
 
 

A PRIMER ON  
THE NEWLY-ENACTED MATERNAL, INFANT, AND EARLY 

CHILDHOOD HOME VISITING PROGRAM 
 
On March 23, 2010, the President signed into law the Patient Protection and Affordable 
Care Act, more commonly known as the Health Care Reform Legislation.  This legislation 
includes a new Home Visiting Grant Program for States, and in limited circumstances, non-
profit entities to fund evidence-based home visitation program models that improve 
maternal and child health, development, education, and economic self-sufficiency, among 
other outcomes.  Indian Tribes and Tribal Organizations are also eligible to apply. Click here 
to review the Home Visiting section of the newly enacted health care reform legislation on 
pages 216-225. 

 
The following is a guide to the major components of the Home Visiting Program to assist 
existing and/or potential NFP Implementing Agencies in communicating with States and 
community stakeholders interested in expanding and/or implementing Nurse-Family 
Partnership programs; the technical assistance that the Nurse-Family Partnership National 
Service Office (NFP-NSO) will provide to Implementing Agencies and States; anticipated 
future resources; and strategies for pursuing grant funds. 
 

I. WHAT IS THE HOME VISITING PROGRAM? 
 
 What We Know  

 
Law: The Home Visiting Program is part of the new Section 511 under Title V of 

the Social Security Act, which includes the Maternal and Child Health Block 
Grant and other programs focused on improving the health of vulnerable 
mothers and children.  Although the Home Visiting Program is included in 
the statutory framework for the MCH Block Grant, this program is separate 
from the MCH Block Grant. 

 
Agency:  The Home Visiting Program is administered by the Health Services 

and Resources Administration, Maternal and Child Bureau in 
collaboration with the Administration for Children & Families. 

 
Funding:  The Home Visiting Program is funded at $1.5 Billion over 5 years 

with mandatory funding, which means that the funding is not subject 
to the annual appropriations process.  Funding is guaranteed (it 
will not go away) for 5 years and will begin as of October 2010.  
At the end of 5 years, the program must be reauthorized or extended 
by Congress to continue.  The yearly allocations are: 
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FY 2010 $100 million 
  FY 2011 $250 million 
  FY 2012 $350 million 
  FY 2013 $400 million 
  FY 2014 $400 million 
 

Who Applies: At this stage, only States, Territories and Tribes, called eligible 
entities, can apply.  However, as of FY 2012, non-profit entities may 
apply for funding in States that either failed to submit applications or 
whose application(s) was denied.   

 
Evidence-Based 
Program Models: Eligible entities submitting grant applications may select from 

one or more of three types of home visiting models: 
 Programs with “significant, sustained and positive” outcomes 

in benchmark areas listed in the statute that have been proven 
through randomized, controlled trials, the results of which 
have been published in peer reviewed journals; 

 Programs with “significant and positive” outcomes proven 
through quasi-experimental research designs; 

 Programs “developed or identified” by a national 
organization or university that represent a promising and new 
approach to achieving benchmarks outcomes that will be 
tested through a well-designed and rigorous process.  States 
may not use more than 25% of their grant award on 
promising programs.   

  
 All programs must:  

 Adhere to a clear consistent model grounded in empirically-
based knowledge related to home visiting and linked to 
benchmark areas; 

 Employ well-trained and competent staff; 
 Maintain high quality supervision; 
 Demonstrate organizational capacity; 
 Establish appropriate linkages and referrals; and  
 Monitor program fidelity.  

 
 What Must States Do Now?   

 
 States Must Conduct a Statewide Needs Assessment by 9/23/2010  

 
If States want to continue to be eligible for FY2011 MCH Block Grant 
funding, they must conduct a statewide needs assessment that is separate 
from the assessment related to the MCH Block Grant, within 6 months of 
enactment-- by September 23, 2010. 
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 Required Information: 
 

o Statewide Needs Assessments must identify communities with 
concentrations of: 
 Premature birth, low birth weight infants, and infant mortality, 

including infant death due to neglect or other indicators of risk; 
 Poverty; 
 Crime; 
 Domestic violence; 
 High rates of high school drop-outs; 
 Substance abuse; 
 Unemployment; and 
 Child maltreatment 

 
o Identify the quality and capacity of existing programs or initiatives for 

early childhood home visitation in the State, including the number and 
types of families receiving services, the gaps in services and whether the 
selected models meet the needs of eligible families. The needs assessment 
should also explain the State’s capacity to provide substance abuse 
counseling and treatment to families as such services are necessary. 

 
o Coordination with other assessments in the State, including assessments 

under the MCH Block Grant, Head Start, and an inventory of 
community-based and prevention-focused programs and activities to 
prevent child abuse under CAPTA.   

 
 States must establish quantifiable, measurable benchmarks that justify 

how they will address targeted areas identified in the needs assessment 
 

o After States conduct their needs assessments, they must establish 
quantifiable, measurable benchmarks that identify how they intend to 
address the needs identified in the statewide needs assessment.  
Benchmarks must be identified in the following 6 areas: 
 Improvements in maternal and newborn health; 
 Childhood injury or maltreatment prevention and reduced 

emergency room visits; 
 School readiness and achievement; 
 Crime or domestic violence; 
 Family self-sufficiency; and  
 Coordination with community resources and supports. 

 
 Other requirements for States   

 
o Identify the program model(s) that will meet the needs identified in the 

needs assessment; 
o Prioritize services for low-income and high risk families, including: 
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 Pregnant women under age 21;  
 Families with a history of child abuse or neglect;  
 Families enrolled in public assistance programs such as TANF or 

Medicaid;  
 Families with tobacco use in the home;  
 Families with a history of substance abuse or need substance abuse 

treatment;  
 Families with children with low achievement or developmental 

disabilities; and  
 Families currently serving in the Armed Forces. 

o Verify that program models are being implemented with fidelity to their 
respective models; 

o Verify that program services are voluntary; and 
o Agree to annual reporting requirements of the Department of Health and 

Human Services. 
 

 Are there Consequences for States that Fail to Meet 
Benchmarks? 

 
 In order to obtain grant funding, States are required to meet 4 of the 6 

benchmarks they established by the end of Year 3.  States that fail to 
meet at least 4 of the benchmark areas will be placed on corrective action and 
receive technical guidance from the Department of Health and Human 
Services. 

 
 By the end of Year 5, States must meet all 6 benchmark areas.  States 

that fail to meet the required benchmarks may be defunded.  States are 
required to abide by data collection and evaluation requirements of the 
Secretary.  

 

 What We Don’t Know 
 

 Will grant funds be dispersed based on a formula or 
competitive basis? 

 
The law does not identify a formula for the distribution of home visiting 
grant funds and specifically excludes the formula used to distribute funding 
under the MCH Block Grant.  In addition, the law specifically opens the 
program up to non-profit agencies in a State should the state fail to apply or 
have its application denied.  Many stakeholders in the field present a strong 
argument that the Home Visiting Program will be a competitive grant 
program. 
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 How will States know which program models fit into the 
categories of program models proven through randomized 
controlled trials, quasi-experimental research designs and 
promising approaches? 

 
The law requires the Secretary to define the criteria for determining 
effectiveness of the program models.  Although we do not know when she 
will provide this guidance, we have suggested that the Secretary establish a 
procedure to determine the classification of programs. We have also 
recommended that programs submit applications to the Secretary describing 
the evidentiary criteria that qualify for a particular classification. 

 
 Will HRSA issue guidelines or conduct rulemaking? 

 
We anticipate that the agency will issue guidance to States to assist them in 
conducting the statewide needs assessment, establishing benchmarks and 
completing applications for funding. 

 
 What types of evaluation will States be required to conduct? 

 

 How will duties be divided between MCHB and ACF? 
 

 What technical assistance will HRSA or ACF provide? 
 

 Will ACF grantees receive “stop-gap” funding under this 
program?  Will this funding support evaluations? 

 
 Will the Governors have the authority to designate the State 

administering agency? 
 
II. WHAT TECHNICAL ASSISTANCE WILL NFP-NSO PROVIDE TO 

STATES? 
 

 Existing Resources 
 Administrative Infrastructure Guidance 
 Model Elements 
 Implementation and Outcome Indicators and Performance Targets 
 Planning Q&A document for new implementing agencies 
 Sample Budgets 
 Fact Sheets About NFP 
 Public Policy Update(s) 
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 Planned Future Resources and Consultation 

 April 13th (State partners, stakeholders, & other interested parties) Webinar 
 Regional and individual follow-up webinars, conference calls, and in-person 

meetings 
 Regular Home Visiting Program updates 
 Expanded Primer for States (after release of HRSA Guidelines and/or 

Notice of Funding Availability [NOFA]) 
 State Application Toolkit for Nurse-Family Partnership (under development) 

o Template language for States applications describing NFP’s eligibility and 
compatibility within the Federal statute 

o Guidance for targeting the NFP model based on State needs assessment 
o Boilerplate language for NFP-specific baselines, benchmark indicators, 

and other performance targets 
o Description(s) of the NFP National Service Office’s technical assistance 

and tools to help States assure fidelity to the NFP model and progress 
toward benchmark outcomes 

o Guidance for State RFP processes 
o Guidance for expanding existing NFP programs or early childhood 

initiatives 
o Expanded guidance for development of State program support systems 

(administrative infrastructure) 
 

III. CONTACT YOUR REGIONAL PROGRAM DEVELOPER FOR 
SUPPORT   

 
Western Region 

• Kristen Rogers (Regional Manager) 
kristen.rogers@nursefamilyparnership.org  AK, AZ, HI, IN, MT, NM, NV, 
OR, UT, WA, WY 

• Trinh Hartney trinh.hartney@nursefamilypartnership.org CA 
• Laura Misuk  laura.misuk@nursefamilypartnership.org  TX, OK 

 
Midwest Region 

• Mary Jo O’Brien (Regional Manager) maryjo@nursefamilypartnership.org IA, 
MN, ND, SD, WI 

• Jeanne Anderson jeanne.anderson@nursefamilypartnership.org IL, KS, MO, 
NE 

• Kimberly Friedman kimberly.friedman@nursefamilypartnership.org IN, KY, 
MI, OH 

 
Southern Region 

• Veronica Creech (Regional Manager)  
veronica.creech@nursefamilypartnership.org NC, SC, VA, WV 
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• Julie Rainbow julie.rainbow@nursefamilypartnership.org AL, FL, GA, TN 
• Kimberly Williams kimberly.williams@nursefamilypartnership.org AR, LA, 

MS 
 
Northeast Region (Public/Private Ventures) 

• Lisa Gale Reyes (Regional Manager) lreyes@ppv.org DC, DE, MD, NJ 
• Jennifer Stavrakos jcstavrakos@ppv.org PA 
• Renée Nogales rnogales@ppv.org CT, MA, ME, NH, NY, RI, VT   

 
 
Colorado (Invest In Kids)  

• Michelle Neal mneal@iik.org  
 
Program Development Director:  Erika Bantz 
erika.bantz@nursefamilypartnership.org 
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