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HHS’s Maternal, Infant, and Early Childhood Home Visiting Program: 

Which Program Models Identified by HHS As “Evidence-Based” Are Most Likely To 
Produce Important Improvements in the Lives of Children and Parents? 

 
The nonprofit, nonpartisan Coalition for Evidence-Based Policy strongly supports the 
new HHS Home Visiting program, which incorporates key evidence-based approaches that we 
have promoted through our work with Congressional and Executive Branch policy officials.  The 
program – whose total funding over FY 2010-2014 is $1.5 billion – awards grants to states to 
implement early childhood home visiting programs, and is required by law to reserve at least 75 
percent of its funding for “evidence-based” program models. 
 
However, evidence suggests that the program’s overall effectiveness will depend 
critically on which program models are implemented by the states.  HHS has identified 
eight models as currently meeting the standard for “evidence-based” in the program’s authorizing 
statute, based on an HHS-sponsored evidence review carried out by Mathematica Policy Research.  
However, the statutory standard focuses on whether rigorous evaluations have found that the model 
produces statistically-significant effects, but not on whether these effects have policy or practical 
importance.  As discussed below, we believe the evidence shows wide variation among the eight 
models in the importance of their effects, and that the program’s overall impact in improving 
people’s lives therefore depends critically on which models are implemented by the states. 
 
We have therefore rated the eight models on the following criterion:  How much 
confidence does the evidence provide that, if a state were to replicate the model 
faithfully in a similar population, it would produce important improvements in the lives of 
at-risk children and parents?  Our ratings build on Mathematica’s findings about (i) which 
studies are of “high” quality (i.e., most likely to provide unbiased estimates of the model’s effects); 
and (ii) whether those studies show statistically-significant effects (i.e., meet the statutory standard).  
We add the further condition of whether those effects are important (e.g., sizable decrease in 
children’s hospitalizations, or sustained increase in school success).  
 
Our ratings – and reasoning behind them -- are summarized briefly in the attachment  
(8½ pages plus references).  The following table provides a guide: 

           Level of confidence that 
     the model will produce  

 Model                                                                                                                                                                                                                                                     important life improvement 

Nurse-Family Partnership  STRONG  
Early Intervention Program MEDIUM 
Family Check-Up MEDIUM  
Early Head Start – Home Visiting  LOW 
Healthy Families America LOW  
Healthy Steps LOW 
Parents as Teachers LOW 
Home Instruction Program for Preschool Youngsters Insufficient evidence 

 
We note that the Coalition is a neutral, objective party in assessing the evidence.  We are 
a foundation-supported nonprofit organization with broad experience reviewing evidence for 
Congress and the federal agencies.  We have no affiliation with any program models in home 
visitation or any other policy area.

http://www.coalition4evidence.org/
http://www.coalition4evidence.org/


1. Early Head Start – Home Visiting (EHS):  
 

A. Level of Confidence: LOW.  A large randomized evaluation found the program has few 
if any effects on key outcomes, but study weaknesses limit reliability of this result. 

 
B. Program description.  EHS is a program for low-income pregnant women and families with 

children from birth through age 3 years. EHS includes a variety of program approaches that vary by 
site, including a home-based program, a center-based program, and a combination of home- and 
center-based programs. The EHS home-based program is the model that HHS has identified as 
eligible for participation in the federal Maternal, Infant and Early Childhood Home Visiting Program, 
and is therefore the focus of both Mathematica’s and our evidence review. EHS home-based services 
include (i) weekly 90-minute home visits by program staff experienced in child development and 
health, adult learning, and related areas; and (ii) two group socialization activities per month for 
parents and their children.  

 
C. Summary of the evidence, based on findings from one large randomized controlled 

trial of moderate study quality.1  The EHS home-based program was evaluated in one large 
randomized controlled trial, with a sample of 1385 families at seven sites nationwide.2  The study 
received Mathematica’s “moderate” (as opposed to “high”) rating for study quality, and meets our 
criteria for a well-conducted trial3 with the limitations noted below.  We summarize the findings here, 
in the absence of any EHS studies with the “high” rating.    

 
 Key findings: At the age-3 follow-up – approximately 21 months after program entry – the study 

found few or no effects on (i) child outcomes (e.g., cognitive/language development, 
social/emotional development, health);4 (ii) parenting outcomes (e.g., emotional support, 
stimulation of language and learning, negative parenting behaviors);5 (iii) parent mental and 
physical health;6 or (iv) family employment, welfare receipt, and rapid subsequent births.7  
However, the study found that the program did produce statistically-significant increases of about 
15-20% in various measures of parental participation in education and job training.  

 
At the age-10 (5th grade) follow-up, the study found few or no effects on any outcome area, 
including (i) child social-emotional outcomes; (ii) child academic outcomes; (iii) parenting and 
child home environment, (iv) family well-being and mental health, or (v) parent self-sufficiency.8  

 
 Study limitations:  At the age-3 follow-up, the study had moderate-to-high sample attrition – 

outcome data were obtained for only 54-69% of the original sample, depending on the outcome 
measure.   At the age-10 follow-up, the study had high sample attrition – for most outcomes, data 
were obtained for only 54% of the original sample.  Such attrition could have undermined the 
equivalence of the program and control groups, and therefore reduces confidence in the findings.9  

  
2. Early Intervention Program (EIP): 

 
A. Level of Confidence: MEDIUM.  A rigorous evaluation found sizable reductions in infant 

hospitalizations, but replication of this finding would be desirable to confirm its validity.     
  

B. Program description.  EIP is a home visitation program for healthy teenagers pregnant with their 
first child.  Key program elements include (i) four motherhood classes provided to the expectant 
mothers during their third trimester, and (ii) two home visits by an experienced nurse during the 
second or third trimester, and up to 15 additional home visits during the child’s first year of life. 
Home visits cover topics such as maternal and infant health, family planning, life skills, and social 
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support.  The visiting nurses also refer mothers to other services as needed (e.g., mental health 
counseling, child care). 

 
C. Summary of the evidence, based on findings from one well-conducted randomized 

controlled trial.10 The program was evaluated in one trial with a sample of 144 pregnant teenagers, 
most of whom were Hispanic, low-income, and unmarried.  The trial, summarized as follows, 
received Mathematica’s “high” rating for study quality11 and meets our criteria for a well-conducted 
trial.3  

 
 Key findings:  At the six-week postpartum follow-up, the study found two statistically-

significant effects: (i) infants in the EIP  group were hospitalized an average of 27% fewer days 
than infants in the control group, and (ii) EIP-group mothers were more likely to be attending 
high school or junior college, or to have graduated from high school (the effect size is not 
reported).  The study found no statistically-significant effects on outcomes in four other areas 
(prenatal health, birth outcomes, maternal substance use, and parenting behaviors); however, in 
these areas  there was often a pattern of non-significant effects favoring the EIP group (e.g., on 
incidence of premature birth).12  

 
At the age-2 follow-up, the study found similar effects, including a statistically-significant 58% 
reduction in average number of non-birth-related hospitalizations per infant.  However, we 
believe these findings are less reliable than those at the earlier follow-up, for reasons discussed 
immediately below.  
 
Study limitations: (1) At the longer-term (age-2) follow-up, the study had moderate-to-high 
sample attrition, which differed between the two study groups – outcome data were obtained for 
75% of the EIP group versus 65% of the control group.  Such attrition may have undermined the 
equivalence of the two groups, and therefore reduces confidence in the findings at age 2.  (2) The 
study had a relatively small sample and was conducted in a single site (one county in California). 
Replication of these findings in a second trial, conducted in another setting, would be desirable to 
rule out the possibility that the findings occurred by chance, and confirm that the program is 
effective in other settings where it would normally be implemented.      

 
3. Family Check-Up (FCU):  
 

A. Level of Confidence: MEDIUM.  Rigorous studies have found promising – but not yet 
strong – evidence of effects on child behavior. 

 
B. Program description.  Family Check-Up (FCU) is a three- to nine-session home visitation 

program for families with young children at risk for behavior problems, which provides parenting and 
family problem-solving advice and helps families identify needed services.  The program is delivered 
by a trained, master’s- or Ph.D.-level parent consultant with experience in family interventions.  

 
C. Summary of the evidence, based on findings from two well-conducted randomized 

controlled trials.  The program was evaluated in two trials, summarized as follows, that received 
Mathematica’s “high” rating for study quality, and meet our criteria for a well-conducted trial.3       

 
Study 1 – Pennsylvania, Oregon, and Virginia.13  This was a multi-site trial with a sample of 731 
low-income mothers of toddlers (average age 2) identified as being at-risk of future behavior 
problems.   
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 Key findings:  At follow-up two years after random assignment, children in the FCU group were 
14-19% less likely than children in the control group to have behavior problems severe enough to 
require clinical care, based on their mothers’ reports.  Also, at the one-year follow-up, the 
program was found to produce an 11% reduction in the likelihood that mothers suffered from 
clinical depression.14  See the endnote for more detail on the effects.15 

 
 Study limitations:  (1) The study does not report whether the effects at the two-year follow-up 

point, described above, were statistically significant.  It does report that the change in behavior 
over the two years (i.e., “slope”) differed significantly between the FCU and control groups.  
Preferably, the study would have reported both, to rule out the possibility that the effects found at 
two years were due to chance.  (2) The study relied exclusively on mothers’ reports to measure 
children’s behavioral outcomes – reports which can sometimes be affected by maternal 
depression and other factors. In future studies, corroboration of the effects by other raters (e.g., 
teachers) would be desirable to strengthen confidence in the findings.   

 
Study 2 – Pittsburgh, Pennsylvania.16  This trial had a sample of 120 low-income mothers of boy 
toddlers (average age 2) identified as being at-risk of future behavior problems. 

   
 Key findings:  At the age-4 follow-up, FCU mothers were rated by outside observers as being 

significantly more involved with their sons – in talking, structuring child’s play, and so on – than 
control group mothers during a home assessment.17  However, the study found that FCU had no 
statistically-significant effects on mothers’ ratings of their child’s aggression and destructive 
behavior.  (The non-significant pattern of effects suggests that FCU may have had small positive 
effects on child behavior, but these effects could also be due to chance.) 

 
 Study limitations:  Because of its small sample, this study may not have been able to detect a 

modest improvement in child behavior if such improvement had occurred.  (By contrast, study 1 
had a larger sample capable of detecting more modest effects.)      

 
4. Healthy Families America (HFA): 
 

A.  Level of Confidence: LOW.  Rigorous studies have found varying effects across local 
HFA programs – some show no effects, others show small positive effects.  

  
B. Program description.  Healthy Families America is a flexible program model whose elements vary 

somewhat across state or local HFA programs.  The program offers weekly home visits, conducted by 
trained paraprofessionals, to families at-risk of child maltreatment, beginning prenatally or within the 
first three months after a child’s birth and continuing through the first three to five years of life.  The 
program seeks to help families manage life’s challenges and, in addition to home visits, may include 
parent support groups, job training, and other services.  

 
C. Summary of the evidence, based on findings from five well-conducted randomized 

controlled trials.  HFA programs at the state or local level have been evaluated in five trials, 
summarized as follows, that received a “high” rating for study quality from Mathematica and meet 
our criteria for a well-conducted trial.3 
 
Study 1 – Hawaii Healthy Start: Few if any effects found on child or parent outcomes. 18  This 
was a multi-site randomized controlled trial, with a sample of 685 families with a newborn child. 
 
 Key findings:  Over the three years after program entry, the study found few or no effects on (i) 

mother-reported parenting practices or substantiated Child Protective Services reports of 
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maltreatment (see endnote for details19); (ii) parental risk factors for child maltreatment (maternal 
mental health, substance use, partner violence20); or (iii) the rate of mothers’ Rapid Repeat Births.  
The study did find a statistically-significant effects on three (out of 20) measures of intimate 
partner violence, which would be important if valid, but could well be a chance finding as 
discussed immediately below. 

 
 Study limitations:  The effects on intimate partner violence may have appeared by chance given 

the numerous effects measured in this trial – more than 50 across the various reports, the large 
majority of which were not statistically significant.21  In addition, there was a statistically-
significant pre-program difference between the program and control group in a key measure of 
intimate partner violence, favoring the program group, which may help explain the observed 
effect on intimate partner violence at follow-up.22     

 
Study 2 – Healthy Families Alaska:  Evidence suggests possible, but limited, effects on child 
outcomes.23  This was a multi-site randomized controlled trial, with a sample of 364 women who 
were pregnant or had recently given birth.   

 
 Key findings:  At the age-2 follow-up, the study found few or no effects on (i) child 

maltreatment (e.g., hospitalizations, official reports of abuse or neglect,); (ii) parental risks for 
child maltreatment (e.g., substance use, partner violence); or (iii) parental attitudes and 
disciplinary strategies.  However, at age 2 the study did find statistically-significant positive 
effects on some measures of child development and behavior (e.g., 58% of program group 
children scored in the normal range of child mental development, versus 48% of the control group 
children; 82% of the program group scored in the normal range in externalizing behavior – such 
as aggression and rule-breaking – versus 77% of the control group). 

 
 Study limitations:  Although suggestive, the positive findings might have appeared by chance 

given the large number of effects measured in this study (of the 105 effects the study measured in 
total at age 2, 12 were statistically significant21).  Thus, replication of these findings in a second 
trial would be desirable to confirm that they are valid.  

 
Study 3 – Healthy Families Georgia:  No effects found on child maltreatment, as measured by 
confirmed Child Protective Services (CPS) cases.24  This randomized controlled trial had a 
sample of 249 families with newborn children.  Although the study reported findings for a num
outcomes, Mathematica’s review and ours identified only one such finding as scientifically valid – the 
program’s effect on cases of child maltreatment confirmed by CPS. 

ber of 

25  
 
 Key findings:  During the 12 months after random assignment, the program had no statistically-

significant or non-significant effects on CPS-confirmed cases of child maltreatment. 
 

 Study limitation:  CPS cases, as a measure of child maltreatment, may not be fully reliable for 
reasons discussed in the endnote.26     

 
Study 4 – Healthy Families New York:  Evidence suggests possible, but limited, effects on 
child and parent outcomes.27  This was a multi-site randomized controlled trial, with a sample of 
1,254 women who were pregnant or had recently given birth.28 

 
 Key findings on parenting practices and child maltreatment:  At various follow-up points 

during the seven years after random assignment, the study found a few statistically-significant 
positive effects on parenting practices, as follows: (i) at year 3, independent observers found 
positive effects on mothers’ use of positive parenting strategies (e.g., listening, praising), but no 
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reduction in negative parenting behaviors (e.g., use of threats, blaming, fighting); and (ii) at year 
7, the home-visited children were 8% less likely to report that their parents used minor physical 
aggression than control-group children; however, on five other child-reported parenting practices, 
the study found no significant effects or pattern of outcomes favoring the program group.   

 
The study found larger effects on mothers’ reports on their own parenting behaviors (including 
maltreatment) over the seven years and, by contrast, few or no effects on official CPS reports of 
child abuse and neglect.  However, these two measures may not be as reliable as those 
summarized above, for reasons discussed in the endnotes.29, 26  

 
 Key findings on children’s behavior, academic success, and mental health outcomes:  At 

the age-7 follow-up, the study found few or no effects on either mother- or child-reported 
outcomes in these areas.30  

 
 Key findings on birth outcomes:  For the subgroup of women enrolled in the study by 30 weeks 

gestation,31 the study found a statistically-significant reduction in the incidence of low birth 
weight newborns (from 10% to 5%), but no significant effect on the rate of pre-term births or 
children being born small for gestational age. 

 
 Study limitations:  Although the reduction in incidence of low birth weight newborns is of 

potential policy importance, replication of this finding in a second trial would be desirable to rule 
out the possibility that it was a chance finding resulting from the study’s examination of many 
outcomes and subgroups.21     

   
Study 5 – Healthy Families San Diego:  Few if any effects found on child or parent outcomes.32  
This randomized controlled trial had a sample of 515 women who had recently given birth. 
 
 Key findings:  At the age-3 follow-up, the study found few or no effects on (i) maternal life 

course (e.g., high school degree); (ii) home environment (e.g., substance use); (iii) maternal 
mental health; (iv) partner violence; (v) parenting behaviors; (vi) child immunization rates, 
medical checkups, and health insurance coverage; (vii) family welfare receipt; (viii) child 
behavior; (ix) child cognitive outcomes; and (x) family use of community services (e.g., job 
training).33  The study did find a few positive, statistically-significant effects in mothers’ reports 
on their own parenting behaviors (including maltreatment), but such self-reports may not be a 
fully reliable outcome measure for reasons discussed in the endnote.29      

 
 Study limitations:  None other than those noted just above. 

 
5. Healthy Steps (HS):  
 

A. Level of Confidence: LOW.  A large rigorous evaluation found small short-term effects, 
but no long-term effects, on parenting practices and child behavior/safety. 

 
B. Program description.  Healthy Steps is a home visitation program for families with a newborn 

child, designed to strengthen parents’ knowledge, attitudes, and behaviors in ways that promote child 
health and development. The program is administered by a team of trained specialists (e.g., early 
childhood educators, nurses, social workers) partnered with medical practitioners at pediatric or 
family medicine practices.  The specialists provide two to five home visits between childbirth and age 
30 months, and also work with the families in enhanced well-child office visits, parent group 
meetings, and other venues.  Program participation is not limited to high-risk families.    
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C. Summary of the evidence, based on findings from a large, well-conducted 
randomized controlled trial.34  The program was evaluated in one randomized controlled trial, 
with a sample of 2,235 families at six sites across the country, that received a “high” rating for study 
quality from Mathematica,35 and meets our criteria for a well-conducted trial.3   

 
 Key findings:  In the short-term follow-up (2-4 months after random assignment), the study 

found statistically-significant, but small, positive effects on four parenting practices – namely 2 to 
4 percentage point differences between HS and control-group families in (i) the percent putting 
their infants in the wrong sleep position; (ii) the percent incorrectly giving their infant water to 
drink; (iii) the percent bringing their infant to a well-child doctor visit at age 1-month; and (iv) 
the percent of infants receiving appropriate vaccinations at 2 months. 

 
In the long-term follow-up (child age 5.5 years), the study found no meaningful effects – 
statistically significant or non-significant – on the 13 child and parenting outcomes that were 
measured (e.g., child behavior, development, and social skills; parenting practices such as making 
their child wear a bike helmet; and child hospitalizations in the past year). 
 

 Study limitations:  (1) In the long-term follow-up, the study had high sample attrition – outcome 
data were obtained for only 60% of HS families and 57% of control-group families.  Such 
attrition could have undermined the equivalence of the two groups, and therefore reduces 
confidence in the findings at age 5.5.36  (2) In both follow-ups, most of the parenting practices 
were measured through parent self-reports, which may not be fully reliable for reasons discussed 
in the endnote.29 Immunizations and well-child visits, however, were measured through children’s 
medical records.       
 

6. Home Instruction Program for Preschool Youngsters (HIPPY):     
 

A. Level of Confidence: N/A.  There is currently insufficient evidence to reliably assess 
HIPPY’s effectiveness.    
 

B. Program description.  HIPPY is an early education program, designed to provide parents who 
have limited education with assistance in preparing their young children (ages 3-5) for elementary 
school.  The program offers weekly activities for 30 weeks of the year, alternating between home 
visits by a trained paraprofessional and group meetings (two one-on-one home visits per month and 
two group meetings per month).  Program duration varies from two to three years across different 
HIPPY sites.   

 
C. Summary of the evidence, based on findings from one randomized controlled trial.37  

The program was evaluated in one small trial, with a sample of 52 low-income, Hispanic families, 
that received Mathematica’s “high” rating for study quality, and meets our criteria for a well-
conducted trial with the exceptions noted below.3   

 
 Key findings:  15 weeks after random assignment (i.e., mid-way through the program’s first 

year), the study found a statistically-significant positive effect on one of three standardized 
measures of child vocabulary and school readiness, but no significant or non-significant effects 
on the other two measures.38  The study also found a statistically-significant positive effect on 
parent-reported involvement in improving their child’s language skills.39  
 

 Study limitations:  (1) Because of the study’s small sample (52 families) and short follow-up 
period (15 weeks), we believe it provides insufficient evidence to assess whether the program 
produces any meaningful gains in children’s educational outcomes.  (2) Parental involvement in 
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teaching language skills at home was measured through parent self-reports, which may not be 
fully reliable for reasons discussed in the endnote.29  
 

 Other studies:  Given the limited evidence from the study above, we also examined the two 
studies that received Mathematica’s “moderate” (as opposed to “high”) rating for study quality.  
For reasons discussed in the endnote, we believe these studies do not provide reliable evidence.40   
 

7. Nurse-Family Partnership (NFP): 
 

A.   Level of Confidence: STRONG.  An expert review panel convened by the Coalition for 
Evidence-Based Policy41 has found that NFP meets the Congressional “Top Tier” 
evidence standard:  Interventions shown in well-designed and implemented 
randomized controlled trials, preferably conducted in typical community settings, to 
produce sizable, sustained benefits to participants and/or society. (The standard is based 
on legislative provisions from Public Laws 110-161 and 111-8.)  
 

B. Program description.  NFP provides nurse home visits to pregnant women with no previous live 
births, most of whom are (i) low-income, (ii) unmarried, and (iii) teenagers.  The nurses visit the 
women approximately once per month during their pregnancy and the first two years of their 
children’s lives.  The nurses teach (i) positive health related behaviors, (ii) competent care of 
children, and (iii) maternal personal development (family planning, educational achievement, and 
participation in the workforce).    

 
C. Summary of the evidence, based on findings from three well-conducted randomized 

controlled trials.42  The Top Tier panel’s report, briefly describing  the findings from each study as 
well as any limitations, is posted at http://toptierevidence.org/wordpress/?page_id=168.  What 
follows is the “highlights” section of the panel’s report, as well as another short excerpt that  
summarizes the panel’s views.   
 
“HIGHLIGHTS: 
 

 Intervention:  A nurse home visitation program for first-time mothers – mostly low-income 
and unmarried – during their pregnancy and children’s infancy.   

 Evaluation Methods:  Three well-conducted randomized controlled trials, each carried out in 
a different population and setting.   

 Key Findings:  Pattern of sizable, sustained effects on important child and maternal outcomes 
in all three trials.  The specific types of effects differed across the three trials, possibly due to 
differences in the populations treated.  Effects found in two or more trials include (i) 
reductions in child abuse/neglect and injuries (20-50%); (ii) reduction in mothers’ subsequent 
births (10-20%) during their late teens and early twenties; (iii) improvement in 
cognitive/educational outcomes for children of mothers with low mental 
health/confidence/intelligence (e.g., 6 percentile point increase in grade 1-6 reading/math 
achievement).” 

 

* * * 
 
“Importantly, the three trials – each carried out in a different population and setting – all found the 
program to produce sizable, sustained effects on important mother and child outcomes.  This provides 
confidence that this program would be effective if faithfully replicated in other, similar populations 
and settings.  However, the specific types of effects often differed across the three studies.  For 
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example, two of the trials found a reduction in mothers’ receipt of welfare, whereas the third trial did 
not.  These differences may be caused by (i) differences in the study populations across the three trials 
(e.g., different rates of pre-program welfare participation); (ii) differences in the time periods when 
the trials were conducted (e.g., whether before or after the major 1996 welfare reforms); or (iii) other, 
unknown factors.  Thus, although the study results provide confidence of overall effectiveness, they 
offer less confidence that a faithful replication of this program will reproduce the specific effects 
found in any one trial.   
 
“The specific effects that were replicated, with no countervailing findings, in two or more of the trials 
– and thus are the most likely to be reproducible in a program replication – are:  (i) reduction in 
measures of child abuse and neglect (including injuries and accidents), (ii) reduction in mothers’ 
subsequent births during their late teens and early twenties, (iii) reduction in prenatal smoking among 
mothers who smoked at the start of the study, and (iv) improvement in cognitive and/or academic 
outcomes for children born to mothers with low psychological resources (i.e., intelligence, mental 
health, self-confidence).” 

 
Study limitations:   See above, regarding varying effects across the three trials (the full panel summary 
provides further detail). 

 
8. Parents as Teachers (PAT):   

 
A. Level of Confidence: LOW.  Rigorous studies have found few if any effects on child or 

parent outcomes.   
  

B. Program description.  PAT provides home visits by trained parent educators (with a bachelor’s or 
master’s degree) to mostly low-income women starting during their pregnancy or child’s infancy.   
Local sites decide on the intensity of home visits, ranging from weekly to monthly, and the duration 
of program participation, which may extend until kindergarten entry.  The home visits are designed to 
improve parenting knowledge and practice, detect developmental delays, prevent child maltreatment, 
and increase children’s school readiness.  In addition to home visits, the program provides health and 
developmental screenings, group meetings, and a resource network.  
 

C. Summary of the evidence, based on findings from two well-conducted randomized 
controlled trials.  The program was evaluated in two trials, summarized as follows, that received 
Mathematica’s “high” rating for study quality, and meet our criteria for a well-conducted trial.3      

 
Study 1 – Wagner, et. al. (1999).43 This trial had a sample of 497 families – primarily Hispanic and 
low-income – with an infant age 0-6 months.   

 
 Key findings:   At the age-3 follow-up, the study found few or no effects on a broad range of 

outcomes, including parent knowledge, attitudes, and behaviors; maternal education and 
household economic status; child cognitive, social, and physical development; and child health.  
Of 47 effects measured, 4 were statistically significant – 1 positive (i.e., favoring the PAT group), 
3 adverse (i.e., favoring the control group).  Such findings could well have appeared by chance 
given the large number of outcomes measured in this study.21 

 
 Study limitations:  None other than the note about chance findings immediately above. 
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Study 2:  Drotar et. al, 2009.44  This trial had a sample of 527 families of diverse socio-economic 
status, with a healthy infant age 0-9 months.  The trial evaluated PAT as implemented with its new 
curriculum (Born to Learn) designed to stimulate early brain development.   

 
 Key findings:  At the age-3 follow-up, the study found few or no effects on a broad range of 

child outcomes, including cognitive development, behavior, task persistence/competence, 
language, school readiness, and social skills.  Of 12 effects measured, only 1 was statistically 
significant (an increase in child competence in playing with a new toy).  The other 11 effects 
were not statistically significant and showed no pattern of superior outcomes for the PAT group.  
Given the sizable number of outcomes measured, the one statistically-significant effect could well 
have appeared by chance.21 

 
 Study limitations:  At the age-3 follow-up, the study had moderate-to-high sample attrition – 

outcome data were obtained for only 56-65% of the original sample, depending on the outcome 
measure. 45  Such attrition could have undermined the equivalence of the program and controls 
groups, and therefore reduces confidence in the findings.   
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