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Executive Summary

Executive Summary
HFM Program and Evaluation

T

HIS EXECUTIVE SUMMARY HIGH-

lights the key findings to emerge from
the Massachusetts Healthy Families Evaluation, a multi-year study — begun in
1998 — of the statewide Healthy Families
Massachusetts program. Assessments of both
program operations and program outcomes are
summarized below. This brief document is meant
primarily for a policy and program audience—
readers with interest in details of this evaluation
and its findings are invited to peruse the full report1 that follows:
Healthy Families Massachusetts (HFM)
Services and Goals

Launched in 1997, HFM is an ambitious, statewide adaptation of the Healthy Families America
home visiting program — the first in the country.
It was designed to be available to all families in
which the mother is a first-time parent under the
age of 21.2 The original 1997 program Request
for Responses (RFR) lists the main goals of the
HFM program as follows:
• prevent child abuse and neglect by supporting
positive, effective parenting skills and a nurturing home environment;
• achieve optimal health, growth and development in infancy and early childhood;
• promote maximum parental educational
attainment and economic self-sufficiency;
• prevent repeat teen pregnancies.
HFM services vary from site to site, though they
generally include home visits, center-based groups,
and referral services. The majority of the home
visitors are paraprofessionals, but there is a wide
range of education, experience, and expertise represented in the statewide program. In their work
with families, the home visitors are meant to

model and support positive parent-child interactions; teach about child development; help the
family to provide a safe and enriching environment for their child; support the parent’s educational and professional development and goals;
provide crisis intervention; and connect the family
with other social services as needed.
Services are initiated prenatally, at birth, or
within the first year of the child’s life, and may
continue until the child’s third birthday. Families
are located, referred, and recruited to HFM through
a wide range of sources. The frequency, intensity,
and duration of visits are determined based on
each family’s needs and preferences, and range
from several times a week to once every few
months. Currently, HFM is being delivered by
catchment area, with 17 agencies, and 27 programs
operating as program sites.
The Massachusetts Healthy Families
Evaluation (MHFE)

Soon after the program’s inception, the Massachusetts Children’s Trust Fund awarded the contract for evaluating HFM to a Tufts University
team, headed by Professors M. Ann Easterbrooks,
Eliot-Pearson Department of Child Development;

1
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Francine Jacobs, Departments of Child Development and Urban and Environmental Policy and
Planning; and Jayanthi Mistry, of the Eliot-Pearson Department of Child Development. Anne
Brady, Ph.D., has served as the Project Manager
since the evaluation’s inception. A technical advisory board provided guidance on the design and
execution of the evaluation (see Appendix A).
The MHFE team devoted the first year of funding to developing an evaluation plan;3 the second
year was dedicated to program and participant
recruitment and the commencement of data collection. In June 2002, data collection concluded,
and analyses proceeded. Because of the exigencies
of state budgets and administrative data systems,
the project’s data analysis phase was extended,
concluding in September 2004.
Goals of the MHFE

The MHFE was commissioned to answer questions pertaining both to the operation of the program, as well as the outcomes achieved for its
participants. The core questions relating to program operations included:

• What is the nature of the home visit? What
are the critical elements of the relationship
between home visitor and client? What is the
range of topics covered during home visits?
Who participates in home visits? To what extent is home visiting practice consonant with
ethnotheories (culturally embedded sets of
beliefs) of parenting and childrearing?
• How do participants experience the program?
How satisfied are participants with the program and how successful do they perceive the
program to be? What patterns of participation
are demonstrated, and how are these patterns
of service utilization related to their experiences
in the program? What are the young mothers’
own theories of child development and “good
parenting,” and the ways they feel most comfortable seeking help with parenting?
• To what extent, and in what ways, do sites
operate with “fidelity to the model”? To what
extent do the programs, as implemented,
conform to the HFM model, and to individual program standards?

Figure A: MHFE Evaluation Components

Process Study
1. What is the nature of the home
visit offered through HFM?
2. To what extent do the programs,
as implemented, conform to the
HFM model and individual
program standards?
3. How do participants
experience the
program?

Outcome Study
1. To what extent does HFM meet
the four stated program goals?
2. To what extent does HFM meet
the shorter-term objectives?
3. To what extent do partcular
characteristics of clients, programs,
or communities moderate attainment of HFM goals and objectives?

Ethnography
1. What are subsample ethnotheories
of parenting, childrearing, and
help-seeking?
2. To what extent are HFM
services consonant with these
ethnotheories?
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The core questions related to program outcomes
included:
• To what extent is the program meeting its
stated “distal,” or long-term, goals?
• To what extent are the “intermediate,” or
short-term, objectives4 being achieved? These
intermediate objectives include:
— increasing the amount, types, and quality
of social support used by young parents;
— increasing parental knowledge of child
development and enhancing parenting
competence/parenting skills;
— enhancing the quality of the parent-child
relationship; and
— promoting parental well-being.
• In what ways do characteristics of participants,
programs, and communities moderate both utilization of program services and the attainment
of the short- and long-term outcomes? Potential
client-centered influences include maternal
age, maternal developmental status, childhood
history, child age at program entry, and patterns of service utilization. Program-related
moderators include fidelity of the program to
the Healthy Families model, the extent of cultural sensitivity in service provision, and program auspices. The MHFE is particularly
interested in the potential moderating role
of maternal age and developmental status,
and the cultural “match” between client and
service delivery.

The MHFE design is based on Jacobs’s FiveTiered Approach to evaluation,5 which organizes
evaluation activities developmentally, in five stages or tiers, “moving from generating descriptive
and process-oriented information at the earlier
stages [of a program’s development] to determining the effects of programs later [on]”6 (see Appendix B).
The MHFE was divided into three overlapping components: the Process Study, the Outcome
Study, and the Ethnography; a member of the project’s senior research group managed each of these
substudies. Each substudy team was responsible
for answering a discrete set of the project’s core
research questions (see Figure A).
MHFE Methods and Samples

The data collection and analysis strategies that
were employed during the conduct of this evaluation are detailed in the Final Report and will not
be reviewed here. In brief, the MHFE used a
multi-method approach — developing, adopting,
and adapting both qualitative and quantitative instruments and techniques. Client experiences
were examined using a nested sample structure
that included some basic descriptive information
from the total HFM population of approximately
13,000 participants, in-depth information on a
representative sample of participants (n = 361), and
ethnographic detail on clusters of participants
from three communities (n = 30). Data were also
collected, using a range of instruments, from home
visitors and program administrators.

3
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HFM Program Operations

I

n the following section, key findings related to
how the HFM operates are presented. The
first set of findings describes basic service provision, and the extent to which the program is
operating according to standards. The second set
reflects the participants’ experiences with HFM.
SER VICE PROVISION
Key Findings

Overall, HFM performed at least as well as, and
on some indices, better than, other home visiting
programs. This finding is noteworthy, given the
age of the population served, and the relative
youth of the program at the initiation of this
evaluation.
� Outreach and referral: 70% of all MA teenagers, either pregnant with or parenting their
first babies, were referred to HFM between
1999 and 2002. In comparison with other universal home visiting programs, HFM appears to
be quite effective at outreach and referral.7
� Enrollment: Of those mothers who were
referred, who were located and eligible, 86%
accepted services. These rates are similar to
other home visiting program acceptance rates,
which typically are in the 80–90% range.8
� Length and intensity of program use:
Participants stayed in the program for an
average of 17 months. The majority (59%)
of participants stayed for more than one year.
These retention rates compare favorably with
those reported by other home visiting program
evaluations.9 The average number of home
visits received per client was 31.
� Service delivery: Most families, in keeping
with HFM expectations, begin the program
on the most intensive service level. On average, mothers in the MHFE received 56% of
their expected visits. This figure, though low,
actually compares favorably with those of other
home visiting programs that target teenage
populations.10

� Cultural consonance: Overall, the HFM
program did a very good job matching home
visitors and participants along cultural lines,
particularly in regard to language; almost all
of the young women in the program were
assigned a home visitor who could speak their
preferred language.
Further Discussion

HFM uses the Healthy Families America Credentialing Site Self-Assessment Tool to make
clear to individual programs the standards to
which they are expected to adhere.11 Those standards most pertinent to this evaluation are summarized below; for each standard we present relevant findings, and, when available, comparison
data from other home visiting program evaluations. Keep in mind that HFM’s performance, although not perfect, was at least as good as other,
more veteran home visiting programs.
STANDARD: Services should be initiated prena-

tally or at birth. At enrollment, the majority of

participants were pregnant (64%). Although HFM
strives to enroll young women prenatally, or as
close to the births as possible, the program has
also made a concerted effort to provide services to
young women who are already parenting.
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STANDARD: Services should be offered inten-

sively with well-defined criteria for increasing
or decreasing intensity of services and over the
long term. The vast majority of participants had

a weekly service assignment, in keeping with
HFM expectations that participants begin the
program on a more intensive service level and remain at that level for a minimum of six months
after the birth of the baby.
STANDARD: Participants at the various levels of

services offered by the program should receive
the appropriate number of visits, based upon
the level of services to which they are assigned. Mothers with an assigned service level

received approximately 56% of their expected visits. These figures compare favorably with those of
other home visiting programs.12 Further research by
MHFE staff into this service slippage found:
• Both home visitors and clients attributed
more than half of the visits clients missed to
“reasons that may have been beyond the client’s control.” For example, many of the young
mothers missed visits because of medical appointments, work, school, or other similar
”positive” commitments, that is, commitments
that represent responsible decisions on their
part.
• According to the home visitors, 80% of the
missed visits were the responsibility of the
client, and 20% of the visits were missed
because of home visitor circumstances.
• On average, home visitors were unable to
schedule even 22% of the visits they were
expected to complete.
STANDARD: Services should be culturally com-

petent to the extent that staff understand,
acknowledge, and respect differences, and be
able to form relationships among participants;
staff and materials used should reflect the
cultural, linguistic, geographic, racial, and ethnic
diversity of the population served. Overall, the

HFM program did a very good job matching
home visitors and participants along cultural lines,
particularly in regard to language; almost all of the
young women in the program were assigned a
home visitor who could speak their preferred
language.

Cultural competence was interpreted in a variety of ways by programs in different communities,
including using a family-centered approach, having familiarity with the community, and sharing
cultural and socioeconomic characteristics with
the families.
STANDARD: Delivery of services should be

guided by the Individualized Family Support
Plan (IFSP) — a document, developed collaboratively between the family and home visitor,
that sketches out the personal goals each
mother sets for herself. To begin, home visitors

do appear to be respectful of their clients’ goals for
themselves, in that the content of home visits
reflects the mothers’ interests. For example,
mothers with a greater number of goals pertaining
to “parenting and providing a nurturing home”
received more home visits that covered child
development, parent-child interaction, parent and
family health, social-emotional health, and family
interaction.
The most prominent goals were those related
to continued education and economic attainment,
and those related to the health, growth, and development of the child. Relatively few families
had goals related to preventing repeat pregnancy.
Mothers for whom a higher percentage of
home visits focused on education and employment
achieved a greater percentage of those goals.
STANDARD: The program should use a devel-

opmental screen to monitor infant/child development at specific intervals. Completion rates

for the developmental screening assessment were
lower than they should have been, according to
HFM standards. Even when a more lenient
standard was applied (percentage of children who
received within one Ages and Stages Questionnaire (ASQ) of their expected amount [e.g., four
out of five; or three out of four]), only 57% of the
participants’ children were assessed on time.
These low rates may be attributable to the ASQ’s
rigid guidelines for completion. Alternatively, the
relatively low ASQ completion rates may reflect
the high number of visits that are missed in
HFM.
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CLIENTS’ EXPERIENCES OF THE
PROGRAM
The MHFE was interested in both how clients
experienced the program (their degree of satisfaction with it), and what they experienced — that is,
the content of the home visit. Both of these aspects are described briefly below.
Key Findings

� Most clients were very well-satisfied with the
program.
� Most clients felt that their home visitors were
family centered, respectful, and caring.
� Clients who dropped out of the program most
commonly reported that they were simply too
busy for it.
Further Discussion

In general, families reported very positive experiences of the HFM program, believing that HFM
had at least “met” their expectations.
• While most clients rated their home visitors
as being family centered, this term had different meanings across cultural communities.
Some mothers focused more on grandmother
and extended family participation, and others
on involvement by the teenagers’ partners or
the babies’ fathers.
• Participants who had dropped out of the program as of the end of the evaluation reported
a wide range of personal and programmatic
reasons for doing so. Mothers who dropped
out most commonly reported that they were
too busy for the program, that they did not
need the program, or had experienced home
visitor turnover that made it difficult to continue. Those participants indicated that they
would have stayed if they had had a different
home visitor, the program had better accommodated their schedules, or their home
visitor had not changed.

THE NATURE OF THE HOME VISIT
Key Findings

� The relationship between the home visitor
and her client appears critical to keeping
mothers engaged with HFM. Indeed, it may
be as important as any particular curriculum
or activity — the traditional “content” of
home visits.
� When asked about their home visitor’s role,
the majority of the young mothers described
their home visitors as “friends.”
� About half of the home visitors considered
racial match to be an important ingredient in
a successful relationship with a client. On the
other hand, only 20% of the mothers reported
that having a home visitor of the same race
was important.
� A minority of both home visitors and mothers
felt that a language match between home visitor and client was important, although the
vast majority of assignments were made with
this consideration in mind.
� Close to half of both home visitors and clients
felt that it was helpful if the home visitor was
also a parent, and a quarter of the mothers
believed it was important to have a home
visitor who had been a teen parent.
Further Discussion

Among the hundreds of evaluations of home visiting programs, there are few reports that detail
the nature of the home visit –– what actually happens during that encounter. In our explorations,
we have found home visits to be complexly organized and dynamic service units, comprised of a
broad range of activities and information, and
bounded and shaped by the relationship that develops between the home visitor and, primarily,
the young mother. In the end, it appears that this
relationship with a home visitor may be as important to the mothers as any other element of the
program. If this is the case, then home visitor
turnover, which fractures that relationship, is of
real concern.

Executive Summary

Although this relationship was defined differently among individual mothers, and according to
our Ethnography, across communities, a full 75%
of the MHFE mothers perceived of the home visitor as a “friend” (as opposed to a professional, or
a parent/other adult figure), and therefore saw
this relationship as something different from what
is conventionally established between professional
helpers and clients. For example, in one community, the young mothers emphasized both the vast
array of instrumental support they received and
the emotional connection they felt with their home
visitors. In another, the teenagers believed that
their home visitors’ willingness to “go the extra
mile” demonstrated a special level of caring for
them and their families. And in the third community, the young mothers highlighted their home
visitors’ respect for differences, and provision of
prompt, reliable support.

Participants in the MHFE — home visitors and
mothers — did not always agree about the importance of home visitor-client matches of several
sorts. About half the home visitors identified racial
match as an important ingredient in a successful
relationship; on the other hand, only 20% of the
mothers noted that having a home visitor of the
same race was important. In terms of linguistic
match, about 20% of the home visitors, and 34%
of the mothers, thought that being able to speak
in the mother’s native language was of real value.
As to having a home visitor that was also a parent, close to half of both home visitors and mothers thought this was a helpful characteristic for
home visitors. In addition, about 25% of the
mothers believed that it was important to have a
home visitor who had been a teen parent.

7
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HFM Program Outcomes

T

he MHFE considered three genre of program outcomes: The first is what we call
“perceived effects” in that they are outcomes that the mothers and/or their home
visitors identify as having been achieved, related
to the personal goals set during the IFSP development process. These outcomes are considered
“perceived” and not actual because they are not
verified by an objective observer or measurement.
The second type of outcome is categorized here as
an “intermediate objective.” These intermediate
objectives, described earlier, represent steps along
the way to attaining the major goals of HFM.
Finally, the four distal, or more long-term, goals,
as articulated by HFM, are the outcomes of most
general interest. Findings related to each outcome
type are included in this section.
PERCEIVED EFFECTS
Key Findings

Overall, both home visitors and clients thought
the HFM program had positive effects on the
mothers and their families.
� Clients emphasized most strongly the positive
impact their home visitors had in the area of
child development.
� When asked to describe their perceptions
of the benefits of HFM, mothers highlighted
the informational/educational support they
received from their home visitors.
� Ninety-two percent of the mothers felt that
the program had no effect on their plans to
have more children.
� Most mothers felt they made progress on
their individual goals, and more than onethird reported achieving their goals.
� Home visitors rated mothers as having
achieved a high proportion of their IFSP
goals by the first follow-up. Families tended
to achieve goals in less than the six-month
time frame suggested by the HFM program.

� Goals pertaining to teen education and economic attainment, however, had the lowest
achievement rate likely because of their longterm nature.
Further Discussion

Information from both clients and home visitors
indicate that the program was perceived as effective in a range of areas. The three areas of positive
impact mentioned most frequently by mothers
were knowledge of child development, followed, in
sequence, by education, and then housing. In fact,
receiving useful information in many domains
was noted by mothers as the most helpful kind of
support provided, with “emotional support” (i.e.,
someone to talk to, or the opportunity to interact
with other teen moms) and then “instrumental
support” (i.e., help with daily living) following in
importance. When asked if they felt they had
made progress on their individual goals, most
mothers reported making progress, and more than
one-third said they had reached their goals.
In addition, most mothers felt that the home
visitor had helped them with parenting, and had
enhanced their feelings about themselves. Ninety-two percent felt that the program had no effect
on their plans to have more children.
According to home visitors, at the IFSP follow-up that occurred closest to the end of the
MHFE, the majority of the families had achieved
at least one of their personal goals.

Executive Summary

• On average, families had achieved more than
half of their goals by this point.
• Maternal education and economic attainment
goals had the lowest achievement rate (presumably because they are longer-term endeavors).
• Of the families that had not achieved their
goals at this point, more than half had made
at least some progress on at least one goal.
ATTAINMENT OF
INTERMEDIATE OBJECTIVES

edge, and experienced less parenting stress
by the end of the evaluation. Mothers who
had supportive relationships with their cur
rent partners were more confident about
their parenting.
� Mothers who were enrolled in higher quality
programs were more likely to have more optimal parenting knowledge/beliefs scores later
in the evaluation.

Key Findings

� Over the course of the evaluation, mothers’
total amount of informal social support
increased.

Mothers in the MHFE sample achieved many
changes, a substantial number of which were in a
positive direction.

� Mothers with a higher quantity and better
quality of social support showed better
parenting knowledge and beliefs.

� Toward the end of the evaluation, mothers
held more optimal parenting attitudes; they
were increasingly more appropriate in their
expectations, more empathic, and engaged
in fewer role-reversing behaviors.

� Mothers participated in significantly fewer
health risk behaviors over the course of the
evaluation.

� On average, participants’ knowledge of infant
development increased during the course of
the evaluation.
� Overall parenting stress did not increase over
the time of the evaluation.
� Although statistically there was a decrease
across time in the percentage of mothers who
scored within the clinically significant range
of depressive symptoms, at the end of the
evaluation there was still a very high proportion of mothers (45%) who were depressed.
� Twenty-seven percent of the mothers were
considered chronically depressed (depressed
at three or more time points).
� Mothers with fewer symptoms of depression
reported more optimal parenting beliefs and
knowledge after a year in the evaluation.
� Mothers who were less depressed had children
who behaved more optimally during motherchild teaching interactions later in the
evaluation.
� Mothers relationships with their romantic
partners were related to their parenting strategies. Mothers who engaged more in partner
negotiation strategies held more optimal parenting beliefs and child development knowl-

Further Discussion

As noted above, mothers in the MHFE sample
made progress in each of the intermediate objectives categories (increasing social support, parenting knowledge and behavior, and maternal well
being) during the 18-month study period. What
aspects of the HFM program appear to have been
related to these changes? A number of clear links
emerged: Participants enrolled in better quality
programs were more likely to be better informed
about child development, and hold more appropriate attitudes about parenting. Participants who
received a larger number of home visits were likely to report more dependable social support at
their disposal (perhaps because they had learned
how to choose where to go for it). Mothers who
exhibited more appropriate parenting behaviors on
one MHFE measure used HFM less intensively.
And mothers who used less positive coping strategies received at least the number of home visits required by the program. In our view, these latter
two findings are positive ones, in that they suggest
that home visitors correctly assess their clients’
parenting knowledge and competence, and adjust
program dosage accordingly. Mothers with more
competence receive less service; mothers who use
less positive coping strategies receive at least what
they should. These findings also speak to the
complexity of understanding program utilization
— more service does not necessarily yield better
results.
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On the worrisome end are the data related to
maternal depression, particularly the chronicity of
depression documented for 27% of the MHFE
sample. Although these rates appear no worse
than those obtained in a number of studies with
comparable groups, they are, in any case, unacceptably high. Maternal depression is acknowledged to compromise even the best of parenting
intentions; HFM cannot do its best job in the face
of this real mental health barrier.
REACHING PROGRAM GOALS
Key Findings

Mothers in the MHFE achieved positive outcomes
in three of HFM’s four primary program goals
areas — enhanced educational and economic attainment, promoting healthy child (infant and toddler) development, and reducing child abuse and
neglect. Adequate comparison standards in the
other goal area — preventing repeat pregnancies (or
births) — were not available, so the results cannot
be judged to be positive or negative.
� Eighty-three percent of mothers were in
school or had graduated/received a General
Equivalency Diploma (GED) by the end of
the evaluation, compared to 56% at its beginning. This rate compares favorably to national
data indicating that only 53% of women who
became mothers under the age of 20 had graduated
from high school or completed a GED by the age
of 25.13
� Almost 70% of the mothers who were not in
school or a GED program at the beginning of
the evaluation changed this status within the
18-month period of the MHFE.
� Mothers were more likely to progress in their
educational attainment when their friends
behaved in more positive ways as well.
� The better the quality of HFM program, the
more likely it was that mothers would continue or complete their schooling.
� Educational attainment during the study
period varied across and within the communities included in the Ethnographic substudy.
Several distinct patterns emerged: “Education
is necessary and possible;” “Education is necessary but impossible;” and “Education is
not necessary.”

� The rate of Temporary Assistance for Needy
Families (TANF) participation at the end of
the MHFE was 35%. Although that rate represents an increase from the participation rate
at the beginning of the evaluation (22%), it
nonetheless compares favorably to rates of
receipt of public assistance reported elsewhere.
The proportion of teen parents receiving welfare
has ranged from 44% for all teen mothers to as
much as 75% for teen mothers who remain unmarried five years after the birth of their child.14
� Almost 12% of MHFE mothers were identified as perpetrators of maltreatment against
their own children, according to DSS records.
This rate compares favorably to a small Rhode
Island study for which a 33% maltreatment rate
among teen mothers was reported.15 Other comparison data are not available.
� The large majority (93%) of the MHFE
sample’s substantiated maltreatment cases
involved neglect only. Sixty percent of the
maltreatment cases in the Rhode Island study
represented neglect.16
� According to DSS records, 26% of the
MHFE sample were substantiated victims of
maltreatment during their own childhoods;
this number is likely an underestimate, as
DSS records only pertain to those participants
whose childhoods were spent in Massachusetts.
� Mothers who report more physical and psychological abuse in their own childhoods, and
who exhibit signs of depression, engage in
more risky behaviors, and live in less healthy
and safe homes and neighborhoods are more
likely to be perpetrators of child maltreatment.
� Just over 14% of women in the MHFE sample had repeat births within two years of the
birth of their first children.
� Mothers with repeat births within two years
were less likely to have completed their high
school education/GED or to currently be enrolled in school.
� Community differences in second birth rates
emerged within the Ethnography, suggesting
that in certain communities, having a second
birth as a young mother is a more accepted
practice than in others.

Executive Summary

� Sixty-three percent of all the mothers in the
MHFE, and 64% of mothers under age 20,
breastfed their first child. This rate for teenagers compares favorably to national data indicating that only 55% of teen mothers
breastfeed.17
� Eighty-three percent of the infants and toddlers whose mothers participated in the MHFE
were reported to be completely current with
their immunizations. Nationally, 76% of twoyear-olds are immunized; the Massachusetts rate
is 89%. There are no comparable data for children
of young mothers, either nationally or in Massachusetts.

� Children of mothers in the MHFE were
generally developing well — that is, without
problems — in the five developmental domains assessed with the screening instrument
chosen by HFM (the ASQ).
Because we have presented an extensive array of
findings above, we will not provide more detail
here. Additional discussion of both outcome and
process findings are included in the following
summary section.
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Discussion Points

E

ach of the following discussion points
emerges from a major finding. Within the
context of generally encouraging evaluation
findings, many of these points raise provocative questions, at least in our view, about
some aspect of HFM, often regarding its choice
of outcome goals and/or process goals (goals for
program operations/program standards). These
points are discussed in detail below.
Mothers were well-satisfied with the program
overall, and appreciated their home visitors particularly. Nonetheless, they participated in the program less intensively than their established service
level dictated. Approximately 56% of the visits
that, according to HFM standards, should have
occurred over a period of time observed by the
MHFE in fact occurred. Families with biweekly
and monthly service levels generally received their
prescribed allotment, but families with weekly
plans often received about half. (This finding is in
keeping with utilization figures achieved by other
home visiting programs as well.) Our Ethnographic Study suggests that there are patterns to
participation, and that these patterns are influenced by program-related events (e.g., home visitor turnover), client-related events (e.g., a new
job, a new living arrangement), cultural and community factors, and simple disagreements between what home visitors believe a family needs
and what that family actually wants.
There was also little surprise expressed among
HFM program administrators at the local or state
level that assigned service levels were not being
fully met. The lives of young mothers are full of
unexpected demands that pull them out of their
scheduled activities; home visitors also experience
unanticipated interruptions of their routines. The
missed visits that result are often difficult or impossible to reschedule. These realities may well
need to be considered more realistically in setting,
and revising, individual service levels for families,
and perhaps even standards for service provision
statewide. In fact, HFM might achieve more intensive participation, over a longer period of time,

were it to consider alternative program modalities
(e.g., drop-in centers, email listservs, etc.).
The home visitor-client relationship is likely the
core element of HFM. The contours of this relationship are not fixed, and do not always conform
to the role as it is defined by the statewide program; help-seeking behaviors are not universal.
Nonetheless, these home visitor-client relationships are built over time and maintained. Given
the challenging circumstances confronting many
of these young mothers, the home visitor often
provides an essential link to the adult world, and,
therefore, a break in that relationship (e.g.,
through staff turnover) may represent more than
an inconvenience or a temporary service lapse. It
can be experienced by the mother as a serious
breach or loss, another broken relationship that
cannot be replaced.
The goal of pregnancy prevention does not appear to be a priority for most young mothers. Although this desired result ranked high among
HFM program developers, it does not appear in
the goals mothers generate for themselves, and
over 90% of the mothers reported that their home
visitors’ opinions on the topic of repeat pregnancy
and birth did not affect their decisions. It also
seems that the extent to which home visitors attempt to “push” this message with their clients
varies across programs, and even within programs.

Executive Summary

We were not able to track the relationship of concerted home visitor efforts on this topic to the
goal of preventing repeat pregnancies and births.
But we suspect that the decision to have a second
child is held, by most of these young mothers, as a
personal or personal/familial/cultural issue — not
something easily within the reach of a public program to affect.
On the other hand, when participants and the
program are aligned in their choice of goals, the results appear to reflect that. For example, participants expressed the greatest interest in gaining
knowledge about child development, and indeed,
there was a significant increase in that knowledge
across the period of the evaluation. These benefits
are related to the quality of the program in which
these mothers were enrolled. So here the mothers
wanted what the program had to provide, and
those mothers who did best were enrolled in high
quality programs.
The ecology of these mothers’ lives is complex,
with many people, institutions, and values exerting
powerful influences on them. These influences include their families of origin, the smaller family
units they have created with the birth of this
child, the friends they had prior to giving birth
and the friends that remain afterwards, the communities in which they live, and the institutions
and organizations in which they are members. In
noting these ecological contributions to parenting, we are raising the obvious point that HFM,
in serving youth who are also parents, operates in
a particularly complicated context. Setting both
process goals (e.g., cultural sensitivity, or extended
family involvement) and outcome goals (e.g., preventing repeat births) that reflect that context is,
likewise, a complicated but necessary matter.
HFM appears successful at enhancing the social
supports on which young mothers depend. Early on
we posited that social support might be viewed as
the unifying construct for this program; virtually
all that occurred during home visits fit into one of
the categories of social support — informational,
emotional, or instrumental. Our analyses, both
quantitative and qualitative, have borne this out.
Dependable, ample social support, of both formal
and informal types, is associated with many benefits for these young women. Although social

support can be obtained in many ways, from many
quarters, HFM appears to have played a substantial role here.
The level of depression among these young
women is extremely high. Although the overall
level of depression for mothers in the MHFE declined over the period of the evaluation, and that
decline was statistically significant, we do not
consider a 45% figure (mothers who were “clinically depressed”) at the end of the evaluation as a
positive sign. Approximately 27% of the mothers
were considered to be “chronically depressed,”
meaning that they scored above the clinical cutoff on the measure we used at either three or all
four of the data points in the evaluation.
Depression is related to a broad range of factors that compromise personal well-being —
childhood history of maltreatment, domestic violence, and so forth. It is also, not surprisingly,
implicated in a host of parenting difficulties. Apart
from the concern for the crippling personal toll it
takes, from a strategic perspective, dealing with
depression and the factors that correlate with it is
critical if HFM is to make even better progress on
its goals in the future. And given how stretched
community mental health resources in most communities are, addressing this concern effectively
seems to us nigh impossible without substantial
cooperation and collaboration from other public
agencies.
HFM mothers are particularly successful at
continuing their education. We appreciate that
this goal is not shared by all young mothers, at
least at the present time. Nonetheless, that over
83% of mothers in the MHFE were in school or
had graduated by the end of the evaluation is certainly noteworthy. Numerous mothers in our
sample spoke about how powerful and effective
support from their home visitors was in helping
them achieve this goal. Moreover, the quality of
the program differentiated between mothers who
were successful and those who were not; mothers
enrolled in programs with less turnover, more
“match” between home visitors and parents,
quicker intake, and a greater likelihood that they
were receiving their full complement of services,
had higher completion rates.
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Economic self-sufficiency is more difficult to
measure, for this population, in a meaningful way,
and may be immediately less relevant anyway.
Other evaluations use receipt of public assistance
as a core measure of economic attainment, and we
collected those data as well. Indeed, the rate of
TANF receipt among HFM participants compared favorably with those achieved for other programs, although it did increase over the period of
the evaluation. We do not consider that increase a
negative finding, in that a percentage of the
mothers electing to use TANF accepted the support so that they could return to school. In fact,
since it appears to be HFM’s belief (supported by
a considerable amount of research) that a high
school diploma is among the best hedges against
extended periods of economic dependency, then
one might look, instead, to providing greater public financial assistance, early on, to these new
mothers so that they can attend school. The premium should probably be placed on school (or
GED) completion first, then financial self-sufficiency at some later point. (And neither of these

goals takes into account advice from the Ethnographic Study — that a third trajectory, one that
includes family-building first, before either educational or economic attainment, should be considered as well.)
Finally, the children of these young mothers, as a
group, look to be doing quite well developmentally.
Often the concern in teen parenting programs is
for the teens’ children, who the research literature
identifies as “at risk” for many negative consequences. By the end of our evaluation these children were generally developing adequately, with
no serious red flags in any developmental domain.
That positive finding is worth noting for a number of reasons, but primarily the following: It allows us to underscore the fact that, despite the
challenges described above and the low expectations that many in the public hold for young
parents, many of these young women have admirably met the challenges of parenting and young
adulthood.

Executive Summary

Program & Policy Recommendations

W

e sketch out below only a few of the
most important recommendations for
the statewide HFM and local programs to consider:

• HFM should reconsider the concept of
“service level,” and reconceptualize optimal
patterns of program utilization. Additional
service modalities (e.g., contact via internet,
or a drop-in center, etc.) should be considered.
• HFM should attempt to more closely align
certain program standards with program
goals: If cultural norms differ regarding particular outcomes, then cultural competence
is difficult, perhaps impossible to achieve.
All program standards should be assessed
in this way.
• HFM should consider decoupling the goal of
educational attainment from that of economic
self-sufficiency. Receipt of public assistance
may well facilitate educational attainment.
• HFM should focus resources (or coordinate
resources with other agencies) in the service of
addressing maternal depression, especially the
chronic depression that was evident by the
end of the evaluation.
• A more efficient and accessible management
information system is critical to improving
services and initiating new research.
• HFM might reconsider the goal of preventing repeat births, refocusing it on preventing
those repeat births for which the proper supports are not likely to be available.

• The professional attributes that are considered
critical for home visitors should be examined
in light of the findings related to the range of
seemingly positive home visitor-client relationships.
• With the understanding that the home visitor-client relationship may be key to participant retention, HFM should work to develop
strategies to keep home visiting staff employed for longer periods of time.
We hope that these findings contribute, at least
modestly, to improving the operations of HFM
and thus, the possibilities of achieving its goals.
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Evaluating Healthy Families
Massachusetts (HFM)

L

aunched in 1997, HFM is an ambitious, statewide
adaptation of the Healthy Families America (HFA)
home visiting program — the first in the country. It
was designed to be available to all families in which
the mother or father is a first-time parent under the
age of 21.1 The original 1997 program Request for Responses
(RFR) lists the main goals of the HFM program as follows:
• prevent child abuse and neglect by supporting
positive, effective parenting skills and nurturing
home environment;
• achieve optimal health, growth, and development
in infancy and early childhood;
• promote maximum parental educational attainment
and economic self-sufficiency; and
• prevent repeat teen pregnancies.
HFM services vary from site to site, though they generally
include home visits, center-based groups, and referral services.
The majority of the home visitors are paraprofessionals, but
there is a wide range of education, experience, and expertise
represented in the statewide program. In their work with
families, home visitors are meant to model and support positive parent-child interactions, teach about child development,
help the family to provide a safe and enriching environment
for their child, support the parent’s educational and professional development and goals, provide crisis intervention, and
connect the family with other social services as needed.
Services are initiated prenatally, at birth, or within the
first year of the child’s life, and may continue until the child’s
third birthday. Families are located, referred, and recruited
to HFM through a wide range of sources. The frequency,
intensity, and duration of visits are determined by each family’s
needs and preferences, and range from several times a week
to quarterly. Currently, HFM is being delivered by 17 agencies,
with 27 programs operating as program sites.
HFM received $5,000,000 in its first year of operation
(FY 1998), and its budget increased each year, until it peaked
in FY 2001 and FY 2002 at over $21,000,000. Its current
budget (FY 2004) stands at a little over $12,000,000; this
reduction reflects the significant decreases that virtually all

human service organizations have endured over the past two
years. During its first year of operation, approximately 2,500
young mothers enrolled in HFM. In step with its funding,
enrollments peaked in FY 2001, with over 4,100 participants
actively involved; the numbers have dropped since then. The
MCTF supports HFM, and it is to the agency’s credit that
it has continued to operate in these times of fiscal uncertainty.
Soon after the program’s inception, the Massachusetts
Children’s Trust Fund (MCTF) awarded the contract for
evaluating HFM to a Tufts University team, headed by Professors M. Ann Easterbrooks, Eliot-Pearson Department of
Child Development; Francine Jacobs, Departments of Child
Development and Urban and Environmental Policy and
Planning; and Jayanthi Mistry, Eliot-Pearson Department
of Child Development; Anne Brady, Ph.D., served as Project
Manager of the evaluation. A small committee of research
and evaluation experts was convened to provide ongoing guidance on the study’s design and execution; the list of members
of the Technical Advisory Board (TAB) is included as
Appendix A.
The Massachusetts Healthy Families Evaluation (MHFE)
team devoted its first year of funding to developing an evaluation plan;2 the second year was dedicated to program and
participant recruitment and the commencement of data collection. In June 2002, data collection concluded, and analyses
began. Because of the exigencies of state budgets and administrative data systems, the project’s data analysis phase was
extended, concluding in September 2004.
This final report describes the conduct of the MHFE
study and summarizes its major findings. During the period
from January — March 2005, earlier drafts of this document
were distributed to our TAB, the MCTF personnel and
Advisory Committee members, and HFM program administrators, for their review and comment. We carefully considered
the thoughtful feedback we received, integrating as much of
it as was feasible into this present document. This report,
written with a policy and program audience in mind, represents the first step in our efforts to disseminate these findings;
the Tufts team plans to make this information widely available, in different formats for different audiences.
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Goals of the MHFE

The MHFE was commissioned to answer questions pertaining both to the operation of the program and outcomes
achieved for its participants. The core questions relating to
program operations included:
• What is the nature of the home visit? What are the
critical elements of the relationship between home visitor
and client? What is the range of topics covered during
home visits? Who participates in home visits? To what
extent is home visiting practice consistent with ethnotheories (culturally embedded sets of beliefs) of parenting
and child-rearing?
• How do participants experience the program? How
satisfied are participants with the program, and how
successful do they perceive the program to be? What
patterns of participation are demonstrated, and how
are these patterns of service utilization related to their
experiences in the program? What are the teenage
mothers’ theories of child development and “good
parenting,” and in what ways do they feel most
comfortable seeking help with parenting?
• To what extent, and in what ways, do sites operate
with “fidelity to the model?” To what extent do the
programs, as implemented, conform to HFM model
and individual program standards?
The core questions related to program outcomes included:
• To what extent is the program meeting its stated “distal,” or long-term, goals?
• To what extent are the “intermediate,” or short-term,
objectives3 being achieved? These intermediate objectives include:
— increasing the amount, types, and quality of social
support used by young parents;
— increasing parental knowledge of child development;
— enhancing parenting competence/parenting skills;
— enhancing the quality of the parent-child relationship;
and
— promoting parental well-being.
• In what ways do characteristics of participants, programs, and communities moderate both utilization
of program services and the attainment of the shortand long-term outcomes? Client-centered influences
include maternal age, maternal developmental status,
childhood history, child age of program entry, and patterns
of service utilization. Program-related moderators include
fidelity of the program to the Healthy Families (HF)
model, the extent of cultural sensitivity in service provision, and program auspices. The MHFE is particularly
interested in the potential moderating role of maternal
age and developmental status, and the cultural “match”
between client and service delivery.

The MHFE design is based on Jacobs’s Five-Tiered Approach
(FTA) to evaluation.4 The FTA is developmental in nature;
it organizes research activities at five levels, “moving from
generating descriptive and process-oriented information at
the earlier stages [of a program’s development] to determining the effects of programs later [on].”5 While focusing on
the evaluation questions posed by clients, the FTA also responds to program-specific variations, for example, its age
and developmental stage, its evaluation resources and capacity, and the context in which the program operates.6 The
FTA then matches evaluation activities appropriately. The
first three tiers are oriented to program process, or operations, and the fourth and fifth tiers are designed to measure or
determine outcomes. Tier One is concerned with establishing the need for a program, and as a pre-implemention tier,
has been excluded from the MHFE. (See Appendix B for a
depiction of the FTA model.)
At Tier Two, data are collected and analyzed to satisfy
basic demands for service monitoring and accountability.
Activities at the second tier focus on comprehensively and
accurately describing program inputs, or elements — primarily participants, services, staff, and costs. The systematic
collection of information about program operations is critical to all subsequent evaluation efforts. All programs should
be able to answer the questions, “How, with whom, by whom,
and at what costs, is the program being implemented?” At
Tier Three, evaluation activities are undertaken in order to
develop a more in-depth picture of the program, to assess
program quality with respect to performance standards, and
to provide information to staff and participants for program
improvement.
Tier Four activities focus on attainment of “proximal outcomes,” or shorter-term objectives, and examine whether the
program achieved the effects as intended. Tier Five activities
generally involve rigorous experimental research to assess
long-term program impact. Both the age of the HFM program at the start of the evaluation and the expected duration
of the evaluation made research at Tier Five inappropriate
in this case. The MHFE Outcome Study is, then, a Tier Four
outcome evaluation, investigating overall program effects,
proximal outcomes (achievement of short-term objectives),
and “mediators,” of those effects, or what qualities of the program and participants lead to differences in program effects.
Overall, the MHFE focuses on evaluation activities at Tiers
Two, Three, and Four.
The MHFE comprises three overlapping components:
Process Study, Outcome Study, and Ethnography; a member of
the project’s senior research group managed each of these
substudies (see Figure 1.1). Each substudy team was responsible for answering a discrete set of the project’s core research
questions. In addition, although project data were derived
from numerous sources and were collected and analyzed
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with a range of social science methods, each team was also
responsible for preparing its data to support analyses undertaken by the others. For example, it was explicitly intended
that the Process Study inform the Outcome Study, that the
Outcome Study produce data to test hunches arising from
the Ethnography, that the results of following through on
those hunches suggest additional process or outcome investigations, and so forth. This iterative quality is central to the
FTA model.
This report is organized into four sections. The first section
includes a literature review (Chapter 1) and a summary of
the research methods used throughout this study (Chapter 2).
The second section outlines HFM program operations, including a description of programs and participants (Chapter
3), a discussion of the nature of the home visit (Chapter 4),
and a summary of participants’ experiences of the program

(Chapter 5). The third section summarizes program outcomes,
including perceived effects (Chapter 6), and progress toward
achievement of both intermediate objectives (Chapter 7)
and long-term goals (Chapter 8). The final section of the report includes a summary of findings and recommendations
(Chapter 9). Appendices, including a glossary of acronyms
(Appendix D) follow.
Endnotes
1
2
3
4
5
6

In its first year of operation, HFM was open only to first-time parents
under the age of 20 years.
See Brady, Easterbrooks, Jacobs, & Mistry, 1998.
The theoretical model that serves as the rationale for choosing these
intermediate objectives is described in detail in the MHFE evaluation
plan. (See Brady, Easterbrooks, Jacobs, & Mistry, 1998.)
Jacobs, 1988; Jacobs, 2003; Jacobs & Kapuscik, 2000
Jacobs & Kapuscik, 2000, p. 37
Jacobs, 1988

Figure 1.1: MHFE Evaluation Components

Process Study
1. What is the nature of the home
visit offered through HFM?
2. To what extent do the programs,
as implemented, conform to
HFM model and individual
program standards
3. How do participants
experience the
program?
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Outcome Study
1. To what extent does HFM meet
the four stated program goals?
2. To what extent does HFM meet
the shorter-term objectives?
3. To what extent do particular characteristics of clients, programs, or communities moderate attainment of
HFM goals and objectives?

Ethnography
1. What are subsample ethnotheories
of parenting, childrearing, and help
seeking?
2. To what extent are HFM services
consonant with these ethnotheories?

Section One

E

The Scaffolding of the MHFE

valuation is both a research activity and a service activity. The research component is obvious: although
among the most emphatically practical applications of social scientific methods, evaluation is, nonetheless, a theoretically informed, empirically driven enterprise, with careful, systematic investigation at its
core. The service component is often less evident and less acknowledged, perhaps because the term
“service” implies accommodation, which in turn suggests compromise — of professional posture and
scientific approach, for example. But in most cases, an evaluation plan does, indeed, represent the point of intersection and agreement between the needs and interests of the client (the person or group commissioning the
study) and the knowledge, skills, and ethics of the evaluation team. Issues to be negotiated include the appropriateness of evaluation questions, the quality of data collection instruments, the availability of resources (i.e., funds,
access to data) and the schedule of evaluation activities, to name a few.
Higher quality evaluations result when newly-launched efforts locate themselves within the tradition of similar
investigations, explicitly identifying and building on promising approaches, seeking to answer the next generation
of questions not yet adequately addressed. Chapter 1 (Review of the Literature) briefly surveys prior research on
teen parenting and evaluations of home visiting programs, so that readers understand the MHFE’s intellectual
provenance. With that literature as a basis, and the interests of MCTF and other stakeholders in mind, the
MHFE was designed, as described in Chapter 2 (MHFE Methodology: The Conduct of the Evaluation). Modifications to the original design, as they became necessary, are also included. These two chapters, then, offer the
general framework for interpreting the subsequent results.
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Chapter 1

Review of the Literature

B

efore initiating the data collection phase of the
evaluation of the HFM program in 1998, the Tufts
evaluation team reviewed a large body of relevant
research and practice-based literature. That literature review1 allowed us to feel relatively confident
that we were addressing both the specific interests of our
stakeholders and, to the extent possible, some of the lingering
questions about home visiting posed by other researchers and
practitioners in the field. Since that time, of course, much
new research has emerged. The bulk of this present review,
then, incorporates the most relevant new publications into a
much-abbreviated version of that previous effort. In addition, this review highlights literature related to Process Study
in home visiting programs, since the earlier review did not
address issues of program operations or implementation.
This review is divided into three main sections: The first
is a brief treatment of the causes and consequences of teen
parenthood. The second presents an overview of home visiting outcome evaluation findings, and the third reviews literature on home visiting program implementation, including
the range of approaches for studying it, and the results from
those researchers who have investigated it.

• to have done poorly in school and demonstrated more
behavior problems than older mothers.10

The Causes and Consequences of Teenage
Parenthood

Lower Levels of Educational Achievement

Teen parenting has been of concern to US policymakers
since the 1970s. Teenage birthrates reached a peak of 61.8
births per 1,000 in 1991, and have subsequently dropped in
most states.2 Nonetheless:
• teenage pregnancy rates in the US are still among
the highest of all industrialized nations;3
• approximately one-fifth of teen mothers have more
than one child during their adolescence.4

Outcomes for Teenage Mothers

Researchers have documented a host of negative outcomes
associated with early parenthood, including a greater likelihood of being single parents11 and of having more children,
on average, than older mothers; both of these factors make
it more difficult to transcend poverty.12 Other negative outcomes associated with early parenting are described below.
Repeat Pregnancies

In 2002, there were approximately 89,000 repeat births to
teenagers, representing 21% of all births to adolescents.13
Adolescent mothers who go on to have subsequent births,
particularly closely-spaced repeat births, have been found to:
• be more likely to drop out of school;14
• be more likely to engage in deviant behaviors;15
• be more likely to be unemployed and become dependent on welfare when compared to adolescents who
have only one child;16 and
• have children with increased health complications.17

A curtailing of educational achievement is among the concerns for this population.
• Women who have babies as teenagers have lower levels
of educational attainment and higher levels of high
school drop-out when compared to teens who delay
childbearing.18
• Fifty-two percent of women who became mothers
under the age of 20 had graduated from high school
or completed a general equivalency diploma (GED)
by the age of 25.19

Factors Predicting Teenage Pregnancy

It is well documented that teenage mothers are more likely:
• to have come from impoverished backgrounds;5
• to be of minority status;6
• to have grown up in single parent households;7
• to have had parents with lower levels of education;8
• to have experienced less familial support and discipline; and9

Lower Levels of Economic Self-sufficiency

This factor is a major consideration for policymakers across
the country.
• Teenage mothers are less likely than older mothers
to find stable employment and be self-supporting.20
• Teenage mothers are less likely than older mothers
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to earn incomes adequate enough to support their
families.21
• Teenage mothers are more likely to receive welfare
benefits, and typically receive those benefits for longer
periods of time when compared to older mothers.22

• Many researchers have found that motherhood, in itself,
is a catalyst for positive life changes.35
• Social support, both formal36 and informal,37 has been
associated with positive outcomes in teenage parents.
Outcomes for Children of Teenage Mothers

Poor Maternal Health and Well-being

Early childbearing can have a negative impact on young
mothers’ physical and mental health.
• Early childbearing can be physically harmful for mothers
under the age of 15.23
• Young teens are at greater risk of serious medical complications related to pregnancy and delivery, and have
a 60% higher mortality rate than women in their 20s.24
• Rates of depression for adolescent mothers are considerably higher than rates for older mothers.25
Less Optimal Parenting Behaviors

Studies comparing parenting styles of adolescent mothers
to older mothers have found significant deficits in adolescent parenting.26
• Adolescent mothers, in general, have more punitive styles
of interacting; they are less responsive, less empathetic,
and tend to have less appropriate responses to their
children’s affect.27
• Adolescent mothers experience more parenting stress,
display lower self-esteem, and have higher scores on
potential child abuse measures when compared to older
mothers.28
• Childbearing at an early age has been associated with
higher infant mortality rates and higher rates of childhood
accidental injuries and illnesses resulting in hospital and
emergency room visits.29
• Adolescent mothers have a poorer understanding of
child development, have less realistic expectations for
their children’s behavior, and are less able to modify
their behavior in response to their children’s needs.30
Despite these findings, it is critical to recognize that there is
considerable variation in the outcomes of adolescent mothers. A number of researchers identify individual and ecological factors that are associated with positive outcomes for
some young mothers.31
• Older teenagers have demonstrated higher child acceptance and higher commitment to parenting.32
• Mothers with a higher level of cognitive maturity demonstrate more sensitive parenting.33
• Teenage mothers who are able to reflect on their own
life histories and hopes for the future engage in more
positive parent-child interactions.34

According to a Kids Count Special Report, “studies show
that teen parents are generally less able to give their children
the kind of solid foundation, including proper nutrition,
health care, cognitive and social stimulation, and old-fashioned nurturing — in short, the things all kids need — to
get off to a good start.”38 The following are some of the key
negative outcomes faced by children born to teenage mothers.
Poverty

Children born to teenage mothers are more likely to grow
up in poverty than children of older mothers. Overall, the
rate of poverty for children born to teenage mothers is twice
as high as the rate for all children.39
Poor Health

Children of teenage mothers tend to experience more health
problems than do children of older mothers.
• Teenage mothers frequently delay receiving prenatal
care40 and receive poorer prenatal care.
• Teenage mothers also experience more problems
during pregnancy and delivery.41
• Children of teenage mothers are more often born
prematurely.42
• Children of teenage mothers are one-third more likely
than those of older mothers to be of low birth weight
(less than 5.5 pounds).43 Premature births are associated
with a host of other negative outcomes for children:
— greater susceptibility to birth defects;44
— greater chance of having developmental difficulties;45
— increased risk of developing chronic respiratory
problems;46
— greater likelihood of experiencing serious illness,
and even infant death;47
— greater likelihood of being later diagnosed with
dyslexia, hyperactivity, or some other disability;48
— receipt of less medical care throughout childhood, and49
— fifty percent chance of a higher rate of infant mortality
than children born to older mothers.50
It is important to note, however, that many of these risks
appear to be associated with greater poverty and inadequate
prenatal care in addition to the age of the mother, per se.51
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Victimization and Foster Care

Children of teenage mothers are more likely to be victimized, to be the subjects of child abuse and neglect reports,
and to be placed in foster care.52
Poor School Performance and Social Behavior

Among the concerns voiced in these domains are the following:
• Children born to teenage parents exhibit more behavior
problems, including higher levels of aggression and lower
impulse control.53
• Children born to teenage parents are more likely
to experience cognitive delays.54
• Children of teenage mothers demonstrate lower school
achievement across the board — lower grades, elevated
levels of grade repetition, greater rates of high school
drop out, and lower levels of college attendance.55
• Sons of adolescent mothers are 3 times more likely
than sons of older mothers to be incarcerated. 56
• Daughters of teen mothers are significantly more likely
than the daughters of older mothers to give birth before
the age of eighteen.57
Conceptual Limitations to this Research

Research on young parenthood has traditionally been framed
within a deficit-based conceptual model; that is, the studies
have focused primarily on the negative predictors and consequences of early parenthood. The complexities of these
mothers’ lives also have not been adequately described,
although indeed, early childbearing is nested in a series of
often interrelated, systemic problems, such as poverty, unemployment, racism, and inadequate schools.58
Increasingly, researchers in the field have suggested that
a strength-based approach to understanding teenage pregnancy may deepen our appreciation of the broadly variable
outcomes among teenage mothers and their children. Such
a “positive youth development”59 perspective considers the
youth in her or his ecological context,60 in part evaluating
her decisions, functioning, and well-being within that
framework. This more recent line of inquiry promises to enhance the research on teen pregnancy and parenting by
shifting the primary focus away from measuring the host of
already well-documented and expected negative outcomes
toward describing the complex environments in which such
parenting occurs and the successes that, nonetheless, are
possible within them. Investigations of this nature may also
provide further guidance to policymakers and program developers as they attempt to both build on the strengths and
address the needs of this population.

25

Consequences of Teenage Parenthood for
Society

The “cycle of unrealized potential”61 that teenage pregnancy
appears to perpetuate places a significant burden on society
as a whole, with direct costs of approximately seven billion
dollars annually resulting from lost tax revenues and increased
spending on public assistance, child health care, foster care,
and the criminal justice system.62 In total, experts estimate
gross annual costs of up to 34 billion dollars for all subsequent
consequences of teenage parenting.63
Outcomes of Home Visitation Programs

This review of outcome evaluations is based on the MHFE’s
original literature review completed in February 1998. To
that review of evaluations of home visiting programs, we
have added literature published or produced since early
1998; we also include information from Daro and Harding’s
1999 review64 of preliminary results of 17 unpublished HF
Research Network evaluations. To be included in this review,
evaluations met two criteria:
• Home visiting must be a primary service component
of the program evaluated.
• The evaluation must have included measurements
of similar outcomes to those of interest to HFM
and the MHFE.
A great variety of constructs, or theoretical categories,
were examined in the evaluations we reviewed. Only the constructs and domains relevant to the MHFE are included
here. In Table 1.1 (page 26), we characterize each construct
by the proportion of evaluations showing positive findings.
If at least two-thirds of the evaluations showed positive findings, we place the construct in the “largely positive effects”
column. If about half the evaluations demonstrated positive
findings in that construct area, we place the construct in the
“mixed results” column. If no more than one-third of the
evaluations showed positive findings for that construct area,
we placed it in the “few or no effects” column.
While there is no consistent and clear pattern of positive
effects from home visiting, a number of promising findings
in discrete areas of development and functioning have emerged.
It is noteworthy that two key areas many home visiting programs seem to affect are the promotion of a nurturing home
environment and positive parent-child interactions.
Process Evaluations of Home Visiting Programs

Process evaluations examine the ways that programs operate
— the “inputs” (type and amount of services used, type of
participant, quality of the program, etc.), as researchers call
them. These data-based descriptions of program functions
then allow researchers to establish the extent to which
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Table 1.1: Findings from Selected Home Visiting Program Outcome Evaluations

Domain

Largely Positive Findings
(2/3 or more evaluations
addressing this construct
show positive findings)

Child Health, Growth,
and Development

Mixed Results (about 1/2 the
evaluations addressing this construct report positive findings)

Few or No Effects (1/3
or fewer evaluations
addressing this construct
show positive findings)

Prenatal care65

Immunizations 66

Birth outcomes67
Linkage to primary care provider68
Child hospital admissions and use of
hospital emergency departments for
health care69
Cognitive/language Development70
Social-emotional 71
Parenting and
Nurturing Home
Environment

Parent as an
Individual

Parent-child interaction 72

Parenting knowledge, attitudes,
expectations73

Nurturing home environment 74

Child maltreatment 75
Education 76

Social support77

Employment78

Depression79

Self-sufficiency80

Substance use 81

Repeat pregnancy and birth82

Life stress83

General mental health84

programs are operating as they should, according to plan.
Process evaluations also collect data on satisfaction with the
program as it is experienced by the full range of program
participants (clients, staff, funders, etc.).
In the following section, we present an overview of the
approaches home visiting evaluations have taken when examining program processes, and summarize process findings
from major home visiting evaluations. We also discuss specific components of program operations as they relate to
outcomes. Since evaluations of this type are relatively sparse,
with little homogeneity in how constructs of interest are
defined and measured, this section is more illustrative than
definitive.
To begin, although home visiting programs vary broadly
in their services, staff, and organizational auspices, several
program characteristics are commonly documented in the
literature:
• Although home visiting programs tend to focus on
home visits as their primary mode of service delivery,

•

•

•

•

most offer some combination of home visits, groups,
and other center-based activities.
Services are usually targeted to some type of at-risk
population (e.g., families with developmentally delayed
children, teenage parents, parents with substance use
issues, etc.).
Services are delivered by home visitors who are either
paraprofessionals or professionals, with varying degrees
of experience and education. In recent years, there has
been a push toward using paraprofessionals rather than
professionals in the home visiting role.
Home visits almost always include curricula, the exact
nature of which depends on the target population, and
the overall goal of the program (child abuse prevention,
parenting knowledge, etc.).
Most home visiting programs have as part of their standards some preferred entry point (e.g., prenatal vs. postnatal), and some preferred end point.
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• Home visiting programs usually assign their clients
some type of service level, which is usually intended to
change over the course of participation depending on
client need, but is typically guided by a program model
(e.g., weekly at first, tapering off to monthly).
Home visiting program evaluations tend to focus on
these central elements when investigating program operations.
With varying degrees of depth and breadth, most evaluations include in their research some reports of:
• the types and amount of services that are offered
and utilized;
• who is using the services and how much;
• who is delivering the services; and
• the nature of the services offered
(what types of curricula, etc.).
At a minimum, most evaluations consider some or all of these
issues on a simple descriptive level. More recently, though,
there has also been a trend toward framing these investigations
in terms of “fidelity to the model” — that is, in comparison
with standards for operations set by the program itself.
Below, several of the core elements of program operations are described as they are addressed in home visiting
evaluations.
Program Participation

Almost all process evaluations attempt to describe the way
participants use the program. Here we examine three aspects of program participation: penetration and engagement (the extent to which the program reaches into the target population, succeeds in enrolling potential clients, and
maintains parental interest), duration (the length of time
clients are engaged actively in the program), and intensity
(the amount of service participants receive). Whenever possible, we also present findings relating these process variables to program outcomes, although such work is limited.
Program Engagement

At a basic level, as the initial step in engagement, many
evaluations report how many people are referred to the program and screened for eligibility.
• Overall, home visiting programs appear fairly successful
at identifying and screening their targeted populations,
typically reporting penetration rates (the extent to which
the desired population is contacted by the program)
between 70% and 80 %.85
• Those evaluations that choose to report their penetration rates in relation to the program standards generally
describe rates that meet or exceed program goals.86
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While enrollment figures provide us with a basic sense of
who is initially interested in the program, engagement data
are meant to provide a more accurate reading of participants’
type of involvement with the program.
The term engagement is broadly conceived in this field,
and is measured both quantitatively (e.g., the level of the
client’s participation in the program, the amount of services
used) and qualitatively (e.g., the relationship between the
client and home visitor, the level of the client’s investment,
or involvement in the program). According to a review of
HF programs, approximately 70% — 80% of programs successfully engage their families.87 Definitions of engagement,
however, vary from program to program. For example:
• the Healthy Families Arizona evaluation stipulates
that participants must receive at least four home visits
to be considered “engaged,” and report engagement
rates of 90%;88
• the Healthy Families Florida (HFFL) evaluation reports
lower engagement rates of 80%, but its more rigorous
criteria are that the parent stay in the program for at
least six months, or until the baby is born;89
• the Oregon Healthy Start evaluators, who consider
families to be engaged if they receive services for at least
three months — regardless of consistency of service —
and provide some outcome information, report engagement rates of 87%;90 and
• the Healthy Families Connecticut (HFCT) evaluation
reports a 48% rate of engagement. This study considers
families to be engaged if they meet one of the following
criteria: spending longer than 12 months in the program;
being active in the program for more than three months
but less than 12 months and receiving the appropriate
number of home visits; terminating before 12 months,
when the reason for terminating is because they met their
goals and/or were accepting of services at the time of
termination.91
Many home visiting program evaluations attempt to
broaden the definition of engagement to incorporate more
of its qualitative aspects, such as:
• the various levels and ranges of participation;92
• the degree of participant involvement with and
understanding of the content of the visit;93
• client satisfaction scales; and94
• the quality and strength of the client/provider relationship.95
These types of measures tend to yield more positive results96
than do measures of program participation, with notable
exceptions.97
Only a few studies have investigated the impacts of engagement on client outcomes. Those studies that have examined
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this issue have found that higher levels of program involvement relate to:
• higher scores on the HOME Inventory;98
• higher child IQ scores;99
• an increase in a child’s ability to affectively signal
to parents; and100
• an increase in parent levels of responsiveness to infant
needs.101

On the other hand, however, several studies have found that
duration is not related to:
• cognitive, social, and self-help gains among the children
of teenage parents;112
• parenting stress;113
• parenting behaviors;114
• change in amount of social support;115
• school readiness; or116
• economic self-sufficiency.117

Duration of Services Received

Evaluators generally measure duration in one of two ways
— either by rates of attrition (the number of participants
who “drop out” of the program before a particular end date)
or by length of enrollment (average amount of time participants remain in the program).
Home visiting programs tend to have quite high attrition
rates. In their summary report of six major home visiting
program evaluations, Gomby and colleagues102 observed that
between 20% and 67% of families leave their home visiting
programs before the intended completion date, and many
evaluations find that families tend to leave, in disproportionate numbers, during the first 6 to 12 months of the program.103
It is important to note that these programs have different
prescribed lengths; therefore, reporting the percent dropping
out after one year means something quite different for a
two-year program, for example, than for a four-year program.
No matter what the intended length of enrollment in the
program, reports of overall duration of this genre tend to fall
within the 8 to 16 month range,104 with some notable outliers:
for example, evaluators of the Comprehensive Child Development Program (CCDP) found that participants remained
in the five-year program for an average of 3.3 years,105 while
Fair Start evaluators found that their participants averaged
only 20 to 29 weeks of program involvement, rather than
the two years that was intended. Evaluators of Early Head
Start (EHS)106 found that, of the families that left the program before their formal completion date, half remained for
at least two years.
Understanding the relationships between service duration
and program outcomes is particularly important, then, considering how few programs are able to keep families enrolled
for the prescribed length of time in the program. Research
in this area is sparse, and often contradictory. So, on the one
hand, longer duration has been associated with:
• higher cognitive, social, and self-help gains among
the children of adult parents;107
• increased helpfulness of social support;108
• lower rates of child abuse;109
• greater likelihood of being up to date with immunizations; and110
• greater use of condoms.111

Service Intensity

Service intensity, or program dosage, is measured in a variety
of ways. Most evaluations include some comparison of service level assignments — the prescribed amount of services
— with the actual number of visits received. The following
paragraphs present an overview of how evaluations have
measured these elements of program intensity, and what
they have found. Almost all programs have service levels
that are meant to change over the course of the client’s participation, in response to her needs and circumstances. But
most programs have some ideal progression that they use to
guide assignments of service level — in general, from most
intense (usually weekly) to least intense (monthly, or quarterly).118 There are clear exceptions to this type of service
level pattern — for example, the HIPPY program, which
offers biweekly visits only,119 and the Teenage Parent Home
Visitor Services Demonstration, which began with mandatory weekly visits for the teens, but adjusted mid-project to
allow some teenagers to receive biweekly visits.120
Almost no home visiting program has succeeded in achieving and maintaining fidelity to its program model in terms
of frequency of visits, and indeed, most programs report
intensity levels well below the desired level.121 Notably,
exceptions, including CCDP, are few.122
Evaluations that note visit frequencies in relation to model
standards do so in two different ways — the proportion of
received visits in relation to expected visits and the proportion of families who receive the number of visits they were
supposed to receive.
Gomby and colleagues observe that service implementation
levels in most of the home visiting programs they reviewed
hover around the 50% mark123 — that is, families receive only
about half the number of home visits they are supposed to
receive. Other evaluations reviewed here presented a range
of visit frequencies — generally from 40% to almost 70%124
— although, as mentioned earlier, a couple of programs report
completing almost all or all of their expected number of visits.125
Overall, however, it appears that programs are delivering
significantly fewer services than intended. This failure to meet
model expectations is particularly striking in those programs
that are attempting to deliver weekly home visits. In fact, the
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evaluators of HFFL observe that there is an inverse relationship between the number of expected visits and the ratio of
completed to expected home visits — the more visits expected,
the less likely it is that the service goal will be achieved.126
This phenomenon is reflected in other programs as well.127
Not surprisingly, the proportion of families who are receiving the correct number of visits is also relatively small.
For example:
• while 69% of HFFL participants received at least 75%
of the expected number of visits, only 2% of families at
a weekly service level received the expected number of
visits;128
• Fifty-two percent to 57% of families in EHS129
reported receiving their intended number of visits; and
• evaluators of an early intervention program130 found
that, overall, only 34% of the families received exactly
the scheduled number of visits.
Few studies empirically test the premises inherent in assignment of service levels — that better outcomes will accrue
to clients enrolled at the proper level of intensity and duration, or that, as some program models assert, more is simply
better.131 Of those who have related service receipt to outcomes, most have found greater service intensity to be associated with greater effects for some families, for some outcomes,
including:
• higher levels of cognitive achievement for children;132
• an increase in child’s ability to affectively signal to parents;133
• an increase in child’s responsiveness to parent;134
• an increase in likelihood of being up to date with
immunizations and well-child visits;135
• increased levels of parental self-esteem; and136
• higher levels of family cohesion and helpfulness
of social support.137
On the other hand, many variables presumed to be susceptible to change through greater service intensity, such as
parental stress138 and depression, have not been proven to
be. And the evaluators of the Parents as Teachers program
(PAT) found that the relation between child developmental
outcomes and service intensity was less consistent in their
teen parent program than in their adult parent program.139
Still other researchers have found negative outcomes associated with higher levels of service intensity, such as increased
rates of severe physical abuse, 140 and higher levels of depression and less social support.141
Explanations for Variability in Program Participation

Calls for more exacting study of this gap between expected
and actual levels of service delivery have increased in the past
several years.142 Still, sophisticated analyses of why client

29

families do and do not use home visiting services as prescribed are relatively sparse.143
Those evaluations that do investigate program implementation challenges tend, both explicitly and implicitly, to
attribute problems with service delivery to the client, as
opposed to the program.144 For example, Gomby and colleagues145 suggest that, given the inconsistency with which
many families across programs participate in scheduled
activities, one might conclude that they are unwilling and/
or unable to accept the amount of service that is being offered.
Similarly, Wasik notes that, “research on home visit completion suggests families do not always accept frequent visits.”146
Missed visits are often characterized as “no shows,” or instances
when a home visitor arrives for a scheduled appointment
and does not find the mother at home.147
Several studies have related specific client characteristics
to various levels of program participation, particularly the
kind of participation that reflects underutilization of prescribed
services. These characteristics often include maternal age,
maternal race/ethnicity, maternal personal functioning,
social/economic status, maternal stress, risky health behaviors, social support, and life circumstances. Both positive
and negative correlations have emerged (see Table 1.2).
In sum, while many client factors have been associated with
engagement, the findings are inconsistent. These studies
provide information about which clients have more difficulty
receiving their full service dosage, but do not explain, in a
satisfying way, why that might be occurring.
Instead, many evaluations have investigated the reasons
program participants (i.e., program clients and program staff )
report for leaving, or failing to engage with, the program.
These include:
• Families move out of the catchment area, and/or cannot
be located.148
• Families become disinterested, or feel that they no longer
need the services.149
• Families tend to leave when their home visitor has left or
changed — either because of a lapse in service, or because
of a reluctance to engage with a new home visitor.150
• Families leave because their work, school, child care
demands, and so forth preclude their fulfilling the time
commitment their program demands.151
• Some families are so noncompliant with services that
the program discharges them.152
Speculation about clients’ inability to utilize services is
particularly compelling when it comes to young parents,
who unquestionably have unique developmental needs that
may or may not intersect with the home visiting approach,153
and it may be that the expectation that young parents will
commit to frequent and regular participation in parenting
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education services is an unreasonable one. Indeed, as shown
in Table 1.2 (page 31), many evaluations have found that
the younger of their clients are more difficult to engage in
services.154
In general, then, it has been posited, but not documented
convincingly, that the nature of the population being served
is a major contributor to the discrepancy between program
service standards and service implementation, and it is assumed that young parents in particular may not be able to
handle the amount of services prescribed by program models.

Staff Caseloads

The number of cases each home visitor carries can affect her
ability to deliver services.163 The few studies reporting caseloads cite figures in the 10 to 15 range,164 but some programs
have home visitors with caseloads as high as 20 to 25.165
Staff Turnover

As is the case in many human service fields, staff turnover is
a serious issue in most home visiting programs.166 Turnover
rates vary from program to program, but most report rates
in the 25%–50% range.167

Program Structure Issues

Detailed descriptions of elements of the program other than
the clients are considered here as components of “program
structure;” they include, for example, characteristics of the
staff, staff caseload, staff turnover, cultural competence within
the program, and supervision. These elements, which may
explain some of the observed variation in both program participation and eventual goal attainment, are often absent from
home visiting evaluations, although in recent years researchers
have started paying much closer attention to these issues.155
We sketch out below the approaches more recent evaluations
have taken to understand these issues.
Characteristics of Staff

Home visitors vary greatly in terms of education, experience,
and background, but it is becoming increasingly common
that most home visiting programs employ lay workers, or
paraprofessionals, as their frontline staff. Researchers and
program administrators use that term variably, however: some
consider home visitors without a college degree, post-college
education, or professional training of any kind as paraprofessionals,156 while others believe that even persons with a
college degree, if not in the proper disciplines, should be
considered as such.
Paraprofessional home visitors are generally better educated and more experienced than the term conveys; for example, approximately 60% – 80% of paraprofessional home
visitors have had at least some college education157 and three
to five years of related experience.158 Regardless of educational level, however, paraprofessionals generally share these
characteristics:
• They come from the same community as the target
population.159
• They are mostly women and often mothers.160
• They usually mirror their target population in terms of
race and ethnicity.161
• They possess skills that are uniquely suited to the kind
of interactive and community-based work they will be
doing with their clients.162

Cultural Competence

Although highly promoted as a central tenet of a successful
home visiting program,168 the issue of cultural sensitivity, or
cultural competence, remains largely unexplored by researchers.
Typically, when a program’s “cultural competence” is discussed at all, it is solely in terms of the home visitor/client
match — that is, whether the home visitor is of the same
race/ethnicity/background as her client. It is sometimes assumed that a relationship will more readily develop between
home visitors and clients of the same race or ethnicity.169
For the most part, programs report that the home visitors
match their clients in terms of race and language.170 However, other providers and researchers maintain that home
visitors may profitably be of any race or ethnicity as long as
they are respectful of other cultures,171 and many researchers
and program staff promote the need for culturally competent
workers.172
Supervision

Programs generally acknowledge the importance of supervision for monitoring and supporting staff.173 However, most
evaluations have not measured and/or reported supervision
quantitatively; as a result, this program element is often
reported as a standard (what administrators are supposed
to do) rather than as a finding (what is actually done). For
example, although the EHS evaluation asserts that supervisors undertake a range of activities appropriate to that role,
the report does not provide any documentation of the extent
to which these tasks were indeed completed. Occasionally,
an evaluation will report a supervisor-to-client ratio,174 although
again, it is not clear whether these ratios are observed by the
evaluators themselves.
Program Structure Related to Outcomes

Few evaluations have investigated the relations between
program structure elements and program outcomes, with
some notable exceptions.175 The HFFL evaluation, for example,
found that children in programs with more experienced
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Table 1.2: Maternal Characteristics Related to Program Participation
Participant
Characteristic

More Likely to Engage in Program

Less Likely to Engage in Program

Younger
(often teenagers)

Daro & Harding, 1999; Williams, Stern,
& Associates, 2002a

Daro & Harding, 1999; Herzog, Cherniss, & Menzel,
1986; LeCroy & Milligan Associates, Inc., 2003;
Fraser, Armstrong, Morris, & Dadds, 2000

African American and/or
Hispanic

Williams, Stern, & Associates, 2002a; Daro
& Harding, 1999; Navaie-Waliser, et al., 2000

LeCroy & Milligan Associates, Inc., 2003;
Kazdin, Mazurick, & Bass, 1993; Orrell-Valente,
Pinderhughes, Valente, & Laird, 1999

Lower Levels of
Personal Functioning

Duggan et al., 1999; Duggan et al., 2000; LeCroy &
Milligan Associates, Inc., 2003

Katzev, Pratt, Henderson, & McGuian,1999;
Kazdin et al., 1993; Kazdin & Wassell, 2000; Josten,
Savik, Anderson, et al., 2002

Lower Socioeconomic
Status

Olds & Korfmacher, 1998 ; Josten, Savik, Anderson,
et al., 2002

Kazdin et al., 1993

Lower Levels
of Education

Zill, Resnick, McKey, Clark, Connell, Swartz,
O’Brien, & D’Elio, 1998; Warfield, Hauser-Cram,
Krauss, Shonkoff & Upshur, 2000

Higher Levels
of Parental Stress

Duggan et al., 2000; Fraser. Armstrong,
Morris, and Dadds, 2000

Kazdin et al., 1993; Powell,1984

Risky Health
Behaviors

Duggan et al., 1999; Duggan, et al., 2000

Navaie-Waliser et al., 2000

Strong Support System

Williams, Stern, & Associates, 2002a

Powell, 1984

Married or
Cohabiting
Participants

Williams, Stern, & Associates, 2002a; Navaie-Waliser, et al., 2000; Josten, Savik, Anderson, et al. 2002;
Zill, Resnick, McKey, Clark, Connell, Swartz, O’Brien,
& D’Elio, 1998; LeCroy & Milligan Associates, Inc.,
2003

Regular Prenatal Care

Williams, Stern, & Associates, 2002a

Employed

Williams, Stern, & Associates, 2002a

Live in Shelter
Have Child with Developmental Delay/Low
Birth-Weight Baby

Zill, Resnick, McKey, Clark, Connell,
Swartz, O’Brien, & D’Elio, 1998
Josten, Savik, Anderson, et al., 2002

Williams, Stern, & Associates, 2002a

supervisors were more likely to have up-to-date immunizations by age two, and were more likely to have their two-year
well-baby check on schedule.176 HFFL evaluators also found
that experience as a home visitor appeared to be more valuable than educational level when it came to child abuse rates

LeCroy & Milligan Associates, Inc., 2003

in its clientele: lower rates of abuse were found in children
in programs in which the home visitors had more home visiting experience, and, perhaps surprisingly, lower levels of
education.177
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Program Structure Related to Client Participation

In addition to client characteristics, provider characteristics
may also be implicated in service slippage; studies increasingly are paying attention to structural issues that may play
a role in missed visits.178 Researchers have found a number
of program-related variables associated with lower levels of
service delivery, including:
• larger home visitor caseloads;179
• lower levels of home visitor education and training;180
• less home visitor empathy;181
• higher rates of home visitor turnover;182
• more scheduling difficulties;183
• more home visitor absenteeism due to illness, bad
weather, child care difficulties, etc.;184
• less stability and tenure of the sponsoring agency;185
• greater time lapse between assessment and first home
visit;186
• fewer hours of direct supervision;187 and
• reluctance and/or lack of persistence on the part of
the home visitors to schedule and complete visits.188
Some evaluators have also speculated that the planned service
intensity of these programs may be unrealistic for most families,189 but others have noted that families would actually
prefer to receive more visits, and would benefit from increased
scheduling flexibility on the part of the program.190
The Nature of the Home Visit

Home visiting programs vary widely, both in terms of the
activities that are meant to occur during a visit, and the extent
to which home visitors are expected to adhere to a specific
protocol. In general, most home visiting programs have certain activities that are planned for a particular visit; among
the most frequent are: presenting some type of curriculum,
making referrals, developing and/or monitoring family service plans, and conducting assessments.
The Content of Visits

In general, evaluations address visit content in one of two
ways: they describe the topics home visitors typically cover
at their visits, and/or they report how closely home visitors
tend to follow the program protocol.
Regarding the topics covered, home visitors tend to
concentrate on child development and/or parent-child interaction,191 with family issues and parents’ personal circumstances following in importance.192 Whether or not this
practice reflects the program protocol is another matter.
Overall, it appears that the degree of adherence to the program’s dictates varies significantly across programs. For
example, one evaluation found that “home visitors nudged
the program somewhat away from its moorings through

their choice of topics to address on the home visits….”193
Another notes that of the list of topics home visitors were
given to choose from, they tended to focus on only a small
subset — covering only three of the 54 postnatal curriculum
topics, and focusing primarily on medical topics rather than
infant development and parenting practices.194 Similarly, researchers of early intervention programs in three states
found that home visitors, who were supposed to be family
centered in their work with families, tended to be much
more child oriented during their visits.195
Other evaluators, however, found that the home visitors
included in their studies closely followed the program protocols.196 Indeed, one team reported that both professional
and paraprofessional home visitors overwhelmingly (90%)
adhered to the formally proposed subject matter.197
Referrals, Individualized Family Service Plans,
and Developmental Assessments

In addition to providing specific curricula and subject matter,
home visitors are also responsible for completing other types
of activities during visits, such as making referrals, developing and following up on Individualized Family Service
Plans (IFSPs), and conducting developmental screenings
and assessments. How completely, and in what manner this
is done, is unclear, since few evaluations document participation in these activities.
Regarding referrals, many home visiting programs have
as one of their process goals connecting families with community services. When this is the case, referral rates can be
an indicator of how well the program is being implemented.
Among those few evaluations reporting such referral information, the results are generally positive. For example:
• HFFL reported that in a one-year period, 42% of families received at least one referral at some point. The average
number for those receiving referrals was 4.3, and 24%
of families received six or more referrals.198
• From a different perspective, the evaluators of HFCT
report that, since the program began in 1995, HFCT
has made 3,899 referrals to participants for additional
services and participants have complied with 65% of
these referrals.199
• On the other hand, the evaluators of CCDP observed
that the program was not effective in linking families
with non-program services.200
HFFL also investigated which family characteristics
were related to referrals. The evaluation found that families
with children whose development appeared delayed, families of triplets and quadruplets, families with extremely low
birth-weight babies (less than 2 pounds), and families with
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more challenges listed on the initial assessment were all
more likely to be referred to outside services. 201
Although most programs are expected to develop some
type of IFSP, few evaluations report rates of IFSP development and follow-up. Of those that do report this information, most describe rates that are only moderately in keeping
with model standards. For example:
• HFFL reports that 75% of participating families had
IFSPs developed for them within their first 90 days of
enrollment (the goal is 90%), and only 57% of families
had their IFSPs updated as required (again, the goal
is 90%).202
• In EHS (in this case, family service plans are called
Individualized Family Partnership Agreements, or
IFPAs), nine programs reported that they had developed
IFPAs with 100% of enrolled families, three reported
a figure of 80%, and five sites reported an IFPA development rate of less than 80%.203
In the rare instances in which researchers have investigated the factors related to IFSP completion, they have
found that higher levels of families’ participation seem to
predict greater levels of IFSP completion. For example, in
HFFL, IFSP completion was related to service intensity,
and in Hawaii, it was related to program duration.204
Most programs are required to administer developmental assessments at certain time points throughout a family’s
involvement in the program. In the case of most HFA programs, home visitors are expected to administer the Ages
and Stages Questionnaire (ASQ) to the baby at six-month
intervals,205 but other programs use other types of assessment tools, such as the Denver Developmental Scale,206 the
Early Learning Accomplishment Profile,207 or the Hawaii
Early Learning Profile.208 Of the evaluations that investigate completion rates for developmental screenings, most
report assessment completion rates that fall somewhat short
of the model standards.209
Extended Family Participation

It is commonly believed that participation of extended family
members, particularly fathers and grandparents, can greatly
influence the mother’s adjustment to parenting and her
child’s outcomes.210 Based on research on teenage mothers,211
it is hypothesized that such support may be even more critical
in programs for young parents. While the importance of
extended family involvement has been emphasized by program designers, this element of program operations is almost
never investigated by evaluators. Below we present some of
the few findings evaluations have cited concerning family
participation:
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• Evaluators of EHS (2002) found that the majority of
their programs (13 of 17) make special efforts to involve
fathers; for example, they hire specific staff members to
work with fathers, and organize groups and recreational
activities for men only.212
• Evaluators of an early intervention program213 describe
who is present at each visit, finding that fathers are present in 15% of the visits, other adult family members are
present in 2%, siblings are present 33%, and neighbors
or friends of the family are present in 19% of the visits.
• A recent evaluation reported that Latino families tend
to have more people present at home visits.214
• Evaluators of HFFL make only anecdotal reference to
extended family involvement, describing the wide variety
of circumstances and typical cases in which extended
family participate.215
Lessons to Take from the Literature

This literature review served several purposes for the MHFE;
it situated the evaluation within the tradition of home visiting
research, it helped the Tufts team to hone its methodological
approach, and it identified key areas in the field in which
contributions might be made. The difficulty programs have
demonstrated in achieving their ultimate outcomes — for
example, improved child development, reduced child abuse
and neglect, etc.216 — reinforced our instinct to identify more
proximal, or intermediate, objectives to measure progress.
Along the same lines, the sparseness and variable quality of
the process components of many home visiting evaluations
also served to focus this evaluation more sharply on implementation questions than perhaps it would have otherwise.
The discussion of methodology that follows in Chapter 2
reflects these lessons learned.
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Chapter 2

The MHFE Methodology:
The Conduct of the Evaluation

T

he Tufts research team consulted with a wide range
of evaluation stakeholders — representatives of the
MCTF and the Massachusetts Department of
Public Health (MDPH), local HFM program administrators, state legislators, child advocates, child
development researchers, extra-governmental funders, and
young parents themselves — during the development of the
MHFE research design. In addition to this extensive feedback, collected through interviews, focus groups, and surveys,
the team also used the research literature reviewed earlier in
this report to guide its conceptual and methodological decisions. Finally, the MHFE’s Technical Advisory Board (TAB)
provided valuable guidance, both in the initial phases of the
project, and then throughout the evaluation period. Although

it proved challenging at several points to attempt to accommodate the many excellent requests and recommendations
of these MHFE constituencies, we believe that the ultimate
design profited from this inclusive process.
This chapter presents the core of the research methodology on which the MHFE is based, including the evaluation’s
conceptual model (see Figure 2.1).1 After a brief review of
the central evaluation questions, it describes the foci of the
three evaluation substudies. The various samples from which
data were collected, data collection sources, and instruments
are then briefly detailed. A note on the comparison data follows, and the chapter concludes with a discussion of the
study’s general approach to data analysis. (A more detailed
write up of the study’s methodology is available on request.)

Figure 2.1: MHFE’s Working Conceptual Model
Program Design
• Critical elements
from RFR
• Planned/desired
intensity and duration of services

Implementation
• Frequency of home visits
• Service level assignments
• Enrollment techniques
• Delivery of critical elements
• Provision of referrals
• Content of home visits
• Fidelity to model; program
standards.

Program-Centered
Characteristics
• Site auspices
• Location (rural/urban)
• Race/ethnicity of
personnel
• Quality of program
• Personnel training
• Staff turnover

Mediating or Proximal
Outcomes
• Social support levels and quality
• Parenting skills
• Nurturing home environment
• Use of community services
• Young parent well-being
• Beliefs, knowledge, expectations
about parenting and
child development

Utilization by Client
• Frequency of visits
• Pattern of use
• Consistency
• Duration
• Participants
• Motivation for
participation

Effects
• Reduce child abuse/neglect
• Optimal child health,
growth, and development
• Maximum maternal educational attainment and
economic self-sufficiency
• Prevent repeat teen
pregnancy

Client-Centered Characteristics
• Baseline level of support
• Ethnotheories of help seeking and parenting
• Family living situation
• Depression
• Optimism
• Developmental status
• Beliefs, knowledge, expectations about
parenting and child development
• Childhood history of parenting
• Peer influences
• Coping
• Income, age, race/ethnicity
• Birth/pregnancy history
• Dreams, hopes, expectations
• Family variables
• Education level
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Evaluation Questions

All evaluations begin with a set of questions that their investigations are meant to answer. In this case, the questions
are both process oriented (focused on program operations)
and outcome oriented (focused on the possible effects of the
program). Because the Five-Tiered Approach evaluation
model assumes that process study precedes outcome study,
the questions below are also listed in that order; the first
three pertain to the way the statewide program is being
offered, and the last three relate to what the program has
potentially achieved. They include:
• What is the nature of the home visit?
• How do participants utilize and otherwise
experience the program?
• To what extent, and in what ways, is the program
being implemented as it was designed — how well
does it operate with “fidelity to the model”?
• To what extent is the program meeting its stated
long-term, or “distal,” goals?
• To what extent are shorter-term goals, or “intermediate
objectives,” being achieved?
• In what ways do characteristics of participants, local
programs, and communities moderate both utilization
of program services and the attainment of the shortand long-term outcomes?
MHFE Substudies

The MHFE is composed of three primary components: the
Process Study, the Outcome Study, and Ethnographic
Studies; while each of these components can be viewed separately, they are complementary and overlapping.
The Process Study examines HFM program operations
from several perspectives. At Tier Two, evaluation activities
are focused on monitoring program “inputs” — clients, services, and personnel; we provide basic descriptive information on the young mothers enrolled in HFM, and document
the services they are receiving. Tier Three activities are
meant to assess the quality and consistency of current program operations, compared to performance standards.
MHFE questions at Tier Three focus on three areas:
• an investigation of what actually occurs during a home
visit;
• the extent to which programs are operating in accordance with HFM-generated standards in key program
areas; and
• the ways in which the young mothers enrolled in HFM
experience the program.
Process Study activities have been ongoing throughout the
duration of the evaluation.

The objective of the Ethnographic Studies is to understand
ethnotheories of parenting and childrearing and help-seeking
behaviors in three of the geographically-bounded communities to which HFM clients belong. Strictly speaking, the
Ethnography is a process investigation, and is devoted to
building on, or answering through its own methods, many
of the Tier Three questions listed earlier. In addition, however, the Ethnography provides the Outcome Study with a
better grasp of possible culture-related moderators of program effects. This understanding, in turn, may contribute to
the refinement of program standards and practices. And
again, given the paucity of data in the general literature
about how families from minority communities define “good
parenting” and preferred modes of help-seeking among
minority communities, this evaluation component may help
develop cultural or developmental theory on these issues.
Ethnographic data collection was conducted between January
1999 and August 2002. It followed a multi-phase plan with
two components looking at ethnotheories (of the local HFM
programs, and of families), preceded by community studies.
The aim of the Outcome Study is to address Tier Four
questions, which are designed to determine program effects
or outputs. MHFE Tier Four activities focus on:
• establishing the extent to which HFM has been successful
at achieving its four long-term goals — reducing rates
of child maltreatment and repeat teen births, promoting
optimal child development, and increasing parental levels
of education and economic self-sufficiency;
• investigating potential program benefits on shorter-term
outcomes — parental knowledge, family functioning,
parent-child interactions, social supports, etc.; and
• examining the extent to which particular characteristics
of clients, programs, or communities moderate the attainment of these goals and objectives.
Outcome Study data collection took place between January
1999 and June 2002. Each family in the Tufts subsample
was visited four times in eighteen months.
Institutional Review Procedure

The Tufts teams submitted the necessary protocol to the
MDPH Institutional Review Board. The protocol was initially
approved in 1998, and was renewed every year subsequently.
MHFE Samples

The MHFE has collected data from a variety of people
involved with the HFM program, including clients, home
visitors, supervisors, statewide program administrators, and
other stakeholders in the program (e.g., legislators, advocates, etc.). Here we report on data collected from our client
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and home visitor samples. See Chapter 3 for a description of
the complete program sample.
Characteristics of the MHFE Client Samples

For the examination of client experiences, the MHFE design
uses a nested sample structure that includes basic descriptive
data on the total program population (HFM 100% sample,
N=~13,000), in-depth information on a representative sample of program participants (MHFE sample, n=361), and
ethnographic detail on clusters of participants from three
communities (Ethnography sample, n=30).
MHFE SAMPLE

This sample was drawn from 22 of the 31 HFM sites in
operation at the start of the evaluation. These programs
operated in all the Health and Human Service regions of
Massachusetts. Participating programs were selected for study
based on recommendations from MDPH and MCTF, and
selection standards developed by the Tufts team. These standards included fidelity to the HFM model (to the extent
that such documentation existed) and demonstrated efficiency of program administration. Program records and site
visit information from MDPH were reviewed to determine
the degree to which these standards were met. Only programs
that were experiencing implementation or enrollment problems at the start of enrollment were excluded from sampling.
We invited all mothers who were new to the program
between November 1998 and August 2000, and who had a
weekly or biweekly service level designation to enroll in the
evaluation to make up the “Tufts subsample.” A sample of
366 program participants resulted. Of the 366 mothers, five
were later determined to be ineligible for participation in the
evaluation either because of undisclosed prior involvement
with another HFM site, or a substantiated case of child
maltreatment; the final sample size was 361.
Upon program enrollment, permission was obtained from
families for Tufts researchers to contact them for recruitment purposes. We sent recruitment letters to 921 mothers.
Sample characteristics. Table 2.1 (page 40) details selected characteristics of the MHFE sample. This Tufts
sample represents the total HF population in terms of basic
demographics, with a few minor differences: the evaluation
sample is slightly younger than the overall program sample
and a higher proportion of evaluation families than program
families were pregnant at enrollment.
Attrition in the MHFE sample. Of the 361 eligible mothers
who completed a Time 1 visit, approximately 79% (286)
completed the final (Time 4) research interview, and 21%
(75) left the evaluation at some point. The sample sizes for
each data collection time point are as follows:
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• Time 1 (T1): 361 mothers were interviewed within
two months of program enrollment.
• Time 2 (T2): 282 mothers were interviewed approximately
six months post-enrollment.
• Time 3 (T3): 264 mothers were interviewed approximately
one year post-enrollment.
• Time 4 (T4): 286 mothers were interviewed approximately
eighteen months post-enrollment.
We examined the relations between mothers’ rates of leaving the MHFE before the evaluation ended and several demographic and program variables, including age of child, maternal age and education, pregnancy status at enrollment,
race, and program auspices. We found slight, but statistically significant, differences in the age and education level of
mothers who left the evaluation prematurely. Mothers who
remained in the evaluation were older, on average, than
mothers who dropped out. Mothers who completed the
study had significantly more education than mothers who
dropped out of the study.
Mothers’ race was significantly related to attrition in the
MHFE study. Mothers who are White most often remained
in the study, and mothers who are Black more commonly
dropped out of the study (see Table 2.2, page 41).
ETHNOGRAPHIC SAMPLE

We recruited ten families from each of three relatively homogenous communities to participate in the Ethnography; most
of these families were part of the overall Tufts MHFE sample
(24 of 30 Ethnography families; six families were recruited
from outside the Tufts sample). We defined “community” as
a group of people having some common local organization,
values, and practices.2 For example, each community represented a different combination of socioeconomic background,
ethnic heritage, immigrant history, urbanization, and other
features of the sociocultural context. By selecting subsamples to represent “cultural communities” rather than “ethnic
groups,” we avoided the danger of generalizing to all members of different ethnic groups based on the study of a few
families in a single community.
The following three communities were selected for the
Ethnographic Study:
• Community A: Puerto Rican families from urban,
primarily working class towns with many recent immigrant ethnic minority communities;
• Community B: African-American families from urban
towns with long-established ethnic minority communities; and
• Community C: European-American families from an
ex-urban, former mill-town outside the Greater Boston
area.
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Table 2.1: MHFE Sample Characteristics‡
Participant Characteristics: MHFE Sample
Maternal Age

Parenting Status at Enrollment**

Average age

Percent of Participants

17.7 years

Less than 17

104

30

17 or over

248

70

Pregnant

224

64

Parenting

125

36

Child Age at Beginning of Evaluation

Average age

Breakdown of Child Age
at Beginning of Evaluation

Not born**

171

49

0 to 3 months

98

28

3–6 months

52

15

6–9 months

16

5

9–12 months

8

2

Older than 12 months

7

2

White

147

42.2

Hispanic

123

35.3

Black

40

11.5

Other

38

10.5

In school/GED or graduated/holds GED

202

56

Not in school/GED

159

44

Not employed

353

77.6

Maternal Race

Education Status

Employment
‡

Frequency or Mean

-1.6 months

Data sources: RI and PDS, n = 361; missing data create some variability in sample size per variable

** Discrepancy between child age and pregnancy status due to different measurement time points

Home Visitor Samples

We collected data from home visitors at various points during the evaluation. We have some basic demographic information of varying detail on 859 home visitors who were
employed at some point between December 1997 and June
2002. For a complete description of the home visitor sample, see Chapter 3.
Data Sources

In this section we describe the data sources used in the
MHFE. As Table 2.3 indicates, we used a mixed-methods

data collection approach to examine a wide variety of constructs (page 42). Here, each of the eight data source categories used in the evaluation are described in greater detail.
Participant Data System (PDS) and Paper Records

Data on the full complement of mothers and children enrolled
in the HFM program were to be available through the program’s management information system, the Participant Data
System (PDS). The PDS has had a complicated history
since the HFM program’s inception. Under the auspices of
MDPH, a private technology consulting group developed
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Table 2.2: Study Attrition, by Race‡
Race

Completed Time 4

Dropped out before Time 4

Total

Frequency

Percent

Frequency

Percent

Frequency

Percent

116

86.6

18

13.4

134

100

Hispanic

85

75.2

28

24.8

113

100

Black

26

66.7

13

33.3

39

100

Other

22

78.6

6

21.4

28

100

White

X (3, n=314) = 9.257, p = 0.026
2

‡ Data sources: RI and PDS, n = 361

the first iteration of this management information system.
After implementing the system in June 1998 (six months
after the projected start-up date), MCTF discovered problems with the electronic transmission functionality, and the
consulting group launched an upgraded version in August
1999, which fixed most, but not all, of the problems. In
March 2000, the group released another upgraded version
of the PDS, in which some substantive revisions were made;
the transfer functionality of this version began to fail shortly
after implementation, which resulted in some data loss. (We
did not realize the extent of the data loss until we began our
analysis phase in 2003.) At this point, because of the lack of
resolution on these ongoing technical issues, MCTF hired a
different consulting group to create patches to fix the transfer functionality problems and investigate and mitigate the
data loss issues; this group released yet another version of
the PDS in June 2001. MCTF hired an additional consultant
to continue the investigation and reparation of data problems, and to consult with the Tufts team on extracting and
organizing the necessary data from this unwieldy system. In
2002, a software development company launched a web-based
version of the PDS.
The PDS has eight main data groups, related to HF
families, into which home visitors enter information via
computer. These include:
• referral source information (outside HFM);
• service level information;
• enrollment and family information;
• pregnancy and birth information;
• service encounter records (with detailed information
on the frequency of home visits, who participated in
home visits, and the content of home visits);
• status reports (completed at six-month intervals);
• IFSP goal-setting and goal-attainment records; and
• discharge records.

Late in 2003, when we were immersed in the analysis of
PDS data for Process Study purposes, we discovered that
the PDS was missing a large proportion of the data we had
been counting on for service monitoring and accountability
activities as well as for assessment of child outcomes. In order to salvage the portions of the project relying on PDS
data, on the advice of TAB members, and with the help of
MCTF, we requested paper records from all programs to
make as complete as possible encounter, service level, immunization, ASQ, and IFSP data. We received paper records
from almost all of the programs with MHFE participants
and added data from these records for 190 mothers. It is on
the combination of PDS data and data from the paper records
that many of our process analyses and analyses of child outcomes are now based. The total records added from paper
records are detailed in Table 2.4 (see page 43).
The magnitude of the missing data problem in the PDS,
and of the subsequent task of culling the necessary data
from paper records, meant that there was no way to reliably
report most data for the entire program population. Therefore, most process analyses and all PDS-dependent outcome analyses are limited to the MHFE sample. Any statistics reported for the entire program population were drawn
from PDS sources that we were reasonably certain were
complete.
From these PDS data groups and the paper records, we
describe the families and the services they are receiving;
program refusal/acceptance and retention rates; delivery of
central components of the programs (e.g., regular developmental screenings, IFSPs, referrals, visit content, and home
visits based on curricula); the degree to which programs are
complying with the intended schedule of services; and perceived program effects.
In addition, we rely on the data in the PDS, supplemented by paper records, to be the primary data source for the
measurement of one of the main goals of the program: the
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health, growth, and development of children. Some proximal outcomes and moderators of the long-term program
goals, such as family living situation and birth/pregnancy
history, are assessed through the PDS as well.
Home Visitor Questionnaires and Observations

As Table 2.5 shows, we designed and administered several
different instruments to the HFM program staff personnel.
Each instrument is described briefly below.
HOME VISITOR DEMOGRAPHIC SURVEY (HVDS)

The MHFE team designed the HVDS to collect information from home visitors about the following: age, gender,
parenting status, languages spoken, education, race and ethnicity, caseload, work schedule, and work experience.3 Surveys were sent to program coordinators at HFM program
sites in June 2000. Coordinators were asked to distribute the
surveys to their staff and to complete a survey themselves.
In total, 194 surveys were completed and returned to MHFE,
for a response rate of approximately 78%.
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HOME VISITOR STAFFING INVENTORY (HVSI)

The HVSI was designed to investigate the staffing patterns
of the HFM program. We used the PDS to obtain the
names, hire dates, and termination dates of HFM program
staff (n=873). We then matched these records with MCTF
training records, resulting in a list of 859 program staff.
From this list, we created an inventory form, to be completed
by program supervisors, listing employees’ characteristics:
name, race, ethnicity, language, and history of employment
(including date started, position when first hired, current
position or termination date, and reason for termination).
Supervisors were asked to add employees not accounted for
by the PDS, and to make corrections to the records. Every
supervisor returned the completed inventory, for a response
rate of 100%.
MISSED VISITS SURVEY (MVS)

The MVS4 provided information about the scheduling of
visits, and the number of and reasons for missed visits. The
survey consisted of 15 open-ended and closed questions.

Table 2.4: Paper Records Supplements to PDS‡
Data Category
IFSP

Records in PDS

Entries from
Paper Records

Total Percentage of Final
Data from Paper Records

1,067

268

20

Immunizations

361

159

44

ASQ

758

236

24

12,708

1,131

Encounters

8.2

‡ Data sources: PDS and paper records, n = 361

Table 2.5: Home Visitor Questionnaires and Observations

Home Visitor Questionnaires
and Observations

Home Visitor Interview (HVI)

Measure

Sample Size

Data Collection Time-Frame

Participant Data System (PDS)

N ~ 13000

Ongoing

Home Visitor Demographic Survey (HVDS)

n = 194

June/July 2000

Home Visitor Staffing Inventory (HVSI)

n = 618

January 2002

Missed Visits Survey (MVS)

n = 97

April/May 2000

Home Visit Observation Scale (HVOS)

n = 54 visits, with 26
home visitor/client pairs

March – July 2002

n = 62

February 2000
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The questions asked home visitors about their caseloads,
their methods for scheduling visits, the number of visits
they were expected to conduct in a two-week period, the
number of visits they were actually able to schedule, and the
number of visits that were missed or cancelled during that
two-week period. It also asked the home visitors to document, for each of the visits that was scheduled but did not
happen, who was responsible for missing that visit, and why
the visit was missed.
In April 2000, we mailed the surveys to every home visitor working in HFM at that time (N~215). We received 97
completed surveys, for a response rate of 45%. Since the
surveys were returned anonymously,5 there is no way to describe those home visitors who responded. However, the home
visitor demographics described in an earlier section included the pool from which those respondents were derived.
Coding. Answers on the MVS provided two types of data:
quantitative data on caseload information, and the frequency and distribution of visits for the individual home visitors;
and qualitative explanations given by the home visitors for
why visits did not occur.
HOME VISIT OBSERVATION SCALE (HVOS)

MHFE developed the two-part HVOS to code videotapes
of home visits. In an attempt to capture the home visitorclient relationship, the HVOS was designed to evaluate the
home visitor’s behaviors during the home visit, and the
mother’s responses to and involvement in the home visitor’s
discussion and/or activities.
The evaluation team recruited home visitors from the
HFM program who met the following two criteria: (a) the
home visitor must have completed a demographics survey as
part of another MHFE Process Study activity (n=197); and
(b) the home visitor must have had at least one participant
who was participating in the MHFE Outcome Study. This
criterion was used in order to have data from several sources
to triangulate with results from the home visit observations.
Home visitors who met these criteria were asked to tape all
their visits during a one-month period with one or two participants who were enrolled at the time in the HFM program and the evaluation.
For this phase of the project, the research team sent out
recruitment letters to 67 home visitors, asking them to videotape their home visits with 117 mothers. The home visit
videotaping project was voluntary for both home visitors
and mothers, and some home visitors and mothers refused
to participate. In addition, a significant number of mothers
had dropped out of the program and, due to high staff turnover, many home visitors were no longer working for the
program. As a result, this study relied on a small sample:
26 home visitor/mother pairs, for a total of 54 videotaped
home visits (some home visitors recorded multiple visits

with the same participants).
Recorded visits varied in length, ranging from 15 to 90
minutes, although the majority of visits were approximately
35 minutes long. Ten home visits were conducted in Spanish.
Observation tool. The first part of the two-part HVOS
is a Home Visitor Observation Tool adapted from the Home
Visit Assessment Scale, developed by Wasik and Sparling,6
which assesses the home visitor’s behaviors during the home
visit using a 4-point Likert scale. This tool was simplified to
a 3-point Likert scale and modified to fit the goals and expectations of the HFM home visiting program. The second
part of the HVOS is a Participant Observation Tool
Tool, which
assesses the behaviors of the mother during the home visit.
Each home visit received a home visitor score from 0 to 1.0,
and a participant score from 0 to 1.0, and a combined score calculated as an average of the home visitor and participant
scores. Using the two components of the scale together allows
for a more complete understanding of the nature of a home
visit, how home visitors develop relationships with their
families, and how home visitors and participants interact with
each other.7
Trained raters did the coding of each home visit using the
HVOS. One-third of the videotapes were rated by a second
coder for interrater reliability (ρ = 0.95). Disagreements
were reviewed and discussed until agreement was reached.
Home Visitor Interview (HVI)

The HVI was designed to cover three broad topics: the
parent/provider relationship, missed visits, and grandparent
participation in visits. The interview consists of 30 openended questions. The interview was tested in focus groups
with program supervisors and coordinators, piloted with three
Early Intervention home visitors, and revised accordingly.
Interviews were conducted either in person or over the phone.
In February 2000, all HFM home visitors (N=197) were
invited to participate in an interview covering several topics,
including the parent/provider relationship. In total, 85 home
visitors expressed interest in the interviews, and 62 home
visitors completed interviews.8
HVIs were coded in a manner that would allow quantitative analysis of response frequencies without losing the
qualitative descriptions, anecdotes, and examples that home
visitors shared. We transcribed six of the interviews in order
to develop our coding system. These six transcripts were reviewed, and general categories were developed. Specific codes
were developed within each of these categories. After transcribing the first six interviews and developing the coding
system, the rest of the HVIs were coded by listening to audiotapes of the interviews. When necessary, we added additional codes to accommodate new material that emerged
from these interviews.
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Standardized Parent Questionnaires and Parent
Observations

Written questionnaires, interviews, and observations were
used to collect data relevant to several research questions.
Data collection proceeded from January 1999 through June
2002. Each data collection visit lasted approximately two
hours and involved the administration of an interview and
several questionnaires, and observations of mother-child
interaction and family/home environment.

Twenty different standardized measures and two observational measures were part of the evaluation protocol. Table
2.6 outlines the standardized questionnaires and observational measures we used across the four data collection points,
and the constructs they are intended to measure. (See Appendix C for complete information on each measure.)

Table 2.6: Constructs of Interest and Standardized Questionnaires and Observational Measures
Used for Data Collection
Construct

Measure

Standardized Questionnaires
Parenting Attitudes

Adult-Adolescent Parenting Inventory (AAPI)
Parenting Self-Confidence Scale (PSCS)

Parenting Stress

Parenting Stress Index (PSI)

Parent Knowledge of Child Development

Knowledge of Infant Development Inventory (KIDI;
administered in two sections due to length)

Family Functioning (in family of origin)

Conflict Tactics Scale-Parent/Child (CTS)
Parental Bonding Instrument (PBI)

Family Risk

Youth Risk Behavior Survey (YRBS)
Neighborhood Conditions

Social Support

“My Friends” (peer networks)
Personal Network Matrix

Personal Functioning/Identity
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Center for Epidemiological Studies Depression Scale (CES-D;
“Feelings Questionnaire”)
Hopelessness Scale (“My Future”)
A-COPE (“Coping Questionnaire”)
Organizing/Planning
The Pie (“My Self”)
Community Life Skills Scale (CLS)

Life Stress

Multicultural Events Scale for Adolescents ( MESA; “Life Events”)

Current Relationship with Partner

Conflict Tactics Scale (partner version) (CTS)

Perceptions of Services

Home Visitor-Client Relationship Inventory (HVCI)
Family-Centered Behavior Scale (FCBS)

Observational Measures
Parent-Child Relationship

Emotional Availability Scales (EA)

Family Living Conditions and Provision
of Developmental Stimulation in Home

Family Assessment Form (FAF)
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Client Research Interview (RI)

Ethnographic Family Profile

A family interview, developed by the Tufts team, was used
at each of the four data collection visits. This wide-ranging
instrument provided complementary qualitative data and
assessed areas for which adequate standardized measures do
not exist. The interview varied slightly from one data collection point to another, but always covered topics such as:
• degree of program participation;
• satisfaction with the services;
• perceived effects;
• help seeking;
• parenting;
• maternal functioning/status;
• childrearing history;
• family functioning;
• the roles of the baby’s grandmother and father;
• family interactions; and
• additional demographic information.

The Ethnographic Family Profiles were designed to determine families’ culturally based beliefs and practices. Ethnographers focused on several domains of interest:
• family background and neighborhood context;
• dimensions of parenting;
• dimensions of help-seeking; and
• perceptions about program.

Public Agency Administrative Sources

We relied on data from public agencies for assessment of
two of the program goals for HFM participants: preventing
child abuse and neglect and repeat births. Through a cooperative arrangement with the Massachusetts Department of
Social Services (DSS), we gained access to records of substantiated child abuse and neglect involving families enrolled
in the MHFE; these data were current through to the end
of the MHFE ( June 30, 2002). Vital statistics data from
MDPH were used to determine which mothers in our sample
had repeat births; data relating to MHFE sample participants were collected through March 2003 (nine months
from the end of MHFE’s data collection). We also relied on
selected MCTF documentation to supplement some of our
program monitoring activities (e.g., Staff Change Forms,
budget information, etc.).
Ethnographic Program Profile

After conducting a study of the three communities in which
each ethnographic subsample was situated (i.e., document
reviews, visits to local institutions, etc.), we undertook an
ethnographic study of the individual HF program from
each community. Our main purpose was to examine the
intervention approach and the integration of cultural issues
in program planning and implementation. Data collection
methods included:
• reviews of program documents and curricula guidelines;
• semi-structured interviews and informal conversations
with service providers;
• attendance at selected group meetings; and
• observations of home visits.

We recruited families who were already participating in
HFM. Recruitment and retention of families presented
some challenges. Our recruitment strategy had several requirements (i.e., participants were to be selected from specific communities, from among those already recruited for
the evaluation study). Since there were fewer evaluation
sample participants available for recruitment in Communities B and C, we had to recruit participants who were not in
the evaluation sample, though they were participants in the
HFM program. Four of the families in Community C and
two in Community B fit that description. We also faced
scheduling difficulties with two families in Community B,
resulting in fewer data-gathering visits for these families.
Data were collected through a series of four to 12 visits
over the course of 12 to 36 months. Information on the topics listed above was gathered through a variety of methods
including:
• semi-structured interviews;
• informal conversations;
• scrapbook activities;
• personal narratives; and
• naturalistic observations.
Data were gathered from all family members present
during the visits. Documentation for each visit consisted of:
• contextual field-notes;
• informal observations of ongoing activities and
interactions;
• transcripts of informal interviews and conversations;
• the ethnographer’s reflective notes; and
• a summary sheet with a brief overview of the visit.
One or more ethnographers were responsible for data collection in each community. A Spanish speaker worked in
the Puerto Rican community; an African-American and
two European-Americans worked in the other two communities, respectively.
Comparison Data Sources

At the suggestion of our TAB, we decided to pursue several
sources of comparison data to examine the effectiveness of
the program. This recommendation allowed us to devote
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data collection funds to recruiting the largest program participant sample possible, in order to boost the statistical power
in data analysis. Analyses of PDS data were conducted at
regular intervals during data collection to compare the MHFE
subsample to the entire HFM population, establishing the
extent to which the two groups were comparable.
Historical data from Massachusetts, and nationwide, on
key indicators such as child immunization rates, rates of
high school completion, and rates of TANF receipt, allowed
us to assess across-time changes in these effects. We acquired
extant data from large-scale studies of adolescents and adolescent parents and youth risk behavior that allowed for historical and between-group comparisons on both “proximal
outcome” variables proposed in the Tufts Outcome Study
(e.g., child development knowledge, parenting attitudes,
family functioning), and distal goals. In addition, the structure imposed by sampling from programs across the state
facilitated comparisons between program types, a classic
within-cohort comparison.
To be selected, a comparison source had to meet several
standards: the comparison data had to be drawn from a relevant or comparable population to that served by HFM,
such as teen mothers or children under three years of age;
the data had to have been collected after 1990; and for state
statistics, data had to derive from a state that was demographically similar to Massachusetts.
Analysis Methods

In keeping with the FTA, analyses were planned with several
purposes in mind: (1) to describe HFM program operations
and participants; (2) to assess the range of program outcomes;
and (3) to provide possible explanations for particular results.
The analysis plan was organized into sections based upon
the research questions of the MHFE and parallels the organization of the remainder of this report.
Analysis Step 1: Description of Participants

As the first step in our analysis, we characterized participants
in the HFM program and in the MHFE using descriptives
(i.e., means, standard deviations, range, frequencies) for the
program population, the Tufts sample, and the Ethnography
sample. We were interested in status markers such as maternal and child age at program entry, race/ethnicity, living situation (who lives in the mother’s household, residential status
of partner), pregnancy status at enrollment, and educational
status. As applicable, the analyses were conducted for each
data collection time point. At the same time, we examined
the Tufts sample for selective attrition by assessing whether
those who continued to participate differed from those who
dropped out in terms of program site (not reported here)9
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and auspices, mother and child age, educational status, residential status, and race/ethnicity.
We also compared the Tufts and program sample on
these status markers using chi-square, t-test, and ANOVA.
Analysis Step 2: Description of Program

Our next step was to describe the program as a whole in terms
of the extent of cultural sensitivity in service provision, program auspices (agency type), personnel characteristics, staff
turnover, the nature of the home visit, and conformity to
model and program standards. In addition, we constructed
a variable to represent program “quality.” This variable combined elements from HFM program standards and additional characteristics that researchers have suggested relate
to positive outcomes for families.10 These elements were:
participant’s adherence to service level; the number of days
between participant’s referral to the program and first contact by the home visitor; racial match between home visitor
and each client; participant’s adherence to assessment schedules; and turnover rates for each program. Because each of
these elements was measured on different scales, we generated
a composite variable from the standardized scores of each.
Descriptive statistics were generated at this step.
Analysis Step 3: Participant Use of Program

Here we described the way in which individual participants
used the program. The constructs of interest in this step
were service utilization, service level pattern, and staff turnover. We generated descriptive statistics and made betweenprogram comparisons based on program auspices using the
chi-square test and ANOVAs, as applicable.
Analysis Step 4: Participant Experience of Program

This step in the analysis involved examining the participant’s
experience of the HFM program. The constructs of interest
here were family centeredness, participant satisfaction, and
perceived effects from the perspective of the clients and the
home visitors (the section on perceived effects is a separate
chapter in this report). We generated descriptive statistics
and made between program comparisons by program auspices using the chi-square test and ANOVAs, as applicable.
Analysis Step 5: Client-Centered Characteristics:
Moderators

We generated descriptives of all of the outcome measures
at all time points (see Table 2.6, page 45, for a listing of
these measures). We also examined the extent to which
relevant sets of variables such as physical punishment and
nurturance, and coping and depression were related to one
another.11
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Analysis Step 6: Examination of Outcomes

DATA REDUCTION

These analyses were conducted for each research question.
We used the same series of steps to examine each question:
descriptive statistics, subgroup analyses, comparison data,
change over time, bivariate analyses, data reduction, multivariate analyses (including moderator and mediator analyses).
All of the analyses pertained to the assessment of distal
goals and intermediate outcomes. Many of the constructs
assessed by the measures were considered intermediate
outcomes. In our model, each was a “step” toward the achievement of the more distal goals and an outcome of interest in
its own right.

For intermediate outcomes with intercorrelations of .4 or
above, we converted the original scores to standardized scores
and added them together to make composite variables (see
Table 2.7, page 49) for a listing of the resulting composites).
We then examined the relations between these new composites and distal goals. For measures with multiple subscales, we examined the bivariate relations among the subscales and other ways of combining multiple individual
variables into fewer composite variables. This reduction of
the data is also reflected in Table 2.7 (see page 49).
MULTIVARIATE ANALYSIS

DESCRIPTIVE STATISTICS

Means and frequencies were generated for all distal outcomes
and intermediate outcomes. These means and frequencies
were generated for the Tufts sample as a whole and by race,
maternal age at program entry, program characteristics, living
situation, age of child at program entry, and parenting status
at enrollment (pregnant or parenting). We also examined
the distribution of all variables (using box plots, skewness,
kurtosis, etc.). When possible, comparisons were made
between the results for the MHFE sample and other populations, as well as to defined cut-off scores.

In this final analysis step, we predicted distal goals and intermediate outcomes. Intermediate outcomes (individual and
composite) that demonstrated bivariate relations in earlier
steps or for which there were strong theoretical/conceptual
reasons for inclusion were used to predict distal outcomes.
(See Appendix C for information on which predictors were
relevant to which goals/outcomes.) Our indicators of distal
goals were most often dichotomous, so logistic regression
was the most appropriate technique for prediction of these.
For our measures of intermediate outcomes, traditional
multiple regression and hierarchical linear modeling techniques were employed.

SUB-GROUP ANALYSES

ANOVAs, t-tests, and chi-square tests were conducted to
identify any significant differences between subgroups as
defined by race, maternal age at program entry, program
characteristics, living situation, age of child at program entry,
parenting status at enrollment (pregnant or parenting), and
mother’s educational status.
COMPARISON

When available, we compared existing statistics to our rates
and results for all outcomes and indicators. We also compared program auspices on all goals and indicators.
CHANGE OVER TIME

Examining change across time was of interest as it gave us
the first look at the ways in which the clients changed during the course of their enrollment in the program evaluation.
Repeated measures ANOVAs and HLM have allowed us to
determine whether change was evident and to identify the
direction of change.
BIVARIATE ANALYSES

Here we examined the relations among intermediate outcomes
for data reduction purposes (pearson correlations and partial correlations), as well as the relations among individual
intermediate outcomes and distal goals.

Ethnographic Analysis

In general, analysis of ethnographic data was inductive or
data driven; for example, coding categories were derived
from the data rather than a priori. Analysis proceeded by
first summarizing data for each case, followed by across-case
analysis to examine common patterns among cases within
a community (ten cases in each community). This was typically followed by across-community comparisons to determine the nature of similarities and differences. Miles and
Huberman’s12 technique of using charts and networks to conduct pattern analysis was useful here. In addition, we employed narrative analysis methods proposed by Mishler13and
Reissman14 to analyze data organized around chronological
case histories of interest (e.g., the chronological account of
their involvement and engagement with the program) or
those that represented participants’ constructions of their
life stories around pregnancy and parenthood or their own
childhood. Narrative analysis sometimes focused on abstracting the plot structure underlying the constructed stories of
their experiences, or focused on identifying and documenting
themes and motifs (e.g., those representing personal values,
sense of agency, and perceptions about intervention’s integration, or lack thereof, into family life).
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Table 2.7: Data Reduction
Construct

Measures Included in Composite Variable*

Beliefs and Knowledge of Parenting

AAPI (Time 3); empathy, corporal punishment, role reversal subscales only
KIDI

Overall Level of Social Support

Personal Network Matrix Part A (T1 & T4)
Personal Network Matrix Part B (T1 & T4)

Coping

A-COPE subscales recoded into problem-focused, emotion-focused, and seeking of social
support variables (T1 & T4). Ratio of problem-focused to emotion-focused coping calculated.

Quality of Home Environment

FAF indoor conditions (T1 - T4)
FAF outdoor conditions (T1 - T4)

Quality of Play Area Environment

FAF safety of play area (T2 - T4)
FAF appropriateness of play area (T2 - T4)

Parent-Child Interaction

Emotional availability subscales collapsed into one variable for free play and teaching task

Parenting Skills/Behavior

Vignette responses factor analyzed to create four subscales

Quality of Childhood History of Parenting:
Conflict Tactics Scale/Parent-Child Version

Mother and father scores combined into one variable for overall quality of discipline (T2)

Quality of Childhood History of Parenting:
Parental Bonding Instrument

Caring of mother as person A or person B
Overprotection of mother as person A or person B

Parenting Stress

Subscales of PSI (T2 & T4) added to calculate total parenting stress

*Note. AAPI = Adult-Adolescent Parenting Inventory; KIDI = Knowledge of Infant Development Inventory;
A-COPE = Coping Questionnaire; FAF = The Family Assessment Form; PSI = Parenting Stress Index

A Note on Statistical Significance

Given the large number of data analyses that were conducted
for any particular variable, in order to minimize the likelihood that chance findings would be reported, we adopted a
more stringent standard for statistical significance than is
usually chosen. Most results in this report would not occur
by chance 99% of the time (p<.01). Because the number of
analyses pertaining to perceived effects and the prediction

of program utilization was smaller, we relied on the traditional level of significance, p< .05. This latter significance
level also applied to all multivariate analyses.
Following the FTA, the following section offers basic
descriptive information about HFM’s clients, programs,
and staff (Chapter 3); the nature of the home visit (Chapter
4); and participants’ experience of the program (Chapter 5).
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Endnotes
1
2
3
4
5

6
7
8

See Brady, Easterbrooks, Jacobs, & Mistry, 1998.
Rogoff, 2003, p. 80.
More information on this instrument is available on request).
More information on this instrument is available upon request)
We chose to make the surveys anonymous because program coordinators (whom we consulted in focus groups) felt that the home visitors
would be more honest about their experiences with service delivery
if their names were not associated with their documentation.
Wasik & Sparling, 1995
More information on this instrument is available upon request)
While this technically constitutes a low response rate, it is our contention that these data represent a valid first step in understanding the
perceptions of home visitors, although it is acknowledged that further
work in this area is necessary.

9
10
11
12
13
14

We do not include program-specific data in this report in order
to protect individual programs’ anonymity.
For details about the statistical formulation of this variable, refer
to Chapter 3.
We examined change via repeated measures ANOVAs (for measures
used at two time points) and Hierarchical Linear Modeling (HLM)
for measures administered at three or more time points.
Miles & Huberman, 1994
Mishler, 1986
Reissman, 1993

Section Two

V

HFM Program Operations

irtually all programs and policies set both outcome goals and process goals for themselves: Outcome
goals are the familiar kind — they pertain to the benefits to be derived for participants. Process goals,
on the other hand, represent how program developers, participants, or funders expect the program to
behave; they are statements of desired program operations. According to the Five-Tiered Approach
(FTA), documenting how programs are operating currently, and then comparing that to how they were
meant to operate (those process goals), is a necessary precursor to outcome evaluation. Therefore, the chapters
in this section report process-related findings.
Chapter 3 (HFM: Program, Staff, and Participant Profiles) offers basic descriptive data on participants,
home visitors, individual local programs, and HFM as a statewide program. It then presents several key HFM
program standards, or process goals, and makes the comparison between them and current operations noted
above.
Chapter 4 (The Nature of the Home Visit) addresses one of the core MHFE interests: What actually happens
during a home visit? What is it about home visiting that makes it attractive to young mothers? Data from the
ethnographic substudy make a significant contribution to increasing our understanding of this service.
Chapter 5 (Participants’ Experience of the Program) addresses a second genre of program standards — those
set by participants. To what extent is HFM meeting their expectations? Documenting program utilization is one
way to answer this question, since it partly represents the degree to which participants find the program worthwhile. In addition, however, the chapter reports data that are explicitly focused on client satisfaction.
These process-oriented findings are useful both in considering improvements to the program, and in interpreting the outcome results that follow in Section Three.
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Chapter 3

HFM: Program, Staff, and Participant Profiles

I

n keeping with the FTA, this chapter describes the fundamental elements of HFM –– its state operations and
local programs, its staff, and its clients –– principally
during the period of the MHFE. This information is
critical to keep in mind as the report of evaluation findings proceeds. In addition to these basic data, however, this
chapter also includes a comparison of current operations to
the standards for HFM programs; these standards have either
been proposed locally (by the state agencies involved with
supporting them) or are acknowledged more generally as
standards for quality home visiting programs.

Referrals

Between January 1, 1998 and December 31, 2002, more than
17,870 people were referred to HFM. Table 3.2 compares
the total number of teenage births in Massachusetts for each
of these years with the number of referrals HF received. As
Table 3.2 indicates, HFM received referrals for more than
half of the total teen births in MA in 1998. The program
increased its reach in subsequent years, with at least 70% of
these births referred from 1999 through 2002.
Table 3.2: Referral Rates to HFM

HFM Program Operations

HFM began with considerable support from the state legislature. Table 3.1 presents the budget for each year from the
program’s inception in 1998 to the present. In Fiscal Year
1998 (FY98), HFM was funded at $5,000,000. The budget
increased each year, and peaked at $21,353,848 in FY01 and
FY02. It then decreased to $12,238,703 in FY04, reflecting
the significant reductions to human services budgets in
Massachusetts that have been applied in the past two years.
Although the political and fiscal climate for programs such as
HFM has been quite hostile at times, MCTF has succeeded
in keeping it solvent and operating.1
Table 3.1: HFM Budget: FY1998 through FY2004
Year

Budget

FY 1998

$ 5,000,000

FY 1999

$ 7,800,000

FY 2000

$ 16,000,000

FY 2001

$ 21,353,848

FY 2002

$ 21,353,848

FY 2003

$ 13,212,630

FY 2004

$ 12,238,703

‡

Percent
of Total Teen
1st Births
Referred

Year

Total Teen 1st
Births by Year‡

Total HFM
Referrals
by Year‡‡

1998

4,630

2,584

56

1999

4,675

3,256

70

2000

5,933

4,021

68

2001

5,449

4,156

76

2002

5,308

3,856

73

Data source: Massachusetts Community Health Information Profile

‡‡ Data source: PDS (N=17,874)

HFM referral rates compare quite favorably to those of other
home visiting programs. Overall, home visiting programs
appear to be fairly successful at identifying and screening
their targeted populations, typically reporting penetration
rates in the 70% and 80% ranges,2 and those evaluations
that choose to report their penetration rates in relation to
the program standards generally describe rates that meet or
exceed program goals.3 It is worth noting, however, that
most of these programs target high-risk populations. Programs that are meant to be offered universally often report
lower penetration and referral rates.4 In this respect, then, as
a universal program, HFM appears to be quite effective at
outreach and referral.
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Referral Sources

According to the PDS (N=17,410), referrals came from a
wide range of sources, the most common of which were
hospitals/clinics/prenatal care providers (6,770, or 38%). A
little more than 10% of the young women were described as
self-referred, with approximately 6% of the women referred
by their schools or GED programs, and 6% specifically by
WIC. (See Table 3.3 for a complete list of referral sources.)
Table 3.3: Sources of Referral to HFM,
1998–2002‡
Referral Source

‡

Frequency

Percent

Hospital/Clinic/ Prenatal Care
Provider

6,770

38

Self

1,827

10

School/GED

1,104

6

WIC (Women, Infants, and Children
— federal nutrition program)

1,030

6

Time Between Referral and First Contact
with the Program

For the MHFE sample of mothers (n=345), the number of
days between referral date and the date of first contact ranged
from no days to 191 days, with an average of 20 days.
Outcome of Contact

Of the almost 17,300 people for whom information regarding
outcome of contact was provided in the PDS, 75% accepted
services and were assigned a service level; around 12% declined
any services; 7% were not located; 6% were deemed ineligible
for services; and less than one percent said “yes” to services
but had to be waitlisted due to funding constraints. (See Table
3.4 for detail.)
Of those referees who were located and eligible, 86%
accepted services. These rates compare favorably with other
home visiting program acceptance rates, which typically are
in the 80%–90% range.5
Table 3.4: Outcome of Initial HFM Contact‡
Outcome of Contact

Frequency

Percent

12,881

74.5

Declined Services

2,094

12.1

Were not Located

1,127

6.5

Were Determined Ineligible

1,103

6.4

91

0.5

17,296

100

Transfer from other HF

843

5

Friend/Relative

802

5

FirstLink

817

5

VNA/Public Health Nursing

742

4

DSS

370

2

Unknown

202

1

Accepted Services, but Had
to be Waitlisted

Teen Living Program

191

1

Total

Pediatric Care Provider

175

1

‡

DTA (Department of
Transitional Assistance)

168

1

Reasons for Ineligibility

Early Intervention

152

1

MCTF

103

1

Healthy Start

110

1

TV/Media

33

<1

Substance Abuse Program

10

<1

Of the 1,103 families who were found ineligible for services,
reasons were provided for 948; almost 45% (426) of the mothers
were outside the particular agency’s service area, and nearly
20% (181) of the mothers were over 20 years old. More than
15% (150) were referred with a pregnancy or baby that was
not their first, or with a baby who was more than one year
old (146). Relatively few were ineligible because they had
miscarried or aborted their pregnancies, had an open DSS case,
or a major psychological disorder. (See Table 3.5 for detail.)

Other

1951

11

Referrals to Programs or Services other than HFM

Total

17,410

100

Data source: PDS, N=17,410

Accepted Services/Were Assigned
Service Level

Data source: PDS, N=17,296

Home visitors often referred families who refused or were
found ineligible for that particular program to other programs
or services. Of the 1,062 referrals of that nature recorded by
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Table 3.5: Reasons for Ineligibility of Mothers
Referred to HFM‡
Reasons Ineligible

Frequency

Percent

Outside Agency Service Area

426

45

Over 20 Years Old

181

19

Not First Pregnancy/Child

150

16

Baby over One Year Old

146

15

37

4

Open DSS Case

8

1

Had Major Psychological Disorder

1

0

948

100

Miscarried/Terminated Pregnancy

Total
‡

55

Table 3.6: Referral to Other Programs
or Services‡
Programs and Services

Data source: PDS, n=948

home visitors in the PDS, the most common were to other
HFM programs (for those who were ineligible because they
were outside the service agency area only), or to some other
type of parent education/support program (e.g., GoodStart).
Home visitors also referred families to a wide variety of other
services, including counseling, Early Intervention, nutrition
programs (e.g., WIC) and housing/shelter services. (See
Table 3.6 for a complete list of referrals.)
Enrollment

Program-specific enrollment figures for 1998 through 2002
are presented in Table 3.7 (see page 56). As indicated, enrollment was highest overall in 2001, when the budget for the
program was at its peak. It should be noted that these numbers
refer to enrollments, and not individual participants. Data are
recorded in the PDS enrollment table for each enrollment,
rather than for each individual. Because many people had
multiple enrollment records, then, this number is higher than
the actual number of people participating in the program. It
is impossible to determine from the PDS data which cases
represent second or third enrollments; however, based on
our knowledge of multiple enrollments within the MHFE
sample (~19%), we can estimate that approximately 4,000
of the cases in the PDS enrollment data represent second or
third enrollments.

Frequency

Percent

Other Healthy Families/First
Steps Program

329

31

Parenting Education/Support

309

29

Counseling/Mental Health

41

4

Housing /Shelters

37

4

Early Intervention

36

3

Food/Nutrition

29

3

Child Care/Respite

26

2

Education

25

2

PCP (primary care physician) —
Adult

22

2

VNA Home Care Health

20

2

Family Planning

19

2

Clothing/Other Material Needs

15

2

Economic Assistance

15

1

Health Insurance

15

1

Employment/Job Training

10

1

Legal Assistance/Advocacy

9

1

Smoking Cessation

6

1

Pediatrician

5

1

Family Violence/Abuse

3

<.1

Medical Specialist

3

<.1

Transportation

1

<.1

Other

102

10

Total

1,062

100

Program Auspices

‡

Of the 31 HFM programs across the state, nine are housed
in health-related agencies. Seven operate under the auspices
of early intervention agencies, and six are sponsored by either
child welfare or human services agencies. Finally, three of the

HFM programs are situated in community action agencies.6
Table 3.8 shows the percentage of HFM and MHFE
participants in each type of program (see page 57).

Data source: PDS, n=1,062
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Table 3.7: Enrollments in Individual HFM Program Sites‡
Year
Program

1999

2000

2001

2002

Total

Blue Hills

62

68

139

183

137

589

Brighton/Brookline/Boston

63

91

108

93

61

416

138

253

284

273

203

1,151

Cambridge/Somerville

37

68

80

85

75

345

Cape Cod

58

66

89

135

118

466

121

131

141

180

144

717

Fall River

38

124

136

136

124

558

Fitchburg

99

162

247

226

215

949

Framingham

73

85

92

84

110

444

Franklin Community Action Corp.

68

56

75

86

82

367

Haverhill

103

100

98

111

122

534

Holyoke

88

98

129

133

97

545

Jamaica Plain/Roxbury

83

103

140

70

106

502

Lawrence

164

113

178

192

180

827

Lowell

128

109

185

159

126

707

Lynn

101

157

198

205

198

859

Malden/Medford/Melrose

37

64

65

65

97

328

Milford

68

50

61

63

67

309

125

216

216

187

187

931

Newton/Waltham/Woburn/Concord/Littleton

33

36

65

60

44

238

North Adams

29

46

43

41

58

217

North Dorchester

82

135

119

166

154

656

Northampton

57

46

66

47

56

272

Pittsfield

58

37

60

72

65

292

Plymouth

64

53

60

77

62

316

South Boston

88

122

126

133

164

633

Southbridge

86

79

164

158

145

632

Springfield

179

263

378

431

362

1,613

Taunton

91

106

94

100

98

489

Webster

74

69

86

86

97

412

Worcester

89

150

99

120

102

560

2,584

3,256

4,021

4,157

3,856

17,874

Brockton

Chelsea/East Boston

New Bedford

All Programs
‡

1998

Data source: PDS, N=17,874
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Table 3.8: Percentage Distribution of HFM
and MHFE Participants, by Program Type‡
Program Type

Program Sample

Health-Related

30

31

Child Welfare

24

31

Early Intervention

20

26

Human Services

18

12

9

N/A

Community Action
‡

MHFE Sample

Data source: MCTF records

Program Review in Relation to Program Standards

In addition to describing program operations, we examine
them in relation to selected HFM program standards.
HFM uses the Healthy Families America Credentialing
Site Self-Assessment Tool to make clear to individual programs the standards to which they are expected to adhere.7
Those standards that are most pertinent to our evaluation
are summarized below; for each standard we present relevant
findings, and, when available, comparison data from other
home visiting program evaluations.
In this section data are reported for the MHFE sample only.
Standard: Pregnancy Status at Enrollment

Initiate services prenatally or at birth. Program ensures it
identifies families in the target population for services either while
mother is pregnant (prenatally) and/or at the birth of baby.
At enrollment, the majority of participants were pregnant
(64%). Although HFM strives to enroll young women prenatally, or as close to the births as possible, the program has
also made a concerted effort to provide services to young
women who are already parenting.
Standard: Adherence to Service Level

Offer services intensively with well-defined criteria for increasing or decreasing intensity of services and over the long term.
• The program has a well-thought-out system for managing
the intensity of home visitor services.
• Participants at the various levels of services offered by the
program receive the appropriate number of visits, based
upon the level of services to which they are assigned.
Upon enrollment, each participant is assigned a service
level that dictates the number of visits that participant
should receive. These service levels range from once a week to
quarterly, and the frequency, intensity, and duration of visits
are determined by each family’s needs and preferences.
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The encounter and service level information presented here
derives from both the PDS and the auxiliary paper records.
In order to capture a snapshot of program participation for
the mothers, we examined service usage for each mother for
a three-month period. We selected the time that began
three months into her program tenure and ended six months
into her program involvement. We focused on this period
because it was far enough into the program that the mothers
could be expected to have established a rhythm of service
usage, but not so far into the program that we would begin
to lose high numbers of participants from our sample as they
discontinued program services.
For each mother, we determined, based on her service
level(s) during the three-month period, how many visits she
was supposed to receive, and how many visits she actually received.
Table 3.9 presents the distribution of participants’ service
levels for that three-month time period. The vast majority
of participants had a weekly service assignment, in keeping
with HFM expectations that participants begin the program
on a more intensive service level and remain at that level for
a minimum of six months after the birth of the baby.
Table 3.9: Distribution of Service Levels for
a Selected Three-Month Period‡
Service Level

Number

Creative Outreach

Percent

19

6

203

62

Biweekly

56

17

Monthly

5

2

Other

1

<1

Mixed

42

13

Weekly

‡ Data source: PDS and paper records, n=326

On average, mothers in the MHFE sample with an
assigned service level received approximately 56% of their
expected visits, with a range of none to 150% (SD = .29).8
Table 3.10 (see page 58) presents the proportion of
received-to-expected visits, by service level. Mothers with
more than one service level during the three-month time
period appear to have completed the highest proportion of
their expected visits; this number may be inflated because
some of these mothers spent part of the time on “creative
outreach,” a service level for which no visits are expected but
some are often delivered.
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Table 3.11: MHFE Participants Receiving 75%
or More of Expected Visits‡

Table 3.10: Adherence to Service Level
for MHFE Sample‡
Mean Percentage
of Expected Visits
Completed

‡

Number of
MHFE Participants
Receiving at Least
75% or Visits

Percent

Weekly (n=203)

47

23

Biweekly (n=56)

23

41

1

20

Combined Weekly,
Biweekly, Monthly (n=264)

71

27

Mixed Service Levels
(changed service levels
at least once during threemonth period) (n=42)

20

48

All Service Levels
(except Creative Outreach)
(n=306)

91

30

Standard
Deviation

Weekly

51

.27

Biweekly

62

.34

Monthly

67

.41

Combined Weekly,
Biweekly, Monthly

54

.28

Mixed Service Levels
(changed service levels
at least once during
three-month period)

89

1.32

All Service Levels (except
Creative Outreach)

56

.29

Monthly (n=5)

Data sources: PDS and paper records; n=3,326 visits

Table 3.10 shows one way to report adherence to service
level — to focus on the visits, by calculating the proportion
of visits families received. A second way is to focus on the
participant — to calculate the proportion of participants
who received the number of visits they were supposed to receive. Since nationally virtually no home visiting program
has been able to deliver services at the intended frequency,
HFA suggests that programs complete 75% or more of their
expected visits. Of the 308 participants with assigned service levels, 30% received at least 75% of their expected visits.
Table 3.11 shows this information by service level.
While these statistics are somewhat discouraging, it is
important to consider them in this context: Almost no home
visiting program has succeeded in maintaining fidelity to its
program model in terms of frequency of visits. As we reported
in the literature review, of the home visiting program evaluations we reviewed, almost none was able to deliver the
amount of services intended by the program model.9 The
evaluators of HFFL observe that there is an inverse relationship between the number of expected visits and the number
of completed visits — the more visits expected, the less likely
it is that the goal will be achieved,10 and this seems to be a
phenomenon in other programs as well.11
In the programs that target teenagers, rates of visit completion are particularly low. Kelsey and colleagues (2001)12
report that the teenage mothers in the program they evaluated
received, on average, only 33% of their expected visits, and
the teenagers participating in the Parents as Teachers pro-

‡

Data sources: PDS and paper records, n=306

gram received 42% of their visits.13 Compared with these
rates, the HFM visit completion rate of 56% appears to be
reasonably good.
In addition, the age of the HFM clients may have also
affected these rates. Other home visiting programs that do not
specifically target teenagers report more success with visit
completion. For example, 52% to 57% of families in EHS14
report receiving their intended number of visits, and in HFFL,
69% received at least 75% of the expected number of visits.15
Clearly, the assertion that implementing a home visiting
program according to its model standards is challenging
would be putting it mildly. Few studies, however, have examined programs’ difficulties with service delivery. In an attempt
to begin to understand this phenomenon, the MHFE used
quantitative and qualitative methods to explore the circumstances and reasons for the gap between the expected number
of visits and the number of visits that were actually delivered.
We asked home visitors and HFM participants who was
responsible for visits that were missed, and why those visits
were missed.
This detailed investigation of the program participants’
documentation and understanding of service delivery in HFM
may illuminate some of the daily implementation challenges
faced by a home visiting program. It is our hope that an exploratory study of this nature may raise a new generation of
questions related to program implementation, thereby providing a useful framework for further process evaluations.
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Our research showed the following:
• On average, home visitors were unable to schedule 22%
of the visits they were expected to complete.
• According to the home visitors, 80% of the missed visits
were the responsibility of the client, and 20% of the visits
were missed because of home visitor circumstances.
• Home visitors provided the reasons that they were unable
to schedule 22% of expected visits:
— about one-third of the visits could not be scheduled
because of program-related demands (e.g., trainings,
meetings);
— about one-third of the visits could not be scheduled
because of personal reasons on the part of the client
(e.g., sick, doctor’s appointment, school demands); and
— one-third of the visits could not be scheduled because
the home visitor’s working hours did not coincide
with the hours clients were available for their visits.
• Both home visitors and clients attributed more than half
of the visits home visitors missed to personal reasons (e.g.,
sick, car problems), and about a third of their missed
visits to program-related reasons (e.g., HFM trainings,
data entry).
• Both home visitors and clients attributed more than half
of the visits clients missed to what the MHFE described
as “reasons that may have been beyond the client’s control”
(e.g., baby was sick, mom had to work or go to school).
In sum, these findings suggest that service slippage in
HFM cannot be explained simply by reluctance or irresponsibility on the part of the young mother. First, these participants are not solely responsible for missing visits, and even
when they are responsible, it is often for reasons that are beyond their control. Second, it would appear that barriers to
successful service delivery can also be found in programand staff-related factors; many of the visits were missed, it
seems, by the home visitors, and often this was because of
reasons inherent to the operation of the HFM program itself.
The fact that many of the young mothers missed visits
because of medical appointments, work, school, or other
similar commitments, appears to fly in the face of the common
assumption that teenagers are too irresponsible to maintain
scheduled visits. Rather, it may be that the teenagers are missing visits because they are choosing, to some extent, to act
“responsibly” — that is, that they are prioritizing certain obligations over others in a reasonable, and, perhaps laudable
manner. In some ways, this creates an interesting paradox:
on the one hand, the goal of the HFM program is to empower
the young mothers to take charge of their lives, and prioritize activities in an ‘adult’ manner, and on the other hand,
mothers who are learning to prioritize in this way may find
this to be at odds with the home visiting schedule. One of
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the home visitors expressed this paradox most eloquently:
“They start going to school…and at the same time they’re
having absent visits; that’s like a victory to me, because we’re
hooking them up with all these services and everything, and
now they’re lifting up the ladder, so there’s going to be absent visits.”
Standard: Duration of Services

Offer services intensively with well-defined criteria for increasing
or decreasing intensity of services over the long term.
• The program ensures that it offers home visitation services
to participant families for a minimum of three years after the
birth of the baby (for those families who wish to continue
participating).
The average number of months participants stayed in
the program was approximately 17, with a range of less than
one to 43 months. The majority of participants stayed for
more than one year (see Table 3.12). These retention rates
compare favorably with those reported by other home visiting
program evaluations. No matter what the intended length
of the program, reports of overall length of enrollment tend
to fall within the 8- to 16-month range.16
Table 3.12: Length of Stay in the HFM Program
for MHFE Participants‡
Duration of Program Involvement
<3 months

6

3 months – <6 months

14

6 months – <1 year

21

1 year – <2 years

27

2 years – <3 years

28

3 years or more
‡

Percent of
Participants

4

Data sources: PDS and paper records, n=361

Standard: Cultural Competence

Services should be culturally competent to the extent that staff
understand, acknowledge, and respect differences, and be able
to form relationships among participants; staff and materials
used should reflect the cultural, linguistic, geographic, racial,
and ethnic diversity of the population served.
There is much debate in the literature about what constitutes cultural competence, and how it might be accurately
measured. Parenting programs have taken different approaches
to ensure that program policies, practices, and professionals
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are culturally competent; one oft-used approach in programs
with a therapeutic model is to attempt to match program
providers and clients on race, linguistic, or ethnic backgrounds. The assumption is that racial, linguistic, or ethnic
match may facilitate program participation, which in turn is
theorized to influence program effects. Based on assumptions in the literature and the field that racial match may be
desirable, we have chosen to examine this construct in the
HFM program, despite the fact that match is not explicitly
stated by HFM as a goal.
Overall, the HFM program did a very good job matching
home visitors and participants along cultural lines, particularly in regard to language; almost all of the young women
in the program were assigned a home visitor who could speak
their preferred language (see Table 3.13).

Table 3.14: Percent of Visits with Home
Visitor/Client “Match” by Race, and
Preferred Language‡

Type of Match

Table 3.13: Percent of Overall Visits with Home
Visitor/Client “Match”‡

Standard
Deviation

Overall Racial Match
(n=298)

57

.47

Overall Language Match
(n=352)

94

.23

Type of Match

‡

‡

Percentage of
Visits in which
Client “Matched”
Home Visitor

Data sources: PDS and RI

More specifically, of the visits conducted with the 42
young mothers who preferred to speak a language other than
English with their home visitors, 65% were matched. Of the
visits conducted with the 171 young mothers who were not
White, 46% were matched. Of the visits conducted with the
126 young mothers who were White, 71% were matched
(see Table 3.14).
These data represent only one way to describe the program’s
cultural competence. The Ethnographic Study examined this
issue as well, and found that there were a variety of interpretations of the meaning of cultural competence within the
HFM programs. Although cultural awareness on the part of
the service providers is acknowledged as essential in all three
programs the Ethnography studied, there is variation in the
emphasis on cultural awareness on the part of the service
provider. In Community A, program documents specify that
home visitors be “community-based people” with cultural
competence. The emphasis is placed on the home visitor’s
cultural knowledge. Her familiarity with community resources,
ability to provide service in the home language of the participant, and familiarity with the cultural community are

Percent of Visits
in which Client
“Matched”
Home Visitor

Standard
Deviation

Racial Match between
Home Visitors and White
Mothers (n=126)

71

.43

Racial Match between
Home Visitors and NonWhite Mothers (n=171)

46

.48

Language Match between Home Visitors and
Non-English Speaking
Mothers (n=42)

65

.46

Data sources: PDS and RI

considered essential characteristics that help her build the
relationship. This view of the home visitor is consistent with
the program theory that home visitors are community people
addressing multiple needs of the entire family.
In Community B, program documents specifically mention the practice of recruiting bicultural and bilingual home
visitors who will be knowledgeable of community resources
and respectful of individual differences. The home visitor’s life
experience is seen as important in establishing and building
a relationship with the participant. The fact that most of the
home visitors are not parents themselves and none have been
teen parents, suggests that beliefs about the importance of
compatibility of life experiences between home visitors and
clients refers to aspects of life experiences other than parenting.
The emphasis is likely to be on the home visitor’s experience
of similar socio-cultural and ecological circumstances. The
home visitor’s openness of personality, receptivity to training,
as well as belief in program goals (or program “buy-in”) are
seen as being as important as education in a related field.
Furthermore, the set of home visitor qualities seen as essential
to the relationship is consistent with the program theory of
providing respectful, nondisruptive intervention that is cognizant of existing relationships and services. At the same time,
home visitors are cautioned to not disrupt existing supports
and are reminded that they are “invited guests in the home.”
In Community C, home visitors are encouraged to respect
diverse perspectives, cultures, and values. Home visitors are
expected to have “innate” skills that may be interpreted to
be a set of intuitive strengths that will aid them in building
relationships with participants. These personal attributes
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are viewed as independent of education and training. The
perception of personal attributes as facilitating home visitor/
client relationships is consistent with the program’s overall
focus on the theme of individual empowerment of the teen.
A focus on the “individual” is a common assumption underlying both sets of beliefs (i.e., beliefs about the personal
attributes of the home visitor as essential, and the theme of
individual empowerment of the teen).
The relative importance each program puts on cultural
relevance is evident in how staff members address the importance of cultural match of home visitor to client. In Community A, cultural issues are central in statements about
building the relationship between provider and participant,
and a complex view of culture and cultural difference is presented. It is acknowledged that there are similarities and
differences among cultural groups as well as individual variation within groups. Language match is seen as essential in
reaching participants. Understanding one’s own cultural
background is also viewed as a possible influence on the home
visitor/client relationship. Cultural understanding is important not only in initial engagement “to get in the door,” but
in ongoing service delivery. The primacy of cultural knowledge supports the program theme that the young mother is
an integral part of her family and community.
Although the term “culture” is not mentioned explicitly in
the program serving Community B, there is explicit mention
of the importance of respecting different “ways” of caretaking. Respect for difference goes as far as acknowledging
that conflict in ways of caretaking between home visitor and
participant is not problematic as long as safety of the mother
or the baby is not at issue. This absorption of the construct
of culture into life experience is again consistent with the
overall program theme of respectful, non-disruptive service
provision.
In Community C, the supervisor reported repeated attempts to reach out to Spanish and Portuguese language communities through the means of hiring a trilingual home visitor.
There appears to be an underlying assumption that cultural
relevance is addressed by ensuring language compatibility.
However, lack of success in initial outreach efforts to Spanish
and Portuguese language communities led to increasing
awareness that “outreach efforts failed because there was no
cultural fit.” Awareness of cultural issues may be overshadowed
in this community by program concerns with the individual
and individual empowerment.
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In order to describe the HFM programs’ adherence to this
requirement, we report the extent to which home visitors
established individual goals, and then followed-up on them
at scheduled intervals. Types of goals, completion rates, and
the timing of goal completion are also reported below.
GOALS IDENTIFIED AND FOLLOWED-UP

As of June 30, 2002, there were 1,250 goals identified for
the 223 MHFE families for whom records were available;
families were still enrolled in the program at follow-up time
for 1,148 of these goals (188 families). Almost 75% of these
goals (850) had been followed-up among about 91% of the
active families. Follow-up had not occurred for the remaining
goals (~25% of them), more than 76% of which had passed
the time at which they should have been reconsidered. Approximately 24% of the goals that lacked note of follow-up were
not yet due for review.
FOLLOW-UP BY GOAL TYPE PER FAMILY

Table 3.15 presents data on the follow-up of goals by type.
The table shows the number of families that had follow-up
on at least one goal of each type and the average number of
goals of each type followed-up per family. Relatively few
families had follow-up for goals relating to preventing repeat pregnancy. The most prominent goal categories followedup were teen education and economic attainment, and health,
growth, and development of the child.
Table 3.15: Follow-Up of Goals, by Type
and Family‡
Number
of Families

Ave. # of
Goals of
this Type

Health, Growth, and
Development of Child

129

2.3

Maternal Education and
Economic Attainment

129

2.5

Supporting Parenting and a
Nurturing Home Environment

59

1.3

Preventing Repeat Pregnancy

14

1.1

Other

82

1.8

Goal Type

‡

Data source: PDS and paper records, n= 172 families

Standard: The Individualized Family Service Plan (IFSP)

Services should focus on supporting the parents as well as supporting parent-child interaction and child development.
• The IFSP guides delivery of services to families, and the
process of developing the plan uses family support practices.

AVERAGE DATE OF FIRST FOLLOW-UP

Overall, goals were first followed-up at 6.3 months from their
development date. The time of first follow-up did not differ
greatly by goal type. The program requires that goals are
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followed-up within six months of their development, and all
goal types were followed-up close to six months from their
identification. HFM, then, performs well on this index. The
average timing for final follow-up was comparable (6.6 months);
approximately 76% of these goals had been achieved (see
Table 3.16).
Table 3.16: Timing of First Follow-up, by Goal
Type‡

‡

Goal Type

Avg. First
Follow-up
Time

Health, Growth, and Development of Child

6.2 months

Maternal Education and Economic Attainment

6.4 months

Supporting Parenting and a Nurturing
Home Environment

7 months

Preventing Repeat Pregnancy

7 months

Other

5.5 months

Data source: PDS and paper records, n= 850 goals

AVERAGE TIME ELAPSED BETWEEN GOAL IDENTIFICATION
AND COMPLETION OF ACHIEVED GOALS

Overall, goals were achieved in slightly less time than the
six-month time frame allowed by the program guidelines —
5.6 months on average for all goal types taken together (see
Table 3.17).
Table 3.17: Average Time Taken to Complete
Goals, by Type‡

Goal Type

‡

Average Time
Elapsed between
Goal Identification
and Completion

Health, Growth, and
Development of Child

5.6 months

Maternal Education and
Economic Attainment

5.4 months

Supporting Parenting and a
Nurturing Home Environment

7.3 months

Preventing Repeat Pregnancy

3.7 months

Other

5.1 months

Data source: PDS and paper records, n= 850 goals

It took mothers significantly longer to complete “supporting parenting and nurturing home environment” goals than
the others, suggesting that those goals were more difficult,
or more future oriented than the others.
Regarding the topics covered in home visits, there were
statistically significant differences there as well. Mothers
with more “parenting and nurturing home” goals had more
home visits that covered child development, parent-child
interaction, parent and family health, social-emotional
health, and family interaction. In addition, the proportion
of “education and employment” goals achieved related to
the percentage of home visits that addressed topics relevant
to education and employment. Mothers for whom a higher
percentage of home visits focused on education and employment achieved a greater percentage of those goals.
These results may indicate that, in keeping with the HFM
model standards, home visitors are tailoring the content of
their visits to respond to mothers’ goals.
Standard: The Ages and Stages Questionnaire (ASQ)

Services should focus on supporting the parents as well as
supporting parent-child interaction and child development.
• The program monitors the development of participating
infants and children.
— The program has a developmental screen to monitor
infant/child development.
— The program uses the screen to monitor child development
at specific intervals.
The HFM program used the ASQ to assess children at
regularly scheduled intervals. Here we report the extent to
which home visitors appeared to adhere to these scheduled
assessments.
On average, of the 299 babies in the HFM program who
were expected to receive ASQs, and for whom we had ASQ
information, 121, or 41%, received at least the number of
assessments they were supposed to receive during their program tenure. One hundred sixty-nine babies, or 57%, received
within one ASQ of their expected amount (e.g., four out of
five; or three out of four).
While there are no comparison data on the use of the
ASQ by HFM programs, per se, some evaluations do report
on the completion of “developmental screenings.” Generally,
programs report high rates of completion, but it should be
noted that these rates seem to describe the number of children
who have had at least one assessment within a particular
time period.17 The ASQ, in comparison, has extremely rigid
guidelines for completion, perhaps more stringent than
many of the other instruments. For example, with the ASQ
as used by HFM, if the home visitor conducts the assessment
two weeks before or after the target date, she is not allowed
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by the PDS to record the assessment as complete. Alternatively, the relatively low ASQ completion rates may reflect
the high number of visits that are missed in HFM.
Quality Review

The preceding section presents a review of program operations in relation to specifically stated “model” (HFA or HFM)
standards. Comparing programs to published standards is
one way to assess program operations; a second route is to
derive, from previous research, the factors in home visiting
program operations that appear to define a high quality
program, and to describe home visiting programs and their
effects with respect to these factors. Clearly, there is some
overlap between the two groups — model standards and research findings — since agencies develop program standards
based on what is considered to be “best practice,” and we
expect that research informs practice, at least modestly.
To help describe programs more fully, and to allow for
analyses that consider program quality as a moderator in
achieving outcomes, the MHFE created a “quality” variable.
This variable combines elements from the HFM program
standards and additional characteristics that researchers have
suggested relate to positive outcomes for families.18 These
elements are:
• participant’s adherence to service level;
• number of days between participant’s referral to the
program and first contact by the home visitor;
• racial match between home visitor and each client;
• participant’s adherence to assessment schedules; and
• turnover rates, by program.
This quality score was calculated for each individual program,
but only for those programs with ten or more participants
from our MHFE sample (n=17 programs, with 333 participants). Then we assigned each participant a program quality
score, based on the program from which she began receiving
HFM. (For the vast majority, this was the program from which
they received services for the majority of their program tenure.)
The method for calculating this program level score for
each variable is presented below.
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days lapsed between referral and first contact by home visitor
to arrive at a program value for the average span between the
two dates. Overall, among programs, the average number of
days between referral and first contact was 21, with a range
of 3 to 78 (SD=20).
Racial Match Between Home Visitor and Client

By averaging individual participants’ rates, we calculated, by
program, the proportion of visits in which there was a racial
match between home visitor and participant. Overall, programs racially matched their home visitor and participants
for an average of 57% of visits, with a range of 21% to 89%
(SD=18).
Participant’s Adherence to Assessment Schedules

For each program, we determined what percentage of participants received within one of their expected number of
ASQs (e.g., four out of five; or three out of four). Overall,
the average was 64%, with a range of 38% to 100%.
Turnover Rates for Each Program

Over a four-year period (1998–2002), programs experienced
average turnover rates of 17% per year, with a range of 8%
to 27%.
Quality Variable

According to this variable, there appeared to be considerable
variation in the quality of HFM programs. The mean quality
score for programs is 0.0, with a range of -3.7 and 6.3,
(SD = 2.6).
HFM Staff Characteristics

The next profile of interest in this chapter is that of the staff
working in HFM programs. We obtained data on home visiting staff through three basic methods: the Home Visitor
Demographics Survey (HVDS), the Home Visiting Staff
Inventory (HVSI), and the MCTF Staff Change Forms. By
triangulating these sources, we were able to obtain information on 767 home visitors.
Race and Linguistic Characteristics

Participant’s Adherence to Service Level

For each program, we determined the percentage of participants receiving at least 75% of their expected visits during
the three-month period we examined (see Table 3.11, page
58). Overall, the average was 32%, with a range of 8% to
69% (SD=18).
Number of Days Between Participant’s Referral to
the Program and First Contact by the Home Visitor

We averaged individual participant values on the number of

Table 3.18 presents the racial composition of home visitors
across the state (see page 64).
Almost half of the home visitors reported being able to
speak a language other than English. Of those second-language speakers, the distribution of languages is presented in
Table 3.19 (see page 64).
Education Level

The HFM program is intended to be a paraprofessional home
visiting program, which typically means that home visitors
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Table 3.18: Home Visitor Race‡
Race

Frequency

White

381

52

Hispanic

197

27

are not required to have college or other post-secondary
training. However, the majority of home visitors (81%) actually had at least some college education, and 42% had a college
degree (although this may or may not have been in a related
field). Thirty-nine percent had some college education, and
19% of home visitors had a high school degree only (HVDS).

Black

103

14

Experience with Home Visiting

20

3

3

<1

18

3

Other

5

1

Total

727

100

Asian/Pacific Islander
American Indian/Alaskan Native
Multiracial

‡

Percent

Data source: PDS, n=767

Table 3.19: Distribution of Home Visitor
Languages other than English‡
Language
Spanish

‡

Frequency

Duration of Employment

The average length of home visitor employment over a fiveyear period (1997–2001), ranged from 14 to 33 months within
individual programs, with an overall average of 22 months
(HVSI).
HFM Participant Characteristics

Percent

253

69

Portuguese

38

10

Haitian Creole

15

4

Khmer

14

4

Crioulo (Cape Verdean)

13

4

Other

35

10

Total

368

100

Data source: PDS, n=767

Home visitors working for the HFM program had, on average, two years of experience as a home visitor. Overall, 44%
had been working as a home visitor for less than one year,
17% had been working for one to two years, 29% for two to
five years, 7% for five to ten years, and 3% had been working
as a home visitor for more than ten years (HVDS).

The characteristics of the MHFE sample (the Tufts sample)
were presented in the previous chapter. Here we provide the
essentials for a profile of all HFM participants, drawn from
PDS data (see Table 3.20, page 65).
The profiles presented in this chapter offer an initial look
into the heart of the HFM program. The next chapter deepens
the portrait of the program with an examination of its central
service component –– the home visit.
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Table 3.20: Characteristics of HFM Participants‡
HFM Population
Characteristic
Maternal Age

Percent of Participants

Average age

18.0 years

Less than 17

3,102

26

17 or over

8,955

74

Pregnant

4,817

52

Parenting

4,524

48

Child Age

Average age

.04 months

Maternal Race

White

4,490

42

Hispanic

3,359

32

Black

1,500

14

Other

1,021

10

In school/GED
or graduated/
holds GED

6,104

57

Not in school/GED

4,636

43

Not employed

8,669

82

Parenting Status at Enrollment

Education

Employment
‡

Frequency/Mean

Data source: PDS, N= 13,000

Endnotes
1

2
3
4
5
6
7

8

According to HFM program administrators, both the annual budget
threats that began in FY03, and the actual budget reductions the program has experienced since FY02, have had negative consequences for
staff retention. Data for this study, however, were collected prior to
this period.
Katzev, Pratt, McGuigan, & Kapsch, 2002; LeCroy & Milligan,
2001; Williams, Stern, & Associates, 2002a
Galano & Huntington, 2001; Klagholz & Associates, LLC, 2001;
Williams, Stern, & Associates, 2002a
For example, evaluators of Oregon Healthy Start report that only
37% of all first-birth families were reached for screening (Katzev,
Pratt, McGuigan, & Kapsch, 2002).
Black, Powell, Clay, & McDill, 2000; Galano & Huntington, 2001;
Williams, Stern, & Associates, 2002a
No Community Action Agencies participated in the MHFE.
The HFM programs currently rely on an updated tool (2003), but we
report here the standards listed on an original version of the tool (1997),
since it covers the time period during which we collected our program
data.
This calculation does not include mothers who were on “creative
outreach” for the entire period, since this service level does not carry
a specific number of expected visits.

9

10
11
12
13
14
15
16
17
18

See Arocena, Adams, & Davis, 1992; Culp & Culp, 2002; Duggan,
McFarlane, Windham, et al., 1999; Duggan, Windham, McFarlane,
et al., 2000; Greene, Heck, Lee, Griffith, Mitchell-Herzfeld, & Senkulics, 2001; Heinicke et al, 2000; Kelsey, Johnson, & Maynard, 2001;
Kochanek & Buka, 1995; Nagy, Leeper, Hullett, Northrup, & Newell,
1988; Paulsell, Kisker, Love, & Raikes, 2002; Wagner & Clayton,
1999; Williams, Stern & Associates, 2002a.
Williams, Stern & Associates, 2002a
Greene et al, 2001; Paulsell, Kisker, Love, & Raikes, 2002
Kelsey et al., 2001
Wagner & Clayton, 1999
Paulsell, Kisker, Love, & Raikes, 2002
Williams, Stern, & Associates, 2002a
Black & Markson, 2001; Duggan, et al., 2000; Katzev, Pratt,
Henderson, & McGuigan, 1999; Social Policy Institute, 2002;
Williams, Stern, & Associates, 2002a
Duggan et al., 1999; Williams, Stern, & Associates, 2003
For details about the statistical formulation of this variable,
refer to Chapter 2.
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Chapter 4

The Nature of the Home Visit

A

lthough there are hundreds of evaluations of home
visiting programs, few reports detail the nature
of the home visit –– what actually happens during
that encounter. In our explorations, we have
found home visits to be complexly organized
and dynamic service units, comprising a broad range of
activities and information, and bounded and shaped by the
relationship that develops between the home visitor and, primarily, the young mother. In the end, it appears that this
relationship with a home visitor may be as important as any
particular curriculum or intervention in keeping mothers
engaged in the program.
Researchers interested in family processes and in the effects
of family-oriented programs often conceptualize the contributions of those outside the mother-child dyad as “social support.”1
This concept is generally parceled out into three types:
• Instrumental support: the provision of goods and services
(e.g., clothing, food, transportation, referrals, advocacy, etc.);
• Informational support: the provision of childrearing
and parenting information (e.g., child development
stages, infant feeding and bathing advice, appropriate
techniques of discipline, etc.);
• Emotional or appraisal support: the provision of encouragement and personal validation (e.g., appreciation

for the efforts that parents make, bearing witness to
difficulties, celebrating successes, etc.).
This categorization of social support has helped with MHFE’s
initial efforts to examine the program’s home visit. Home
visiting is intended to provide some of each type of support,
and our data suggest that this is surely the case in all programs across the state. On the other hand, the distribution
of types of support, and the particular help offered within
these support categories, differ –– often program to program,
and home visitor to home visitor.
This chapter draws on data collected from multiple sources,
including the PDS, home visitor interviews and home visit
observations, and ethnographic interviews and observations.
It first explores the content of home visits and participants
in it, and then moves to a description of the home visitor-client
relationship. It also discusses the home visit with reference
to the social support categories noted above.
Home Visiting Content and Participants

The largest proportion of topics covered during home visits
concerned parent/family health and family relations, closely
followed by topics concerning child development, and basic
needs/services (see Table 4.1).

Table 4.1: Topics Addressed during HFM Home Visits‡
Topic

Average Percent of Visits in which Topic Was Addressed

Parent/Family Health

51

Family Relations

46

Child Development

45

Basic Needs/Services

45

Child Health/Growth

43

Maternal Well-Being

35

Parent-Child Interactions

30

Education/Employment

27

‡ Data source: PDS, n=361
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Home visitors used educational materials they had brought
to the visit in 44% of visits. These materials addressed the
range of topics noted above.
Regarding visit participation, on average the mother was
present for the majority (83%) of home visits; the child was
present for over half (58%). A grandparent was present for
18% of the visits, and the father participated in about 10%.
Home Visitor-Client Relationship

As an introduction to the range of relationships that were
established between young mothers and their home visitors,
we offer, first, descriptions from the Ethnographic Study
that typify the perceptions of young mothers in those communities:
Community A: Laughter, instrumental support and
emotional connection.

Developing relationships with clients in this community
required that home visitors establish good rapport with the
young women’s families. This included “hanging out” or
“bugging out,” (a colloquial term, similar to “hanging out”)
and laughing with the entire family, while volunteering casual
advice on health matters, given the high incidence of illnesses, especially among grandmothers. Instrumental advice,
especially about education and housing, was also significant
to mothers in this community. About education, some
moms claimed that had it not been for their home visitors’
interventions on their behalf they could not have completed
high school. In regard to housing assistance, home visitors’
trips to the public housing office with the mothers not only
helped the moms negotiate their way through Section 8 paperwork, but also facilitated a closer personal connection between
the two. Mothers enjoyed the closeness that developed in
the course of these trips, including extended one-on-one
conversations with their home visitors about “e-v-e-r-yt-h-i-n-g”, as one put it.
Indeed, mothers valued close personal connections with
home visitors highly, to the point that they interpreted home
visitors’ actions in this light. For example, mothers saw the
gifts home visitors brought for their children, or their interest
in playing with them, as signs of “love.” All of this contributed
to a sense of trust and closeness that contributed directly to
the intensity and duration of program use. What remains
unclear is whether program use resulted in actual changes in
parenting practices. When talking about informational support in regard to feeding, mothers tried to comply with their
home visitors’ promptings — e.g., to nurse, to delay the introduction of solids — for a brief period of time, but then
reverted to practices similar to those of their mothers or other
women in their communities. Perhaps the most effective
aspect of support in this community was instrumental, since

receiving Section 8 was central to the fulfillment of the
mothers’ aspirations to live with their new families independently in their homes, without moving far away from their own
parents’ homes. Emotional support from a family outsider was
also important for these mothers who did not have close
peers and otherwise relied largely on their husbands for this.
Community B: Cool big sisters, available when needed,
and willing to go the extra mile.

In this community, mothers liked home visitors who would
take a personal approach to helping them, either by going
on the Internet and finding job listings themselves, or by
driving them to the housing office. They believed that the
home visitor’s willingness to go the “extra mile” was a sign
of special care for them and their families. However, these
personal relationships were short-lived, mostly due to the
mothers’ extremely busy schedules, which included studying
and working in addition to parenting. It was not unusual for
these mothers to resort to phone calls as an alternative to
actual home visits. In this way, they could stay in touch with,
and seek help from, their providers without having the burden of setting up and keeping appointments. In addition to
housing and education, instrumental support finding jobs
and child care arrangements was important to these mothers who were in the process of seeking employment after
completing their high school or GED programs.
Their favorite home visitor characteristics were similar
to those cited by Community A: “cool,” “real nice,” “really
caring,” and “family friendly.” However, unlike mothers in
Community A, their favorite visitors reminded them of “big
sisters” or “godmothers” — loving in an advisory role without the authority of a parental figure. Furthermore, the
most trusted visitors were those who spoke from experience,
and who happened to have similar life experiences to those
of the mothers.
Community C: Respect for differences, and prompt,
reliable support, as needed.

Participants in this community read and remembered the
parenting literature their home visitors gave them. In general,
their childrearing practices were more consistent with those
promoted by HFM. One informational area that stood out
in their minds was safety. Home visitors brought with them
a range of information and materials, from tips for childproofing the house, to actual safety devices or catalogues
detailing where to buy them.
In terms of instrumental support, most participants valued
assistance with welfare/legal matters (i.e., alimony and child
custody) over other areas, followed by childcare. Appreciation
for these two areas of support was not surprising, given that
many of these young mothers were parenting alone, without
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significant help from other family members or friends.
These mothers were well-connected to their community’s
resources, and generally knew how to take advantage of
them. For them, the “program” per se (HFM) was more
valuable than the relationship established with the home
visitor. Indeed, a couple of mothers stayed in the program
even after their own home visitors reported them to DSS
for child maltreatment. By being in the program, mothers
had direct access to the entire program staff — not just their
own home visitors; mothers called these other staff members with questions, and expected prompt answers from the
person considered the program expert on the topic. Rather
than valuing closeness, mothers in this community valued
home visitors with “open minds” — visitors who would be
respectful of their ways and would not impose standard program prescriptions.
The MHFE attempted to describe this relationship
from several vantage points: the “role” of the home visitor,
strategies home visitors used to establish and maintain good
rapport, contributions to interactions by both home visitors
and mothers during home visits, and factors that contribute
to positive or difficult relationships.
Role of the Home Visitor

HFM training details the role it prescribes for home visitors
–– one of a helpful and supportive adult who maintains a
proper professional distance. Certainly many home visitors
behave in this fashion. However, early in the evaluation,
when mothers were asked about the role their home visitors
played (the choices were confined to professional, friend, or
parent/other adult figure), fully 75% perceived her as a friend
(see Figure 4.1 ). Home visitors also frequently used that term
to describe their role, though they qualified it to emphasize
Figure 4.1: Mothers’ Perceptions of Home
Visitor Roles

9%
Professional
16%

Friend
Parent or
Other Figure

75%
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a special kind of friend –– one with professional status. Data
from the Ethnography, as reflected in the vignettes above,
also support this more complex view of the home visitor’s role;
across the three communities, the moms spoke of their home
visitors as being, for example, like a “friend,” “big sister,” and
“mother.” It is not clear precisely what “friend” means to
these young mothers; some informants appear to use it in a
conventional way –– meaning a close relationship with a
peer. But others, perhaps, have relied on the term because it
is the most accurate one available to portray the unique
quality of the parent-provider relationship. In fact, it is difficult to discuss the role of the home visitor independent of
the relationship that is established, since that relationship is
shaped both by the home visitor (contributing the dictates
of the official role, as well as many other characteristics),
and the mother (contributing her expectations, needs, and
experiences).
Strategies for Engaging Young Mothers in Home Visiting

Home visitors noted a range of interpersonal strategies
toward this end (see Table 4.2, page 70). Among the most
common were using informal conversation, disclosing information about themselves and their own circumstances,
and soliciting information from the mothers and listening
well to what they were told. Being respectful was a critical
element to many, especially given the fact that this population is often not accorded respect. As one home visitor explained, “it’s very important to respect people and not talk
down to them.”
In addition to these interpersonal techniques, many home
visitors noted personality traits that made this process successful. For example, being easygoing, down-to-earth, relaxed,
and understanding proved helpful. Being honest and straightforward, and having a sense of humor were also seen as assets.
Having salient characteristics in common with the young
mother (e.g., being of the same race or ethnicity, having also
been a teen parent, etc.) that enabled them to easily “connect” with the moms was also seen by the home visitors as
helpful. One home visitor told her clients, “I’m a mother and
I know how hard it is.” Speaking the teen’s native language
could also be helpful. One home visitor spoke Portuguese
during visits with some clients, which “[helped] everyone
relax and feel more comfortable.”
Many home visitors believed that the program was a
good product, and would be attractive if introduced properly. Some focused on the flexibility of the program (about
one-quarter of home visitors noted that they tailored sessions to the specific needs and interests of the mothers), and
others highlighted its strengths-based philosophy. Several
noted that the visits should be fun –– appreciating their clients’ youth. Additionally, several home visitors reported that
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Table 4.2: How Do Home Visitors Establish Rapport with Their Clients?‡
Response Frequency
(Percent)**

Home Visitor Activity
Make Conversation with Mom

47

Disclose Information about Themselves

24

Find Out What Mom Needs or is Interested in and Try to Address It

24

Describe the Program to the Moms

21

Demonstrate Respect for the Moms

18

Use Curriculum Creatively and Try to Make Visits Fun

16

People Skills/ Personality/ Sense of Humor

16

Share Characteristics with Moms (e.g., race/ethnicity, similar background or experience, also a parent)

15

Engage Baby

15

Follow the Mom’s Lead or Try to Relate on Mom’s Level

13

Start Slow

13

Flexible with Mom’s Schedules, Always Call if have to Cancel or Reschedule, Always Show Up on Time

10

Use Strength-based Approach

8

Explain That the Home Visitor is There for Mom and Her Child

8

Be Honest and Straightforward

7

‡ Data source: HVI, n=62
** Responses are not mutually exclusive

focusing on the baby helped in the initial phases, when presumably the mothers were shy or wary. As one home visitor
noted, “Once you get to talking about their babies and
you’re interested, then nine times out of ten, you are building a good relationship with them.” Another strategy was to
bring toys for the baby — “that always [worked].”
Contributions by Both Young Mothers and Home
Visitors to Interactions during the Home Visit

Relationships between home visitors and mothers are composed of thousands of individual interactions, gathered over
time across the varieties of experiences they share. These
interactions shape the character of home visiting sessions,
which, in turn, presumably affect mothers’ decisions about
program participation and their overall satisfaction with the
program. Because these interactions had not been studied
systematically before this evaluation was initiated, the MHFE

made an initial attempt through the use of a project-developed
observational instrument — the Home Visit Observation
Scale (HVOS).
This instrument provided interesting preliminary descriptive data on the home visitor’s behaviors during the home
visit, and the mother’s responses to and involvement with
the home visitor’s discussions and/or proposed activities. For
example, because the home visitor had the primary responsibility of establishing the parameters of the session, the
HVOS highlighted the extent to which she explained the
purposes of the visit, made the necessary transitions between
activities, and so forth. The HVOS also focused on the extent
to which the mother initiated conversation, and/or volunteered information about herself, engaged in the topic, etc.
Observers attempted to define the degree and type of reciprocity that was evident during these visit periods.
The observers obtained a score for each member of the
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home visitor/mother dyad individually, and then compared
the scores to each other within the dyad. Scores for mothers
and their home visitors were highly correlated (r=.68),
although the scores for home visitors as a group compared
to mothers (as a group) were significantly different from
each other. Home visitors scored higher, suggesting that
they were the more active members of these dyads. This is
not surprising, since it was the home visitor’s role to initiate
and sustain activities and conversation. The wide range of
scores was interesting to note.
Additionally, the scores of home visitors with multiple
clients were not consistent across visits –– that is, the same
home visitor behaved differently with different clients. This
suggests that the mother’s contribution to these interactions
was significant, and that assumptions that any given home
visitor provided a more or less standard service may be incorrect. Finally, dyads that were observed for more than one
visit demonstrated some consistency across visits, although
home visitors’ scores were more consistent than those of
participants. Because the overall sample of home visitor/client
pairs was a small one, and the subsample of home visitors with
multiple participants, or pairs with multiple visits observed was
even smaller, these findings are only preliminary. But they
offer a way to begin to understand the home visit, starting at
the “micro” level (the individual interactions), and moving
to the “macro” level (the relationship), that is worth pursuing.
The Importance of “Matches” Between Mothers and
Home Visitors

There are several kinds of “matches” that programs consider
when hiring staff and determining caseloads. Matches
along racial and ethnic, and home language lines are among
the most often mentioned; other popular considerations are
the home visitor being a parent or, even better, having been
a teen parent. These matches are thought to facilitate the
establishment of solid relationships, and the provision and
acceptance of all types of social support — instrumental, informational, and emotional. Both researchers and practitioners,
in home visiting and in other family support programs, assume that these “matched” arrangements are superior to others.
As mentioned in Chapter 3, HFM is doing a good job of
matching participants and home visitors on several traits.
Table 4.3 reports the data on home visitor/client match.
Participants in the MHFE — home visitors and mothers
— did not always agree about the importance of these arrangements. About half the home visitors identified racial match
as an important ingredient in a successful relationship; on
the other hand, 80% of the mothers noted that having a
home visitor of the same race was simply not all that important. In terms of linguistic match, about 20% of the home
visitors, and 34% of the mothers, thought that being able to
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Table 4.3: Percent of Visits with a Home
Visitor/Client “Match”‡
Percentage of Visits
with “Match”

Standard
Deviation

Racial Match (n=298)

57

.47

Ethnic Match (n=279)

33

.45

Language Match
(n=352)

94

.23

Type of Match

‡ Data sources: PDS and RI

speak in the mother’s native language was of real value.
As to having a home visitor that was also a parent, close
to half of both home visitors and mothers thought this was
a helpful characteristic for home visitors to have. In addition, about 25% of the mothers believed that it was important to have a home visitor who had been a teen parent.
Difficult Moments in the Home Visitor-Client
Relationship

Although home visitors report relatively few negative interactions with clients, no doubt they occur. At one end of the
spectrum, mothers can, and do, leave the program if the
relationship turns negative or unpleasant; clients can also be
transferred and home visitors exchanged. The data presented
in Chapter 5 on mothers’ overall satisfaction with the program, and reasons for ceasing to participate, suggest that these
extreme situations do not happen often. But this relationship
can certainly hit bumps in the road.
How do they occur, and what strategies do home visitors
use to get past them? To begin, difficult interactions reported
by home visitors are generally attributed to the clients — the
young mothers are not interested in services, are unwilling
to “open up,” have mental health problems, have had a difficult past, or exhibit other behaviors or characteristics that
interfere with their relationship with their home visitors. Very
few home visitors report difficulties due to a personality
clash, a disagreement with the mom on a childrearing issue,
needs that are beyond the home visitor’s capabilities, or limitations in the program’s structure or content. While home
visitors’ perceptions may accurately portray the general case,
the situation is surely more complicated than that. Contributions by both individual home visitors, and by the program
itself, are likely significant for some young families.
A range of strategies to solve these problems have been
offered. Home visitors most often turn to others for support
and advice, typically to supervisors and coworkers: “I have
mostly learned from discussions around the office.” A few
home visitors talk to the young mother’s teachers or other
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service providers for additional insight. Home visitors also
report being persistent and trying different strategies to engage
a disinterested client. For example, about one quarter of the
home visitors try fun and creative things with the client,
similar to the strategies for establishing rapport mentioned
above, such as taking the client out to lunch or meeting the
client at the beach rather than in the home. Other home
visitors call the mom and send cards or letters to try to pique
her interest. Several home visitors try to take things slowly,
following the mom’s lead and trying not to push her. Others
report that they focus on the baby, which seems to take
some of the pressure off the young mother.
Mothers’ Overall Perceptions of Home Visitors as
Caring and Respectful

Mothers’ scores derived from Outcome Study data (HVCI)
indicated that participants perceived their home visitors as
respectful and caring. On a scale from 1 to 5, where higher
scores indicate greater respect and caring, scores at the beginning of the evaluation (soon after the mothers enrolled
in HFM) and at its end (18 months later) remained consistently high. At the first data collection point, the average
score was 4.5, and at the final data collection point it was
4.6, essentially the same, and a very positive result.

Several tentative conclusions can be drawn from the variety
of data used to describe the nature or character of the HFM
home visit. The relationship that develops between the home
visitor and the client is central to the experience; indeed,
it appears at least as important as whatever information or
instrumental assistance is received (which is also, of course,
valued and appreciated). This relationship is built on hundreds of discrete interactions that occur within and across
visit sessions. Although MCTF and the individual HFM
programs train home visitors prescriptively — to adopt a
professional posture with certain attributes and boundaries
— the extent to which home visitors internalize that role is
unclear. For example, the Ethnographic Studies suggest
that the home visitor-client relationships differ quite significantly across communities, perhaps reflecting cultural preferences in how one seeks help and support for parenting.
The next chapter builds on this chapter, further exploring the mothers’ experiences with the program. In what ways
do these young women make use of the program, and how
satisfied are they with its various components? Again, all three
of the MHFE substudies contribute to that discussion.
Endnotes
1

Unger & Wandersman, 1985

Chapter 5 • Participants’ Experience of the Program

73

Chapter 5

Participants’ Experience of the Program

T

he home visitor-client relationship, it turns out, sits
at the core of the HFM intervention. It appears to
exert a powerful, though certainly not exclusive,
effect on the mothers’ overall assessment of the
program. Other factors pertain, of course, and in this
chapter several of them are discussed under the broad rubric
of “parental satisfaction.” This phenomenon is approached
here from two directions: The first describes participant
utilization of HFM, assuming that young mothers, at least
to some degree, vote with their feet — continuing to participate when they enjoy the service and believe that it is
helping them. The second route to understanding the mothers’
satisfaction with the program is more direct: MHFE pursued
this issue in a variety of ways, across several data points, using
several data collection strategies. A summary of those analyses
is included as well.

Table 5.1: Average Length of Stay in HFM
Programs‡
Duration of Program Involvement
Less than 3 Months

Percent of
Participants
6

3 Months – 5 Months, 30 Days

14

6 Months –11 Months, 30 Days

21

1 Year – 1 Year, 11 Months, 30 Days

27

2 Years – 2 Years, 11 Months, 30 Days

28

3 Years or More

4

‡ Data source: PDS, n=361

Participant Utilization of Program Services

In this section, we describe how participants used the HFM
program services from two broad perspectives: the length of
time young mothers remained in the program (duration)
and the amount of services they received (intensity).
Length of Stay in Program and Frequency of Visits

Participants stayed in the program for an average of 17
months, with a range of less than one month to 43 months.1
The majority (59%) of participants stayed for more than
one year (see Table 5.1). These retention rates compare favorably with those reported by other home visiting program
evaluations. No matter what the intended length of the program, reports of overall length of enrollment tend to fall
within the 8- to 16-month range.2
During their tenure in the program, participants received
an average of 31 visits, with a range of none to 120. For
those who received any visits, service intensity was calculated by dividing the total number of visits received by the
number of months spent in the program; on average, participants received two visits per month, with a range of .3 to 5.
Ethnographic Investigation of Patterns of Participation

Our ethnographic team conducted two sets of analyses to
document participants’ experience of the HFM program.

First, we documented participants’ use of the program —
duration of participation, patterns of utilization, participation
in groups, number of home visitors, patterns of termination
— and compared it across the three communities. Second,
we looked for modal patterns in participation and engagement within and across communities. These investigations
suggested interpretations of the findings noted above.
The key elements of program utilization common to all
three communities were:
• Initiation of program participation: Women were
generally referred while pregnant or at birth.
• Service context and background: A service routine
was eventually established, usually at three months.
• Problems with home visiting services: The more frequent of these were related to interruptions in service
— the missed visits and transitions between home
visitors that resulted.
• Consequences of changes and/or attempts to resolve
situation: Young mothers identified the ultimate participation consequences of the aforementioned problems,
as well as how they attempted to resolve the situations.
• Resolution/Termination: Participation patterns reflected
either the resolution of difficulties or the termination
of engagement, often as a result of the difficulties.
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We identified three modalities of participation across
communities, and have characterized them as follows: Pattern A: Initial Engagement, but Discontinued Participation;
Pattern B: Continued Participation, Despite Interruptions; and
Pattern C: Ambivalent, Inconsistent Participation. These patterns, or modalities, played out differently within the three
study communities. Below we briefly describe their distribution within those communities; as is evident, not all patterns were present in each community. Across communities,
the most common patterns of participation were Patterns A
and B, with Pattern C describing slightly over 20% of the
young mothers.
COMMUNITY A

Participants in this community generally appreciated the
program, though they described a range of experiences.
Most stayed in the program for more than a year despite interruptions and other challenges in program delivery. They
particularly valued services in the early phases of parenting,
soon after the baby was born. We observed three patterns of
participation in this community:

(n=2) during transitions between home visitors and between
service levels. However, participants stayed in the program
for over two years (25 to 28 months).
Pattern C: Ambivalent, Inconsistent Participation (three
cases). Participants who evidenced this pattern of service
use also enrolled in the program early during pregnancy
(n=1) or at birth (n=2). However, already in the first three
months, service intensity was low (one to two visits per
month in two cases), coupled with ambivalent or modest
program buy-in. Duration of participation ranged from two
months to two years. One mother moved to a neighboring
town where she initially resisted establishing rapport with a
new home visitor, but eventually did, and stayed in the program longer than the others in her cohort. The two other
cases claimed that missed visits were due to miscommunication. One case was closed by a home visitor who, in a letter to
the mother, said the reason was the mom’s failure to be
home for visits. The other mom continued receiving visits,
though at decreasing frequencies and with continued ambivalent program buy-in.

Pattern A: Initial Engagement, but Discontinued Participation (two cases). Two of the young mothers in Community A enrolled in the program while pregnant or upon
giving birth, respectively. In the first few months, they received intensive service (three to four monthly visits) due to
health and family difficulties. They quickly developed a
strong program buy-in, but it was tied primarily to the close
relationship the home visitor established with the mom and
her family. Before the end of the first year of participation,
the home visitor left her job, and these two moms refused a replacement, claiming that it was too much work to start a
new relationship with a new home visitor. Thus, home visitor turnover resulted in the teens’ decision to end participation in the program.

COMMUNITY B

Pattern B: Continued Participation, Despite Interruptions
(five cases). This pattern reflected persistence of participation because there was continued engagement despite interruptions and decreasing frequency of visits. These young
mothers enrolled during pregnancy (n=3) or at birth (n=2),
and service level was high (three to four monthly visits) for the
first three to six months, and accompanied by strong program
buy-in. There were interruptions in service, either because
home visitors left (n=2) and the moms had to transition to
a new home visitor, or because of scheduling difficulties
(n=3) on both parts. Also, in two cases, home visitors recommended lower service levels when they determined that
the moms had established appropriate parenting skills. Program buy-in decreased temporarily (n=3) or permanently

Pattern A: Initial Engagement, but Discontinued Participation (five cases). Women who exhibited this pattern
discontinued participation because they were unwilling to
start new relationships with second home visitors. The typical sequence of events included program initiation at birth
or during pregnancy, followed by variable service levels
(ranging from weekly to monthly visits). Initial program
buy-in was strong in many cases (n=4). However, after interruptions in service, several moms (n=4) decided they did
not want to continue in the program. One mother, whose
program buy-in was weak to begin with, was shifted to a
different home visitor; she still terminated participation,
claiming that she was too busy for the program.

The HFM program was not particularly well-received by
the participants in the Ethnographic Study in Community
B. Participants in this community typically stayed in the
program for less than a year (only three stayed for more than
a year). Difficulties in scheduling visits were typical and often quoted as the reason for discontinuing the program. Although participants in this community were most explicit in
connecting program quality with their relationship with the
home visitor, they were also most explicit in their criticisms
of the program. Changes in home visitors were seen as indications of lack of commitment on the part of the program,
coupled with a sense of loss and wasted time. In this community we observed two patterns of participation:
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Pattern C: Ambivalent, Inconsistent Participation (three
cases). Mothers started participation in the program during
pregnancy or at birth, but service delivery became inconsistent at an early point in their enrollment, and levels of
program buy-in were low. After interruptions, the mothers
discontinued participation in the program. The home visitor
closed one case when she went on maternity leave because
the mom had missed visits and did not show interest in
receiving the program. Another mother moved out of the
service area and continued to consult with the first home
visitor instead of taking a new one. For these two, participation lasted less than four months. For one, however,
participation lasted over a year, which shows that she successfully transitioned to a second home visitor after the first
went on maternity leave.
COMMUNITY C

In many ways, participants in this community experienced
the program as it was meant to be experienced. They tended
to stay in the program for longer durations; in fact, several
stayed the full three years. Interestingly, although participants from this community did not believe they needed the
program (because they had access to parenting and developmental information through school courses, the advice of
family members or pediatricians, and from other community resources), they participated until “graduation.” This
included negotiating interruptions or transitions in service,
and staying with home visitors even when they did not view
the relationship as ideal. Eventually, the frequency of visits
decreased as part of gradual program tapering, but the
moms remained engaged and satisfied.
Pattern A: Initial Engagement, but Discontinued Participation (three cases). In this community, this pattern was
slightly different from the other two because program buy-in
was not particularly strong at the beginning. Typically, after
early program initiation during pregnancy (n=1) or at birth
(n=2), mothers received three to four monthly visits for the
first six to seven months. Then, in two cases, there was an
interruption within the first years because the home visitor
went on maternity leave. These two did not make the transition well to a second home visitor, and decided to drop the
program, claiming that they did not need it. Another terminated participation when she moved out of the service area.
Overall, participation ranged from seven months to more
than two years, with a decrease in service level after seven to
eight months.
Pattern B: Continued Participation, Despite Interruptions (seven cases). This was the most common pattern
in Community C and, again, represented persistence in
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participation, as the young mothers negotiated interruptions
or transitions and remained in the program until “graduation.” In the typical sequence of events, young mothers
enrolled in the program during pregnancy or at birth. Service level ranged from weekly (n=1) to biweekly (n=2) to
monthly. Most mothers (n=5) had strong program buy-in
from the outset. One mom who initially felt ambivalent about
the program became more enthusiastic after changing home
visitors. There were several service interruptions — two due
to child maltreatment reported filed with DSS — and four
due to a home visitor’s maternity leave. Although two mothers
did not make the transition well to the substitute home visitor, they decided to stay with the program because they
thought they needed it. Once participants concluded that
the program, as an entity, was “good for” them, they accepted
their home visitors even if they did not feel that the relationship was ideal. Eventually, though the frequency of visits
decreased as part of gradual program tapering, most remained
engaged and satisfied. Three mothers remained in the program for between 16 to 24 months, and two continued their
participation for over 30 months.
Meeting Participant Standards

Using data from the Tufts sample, we examined participants’ perceptions of the character of the program, focusing
on its relative “family centeredness” — one of the model
standards discussed in Chapter 3. In addition, data detailing
the mothers’ overall satisfaction with the program, reasons
for dissatisfaction, and consequences of that dissatisfaction,
including withdrawal from the program, are presented. Standardized questionnaires, the research interview, and the range
of ethnographic methods were used to investigate these issues.
Family Centeredness of the HFM Program

Quantitative data suggest that mothers perceived their home
visitors as behaving in a family-centered manner — for
example, showing concern for other family members and
being inviting to them — from early in their tenure with the
program (at the beginning of the evaluation), through to its
end. On a scale of one to five, where higher scores indicate
greater family centeredness, mothers consistently rated
their home visitors highly, with an average score of 4.7
(n=359) at the earliest point, and an average score of 4.6
(n=160) at the final data collection point (18 months later).3
The attributes of the home visitor, or the program itself,
that lead to this perception are not clearly delineated by data
collected through the Outcome Study or Process Study. And
indeed, looking at the extent to which extended family
members are included in HFM home visits, one might not
come to the same conclusion. As is noted in Chapter 4, grandparents were present in only 18% of the home visits, and
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fathers in about 10%. Ethnographic data are illuminating,
however, and present a fuller and more complex view of the
program on this index.
Ethnographic Findings about Client Perceptions of the
Family Centeredness of Home Visitors

Mothers in the three cultural communities examined by the
Ethnography highlighted ways in which providers included
family members in the visits. Which family members were
included in visits, and the types of relationships home visitors formed with extended family members varied across
communities. In Communities A and B, grandmothers were
the family member mentioned most often as participating in
visits, and in Community C, fathers were the most frequently
mentioned visit participants.
Grandmothers in Community A were likely to be at home
during visits, and were also the main sources of child care
support for the young mothers. Thus, the grandmothers
saw home visits as beneficial to themselves as well. Furthermore, moms in this community particularly valued occasions
during which their home visitor had “bugged out” (or spent
time) with the entire family, as a close family friend or relative
would.
In Community B, although grandmothers were more
likely to be at work during visits, their approval of the home
visitors was still important to the young mothers. For young
mothers in Community C, the most salient participation
was by the baby’s father or their current partner. These
women gave examples of how home visitors included these
men in visits, encouraged them to attend group events, or
gave them instrumental support (e.g., helped them find employment). Grandmothers in this community were typically
employed and out of the house during visit hours. Even when
they were home and available, they generally refrained from
participating on the grounds that visits were primarily for
their daughters.
Participant Satisfaction with the HFM Program

In addition to using standardized questionnaires, the Outcome Study Research Interview contained questions about
participant satisfaction. At evaluation enrollment, mothers
were asked what they liked and disliked about the program,
and what program changes they would like to see.
WHAT DID PARTICIPANTS LIKE ABOUT THEIR HFM
PROGRAM?

The most common response was simply that mothers liked
their home visitors; 50% of the respondents indicated as
much. Approximately 25% liked the information provided
by the program, and the remainder liked some other aspect
of the program. Although not surprising, these findings

reinforce the notion that the relationship with the home
visitor drives much of participants’ commitment to HFM.
Ethnographic analyses suggest that HFM was perceived
as a “good” program — a program with concrete benefits to
offer. In Community A, participants claimed that the program was particularly useful in the beginning — that is,
immediately after the baby was born. They valued the program’s family focus greatly, and group meetings to a lesser
extent. The relationship with home visitors was very important to Community A participants. This was also the case
in Community B, where participants were the most explicit
in connecting program quality with their relationship with
the home visitor. In contrast, Community C participants
explicitly attributed the program’s effectiveness or value to
the provision of informational, emotional, and instrumental
support, even though they could tap this support themselves
from other sources.
Group events were valued differently across communities. Women in Community C participated in more group
events, both in frequency and types, than did mothers in the
other two communities. Eight moms reported attending
various “socials” (e.g., at Christmas or Halloween); five reported Minnesota Early Learning Design (MELD) meetings
and playgroups; and four went on field trips. In addition,
several Community C participants saw group events as the
most attractive program feature. They talked extensively
about having “fun” at the socials, liked MELD and the fact
that children were cared for while parents socialized, enjoyed the opportunity to meet all program staff, and appreciated the sense of community that developed from various
activities such as field trips. One other young woman in
Community C commented, “I was always there [at the] socials; MELD was every Thursday, stuff like that…was really helpful and you just meet everybody there. I love all the
girls that go there and all their kids and they all love my
daughter.” In contrast, in Communities A and B only four
or fewer participants reported attending social events —
such as the annual Christmas party — or parenting meetings, which they considered social gatherings, essentially.
WHAT DID PARTICIPANTS DISLIKE ABOUT THEIR HFM
PROGRAM?

According to the Research Interview, the great majority of
participants (84%) had nothing to report here — nothing to
dislike. Approximately 6% disliked particular characteristics
of the program, 5% disliked their home visitor, and less than
1% disliked the information provided.
Women in different communities highlighted different
problems with the program. Community B participants had
difficulty finding mutually convenient times in their very
busy schedules. Almost half of the mothers in Community
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C thought home visitors could sometimes be judgmental,
particularly when they had different opinions about parenting. Interestingly, even though almost half of Community A participants also noticed differences of opinion on
parenting, they appeared to shrug it off with comments
about the fact that people in this community “have their
own ways” and that it was not always necessary to follow
the home visitors’ advice. Instead, these participants complained most often about lack of closure and explanations
about decreases in services.
The Ethnography provides a slightly different, more
detailed picture. Participants in Community A expressed
dissatisfaction with the ways in which the home visitor handled closure, unlike those in Communities B and C, who
did not voice concerns over termination. Six Community
A participants stated they had had difficulties over lack of
closure. One mother said, “She [the home visitor] said she
didn’t want to say good-bye ‘cause it made her sad. She didn’t
want to leave us.” Another said, “She [the home visitor]
said, ‘I have to come back for something’ and I was like,
okay, and she never came back…. I haven’t heard from her
and I don’t think I ever will…. It kind of upset me at first
just because I’d had her for three years. It was just a simple
‘bye’ like nothing and was kind of dry.”
On the other hand, some mothers gave examples of how
they maintained contact even after their case was closed,
having been encouraged by their home visitors, who left
their own home phone numbers before departing.
WHAT ASPECTS OF HFM DID PARTICIPANTS WANT CHANGED?

According to Outcome Study data, the overwhelming
majority of participants (89%) did not want to see any
changes at all. Among the modest number of changes identified were requests for more services, for example, longer
home visits, more frequent groups, and so forth.
WHY DID PARTICIPANTS DROP OUT OF THEIR PROGRAMS?

Of the 131 participants who had dropped out of the program but remained in the Tufts Outcome Study until its
conclusion (18 months later), approximately half reported discontinuing services for program-related reasons; these included, for example, the fact that their home visitor had
changed or had stopped visiting, and that the program’s
hours had never been convenient, or had become inconvenient. About one-third dropped out because they were too
busy and did not have time for the program, and about 25%
did not feel they needed the services.
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WOULD PARTICIPANTS HAVE REMAINED IN THEIR
PROGRAMS IF THINGS HAD BEEN DONE DIFFERENTLY?

Over half of the mothers who dropped out but remained in
the Tufts sample at the evaluation’s conclusion indicated
that, yes, they would have remained if certain aspects of the
program had been different. For example, approximately 14%
would have remained had they had a different home visitor,
while 12% claimed that they would have stayed had their
home visitor not changed. Almost one-third of these mothers
would have continued in HFM had its structure or content
been different, for example, a more flexible schedule or location for home visits (20%), different activities during the
home visit (7%), or more group activities outside the home
visit (5%).
Summary and Conclusions

The majority of mothers in the MHFE sample stayed in
the program for more than a year and received an average of
31 visits over the course of their involvement with HFM.
From a cultural perspective, the three communities examined by the Ethnography displayed patterns consistent with
those obtained in the Outcome Study sample: The pattern
entitled Continued Participation, Despite Interruptions was
the most frequently observed.
In general, families reported positive experiences of the
HFM program:
• Most clients rated their home visitors as being family
centered, respectful, and caring. According to ethnographic data, “family centeredness” had different meanings across cultural communities, with some mothers
focusing on involvement by their partners or the babies’
fathers, and others more on grandmother and extended
family participation.
• Most participants were well-satisfied with their HFM
program, and found that it met their expectations.
• Participants who had dropped out of HFM as of the
end of the evaluation reported a wide range of personal
and programmatic reasons for doing so. Mothers who
dropped out most commonly reported that they were
too busy for the program, did not need the program,
or had experienced a home visitor change. Participants
who had dropped out most often indicated they would
have stayed if they had had a different home visitor, the
program had better accommodated their schedules, or
their home visitor had not changed.
• Ethnographic records showed participants’ concerns
over the need for closure as the baby turned three, and
with the manner of closure in cases where it had been
hard for home visitors to formally terminate their
engagement with the families.
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Overall, then, across a wide range of measures, at different points in their careers as HFM participants, mothers reported satisfying experiences with their home visitors and
with the program in general. On the other hand, mothers
remained with the program for longer durations on average
than participants in other home visiting programs. Nonetheless, few mothers remained actively engaged until their
children “aged out” of the program at three years of age. The
juxtaposition of these findings — a high degree of satisfaction with an earlier-than-intended program termination —

raises interesting questions about how the program is structured and delivered, and whether it would be worthwhile to
create opportunities to keep mothers involved using other
service modalities.
Endnotes
1
2
3

These findings are based on the MHFE client sample, n=361.
Katzev et al, 1999; Social Policy Institute, 2002, September; Duggan
et al., 2004; Williams, Stem, & Associates, 2002; Woodson, 2001.
Respondents at Time 3 were only those mothers still enrolled
in the HFM program.

Section Three

S

Outcomes for HFM Participants

ince 1997, HFM has been guided by the four outcome goals it set at that time. These include enhancing
educational and economic attainment, preventing repeat teen pregnancies, preventing child abuse and
neglect, and enhancing child development. Each of these goals reflects concerns for young mothers
and their children that were broadly articulated then, both in Massachusetts and across the country,
and continued to be in 2005. Young parents encounter all the usual challenges of raising children in
contemporary society, and then some — their youth, combined with other life circumstances, sometimes put
them and their children at considerable additional risk for compromised development and functioning. Given
the parameters of the home visiting model, the uncertainties of funding that have threatened the program for
several years, and the characteristics of the population HFM is meant to serve, these were, and are, very ambitious goals indeed. They are referred to in this report as “long-term,” or “distal,” goals, terms that credit their
ambitious nature.
To the extent possible, the MHFE has documented the progress HFM clients have made in achieving the
goals noted above. Those results are reported in Chapter 8 (Attaining HFM Outcomes). Early on in the process
of designing this evaluation, however, the MHFE team decided to investigate, based on the research literature
and discussions with program stakeholders, what are called here “intermediate objectives.” These objectives represent steps along the way to attaining the major goals. Intermediate objectives are likely to occur in the short
term (or at least the shorter term), and are directly linked to specific program activities. Changes to HFM participants along the dimensions of these intermediate objectives are presented in Chapter 7 (Making Progress on
Intermediate Objectives).
A third way to conceive of program outcomes begins with the participants themselves, eliciting their personal goals for the program and their assessments of the extent to which those goals were met. In HFM, this process
occurs through the development of an Individualized Family Service Plan (IFSP), in which both home visitors
and parents are involved. Because these assessments are not verified by an objective observer, they are referred to
here as “perceived effects,” and are reported in Chapter 6: The Perceived Effects of Program Participation.
Taken together, then, these three chapters summarize what has been learned to date through the MHFE on
the progress that HFM participants have made. As a technical note, although as in earlier chapters, tables generally follow immediately after their first mention in the text, in Chapters 6, 7, and 8, tables that present results
of statistical tests often appear, instead, at the end of chapter sections. Only findings with statistically significant
relationships are reported in these latter tables. A “statistically significant” relationship is one in which the
numerical values for two (or more) variables, achieved through quantitative analyses, are considered to be appreciably or truly different. Other terms used to denote this statistically significant relationship are “associated
with,” or “related to.” Many times, statistical significance overlaps with what is often called “real-world significance” — the extent to which the different scores attained are likely to truly matter in the day-to-day lives of
these families. Sometimes, however, it does not. We have included here those statistically significant relationships that appear to have at least some real-world significance to policymakers and program participants.
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The Perceived Effects of Program Participation

E

valuators often distinguish between two types of
program effects: perceived effects –– results from
program participation that the participants themselves identify, and observed effects –– results that
emerge through the use of objective measures, or
neutral data collection strategies. Observed effects are considered the more reliable, primarily since individuals may
report changes that have not actually occurred. The FiveTiered Approach (FTA) values objective measurement, but
it also appreciates the limitations inherent in relying solely
on these measures; for example, standardized instruments
often do not capture precisely enough the phenomena of
interest as they are defined “locally” –– in that particular
program or community. In addition, there is value in understanding what the program might well have produced, in the
language of the people it is designed to serve. For this reason,
we include the study of perceived effects in the MHFE, as
an adjunct, not a replacement, for studying observed effects.
(See Chapters 7 and 8 for findings related to observed effects.)
This chapter presents data on perceived effects from

both the clients’ and the home visitors’ perspectives.1 As will
be evident, both groups believe that the program is having
truly positive effects, in a broad range of areas.
Perceived Effects from the Client’s Perspective

Evaluation participants were asked a series of questions relating to perceived effects. Six months after evaluation enrollment, mothers talked about how they felt the home visitor
had helped them, and whether the program had affected
both the way they parented their baby and their feelings about
themselves. Twelve months afterwards, mothers were asked
to rate themselves on the progress they had made toward the
goals they had been working on through HFM, to describe
their perceptions of the benefits of the program, and to talk
about any program effects on their plans to have more children.
Responses to all of these questions then were examined in
relation to maternal, child, and program background variables,
including maternal age at enrollment, maternal race, child
age at enrollment, parenting status at enrollment, program
region, and program auspices.

Table 6.1: Mothers’ Perceptions of Areas of Impact by Home Visitors‡
Areas of Perceived Impact by Home Visitors

Number of Mothers in MHFE Sample

Percent of Mothers in MHFE Sample**

125

44

Education

51

18

Housing

47

17

Child Care

27

10

Obtaining Public Assistance

22

8

Employment

18

7

Pregnancy Information

16

6

9

3

Child Development Information

Home Living Skills
‡

Data source: RI, n=279

** Responses are not mutually exclusive
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Areas of Perceived Impact by Home Visitors

Benefits of the Program

Participants generated a list of child development and parenting areas in which they perceived their home visitors to
have made a positive impact (see Table 6.1, page 81). As is
evident in Table 6.1, obtaining child development information was, by far, the most frequent response.
For the most part, background variables did not relate
to mothers’ perceptions of program effects in these areas; exceptions are noted here. Mothers’ perceptions that the program had helped in obtaining public assistance related to parenting status: a higher proportion of mothers who were pregnant
at the start of the evaluation felt that the program had
helped in this way. Maternal age at enrollment in the program related to mothers’ perceptions that the program had
helped with housing, with slightly older mothers expressing
that view more often. This may be the case because publicly
supported housing services are not available to mothers younger than age 18. (See Table 6.4, page 83, for statistical results.)
Six months into the evaluation, mothers (n=273) were asked
whether they felt their home visitor had played a role in
their parenting. About 75% did see positive effects in this domain. At that same time, when asked about their home visitors’ impact on their feelings about themselves, again, a large
percentage (62%) believed that their home visitor had had a
positive effect. The only background variable related here was
the baby’s age at enrollment: mothers with this view had slightly older babies. (See Table 6.4, page 83, for statistical results.)

After a year in the evaluation, mothers (n=185) were asked
about the benefits they saw to being in the program (see Table
6.3). A large percentage of respondents noted the information provided as key. Another way to interpret these results
is to categorize them by type of social support — informational, instrumental, or emotional. By those categories, informational support is still the most common; emotional support
(“someone to talk to” and “met other teens”) is next (24%);
and instrumental support (“assisted with daily living necessities” and “resources and services”) is third (18%). Mothers
of older babies were less likely to perceive the emotional support benefit (“someone to talk to”) than mothers with younger babies. (See Table 6.4, page 83, for statistical results.)

Progress toward Personal Goals

‡ Data source: RI, n=185

Twelve months into their participation in the evaluation,
mothers (n=178) were asked to rate, on a 5-point scale, how
much progress they felt they had made toward the goals they
had been working on with HFM (see Table 6.2). The overwhelming majority (95%) answered positively; about one-third
felt that they had not only made progress but, indeed, had
achieved their goals. No background characteristic related
here (because, primarily, with a 95% rate, there was no room
to see effects).
Table 6.2: Mothers’ Perceptions of
Progress toward Goals‡
Progress Rating

‡

Frequency

Percent

No Progress

7

4

Little Progress

2

1

Some Progress

50

28

Substantial Progress

58

33

Goals Reached

61

34

Data source: RI, n=178

Table 6.3: Mothers’ Perceptions of Benefits
of the Program‡
Category

Frequency

Percent

105

57

Assisted with Daily Living Necessities

26

14

Met other Teen Mothers

23

12

Someone to Talk to;
Emotional Support

23

12

8

4

Provided Information

Resources and Services

Perceived Program Effect on Plans for More Children

The vast majority of mothers (92%) who completed the data
collection visit at 12 months (n=232) felt that the program
had had no effect on their plans to have more children. This
is a surprising, and likely concerning, finding, since a major
program goal is to reduce subsequent pregnancies among
participants while they are still young. Mothers who said that
the program had affected their plans were older on average
than the mothers who did not hold that view. (See Table
6.4, page 83, for statistical results.)
Perceived Effects from the Home Visitor’s
Perspective

Since March 2000, home visitors have documented each
family’s progress in attaining the goals they set for themselves
in their IFSP goals. As part of these data, they enter information on the attainment of goals set by the family. Because
there is no independent measure of whether or not these goals
have actually been achieved (e.g., has the mother actually
stopped smoking, or is she simply reporting having done so
to the home visitor?), these data represent home visitor perceptions of families’ progress toward their goals.
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Table 6.4: Mothers’ Perceptions of Effects, by Maternal Characteristics‡
Statistical Test
Test value
(t or X2)

Effect
Size

Interpretation of Effect
Size based on Conventions†

.01

-.44

Small/Medium

1,279

.001

.22

Small/Medium

X2=5.49

1,279

.05

.14

Small

Baby age

t=2.214

121.99

.05

.35

Small

HV has Affected Plans
for More Children

Maternal age

t=2.15

250

.05

.48

Medium

Benefit of Program is Having
“Someone to Talk to”

Baby age

t=3.512

36.5

.001

.64

Medium

Perceived Effect

Predictor

df

HV has Helped with Housing

Maternal age

t=-2.785

275

HV has Helped with
Pregnancy Information

Parenting
status

X2=13.76

HV has Helped Obtain
Public Assistance

Parenting
status

HV has Affected
Feelings about Self

p

‡

Data source: RI and PDS; sample sizes vary

†

Convention for interpretation of effect size for t test statistic (Cohen’s d): .20=small; .50=medium; .80=large: Convention for interpretation
of effect size for X2 statistic (Cramer’s phi): .10=small; .30=medium; .50=large.

Few demographic and background characteristics of
mothers related to the distribution of goal types identified.
Mothers who were pregnant at enrollment in the evaluation
had a higher proportion of health, growth, and development
of the child goals than did mothers who entered postpartum. Mothers who lived in relatives’ or friends’ homes, or in
foster homes, had a lower proportion of repeat pregnancy
goals than did mothers in other living situations (e.g., living
with their parents or on their own). (See Table 6.5.)

Distribution of Goal Types by Family

It is interesting to consider the distribution of goal types set
within IFSPs in relation to the four core goals of HFM:
prevention of child abuse and neglect, prevention of repeat
pregnancies, promotion of education and employment, and
enhancement of child development. On average, the greatest
proportion of goals that families set for themselves (40%)
pertained to continued education and economic attainment.
Nearly one-third related to the health, growth, and development of the child. Only 11% were related to parenting
and a nurturing home environment. A scant 1% pertained
to prevention of repeat pregnancy. Almost 16% were characterized as “other,” meaning they did not relate to the four
broad goals of the program.

Goal Achievement by Goal Type

Of those goals with achievement data entered for first followup (618 goals), almost 76% (457 goals) had been achieved at
that time. Table 6.6 contains data on the attainment of goals

Table 6.5: Distribution of Goal Types by Family Background Variables‡
Statistical Test
Goal Type

Predictor

Test value
(t or F)

df

p

Effect
Size

Interpretation of Effect Size
Based on Conventions†

Health, Growth,
Devel. of Child

Parenting status

t=2.49

221

.05

.32

Small

Repeat Pregnancy

Living situation

F=2.23

6,202

.05

.06

Small

‡

Data sources: PDS and paper records, RI; sample sizes vary:

†

Convention for interpretation of effect size for t test statistic (Cohen’s d): .20=small; .50=medium; .80=large; Convention for
interpretation of effect size for F statistic (eta-squared): .01=small; .15=medium; .35=large
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by goal type. While there were no significant differences on
attainment by goal type, continued education and economic
attainment goals had the lowest attainment rate, even
though a majority of these goals were attained as well.

Table 6.7: Average Proportion of Each Type
of Goal Achieved by Families‡
Average Percent
Achieved by Families
at Final Follow-up

Goal Type

Table 6.6: Attainment of Goals, by Type of
Goal‡
Percent Goals
Attained

Number
of Goals

Health, Growth,
and Development of Child

81

178

Continued Education and
Economic Attainment

72

158

Supporting Parenting and a
Nurturing Home Environment

75

45

Preventing Repeat Pregnancy

93

14

Other

76

83

Goal Type

‡

‡

Health, Growth, and
Development of Child

86

Continued Education
and Economic Attainment

76

Supporting Parenting and a
Nurturing Home Environment

96

Preventing Repeat Pregnancy

96

Other

85

Data source: PDS and paper records, n=133 families

Table 6.8: Families’ Goal Attainment Status
for Goals Not Achieved at Final Follow-Up‡

Data source: PDS and paper records, n=618 goals

Goal Achievement per Family

By the end of June 2002, 133 families had achieved at least
one IFSP goal; this represents 77% of families with goals
that had been followed-up, and 60% of families with goals
identified. Nearly 39% (67) of families with IFSP followups had not achieved one or more of their goals. Only 14
families (8%) with goals followed-up had at least one goal of
unknown achievement status.
On average, families had achieved 53% of their goals at
their final follow-up. Just over 22% (39) of families had
achieved no goals. Almost one quarter (42) of families had
achieved all of their goals. Nearly half (81) of families had
attained at least 75% of their goals.
Table 6.7 shows the average proportion of goals achieved
per family by goal type. This proportion did not differ greatly across goal types. Continued education and employment
goals had a lower attainment rate than all other goals; this
may be due to the long-term nature of many of these goals,
which tend to include aspirations for good careers and high
school or college degrees. These goals are unlikely to be attained
in the six-month period that generally corresponded to final
follow-up times (see Chapter 3).
Goals that were not achieved by final follow-up were given
ratings by home visitors as to how much progress had been
made toward their attainment. All of the 172 families with
goals that had been followed-up had at least one goal that
had not been fully achieved. Table 6.8 shows the breakdown
of attainment status.

Number
of Families

Percent
of Families
with Goals

Average
Number of
Goals at
this Status

Little or No
Progress

40

23

1.13

Some Progress

69

40

1.17

Substantial
Progress

32

19

1.13

Almost Fully
Achieved

5

6

1.00

Goal Status

‡

Data source: PDS and paper records, n=172 families

Goals of different types had different status levels. Table
6.9 (page 85) outlines the distribution of status levels for each
goal type. For most goal types, home visitors most commonly rated families as having made some progress.
Average Goal Completion Time per Family, by
Participant Characteristics

As reported in Chapter 3, goals were completed or achieved,
overall, in less than the six month time frame allowed by the
program guidelines — 5.6 months on average for all goal types
taken together. There was a statistically significant difference
in the time in which goals of different types were achieved.
Goals related to supporting parenting and a nurturing home
environment took significantly longer to be completed than
goals of all other types.
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Table 6.9: Families’ Goal Attainment Status for Each Type of Goal‡
Goal Type

Status Level

Health, Growth,
Development
of Child

Little or no progress

Continued
Education
and Economic
Attainment

Parenting

Prevent Repeat
Pregnancy

Other

‡

Number
of Families

Percent of Families with this
Goal Type at this Status Level

Average Number of Goals
at this Status Level

8

6

1.13

Some progress

18

14

1.28

Substantial progress

10

8

1.20

Almost fully achieved

2

2

1.00

Little or no progress

17

13

1.24

Some progress

29

23

1.17

Substantial progress

15

12

1.13

Almost fully achieved

2

2

1.00

Little or no progress

5

9

1.00

Some progress

7

12

1.00

Substantial progress

6

10

1.00

Almost fully achieved

0

0

-

Little or no progress

0

-

-

Some progress

1

7

-

Substantial progress

0

-

-

Almost fully achieved

0

-

-

Little or no progress

10

12

1.00

Some progress

14

17

1.14

Substantial progress

1

1

1.00

Almost fully achieved

1

1

1.00

Data source: PDS and paper records, n=172 families

No family characteristics at enrollment related to the time it
took families to attain goals: When we related average goal
completion time per family to race, education, housing
arrangement, living arrangement, child age, maternal age
(continuous and grouped by under 17 or 17 and over), parenting status, program auspices, and employment, no significant
differences emerged.

Proportion of Goals Achieved per Family, by Participant
Characteristics

When we examined the relation of the percentage of goals
achieved per family to background variables, a similar pattern
emerged. For background variables as assessed at enrollment,
no significant differences were apparent.
The proportion of goals achieved of specific types varied
little according to different family background variables.
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Interestingly, and perhaps expectedly, however, the proportion of education and economic attainment (or employment)
goals achieved related to the percent of home visits that
addressed topics relevant to those goal areas. Mothers for
whom a higher percentage of home visits focused on education and economic attainment or employment achieved a
greater percentage of these goals. The length of time a mother
remained in the program also related to the attainment of
education and employment goals. Mothers who were in the
program longer achieved a lower percentage of these goals.
One plausible explanation for this finding is that the mothers
who remained in the program longer set more ambitious,
long-term goals for themselves in the education and employment arena. (See Table 6.10 for statistical results.)
HFM mothers overwhelmingly believed that they had
profited in a variety of ways from the services provided them
through the program; home visitors also noted a range of goals
on which significant progress had been made, including
achieving goals with some regularity. Indeed, per family,
across the range of types of goals, at least 75% of the goals

were reported as ultimately achieved. Several provocative
findings have emerged from these data, perhaps the most
interesting of which pertains to the place that the goal of
reducing repeat pregnancies holds for HFM mothers. Very
few of them mentioned this issue as one about which they
sought information; it was virtually absent as a participantgenerated goal, and over 90% of participants asserted that
their home visitors had had no impact on their decisions to
have another child.
Although perceived effects often are not verified by other
means, data collected through the Outcome Study allow us
to compare these assessments of benefit by mothers and home
visitors with actual observed effects in a number of these goal
areas. In Chapters 7 and 8, progress toward achieving both
intermediate objectives and distal goals is reported.
Endnotes
1

Tables that present results of statistical tests generally appear at the
end of chapter sections. Only findings with statistically significant
relationships are reported in these tables.

Table 6.10: Proportion of Goals Achieved, by Family Background Variables‡
Goal Type

Predictor

Education/Economic
Attainment

Duration of program
involvement
% visits covering ed/
employment topics

Correlation
Coefficient

Interpretation of Effect Size
Based on Convention†

n

p-value

-.307

84

<.01

Medium

.279

84

<.01

Small/Medium

‡

Data sources: RI, PDS and paper records; sample sizes vary

†

Convention for interpretation of r as effect size: .10=small; .30=medium; .50=large
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Chapter 7

Making Progress on Intermediate Objectives

H

FM was designed to achieve four primary goals:
reducing rates of child abuse and neglect within
the young parent population; promoting optimal
infant and toddler health, growth, and development; increasing parental levels of education and
economic self-sufficiency; and reducing repeat teen birth
rates. In the evaluation, these desired effects are described as
“distal,” or long-term, outcomes. While the evaluation gathered
data to answer these impact questions, we also recognized
that the attainment of these distal goals might exceed the
18-month time frame of the evaluation; therefore, the MHFE
also focused on a set of “proximal,” or intermediate, objectives that might mark progress toward the more long-term
goals. The selection of these “markers” was based on child,
adolescent, and family development theory, and supported
by previous research on the effectiveness of home visiting
and other parent education and family support programs.
These intermediate objectives are as follows:
• enhancing parenting competence/parenting skills;
• increasing the amount, types, and quality of social
support used by young mothers;
• enhancing the quality of the parent-child relationship;
and
• promoting parental well-being.
This chapter begins with a summary of the maternal status
variables used throughout these analyses. Then, for each of
these intermediate objectives, we present descriptive information on the individual measures that particular objective
comprises, in order to understand where the participants stand
on these assessments. We also describe composite variables
that were created to represent more complex combinations
of measures. We describe changes in these measures over the
course of the evaluation. Finally, we present how factors such
as demographic characteristics (i.e., race, age, education); individual characteristics of clients (i.e., developmental status,
childhood history); and program-related characteristics (i.e.,
staff turnover, cultural sensitivity), relate to these outcomes.1

Maternal Characteristics at Beginning of
Evaluation

In Chapter 2, we provide basic demographic information
about the mothers in the MHFE sample. In addition to those
maternal characteristics, the MHFE established maternal
status on a number of variables (to be defined later in this
chapter) that were to be used in future analyses. Table 7.1
presents these additional maternal descriptors (see page 88).
Intermediate Objective #1: Enhancing
Parenting Competence and Skills

The overall construct of “parenting competence and skills”
has four primary components: Parenting Attitudes, Parenting
Knowledge, Parenting Stress, and Parenting Confidence. These
components were measured using the following self-report
questionnaire instruments (see Appendix C for full citations
for the instruments noted throughout this chapter):
1. Parenting Attitudes were assessed using the Adult
Adolescent Parenting Inventory (AAPI), a 32-item
inventory designed to assess the parenting and childrearing
attitudes of adult and adolescent parents. The instrument
is based on the four known parenting attitudes of abusive
parents: inappropriate parental expectations, lack of empathy, strong belief in corporal punishment, and parent-child
role reversal.
2. Parenting Knowledge was assessed using the Knowledge
of Infant Development Inventory (KIDI), designed to
measure knowledge of parental practices, developmental
processes, and infant behavior norms. Respondents answered 48 questions selected from a 100-item inventory.
3. Parenting Self-Confidence was measured by the Parenting Self-Confidence Scale (PSCS), which assesses the
extent to which parents feel confident in their knowledge
and performance of day-to-day tasks of parenting.
4. Parenting Stress was assessed by the Parenting Stress
Index/Short Form (PSI), designed to identify dysfunctional parenting as well as estimate the potential for
parental behavior problems and child adjustment
difficulties.
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Table 7.1: Maternal Characteristics at Beginning of Evaluation‡
Percent of MHFE
Participants

Characteristics
Parenting Stress Levels Early in Evaluation

Depressive Symptoms at Beginning of Evaluation

Levels of Cognitive Maturity at Beginning of Evaluation

Above clinical cut-off

15

Below clinical cut-off

85

Above clinical cut-off

50

Below clinical cut-off

50

Young adolescence

35

Middle adolescence

58

Late adolescence
Financial Stress Early in Evaluation

No difficulty

24

Some difficulty

63

Major difficulty

13

Mother as Childhood Victim of DSS
Substantiated Case of Child Abuse**

_____

26

Mother as Childhood Victim of Very
Severe Physical Abuse: Self-Report

_____

43

Partner Violence: Self-Report

At least one incident of psychological aggression

97

At least one incident of physical assault

57

At least one incident of sexual coercion

37

At least once incident of physical injury

19

With mother and baby

72

Father Involvement

With baby only

Amount of Father Involvement

Maternal Grandmother Regular Caregiver?

Paternal Grandmother Regular Caregiver?

‡

7

8

Not involved

20

Not at all

25

1-2x per week

13

3-4x per week

11

5-7x per week

52

Yes

72

No

28

Yes

30

No

70

Data source: RI; sample sizes vary

** Percentage reflects only those young mothers who lived in Massachusetts throughout their childhoods.
As such it likely under-represents the true figure.
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Tables 7.2 (see page 91) and 7.3 (see page 92) present
results of statistical tests for the findings related to this intermediate objective.
Parenting Attitudes

Based on the normative data for the questionnaire we used to
measure parenting attitudes, the responses of MHFE young
mothers could be compared with abused and nonabused
adolescents (similar in age to MHFE mothers), as well as to
abusive and nonabusive adults.
When compared to adolescents, either those who have
been abused or those without a childhood history of abuse,
attitudes of MHFE mothers fall within the average to high
range. Higher scores indicate more positive parenting attitudes. Therefore, when compared to others similar in age, the
mothers in the evaluation sample hold attitudes about parenting that are at least appropriate, and largely above average.
Though the young mothers in the evaluation sample display parenting attitudes that are as appropriate as, or better
than, those of other adolescents, it is also important to compare the HFM mothers with the normative data for adults,
given the substantial amount of research documenting the
risks of adolescent parenting. When compared to normative
data for nonabusive adults and abusive adults, the attitudes
of the MHFE mothers fall within the low to slightly better
than average range. The primary concern with the low-average
comparison to other adults is that these adolescent mothers
will carry these beliefs into adulthood as they, and their children,
develop. However, as we discuss below, there was significant
positive change during the 18 months of the evaluation.
Examining change across time is of interest as it gives
the first look at the ways in which the clients have changed
during the course of their enrollment in the program. Scores
on three of the four parenting attitude subscales show that
on average, participants held more optimal parenting attitudes
at later time points. Mothers were increasingly more appropriate in their expectations, more empathic, and engaged in
fewer role-reversing behaviors.
Parenting Knowledge

In terms of knowledge of infant development, MHFE mothers
scored only slightly below the scores of the comparison groups
of adult mothers and of college students. These comparisons
indicate that MHFE mothers appear to have somewhat less
knowledge about child development than the comparison
groups; however, we were not able to test this statistically.
We measured mothers’ knowledge of infant growth and
development at the beginning of the evaluation, and again
one year later. On average, participants increased their
knowledge of infant development during the course of the
evaluation.
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Parenting Stress

We collected information about parenting stress to estimate
the potential for parental behavior problems and child adjustment difficulties. Mothers reported increased parenting
stress from the beginning to the end of the evaluation in
two areas: perceiving their children as more difficult, and in
dysfunctional parent-child interactions. Overall parenting stress,
however, did not increase, perhaps suggesting that there were
other strengths in the relationship over time.
Very high scores for parenting stress (e.g., scores in the
90th percentile and above) are considered clinically significant scores, and indicate potential for serious adjustment
difficulties. The majority of MHFE mothers (79% on any of
the parenting stress indicators) did not report clinically high
levels of parenting stress. Rates of clinically significant parental
distress scores decreased from 21% to 16% during the course
of the evaluation. Rates of clinically significant scores due to
difficult child behavior increased, however, from 4% to 6%.
This increase in difficult child scores could be interpreted in
two ways: 1) the increase in difficult child scores may represent a group of children with more challenging temperamental styles, or 2) the increase in difficult child scores may be
“normal” given that when a child makes the developmental transition to toddlerhood s/he generally becomes more
mobile and independent.
Parenting Self-Confidence

Mothers were asked how confident they felt in their knowledge and performance of day-to-day tasks of parenting,
including knowing how to care for their child’s cognitive,
physical, emotional, and health needs. In general, mothers
reported that they were quite confident about their parenting.
On average, parenting self-confidence did not change over
time. No normative comparison data are available.
Composite Indicators of Parenting Competence
or Skills

In order to understand parenting attitudes and parenting
knowledge together, we combined them into a single composite variable: Parenting Beliefs and Knowledge.
The parenting beliefs and knowledge composite variable
showed significant change over time, from the beginning to
the end of the evaluation. Scores decreased significantly over
time indicating that participants’ overall beliefs and parenting
knowledge declined from beginning to later in the evaluation.
As discussed above, since parenting stress is one of the variables in this composite, this change may be due to increases
in parenting stress perhaps related to the more challenging
behaviors toddlers exhibit.
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Links Between Parenting Competence or Skills
and Characteristics of Clients and Programs

It is possible that characteristics of clients (e.g., their age,
individual well-being, childhood history, quality of the
home environment) and characteristics of HFM programs
(e.g., staff turnover rates, program quality) might influence
program outcomes in complex ways. For example, depression might influence younger, but not older, mothers’ attitudes about parenting. The staff turnover rate might affect
the link between social support and reduction in rates of repeat teen births. We examined whether several client characteristics and program characteristics might influence
achievement of program objectives. The client characteristics included age of mother and child; whether mother was
pregnant or parenting at program enrollment; quality of the
home; maternal health risk behaviors; mother’s childhood
history; domestic violence history; residential status; race/
ethnicity; financial status; education; and social support.
The program characteristics included service level pattern;
staff turnover; cultural sensitivity; program auspices; and
overall program quality.
Parenting Competence and Skills Related to Parental
Well-being

child) held more optimal parenting beliefs and knowledge.
Mothers with greater organizing and planning behaviors
(e.g., more likely to set goals, to have a household budget or
to make a list of things to do) held more optimal parenting
beliefs and knowledge and reported less parenting stress. In
addition, mothers who reported higher personal organizational and planning skills at the end of the evaluation were less
confident as parents, possibly indicating that these parents
used organizing and planning as a strategy to help them in
their parenting.
QUALITY AND SAFETY OF HOME AND NEIGHBORHOOD

Mothers with more optimal parenting beliefs and knowledge
also had better housing conditions (e.g., consistently clean,
orderly or well maintained) later on in the program and better
indoor play area conditions (e.g., availability of age-appropriate toys, play areas that are childproof — that is, made safe
with covered outlets, child safety gates, etc.). Mothers who
lived in more positive, cohesive neighborhoods (e.g., neighborhoods with a park or playground and neighborhoods in
which people feel safe walking around by themselves) were
more confident as parents. This may reflect how community
or family resources can influence or bolster an individual’s
sense of competence.

DEPRESSION, HEALTH RISKS, AND COPING BEHAVIORS

Aspects of parental well-being (maternal depression, engaging in health risk behaviors) were related to parenting
competence and skills. Mothers with fewer symptoms of depression reported more optimal parenting beliefs and knowledge
after a year in the evaluation. Similarly, mothers with high
depressive symptoms and mothers who engaged in a higher
number of risky behaviors were less confident about their
parenting, while mothers who employed more adaptive coping
styles displayed greater levels of parenting self-confidence.
PARENTING COMPETENCE AND SKILLS RELATED TO SOCIAL

DOMESTIC VIOLENCE

Mothers reported on the ways in which they resolved conflict
with their domestic partners. Mothers who engaged more
in partner negotiation strategies held more optimal parenting beliefs and child development knowledge, and reported
less parenting stress at the end of the evaluation. Mothers
with greater stress reported more negative partner interaction
(more physical assault and injury, sexual coercion, and psychological aggression, and less use of negotiation). In general,
mothers who have supportive relationships with their current
partners are more confident about their parenting.

SUPPORT

The social support composite was related to mothers’ parenting competence and skills. Mothers who reported high social
support at the beginning of the evaluation had more favorable parenting knowledge and beliefs at both the beginning
and end of the evaluation. Mothers who reported high social
support at the end of the evaluation also had lower parenting
stress at the end of the evaluation.
Parenting Competence/Skills Related to Client
Characteristics
MATERNAL DEVELOPMENTAL STATUS

Mothers with greater cognitive maturity (e.g., being able to
think abstractly, discuss feelings, develop insight into self and
situation, and respond to varying developmental needs of

RACE/ETHNICITY

Mothers’ self-reported race was related to their parenting beliefs
and knowledge about infant development at the beginning
of, and later in, the evaluation. When compared by race, most
often the scores of White mothers differed significantly from
mothers who were Black, Hispanic, or who reported “Other”
as their racial background, with White mothers generally
indicating more optimal parenting beliefs and knowledge.
The meaning of these results is unclear. The instruments used
to measure parenting attitudes and knowledge are informed
by, and constructed with, middle-class European-American
assumptions about parenting. Thus, mothers from minority
groups embracing different cultural norms and traditions
may automatically not fare as well on the measure. An alter-
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native explanation is that the minority groups in our sample
also have fewer resources and more stressors in their lives
than many of the White mothers, which could also explain
the lower scores.
Parenting Competence/Skills Related to Program
Characteristics

Parenting competence and skills was related to program quality
and program auspices.
PROGRAM QUALITY

Mothers who were enrolled in higher quality programs had
more optimal parenting knowledge and beliefs scores later
in the evaluation.
PROGRAM AUSPICES

Mothers who received service from programs housed in agencies
with a child welfare focus had significantly higher scores on
parenting knowledge and beliefs than mothers enrolled in
programs located in agencies with either an early intervention or health services focus. Results also showed that mothers
who received services from programs within human service
agencies had significantly higher scores on parenting knowledge and beliefs than mothers from programs within early
intervention or health-focused agencies.
PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Table 7.2 presents statistically significant findings related
to change over time for parenting competence and skills
measures.
Table 7.3 presents statistically significant findings of parenting competence and skills measures related to client and
program characteristics (see page 92).
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Intermediate Objective #2: Enhancing Social
Support

The HFM program is based, in part, on theory and research
that hold that increasing the levels of social support in the
lives of young mothers indirectly encourages and supports
more positive parenting. The MHFE, then, attempted to
assess participant social support networks. Social support
may be provided by informal (e.g., family, friends) and formal
(e.g., institutions or programs) sources. Social support is a
multifaceted construct that has several components: instrumental or tangible support (e.g., financial or child care assistance); emotional support (e.g., a “listening ear,” a “shoulder
to cry on”); and educational or informational support (e.g.,
advice about community resources, advice about parenting).
We measured social support in two ways, assessing general support, and more specifically, peer networks (due to the
importance of peers during the teenage years).
1. General social support was measured using the Personal
Network Matrix (PNM), which assesses a) the frequency
and extent of social contact as well as b) quality of support. The PNM, for example, allows the young mother
to indicate the frequency with which she has had contact
with the people who are involved in her life and on whom
she depends for help or assistance when she needs it.
All of the subscales of the PNM were moderately
related to each other and, accordingly, a composite variable was created reflecting general social support. This
composite consists of total scores for quantity of support
and quality of support. The composite variable replaces
use of the PNM subscales (formal and informal support)
in the bivariate analyses.
2. Peer social networks were assessed using the “My Friends”
instrument, which measures peer support and peer involve-

Table 7.2: Intermediate Objective #1: Change Over Time in Parenting Competence and Skills‡
Measure

‡

Statistical Test

df

p

Effect Size

Interpretation Based
on Conventions**

Parenting Attitudes
• Lack of Empathy
• Parent-Child Role Reversal

F = 28.40
F= 239.78

(1, 284)
(1, 284)

.01
.01

η2 = .09
η2 = .46

Small
Large

Parenting Knowledge

F = 131.73

(1, 263)

.01

η2 = .33

Medium/Large

Parenting Stress Index
• Difficult Child

F = 37.59

(1, 225)

.01

η2 = .14

Small/Medium

Data sources: Outcome measures

** Effect size conventions for η2 are as follows: Small = .01, Medium = .15, Large = .35
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Table 7.3: Intermediate Objective #1: Parenting Competence and Skills at Latest Measurement‡
Statistical Test

.00

r = -.20

Small

.01

η2 = .04

Small

Predictor

F or r

n

Parenting Beliefs
and Knowledge

Symptoms of depression

r = -.18

253

Cognitive maturity

F = 5.41

Social support

r = .19

263

.00

r = .19

Small

Organizing and planning behaviors

r = -.21

263

.00

r = -.21

Small

Housing conditions

r = -.32

248

.00

r = -.32

Medium

Play area conditions

r = -.27

223

.00

r = -.27

Small/Medium

Partner negotiation

r = .26

255

.00

r = .26

Small/Medium

Program quality

r = .22

243

.00

r = .22

Small

Program auspices

F = 7.50

.00

η2 = .08

Small**

Organizing and planning behaviors

r = .40

261

.00

r = .40

Medium/Large

Partner negotiation

r = -.20

233

.00

r = -.20

Small

Physical assault

r = .24

233

.00

r = .24

Small/Medium

Injury

r = .17

233

.00

r = .17

Small

Sexual coercion (T3)

r = .30

165

.00

r = .17

Small

Psychological aggression

r = .25

233

.00

r = .25

Small/Medium

Symptoms of depression

r = -.17

254

.01

r = -.20

Small

Risky behavior

r = -.21

233

.00

r = .21

Small

Adaptive coping styles

r = .19

285

.00

r = .19

Small

Organizing and planning behaviors

r = -.32

285

.00

r = -.32

Medium

Neighborhood conditions

r = .16

256

.01

r = .16

Small

Physical assault

r = -.19

240

.00

r = -.19

Small

Injury

r = -.21

240

.00

r = -.21

Small

Sexual coercion

r = -.19

239

.00

r = -.19

Small

Psychological aggression

r = -.19

240

.00

r = -.19

Small

Parenting SelfConfidence

‡

p

Interpretation
Based on
Convention**

Outcome

Parenting Stress

df

Effect
Size

(2, 237)

(3, 262)

Data sources: Outcome measures

** Effect size conventions for r2 are as follows: Small = .10, Medium = .30, Large = .50; Effect size conventions for η2 are as follows:
Small = .01, Medium = .15, Large = .35
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ment with risky and positive behaviors such as dropping
out of school, stealing, violence, working, volunteering,
and involvement with religion. Higher scores indicate
more positive peer networks.
Tables 7.4 and 7.5 (page 94) present results of statistical
tests for the findings related to this intermediate objective.
Amount and Quality of Social Support

In line with program expectations, HFM participants’ total
amount of informal social support increased significantly between the beginning and end of the evaluation. More specifically, mothers indicated that the amount of informal support
(family, friends) increased during the time of the evaluation.
Quality of informal support remained stable over time, while
quality of formal support declined, indicating that formal
support sources were seen as less reliable over time. There was
no change in peer social networks over time.
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SOCIAL SUPPORT AND FAMILY RISK

Mothers who were embedded in more positive friendship
networks at both the beginning and twelve months into the
evaluation reported better neighborhood conditions.
MOTHERS’ CHILDHOOD HISTORY

When mothers reported greater care from their mothers in
their own childhoods, they also reported greater social support at the end of the evaluation.
Social Support and Program Characteristics

Social support was related to one program characteristic:
total number of visits received through the program.
NUMBER OF VISITS

Mothers with a higher total number of visits reported greater
dependability of social support at the end of the evaluation.
PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Composite Variable of Social Support

In these analyses, a single measure of social support was created, combining quality and quantity of social support, which
were moderately related to each other. That is, mothers who
reported more social support also reported better quality of
support.
Social Support and Client Characteristics
SOCIAL SUPPORT AND PARENTAL WELL-BEING

The level of social support reported was also related to parental
well-being. Mothers with more positive peer networks at the
beginning of the evaluation engaged in fewer health risk behaviors (e.g., drinking alcohol, carrying weapons, or getting
in physical fights) later on in the evaluation. In addition,
mothers with more positive peer social networks had lower
depression scores and, at the start of the evaluation, used
more positive coping strategies when feeling tense or facing
difficult situations (e.g., talking to a counselor at school/work
or talking to friends and family about problems and concerns).

Table 7.4 presents statistically significant findings related to
change over time for social support measures. Table 7.5
(page 94) presents statistically significant findings of social
support measures related to client and program characteristics.
Intermediate Objective #3: Enhancing the
Parent-Child Relationship

Program theory suggests that supporting and increasing the
quality of the parent-child relationship will facilitate more
optimal infant/toddler health, growth, and development. The
construct of parent-child relationship was assessed in two
ways, 1) by asking mothers to reflect on recent interactions
with their children and to describe their own parenting behaviors, and 2) by observing parent-child interactions in play
and teaching interactions in the home.
Tables 7.6 (page 95) and 7.7 (page 97) present results of
statistical tests for the findings related to this intermediate
objective.

Table 7.4: Intermediate Objective #2: Change Over Time in Social Support Change‡
Measure

Statistical Test

df

p

Effect Size

Interpretation
Based on Convention**

Social Support: (Frequency of Contact)

‡

• Overall Score

F = 12.41

(1, 283)

<.01

η2 = .04

Small

• Informal Support

F = 25.23

(1, 283)

<.01

η2 = .08

Small

Data sources: Outcome database and Research Interview

** Effect size conventions for r2 are as follows: Small = .10, Medium = .30, Large = .50
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Parenting Behavior Strategies

Parent-Child Relationship related to Parental Well-Being

Of four general parenting behavioral strategies assessed —
1) attend to child; 2) punish or restrict child; 3) involve
someone else; and 4) use reason –– the primary parenting
strategy reported by mothers, both at the beginning and end
of the evaluation, was “attending to the child’s needs” (reported
approximately 60% of the time). Mothers reported using
punishment or restriction only 5% of the time at the beginning
of the evaluation, increasing to 11% of the time 18 months
later. The increase in maternal restriction or punishment
methods may be explained by the increase in child age over
the course of the evaluation. The developmental transition
from infancy to toddlerhood is marked by an increase in
autonomous behavior. The toddlers’ ability to walk, for example,
significantly increases and usually results in more independent
exploration. This ability to move about more freely may, in
turn, increase the frequency with which mothers must intervene to ensure the safety of their children. Mothers also
increasingly used reasoning with their children, a behavior
that reflects the children’s increasing age and cognitive skills.

Developmental theory suggests that mothers who are depressed or highly stressed will be less skilled and sensitive in
interactions with their children, and that their children will
also show different patterns of interaction. We asked whether
mothers who showed greater signs of personal functioning
and well-being (fewer symptoms of depression, fewer health
risk behaviors, better coping behaviors) would exhibit more
positive parenting. Depression was associated with motherchild interaction. Mothers who were less depressed had children
who behaved more optimally during mother-child teaching
interactions later in the evaluation (e.g., children were more
involved and responsive).

Parent-Child Interactions: Emotional Availability

CHILD AGE

Mother-child interaction was observed in the families’ homes,
while mothers and children played together, and while the
mothers attempted to teach the children something that was
difficult for children of their age to accomplish. Observations were short in length, but provided the opportunity to
observe parent-child interaction in both relaxed play and
slightly challenging situations.

Children who were older were more responsive and involving
of their mothers in both free play and teaching interactions.

Parent-Child Relationship related to Client Characteristics

Several characteristics of MHFE participants were significantly related to the parent-child relationship: a) child age;
b) maternal developmental status; c) the quality and safety
of the home environment; d) mother’s childhood history;
and e) domestic violence.

MATERNAL DEVELOPMENTAL STATUS

Mothers who were considered more cognitively mature also
displayed more optimal parenting behaviors (e.g., were more
sensitive, better at structuring, and less intrusive and hostile)
in teaching interactions with their children.

Table 7.5: Intermediate Objective #2: Social Support at Latest Measurement‡
Statistical Test
r

n

p

Effect Size
Interpretation Based
on Convention**

Parenting stress

r = -.20

259

.00

Small

Mother’s childhood history parental care

r = .34

283

.00

Medium

Dependability of Support

Number of visits

r = .21

282

.00

Small

Peer Social Networks

Health risk behaviors

r = -.18

239

.01

Small

Depression

r = -.24

253

.00

Small/Medium

Coping strategies

r = .15

284

.01

Small

Neighborhood conditions

r = .43

254

.00

Medium/Large

Outcome

Predictor

Overall Social Support

‡

Data sources: Outcome measures

*

Effect size conventions for r2 are as follows: Small = .10, Medium = .30, Large = .50
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QUALITY AND SAFETY OF HOME

Mothers who had better housing conditions at the end of the
evaluation also showed more optimal behaviors in teaching
task interactions. Mothers who had better play area conditions showed more optimal behaviors in teaching task and
free play interactions at the end of the evaluation. Children
who lived in homes with more appropriate play areas at the
end of the evaluation were more responsive and involving in
free play and teaching task interactions. It may be that the
same things that enable mothers (or others in their environments) to create safe, developmentally appropriate play conditions in their homes for their infants also enable them to
interact with their infants in a more sensitive fashion. For
example, mothers who are more attuned to the developmental
needs of infants may understand what makes for a safer, more
developmentally appropriate play environment, and they are
able to translate this into more optimal behavioral interactions
as well.
MOTHERS’ CHILDHOOD HISTORY

Mothers who reported higher levels of childhood abuse from
their mothers used an overall higher percentage of negative
parenting strategies in difficult situations with their children
early on in the program.
DOMESTIC VIOLENCE

There were links between mothers’ reports of partner relationships and their parenting. Mothers with lower rates of
partner physical assault and injury showed more optimal
behavior in later teaching interactions. Mothers with higher
rates of partner injury were more likely to involve someone
else when faced with a difficult situation with their child.

Parent-Child Relationship Related to Program
Characteristics

The parent-child relationship was related to one program
characteristic: intensity of visits. Mothers who had a higher
ratio of visits per month used reason less often in difficult
situations with their children at the end of the evaluation. It
may be that mothers who used less reasoning were perceived
by home visitors to need more intensive services.
Predicting Parent-Child Relationships Using
Combinations of Predictors

In addition to the analyses discussed above, which represent
individual associations with each intermediate outcome, we
conducted analyses that combined predictors of intermediate
outcomes.
Predicting Maternal Emotional Availability Behavior
from Client Characteristics

Analyses were conducted to determine which of the previous
client and program characteristics (parenting skills and competence, and program quality) best explain mothers’ behaviors
in a teaching task situation.
Results suggest that mothers’ parenting beliefs and knowledge and cognitive maturity predicted their parenting in
teaching situations. Mothers showed more optimal behavior
in teaching tasks when they had more optimal parenting
knowledge, beliefs, and parenting strategies and were more
cognitively mature.
Predicting Child Emotional Availability Behavior from
Client Characteristics

Similar analyses were conducted to determine which factors

Table 7.6: Intermediate Objective #3: Change Over time in the Quality of Parent-Child
Relationship‡
Measure

p

Effect Size

Interpretation
Based on Conventions**

Statistical test

df

• Attend to child

F = 30.58

(1, 210)

<.01

η2 = .13

Small/Medium

• Punishment

F = 53.93

(1, 210)

<.01

η2 = .20

Medium

• Involve someone else

F = 9.72

(1, 210)

<.01

η2 = .04

Small

• Use of reasoning

F = 70.14

(1, 210)

<.01

η2 = .25

Medium

Parenting Vignettes

‡

95

Data sources: Outcome measures

** Effect size conventions for η2 are as follows: Small = .01, Medium = .15, Large = .35
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best explained the variation in children’s emotional availability
in a teaching task situation. Maternal depressive symptoms
at the start of the evaluation and their birth status at evaluation entry predicted children’s responsiveness and involvement
with their mothers. When mothers were more depressed, and
had not yet given birth at evaluation enrollment, their infants
showed less optimal interactions with their mothers.
Predicting Mothers’ Parenting Strategies from Client
and Program Characteristics

Mothers’ reported parenting strategies were combined into
four major groups: 1) attending to the child’s needs; 2) involving another person; 3) punishment and restriction; and 4)
reasoning with the child. Analyses were conducted to examine characteristics of clients and programs that together
might predict each of the parenting strategies at the end of
the evaluation. Only the use of reasoning could be predicted
by such characteristics.
The use of reasoning as a parenting strategy was associated
with the program characteristic of visit intensity. Mothers
with fewer home visits per month used reasoning at higher
rates. In addition, family background variables (baby age at
enrollment, cognitive maturity) predicted use of reasoning.
Mothers whose babies had been born by the time of program
entry, and mothers with higher cognitive maturity scores
were more likely to use reasoning. The strongest predictor
in this set of family characteristics was cognitive maturity.

Tables 7.14 (page 99) and 7.15 (page 100) present
results of statistical tests for the finding related to this intermediate objective.
Depression

Mothers’ symptoms of depression were assessed at all four time
points in the evaluation. In addition to providing a score for
depressive symptoms, the instrument that we used, the Center
for Epidemiological Studies Depression questionnaire, yields
an index of symptoms associated with clinical levels of depression. At the beginning of the evaluation, the average depressive
symptoms score was in the “clinical” range; while the average
score fell slightly over time; this was not a significant change.
Table 7.11 presents the number and percent of MHFE
mothers who had depressive symptoms in the clinical range
(see page 99). At the beginning of the evaluation, half of the
young mothers scored in the clinical range; six months later,
48% of mothers had scores that were indicative of clinical
levels of depression; at Time 3, 44% of mothers had scores
that were indicative of clinical depression; and at the end of
the evaluation, 45% of mothers had scores that were indicative
of depression. Statistically, there was a decrease across time
in the percentage of mothers who scored within the clinically
significant range of depressive symptoms, but at the end of the
evaluation there was still a very high proportion of mothers
who were depressed.
Chronicity of Depression

PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Table 7.6 presents statistically significant findings related to
change over time for parent-child relationship measures
(see page 95).
Table 7.7 presents statistically significant findings of parentchild relationship measures related to client and program
characteristics (see page 97).
Tables 7.8 and 7.9 present statistically significant findings
related to the prediction of maternal (Table 7.8) and child
(Table 7.9) emotional availability; Table 7.10 presents findings related to the prediction of mothers’ parenting strategies
(see page 98).
Intermediate Objective #4: Enhancing Parental
Well-Being

In this evaluation, parental well-being is defined as a lack of
mental health problems, positive coping strategies, and participation in healthy lifestyle behaviors. The literature on
parenting demonstrates strong connections between mothers’
well-being and their capacity to foster healthy parent-child
relationships through sensitive parenting. We assessed three
aspects of parental well-being: depression, coping strategies,
and health risk behaviors, and detail findings below.

While half of MHFE mothers had high depression scores at
any point in time, it was important also to assess the extent
to which mothers were depressed at multiple time points,
indicating chronicity of depression. Mothers who had no
scores in the clinical range across the four time points were
counted in the “no depression” category. Mothers who at one
or two different time points had high depressive symptoms
were counted in the “transient depression” category. Mothers
who had three or more scores in the clinical range were
counted in the “chronic depression” category. Table 7.12
(page 99) presents the distribution of mothers in each of the
groups. As can be seen, almost half of MHFE mothers displayed chronic depressive symptoms.
Comparative Data for Rates of Adolescent Depression

The rates of depressive symptoms in this population of young
mothers are high, yet these rates are at least comparable to
rates reported in the literature on adolescent mothers. Researchers report, for example, that 30% to 59% of adolescent
mothers claim moderate to severe depressive symptoms.2
Other small surveys have found depression rates in adolescent mothers to be as high as 53% to 67%.3
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Table 7.7: Intermediate Objective #3: Enhancing the Parent-Child Relationship at Latest
Measurement‡
Statistical Test
Predictor

F or r

n

Maternal EA
Free Play

Parenting knowledge and beliefs
(beginning of evaluation)

r = .21

172

.01

r = .21

Small

Parenting knowledge and beliefs (+
18 months)

r = .21

161

.01

r = .21

Small

Appropriate play areas

r = -.22

167

.01

r = -.22

Small

Parenting knowledge and beliefs
(beginning of evaluation)

r = .33

174

.00

r = .33

Medium

Parenting knowledge and beliefs
(+ 18 months)

r = .31

160

.00

r = .31

Medium

Cognitive maturity

F = 5.11

.01

η2 = .06

Small

Appropriate play areas

r = -.28

170

.00

r = -.28

Small/Medium

Safe play areas

r = -.21

171

.01

r = -.21

Small

Partner
physical
assault

r = -.31

160

.00

r = -.31

Medium

Partner
physical
injury

r = -.27

160

.00

r = -.27

Small/Medium

Appropriate play areas

r = -.21

166

.01

r = -.21

Small

Child age

F = 6.46

.00

η2 = .07

Small

Appropriate play areas

r = -.22

.01

r = -.22

Small

Child age

F = 6.47

.00

η2 = .07

Small

Parenting Vignette
Subscales: Use of
Reasoning

Program intensity

r = -.16

248

.01

r = -.16

Small

Parenting Vignette
Subscales: Involve
Someone Else

CTS partner injury

r = .17

219

.01

r = .17

Small

Percent Negative
Parenting Strategies

Mothers’ childhood history

r = .19

231

.00

r = .19

Small

Domestic
violence

Child EA Teaching

Child EA Free Play

‡

p

Interpretation
Based on
Conventions**

Outcome

Maternal EA
Teaching

df

Effect
Size

(2, 159)

(2, 170)
166
(2, 171)

Data sources: Outcome measures

** Effect size conventions for r2 are as follows: Small = .10, Medium = .30, Large = .50; Effect size conventions for η2 are as follows:
Small = .01, Medium = .15, Large = .35
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Table 7.8: Intermediate Objective #3: Predicting
Maternal Emotional Availability Behavior
from Client and Program Characteristics‡
Variable

B

SEB

ß

Step 1

R2

ΔR2

.31

.08

SEB

ß

Intensity

.14
.49

.52

.08

Cognitive Maturity:
Late Adolescence

1.90

.90

.18*

Mother Age

.77

.58

.10

‡

Data sources: Outcome measures

*

p < .05, **p < .01

.04

Table 7.9: Intermediate Objective #3: Predicting
Child Emotional Availability Behavior from
Client and Program Characteristics‡
B

SEB

ß

R2

Step 1

ΔR2

.07*
-1.73

1.05

-.14

-.05

.02

-.22*

Step 2

.15

Play Area
Conditions

-.12

.10

Maternal Age

.14

.11

.11

Pregnancy Status

.77

.31

.20*

‡

Data sources: Outcome measures

*

p < .05, **p < .01

.08

-.10

Coping Strategies

At both the beginning and end of the evaluation, we assessed
mothers’ coping strategies: the behaviors they used for coping when feeling tense or facing difficulties; these include,
for example, listening to music — stereo, radio, etc.; talking
to a teacher or counselor at school about problems; eating;

R2

ΔR2

.03*
-.04

.01

-.18*

Step 2

Cognitive Maturity:
Middle Adolescence

Depressive
Symptoms Time 1

B

Step 1

.31**

Step 2

Vignette:
Involve Another

Variable

.10

Beliefs, Knowledge,
Expectations of
Parenting

Variable

Table 7.10: Intermediate Objective #3:
Predicting Mothers’ Parenting Strategies
from Client and Program Characteristics‡

.07

Cognitive Maturity

.02

.01

.18*

Baby Age 0–6
months

.04

.02

.13

Baby Age > 6
months

.09

.04

.16*

‡

Data sources: Outcome measures

*

p < .05, **p < .01

or sleeping. The literature on coping suggests that adaptive
coping strategies focus more on the problem (e.g., organizing
your life and what you have to do, or trying to see the good
in a difficult situation) rather than focusing on the emotions
associated with the problem (e.g., crying or getting angry and
yelling at people). The use of social support was considered
separately, given the HFM emphasis on social support. Table
7.13 presents scores obtained by mothers in the MHFE sample
reflecting their coping strategies (see page 99).
The most common form of coping behaviors was problemfocused behaviors. Both emotion-focused coping and social
support decreased significantly over time. There was no significant change in the level of problem-focused coping or in
the ratio of problem-focused to emotion-focused coping.
Health Risk Behaviors

The Youth Risk Behavior Survey4 was used to assess mothers’ health risk behaviors. For example, mothers were asked,
“During the past 30 days, how many times did you ride in a car
or other vehicle driven by you or someone else who had been
drinking alcohol?” or “During the past 30 days, how many
times were you in a physical fight?” Questions focused on several areas, including use of substances, sexual risk behaviors,
eating behaviors, and violence risks.
A composite variable was created of those risk behaviors;
scores obtained by mothers in the MHFE sample are presented
in Table 7.14. Mothers participated in significantly fewer
health risk behaviors over the course of the evaluation.
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Table 7.11: MHFE Mothers with Depressive Symptoms in Clinical Range‡

Depression
within the
Clinical Range
‡

Time 1
Beginning of Evaluation

Time 2
(Time 1 + 6 mo)

Time 3
(Time 1 + 12 mo)

Time 4
(Time 1 + 18 mo)

Frequency

Percent

Frequency

Percent

Frequency

Percent

Frequency

Percent

181

50.4

135

47.9

117

44.3

127

44.6

Data source: Outcome measures

Table 7.14: Total Health Behavior Scores
Reported by Mothers in MHFE Sample‡

Table 7.12: Distribution of Depressive
Symptoms among MHFE Mothers,
by Relative Chronicity‡
Depression

‡

Frequency

Percent

No Depression

109

30.2

Transient Depression

155

42.9

Chronic Depression

97

26.9

Total Health
Behavior Score

Data source: Outcome measures
‡

Table 7.13: Coping Strategies Used by Mothers
in MHFE Sample‡
Beginning
of Evaluation

End of
Evaluation

Mean/
Range

‡

n

Mean/
Range

n

Problem-Focused
Coping

3.35/
1.78–5.00

360

3.26/
1.56–5.00

285

Emotion-Focused
Coping

2.55/
1.67–3.70

360

2.46/
1.26–3.56

285

Social Support

2.74/
1.43–4.79

360

2.56/
1.14–3.92

285

Data sources: Outcome measures

Maternal Well-Being and Client Characteristics
Maternal Developmental Status

There were strong links between mothers’ well-being and her
developmental status (cognitive maturity and organizing
and planning skills). Mothers with high depression scores
also reported fewer organizing and planning behaviors at

Six Months After
Beginning of
Evaluation

End of
Evaluation

Mean/
Range

n

Mean/
Range

n

13.45/

255

10.83/

239

2–52

2–53

Data source: Outcome measures

both the beginning and end of the evaluation. Mothers who
engaged in more risky behaviors also reported using more
organizing and planning, and, for risky behaviors early in
the evaluation, had higher cognitive maturity scores.
Family Risk

Both neighborhood conditions and financial stress were
associated with maternal well-being. Poorer neighborhood
conditions were associated with higher maternal symptoms
of depression. Greater financial stress (difficulty managing
expenses) later on in the evaluation was related to greater
depressive symptoms, less positive coping, and greater health
risk behaviors (e.g., drinking alcohol, carrying weapons, or
getting in physical fights) early in the evaluation.
Mothers’ Childhood History

The quality of the mothers’ childhood relationships with their
parents was associated with their current well-being. Mothers
with high depression scores at the end of the evaluation reported greater maltreatment by their mothers when they were
children, as well as greater parental overprotection. Parental
overprotection in these cases may reflect overly controlling
parental behavior. Mothers who reported more health risk
behaviors six months into the evaluation reported greater
maltreatment in childhood relationships with parents.
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Domestic Violence

Mothers who reported more psychological aggression and injury
in partner conflict situations had greater depressive symptoms at the end of the evaluation. Mothers with less positive
coping strategies at the end of the evaluation reported more
psychological aggression, physical aggression, and injury in
conflict situations with their partners.

and financial stress predicted depressive symptoms. Mothers
who had poorer organization and planning behavior and
more financial stress had more depressive symptoms. When
background characteristics were taken into account (in other
words, controlled for), the mothers’ exposure to partner psychological aggression predicted depressive symptoms. Mothers
who experienced greater psychological aggression from their
partners had more depressive symptoms.

Maternal Well-Being and Program Characteristics

Two program characteristics were related to maternal coping
strategies at the end of the evaluation: adherence to service
level and program auspices. Mothers who were more likely
to use less positive coping strategies received at least the
number of home visits required by the program, and were
more likely to be enrolled in programs housed within a child
welfare agency than those within a health services-focused
agency.
Predicting Mothers’ Coping from a Combination of
Factors

We were interested in combinations of factors (maternal
background characteristics and domestic violence) that might
predict mothers’ coping, since characteristics of mothers and
their social context do not operate in isolation. When these
characteristics were considered together, both maternal background characteristics (their organizing and planning skills,
their financial stress) and domestic violence predicted coping.
Mothers who reported less financial stress, who had better
organization and planning skills and who experienced less
physical assault in partner relations reported more positive,
or problem-focused, coping.
Predicting Mothers’ Depressive Symptoms
from Maternal Characteristics

Analyses were conducted to determine which of the following
client characteristics (range of maternal background characteristics and organization and planning behavior) best explain
mothers’ depressive symptoms. When these characteristics
were considered together, both organization and planning

PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Table 7.15 presents statistically significant findings related
to change over time for parental well-being measures.
Table 7.16 presents statistically significant findings of
parental well-being measures related to client and program
characteristics (see page 101).
Tables 7.17 presents findings that predict mothers’ coping
ability, and Table 7.18 predicts mothers’ depressive symptoms (see page 102).
Summary of Findings on Progress Toward
Attaining Intermediate Objectives

Table 7.19 (page 103) summarizes the progress made on the
program’s four intermediate objectives. We note the specific
constructs within each objective for which data have been
presented in this chapter, and then characterize the findings
as positive, negative, or no change. In this context, positive
means that the rate for the MHFE sample is either better
than the comparison standard, or change among the participants is in positive direction. Negative suggests that the
rate for the MHFE sample is either worse than the comparison standard, or change among the participants is in the
negative direction. Neutral indicates that the MHFE sample rate is roughly equivalent to the comparison standard, or
that no appreciable change, in either direction, was documented. The final column notes the particular aspect of the program (e.g., adherence to service level, service intensity or
duration, etc.), if any, that affected the results, and the direction of that effect.
As the findings here indicate, mothers in the MHFE

Table 7.15: Intermediate Objective #4: Parental Well-being Change Over Time‡
Measure

Interpretation
Based on Convention**

Statistical Test

df

p

Effect Size

• CES-D summary score

F = 5.18

(1, 283)

.05

η2 = .02

Small

Youth Risk Behavior Survey

F = 33.18

(1, 194)

.01

η2 = .15

Medium

Depression

‡

Data Source: Outcome measures

** Effect size conventions for η2 are as follows: Small = .01, Medium = .15, Large = .35
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Table 7.16: Intermediate Objective #4: Enhancing Parent well-being at Latest Time Point‡
Statistical Test
p

Effect
Size

Interpretation Based
on Convention**

284

.00

r = .27

Small/Medium

r = .36

284

.00

r = .36

Medium

Childhood
history of abuse

r = .20

248

.00

r = .20

Medium

Parental
overprotection

r = .19

242

.00

r = .19

Small

Partner physical
injury

r = .19

252

.00

r = .19

Small

Psychological
aggression

r = .31

252

.00

r = .31

Medium

Neighborhood conditions

r = -.24

284

.00

r = .24

Small

Financial stress

r = .33

280

.00

r = .33

Medium

Partner physical
assault

r = .21

253

.00

r = .21

Small

Psychological
aggression

r = .23

253

.00

r = .23

Small

Partner
physical injury

r = .17

253

.01

r = .17

Small

Predictor

Depression

Organizing and planning skills (T1)

r = .27

Organizing and planning skills (T4)
Mothers’
childhood
history

Domestic
violence

Coping

Health Risk

‡

F or r
or t

Outcome

Domestic
violence

n

df

Adherence to service level

t = 2.71

63.18

.01

d = .40

Small/Medium

Program auspices

F = 4.09

(3, 283)

.01

η2 = .04

Small

Financial stress

r = -.22

280

.00

r = -.22

Medium

Childhood history of abuse

r = .29

103

.00

r = .29

Medium

Organizing and planning skills

r = .25

238

.00

r = .25

Small/Medium

Cognitive maturity

F = 4.96

.01

η2 = .04

Small

Financial stress

r = .20

.00

r = .20

Small

(2, 234)
212

Data source: Outcome measures

** Effect size conventions for r2 are as follows: Small = .10, Medium = .30, Large = .50; Effect size conventions for η2 are as follows: Small = .01,
Medium = .15, Large = .35; Effect size conventions for Cohen’s d are as follows: Small = .20, Medium = .50, Large = .80
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Table 7.17: Intermediate Objective #4:
Predicting Mothers’ Coping from a
Combination of Factors‡
B

Variable

SEB

β

Step 1

R2
.17**

Organization
and Planning t4

-.30

.07

-.28**

Some Financial Stress

-.10

.04

-.20*

Financial Stress

-.07

.04

-.12

Financial Stress

-.12

.06

-.13*

Major Financial Stress

-.01

.07

-.01

Domestic Violence:
Physical Assault

-.00

.00

-.15*

‡

Data source: Outcome measures

*

p < .05, **p < .01

Table 7.18: Intermediate Objective #4:
Predicting Mothers’ Depressive Symptoms
from Maternal Characteristics‡
Variable

B

SEB

β

Step 1
11.27

2.47

.28**

Neighborhood
Conditions

-.41

.16

-.16*

Some Financial
Stress

4.55

1.41

.24**

Financial Stress

2.85

1.62

.12

Financial Stress

7.01

2.11

.21**

Major Difficulty
Managing
Expenses

7.53

2.54

.19**

Step 2

.25**
.04

.01

‡

Data source: Outcome measures

*

p < .05, **p < .01

.19**

Endnotes
1

ΔR2

.22**

Organization
and Planning

Domestic
Violence:
Psychological
Aggression

R2

sample made progress in each of the intermediate objective
categories during the 18-month study period. Because little
comparison data is available for teen parents per se, much of
that progress is represented by positive change over time.
On the positive side of the ledger, regarding the relationship
of program variables to positive change, several clear links
emerged: for example, program quality was related to an
increase in child development knowledge, and total number
of visits was related to enhanced social support. Data presented in earlier chapters document the extent to which
these areas are the foci of both home visitor activity and
participant interest; in that sense, then, these findings are
expected, and suggest an integrity or alignment with the
HFM approach.
On the worrisome end are the data related to maternal
depression, particularly the chronic depressive symptoms
documented for 27% of the MHFE sample. Although these
rates appear no worse than those obtained in a number of studies
with comparable groups, they are, in any case, unacceptably
high; insofar as maternal depression is acknowledged to compromise even the best of parenting intentions, HFM cannot
do its best job in the face of this real mental health barrier.
In Chapter 8, progress in distal outcome areas is detailed.

2
3
4

.03

Tables that present results of statistical tests generally appear at the
end of the chapter section addressing that particular intermediate
objective. Only findings with statistically significant relationships
are reported in these tables.
Leadbeater & Linares, 1992
Reis, 1988
CDC, 1997

Chapter 7 • Making Progress on Intermediate Objectives

103

Table 7.19: Summary of Findings on Intermediate Objectives
Final Status of Goal Linked to Program
Moderators on a Bivariate Level

Intermediate Objective

Construct

Finding

Enhancing Parenting
Competence and Skills

Parenting attitudes

Positive

Child development knowledge

Positive

Parenting stress

Neutral

Parenting self-confidence

Neutral

Composite variable: Parenting knowledge
and beliefs

Negative

Greater child development knowledge
is related to better program quality

Positive

Greater dependability of social support is related
to greater total number of home visits

Parenting strategies: Reasoning

Positive

Greater use of reasoning in difficult situations
with child is related to lesser program intensity

Parenting strategies: Punishment

Positive

Depression

Positive

Coping

Neutral

Enhancing Social Support
Enhancing Parent-Child
Relations

Enhancing Parental
Well-Being

More optimal coping was related to certain
agency types
More optimal coping was related to greater
adherence to service level

Health risk behaviors

Positive
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Attaining HFM Outcomes

I

n the end, however compelling a case has been made for
attending to program operations information, or even
to findings on intermediate objectives, policymakers
generally remain most interested in the results of outcome study. The investigation of outcomes answers the
“yes, but did it work?” questions, the ultimate “so what?”
questions. We would phrase this interest as follows: To what
extent did participants change in ways consonant with the
program’s intentions, and for which groups, under which
conditions, was it more or less likely that progress in a particular goal area occurred?1
In this chapter, we review significant findings that pertain
to each of the outcome goals: enhancing education and
economic attainment; preventing child abuse and neglect;
forestalling repeat pregnancies; and promoting healthy child
growth and development.2 As will be evident, although these
results have much of importance to tell us, they represent
only an initial sweep through the data; they raise almost as
many critical questions as they answer. If one accepts the
Five-Tiered Approach (FTA) evaluation model, this is as it
should be: evaluation is an iterative process. Because the social
and political contexts in which programs are operating are
constantly in flux, and the programs themselves are changing
in response to both these external influences and to internal
ones as well, any single evaluation can never be the final
one. Nonetheless, we expect the results reported below to be
useful to the MCTF and to the HFM programs in understanding the types of progress that have and have not been
achieved, and perhaps more importantly, also the types that
achieved
can and cannot reasonably be expected to be achieved
achieved. The implications of these findings for research, programming, and
policy are discussed in Chapter 9.

which did not. The Ethnographic Studies offered more texture to these explanations, delineating three common patterns
that represent young mothers’ responses to this goal within
the three substudy communities.
Results of tests of statistical significance are presented in
Tables 8.1, 8.2, and 8.3 (see pages 108 and 109).

Goal #1: Enhanced Educational and Economic
Attainment

EDUCATION AND MATERNAL WELL-BEING

The measurement of progress in the domain of educational
achievement is relatively straightforward: The Outcome Study
collected data on mothers’ enrollment in high school or a
GED program; it also investigated possible moderators of
these results, looking for client- or program-centered factors
that might explain differential results among the mothers
— that is, which mothers continued their education and

Maternal Participation in Secondary Education

At the beginning of the evaluation, 56% (202) of MHFE
mothers were in school or had graduated from high school
or a GED program. By its end, 83% (234) of mothers were
in school or had graduated. This rate compares favorably
with data from the National Longitudinal Survey of Youth.
In that nationwide study, 52% (520/1009) of women who
became mothers under the age of 20 had graduated from high
school or completed a GED by the age of 25.3
The majority of mothers improved their educational
status during the course of the evaluation. Almost 70% (80)
of mothers who were not in school at the start of the evaluation (117) were in school or had graduated by the end of the
evaluation. Of the 164 mothers who were in school or had
graduated as of the start of the evaluation, only 6% (10) of
mothers had dropped out during the period of the evaluation.
EDUCATION AND SOCIAL SUPPORT

In general, mothers who were in school or had graduated by
the end of the evaluation had more people in their lives on
whom they could consistently rely for good quality social
support at that point as well. These mothers also entered the
evaluation with friends who behaved more positively (e.g.,
friends who were more likely to volunteer, be supportive,
and stay in school). (See Table 8.1, page 108.)

The only aspect of mothers’ personal well-being that was
related to their educational attainment was their ability to
organize and plan (a measure of developmental maturity).
Mothers who were in school or had graduated by the end of
the evaluation were more likely to have started off with better
organizational skills than mothers who were not in school
and had not graduated. (See Table 8.1, page 108.)
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EDUCATION AND CLIENT CHARACTERISTICS

Mothers who had graduated or were enrolled in school at
the end of the evaluation:
• were more mature in their thinking, and
• lived in better quality neighborhoods at the end
of the evaluation. (See Table 8.1.)
EDUCATION AND PROGRAM CHARACTERISTICS

Maternal education at the end of the evaluation related only
to program quality. Mothers in programs with higher quality
scores tended to be in school or to have graduated or received
a GED by the end of the evaluation (see Table 8.1).
PREDICTION OF EDUCATIONAL ATTAINMENT

Mothers’ chances of having graduated or being in school
increase when:
• their friends behave in more positive ways, and
• they are in programs with higher quality scores.
(See Table 8.2, page 109.)
Possible Explanations of Maternal Education
Choices derived from the Ethnography

In the ethnographic analysis of educational and employment
outcomes, our primary goal was to understand how intervention processes and approaches intersect with familial
cultural scripts (shared belief systems and their behavioral
expression) and thereby influence the achievement of both
proximal objectives and outcomes. Therefore, our first task
was to examine whether there were differences among communities in their attainment of educational goals, and our
analysis revealed that, indeed, there were differences. In
Communities B and C, all the young mothers had completed
or were in the process of completing high school or a GED
program. In contrast, young mothers in Community A were
not as successful in meeting educational goals as were the
participants in the other two communities: Five mothers out
of ten had dropped out of high school by the end of the
Ethnography.
While analysis of the entire Tufts sample tells us what
works in general (e.g., social support predicts educational
attainment), the Ethnography’s focus on selected communities for in-depth study enables us to understand why a
particular approach might not work for a particular sample,
and what types of obstacles participants might face. Therefore, upon realizing that Community A was not as successful as the other two communities in meeting educational
goals, our subsequent analyses were aimed at understanding
the reasons for this pattern. Our approach was to describe
the configuration of routine practices in Community A that
were relevant to a different level of educational attainment
in this community. We drew on data reflecting participants’

ethnotheories (culturally embedded sets of beliefs) of childrearing, parenting, informal/formal social supports, and help
seeking in order to understand participants’ perceptions of
how their own parenting roles or desires to establish a family
intersected with other aspects of their lives (e.g., educational
and career goals).
We constructed case history charts to document and understand various pathways taken by participants in their educational journeys. In constructing these charts, we included all
relevant data, especially those reflecting participants’ ethnotheories of parenting, family life, and help seeking (e.g., their
support system). Three modal patterns emerged. Common
to all the mothers in this sample was the belief that establishing and ensuring the stability of their own nuclear families
was a path to maturity and heightened social status. Mothers
seemed to value education to the degree that they saw it as
compatible with, and enhancing, the future well-being of
their family. These three patterns are described below.
The first pattern, education is necessary and possible, represents the typical trajectory for participants who completed
high school (three cases). These participants had an educational goal beyond high school before they became pregnant,
and they did not let pregnancy deter them from pursuing their
original dreams, or a subsequently revised version. Their
statements about the importance of education reflected a
belief in the connection between education and well-paying
jobs. They tended to maintain good academic standing as
students. If absences became a problem, they knew how to
advocate for themselves, as reflected in this teen’s statement:
“So I go in today and they call me and tell me that I might
not graduate and they have to call a board meeting before
the end of the school year. That ain’t happening. If you
think I have a chance of not graduating from this school,
you let me know by Friday, so Monday morning I’m already
scheduled to go into [the other public high school in town].”
These participants also spoke about having mentors and
other formal support, as well as friends who sustained them
when faced with peer hostility and other challenges.
The second pattern, education is necessary but impossible,
represents the typical trajectory for participants (four cases)
who intended to finish high school but faced obstacles that
eventually became insurmountable. These participants started
off committed to completing high school. However, after
having their babies, their academic performance suffered,
their absences increased due to parenting-related issues, and
they had to respond to school administrators about their
lackluster performance. Unlike the women in the first group,
these students reported hostile exchanges with counselors
who did not let parenting responsibilities become an excuse
for a poor school record. For instance, one student said,
“They told me that nobody told me to have that kid. ‘It’s not
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my fault you have all those problems.’… and sometimes I
want to kill them.” The parents of these moms were less
involved and less able to stand up and advocate for their
daughters. These explanations of the difficulties faced by
the participants suggest that lack of institutional supports
and outreach became real obstacles in achieving desired
educational attainment.
Eventually, these moms were encouraged to enroll in
GED programs, even though they knew that these would
be more challenging, given the limited guidance and support
offered in these programs. Indeed, participants (four mothers)
seemed to linger in GED programs for one or two years until,
towards the end of the Ethnography, someone in a counseling role (maybe their welfare case manager) encouraged
them to give up preparing for the GED, or to take the exam
with minimal preparation. “I don’t know. You keep sitting in
a chair half the day. What you have inside your head is tiring.
I just want to get a job…. If you don’t get to finish the GED,
she still gives you a good job.” Instead, the moms were
counseled to take skills-training courses and find lowskilled jobs, and they were told they could make between $10
and $11 per hour. The women saw this as a good opportunity and switched to skills training.
The third pattern, education is not necessary, represents
the trajectory for those participants who did not seem to have
strong educational goals right from the beginning (three
cases). Their narratives revealed a lack of confidence in high
school as a useful endeavor. Motherhood was their desired
trajectory, along with staying in long-term relationships
with their babies’ fathers. By the time they gave birth, they
had already decided to drop out of school. Only one mom
attempted to complete the GED, at the urgings of her
home visitor. Apparently, lack of support, added to her lack
of motivation, conspired against GED completion.
Eventually, these mothers found jobs, although they were
unsatisfactory, low-wage ones. At this point, one mother,
whose husband had two jobs and could make ends meet,
decided that it was better to stay home with her baby,
although this had an effect on her general feelings about,
and satisfaction with, her circumstances. Another young
mother was content with a job that provided enough income
to pay the bills, and was considering a second pregnancy
to complete her family at the end of the Ethnography —
despite her home visitor’s urging to delay the second child.
A third mother, however, was not doing well. Dissatisfied
with her low wages, and upset by the discrimination and
poor treatment she received from her supervisors, she began
to act out her anger at home, negatively affecting her family
relationships.
These three patterns reveal how the mutually constitutive
nature of cultural practices and institutional policies and
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programs can make it difficult to examine educational and
economic outcomes separately from parenting beliefs and
values. Should failure to complete high school be considered
a negative outcome when the mother’s reason for this decision
was to stay home and parent her child?
We also need to better understand institutional forces over
which the HFM program had very limited control, and that
posed serious obstacles to the achievement of program goals.
For example, there were stark differences across communities
in the level of support provided to pregnant teens and to
their babies at their community high schools. In Community
C, several moms reported that they joined a program specifically designed for young parents, and used a child care facility
located next to one high school. In contrast, Community A
mothers had to take school buses with their babies to distant child care centers, which added considerable commuting time to their tight schedules. In addition, these young
mothers did not report sympathetic interactions either with
their children’s child care providers or with their own school
counselors. From the outset, therefore, the odds appear to
have been stacked against them.
However, defying the odds, three moms in Community
A managed to complete high school, and two moved on to
community college. Their stories seem to demonstrate the
advantage of having formal support outside the family; these
include an understanding counselor, a mentor, and informal
support from friends. Why was formal, institutional support
available only to such a small number of students? Did students
who performed well academically receive more support when
they became pregnant? Did they just happen to have more
understanding counselors? Did they have better help-seeking
skills? These important questions need to be examined more
fully.
Maternal Economic Self-Sufficiency

Given that the MHFE proceeded over only an 18-month
period beginning soon after the mothers enrolled in the
program, we were concerned that we would not be able to
capture the movement toward economic self-sufficiency,
because it would primarily be occurring after we concluded
data collection. Indeed, the encouraging, positive results on
maternal education reported above support our hunches
that the majority of these mothers have put diligent effort
into the completion of their education, as the first step to
the financial security and self-reliance that many desire,
as noted in their own personal goal statements. If, as we
contend, these moms are working sequentially to attain these
economic results, we would not expect to see them, at the
point that our evaluation ended, as more financially independent than they were as pregnant or newly-parenting
young women.
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How, then, might we measure this goal of economic selfsufficiency? The simplest indicator is the percentage of
mothers receiving Temporary Assistance for Needy Families
(TANF), and we present those data, tracking their change
over the period of the evaluation, and identifying client and
program moderators, below. We also present comparison
data for this population. The interpretation of these findings, however, remains ambiguous, and is discussed in
Chapter 9.

TANF and social support. In general, mothers receiving
TANF had
• lower average levels of support from family and friends, and
• friends who behaved less optimally. (See Table 8.1.)
TANF and client characteristics. Maternal well-being
related to receipt of TANF at the end of the evaluation.
Mothers on TANF reported using more emotional than
problem-solving responses to problems (a less optimal pattern) at the end of the evaluation (see Table 8.1).

Maternal Receipt of Public Assistance through TANF

At the start of the evaluation, 22% of mothers (76 of 353)
were receiving TANF. At the end of their participation in
the evaluation, the rate of TANF receipt rose to 35% (99
of 286). Although this rate of public assistance receipt demonstrates an increase over the period of the evaluation, it
nonetheless falls at the lower end of statistics reported for
teen mothers, married and unmarried. The proportion of
teen parents receiving welfare has ranged historically from
44% for all teen mothers to as much as 75% for teen mothers
who remain unmarried five years after the birth of their child.4
Of the mothers who were on TANF at the start of the
evaluation, 44% (28 of 63) left the TANF rolls by the end of
the evaluation. Almost 30% of mothers (62 of 217) who were
not on TANF at the start of the evaluation were receiving
this benefit by the end of the evaluation.

PREDICTION OF TANF RECEIPT

Finally, mothers’ coping styles and the behavior of their friends
are the strongest predictors of TANF receipt. Mothers have
a lower likelihood of receiving TANF when they use more
problem-solving responses to problems (relative to emotional
responses) and when the behavior of their friends is more
positive. In other words, mothers who are more mature along
this problem-solving dimension, and have friends who live
more positive lifestyles, are less likely to receive TANF. (See
Table 8.3, page 109.)
PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Table 8.1 presents data related to the relationship of education and economic goals related to maternal and program
characteristics. Tables 8.2 and 8.3 contain data that predict
these outcomes (see page 109).

Table 8.1: Goal #1: Results of Significant Bivariate Statistical Tests‡
Statistical Test
df

p

Effect
Size

Social support at end of evaluation

-3.35

277

.001

-.53

Medium

Behavior of friends

-3.04

278

.01

-.48

Medium

Organizing and planning

3.05

278

.01

.48

Medium

Maturity of thinking

-2.62

253

.01

-.37

Small/Medium

Quality of neighborhood at end of evaluation

-2.92

278

.01

-.47

Medium

Program quality

-2.91

89.499

.01

-.37

Small/Medium

Behavior of friends

3.18

252

.01

.42

Small/Medium

Quantity of social support from family

2.67

283

.01

.34

Small/Medium

Quality of formal social supports

-2.61

162.95

.01

-.35

Small/Medium

Coping styles

3.05

283

.01

.38

Small/Medium

Predictor

Education

TANF Receipt

‡

t-value

Outcome

Data sources: Outcome measures, sample size varies

** Convention for interpretation of this effect size statistic (Cohen’s d): .20=small; .50=medium; .80=large

Interpretation Based
on Convention**
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Table 8.2: Results of Logistic Regression
Analysis Predicting Education Status‡

REPORTS OF CHILD ABUSE AND NEGLECT BY PERPETRATOR
OTHER THAN MOTHER

Predictor

B

SE

Odds
Ratio

Behavior of Friends

1.11

.50

3.04

5.01*

.28

.11

1.33

6.43*

Program Quality
‡

Data source: Outcome measures

*

p<.05

Wald
Statistic

Table 8.3: Results of Logistic Regression
Analysis Predicting TANF Receipt‡
Predictor
Behavior of Friends
Coping

SE

Odds
Ratio

-.85

.32

.43

6.88**

-1.24

.59

.29

4.37*

B

‡

Data source: Outcome measures

*

p<.05, **p<.01
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Wald
Statistic

Goal #2: Preventing Child Abuse and Neglect

Through a cooperative arrangement with DSS, we gained
access to records of substantiated child maltreatment involving
families enrolled in the MHFE; these records involved both
physical abuse and neglect. We assessed rates of child abuse
and neglect in the MHFE sample in several ways, including
a) mother as perpetrator, b) someone other than mother as
perpetrator, and c) child as victim (combining mother and
other perpetrators).5
In the sections below we present the rates of child abuse
and neglect for mother as perpetrator, for another as perpetrator, and for child as victim (the unduplicated combined rate).6
tor
We then report analyses presenting characteristics of clients
and programs related to mother as perpetrator of child maltreatment. We selected this variable as the most appropriate
of the maltreatment variables to use in subsequent analyses
because HFM is an intervention focused primarily on the
young parents.
Rates of Child Abuse and Neglect
MOTHER AS PERPETRATOR

Mothers were identified as perpetrators of maltreatment against
their own children in 42 cases, or 11.6% of the evaluation
sample. The large majority (93%) of these cases involved
neglect only, 3.3% (2) involved physical abuse only, one case
(1.7%) involved a first incidence of neglect and failure to
thrive, and one case (1.7%) involved a first incidence of neglect
resulting in death.

Substantiated reports of maltreatment by a perpetrator other
than the mother were documented for 8.6% of children in
the evaluation sample (31 children). Several children had more
than one substantiated report; six children had two substantiated reports, and three children had three substantiated
reports. In 28 of the 40 reports (70%), the perpetrator was
either the biological father or the mother’s partner. As in the
case of maltreatment cases where the mother was the identified perpetrator, the majority (90%) were cases of neglect;
5% (2 of 40 cases) involved physical abuse, and another 5%
were cases of both neglect and physical abuse.
CHILD AS VICTIM: MALTREATMENT BY ALL
PERPETRATORS

Out of the evaluation sample of 361 target children, 15.5%
(56) had substantiated cases of abuse by mother or another
perpetrator; as stated earlier, these cases were overwhelmingly child neglect.
Comparison Data on Rates of Child Abuse and Neglect

There are very few data that allow us to directly compare rates
of child abuse and neglect in the MHFE with other state or
national statistics, or other scientific studies. Data are rarely
collected that represent the appropriate comparison group
of young mothers. The US Department of Health and Human
Services reports a 2002 rate of maltreatment in the US population of children ages zero to three of 1.6%.7 National
data from 1999 on the distribution of maltreatment types
for children ages zero to three reflect the rates found in the
MHFE population (over 90% of the substantiated cases were
neglect).8 These data do not report separate statistics by agent
of maltreatment, nor age of perpetrator. One empirical study
represents more appropriate comparison data. A small study
of 45 teenage mothers in Rhode Island (48% African American, 30% Hispanic, 22% Non-Hispanic White) reported a
maltreatment rate of 33% (mother as perpetrator) during
their children’s first two years. MHFE incidence rates compare favorably to this rate. Sixty percent of the Rhode Island
maltreatment cases represented neglect, compared to 93%
in the MHFE sample.
Mothers as Victims of Maltreatment During Their Own
Childhoods

The “cycle of abuse,” in which a person who is abused in turn
becomes a perpetrator of maltreatment, is well-documented.
While it is the case that the likelihood of perpetrating maltreatment is higher among those who have been abused
themselves, most maltreated children do not go on to become
agents of maltreatment. In the MHFE, we were able to ex-
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amine DSS records for the presence of substantiated cases
of abuse and neglect with the mothers as victims of maltreatment during childhood. Of the 361 MHFE mothers,
94 of them were known victims of maltreatment during
their own childhoods, having substantiated DSS records in
Massachusetts. This represents 26% of the MHFE sample
— a number that is likely an underestimate, as not all mothers
spent their entire childhoods in Massachusetts.
Client Characteristics Related to Maltreatment with
Mother as Perpetrator

We examined characteristics of clients (e.g., maternal age,
race, education) to provide greater understanding of which
mothers were more likely to have substantiated cases as perpetrators of child abuse and neglect. No client characteristics related to substantiated cases.
Other Predictors of Child Abuse and Neglect with
Mother as Perpetrator

In order to understand what factors in mothers’ lives might
predict substantiated cases of child abuse and neglect with
mother as perpetrator, we looked at several characteristics of
mothers and their contexts prior to the substantiated incidents.
PREDICTION OF ALL CASES WITH MOTHER AS
PERPETRATOR

Mothers’ friendship networks emerged as the most important
factor in mother-perpetrated maltreatment. The measurement of positive friendship networks was a 5-point scale; for
every 1-point increase in positive friendship networks (indicating increasingly positive behavior on the part of friends)
the odds of child victimization decreased by approximately
70% (see Tables 8.4, below, and 8.5, page 111).

PREDICTION OF CASES OF MOTHER AS PERPETRATOR MORE
THAN SIX MONTHS AFTER PROGRAM ENTRY

Another way of looking at the data is to examine only those
cases of child maltreatment after families had the chance to
benefit from the program; that is, to consider cases of maltreatment that occurred six or more months after program
entry. The most important factors that related to these cases
were mothers’ reports of psychological abuse (by a secondary
caregiver) during childhood and the quality of friendship
networks. As the quality of friendship networks decreases
and the level of reported psychological abuse in childhood
increases, the chances increase that a mother will be a perpetrator in a substantiated case of child maltreatment. (See
Tables 8.4, below, and 8.6, page 111.)
PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Tables 8.4 (below), 8.5, and 8.6 (page 111) present significant findings related to the goal of preventing child maltreatment.
Interpreting Child Maltreatment Findings

It has become virtually axiomatic that child maltreatment
–– particularly child neglect –– is highly correlated with family poverty and maternal depression; a childhood history of
maltreatment is also related to increased risk of becoming a
perpetrator. For example, one analysis of national data suggests that children living in poor homes are approximately
22 times more likely to be victims in a substantiated maltreatment case than are children in families in other economic
brackets.9 Therefore, the premise of HFM is that young
mothers are at particularly high risk for maltreating their
children.
How much of a benefit might be reasonably expected from
a child abuse and neglect prevention program for young

Table 8.4: Goal #2: Results of Significant Bivariate Statistical Tests‡
Statistical Test

‡

Outcome

Predictor

Supported Case of Mother
as Perpetrator — All Cases
Supported Case of Mother as Perpetrator — Only Cases Occurring More
than 6 Months after Program Entry

Effect
Size

Interpretation Based
on Convention**

t-value

df

p

Behavior of friends

2.975

356

.01

.47

Medium

Behavior of friends

2.91

344

.01

.54

Medium

Psychological abuse
by secondary caregiver

-3.55

166

.01

-1.00

Data source: DSS and outcome measures

** Convention for interpretation of this effect size statistic (Cohen’s d): .20=small; .50=medium; .80=large

Large
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Table 8.5: Results of Logistic Regression
Analysis Predicting Mother as Perpetrator‡

111

mothers such as HFM? On the one hand, one could surely
not expect a 0% maltreatment rate, given the profile of this
population, and on the other, home visitors gain entry into
these young women’s homes with regularity, and therefore
have greater opportunity to observe suboptimal parenting
than is usually the case. Although surely every substantiated
case of maltreatment represents a real failure of parenting
and a danger to the child that should not be minimized,
identifying those young families that are struggling early on
also provides opportunities to intervene that may promote
significantly better functioning in the long run. These rates
now present a baseline from which future prevention efforts
might be measured.

of maltreatment, and current histories of domestic violence.
On the other hand, some young mothers are good parents,
living in supportive extended families and communities, and
choose to have a second child. Given these two sets of conditions, it may be unreasonable to set “none” as the expected,
or perhaps even desired, repeat birth rate.
A second measurement problem pertains to the focus of
HFM’s goal –– reducing repeat teen pregnancies, rather than
births. From a research perspective, it is difficult to obtain
reliable information on repeat pregnancies, because of the
dependence on self-report; for example, a young woman may
be pregnant at the time of the interview without knowing,
or may know, but choose not to disclose the information. We
chose, instead, to use repeat births as our indicator. These
data were made available to us through a cooperative agreement with the Vital Statistics Unit of the Massachusetts
Department of Public Health.
Researchers interested in teen parenting have measured
repeat births in a variety of ways, for example, for as long a
period as the mother is a teen, or within a certain time period
after the first birth. The MHFE decided to use the variable
repeat birth within two years. Mothers’ having a repeat birth
within two years of the first “may have implications for parents’ progress toward self-sufficiency and mental health, as
shorter intervals between births can negatively affect parents’
well-being and make it more difficult for them to engage in
self-sufficiency activities.”10 Spacing of children also has
implications for childbirth outcomes.11
In this section we report the MHFE repeat birth rate, and
then present maternal and program characteristics, intermediate objectives, and client and program moderators that are
significantly related to repeat births. Finally, we use ethnographic analyses to explore differences among the three communities on the meaning and consequences of this decision.
See Tables 8.7 and 8.8 (page 112) for results of tests of
statistical significance.

Goal #3: Preventing Repeat Pregnancies

MHFE Repeat Birth Rate within Two Years

Preventing repeat pregnancies and births is among the most
obvious goals for virtually all teen parenting and family support programs, including HFM. If one birth as a teen creates
a whole range of risks for both teen mother and baby, surely
two or more compound those risks for the average young
family. The research literature reviewed earlier supports this
view.
As with the goal to prevent child maltreatment, however,
one of the challenges of evaluating HFM on this index is
that there is no obvious standard to propose as a comparison. On the one hand, we must consider the negative life
circumstances of some of these young women, for example,
poor school options, unsafe neighborhoods, child histories

Just over 14% (14.4%; 52 of 361) of women in the MHFE
sample had a repeat birth within two years of the first. Comparison standards for this second birth rate are not available.

‡

Predictor

B

SE

Odds
ratio

Wald
Statistic

Behavior of Friends

-1.217

.416

.296

8.56**

Data source: DSS and Outcome Measures

** p<.01

Table 8.6: Results of Logistic Regression
Analysis Predicting Mother as Perpetrator
More than Six Months after Program Entry‡
Predictor

B

SE

Odds
ratio

Wald
Statistic

Behavior of
Friends

-2.018

1.005

.133

4.03*

.194

1.513

4.539*

Psychological
Abuse by Caregiver

.414

‡

Data source: DSS and Outcome Measures

*

p<.05

Repeat Births by Maternal and Child Characteristics

When compared to mothers who did not have a repeat birth,
a lower proportion of mothers who had a repeat birth within
two years of the first were in school or had completed high
school at the end of the evaluation. While 87% of mothers
with no repeat birth had completed high school or were in
high school, only 60% of mothers with repeat births were in
school or had graduated (see Table 8.7). Maternal age, parenting status, and child age were not related to repeat births.
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There were no statistically significant differences by maternal race/ethnicity in the rate of repeat births within two
years for the evaluation sample. However, such differences
between communities were apparent in the Ethnographic
Study. Half of the Ethnography participants from Community A (five of ten) had repeat births within two years, and
all of them were teens at the birth of their second child; only
two participants from Community B had a repeat birth
within two years. In Community C, none of the participants
had repeat births within two years of the first. The differences between the ethnographic sample communities, one
of which consisted of participants with Puerto Rican heritage, led us to examine differences between Hispanic and nonHispanic women in the larger MHFE sample. Although rates
of a second birth within two years did not differ by maternal
race/ethnicity, rates of a second birth within two years of the
first while mother was still a teen did reveal a trend in differences between Hispanic and non-Hispanic teens (p = .018).
Of the 52 mothers with a repeat birth within two years of
the first, 20 were Hispanic and 32 were non-Hispanic. Seventeen of the 20 (85%) Hispanic moms had the second birth
while still a teen, while only three (15%) had the second
birth when older than 20. In contrast, 17 of the 32 (53%)
non-Hispanic moms had the second birth while still a teen,
while 15 of the 32 (46.9%) had the second birth when older
than 20. These data are consistent with data reported recently by Child Trends (based on data from 2002) which indicate that almost one in four Hispanic teen mothers gave
birth to more than one child while still in her teens.12
Mothers’ reports of maltreatment by a parent or parent
figure other than their mothers is related to repeat births as
well; mothers with repeat births (within the two-year period) reported higher levels of maltreatment.

Repeat Births related to Client-Centered and ProgramCentered Moderators

The quality of the home was related to the incidence of repeat
births, with mothers who had repeat births scoring lower on
the Family Assessment Form on quality of the home environment (inside and outside). Stability of living arrangements
also is linked with incidence of repeat births. Living arrangements were more stable in the case of mothers without
repeat births than they were for mothers with repeat births
within two years. Program-related moderators, such as program duration, adherence to service level, program auspices,
etc., did not relate to repeat birth rates (see Table 8.7).
Prediction of Repeat Birth within Two Years

When all the variables that related to repeat birth on the bivariate level were entered into one analysis, only the quality
of the home environment at the start of the evaluation was
a significant predictor. Mothers who lived in higher quality
homes had a greater chance of having a repeat birth within
two years (see Table 8.8).
PRESENTATION OF STATISTICALLY SIGNIFICANT RESULTS

Tables 8.7 and 8.8 present data related to prevention of second
births.
Table 8.8: Results of Logistic Regression Analysis Predicting Repeat Birth within Two Years‡
Predictor

B

SE

Odds
Ratio

Wald
Statistic

Quality of Home
Environment

.335

.149

1.398

5.022*

‡

Data source: DPH Vital Statistics data and outcome measures

*

p<.05

Table 8.7: Goal #3: Results of Significant Bivariate Statistical Tests‡
Statistical Test

‡

Predictor

Test value (t or X2)

Educational Status at end of Evaluation

X2=18.14

Quality of Neighborhood

df

p

Effect
Size

Interpretation Based
on Conventions**

1

.001

.254

Small/Medium

t=3.1

283

.01

.52

Medium

Home Conditions

t=-2.837

313

.01

-.44

Small/Medium

Abuse by Secondary Caregiver

t=-2.68

173

.01

-.59

Medium

Stability of Living Arrangement

t=2.989

58.32

.01

.54

Medium

Data source: DPH Vital Statistics, PDS, and Outcome Measures

** Convention for interpretation of effect size for X2 statistic (Cramer’s phi): .10=small; .30=medium; .50=large; convention
for interpretation of effect size for t statistic (Cohen’s d): .20=small; .50=medium; .80=large
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Reasons for Differences among Communities:
Ethnographic Analyses

The primary objective of this analysis was to determine if
there were differences between the selected communities
in the rate of repeat births and, if so, to examine possible
reasons for the differences. Our results document a clear
pattern of differences among communities; the rate of repeat births was clearly higher in Community A, compared
to the rate found in the other two communities. Seven of
ten participants had a repeat birth (five of these had a repeat
birth within two years of the first, while still a teen), while
only two participants each in Communities B and C had repeat births (the two mothers in Community B had repeat
births within two years of the first, while the two mothers in
Community C had repeat births more than two years after
the first).
Our next step was to examine the ethnographic data to
interpret and understand why the rate of repeat births was
high in Community A. Towards this objective, we used narrative analysis to document aspects of families’ case histories
relevant to understanding their beliefs and practices about
establishing a family. The first step in this process was to
identify categories of relevant practices that emerged from
the coding process. These were as follows:
• history of teen motherhood among extended family;
• friends and support network comprising other teen
mothers;
• balancing education and family responsibilities
as competing priorities;
• residence pattern; and
• relationships maintained with extended family.
The particular configuration of these practices was constructed for each young mother in Community C who had a
second birth (seven cases). These seven case histories were
compared to identify modal patterns, if they existed. Two
modal patterns clearly emerged; they are described below.
PATTERN A: “ESTABLISHING A FAMILY” TRAJECTORY
(FIVE CASES)

These young mothers appeared to have made a commitment
to establishing a family. Their residence pattern consisted
of always living within a family configuration –– either an
extended family or a nuclear family. Three of the five lived
initially with the maternal or paternal family, and eventually
moved into a separate apartment for the new nuclear family,
consisting of the young mother, the boyfriend (typically the
father of at least one child), and the child. Two of the five
families were already living as a nuclear family with the father
of the child. In all cases, regardless of whether the young
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mother was married or not, she referred to the boyfriend/
father of the child as her “husband” –– reflecting the commitment to/desire for a stable relationship with the male
partner and the commitment to establishing a family. None
of the young mothers lived as a single parent. In all cases,
there was an easy acceptance of motherhood, regardless of
the age of the young mother. In most cases, there was a history of teen motherhood among their extended family, and
in all cases, mothers mentioned that many members of their
network and support group of friends included teen mothers.
Further, in all but one case, even when the young mothers
were living as a nuclear family with their partners, members
of the extended family were easily available for child care
and child-rearing support. Finally, in most cases, establishing
a family was set as a priority even at the expense of education; indeed, three of the young mothers had dropped out of
high school.
PATTERN B: “DIFFICULTIES IN ESTABLISHING A FAMILY”
TRAJECTORY (TWO CASES)

In this category as well, the young mothers appeared to have
made a commitment to establishing a family. In both cases,
the young mothers eventually moved out of the maternal
home to live with the male partner. However, troubled relationships with the male partner led to instability. In one case,
the young mother was able to return to her maternal home
with the two children, while in the other case, the young
mother continued to remain in the troubled relationship.
Both young mothers were not able to stay in school, and
chose to drop out and attempt to take the GED. These young
mothers also did not experience widely available emotional
and instrumental support and child care assistance to support
their parenting efforts. In one case, the woman’s mother did
not approve of the second birth, even though she remained
available for child care support. In the other case, the young
mother did not feel she had enough support in her maternal
home to warrant removing herself from the unstable relationship with her partner.
Comparison of the two patterns suggests a common underlying trajectory –– built on a commitment to establishing
a family –– by which the second birth is rationalized. The
primary difference between the two patterns consists of the
extent of support from family and friends that is available.
When there is support from extended family and friends,
and an easy acceptance, along with role models of young
motherhood, then the family trajectory seems to be on track
(as in Pattern A). However, when there is limited support,
and the relationship with the partner is tenuous at best, then
the situation is fraught with difficulties for the young mother
(as in Pattern B).
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Implications of these Findings on Repeat Births

Because of the paucity of comparison rates, it is impossible
to evaluate the observed 14.4% rate among MHFE participants (repeat births within two years), and to conclude
whether it represents a positive trend or not.13 This said,
there does not appear to be much enthusiasm among participants (and perhaps even among some home visitors) for
this goal. As we learned in Chapter 6, over 90% of the
mothers did not believe that their home visitor had influenced them on this issue, and only 4% identified prevention
of a second pregnancy as a personal goal through the IFSP
process, a joint venture between young mother and home
visitor. Furthermore, in at least one of the cultural communities included in the Ethnography –– the one in which seven
of the ten families had a second child while the MHFE was
in operation –– having another baby once mothers have
started down the “family-building” path seems virtually normative. On an issue as central to young parents as this one –
– when to have children and how many to have –– it does
not appear likely that home visiting itself will have a substantial impact; community values and personal preferences
simply appear more powerful. This being the case, then, although HFM as a statewide program appears receptive to,
even appreciative of, community adaptations, in this particular
situation it is less so.
To what extent are these second births planned events?
In this period of changing public mores regarding premarital
sex and the provision of public education on “safe sex,” it is
difficult to gauge how much access to information about
contraception and to contraceptive devices exists. Certainly
a number of the first births in the MHFE population were
planned, but many were not. Second pregnancies and births,
however, appear less likely to be “accidental.” In either case,
these decisions, planned or not, good or bad, seem to be
largely outside the influence of programs such as HFM.
Goal #4: Promoting Optimal Child Growth and
Development

Much of the intervention focus of HFM is on young mothers,
yet it is obvious from program material and conversations
with statewide and local staff that the children’s well-being
is of paramount importance. Nonetheless, having to make
choices about how to apportion our time and resources, we
focused least concertedly and directly on this goal area.14
MHFE staff did not collect independent data on the developmental status of children whose families were enrolled in
the program; rather, we relied on PDS data, and their paper
records supplements, for the assessments that were conducted.
Child development outcomes included here are breastfeeding, immunizations, and developmental status as assessed

with the screening instrument, the Ages and Stages Questionnaire (ASQ).
In this section we review the findings in each outcome
area, including noteworthy significant relationships between
the outcome of interest and client and program characteristics.
Table 8.10 presents the results of statistical tests in this
goal area.
Breastfeeding

The majority (63%) of the 199 mothers in the evaluation
who were pregnant at program entry breastfed their babies
at some point; approximately this same percentage (64%)
held true for women 19 and younger. Nationally and within
Massachusetts, the rate of mothers of all ages who ever
breastfed was 71%. For women 19 and under, however, this
rate was 55%.15 Thus, the HFM mothers were more likely
to breastfeed at some point than teen mothers in general.
BREASTFEEDING RELATED TO CLIENT AND PROGRAM
CHARACTERISTICS

When compared to mothers who did not breastfeed, mothers
in the MHFE sample who breastfed were older. At the start
of the program, mothers who breastfed were, on average,
about eight months older than were mothers who did not
breastfeed (see Table 8.9, page 115).
Immunizations

About 83% of the 235 children included in the MHFE, and
for whom we had data on immunizations,16 were reported to
be up to date on their immunizations as of age two or their
last HFM home visit, whichever came first. Nationally, in
2003, about 76% of children 24 months old had received the
complete series of immunizations appropriate for their age.17
In Massachusetts, however, the rate was 89%. Thus, the
HFM children appear slightly less likely to be immunized as
other similarly aged children in Massachusetts, and slightly
more likely than children nationwide. The comparison rates
reported here do not pertain to teenage mothers; comparable data for that population were not available.18
Developmental Status on the ASQ

As part of their program involvement, mothers in the HFM
program completed the ASQ at regular intervals throughout
their involvement in the program.19 The ASQ is a screening
tool that uses parental self-report to assess children’s developmental achievements in five areas: communication, gross
motor, fine motor, problem solving, and personal-social.
On average, at the time of the administration of the last
ASQ, children in the MHFE sample were developing without problems in each of the five areas assessed. A very small
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percentage of children in the MHFE sample had ASQ scores,
in any of the domains assessed, which fell below the cutoff
for expected functioning. Table 8.9 contains the average ASQ
score in each domain as of the final ASQ and the percent of
children falling below the cutoff for the expected level of
functioning.
Table 8.9: ASQ Average Scores and Percent
of Children below Cutoff, by Domain‡
ASQ Domain

Average
Score

Percent of Children
Below Cutoff Score
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CHANGES IN ASQ SCORES OVER TIME

The scoring of the ASQ is such that no change or an increase
in the score is a favorable outcome. Children in the MHFE
showed significant change in one of the five ASQ domains
–– communication –– between the four- and twelve-month
administrations.20 Their scores here dropped, although on
average they still remained in the range of normal, expected
development. In all other domains, at 12 months, children
remained within the range at which they started at the fourmonth assessment.
Implications of Child Development Findings

Mothers who reported better care from their own mothers
in childhood had children with higher scores on the communication scale of the ASQ. It may be that the mothers
who had better parent-child relations with their own parents
talk more with their children. This could be seen as a reflection of the intergenerational transmission of the parent-child
relationship (see Table 8.10).

The literature suggests that children of teen mothers are at
risk for developmental and health problems, so it is noteworthy
that on most of these indices MHFE children seem to be
doing fine. Indeed, the rate of breastfeeding among HFM
mothers compares favorably with national rates for mothers
19 years of age and younger, and on average the children
demonstrate no problem areas in development, as measured
by the ASQ. The only outcome that is somewhat concerning is the immunization rate of 83%, which is lower than
the state average of 89%. There are no national comparison
data for teen mothers, and one would expect those statistics
to be somewhat lower, perhaps in keeping with the rate
achieved by MHFE mothers. Nonetheless, helping teen
mothers remember to bring their children to health clinics
or doctors’ offices for their immunizations — or actually
transporting the family to the site — is the kind of instrumental support that home visitors appear adept at providing.
Immunization rates are an outcome that, with concerted
effort, HFM programs could likely improve.

PROBLEM-SOLVING ABILITIES AND PERSONAL-SOCIAL

Summary of Findings on Distal Goals

DEVELOPMENT

At its inception in 1997, HFM adopted an ambitious set of
goals for itself. Having now spent over six years observing
the program, it is the impression of the MHFE staff that both

‡

Communication

52.53

5.4

Gross Motor

55.72

2.1

Fine Motor

54.08

1.7

Problem Solving

52.93

2.5

Personal-social

53.89

4.1

Data source: PDS and paper records, n = 242

COMMUNICATION

The children of mothers who entered the evaluation prenatally
had higher problem-solving ASQ scores (see Table 8.10).

Table 8.10: Goal #4: Results of Significant Bivariate Statistical Tests‡
Statistical Test

‡

Outcome

Predictor

Value

df

Breastfeeding

Maternal age

t=-2.688

1.44

Child Communication Score

Caring score

r=.222
(n=176)

Child Problem Solving Score

Pregnancy status

t=3.099

226.46

p

Effect
Size

.01

.45

Small/Medium

.01

.22

Small/Medium

.01

.38

Small/Medium

Data sources: PDS and Outcome Measures

** Convention for interpretation of effect size for t statistic (Cohen’s d): .20=small; .50=medium; .80=large:
Convention for interpretation of r as effect size:.10=small; .30=medium; .50=large

Interpretation Based
on Conventions**
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Table 8.11: Summary of MHFE Findings, by Distal Goal
Final Status on Goal Linked to Program
Moderators on the Bivariate Level

Goal

Subgoal

Findings

Maternal Educational
and Economic Attainment

In school or
graduated/GED

Positive change

The better the quality of the program, the
more likely participants are to be in school
or to have graduated/GED.

Positive relative to
national standard
TANF

Neutral21 re. change
in MHFE population;
Positive renational
comparison standard

Reduced Rate of Child
Abuse and Neglect

Mothers as
perpetrators

Positive

Reduced Rate of Repeat
Teen Births/Pregnancy

NA

No comparison standards

Optimal Child Development

Breastfeeding

Positive relative
to national standard

Immunization

Neutral22

Developmental
Screening Results

Positive

local and state program personnel have worked diligently to
achieve them.
Table 8.11 summarizes the progress made on the program’s
four distal, or ultimate, goals. We note the specific dimensions of each goal for which data have been presented in this
chapter (subgoals), and then characterize the findings as
positive, negative, or neutral
neutral.. In this context, positive means
that the rate for MHFE sample is either better than the
comparison standard, or change among the participants is
in the positive direction. Negative suggests that the rate for
the MHFE sample is either worse than the comparison
standard, or change among the participants is in the negative direction. Neutral indicates that the MHFE sample rate
is roughly equivalent to the comparison standard, or that no
appreciable change in either direction was documented. The
final column notes whether or not particular aspects of the
program (e.g., adherence to service level, service intensity or
duration, etc.) appear to have affected the results.
Chapter 9 highlights a number of the major findings from
all three substudies, and makes recommendations for program
improvement and future research.

Endnotes
1

2

3
4
5

6
7
8
9

The research design employed by MHFE does not allow for the unequivocal attribution of these changes or effects to HFM; nonetheless,
given available comparison standards, in our view it is plausible to
conclude that HFM played a positive role in much of the progress
observed.
As in the two earlier chapters, for results subjected to tests of statistical
significance, only those meeting that statistical criterion are included
here. Tables presenting results of these statistical tests generally are
placed at the end of the relevant section — in this case, at the end
of the discussion of each outcome goal.
Rate calculated from data presented in Klepinger, Lundberg, & Plotnick
(1995).
American Public Human Services Association, 1999
In some cases, particularly those of neglect, it is difficult to identify
the specific agent of maltreatment; for example, the mother, by virtue
of her status as primary caregiver, is generally identified as the perpetrator in instances of neglect, although the neglect may have occurred
primarily at the hands of someone else [e.g., maternal grandmother.
(A number of the cases for which the mother was the perpetrator are
duplicated in the second category [another as perpetrator], so these
figures cannot simply be added to each other.)
US Department of Health and Human Services, Administration
on Children, Youth and Families, 2004
US Department of Health and Human Services, Administration
on Children, Youth and Families, 2001b; these data are broken down
by maltreatment type and age for more recent years.
Sedlak & Broadhurst, 1996
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10 Love, Kisker, Ross, Schochet, Brooks-Gunn, Paulsell, et al., 2002b,
p. 234 citing Furstenberg , 1987
11 Kallan, 1997; Rawlings, Rawlings, & Read, 1995
12 Ryan, Franzetta, & Manlove, 2005
13 Planned secondary analyses of these data may provide the opportunity
to use a number of the few extant comparison standards.
14 See original evaluation plan (citation) for justification of this decision.
The project’s TAB, and its funders, concurred with this approach.
15 National Immunization Survey, 2003
16 Immunization data derived from the PDS and paper records.
17 National Immunization Survey, 2003
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18 The immunization rates documented in the PDS were reported to home
visitors by their clients, and were not validated independently. This
process may have accounted for some underreporting of completed
immunizations, since mothers who did not see their home visitors
on a regular basis may have forgotten about the immunization their
children had received.
19 ASQ data are derived from the PDS and paper records.
20 F(1,89)=14.35, p<.001, _2=.139 (small/medium effect size)
21 The TANF rate rose during this period from 22% at the beginning
of the evaluation’s data collection to 35% at its conclusion (18 months
later). Receipt of TANF by teen mothers at this stage in their development as parents is viewed by different constituencies as both a positive
and a negative sign, hence the “neutral” designation.
22 There is no comparison standard available for teen mothers; 83%
is lower than the state’s rate for children in all families (89%).

Section Four

T

Conclusions and Recommendations

his section includes a single chapter — Chapter 9 — that represents a first attempt at summarizing the
report’s findings and making recommendations to HFM program personnel and researchers alike. It is
the MHFE’s intention that the recommendations section of this chapter be considered more a springboard for discussion than the “last word;” this posture is surely in keeping with the FTA model, which
views evaluation as a continuous, iterative process.
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Chapter 9

Discussion Points and Recommendations

A

t its inception in 1997, HFM adopted an ambitious set of goals for itself. The MHFE was designed not only to document the extent to which
progress had been made toward these ends, but
also to contextualize these findings — with
comparison data, a review of extant literature, and ethnographic and process-focused information. This context, we
hoped, would help HFM interpret the “so, did it work?” results
and apply them wisely –– to experiment with alternative
service modalities, to modify program goals, to consider other
research opportunities, and so forth.
Throughout this report, major findings in each chapter
have been identified. The Executive Summary also presents
these findings in a single document for easy distribution. In
this chapter, then, we highlight selected key findings and
make recommendations for program and policy revision.
The chapter is divided into three sections: the first offers a
set of discussion points that are based in major findings
from the evaluation; the second contains issues that are ripe
for future research and evaluation; and the third provides
several recommendations for policy and program personnel
to consider.1
Discussion Points

Each of the following discussion points emerges from a major
finding. Within the context of generally encouraging evaluation
findings, many of these points raise provocative questions, at
least in our view, about some aspect of HFM, often regarding its choice of outcome goals and/or process goals (goals for
program operations/program standards). These points are
discussed in detail below.
Mothers were well-satisfied with the program. Overwhelmingly, they found their home visitors to be caring and
friendly, and felt that the program, in its orientation, was family
centered and respectful. They also “voted with their feet:”
MHFE participants remained in the program on average
for about 17 months — a longer duration than many home
visiting programs are able to achieve. Even so, their careers
with HFM were generally substantially less intense than what
was prescribed for them, and in theory, what they had agreed
to receive.

The home visitor-client relationship appears to be at
the core of the program. Because there is supposed to be,
and often is, specific content to each home visit — with materials, curricula, and a particular purpose in mind — the
more subtle elements of the home visit have generally been
overlooked in past research. Our preliminary research in
this area suggests that it may well be the connection with
the home visitor, the relationship, which keeps young mothers involved. That is, it seems that these mothers would not
be inclined to wade through a mediocre relationship to get
to the valuable information the home visitor might possess.
We also acknowledge the challenge to this relationship inherent in the fact that the home visitor role includes a monitoring dimension (e.g., as mandated reporters of suspected
child maltreatment); that some are able to maintain their
connections to these families speaks both to the complex nature of this relationship and the skills of the home visitors.
Indeed, the contours of that relationship, as the Ethnography demonstrates, are not fixed, and do not always conform
to the role as it is defined by the statewide program; helpseeking and helping behaviors are not universal. So, for example, sometimes what occurs within HFM looks more like a
friendship, or a sibling relationship, than one between a
professional and a client. These are young mothers, after all,
over one-quarter of whom had substantiated maltreatment
cases against their own parents; others come from supportive families who are, nonetheless, displeased with this pregnancy. Given these particular circumstances, the home visitor often provides an essential link to the adult world, and,
therefore, a break in that relationship (e.g., through staff
turnover) may represent more than an inconvenience or
a temporary service lapse. It may be experienced by the
mother as a serious breach or loss, another broken relationship that cannot be replaced.
Families generally are not receiving the number of
home visits they are meant to receive. Approximately 56%
of the visits that, according to HFM standards, should have
occurred (during a period of MHFE observation) in fact occurred. Families with biweekly and monthly service levels
generally received their prescribed allotment, but families
with weekly plans often received about half. (This finding is
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in keeping with utilization figures achieved by other home
visiting programs as well.) Furthermore, ethnographic study
suggests that there are patterns to participation, and that
these patterns are influenced by program-related events
(e.g., home visitor turnover); client-related events (e.g., a
new job, a new living arrangement); cultural and community factors; and simple disagreements between what home
visitors believe a family needs and what that family actually
wants.
There was also little surprise expressed among HFM
program administrators at the local or state level that assigned
service levels were not being fully met. The lives of young
mothers are full of unexpected demands that pull them out
of their scheduled activities; home visitors also experience
unanticipated interruptions of their routines. The missed
visits that ensue are often difficult or impossible to reschedule.
These realities may well need to be considered more realistically in setting, and revising, individual service levels for
families, and perhaps even standards for service provision
statewide.
It is also likely that these young families are, indeed,
receiving far more direct, individual service than is represented by this narrow definition — that is, the number of
home visits per month. Home visitors and their clients also
maintain contact through phone calls, email messages, and
written notes and printed materials sent through the mail.
If the home visitor-client relationship is as critical as we
suspect it is, then even though these contacts do not occur
at home, or in a designated alternative physical location,
they may act as critical supports for these mothers, and
might legitimately be considered part of the official HFM
service package. In fact, as long as the relationship is maintained, young mothers might well prefer program modalities
(e.g., drop-in centers) other than, or in addition to, home
visits, at particular points in their busy lives. Might HFM
achieve more intensive participant involvement, over a longer
period of time, if a broader range of program modalities
(e.g., drop-in centers), was available?
For at least one of the four distal goals, there appears to
be somewhat of a mismatch between what the young
mothers want for themselves and what the program wants
for them. For most of these mothers, pregnancy prevention
simply does not seem to be a priority — it does not appear
in the goals mothers generate for themselves, and over 90%
of the mothers reported that their home visitors’ opinions
on the topic of repeat pregnancy and birth did not affect
their decisions. It also seems that the extent to which home
visitors attempt to “push” this message with their clients varies across programs, and even within programs. We were not
able to track the relationship of concerted home visitor efforts on this topic to the goal of preventing repeat pregnan-

cies and births. But we suspect that the decision to have a
second child is held, by most of these young mothers, as a
personal or personal/familial/cultural issue — not something easily within the reach of a public program to affect.
On the other hand, when participants and the program
are aligned in their choice of goals, the results reflect that.
For example, participants expressed the greatest interest in
gaining knowledge about child development, and indeed,
there was a significant increase in that knowledge across the
period of the evaluation. The quality of the program was
implicated in this outcome. So here the mothers wanted
what the program had to provide, and those mothers who
did best were enrolled in good programs from which they
were more likely to use the amount of service that was considered necessary to yield progress.
The ecology of these mothers’ lives is complex, with many
people and values exerting powerful influences on them.
These influences include their families of origin, the smaller
family units they have created with the birth of this child,
the friends they had prior to giving birth and the friends that
remain afterwards, the communities in which they live, and
the institutions and organizations in which they are members.
Mothers’ histories in their families of origin are important
to consider. Mothers who reported higher levels of childhood maltreatment from their principal caregivers were poised
to begin a “negative cycle.” For example, these mothers
reported using a higher percentage of negative parenting
strategies. These mothers were also were more likely to be
depressed, and to have a second child within two years of
the first.
The extent to which the baby’s father is involved in parenting is also a factor here, and is also experienced in a complex
way. MHFE data collectors heard many descriptions of both
supportive relationships and of relationships that were not
supportive, and even dangerous. The complexity of these
women’s relationships with both their own mothers and the
fathers of their babies, in our view, calls for sensitivity in the
application of the HFM standard for involving extended
family members.
Then there is the community context to consider. As the
Ethnography suggests, in some cultural communities, having
a child as a teen is not unusual; many teens’ mothers were
themselves teen mothers, and the cultural expectation is that
the grandmothers will help with child care and childrearing.
Furthermore, in some communities, completing a new family
once one has been begun is valued, whereas completing
school, and certainly preventing subsequent pregnancies, are
sometimes simply not priorities for some young mothers. In
these cases, the cultural ethos may run counter to the program’s
goals, yet the program maintains a standard of cultural competence. Whose culture is to be valued, and how?
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Finally, community institutions also exert influence on
these young mothers. The quality of the schools and their
receptivity to the needs of teen mothers, the availability of
other community resources, including adequate child care
and housing (when necessary), all pertain as well. We imagine that when public institutions behave, energetically and
nonjudgmentally, as formal supports for young mothers,
there is a greater likelihood that progress on HFM goals will
result; poorer quality situations likely prevent the program
from having its maximum effect.
In noting these ecological contributions to parenting, we
are raising the obvious point that HFM, in serving youth
who are also parents, operates in a particularly complicated
context. Setting both process goals (e.g., cultural sensitivity,
or extended family involvement) and outcome goals (e.g.,
preventing repeat births) that reflect that context is, likewise,
a complicated but necessary matter.
HFM appears to have been successful in developing,
sustaining, and enhancing mothers’ social support. Early
on we posited that social support might be viewed as the
unifying construct for this program; virtually all that occurred during home visits fit into one of the categories of
social support — informational, emotional, or instrumental.
Our analyses, both quantitative and qualitative, have borne
this out. High quality, ample social support, of both formal
and informal types, is associated with many benefits for these
young women. For example, mothers who reported high social support also had more favorable parenting knowledge and
beliefs and lower parenting stress. Although social support
can be obtained in many ways, from many quarters, HFM
appears to have played a significant role here: Mothers who
received a higher number of HFM home visits were more
likely to have experienced enhanced social support networks.
The level of depression among these young women is
unacceptably high. Although the overall level of depression for mothers in the MHFE declined over the period of
the evaluation, and that decline was statistically significant,
we do not consider a 45% figure (mothers who were “clinically depressed”) at the end of the evaluation as a positive
sign. Approximately 27% of the mothers were considered to
be “chronically depressed,” meaning that they scored above
the clinical cut-off on the measure we used at either three or
all four of the data points in the evaluation.
Depression is related to a broad range of other factors
that compromise personal well-being — childhood history
of maltreatment, domestic violence, and so forth. It is also,
not surprisingly, implicated in a host of parenting difficulties.
Apart from the concern for the crippling personal toll it
takes, from a strategic perspective, dealing with depression
and the factors that correlate with it is critical if HFM is to
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make even better progress on its goals in the future. And
given how stretched community mental health resources in
most communities are, addressing this concern effectively
seems to us nigh impossible without substantial cooperation
and collaboration from other public agencies.
HFM program involvement appears to have yielded a
range of positive intermediate outcomes. Benefits in the
area of social support have already been noted. Various aspects of program implementation were related to increased
knowledge of child development, and positive coping, for
example. No doubt program developers included these
short-term objectives in their “theory of change,” since the
program operationalizes them quite directly. Perhaps making them more explicit would now be appropriate; they may
be markers of longer-term success in parenting.
HFM mothers were particularly successful at continuing their education. We appreciate that this goal is not
shared by all young mothers, at least at the present time.
Nonetheless, that over 83% of mothers in the MHFE were
in school or had graduated by the end of the evaluation is
certainly noteworthy. Numerous mothers in our sample
spoke about how powerful and effective support from
their home visitors was in helping them achieve this goal.
Moreover, the quality of the program differentiated between
mothers who were successful and those who were not;
mothers enrolled in programs with less turnover, more
“match” between home visitors and parents, quicker intake,
and a greater likelihood that they were receiving their full
complement of services, had higher completion rates.
The second part of this HFM goal, economic self-sufficiency, is more difficult to measure, and may be immediately less relevant anyway. Other evaluations use receipt of
public assistance as a core measure of economic attainment,
and we collected those data as well. Indeed, the rate of TANF
receipt among HFM compared favorably with those achieved
for other programs, although it did increase over the period
of the evaluation. We do not consider that increase a negative finding, in that a percentage of the mothers electing to
use TANF accepted the support so that they could return to
school. In fact, since it appears to be HFM’s belief (supported
by a considerable amount of research) that a high school
diploma is among the best hedges against extended periods
of economic dependency, then one might look, instead, to
providing greater public financial assistance, early on, to these
new mothers so that they can attend school. The premium
should probably be placed on school (or GED) completion
first, then financial self-sufficiency at some later point.
(And neither of these goals takes into account advice from
the ethnographic studies — that a third trajectory, one that
includes family building first, before either educational or
economic attainment, should be considered as well.)
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Finally, the children of these young mothers, as a
group, look to be doing quite well developmentally. Often
the concern in teen parenting programs is for the teens’
children, who the research literature identifies as “at risk” for
many negative consequences. By the end of our evaluation
these children were generally developing adequately, with
no serious red flags in any developmental domain. That positive finding is worth noting for a number of reasons, but
pri-marily the following: It allows us to underscore the fact
that, despite the challenges described above and the low expectations that many in the public hold for teen parents,
many of these young women have admirably met the challenges of parenting and young adulthood.
Issues for Future Research

Policymakers and program personnel likely consider the points
listed above, and those contained elsewhere in the report,
as prime fodder for action — at least that is our hope. As
researchers, of course, we see innumerable, exciting possible
directions for future research, some of which pertain specifically to HFM, and others to the home visiting field more
generally. A select few, in no particular order, are as follows:
• Patterns of engagement, including attempting to identify
critical periods when mothers are likely to drop out;
patterns of engagement by different cultural communities
and other subgroups of participants; full understanding
of the “adherence to service level” phenomenon.
• Documenting and understanding the nature of family
participation in HFM, particularly that of fathers
(husbands, boyfriends), grandparents, and those family
members who share residences with the mother and baby.
• The home visitor-client relationship, including the consequences of cultural “match;” reconsideration of the
boundaries of the professional role of home visitor; a
deeper look at the role that reciprocal interactions play
in establishing a positive relationship; the distribution
of types of social support during the home visit; the role
that secondary activities, including groups, play in understanding utilization patterns and attainment of shortterm and longer-term goals; the impact of home visitor
turnover on the relationship.
• “Cultural competence,” including its definition, its
relevance to practice, its relationship to outcomes
of interest.
• Supervision, as a component of quality programming
that has not yet been studied systematically in home
visiting.
• Refining the program quality measure, including other
variables derived, in part, with participant input.
• The cultural validity of measures, including standardized
instruments and, more broadly, approaches to data
collection.

• The extent to which other public policies and programs
(e.g., TANF, housing, child protection, child care) intersect
with, and/or reinforce the orientation and goals of HFM.
Program and Policy Recommendations

It is here that input from the full range of stakeholders,
including participants, is critical. We sketch out below only
a few of the issues we consider most salient:
• HFM should reconsider the concept of “service level,” and
reconceptualize optimal patterns of program utilization.
Additional service modalities (e.g., contact via internet,
or a drop-in center, etc.) should be considered.
• HFM should attempt to more closely align certain
program standards with program goals. For example,
if cultural norms differ regarding particular outcomes,
then cultural competence is problematic. All program
standards should be assessed in this way.
• HFM should consider decoupling the goal of educational
attainment from that of economic self-sufficiency. Receipt
of public assistance may well facilitate educational
attainment.
• HFM should focus resources (or coordinate resources
with other agencies) in the service of addressing maternal
depression, especially the chronic depression that was
evident by the end of the evaluation.
• A more efficient and accessible management information
system is critical to improving services and initiating new
research.
• HFM might reconsider the goal of preventing repeat
births, refocusing it on preventing repeat births for
which the proper supports are not likely to be available.
• The professional attributes that are considered critical
for home visitors should be examined in light of the
findings related to the range of seemingly positive
home visitor-client relationships.
• With the understanding that the home visitor-client
relationship may be key to participant retention, HFM
should work to develop strategies to keep home visiting
staff employed for longer periods of time.
We hope that these findings contribute, at least modestly,
to improving the operations of HFM and thus, the possibilities of achieving its goals.
Endnotes
1

This final chapter has profited from the thoughtful and comprehensive feedback on earlier drafts that was offered by many individuals
and organizations.
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Appendix B

Program Evaluation
Evaluation Activities for the Five-Tiered Approach*
Tier

Purposes of Evaluation

Types of Evaluation Activities

TIER 1:
Needs Assessment

• To document the size and nature
of a public problem
• To determine unmet need for services
in a community
• To propose program and policy options
to meet needs
• To set a data baseline from which later
progress can be measured
• To broaden the base of support for
a proposed program

• Review existing community, county,
and state data
• Determine additional data needed to
describe problem and potential service users
• Conduct “environmental scan” of available
resources
• Identify resource gaps and unmet needs
• Set goals and objectives for intervention
• Recommend one program model from range
of options

TIER 2:
Monitoring and
Accountability

•
•
•
•
•

• Determine needs and capacities for
data collection and management
• Develop clear and consistent procedures
for collecting essential data elements
• Gather and analyze data to describe program
along dimensions of clients, services, staff,
and costs

TIER 3:
Quality Review and
Program Clarification

• To develop a more detailed picture of
the program as it is being implemented
• To assess the quality and consistency
of the intervention
• To provide information to staff for program
improvement

• Review monitoring data
• Expand on program description using
information about participants’ views
• Compare program with standards and
expectations
• Examine participants’ perceptions
about effects of program
• Clarify program goals and design

TIER 4:
Achieving Outcomes

• To determine what changes, if any, have
occurred among beneficiaries
• To attribute changes to the program
• To provide information to staff for program
improvement

• Choose short term objectives to be examined
• Choose appropriate research design, given
constraints and capacities
• Determine measurable indicators
of success for outcome objectives
• Collect and analyze information about
effects on beneficiaries

TIER 5:
Establishing Impact

• To contribute to knowledge development
in the field
• To produce evidence of differential effectiveness
of treatments
• To identify models worthy of replication

• Decide on impact objectives based
on results of Tier 4 evaluation efforts
• Choose appropriately rigorous research
design and comparison groups
• Identify techniques and tools to measure
effects in treatment and comparison groups
• Analyze information to identify program
impacts

To monitor program performance
To meet demands for accountability
To build a constituency
To aid in program planning and decision making
To provide a groundwork for later evaluation
activities

* Jacobs, F.H. (2003). Child and family program evaluation: Learning to enjoy complexity. Applied Developmental Science, 7(2), 62-75.

Parenting Stress
Index/Short
Form (Abidin,
1995)

Designed to
measure stress
in the parentchild system;
can be administered in less
than 10 minutes

Assesses extent
to which parents
feel confident in
their knowledge
and performance
of day-to-day
tasks of
parenting

Parenting Selfconfidence Scale
(Myers-Walls,
1999)

Parenting
Stress

Purpose is to
help identify
adolescents at
risk for abusive
parenting attitudes and child
rearing. Divided
into four constructs associated
with abuse parents: inappropriate parental
expectations
of child; inability
of parent to be
empathetically
aware of the
child’s needs;
strong parental
belief in the
value of punishment; and role
reversal

AdultAdolescent
Parenting
Inventory (AAPI)
(Bavolek, 1984)

Parenting
Attitudes

Description of
Measure

Measure

Construct

Parental
Distress,
Parent-Child
Dysfunctional
Interaction, and
Difficult Child

Social-emotional
growth of child,
Cognitive-intellectual growth
of child, Physical
care, Health
care, Other
home & family
responsibilities

Inappropriate
parental expectations of child;
inability of
parent to be
empathetically
aware of the
child’s needs;
strong parental
belief in the
value of punishment; and role
reversal. Unclear
if separate
scores can be
derived for each.

Subscales

15 questions;
parents choose
from 5-point
likert scale
(1=very poorly;
5=very well)

32 statements;
parents select
of 5 point scale
(SA=strongly
agree, A=agree,
U=uncertain,
D=disagree,
SD=strongly
disagree).

Administration

Used twice
in evaluation
of Indiana
Healthy
Families

Use with
teen parent
and adult
parents.
Suggested
as screening
tool with
adolescents
and new
parents to
assess
attitudes and
to screen for
risk of abusive behavior
(Daro,
Abrahams,
& Casey,
1990)

Utilization

Internal
test- retest
reliability
established.

Average
alpha=.83
(good
internal
consistency)

Internal
consistency
good; fairly
good reliability

Reliability

Validity
indicator
derived
from the
full-length
PSI

Good face
validity

Content
validity
excellent
based
on expert
judgments,
construct
validity
based on
different
types of
analysis.

Validity

Yes. Normal
ranges for
Total Stress
and for the
three
subscales.

No.

Yes. Norm
tables are by
age (adult and
adolescent),
sex (male,
female and
combined),
race (Black,
White and
combined),
and status
(abused/
non-abused
and abusive/
non-abusive).

Standardized
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Measures the extent
to which a parent has
carried out specific acts
of psychological or
physical aggression
regardless of whether
the child was injured

Conflict Tactics
Scale -Adult
Recall version
(CTSPC; Straus,
Hamby, Finkelhor,
Moore & Runyan,
1998)

Family Risk

Measures quality of
childrearing experiences
with family of origin

Parental Bonding
Instrument
(Parker, Tupling,
& Brown, 1979)

Childhood
history of
parenting

Measures youth safety,
violence, alcohol and
drug use, sexual behavior
and body weight
Measures community
safety and resources
for children

Youth Risk
Behavior Survey
(Centers for
Disease Control,
1992)

Neighborhood
Conditions

KIDI was designed to
assess one’s knowledge
of parental practices,
developmental processes,
and infant behavior
norms.

Knowledge
of Infant Development (KIDI)
(MacPhee, 1981)

Parent
Knowledge

Description
of Measure

Measure

Construct

Appendix C (continued)

None

None

3 subscales:
Nonviolent
discipline; Ordinary Psychological
aggression; Severe
Psychological
Aggression;
Ordinary Physical
Punishment;
Severe Physical
Punishment

2 scales: Parental
care and Parental
overprotection

Subscales
include norms
and milestones,
principles,
parenting,
health and
safety.

Subscales

Includes 21 true/
false questions

Includes 29
multiple-choice
questions

22 questions on
8-point scale: 0=
never happened;
6= more than 20
times that year;
7= not in that
year but did
happen

50 questions on
likert scale

Administered in
two sections due
to length; Includes
47 questions
selected from 100
items on original
inventory.

Administration

National schoolbased survey
used grades
9-12 in 39 states
and Puerto Rico

Used in research
on predictors of
parenting ability

Use in research
on what determines parent
behavior and to
evaluate parent
education programs.

Utilization

Internal
consistency=
.55 -.70

Test-retest=
.63 (overprot.)
& .76 (care)
Split-half=
.879 (care) &
.74 (overprot)

Reliability
established
for the
100- item
inventory.

Reliability

Some
research
indicates
good construct and
discriminant
validity.

Good
concurrent
validity

Validity
established
for the 100item inventory.

Validity

No.

Yes; normed
with 410
normal adults
(mean age-36,
range =12-74).

The 100-item
inventory
has been
standardized.

Standardized
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Measures peer support and
peer involvement with risky
and positive behaviors such
as dropping out of school,
stealing, violence, working,
volunteering, and involvement with religion.
Provides a basis for
identifying needs, sources
of support and resources
for meeting needs

“My Friends”
(adaptation of
Deviant Peers)

Personal
Network Matrix
(Trivette &
Dunst, 1988)

Social
Support

Measures skill: what
person knows; how
well person is organized;
how regular or predictable
clients life is; and, consistency and completeness
of social network

Community
Life Skills Scale
(Barnard, 1991)

Community
Resource Use

Description of Measure

Measure

Construct

Appendix C (continued)

None

None

6 subscales:
transportation;
budgeting; support
services; supportinvolvement;
interest-hobbies;
regularityorganization-routines

Subscales

Three part
measure: Part I —
persons with
whom one has
contact; Part II —
persons who help
provide for listed
needs; Part III —
dependability of
network members.

12 questions on a
4-point scale from
“none” to “all”

Includes 33
questions scored
yes/no

Administration

Developed
as an
assessment
tool for
intervention
purposes

Part of
NCAST
measures

Utilization

Not
established

No

Internal
consistency=
.63-.69

Reliability

Not
established

No

Validity

No

No

Standardized
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Developed to be
appropriate for use
in epidemiological
studies of symptoms
of depression in the
general population

Measures cognitions of
hopelessness, a construct
pertinent to depression
and suicidal ideation.
Hopelessness is defined
as negative expectations
about oneself and
the future.

Center for
Epidemiological
Studies Depression
Scale (“Feelings
Questionnaire”)
(Radloff, 1977)

Hopelessness
Scale (“My Future”)
(Kazdin, French,
Unis, EsveldtDawson, &
Sherick, 1983)

Personal
Functioning/
Identity

Description
of Measure

Measure

Construct

Appendix C (continued)

None

None

Subscales

20 true/ false
questions

20 questions:
Respondents
asked “how often
they felt this way
during the past
week” and asked
to choose from
a 4-point scale
ranging from
“1” rarely or none
of the time to
“4” most or all
of the time.

Administration

Used for
children
7 years and
older, with
a secondgrade
reading
level

Used in both
clinical and
psychiatric
settings

Utilization

Internal
consistency
established

Good internal
consistency;
fair test-retest
stability

Reliability

Concurrent
validity
demonstrated
between
Hopelessness
Scale and three
measures of
depression;
inversely
correlated with
self-esteem

Excellent
concurrent
validity

Validity

Norms
established
on a sample
of 66 children

Norms
established
with 3574 white
respondents of
both sexes from
the general
population and
a sample of
105 psychiatric
patients

Standardized
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Adolescent
Coping Orientation for Problem
Experiences.
Measures strategies used for
coping when
feeling tense or
facing difficulties

Measures
how routinely
respondent plans
activities each
week
Measures how
respondents
define the roles
they play and
how happy they
are with these
roles

Measures
participants
outlook on
future

A-COPE (“Coping
Questionnaire”)
(Patterson &
McCubbin, 1991)

Organizing/
Planning

The Pie (“My
Self”; Cowan,
Cowan, Coie,
& Coie, 1978)

Optimism Scale

Personal
Functioning/
Identity

Description
of Measure

Measure

Construct

Appendix C (continued)

None

None

None

Items can be grouped
into the following
patterns: developing and
maintaining a sense of
competence and selfesteem; investing in
family relationships
and fitting into family
lifestyle; investing in
extra-familial relationships and seeking social
support; developing
positive perceptions
about life situations;
relieving tension through
substance abuse and/or
expression of anger; and
avoiding confrontation
and withdrawing.

Subscales

12 questions on
a 5-point scale
from “1-strongly
disagree” to “5strongly agree”

Four questions,
including
dividing a circle
into pie pieces
of different sizes
and naming
them as the
roles they play

21 questions on
a 3-point scale
from “1 – always
true” to “3 –
never true”

54 questions
on a 5-point
scale from
“1–Never”
to “5–Most
of the time”

Administration

Modification of the
instrument
used by
Cowan &
Cowan in
the transition to
parenthood
studies

Used with
adolescents

Utilization

Not
established

Fair to
good internal
consistency.
Stability data
not available for
A-COPE, but is
available for the
Young AdultCOPE which
is only slightly
modified from
the A-COPE,
and has good
test-retest
stability.

Reliability

Not
established.

Fair predictive
validity, with
several
correlations
in predicted
directions
for the use
of illicit
substances

Validity

No

Actual norms
are not available, but total
mean scores
for adolescents
living in residential treatment for social
adjustment
problems are
available. No
differences in
A-COPE scores
based on race

Standardized
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Measures the client’s
perceptions of the home
visitor-client relationship;
adapted from the NurseClient Relationship
Inventory
Measures how family
centered a program
or organization is

Conflict Tactics
Scale-Revised
(Straus, Hamby,
Boney-McCoy,
& Sugarman,
1996)

Home
Visitor-Client
Relationship
Inventory
(Barnard,
1998)

Family-Centered
Behavior Scale
(Allen, Petr &
Brown, 1995)

Current
Domestic
Violence

Perceptions
of Services

Measures the extent
to which partners in a
dating, cohabiting, or
marital relationship engage in physical attacks
on each other and their
use of reasoning or
negotiation to deal
with conflicts

Measures life stresses
such as loss of family,
friends or job, divorce,
moving, unplanned
pregnancy, natural
disaster, or experiences
of racial or ethnic
prejudice

Multicultural
Events Scale
for Adolescents
(“Life Events”)
(Gonzales,
Gunnoe, Jackson
& Samaniego,
in press)

Life Stress

Description
of Measure

Measure

Construct

Appendix C (continued)

None

None

5 subscales:
negotiation;
psychological
aggression;
physical assault;
sexual coercion;
injury scale

Violence/
victimization,
negative peer
hassles

Subscales

26 questions
on a 5-point scale
from “1–never” to
“5–always” with a
“0–I don’t know”

27 questions
on a 5-point scale
from “1–agree
strongly” to “5–
disagree strongly”

78 questions on
a 7- point scale:
1=once in past
year; 7= not in
past year but has
happened. Additional choice of
0=never happened

Respondent reads
list of 40 events
and checks those
that happened to
them in the last
three months.

Administration

Used to help
document how
family-centered
a program or
organization is

Used to inform
and interpret
intervention
outcomes of a
home visiting
program

Used in many
studies since
development in
1972; over 400
papers published
on its use; used
with diverse
ethnic and
cultural groups

Used mostly
with young
adolescents of
varying ethnic
and economic
background

Utilization

Test-retest
reliability
established

Not
established

Internal
consistency=
.79 -.95

Test-retest .76

Reliability

Validity
established

Not
established

Construct
validity is
good. Findings
indicate good
discriminant
validity.

Effects of
risk different
for AfricanAmerican,
Hispanic, and
EuropeanAmerican
youth

Validity

No

Not normed;
preliminary
psychometric
analyses
conducted
with 317
college
students.

No

Standardized
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Appendices

Appendix D

Glossary of Acronyms
Acronym

Meaning

AAPI

Adult-Adolescent Parenting Inventory

A-COPE

Adolescent Coping Orientation for Problem Experiences

ANOVA

Analysis of Variance

ASQ

Ages and Stages Questionnaire

CCDP

Comprehensive Child Development Program

CES-D

Center for Epidemiological Studies Depression Scale

CLS

Community Life Skills Scale

CTS

Conflict Tactics Scale

DSS

Massachusetts Department of Social Services

DTA

Massachusetts Department of Transitional Assistance

EA

Emotional Availability Scales

EHS

Early Head Start

EI

Early Intervention

FAF

Family Assessment Form

FCBS

Family-Centered Behavior Scale

FTA

Five-Tiered Approach (to Evaluation)

GED

General Equivalency Diploma

HF

Healthy Families

HFA

Healthy Families America

HFM

Healthy Families Massachusetts

HIPPY

Home Instruction Program for Preschool Youngsters

HLM

Hierarchical Linear Modeling

HOME

Home Observation for Measurement of the Environment

HVCI

Home Visitor-Client Relationship Inventory

HVDS

Home Visitor Demographic Survey

HVOS

Home Visitor Observation Scale

HVSI

Home Visitor Staffing Inventory

IFSP

Individualized Family Service Plan

KIDI

Knowledge of Infant Development Inventory

MCTF

Massachusetts Children’s Trust Fund

MDPH

Massachusetts Department of Public Health
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Acronym

Meaning

MELD

Minnesota Early Learning Design

MESA

Multicultural Events Scale for Adolescents

MHFE

Massachusetts Healthy Families Evaluation

PBI

Parental Bonding Instrument

PCP

Primary Care Physician

PDS

Participant Data System

PSCS

Parenting Self-Confidence Scale

PSI

Parenting Stress Index

RFR

Request for Responses

RI

Client Research Interview

TAB

Technical Advisory Board

TANF

Temporary Assistance for Needy Families

VNA

Visiting Nurse Association

WIC

The Special Supplemental Nutrition Program for Women, Infants, and Children

YRBS

Youth Risk Behavior Survey
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