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Preface

As a new parent, I was grateful when a public health 
nurse visited my home after my daughter was born. 
She provided support and guidance, and put my 
mind at ease. Bringing a baby home – to any home 
– can be daunting, and the stress of becoming a 
parent for the first time can lead many parents to 
feel overwhelmed, exhausted, and isolated. 

For parents without a support network, these 
challenges are even more extreme. Home visitors, 
who see parents struggling with a wide range of 
issues every day, are well positioned to help parents 
see their own strengths, help relieve some of the 
tension, provide guidance where appropriate, and 
generally set families off on a positive trajectory. 
Families who feel supported are more likely to 
be able to provide the best environments for the 
development of their children.

California has been at the forefront of providing 
home visiting programs to new parents through the 
significant investments made by First 5 California 
and the local First 5 Commissions throughout the 
state.  In recent years, California has also benefitted 
from a federally-funded program that supports 
home visiting in 21 counties throughout California. 

This brief describes the types of home visiting 
programs across the state of California and clarifies 
a system that may be confusing to an outsider. Next 
Generation is highlighting voluntary home visiting 
programs because of their proven effectiveness and 
the promise they hold for the futures of very young 
children, particularly those in poverty. Study after 
study show wide and various benefits to children, 
families, and communities by providing a helping 
hand to parents at a vulnerable time in their lives. 

This brief also highlights the need for increased 
state investments in these programs, given a 
backdrop of painful budget cuts to the programs 
that support at-risk children, and the threat to the 
existing funds that currently support California’s 
home visiting programs. The federal funds that 
have allowed California to increase access to home 
visiting are set to expire in March 2015, and the 
largest source of funding for home visiting – the 
state tax on tobacco products that funds the First 5 
Commissions – is declining. To fill this gap, the state 
will need to determine whether state investments 
should support home visiting. 

In many communities across California, poverty 
is stark and desperate. Home visitors provide a 
helping hand, a connection to outside services, and 
many times act as a last safety net for families that 
may not have anything else to turn to.

Ann O’Leary  
Vice President & Director 
Children & Families Program
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Executive Summary

Voluntary home visiting programs are a powerful 
tool to improve outcomes for at-risk children and 
families. Families enrolled in home visiting programs 
are visited by trained professionals on a regular basis 
who provide practical tips and information – as well 
as emotional support – on a range of issues, including 
maternal health, early learning, and improving 
parent-child interactions. Extensive evidence shows 
that home visiting programs can improve outcomes 
for families in many critical ways, including:

•	 Improved prenatal health;

•	 Strengthened family functioning;

•	 Reduced rates of child abuse, neglect, and 
maltreatment;

•	 Decreased dependence on social services; 	
	 and

•	 Increased child literacy and school readiness.

Despite the promising evidence, only 11 percent of 
California’s families receive a home visit between 
pregnancy and their child’s third birthday. 

Home visiting programs in California are 
administered at both the state and local levels, 
and include a range of national models backed by 
rigorous research and evaluations, and local models 
tailored to the needs of specific communities. 

The California Home Visiting Program (CHVP), 
created by the Maternal, Infant, and Early Childhood 
Home Visiting program (MIECHV) funds, administers 
home visiting in 21 counties using one of two 
evidence-based models: Nurse-Family Partnership 
(NFP) and Healthy Families America (HFA). MIECHV 
offered California an opportunity to supplement 
current funding for home visiting programs, as well 
as benefit from the federally-funded evaluation. 
Congress recently approved a six-month extension 
to the MIECHV program, ensuring its continuation 
through March 2015 unless it acts again to extend 
the funding.

First 5 County Commissions provide the largest 
source of funding of home visiting programs. These 
commissions fund four national program models, 
including NFP and HFA. In addition, nineteen 
counties have created their own models of home 
visiting programs that cater to the specific needs of 
their population. 

California currently does not contribute general 
fund dollars to the federally-funded California Home 
Visiting Program, which is limited in its ability to reach 
a significant percentage of families with newborns 
at risk. Its infrastructure has been built and can be 
scaled up, and the state should be looking ahead 
to the future of that program, whether Congress 
reauthorizes it or not. Given that the state is now 
out of its fiscal crisis, this is a critical moment to 
pass legislation that supports proven programs 
among vulnerable children.
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The building blocks of a child’s lifelong health and 
well-being are established in the earliest years. 
Negative experiences in early childhood – such as 
poverty, violence, and emotional or physical abuse 
– can become biologically embedded, derailing 
healthy development. Children exposed to these 
stimuli also go on to experience greater risks for 
physical and mental health conditions.1

Voluntary home visiting programs are uniquely 
positioned to improve outcomes for at-risk children 
and make a long-lasting impact on communities by 
building strong families early on and linking them to 
the broader network of health and social services.  

Federal funding for home visiting 
programs is set to expire in March 2015.

Although home visiting programs have been in 
place for generations, they have gained momentum 
among policymakers. President Obama has called for 
increased funding for home visitation as part of his 
early learning agenda.2 Congress recently debated 
and extended the funding for the Maternal, Infant, and 
Early Childhood Home Visiting (MIECHV) program, 
underscoring its currency among federal lawmakers. 

The interest in home visiting programs in part 
reflects a wider understanding of the importance of 
early brain development and family stability, as well 
as growing evidence of their effectiveness. Studies 
have shown that high-quality home visiting programs 
can improve family functioning, child cognitive and 
language development, and a child’s social behavior.3 

Families enrolled in home visiting programs are 
visited by trained professionals on a voluntary basis. 
The intensity of services depends on each family’s 
needs and circumstances, but services often include 
health, education, and social support services. 
Some home visiting programs target families with 
newborns while others are focused on early learning 
and kindergarten preparedness. The primary goals 
and focus vary across program models, but they 
often overlap to include: promoting positive child 

and maternal health outcomes; supporting child 
development and school readiness; preventing 
child abuse and maltreatment; improving family 
functioning and self-sufficiency; and encouraging 
positive parent-child interactions.

California’s rich diversity and its large population 
present a challenge to designing and implementing 
home visiting services, though the need for these 
programs is demonstrably high. Its approach – a 
blend of program types, some administered at the 
state level, some at the local level – provides an 
opportunity to look at these different approaches 
and the pros and cons of each. 

Because California’s system of funding and 
administering home visiting is complex, this brief 
will describe the breadth of these programs and 
their sources of funding, with focus on those funded 
by First 5 Commissions and MIECHV. In addition, it 
highlights the importance of early interventions and 
the diverse needs of different communities. Federal 
funding for home visiting programs is set to expire 
in March 2015, so it is critical that states review the 
evidence for home visiting and assess current and 
future plans for investment now. 

This brief is intended to provide California legislators 
and policymakers a clear picture of the range of 
benefits home visiting programs offer and the types 
of programs in place by funding source. Finally, it 
offers recommendations about the future of these 
programs as legislators consider ways to effectively 
strengthen early childhood investments and as First 5 
Commissioners consider their ongoing commitments. 

We focus on home visiting programs – rather than 
home visiting services – which offer home visiting 
as the primary strategy to deliver a comprehensive 
set of services. The programs mentioned in this brief 
address infant health and development, as well as 
early learning home visiting programs, which typically 
target older children before kindergarten entry.  This 
brief is based on a literature review and interviews with 
state and local agency officials, program managers in 
local jurisdictions, and First 5 Commission officials.

I. Introduction
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The United States recently made two major 
investments toward the expansion of home visiting 
programs through the American Recovery and 
Reinvestment Act (ARRA) and the Patient Protection 
and Affordable Care Act (ACA). As part of the stimulus 
package in 2009, ARRA allocated $2.1 billion for the 
expansion of Head Start (HS) and Early Head Start 
(EHS) services. Over half of the funds ($1.1 billion) 
went to EHS, which provides comprehensive child 
developmental and family support services to low-
income children and families from birth to three; 
EHS programs can be center-based, home-based, 
or some combination of the two. In the home-
based model, families receive weekly home visits 
from educators who carry out the EHS curriculum. 
The new EHS funds increased enrollments by over 
40,000 slots nationally. In the first year of expansion 
from ARRA funds, 45 percent of EHS slots were in 
home-based programs.4 

The ACA marked an unprecedented federal 
investment in home visiting programs. The 
legislation authorized $1.5 billion in new federal 
funding over five years (from FY 2010 to FY 2014) for 
states to provide voluntary, evidence-based home 
visiting programs to support at-risk young children 
and their families.5 As a result, the federal Maternal, 
Infant, and Early Childhood (MIECHV) program was 
created to provide funding, technical assistance, 
and evaluation efforts to states. Congress recently 
approved a six-month extension to this program, 
ensuring its continuation through March 2015 unless 
it acts again to extend the funding.6

II. Federal Investments in Home Visiting
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The evidence base for many home visiting models 
is extensive. Studies have touted their ability to 
improve prenatal health and family functioning, 
reduce rates of child abuse and neglect, decrease 
dependence on social services, increase child 
literacy, and boost school readiness.7 Home visiting 
programs typically address the development and 
health of a young child, the type called for by Nobel 
Laureate James Heckman in his recent study on the 
health outcomes of early childhood education:

“Our evidence shows the potential of early 
life interventions for preventing disease and 
promoting health.” James Heckman, “Early 
Childhood Investments Substantially Boost 
Adult Health.” Science.

Although there has been a great amount of research 
and evaluation on home visiting models, the 
heterogeneity of their design presents challenges 
in gathering a consistent evidence base. Launched 
by the Department of Health and Human Services 
(DHHS), the federal Home Visiting Evidence of 
Effectiveness (HomVEE) study was designed to 
piece apart the impacts of each of the different 
widely-used models (see Appendix A). Most of 
these models have shown favorable impacts on child 
development and school readiness (nine models), as 
well as positive parenting practices (eleven models). 
In contrast, only two models demonstrated favorable 
impacts on reductions in juvenile delinquency, family 
violence, and crime. Healthy Families America and 
Nurse-Family Partnership demonstrated favorable 
impacts in nearly all of the domains (eight and 
seven, respectively).8 The HomVEE study identified 
fourteen home visiting models that met the DHHS 
criteria for evidence-based home visiting and are 
therefore eligible for MIECHV funding.9

The MIECHV program is also mandated to have a 
formal evaluation of its effectiveness, which will be 
completed through the Mother and Infant Home 
Visiting Program Evaluation (MIHOPE). The study 
will examine the effectiveness of different home 
visiting programs in MIECHV and their impact on 

at-risk children and families served. Four home 
visiting models were selected for this evaluation: 
Early Head Start - Home Visiting, Healthy Families 
America, Nurse-Family Partnership, and Parents as 
Teachers. Approximately 85 home visiting program 
sites in 12 states are enrolled in MIHOPE, including 
select sites in California, and a total of 5,100 families 
are expected to participate in the study.10 MIHOPE’s 
evaluation will better inform policymakers and 
practitioners on MIECHV’s effectiveness and the 
pathways through which evidence-based home 
visiting can improve outcomes for children and 
families. Results from the study will be available in 
2015, with a follow-up in 2018.11 

III. The Evidence Base for Home Visiting 

Benefits of Nurse-Family 
Partnership in California
One of the most well studied home visiting 
models is Nurse-Family Partnership (NFP), 
a national model targeted at first-time, low-
income mothers. In a California-specific analysis, 
researchers found that NFP yielded positive 
short- and long-term outcomes that included:

•	 56 percent reduction in risk of infant deaths;

•	 43 percent reduction in crimes and arrests; 
and

•	 29 percent reduction in child maltreatment 
through age 15.12

These outcomes generated significant savings, 
estimated at $38,483 per family served (see 
Figure 1). Total savings from the program’s 
reductions in infant deaths, child maltreatment, 
youth crimes and arrests far exceeded its 
operating costs.
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Figure 1
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IV. At-Risk Communities in California

Thousands of California’s children are vulnerable, 
and may be in need of early interventions. 1.4 million 
children in California are under three years old, 
making up 12 percent of the nation’s population for 
that age group. Among those children, almost half 
(47 percent) are low-income, and nearly two-thirds 
(65 percent) experience one or more risk factors 
such as parental unemployment or residential 
instability.13 Despite the high need, only 11 percent 
of California’s families receive a home visit between 
pregnancy and their child’s third birthday.14 

Only 11 percent of California’s 
families receive a home visit 
between pregnancy and their 
child’s third birthday.

To qualify for MIECHV funding, states were 
required to submit a statewide home visiting needs 
assessment that identified at-risk communities with 
concentrations of one or more of these indicators: 

•	 Premature birth

•	 Low birth weight infants

•	 Infant mortality

•	 Poverty

•	 Crime

•	 Domestic violence

•	 School dropout rates

•	 Substance abuse

•	 Unemployment

•	 Child maltreatment

In addition to these required indicators, California 
also included seven supplemental indicators in its 
assessment: prenatal care; prenatal substance 
abuse; maternal depression; birth interval; 
breastfeeding; children with special needs; and 
foster care. Through this needs assessment, 
California identified that all 58 of its counties are 
“at-risk.” 

Six indicators were particularly prevalent – in these 
areas, half or more of the counties demonstrated 
need above that of the statewide median. 
Substance abuse, or use of illicit drugs other than 
marijuana, was identified as a significant problem 
in 40 counties; infant mortality, child maltreatment, 
poverty, crime and unemployment were prevalent 
in 29 counties.15 
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California has a rich diversity of home visiting 
programs across the state. Before the advent of the 
MIECHV program, California did not have a state-
wide home visiting program. In the absence of 
state funding dedicated to home visiting, local First 
5 Commissions in many counties have made home 
visiting programs available to at-risk families. MIECHV 
funding, along with First 5 Commissions and other 
federal programs, combine to make a range of home 
visiting programs available for California families. 
Many counties also operate federally-funded Early 
Head Start home visiting programs, and across the 
state approximately 1,800 children ages 0 to 3 are 
served by those programs.16 17 

First 5 County Commission-Funded 
Home Visiting Programs
First 5 is California’s innovative system of providing 
and coordinating services for young children, funded 
by a dedicated tax on tobacco products. First 5 local 
Commissions in each of California’s 58 counties 
fund direct services for children ages 0 to 5, as well 
as integrate the systems of care for those children. 
Programs and services are tailored to the needs of 
the local population. 

First 5 County Commissions are far and away the 
biggest funders of home visiting programs in the 
state. In a 2014 survey, First 5 reported investing 
$55.9 million in home visiting programs in 22 
counties, reaching over 27,000 families.18 In eleven 
counties, all or almost all families with young 
children receive home visiting services, most of 
these through a locally designed program.19

First 5 programs offer a mixture of nationally 
recognized evidence-based models and locally 
developed models. 

National, evidence-based models 
National home visiting models follow a set of program 
standards and have demonstrated their effectiveness 
through independent evaluations. Their national 
offices provide support to sites adopting their models 
and ensure fidelity to program standards across 
sites. Training requirements vary for the different 
models. See Table 1 for a description of the types of 
background and training required by several models. 

County First 5 Commissions (often in partnership 
with other local agencies, including departments 
of public health) fund four national program models 
that serve families with young children (ages 0 to 5): 

•	 Nurse-Family Partnership targets low-income, 
first-time pregnant women. Public health nurses 
begin visits with families during pregnancy, and 
continue the relationship through the toddler 
years. The program focuses on the health and 
well-being of the baby and emphasizes the 
importance of building a support network for 
mothers. Twenty counties administer the NFP 
model, funded by First 5s and/or MIECHV.20 

•	 Healthy Families America serves low-income, 
at-risk families from birth to five. Family support 
workers address the needs of families who 
may have histories of violence, mental health 
or substance abuse, and/or other significant 
risk factors. The program is available in eleven 
counties, funded by First 5s or MIECHV, or a 
combination of the two.21 

•	 Parents as Teachers (PAT) aims to support 
positive parenting practices, improve a child’s 
school readiness, increase parents’ knowledge 
of early childhood development, detect early 
developmental delays and health issues, and 
prevent child abuse and neglect. Families are 
paired with trained paraprofessionals who 
provide weekly to monthly home visits starting in 
pregnancy to a child’s kindergarten enrollment. 
Twelve counties use PAT as the model for their 
home visiting programs, funded by First 5s.22 

V: The Home Visiting Landscape in California
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Table 1

•	 Parent Child Home Program (PCHP) focuses 
on closing the school readiness gap. Home 
visitors work with parents to support their 
child’s early literacy and language development. 
Families are also connected to social services 
and parenting education opportunities. Home 

visitors visit families twice a week over the 
span of two years, or before the child enters 
preschool. PCHP currently operates in Riverside 
and Fresno counties, funded by First 5s. First 5 
Siskiyou is considering adding PCHP to its home 
visiting programs.23 
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Local models
Nineteen counties have created their own models 
of home visiting programs, in some cases based 
on the curriculum of national models.24 Of particular 
importance to these communities was designing 
programs that would cater to the specific needs of 
their target population. 

By and large, locally-developed programs do not 
have the benefit of years of rigorous evaluation to 
prove their effectiveness. However, some counties 
have been able to evaluate their local models and 
demonstrate effectiveness. For example, Orange 
County developed the MOMS program to address 
a need for prenatal health care. The program 
provides prenatal care, health education, and health 
screenings to participants and refers them to 
resources in the community. Program administers 
partnered with researchers at the University of 
California, Irvine, to evaluate the program. They 
found that pregnant women enrolled in the MOMS 
program had better birth outcomes than the average 
for the county.25 The boxes below describe locally-
developed programs in Alameda and Los Angeles 
Counties.

Local vs. National Models 
First 5 Commissions weigh a number of factors 
when deciding how to invest their funds. All funding 
decisions are the result of local strategic plans, 
required by the Children and Families Act approved 
by California voters in 1998. Of particular importance 
are the needs of the most at-risk families. First 5s 
use their needs assessment data to determine 
which models are most appropriate for the families 
they serve.

National models have the 
advantage of long-standing 
bodies of research that 
demonstrate their effectiveness.

Home Visiting in Alameda County
Alameda County operates a range of home visiting programs that cater to different target populations 
and stages of early childhood development. Ten home visiting programs targeted to pregnant and 
parenting women, newborns, and children up to the age of 3 are in operation in the county, funded by 
a combination of First 5, MIECHV dollars, county general funds, Title V, and leveraged federal funds. 
Target populations for the programs include those living in certain high-needs neighborhoods, teen 
mothers, medically fragile infants, and women at risk for poor pregnancy outcomes. One program works 
specifically with fathers and their children. Interested families are referred through a universal referral 
process administered by First 5 Alameda County, a critical funder and thought partner in the development 
of the home visiting system of care.

The majority of the programs within the system were locally-developed to best meet the needs of the 
diverse populations in the county and allow for the hiring of home visitors who could provide culturally 
and linguistically responsive care. The system currently includes one national, evidence-based model – 
Nurse-Family Partnership – and will soon include Healthy Families America. Recognizing the strengths 
of evidence-based models, Alameda plans to expand its Nurse-Family Partnership program and 
transition more families from home-grown programs into Healthy Families America.  In addition to an 
increasing focus on evidence-based models, the benefits of building a home visiting system include 
incorporating common standards of care across all programs (such as screening protocols), developing 
common outcomes and training and workforce development.26



Page 13 | Helping Hands: A Review of Home Visiting Programs in California

National models have the advantage of long-
standing bodies of research that demonstrate their 
effectiveness. Home visitors receive standardized 
training to ensure that the program adheres to its 
goals and maintains its integrity. These trainings 
may provide home visitors with a wide range of tools 
to draw from when confronted with challenging 
situations. The MIECHV program was built upon 
the national evidence base that demonstrates the 
effectiveness of these programs, and increasingly 
federal and state funding is tied to the ability to 
demonstrate outcomes. 

Home-grown programs may 
be designed for specific 
populations or issues facing 
families, or they may be 
adaptations of national models.

Home-grown programs, however, may be able to 
fulfill the needs of the local community in ways that 
the national models may not. They may be designed 
for specific populations or issues facing families, 

or they may be adaptations of national models. For 
example, rural San Benito County with a high rate 
of poverty designed and operates an early learning-
focused home visiting program for families of young 
children living in mobile homes. El Dorado operates 
a universal program for families using nurses and 
early childhood specialists to provide the new family 
with the right level of engagement, and offers the 
county flexibility in its mode of service delivery. 

In addition, national models are expensive to 
administer. National models, like Healthy Families 
America, require programs to participate in 
centralized trainings in order to maintain their 
program integrity. These trainings, however, can be 
costly. Moreover, the staffing called for by Nurse-
Family Partnership – namely public health nurses – 
increases the costs of operating those programs over 
programs that employ trained paraprofessionals. 
For these reasons, the estimated cost per family 
of NFP and HFA far exceed that of California’s local 
programs (see Table 3). Counties providing universal 
access to home visiting do not use national models, 
likely because of the costs associated with them, 
and because the level of intervention offered by 
national models may not be appropriate to every 
birth in a county.

First 5 Los Angeles’s Welcome Baby Program
First 5 Los Angeles’s Welcome Baby program offers voluntary, universal hospital and home-based 
services for pregnant women and new mothers. The goals of the program are to enhance parent-child 
relationships; improve the health, safety and security of the baby; and improve access to family support 
services. It offers different levels of service to all new parents who give birth in partner hospitals, 
based on their risk level and community of residence. The program has demonstrated positive results. 
Evaluators found that participants from the pilot community showed improvements in the quality 
of the home learning environment (e.g. more storytelling and books take place, more responsive 
parenting, and less television time). In addition, evaluators found that:

•	 99 percent of participants attended well-baby visits;

•	 95 percent of babies received their immunizations;

•	 Mothers were more likely to breastfeed exclusively in the first 4 months.27

The program was expanded in 2013 from its original community to include 13 others. With this 
expansion, Welcome Baby will touch approximately 40 percent of all births in Los Angeles County. 
Preliminary outcome data from the expansion of the program are expected soon. The program is 
funded by First 5 LA, and is not supported by MIECHV funding, though Los Angeles County is one of 
the programs participating in CHVP. First 5 LA is working with stakeholders at the county, state and 
federal levels to raise policymaker awareness on the benefits of home visiting programs and advocate 
for expanded funding to support them.28
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The California Home Visiting 
Program (CHVP)
The MIECHV program offered California an 
opportunity to supplement current funding for 
home visiting programs, as well as benefit from 
the federally-funded evaluation. A division of 
the California Department of Public Health, the 
Maternal, Child and Adolescent Health (MCAH) 
program administers the MIECHV funds through the 
California Home Visiting Program (CHVP), a state-
wide home visiting program. MCAH was responsible 
for applying for the initial and subsequent federal 
funding, identifying the home visiting models that 
could be used by the local communities, setting 
the benchmarks for measuring success, collecting 
baseline and outcomes evaluation data, and offering 
the local jurisdictions technical support.

CHVP funds programs in 21 counties, which were 
identified through the state’s needs assessment as 
having the greatest need and potential for impact 
based on factors such as poverty rate, rates of child 
abuse and neglect, and ability to find and enroll at-
risk parents. Local jurisdictions used the framework 
set by the state to build their programs, but ensured 
their relevance to the community by defining the 
target population most in need, selecting the model 
that was most appropriate, and convening the local 
network of organizations to build a strong program. 
Depending on funding availability, MCAH plans to 
expand funding to ten additional sites. No state 
funds are dedicated to CHVP.

Home Instruction for Parents of Preschool Youngsters (HIPPY)
Home Instruction for Parents of Preschool Youngsters (HIPPY) is a nationally-acclaimed, evidence-
based home visiting model that has been in use in the United States for 25 years, and meets the 
criteria for MIECHV-funded programs. The model targets families with preschool-aged children (ages 
3 to 5), and helps parents prepare their young children for school entry. Trained home visitors visit 
families biweekly to provide the parent with educational tools that emphasize child development 
concepts and skill building activities. Families are also encouraged to engage in the biweekly group 
sessions with other participants where they can share practices and learn from one another. Until 
recently, HIPPY was used in a few California counties, funded in part through State School Readiness 
match funds provided by First 5 California and the local First 5 County Commissions. Recently, funding 
priorities for home visiting have largely shifted to models that serve newborns and their families. No 
local First 5 is currently funding HIPPY.
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MCAH identified the Nurse-Family Partnership (NFP) 
and Healthy Families America (HFA) as the models to 
be funded with MIECHV funding in California. Both 
are nationally-recognized, evidence-based, and seek 
to improve outcomes among high-needs families. See 
Appendix B for a description of the two models. HFA 
and NFP’s strong evidence base that demonstrates a 
breadth of favorable impacts was an important factor 
in California’s decision to select these two models 
for its first state-level home visiting program.

Communities completed needs assessments, 
which served as the basis for selecting either the 
NFP or HFA model. Communities that were already 
operating one of these models were encouraged 
to expand it under the new funding. Pre-existing 
programs were able to offer advice to sites starting 
a program from scratch. For example, Imperial 
County collaborated with Butte to learn from its 
Butte Baby Steps HFA program. Butte offered 
program input on policies and procedures that 
Imperial could modify and adopt.29

CHVP has not identified targets in terms of program 
reach or number of families to be served, however, 
and has not yet released any data on the number 
of families served by county. Since its inception, 
MCAH reports the program has conducted over 
22,000 home visits. Approximately 2,000 families 
are actively enrolled.30 CHVP measures impact in six 
benchmark areas. Home visitors collect the majority 
of this information through forms and screening 
tools administered to the participants, and the data 
is later reported to the state for evaluation. The first 
outcome reports are due to be released in 2015. 

MCAH strives to be a close partner with the 
local sites, offering technical assistance and 
communication across sites to share lessons 
learned. It has developed a detailed web site with 
a wealth of resources, including assessment tools, 
reporting forms, and training guides. In an effort to 
share knowledge more broadly, MCAH has made 
technical assistance information available to all 
evidence-based home visiting programs in the 
state, not just those funded by MIECHV. It has also 
developed a single data entry system to support 
counties’ data management of their NFP and HFA 
programs, as well as additional MIECHV reporting 
requirements. 
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Fifteen years ago, First 5 Commissions were born 
out of a need to better serve children, particularly 
low-income, at-risk children, given a system that was 
not sufficiently addressing them. In recent years, the 
state endured painful budget cuts, poverty rates rose 
and the need for First 5 programs became particularly 
acute. Many First 5-funded home visiting programs 
continued to enroll new families and develop during 
those years. As the safety net got thinner, the 
demands of home visitors became more critical.  

First 5 Commissions approach the work of serving 
families in a pragmatic and focused way. To meet 
the needs of the most children, they turn to locally-
developed programs because they are cheaper and 
more flexible to administer. 

The need for state investments 
in home visiting will only 
increase as tobacco sales, and 
therefore First 5 funding, decline.

California currently does not contribute to the 
federally-funded California Home Visiting Program, 
which is limited in its ability to reach a significant 
percentage of families with newborns at risk. Its 
infrastructure has been built and can be scaled up, 
and the state should be looking ahead to the future 
of that program, whether Congress reauthorizes it 
or not. The MIECHV program will be able to provide 
initial evaluation findings in 2015, but the state 
already has ample evidence of the importance and 
impact of well-executed home visiting programs. 
The need for state investments in home visiting 
will only increase as tobacco sales, and therefore 
First 5 funding, are on the decline. Currently only 11 
percent of families receive home visiting services in 
a state that has determined every one of its counties 
a high-risk community. Given that the state is now 
out of its fiscal crisis, this is a critical moment to 
consider legislative proposals that support proven 
programs for vulnerable children.

State legislators should investigate how the California 
Home Visiting Program can be strengthened and 
coordinated with local programs. Regardless of the 
reauthorization debate at the federal level, MIECHV 
funding is insufficient to fill the need for home 
visiting in the state, and should be supplemented 
by state-only dollars. 

At a basic level, there is a critical need to collect 
data across the state. CHVP has made initial steps 
to build a data system that would allow all home 
visiting programs – those funded by MIECHV and 
those not – to enter utilization data in order to 
track the number of families served statewide. 
Counties describe being desperate for additional 
support with data. This data system will not be built 
without significant outside support from the Brown 
Administration, but it is a clear need if California 
hopes to collect the data necessary to know how 
many families are receiving this assistance, and 
whether it is helping them. And this is a clear-cut way 
in which county First 5s can make their programs 
more transparent. In addition, First 5 California could 
play a critical role in boosting the infrastructure of 
home visiting programs and should consider what 
role it could play in this space, including potentially 
funding evaluation efforts for local models.

VI. Conclusion
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