned.

Ms. SUCILLA. Thank you.

Chairman REICHERT. Yes. Ms. Lowell, you are recognized for
five minutes. Microphone?

Ms. LOWELL. Good, okay. Thank you.

Chairman REICHERT. There you go.

STATEMENT OF DARCY LOWELL, CEO, CHILD FIRST

Ms. LOWELL. So, good afternoon. My name is Dr. Darcy Lowell,
and I am honored to be here to talk to you today. Thank you for
this opportunity to testify on behalf of Child First home visiting
and the MIECHV program. And thank you so much for your sup-
port of the MIECHYV extension; it is so needed.

I am a developmental and behavioral pediatrician, and the
founder and CEO of Child First. I also serve as an Associate Clin-
ical Professor at Yale University School of Medicine.

Early in my career, I saw the struggles of vulnerable children
and families firsthand, as they tried to cope with trauma and de-
pression, homelessness, and hunger. We needed to think about
intervention in a very different way, and so Child First began. I
want to give you a feeling for the kinds of families that we work
so closely with, and that we serve. And here is a little vignette
about one of them.

The Child First mental health clinician met a mother at a pedi-
atric visit for her three-year-old daughter, Maria. The mother was
severely depressed. She had run from her husband because of ongo-
ing domestic violence. She and her three children lived in an empty
apartment without beds or a kitchen table. Little Maria was about
to be expelled from child care for aggressive behavior. Mom worked
three jobs, but was still way behind in her rent payments, and the
family was about to be evicted. She was desperately afraid that she
would lose her children to foster care.

The care coordinator learned from the family that they had been
on TANF, but Mom was no longer receiving a check. She, the care
coordinator, immediately contacted the Department of Social Serv-
ices and found out that the check was being sent to her husband
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in prison. In less than a week, the check was redirected to the
mother. The family situation improved dramatically. Mom now
only needed to work one daytime job, and was able to focus on her
children. The clinician worked psychotherapeutically with Mom
and Maria together, and also consulted in the preschool. Maria’s
behavior improved markedly. Mom’s depression lifted. The care co-
ordinator coached Mom as she worked out a schedule with the
landlord to pay back rent. The life course of this family changed
dramatically.

What we know is scientific research on early brain development
has clearly demonstrated that growing up with stresses of poverty,
violence, depression, substance abuse, and homelessness produce a
rise in stress hormones and other metabolic chemicals that can se-
verely damage the developing brain and other body systems. This
may lead to academic failure, serious mental health problems, and
chronic disease, including heart disease, cancer, and diabetes.

However, it is now scientifically documented that the presence of
a secure, safe, nurturing relationship between a parent and a
young child is actually able to protect the developing brain from
damage. We must, therefore, provide intensive intervention at the
earliest possible time.

Child First works with the most challenged families, targeting
young children under the age of six who suffer from behavioral and
developmental problems and abuse and neglect. We take a two-
pronged approach—based on what we now know, what the sci-
entific literature tells us—with a team of two professionals working
in the home.

First, we must decrease the enormous stress in the environment,
and help stabilize families. Our care coordinators work with our
parents to connect them to comprehensive, community-based serv-
ices and supports, like medical services, safe housing, early edu-
cation, and literacy. Through this process, our care coordinators
build the capacity of our parents, and help them to build internal
organizational skills that enable them to be successful as parents
and workers.

Second, we build the nurturing, responsive, parent-child relation-
ship, because that is what protects the developing brain, even in
the face of adversity. Our mental health clinicians use Child-Parent
Psychotherapy to heal these two generations, while they help par-
ents promote safe environments for their children to grow and de-
velop, which makes them so ready for school.

To evaluate our model, we conducted a randomized controlled
trial with strong, positive results in child language, behavior, ma-
ternal mental health, and decreased involvement with Child Pro-
tective Services; and with replication we actually have been able to
have even better results, with 89 percent of our families improving
in at least one major area.

Child First has only the capacity at this time to serve 1,000 chil-
dren each year in Connecticut, but we know the need is enormous.
We have replicated through a public-private partnership with the
Robert Wood Johnson Foundation, especially, and our Department
of Children and Families. MIECHV has been instrumental in al-
lowing us to move to eight new cities. This support is so essential.



21

The return on investment is substantial. And though I have no
time to tell you about it now, I will say that Child First only costs
about $7,000 a year. And if you have psychiatric hospitalization for
just three months for one child, it is £130,000. There is major sav-
ings in multiple sectors.

I thank the committee most sincerely for your interest and ef-
forts in support of the MIECHV home visiting program serving vul-
nerable children and families. Thank you.

[The prepared statement of Ms. Lowell follows:]
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Chairman REICHERT. Thank you. Great job.
Mr. Baron?
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STATEMENT OF JON BARON, PRESIDENT, COALITION FOR
EVIDENCE-BASED POLICY

Mr. BARON. Thank you, Chairman Reichert, Members of the
Subcommittee. I appreciate the opportunity to testify about
MIECHYV on behalf of the Coalition for Evidence-Based Policy. The
Coalition is a non-profit, non-partisan organization that has no af-
filiation with any programs or program models, and we have no fi-
nancial interest in any of the policy ideas that we support.

We strongly support reauthorization of MIECHV. MIECHV rep-
resents an important new and bipartisan approach to social spend-
ing, in that it uses scientific evidence of effectiveness as a central
factor in determining which activities to fund. As a result of this
evidence-based approach, MIECHYV is funding the large-scale im-
plementation of some home visiting program models that, as I will
discuss in a moment, have been rigorously demonstrated to produce
major long-term improvement in the life outcomes of at-risk chil-
dren and mothers.

MIECHV’s evidence-based approach is bipartisan in origin. The
Bush Administration’s 2007 pilot, for example, directed HHS to
“ensure that states use the funds to support home visiting program
models that have been shown in well-designed, randomized, con-
trolled trials to produce sizeable, sustained effects on important
child outcomes, such as abuse and neglect.” Randomized trials are
considered the most rigorous evaluation method.

Similarly, the full MIECHV program, implemented under the
Obama Administration, directs HHS to allocate at least 75 percent
of the program’s funds to “evidence-based home visiting models,”
and uses a slightly different but still rigorous standard to deter-
mine what qualifies as evidence-based.

Why does this matter? Because rigorous studies have found great
variation in the effectiveness of different home visiting program
models. At one end of the spectrum, for example, is the nurse-fam-
ily partnership, which provides nurse home visitation services to
low-income, first-time mothers. This model has been shown in
three well-conducted randomized trials to produce major, long-term
improvements in participants’ life outcomes, such as a 20 to 50 per-
cent decrease in child maltreatment and hospitalizations, and an 8
percent higher grade point average through elementary school for
the most at-risk children. And, in one trial, a $13,000 reduction in
families’ use of welfare, food stamps, and Medicaid, that more than
offset the program’s cost.

At the other end of the effectiveness spectrum, for example, is
the Comprehensive Child Development Program, which was a
1990s HHS home visiting program in which trained para-profes-
sionals provided home visits to families with young children, de-
signed to teach parenting skills and connect families with commu-
nity services. This was a well-intentioned and a well-implemented
program. But when evaluated in a rigorous, randomized trial, it
unfortunately was found to produce no effects on any of the hoped-
for outcomes, including children’s cognitive and social development,
child health, and parents’ economic self-sufficiency.

More generally, two recent, impartial reviews that examined
which home visiting models had rigorous evidence of policy-impor-
tant impacts on child maltreatment and other key outcomes found
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several models to be effective or promising, including the two that
we have heard from today, but a larger number to produce no
meaningful effects. That pattern is not unique to home visitation.
In almost every field in which rigorous trials are conducted, includ-
ing medicine, business, and K-12 education, the effective interven-
tions are almost always found to be outnumbered by interventions
producing weak or no impacts.

What this means is that if MIECHV were to allocate funds the
usual way, without regard to rigorous evidence, it would primarily
be funding program models that produce no meaningful impacts,
and might miss the opportunity to scale up the few effective models
that can improve people’s lives in an important way. As I describe
in my written testimony, MIECHV’s evidence-based design has suc-
ceeded, in part, in focusing funds on the subset of effective models
and, for example, is funding national implementation of the Nurse-
Family Partnership, as well as the scale-up of other effective evi-
dence-based models, like Child First. We believe this is a very im-
portant achievement.

We also suggest a modest legislative revision in my written re-
marks to close a loophole that has allowed some of MIECHV’s
funding to go toward ineffective models. I would be happy to dis-
cuss this further, if of interest.

[The prepared statement of Mr. Baron follows:]



34



35



36



37



38



39

Chairman REICHERT. Thank you, Mr. Baron.
Ms. Kilburn, you are recognized for five minutes.
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STATEMENT OF REBECCA KILBURN, SENIOR ECONOMIST,
RAND CORPORATION

Ms. KILBURN. Chairman Reichert, Ranking Member Doggett,
and Members of the Subcommittee, thank you for the opportunity
to testify today about the MIECHV program. My name is Rebecca
Kilburn, and I am a senior economist at the RAND Corporation.
My testimony will draw upon a 15-year program of research per-
formed at RAND by me and my colleagues.

We are here today to discuss what we know about whether the
MIECHYV program improves outcomes for children and their par-
ents. The Federal Government has sponsored a rigorous study of
the effects of MIECHYV, but initial findings from that study will not
be available until next year. Absent the results of that study, today
I will describe currently available research that informs MIECHV.

I am going to discuss two ways that existing research findings
inform MIECHYV. First, I am going to describe research related to
the rationale for MIECHV. And, second, I am going to make rec-
ommendations regarding research-supported features of MIECHV
that raise the likelihood of it achieving its desired objectives.

First, as you have heard, rigorous evaluations have demonstrated
that a diverse set of home visiting models can improve a spectrum
of outcomes for children and parents. Programs have been able to
improve outcomes in the short run and the long run, and some, but
not all, evidence-based programs have found that programs gen-
erate government savings that more than outweigh the costs. In
other words, a growing research base has identified evidence-based
home visiting models, and supports the theory of change under-
lying MIECHV: that scaling up home visiting to large numbers of
at-risk families has the potential to improve outcomes for children
and parents; improve population level outcomes, such as reducing
rates of low birthweight or child maltreatment; and these, in turn,
should save government money in the long run.

The primary contribution of MIECHYV is to test the idea that
broadly scaling up home visiting can transform our approach to
human services.

Having a research-supported rationale does not imply that an
initiative will necessarily be effective. The initiative must be well
structured and well implemented. I will now discuss design fea-
tures of MIECHYV that research indicates will raise the likelihood
of improving outcomes for at-risk families.

Lawmakers should preserve these three existing features of
MIECHV. First, continuing to concentrate MIECHV funding on evi-
dence-based models will make the chances greater that MIECHV
funds will have their intended impact. Second, drawbacks to fund-
ing exclusively evidence-based models are that it could stifle inno-
vation and prevent us from discovering models that may be effec-
tive, but have not been evaluated.

A second feature to preserve are mechanisms in MIECHV that
circumvent these drawbacks. One is allowing 25 percent of the
funding to be used for promising models that are being evaluated,
and the other is funding the MIECHV competitive development
grants, which allow states to apply for funding, to pilot test, and
evaluate innovations in home visiting.
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Third, in order to achieve the best outcomes for children and
families, it is not only necessary to deliver programs that work, but
it is also necessary to implement them well. The third feature of
MIECHYV that should be preserved is the implementation supports
it provides states and other grantees. These include training and
professional development, plus technical assistance that helps
states engage in best practices in evidence-based program imple-
mentation. These best practices include conducting needs assess-
ments, identifying goals, collecting and reporting outcome data,
and engaging in continuous quality improvement.

At the same time that the federal home visiting program has ex-
panded, states have also been increasing their funding for home
visiting. The MIECHV program is partnering with states to build
state home visiting infrastructure, with the MIECHV program
leading the drive to integrate best practices into home visiting im-
plementation.

To conclude, there are also a couple of ways that MIECHV could
be strengthened to further raise the chances of achieving the best
outcomes for children and families. One is that while 25 percent of
MIECHYV funds can be used to deliver promising home visiting
models, MIECHV currently does not support a path by which po-
tentially effective models could undergo evaluation that would lead
them to be designated as evidence-based. The types of evaluations
that the MIECHV evidence standards require often cost upwards
of $1 million, representing a substantial barrier to discovering the
next evidence-based model.

Second, MIECHV can better harness the power of performance-
based accountability, which links performance measures to funding
or targeted technical assistance. MIECHV currently requires states
to collect benchmarks related to family outcomes, which is a cut-
ting-edge aspect of the program. While monitoring outcomes is de-
sirable, there may be opportunities to better monitor states’ organi-
zational performance, such as number of families served, and, im-
portantly, for MIECHV to more closely link performance measures
to consequences or targeted support to generate improvement.

Thank you for allowing me to appear before you today, and I look
forward to taking your questions.

[The prepared statement of Ms. Kilburn follows:]
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M. Rebecca Kilburn'
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Evidence on Home Visiting and Suggestions for Implementing Evidence-Based Home
Visiting Through MIECHV®

Before the Committee on Ways and Means
Subcommittee on Human Resources
United States House of Representatives

April 2, 2014

Chairman Reichert, Ranking Member Doggett, and members of the Subcommittee, thank you for
the opportunity to testify before you today about the Federal Maternal, Infant, and Early
Childhood Home Visiting (MIECHV) program. My name is Rebecca Kilburn, and | am a Senior
Economist at the RAND Corporation. My testimony will draw upon research performed at the
RAND Corporation by me, Lynn Karoly, Jilt Cannon, Teryn Mattox, Sarah Hunter, Matt Chinman,
and others. This research agenda includes a 15-year program of conducting cost-benefit analysis
of home visiting programs, reviewing home visiting evaluations as part of evidence-based
program platforms in the U.S. and the European Union, developing an implementation manual for
evidence-based home visiting, conducting an experiment for a program that meets the MIECHV
“promising” standard, and undertaking evaluations for a Tribal MIECHYV project and a state
MIECHYV Development Grant.

Evidence on the Effectiveness of Home Visiting

I am going to briefly summarize resulis, including cost-benefit analysis, from a body of RAND’s
home visiting research, as well as other relevant sources. RAND research synthesizing home
visiting evaluations has identified a few lessons from this body of evidence.

1. Rigorous evaluations have demonstrated that a diverse set of home visiting models can
improve outcomes for children and parents. Individuai home visiting modeils are designed to
address different outcomes issues like child maitreatment, parents’ mentail health, or chiidren’s
physical disabilities (Mattox et al., 2013, Karoly et al., 2005). The MIECHV program has

designated 14 home visiting models as evidence-based. As shown in Table 1, these modeis

"The opinions and conclusions expressed in this testimony are the author’'s alone and should not be
interpreted as representing those of RAND or any of the sponsors of its research. This product is part of the
RAND Corporation testimony series. RAND testimonies record testimony presented by RAND associates to
federal, state, or local legislative committees; government-appointed commissions and panels; and private
review and oversight bodies. The RAND Corporation is a nonprofit research organization providing objective
analysis and effective solutions that address the challenges facing the public and private sectors around the
world. RAND’s publications do not necessarily reflect the opinions of its research clients and sponsors.

2 This testimony is available for free download at http://www.rand.org/pubs/testimonies/CT407.htmi.
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improve outcomes for children and parents in different domains ranging from child development
to family violence (U.S. Department of Heaith and Human Services, undated). Reflecting the
diversity in goals, these models serve families with children of different ages or beginning when
the mother is pregnant. The differences in target populations are shown below in Table 2, which
lists the age of the chiid at enroliment and the target popuiation for the same 14 home visiting
modeis. Given the differing goals and spectrum of types of families served, it is not surprising that
the home visiting models have different features, such as employing different types of staff and
delivering different curricula and services. When you go to a health care provider for aliergies
versus a compound fracture, you would not expect them to provide the same treatment for these
two conditions, nor would you want providers with the same training to treat them. Home visiting
is no different.

Furthermore, the available workforce and other local contextual factors may play a role in
determining which home visiting model is appropriate for a particular area. A program that
employs mental health clinicians as home visitors will not be feasible in an area lacking a poo!l of
such clinicians, and a program tacking parent education materiais in Mandarin may be impractical
in areas with large ethnic Chinese populations.

Current MIECHYV legislation allows states to determine their areas of greatest needs—such as
infants with developmental disabilities or parents with substance abuse problems—and also to
take into account local context and resources—such as the available workforce or family
demographics. States can then deploy evidence-based home visiting models tailored to meet
their needs and take advantage of available resources.

2, Rather than specifying the features that home visiting programs should have, it is
preferable that programs follow fidelity to evidence-based models. We can’'t make
generalizations about the program features that are associated with home visiting effectiveness.
We find that some less intensive programs are effective as well as some very intensive programs.
For example, the Heaithy Steps model delivers between two and five home visits, while Home
Instruction for Parents of Preschool Youngsters provides 30 visits a year for two or three years.
We see that models that have been scaled up across the country have positive effects. An
example of this is Nurse Family Partnership, which is being implemented in 44 states and has a
strong national service office. We also find that a few less well known models that have only been
implemented in one local area are effective. An example of one of these models is Child First,
which has only been implemented in Connecticut (see U.S. Department of Health and Human
Services, undated, for more information on these models). However, we do know that in order to
replicate the results of evidence-based models, it is necessary to implement the mode! with
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fidelity (Daro, 2010). Hence, rather than specifying features that all home visiting programs must

include, the best outcomes for families can be achieved by instead requiring that evidence-based

models be implemented with fidelity and that federal requirements do not lead states to sacrifice

model fidelity.

Table 1: MIECHV Evidence-Based Home Visiting Models and
Outcome Domains Shown to Be Improved

Home Visiting Modet

QOutcome Domain

development and
school readiness

Chitd

Family ecenomic
seif-sufficiency
Linkages and
Positive parent-
ing practices
maltreatment

Child health
referrals

Child

Juvenite

crime, family

delinquency,
viclence

Child FIRST

AN

Early Head Start—Home Visiting

NN

\ \ Maternal heaith

AN
N\
A
NN

Early intervention Program for Adolescent
Mothers

Early Stant

N

Family Check-Up

AN

Healthy Families America (HFA)

Healthy Steps

Home Instruction for Parents of Preschaoi
Youngsiers (HIPFY)

Maternal Early Childhoed Sustained Home
Visiting Program (MESCH)

Nurse Family Partnership (NFP)

N

Oklahoma's Community-Based Family
Resource and Support (CBFRS) Program

Parents as Teachers {PAT}

Play and Learning Strategies (PALS) ~
Infant

SEONDSNDONDNND NN Ny

Froject 12 Ways/SafeCare (Augmented)

' d

Sources. Updated version of Tip 3.1 in Mattox et al., 2013, and U.S. Department of Heaith and Human Services,

undated
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Table 2: MIECHV Evidence-Based Home Visiting Models and
Age of Child at Enrollment and Target Population

Home visiting program

Age of child at enrollment

Target population

Child FIRST

Chiidren birth to age 6

Families with children with
emotional, behavioral, or develop-
mentai concerns; famiiies at high
risk for abuse and neglect

Early Head Start—Home Visiting

Pregnant women; children from

birth through age 3

Families below federal poverty
level, families eligible for Part C
services under the Individuals with

Disabilities Education Act

Early intervention Program for
Adolescent Mothers

Pregnant women

Adolescent mothers

Early Start

Pregnant women; children from

birth through age 5

At-risk families

Family Check-Up

Children ages 2o 7

Families with multiple risk factors

Healthy Families America (HFA)

Pregnant women; nawboms

Target population determined by

sites

Healthy Steps

Children birth through age 3

Any family

Home Instruction for Parents of
Preschool Youngsiers (HIPPY)

Children ages 3t 5

Families whose parents lack
confidence in their ability to
instruct their children

Maternal Early Childhood
Sustained Home Visiting Program
(MESCH)

Children from birth through age 1

Disadvantaged expeciant mothers
at risk of adverse maternal and/or
child heaith and deveiopment

oufcomes

Nurse Family Partnership (NFP)

Pregnant women; children from

birth through age 2 months

First-fime, low-income parents

Oklzhoma's Community-Based
Family Resource and Suppart
{CBFRS} Program

Pregnant women

First-time mothers living in rural
counties

Parents as Teachers (PAT)

Pregnant women; children from

birth through age 5

Target popuiation determined by

sites

Play and Leaming Sirategies
(PALS} - Infant

Children 5 months to 1 year and
their families

Target population determined by
sites

Project 12 Ways/SafeCare
{Augmented)

Parents with children ages birth to
5

Families with a history of child
malireatment or risk factors for
child maltreatment

Sources: Lipdated version of Tip 3.2 in Mattox et al,, 2013, and U.S. Department of Health and Human Services,

undated.
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3. We don’t yet know whether large-scale implementation of home visiting will improve
population level well-being. Part of the rationale for home visiting is that since evidence
indicates it can prevent negative outcomes later in children’s lives, it represents an opportunity for
society to shift from a treatment paradigm to a prevention paradigm. Evidence suggests that in
addition to improving the child and family outcomes described above, home visiting has the
potential to reduce taxpayer costs in the fong run by reducing future spending such as emergency
room visits, special education, or foster care. The hypothesis that emerges from this line of
research is that scaling up home visiting across the country should yield improvements in
population-ievel outcomes, and as a result we ought to be able to measure ensuing changes for
entire communities in outcomes such as emergency room visits or child maltreatment. Despite
the farge growth in home visiting funding at the national and state levels, not enough families are
currently served to be able to detect impacts in population level data. That is, white individual
programs might be effective and improve outcomes of the families they serve, they typically serve
such a small fraction of families in the community that the resulting family improvements would
not move the needlie on community-level indicators such as rates of fow birth weight or reductions
in post-partum depression. An exception is a recent study in Durham, North Carolina, that found
that offering a brief home visiting intervention (3-7 contacts by the time the child was 12 weeks
old) to ali children born in the community reduced emergency medical care use by 50 percent in
children’s first year of life, and also improved parenting behaviors and connected families to more
intensive services when needed (Dodge et al., 2013).

4. There is some evidence that society as a whole can yield returns from home visiting
investments. There are fewer cost-benefit analyses than there are rigorous impact evaluations of
home visiting models. This is because precise data on costs have not been coliected for all the
models, and because many home visiting benefits are difficuit to monetize. We have well-
established methods for valuing some of the outcomes that home visiting improves, like
reductions in emergency room visits, but we do not have weli-developed methods for valuing
other outcomes that home visiting affects—such as improvements in positive parenting practices
(Karoly, 2012). Due to these limitations, only 5 of the 14 models that MIECHV lists as evidence-
based have been examined using cost-benefit analysis (Karoly et al., 2005, Washington State
Institute for Public Policy, 2014).

For three of the five modeis, the estimated benefits exceed the costs, because the home visiting
programs reduced future government spending in areas like emergency room visits and child

protective services costs and increased tax revenues from parents’ earnings. It is difficult to
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compare the cost-benefit results across the five models due to differences in the length of follow-

up in the studies and because their evaiuations collected different outcomes.

In sum, white some cost-benefit analyses show that home visiting programs can generate a
positive return, data limitations and the difficulty in valuing some home visiting outcomes fimit our

ability to draw conclusions about home visiting return on investment.

5. The jury is still out on the effectiveness of the MIECHV program per se. Today’s hearing
is not focusing on individual home visiting programs, but rather is centered on the Federal
MIECHYV effort that makes grants for such individual programs and the evidence we currently
have about its overall effectiveness. No rigorous evidence currently exists regarding the
effectiveness of the MIECHV home visiting effort per se. However, the Administration for Children
and Families and the Health Resources and Services Administration have sponsored a well-
designed study that will report to Congress next year and will shed light on the effects of
MIECHV-funded programs. The study examines whether MIECHV-funded home visiting
programs improved a wide range of outcomes, conducts cost-benefit analysis, and assesses
whether particular program features or strategies are associated with better outcomes (for more
information on this evaluation, see MDRC, undated).

How MIECHV Raises the Likelihood of Effectiveness

While we will not have the first findings from the national MIECHV evaluation untii next year, at
this point, we can point to some features of MIECHV that raise the fikelihood that MIECHY wili
make the anticipated difference and produce the best results possibie for at-risk families.

The MIECHYV iegislation requires that states use the majority of their MIECHV funding to support
evidence-based home visiting modeis. By concentrating 75 percent of the MIECHYV funding for
direct services on models that have afready been proven to improve outcomes for children and
families, the chances are greater that MIECHV funds will have their intended impact (Mattox et
al., 2013).

A potential drawback to funding exclusively evidence-based models is that it could stifle
innovation and prevent us from uncovering existing models that may be effective but have not
been adequately evaluated. The MIECHV program circumvents these potential drawbacks in two
ways. One is that it allows the other 25 percent of the MIECHV funding for direct services to be
used for “promising” models that are currently being evaluated using rigorous methods that meet

the MIECHYV evidence standards. The second is that the legislation inciudes a different funding
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stream that facilitates the discovery of new evidence about home visiting implementation and
outcomes. This is the MIECHV competitive development grants funding, which aliows states to

apply for funding to pilot test and evaluate innovations in home visiting.

However, the current MIECHV program does not inciude a path by which unevaluated home
visiting modeis could undergo evaluation that may lead them to be designated evidence-based
according to the MIECHV evidence criteria. For example, while MIECHYV funds can be used to
deliver “promising” home visiting modeis, there is no MIECHV funding to evaluate “promising”
models. The types of randomized trial evaluations—i.e. those that randomly select certain families
to receive and others to not receive services—that the MIECHV evidence standards require
generally cost upwards of a million dollars, representing a substantial barrier to the discovery of
the next evidence-based model. The MIECHV supports for innovation and discovery of new
evidence could be strengthened by better facilitating the evaluation of promising and other

potentially effective models.

Achieving improved outcomes is not guaranteed, however, with just the selection and provision of
an evidence-based program, but rather the detivery of an effective model is only one of two
requirements for realizing the hoped-for outcomes. It is not only necessary o deliver programs
that work, but it is also necessary to implement them well, as represented by this formula
proposed by Fixsen and colleagues (Fixsen et al., 2013):

Evidence-based programs x Effective implementation = Improved outcomes

The MIECHYV effort recognizes the importance of good implementation and compiements its
evidence-based program requirements with a number of impiementation supports and
requirements to further raise the likelihood that states realize the potential of home visiting. These
include training and professional development in a variety of formats such as webinars, an
interactive website portal, and in-person consulting and training. They have also contracted with a
technical assistance team that provides guidance on data coliection, outcomes measurement,
and other evaluation-related activities. The MIECHV funding to states requires that the states
engage in some best practices in evidence-based program implementation, such as conducting
needs assessments, identifying goais, collecting and reporting outcome data, and engaging in
continuous quality improvement (Mattox et al., 2013). RAND research has shown that mastering
these best practices in evidence-based program implementation improves the abitity of program
staff to deliver high-quality programs and uitimately improves the overall quality of the programs
(Chinman, et al., 2009; Chinman et al., 2013).
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The MIECHV home visiting implementation support is particularly valuable for states that are
implementing those home visiting models that may lack a well-developed national office that
would otherwise provide this type of support. The majority of the 14 evidence-based home visiting
programs are in this category. In addition to increasing the effectiveness of the federal MIECHV
funds, increasing state home visiting capacity has spillovers that benefit states’ other home
visiting programs. At the same time that the Administration for Children and Families and the
Health Resources and Services Administration have rolled out MIECHV, most states have also
dramatically increased their funding for home visiting (National Conference of State Legislatures,
2013), and so many state home visiting systems have evolved in tandem with the Federal
MIECHYV effort. State and federally funded programs have been able to coliaborate on developing
home visiting data systems and professional development for a growing home visiting workforce,

and realized other efficiencies in building home visiting infrastructure.

In order to further raise the likelihood that states’ MIECHV-funded home visiting programs
produce the best results possible, consideration should be given to whether ongoing funding to
particular states should be tied more closely to the state’s implementation performance (the same
would apply to tribal and other grantees). This refers to organizational performance measures like
number of families served, open positions filled, or training received, and this type of performance
is different than the MIECHV benchmark measures, which are output measures focused on family
outcomes. It is desirable that MIECHV continues to monitor output measures, which is a strength
of the initiative. However, research demonstrates that monitoring organizational performance
measures and linking them to incentives in performance-based accountability systems is also an
effective component of improving public services (Stecher et al., 2010, Camm and Stecher,
2010). White MIECHYV funds come with many specifications and requirements, it is not clear
whether there have been consequences or additional support to generate improvement when
states’ organizational performance has not met expectations (e.g.—the project served fewer
families than specified in the proposal and award), and this represents a potential area of
opportunity for future MIECHV implementation.

Summary

To summarize, we can draw five lessons from existing rigorous research regarding evidence of
home visiting effectiveness:
1) Rigorous evaluations have shown that a diverse set of home visiting models are
effective, and these models vary in the outcomes they improve, the families they
target, and the curricula and services they deliver.
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2) The current evidence base does not identify a particular set of features that make
home visiting effective. The evidence-based programs differ in intensity, scale of
operation, and many other features.

3) Home visiting services generally have not served large enough numbers of
eligible families to enable us to measure whether delivering home visiting on a
large scale can improve popuiation level outcomes, like low birth weight rates or
child maltreatment rates.

4) There is iimited evidence at this time that home visiting programs generate
returns to society that more than offset their costs, and more definitive cost-
benefit findings will require cost-benefit analysis for more models and developing
methods for monetizing more of the benefits from home visiting.

5) A well-designed evaluation of the MIECHV program is underway and will provide
information on what outcomes the program improves and how home visiting can
be most effective. The first results of this evaluation will be reported to Congress
in 2015.

Absent the type of evidence that the MIECHV evaluation wilf provide, lawmakers can preserve
features of the MIECHV program that raise the likelihood that it achieves its intended impacts.
One of these features is allowing states to select models that fit their needs and local contexts.
MIECHYV also encourages states to implement the chosen modets with fidelity to the model rather
than requiring that all models adapt particular features. Another attractive feature of MIECHV is
continuing to prioritize evidence-based programs while at the same time allowing for the testing of
innovations and discovery of new evidence-based modeis. An additional feature is to continue to
support and develop effective implementation of evidence-based models among state grantees to
further promote the promise of the MIECHV program. There are also some untapped
opportunities to further strengthen the abitity of the MIECHV program to capture the value of
evidence-based home visiting models. This includes supporting an avenue by which “promising”
and other potentially effective models could be evaluated according to the MIECHV evidence
standards. Also, MIECHV could further promote quality implementation by tapping the benefits of
performance-based accountability to more closely link continued funding to the measured
organizational performance of states, and also to target technical assistance to states based on
performance.

Mr. Chairman and Ranking Member, members of the Subcommitiee, thank you for allowing me to

appear before you today on this important subject. | look forward to taking your questions.
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——

Chairman REICHERT. Well, thank you very much for your testi-
mony, Ms. Kilburn. Thank you all for your testimony. And we are
going to go into the question phase now. We will just ask a few
questions. It will be easy, don’t worry about it.
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[Laughter.]

Chairman REICHERT. So, I was a police officer for 33 years be-
fore I came to Congress. So I just look like I have been here for
40 years, but I have only been here 9. I received phone calls this
past week from sheriffs, from police chiefs from Washington State,
very much supportive of fighting crime, and investing in kids. We
get it, because we know if we put the money up front, we are going
to be saving a lot of money at the back end. And that is a hard
thing, for people who legislate, to really see the long-term, and the
long-term goal here. You all see it very clearly.

But we have heard about evidence-based, scientific—I think, Mr.
Baron, you said scientific evidence and effectiveness to decide
which programs to fund. And, Ms. Kilburn, you talked about design
features in three points that you made about evidence-based mod-
els and funding for evaluation and implementation of supporting
programs. And what I want to try and do is to tie together what
you do with what is happening, where, as cops would say, where
the rubber meets the road, where Ms. Towne and Ms. Sucilla are.

And, you know, what—because you may have never heard about
implementation supports and things like that, where—no, I didn’t
think so. So you are down here, doing the work. How does—so this
is for both of you—how does what you are doing and what you are
going through, how does that get filtered up to the folks that are
making those decisions and trying to figure out what is working
and what is not working? What worked and—so, just real quickly,
what worked in your case? What was the—you know, you touched
on some of it.

Ms. SUCILLA. Sorry, I am trying to understand the question, I
guess.

Chairman REICHERT. So you are working with Ms. TOWNE.

Ms. SUCILLA. Yes.

Chairman REICHERT. And the programs that you got involved
in that she helped direct you to, what were those programs that
you saw that really—kind of a light bulb went on as to this really
is going to work? This program works, or that program. If you got
sidetracked into a program that you thought, boy, this isn’t going
to work at all.

Ms. SUCILLA. [No response.]

Chairman REICHERT. You can help her, if you want to.

Ms. TOWNE. Are you asking about perhaps she participated in
programs in addition to Nurse-Family Partnership?

Chairman REICHERT. Yes. I mean anything that—so she finally
comes to you, and you give her places where she is going, and it
is working. How does that get communicated to the administrators
who are making some decisions as to, you know, what programs
work, what programs don’t work? It is evidence-based, right?

Ms. TOWNE. Correct.

Chairman REICHERT. So how does that evidence get moved up
to, filtered up to——

Ms. TOWNE. Okay. So you are asking specifically about the
data.

Chairman REICHERT. Yes.

Ms. TOWNE. Is that—okay, thank you. I was—okay. At visits at
various time periods that are structured by the program. So, for in-
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stance, in pregnancy, at 36 weeks, at birth, 6 months, 12 months,
2 years, we collect data from Sherene in the form of various ques-
tions that are then submitted to the University of Colorado for re-
search purposes.

Chairman REICHERT. Okay.

Ms. TOWNE. Is that what you are

Chairman REICHERT. Yes, yes, sure.

Ms. Towne [continuing]. Asking? Yes. For—as part of the cur-
riculum and part of the model for Nurse-Family Partnership, they
have outlined very specific questions and data they are collecting
at different times throughout that two-and-a-half year period.

Chairman REICHERT. Okay.

IS/IS. TOWNE. And it is handled through the University of Colo-
rado.

Chairman REICHERT. Do you ever feel like you are working in
an area where—if a program that is not working, and you are able
to give feedback data to the—to Denver that this isn’t really work-
ing at the—you know, where the rubber meets the road sort of

a_

Ms. TOWNE. [No response.]

Chairman REICHERT. No?

Ms. TOWNE. I don’t see that, as a home visitor, because the
beauty of the Nurse-Family Partnership program, again, is that it
is client-centered. So it is not necessarily myself dictating what we
discuss throughout each visit. It is really looking at the guidelines
of suggested topics, but allowing Sherene to choose what she feels
would be most helpful.

Chairman REICHERT. Okay, you just hit on the answer, right
there. She chooses.

Ms. TOWNE. She absolutely

Chairman REICHERT. Yes.

Ms. TOWNE. Every visit—the way it works in my home visiting
practice is at the end of every visit we look at what options are
available to discuss at the next visit. And I guess “available” isn’t
maybe the right word. First, Sherene can choose. Maybe there is
something on her mind that is really not a part of the guidelines,
and that is okay.

Chairman REICHERT. Okay.

Ms. TOWNE. But she can also look at the guidelines and topics,
and choose one of those.

Chairman REICHERT. Great. Thank you for your answer. Mr.
Davis, you are recognized.

Mr. DAVIS. Thank you very much, Mr. Chairman. And let me
thank all of our witnesses.

I have been tremendously impressed with all of your testimonies
for a number of reasons. And one is that, for all of my life, I have
been intimately involved with, associated with, know people per-
sonally, who could make use of this program and of these services.
And since being in Congress for a decade, I have worked with Re-
publican colleagues to advance a strong federal investment in home
visiting.

This bipartisan effort drew on research and economic status doc-
umenting that investing in our youngest citizens yields high re-
turns in the form of healthier children and families, and taxpayer
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savings. The voluntary home visiting law was designed as an in-
vestment in evidence-based prevention.

In Illinois, 30 percent of children entering out of home care for
the first time are under the age of 1, slightly higher than the na-
tional rate. In Chicago, roughly half of those babies enter before
they are three months old. This pattern is generally true, nation-
wide. These statistics put into context the importance of home vis-
iting, which focuses on strengthening children and families by sup-
porting pregnant women and parents with young children.

The role of home visiting is particularly important, given the re-
cent study reported in JAMA—that is the Journal of the American
Medical Association—about an increase in infants’ death, poten-
tially due to the economy. Supporting young children and families
is critical to preventing harm and strengthening children.

Mr. Chairman, I have got two documents I would like to submit
for the record.

Chairman REICHERT. Without objection.

[The information follows: Mr. Davis 1, Mr. Davis 2]

[Member Submissions for the Record follows:]
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———

Mr. DAVIS. I also—well, let me ask you, Ms. Kilburn. You men-
tioned in your testimony that studies—that the Federal Govern-
ment has studies underway, and the data has not all been collated
and put together, and so there is not a report yet. But without that
report, would you say that home visiting is really an effective way
of helping to strengthen and prepare children and their families
that ultimately will provide them with healthier lives, and even
save our taxpayers a great deal of money?
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Ms. KILBURN. There is a strong research base that supports the
idea that these individual programs can improve outcomes for chil-
dren and families. What MIECHV adds to that is allowing us, for
the first time, to test the concept of scaling that up on a large basis
in order to see if we can capture those effects that were found in
individual programs at a community or a city or a state level.

So, there is a lot of evidence to support the basic idea behind
MIECHV, and now we are really testing if it can achieve this
transformation in the way we deliver human services so that in-
stead of treating things after the fact, we prevent them. And so
there is a large research basis that supports that idea, and we are
really testing it right now.

Mr. DAVIS. And I guess the reason I indicated—I said that for
all of my life I have been associated—I have lived in low-income
communities all of my life, growing up, and, of course, even today.
I used to train community health aides, basically, to do home vis-
iting, and basically to make assessments of the health needs of in-
dividuals in the community who often times would not come to the
i:)linics unless they had been prompted a little bit, prodded a little

it.

And I know that there have been people who have said that
these programs are unnecessary, that they don’t really work, or, if
they do, let the local governments and the state governments pro-
vide the resources. Are you aware that the Federal Government,
based upon your research, has been very instrumental in making
these programs work, and work effectively?

Ms. KILBURN. I don’t think we have research evidence on
MIECHYV, per se. But what MIECHYV is doing is providing the data
for us to answer that question. We don’t have that right now, but
the study underway will provide insights into that.

The reason it is important that the Federal Government does
this is that, while the individual states have been increasing their
investments in home visiting, it hasn’t been in a systematic way
that supports evidence-based programming and that provides infra-
structure support to implement programs while also using evi-
dence-based practices in implementation.

And so, if we allowed the states to do it one by one, we wouldn’t
really know the answer to that question: Does scaling this up
transform human services? We just have a patchwork or sprinkling
of different, smaller experiments.

Chairman REICHERT. Thank you, Mr. Davis.

Mr. DAVIS. Thank you very much. Mr. Chairman, let me just
thank you on assembling one of the most outstanding panels I
think that I have heard testify on this matter. So thank you all
very much.

Chairman REICHERT. Thank you.

Mr. DAVIS. Thank you, sir.

Chairman REICHERT. Thank you to the staff. Mr. Kelly, you are
recognized.

Mr. KELLY. Thank you, Chairman. And I agree with Mr. Davis;
this is a good panel to have before us.

One of the things that I have been wondering about—and, of
course, it seems to me that home visits are critical if we are going
to continue to support families. And I think one of the things that
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we have seen in our cultural that is causing a greater problem is
the fact that the nuclear family is now not at the same level it used
to be.

Now, some of these programs are working, but there is a lot of
areas that they are not working. What could we do to change that?

Mr. Baron and Ms. Kilburn, you both had testimony towards
that. So how do we look at a good return on the investment for the
American taxpayers that we actually make a difference in these
peoples’ lives?

And, Ms. Sucilla, I really applaud you for what you have been
able to do. But that is an example of the success of it. So, tell me.
What else could we do? What programs aren’t working? And how
would we redirect or redeploy those dollars to make sure that there
is a better return on it, not just for the taxpayers, but also for the
people that we are spending the time with?

Mr. BARON. Well, for some of the more effective models, like the
Nurse-Family Partnership, one of the things that they did was they
measured long-term impacts for both the people who got the pro-
gram, the program group, and a control group of families that did
not get the program. They measured their use of public assistance
over a 12-year period, and found that the savings in families’ use
of public assistance more than offset the initial program cost. So,
at least for that model, there was strong evidence not only of im-
provement in people’s lives, but savings to the taxpayer.

But MIECHYV funds, as I mentioned, a diversity of home visiting
models, some of which have been found in rigorous studies not to
be as effective. One of the things that could be done to shift funds
within this program to more effectively focus on programs that
really make a difference in people’s lives is to slightly change the
evidence standard to make a modest but important revision in the
evidence standard.

Right now, the program’s standard for “evidence-based” is that
the program model produces statistically significant effects. But the
standard does not ask whether those effects are of policy or prac-
tical importance, like reduced use of public assistance or reduced
child maltreatment rates. That has opened a loophole in the pro-
gram, a modest loophole, allowing several models to qualify as evi-
dence-based, solely on the basis of statistically significant effects on
outcomes that may not be particularly important, or effects that
may be tiny in magnitude. That would be one

Mr. KELLY. Okay, but as you look at this, you have data that
you can look at across the board on different programs.

Mr. BARON. Yes.

Mr. KELLY. You have the ability, then, to look at which ones are
working and which ones aren’t working. And I would just think
that, when you look at that, and you are looking for a really good
return on the investment, we are talking about building a stronger
society, and you only can do it through building stronger families,
which will result in stronger communities and a stronger country.

So, when you look at these, then, how do you separate one from
the other, say, you know, “This is one that we see working. These
other ones aren’t doing what they are supposed to do.” Ms. Towne
and Ms. Sucilla talked about how that one worked for them. And
I will just tell you, being a grandfather and having eight grand-




70

children—two more on the way—I have seen what can happen with
families that are very supportive, and they get help from the out-
side.

So, you have the ability to do this, though. You can actually com-
pare programs and say, “This one works, this one is not working
the way it should,” and you can redeploy those dollars. That is the
effort that you are trying to do. Is that not correct?

Mr. BARON. Yes. A very—a straightforward way to do it, which
is used in many different areas now, increasingly in social spending
as well as in medicine. A home visiting program model generally
does not have enough money to serve every family that qualifies.
So one thing that is often—that is sometimes done is to do a ran-
domized control trial, where you use a lottery—meaning random
assignment—to allocate some families to receive the program, and
other families, an equivalent set who serve as a control group.
They get access to the usual services in the community.

And then you track outcomes, important outcomes, over time,
like rates of child maltreatment for the program group versus the
control group; families’ use of public assistance in the program
group versus the control group. And the outcomes there will tell
you which program—in a scientifically——

Mr. KELLY. Are you able to share that information back and
forth, then, and actually, you know, come up with a change, then,
and actually look at this as the best—this is the best way to spend
those dollars? You can only spend a dollar once, so you want to
make sure it is spent the right way. So, to get the most mileage
out of it, you can actually share that data and improve these pro-
grams.

Mr. BARON. That can be shared. And, in fact, MIECHV does
that, it looks at that data, and it allocates—the grants are made
toward—on the basis of evidence as one of the main selection cri-
teria, that kind of evidence. There are ways in which that evidence
criterion can be strengthened. But, in general, the program allo-
cates funds naturally, based on that data we were just talking
about.

Mr. KELLY. Okay, all right. Thank you. And just to—so we can
redeploy these dollars the right way after we have looked at this
evidence that is conclusive. And you say, “Listen, we don’t need to
spend money over here. This program is not coming up with the
results that we need,” and we can redeploy.

That is my main concern, because I think too often we continue
to spend money on programs that aren’t effective. And we say,
“Well, why do we do this?” It is because we have always done that.
That is not the answer. The answer is to change it so it benefits
families more.

Mr. BARON. I couldn’t agree with you more. That is one of the
unique features of this program, as opposed to the way social
spending is often done—social programs are often done—that in
this case money is allocated on the basis of evidence. So, if new
findings come in showing a particular model is effective, or a par-
ticular model is not effective, the funding is naturally, through the
grant-making process, allocated toward the more effective models.

Mr. KELLY. Okay, good, thank you.
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Chairman REICHERT. Thank you, Mr. Kelly. I think that is the
question I was asking, too. Mr. Kelly and I, we are going at it at
different angles, as to how the information is shared, the programs
are changed, so that they fit what the star of our show today needs.

So, Mr. Renacci, you are recognized.

Mr. RENACCI. Thank you. And I want to thank you, Chairman
Reichert, for holding this hearing, and highlighting the importance
of using evidence brand models to home visiting programs. And I
also want to thank the witnesses. This is a great panel of wit-
nesses.

In my home state of Ohio, an estimated 1.8 million Ohioans are
living below the poverty line. Poverty has increased by approxi-
mately 58 percent over the last decade, despite a stagnant popu-
lation and a whole host of federal programs created to end the cycle
of poverty. So I am glad we are here today to discuss policies that
work.

Ohio’s rate of infant mortality is also ranked the 11th worst in
the nation, averaging 7.7 deaths per 1,000 births in the first year
of life. In fact, according to a study conducted by researchers at
Case Western Reserve University, infant mortality exceeds some
third-world countries in certain neighborhood surrounding the uni-
versity’s circle area in Cleveland.

While I applaud the efforts of home visiting programs that have
been proven to improve the safety and well-being of infants and
children, we as a nation cannot continue to financially support inef-
fective programs. As a small business owner, when I implemented
a particular program, I also wanted to ensure that the procedures
that I created were effective and really meeting certain goals that
I created for those employees. Businesses—and my business—actu-
ally measured our programs and used evidence-based models in
order to guarantee success. And I think the Federal Government
should be no different.

As a Member of Congress, I want to protect taxpayer dollars
from going toward ineffective programs, and redirect them toward
programs that do what is intended, and lift individuals out of pov-
erty. I really hope, together with my friends across the aisle, that
we can determine what works, what doesn’t work, and can make—
so that government can finally empower individuals to become
independent and self-sufficient.

Ms. Towne and Ms. Lowell, both of your programs have been
shown to increase the safety and well-being of young children. For
example, I know families who have gone through the Nurse-Family
Partnership program, have been shown to have fewer child inju-
ries, fewer emergency room visits, and less reported child abuse
and neglect. Families participating in Child First also are less like-
ly to be involved with Child Protective Services, even after three
years. Both of your organizations have had some successes. What
do you think are really some specific factors that have led to these
outcomes or successes?

I will start with you, Ms. TOWNE.

Ms. TOWNE. Could you repeat the last part of your question,
please?
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Mr. RENACCI. Yes. What do you think are some of the specific
factors that have led to these outcomes or successes for both of
your programs?

Ms. TOWNE. That is a complex question. I would say that there
are many factors of the Nurse-Family Partnership model that have
led to success. From a home visiting point of view, I believe that
it is the length of time and the intensity of the program that allows
me to continue to support a family for two-and-a-half years in de-
veloping a strong infant bond, a strong family—a stronger family
unit than when our relationship had started is part of what helps.

Mr. RENACCI. So you are zeroing in on the two-and-a-half
years, making sure the program—you feel pretty strongly about the
two-and-a-half year time frame.

Ms. TOWNE. I feel pretty strongly that a larger length period of
time, along with the intensity of the visits—we are looking at ap-
proximately two hours per visit every other week—allows quite a
bit of time for growth.

Mr. RENACCI. Ms. Lowell, do you have any——

Ms. LOWELL. Yes. I think that for us, there are a number of fac-
tors. One is the intensity of the training for our staff. We are work-
ing with both bachelor’s level care coordinators and master’s li-
censed clinicians, as our mental health clinicians who go in the
home. And we have a training period that lasts a year’s time (not
before they can start; they start after an intensive two-week train-
ing). But we both have what is called a Learning Collaborative,
which lasts a year’s time, and we have our senior clinical consult-
ants working with each new site on a weekly basis.

So, we are really looking at, “do you have fidelity to the model,
do you really understand what the work is about, and are you
doing it well?” And we also look at implementation measures on an
ongoing way every single month, and we also look at outcomes, at
baseline six months and at discharge. So we are able to say, “Do
we have a problem here? Are the people who are implementing this
model doing it really well? Are they doing it according to the model
fidelity,” which I think is essential.

The other really important piece about the work itself is it is
built on relationships and on building relationships. And I think
that, at least when you talk about the families that we serve,
which are the most vulnerable, they are the ones who have had
abuse and neglect, domestic violence, homelessness, substance use;
these are really difficult families. They don’t trust easily. And they
are not very willing to let new people into their lives. And it takes
time to build that relationship. But when you have built that rela-
tionship of trust, you are able to make a real difference. These are
families who want to do the right thing, they want to do the best
for their children. They are there. But it is a process.

And so, if you can build that relationship you can work with both
the parent or care giver and the child therapeutically, to under-
stand what are the barriers, what are the problems. But it is not
so simple. We can’t just teach them, because that is not enough.
They don’t learn that information. It has to be at a deeper level.
And I think, for us, with our families, we are so successful with
them because we do go to that deeper level, and make sure our
staff are doing it correctly.
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And one other really important thing I have to say is I think
that, as was said, that our home visiting models are different, and
they target different outcomes. And it is really important for us to
be matching the outcome that the family needs and wants with the
kind of program that they are getting. And I think that we have
problems when we have a mismatch there, when we have a very
vulnerable family, a mom who is running from domestic violence,
who is severely depressed, and someone who is just going to be
teaching them things when the mom is not available to learn them.

But, I think that for other moms—that it may be a perfect match
for them. So we need this continuum of models to work together
in a system if we are really going to be effective.

Mr. RENACCI. Thank you, Mr. Chairman.

Ms. LOWELL. Thank you.

Chairman REICHERT. Thank you. That was two minutes over
time, but that was so passionate, there was no way I was going to
interrupt.

Ms. LOWELL. Sorry.

[Laughter.]

Chairman REICHERT. That was a great answer. Mr. Doggett,
you are recognized.

Mr. DOGGETT. Thank you very much. Dr. Lowell, you described
in your testimony the need here is enormous. What would be the
impact in your area if the federal funding through MIECHYV is not
continued beyond next spring?

Ms. LOWELL. Oh, thank you. That is a really important ques-
tion. We have—with our MIECHYV funding, we have five new sites
and three expansion sites, which cover about a third of our state
Child First programs. So, if the MIECHV funding is not continued,
there is very high likelihood that those programs will be closed.
And 311 of those children and families in those areas will not be
served.

Mr. DOGGETT. And you used in your testimony the comparison
between a $7,000 cost and a $30,000 cost for not relying on home
visiting to intervene in advance. Would you elaborate on that?

Ms. LOWELL. I think that we are seeing tremendous cost sav-
ings—at least we did a preliminary cost benefit analysis in looking
at our data, and we need to do much more. But we know that, for
instance, if one of our children, many of our children have very se-
vere behavioral problems and mental health problems if one of
those children were to be hospitalized for just two months in a psy-
chiatric hospital, it would cost $130,000. We know that we are get-
ting great language outcomes. If one child needs special education,
it is going to cost $16,600. If one child goes into foster care—and
I have heard various costs but we are talking about, potentially,
somewhere between—depending on the numbers I have seen—
$20,000 and $80,000 for a child for a year in foster care. And many
of our families have multiple children.

For example, we just had a family that I just heard about, which
we started working with, where Mom was going to be evicted. She
had six children. Our care coordinator got her into a shelter ini-
tially, and then got her an apartment with low-income housing,
and saved six children from going into foster care. And the trauma
of foster care is very major, because that separation is really dif-
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ficult, especially if it is not because there is abuse and neglect, but
just because the circumstances can’t support that parent caring for
the children.

So, I also see we are getting other outcomes—we have some data
on hospitalization and ER visits, which is actually—it is very pre-
liminary, but we are talking about a four to sixfold decrease in hos-
pitalization and emergency room visits.

Mr. DOGGETT. Thank you.

Ms. LOWELL. Thank you.

Mr. DOGGETT. Thank you very much, and thank you for what
you are doing there.

And, Dr. Kilburn, you have made reference, of course, to this im-
portant study that will come out next year, and the blend that is
already in the Act to both permit some innovation, but to ensure
that our dollars are well spent with evidence-based programs. Do
you believe that that study will allow us to focus on more effective
programs? Or do you think that the study is something that would
lead to the elimination of the federal program entirely?

Ms. KILBURN. I think the study will indicate whether this scal-
ing up of the individual programs has been accomplished. So, were
they able to replicate these programs with fidelity, and can we pro-
vide not just the quantity, but also the quality? I think it will also
indicate whether, when you scale the programs up, you replicate
the same outcomes.

So it is one thing when Darcy is overseeing Child First very
closely; we are pretty confident that we are going to get great re-
sults. But when we start having this replicated in other states, and
Darcy is not directly involved, for example, can we achieve the
same outcome? So it will provide information of that sort.

Mr. DOGGETT. You believe in the value of home visiting as a
way of preventing abuse and cost. It is a question more of how to
do it, rather than whether to do it.

Ms. KILBURN. That is right.

Mr. DOGGETT. Is that correct?

Ms. KILBURN. That is correct.

Mr. DOGGETT. And, Ms. Towne, I am very impressed by both
your testimony. But what would be the effect in your area if you
lose federal funding?

Ms. TOWNE. Unfortunately, as a home visitor, I am not sure
that I could really testify to the answer to that, as far as funding
resources go. I believe it would have a significant impact to our
families in Yakima County.

Mr. DOGGETT. I think your testimony—and yours, as well—
really did bring a human, very human dimension to the statistics
that we frequently throw around here about how this program, this
intervention, can really help make a difference in lives. And I look
forward to your continued involvement, and report to the com-
mittee on how we can achieve the very most in using home visiting
as a way to prevent abuse and other costs.

Thank you so much for the testimony each of you gave.

Ms. TOWNE. Thank you.

Chairman REICHERT. Thank you, Mr. Doggett. Mr. Griffin, you
are recognized.
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Mr. GRIFFIN. Thank you, Mr. Chairman. Thank you all for
being here today. Mr. Baron, I wanted to focus a little bit on
HIPPY USA, which is—although it serves many folks across the
country, it is based in Little Rock, which is my district, second con-
gressional district in Central Arkansas. And HIPPY stands for
HOSI;&Ie Instruction for Parents of Preschool Youngsters, HIPPY
USA.

So, they are operating both in rural and urban areas, and I
wanted to ask you, Mr. Baron, when you are reviewing your models
for effectiveness, are you seeing any differences between the out-
comes in rural areas versus urban areas? And, if so, what do you
attribute those differences to?

Mr. BARON. It is interesting that there have been evaluations
of—scientific evaluations of home visiting, randomized trials that
have been done in both rural and urban areas. One of the Nurse-
Family Partnership studies was done in Upstate New York, in a
rural, primarily white population, and that study found very large
effects, as long as 15 years after the study began, for the treatment
compared to the control group. Big decreases for the children of the
mothers, for instance, in rates of criminal activity and rates of
child maltreatment, and so on.

But some of the other studies have been done, other good stud-
ies—another Nurse-Family Partnership randomized trial was done
in Memphis, Tennessee, an urban setting. This study also found
large effects, but different. The effects may vary for a variety of
reasons. It might be the women in Upstate New York, there was
a larger population of smokers than in Memphis. And then the
third trial was also urban—that was done in Denver.

What was most impressive about those sets of studies was that
sizable effects were found across different ethnicities, rural versus
urban. There were different effects across the different studies, but
all showed important improvement in people’s lives. The differing
effects could have been because the populations were different.

Mr. GRIFFIN. I think—Ms. Lowell, I think you referred to the
fact that different programs or different methods are used to reach
different outcomes. Different families have different needs. And I
was wondering—and either you, Ms. Lowell, or Mr. Baron—when
you look at these different programs, are there some programs or
methods that work in certain areas—urban areas, for example—
that don’t work as well in rural? Have you seen anything that
would indicate that, or different parts of the country?

Ms. LOWELL. I think that, first of all, it has to do with the
uniqueness of each family; and that if you really do a good assess-
ment, and you really understand what the needs of that family are,
you are going to be the most successful, because you are going to
?e allole to target your intervention specifically to the needs of the
amily.

As you described so beautifully, it is about what that family
needs. Now:

Mr. GRIFFIN. And just to interrupt there, because—so with each
of the different models or programs or methodologies, that flexi-
bility exists. They—with each of them they try to take the par-
ticular family’s circumstances into account, and there is a certain
flexibility there?
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Ms. LOWELL. I think that each model does it in their own way.
But I think that different models have different capabilities.

And, for instance, in Connecticut we work in partnership with
other home visiting. We have another big home visiting program.
And so, we often get referrals from that other home visiting pro-
gram, because they have a para-professional model. They know, if
they are working with a mom who is really depressed, or one who
has, let’s say, domestic violence, that they are not really the right
model to work with that family. So they will refer them to us. And
we will do a very close transfer, so that we will then take that fam-
ily, or take a family with a child who is having major behavior
problems.

I think that each of us has the same idea, that these are very
family-focused kinds of interventions. And, in that sense, I think
that everyone is trying to do that, really trying to understand who
their families are.

Mr. GRIFFIN. So there is some degree of nimbleness, if you will,
to allow for tweaks and changes if—it sounds like, through trans-
fers, or what have you—if things aren’t working exactly as maybe
one thought.

And I am out of time. Thank you, Mr. Chairman.

Chairman REICHERT. Thank you, Mr. Griffin. Mr. Crowley, you
are recognized.

Mr. CROWLEY. Ms. Kilburn, did you want to respond very
quickly to that?

Ms. KILBURN. Sure. I just wanted to raise one issue that hasn’t
come up today that I think is relevant, and that is that a con-
straint for implementing these models is the local workforce, and
this is particularly relevant for rural areas.

So, if you have a program that needs to deploy mental health cli-
nicians, or registered nurses, it is the case that many rural areas
are designated as health professional shortage areas, and you
might have selected one of these great programs, and have the will
to do it, and even have the funding, but you don’t have the trained
personnel to be able to pull it off.

So, I think particularly in our rural areas, we are observing that
some of these programs have not been selected, and that may be
a contributing factor.

Mr. CROWLEY. I appreciate that. Thank you, Ms. Kilburn.

Mr. Chairman, reclaiming my time, I am very pleased we are
having this hearing here today on an effective, evidence-based pro-
gram that has tremendous social benefits down the road. Being
from New York, I have seen the great work of the Nurse-Family
Partnership and what it does, and I have been so impressed with
the results this program has shown over the years.

New York City Nurse-Family Partnership is the largest urban
program of its kind in the country. It has served more than 10,500
clients since its creation in 2003, and currently serving more than
1,700 clients across all 5 boroughs. These dedicated professionals
like Ms. Towne are working with New York City families to make
sure they have the education, information, and assistance they
need to raise their children and become stronger families. And the
long-term results are so impressive, even beyond what you would
expect from the immediate assistance provided.
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Mr. Chairman, I would like to, if I could, offer into the record the
state profile of the Nurse-Family Partnership of New York, if I
could.

Chairman REICHERT. Without objection.

[The information follows: Mr. Crowley]
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Rep. Joseph Crowley
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Mr. CROWLEY. Reductions in child abuse and neglect, better
educational outcomes for children, a greater likelihood of economic
stability for the mother, these results are not just good for the par-
ticipants, but also are good for society, as a whole.

Mr. Baron, I know you were here at a previous hearing this Sub-
committee held, and we discussed the ripple effect we would see
from cutting or eliminating funding for these types of programs.
Our budget should focus on long-term priorities, not just short-term
impacts. That is why I was so pleased that the Affordable Care Act
started this federal investment and home visitation programs, and
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it is, in fact, an investment in the future health and well-being of
all families in our country.

Your testimony references some of the research and evidence-
based home visiting programs that shows they can lead to reduc-
tions in child abuse and injuries, improvements in educational out-
comes for children, and even a reduction in needs-tested assistance
over the long term for mothers. It is, therefore, reasonable to sug-
gest that investment in strong home visiting programs will not only
protect and help children, but also yield major benefits to society,
and ultimately to taxpayers. Is that not correct?

Mr. BARON. Yes, that is right. Often there is a claim that a so-
cial program is so effective that you can improve people’s lives and
save money. Very often, when a rigorous evaluation is done, the ef-
fects are not quite so promising. The claim doesn’t pan out.

But this is a case where, at least for some of the program models,
like the Nurse-Family Partnership, and perhaps for Child First as
well, the more effective models, it really does look like the evidence
shows you can have your cake and eat it, too. You can improve peo-
ple’s lives in a very important way, over a long period of time, and
reduce their use of public assistance, so that the government and
taxpayer benefits, as well.

Mr. CROWLEY. Win-win. I appreciate that. It is clear that this
program is making a difference, and we need to maintain that fed-
eral support.

I was pleased to see the President and his Administration have
proposed a long-term extension expansion of this program. That is
the kind of investment we should be making. Congress recently
passed a short-term extension of this program, but it is clear that
more must be done to build upon the success so far.

I look forward to working with my colleagues on both sides. 1
want to commend the chairman for a very bipartisan approach to
this issue, as well. I really do appreciate that. I hope that my col-
leagues on both sides of the aisle on this Committee will work with
us to support this program. And, once again, Mr. Chairman, thank
you for holding the hearing today.

Chairman REICHERT. Thank you, Mr. Crowley. And, as you can
see, and as Mr. Crowley said, this is really, truly a partnership up
here, with Republicans and Democrats all appearing to be on the
same page, wanting to help those that are most vulnerable. And I
really—as an old cop—I know I mention this quite often, but I am
proud to be, you know, an old law enforcement officer. But the evi-
dence-based stuff is very critical, and you guys are doing an awe-
some job with that.

So, congratulations. Congratulations to you, Ms. Sucilla, and
your success. And, thank you, Ms. Towne, for your hard work that
you do each and every day. So, we are going to see each other
again. We will visit again, and continue to work together.

If Members have additional questions for the witnesses, they will
submit them to you in writing. And we would appreciate receiving
your responses for the record within two weeks. The committee
stands adjourned.

[Whereupon, at 3:30 p.m., the subcommittee was adjourned.]

[Member Questions for the Record follows:]




81

Jon Baron



82



83

Jon Baron Response
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[Public Submission for the Record follows:]
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