


- . , /  - - - : . L . "  - ,  " ~ . ~ - - , -  

" . " .r -- , ... .-'--'~'~ " ~-- - .-" :. -"._-~" 

�9 " ~ -  - - "  : . ~  / ~ ~ ~" _ '7  
" - ~ - - " f'~- - kt' - - ~ -- -~ - . - .. .-_ , - 7  .~ _ _ ~  ~. 

.-%_ . _ " . .~ .~ ~ . . ~ . ,  \\ " 

-_~ " -_ -- ~ -  .~- ~k~.~. " " " . . . . .  - 

,~_ .-:-~---~ / ",, - _ = ", .~, -~7 -~ ~ ~ - ,,.--. C. ,T" " 4 > ~ . ~  - ,  

" " . . . .  ~ . . . .  - . ~ ' ~ ' ~ / "  " " f o r  V i  - ~ n = " ~ P r -  n - - i : . i  o l e  c e  e v e  t o  ": 

- ~ , . ~  - _ -  "~- :  ; . . _  . . - E , - %  
. - , ~  / "  

- ' : ~ ' 1  ~ " ' "  " - " \  X / . . -  

" t  - ~ k - - ~ ,  , - - 2"- - -, -.. ' ~-'_ --_ . 
- ~ ,-~ - ~ <  :'- - . . . .  ,/ , ->~-~ ..- - .. _ ;-,._- _ % 

- . . /  ~ - ~ .  - ~ - ~ - - .  ~ .  - 

. "  ~ " - -  / ~ " "  " - - - ' "  - " -  - ~ - "  - " ' ?  " . - -  ~__ , ~ -  ~ _ - - . ~ 7  

�9 - N A T A L A N D  F A N C Y  " " " ~-- 'e'..- - .... P R E  IN  H O M E ,  ,- "-"~' 

" -  - " S I T A T I O N  B Y ' N U R S E S  " <.. --, --- . . . . . .  "'V-I . �9 - > -, -- 

. - - ,  , -~ . ~ - _ _  - . ~  , . ~ -  \ " ~ - - - - ~ .  

�9 . .  ,~ -~ \ , - . _  - . ~ : ' -  . - "  - -~ . \ / 

S E R I E S  E D I T O R  " - 

-- . ; _  �9 . . . .  "- , . ~, ~ / 
, . . . . --. , - ,..... ..~ - . ~ -  .. 

" " " " " " " t i -  - - - ~  - ~ - " " " "  S " \ _ ,  ~ . ,  ~ .  < -  -- D e l b e r t  : E l l i o  ~ -- - - 
_ - " " ~ x  - '  - "~ - ~ 1  - :  

P R I N - I - A L C P  A U T H O I i  - #  " /' -" 
�9 ,~ . / / -- ~. 

. . . .  - " " ' -  " ~ "<' O l d  ' - " ,-'~ ." . - - D a v i d  L .  s . . . . . .  

x,  --~< [ "  �9 . ~  . * ' 7  - ~ - 

, ,  _ . . . .  - . ~ ~ -  C O N T R I B U T I N G  A U T H O R S  " - -  
- . . - f , . - .  

- , _ . -.-. P e g g y  IS. H i l l ,  S h a r - o n  F .  M i h a l i c ;  a n d - R u t h  A .  O ' B r i e n  - - :  - - -  - -  
1 L 

�9 / - 

\ . .  " , , .  ~ \  
- . . ,  . 

- . - ~  . . 

_ - 1 

d - 

- 1 

' r 

/ 

j , ,  

/ - . .  

. k  . \ \ . ) ,  - -  . - " �9 

% 
) I 

- - - ~ L u = r K n m n ' ~ u m r = K = m ~ = ' . r A K U ~ u r ~ m u ~  - - \  - , . =  

�9 ' \ i ) e s i g n e r ' s  C o n f e r e n c e  - - - F o c u s  G r o u p  C o n f e r e n c e  : - - .  / 

. . . .  / ~ .  D a v i d  A n d ~ e i n e  ~ "  . -  ~ 5 : - ~ .  D o r o t h y D a v i s  ~ f ' -  

- J a  n C h r i s t i n e :  �9 - ~ , - .  ~ .  ~ -  M a r t h a  D e U l i b a r r i  . ! " " . .  

_ D e l b e r t  E i l i o t c  'i . ~  ,,-=. " - " - "  D e l b e r t  E l i o t t  . . . .  " 

5 -  . L o r r i e  E l l i s  ( -  ' " J e n n i f e r  G r o t p e t e r  " - -  

pe ; - . . J e n n i f e r  G r o t  t e  - " ~ ", D i a n e - H a n s e n  - - -  - 

_.-"- D i a n e  H a n s e n  . " L a n d a  H e y s  . _ ~, 

- - L a n d a  - r i e y s  - , -- u ' L a y n e  ""  - r ~ e r r - L a y t o n .  -- -"  ~ . -  

- - , - -  " S h a r o n  M i h a l i c  S h a r o n  M i h a l i c  . . . .  ~ " 

�9 ~ D a v i d  O l d s  ~ - - J a n e t  M o t z  < -  . : -  . , , ,  

�9 " J a n e  W i l s o n  ~ J e a n n i e  N i c h o l s o n -  

-.~ . u 

. / ~ . .  

�9 . .  - "  



- - - ~ - -  " -  < - - I " . , -~ .  C ' I I  ~ [ "  " ' 

. I _ 3 ~  . .  J - -  . _  - ~  " . 
�9 _ - . . _ .  - - 

, " - ~  _ ~ ' >  ~ , ~ ~ ~ , ~ _  - . - 7 '  . - - : ,  ~",-. - ~  . . . .  , - - : ~  

�9 . _  . -  _ .  ^ - -  

�9 " " -2  k k_  . "  - / - ; "  , - " t '  ~ \ -  \ - " . i ~ - ;  ' . . : '  . < " . - / - "="< ; - \  " < " \  

" " ' " !  L , - - -  . 7 : ; < . ' ~ -  . ' - 2 . < , > .  - " " " " "  . . . .  "- ~';- > > "  : ' -  -',,)? / :~ " : ' !  - "  
�9 / ~  ' ~ - .  , . . - "f ~ -  ' ~ "  -~  ,X z ' ' : - ~  . ~ - ,  e "  

- ; , = - . .  t ~  . u ~  / < - 7 - . .  ; - /  ~ >  : " ~._. < "  

. . - . . "  - , - -  ~ - k - . , / .  - - , . . "  : -  - ~ . , . . .  _ "" ~ ' -  " " " , t  L~/, 

_ - ) ~ -  - . , -  , ~ . _  ," : .  ,.., . . - . .  -:_ . . . .  - . .  . . . .  . 
+ - ~ -  . _~ - . . _  - _ .  ~ ;  - . .\. - - - . . .  ; ~ , ~  . . . . . .  

" t  " : - - -  " ~r _ . . ; . . . _~  , ~ ,  . "~ ", - ' - - " -  z .  ~ : ~  , ,  

- - " :  " -  - ' ~ ' -  ' " /  " ~ -  "" "-7 " \  �9 - ~ ,  , ~ ~ ' , ~  . . L - ~ , "  7 " '< ->~ : -_L-  ~-,  

"'" ~ " "" -" . . . . .  ;" " ~ - "'L~" ~--'" 

' "  " - ' G ~ '  " - - - ~ - , (  '-. ~'" , ~ -  > - - " ": " -"  " -  . ' , . L  - - ~  " ~ " ~ : :'-'~- " ' "  - -  

. . . .  . . ~ ,  / ' ,  . , - . >  . . . . .  ~ , ~  ~ ~ . l : - ~ .  ~ "  . . . 4 - 7 ,  ~ ~ - - /  " " " . . , . . . .  - _ - _ ._: 
' - - -  , C . ' .  ~ _ . _  - ~ ' ~  - . -  . . ~ _  _ 

I .  - -  ? . . ~ . - 7 " .  _ . . .  ? ' - . . .  r - -  ~ - i - ~  -'- r ( -  " "  
" ~ , : - v  - - " ~ ' , - 

/ . , ~  ~ _ - > - ? -  - . . . . ~ .  _ . ~ - _ . -  . ~ .  
I.. -i" ~.- "- '- . ,, ~ , " ~>~ . ~ "~ _ ~ ., . . -. 

. . . . ,- 

~ ~ - - . . ~ . .  . . ,  . : . . . - ,  . : . _  ~ . ~  l . 

" ~ - , " - ~ ~ -  - .  i :  I r k  " 
; . . ~_ - "? - . . . , _ - -  -. ,. " l. " ' / ~- - . I-- ";~ 

. . . . . . . . .  " -" - "' - ' . " ~'~" ") '-'i=-, . " _ .' ' - . '.,i " "  ~ "I" " ~ . . . . .  "~-, . ~ r ~  : .I;  ~--- 

. . . . . . .  - ~ " - " -  ' "~  - " "  - : - " - "  " . . : ' ~ -~ ' t " -?"  ""  : "  �9 . - . .  ,.. ~ ,  , ~ :  . -  , : _ ~ '  . > % - ~ .  ~ - -  ~ . . _ \ , ,  - _ ~ j ' ~  
. , ,  . -  ~ -  . ~ , ~ ,  r  . . . . . .  ,, 

- - T  " : "  . " I -  - - : ' . . . . , ~  > ', ,~ " ' )  - . ~ - "  . r .  - - ' - .  .,--. . . . . .  ~ . , ,  

/ " ~ .  - ~_ ,Z ,_  ' / ~ , ' ~ .  " ~ " ~ "  ~ ~ \  \ " . ~ , "  ' " ' - ~ "~ - -  - i ' X  t z  . 

T - - ~  ~;- ~ 4  ~ ' ~ ' ~  : ' '" - ' J  "7" ' " ' l_  

- " ~ # Z  ~ - "  " , I " ,  �9 - 1 . . , ~ ~ ~ ~ , ~ , . 4  < 7 -  , " . ' - "  " -  " " . " - ~  - , ' "  ~ - .  
. -, , - -  ~ ." ' . ' 1  , -- ', ,- -'-.-, / . A i ,-. ~ ,  ~ -  , , r -  I 

�9 ~ -_  ' ~_ , \ ~ . x ,  , ~ '  " : - " - ' . "  ' - -  ~ ' .  ~ "  " ' - ' ~  , - -  - - ~ .  . ' T ' @ . '  . - : ,  - . ' -  , _ . t - .  z -<_ . - , _~  L . " , ~ ?  - -  , _ ,  \ 
' ' -  ~ , ' " ~ .  ~ : . -  > . . . .  - k - , ~  f : ' - . . ~ / .  - I j  " - - 2 - - .  . -  e ; ~  ~ �9 - --. ~ ' . - - - - - -  \ ' , ~ , "  , .  ~ " , " G ' . . . "  

~. "u .\ i . ~,,-'-='W' ':, '.-, ~ -' : ~_ . ' .~ ;,-.~ ,,.."L : :7-.~ ": '.'.',fT.' -.I ~-,. I ,, --"--' L,, -:,-.'. 

" ~ -  , - .  > ' :  ~. " _ - - J  . - .  " ' < ' , . -  ~.~ ~ L . . :  ~ .  . ~ . ~ -  - ~ - - -  - ' , .  ~, . - ~ . ' ~ .  -7" , (  " -  . . . .  
-G -  ~ ~""  t~ ' - :  , ~_ : - -~ ' . v  : -  " , ,  , . ~  f r ; . ~ - - .Y ' -  , - . _ j -  ~ L ~  ' t . ~ -  - c  " .~ ' ' ~ :  "~ ,  ' k -. " "  ~ L"~ f~L t  "=~ ' ~ ' , ' "  ' - " 
, ' -  ". . T . ' / < I ' . . - '  " f ' : - �9 , , - '  ' ~  . .~ ~ ,  . " - '< -  " - . . . ~ / . . - ' \  - "  ' =  . ~ ' f  LW ' - ~ . ' . '  ' ' ~ I " , Y ~ " ' - r  �9 : 

-:': " ~' - ." , .- "- " ' -7 -.~,'--m " , -\" .,---,vL..~; < ,..,")..,.-~ ? ..... -,_- ? .~/t'.. ~ 3 , ~  

" ~ ,L �9 < . -7" -  l.-c - ~ " 
- " - ?  . . _ \ - .  ' ,  . - . .  . ~ i -  ~ \ . .  ) ]  . t - . �9 . - -  - , ~ -  , , .  

_. . ;  .w  . . ; . ~ _  , ~ . . . _  ~ . . > , 7 . > :  . , ,  . _ . _ . k _  . ~ - ' ~  ' " ~ -  ~ "  '~ - -  , ~ . _ .  , . .  - - .  ; - . c .  

> . ' . .  . ~ _  .~ c . . .  ~ . . . . .  < < l  - ~  , - , . . ~ z .  ~ _ .  v < . ~ - .  , l _ . ~  - ~ "  " ' % - ~ - ~ (  �9 ' C. ,  - [  +' > ' ~  , "  ~ I ~ 
. . 1 �9 > .  - "~" ~ ,  \ . ~ - ' g ~  " . '  C �9 " ; - - -  . " ~  . , , ' - - - ' '  - ' ~ ,  , . ,  ' -  _ .  - "  :- : , f "  ' j .  - ~ : . -  ~ - -  - . - . - . ,  

" / , ~ ~ "  " " - 7 - / ' ' U -  , ,  . -  ~ /  ~ k - . : - . ~  z " ' . ~ -  - - -V . . . .  ' . I  - - ? ~  - 
t - '  . , Z . ,  - . " <  ~ \ ' ~  .,%, " .  " -  - ~ . - , . -  ".~ l ' - .  < ~  " ". ~. 1 -  _ % , . <  ,. , "  ~ . . ~ ~ "  - , "  . ' c  

.. ' . . . .  _ - = . S - - ' ~  - - . - - ' ~ " . - ~ " ( ' . ' -  "-=', ~ / - ~ - ~  <. '  ' - - ' , "  b " ' ,  C r "  , 4 . . j , . -  : .. . ,  , - - , . ,  ~ ~ _  �9 
- -  " ;  . ~ ' ' - , - - .  - " .  " . - ~  ~ , b"  / - ~ .  : ~ ~ ~ . -  , -  . ~ - - . /  - . ; J , '  - ~ '  " "  , "  , ? . . . .  , " - .  " ~ . , - , l ~  ~ c .  

- b ' - -  . 4  . - ; ~  " .  , ' - ' - , ~ .  t ; ,  , . . - . ,  i . .  ~ , " - .  " -  . ; - -  . 0 > 7  < , a . . - .  : _ = - - z ,  " : , ; <  ; . . . .  : - ' ~  . . . .  , ~  " : 
, . . ' ~ " ~ . ]< .  . \ "  ..,<.-- L_  % L (  ~ " "  '.. -LZ  - ~_ .  , . 7  -- , - ,  ; : .  , , 4~ -4_  ~ , - - -<  _ , . - - , - _  ~ , 

_ . . : . . , . . ~  , - . . > , ~ . ~  ,. I ,L~ ,  - - . , ~ ? /  ~ - -  - ~ .~ "  ' ~ "  . ~ . _  - - i - - _  ~ ' C l . ~  - .  ! .  r ; - . ~ _ - ~  - - ,  : s  <..- 

/ ' " ",+ " J " " ' " ' - " " /  " ~ - ' "  - ~ - '  ~ / ~ ~ \ " ~ ' "  ' ; ,  ' Y ( - <  " - "  - -  " ~ "  " i " - " ~ ' " ,  ~ "  - 

" " " -  ~ ' "~ " "~ " " '" " -' -~" " - L :  - ' " v~.~ ~ ~" ~7 . . " �9 . - - - . ' - ) , 

- ~ ' -  ' "~  , ' # " - = ~ .  - - - ' ~  ~ -  - -  " -~-- ' > < ' ' - ,  , " -  . ' - L - - - - ' ~  "7  ~L  .~ -  , . "  ' ,  / , "  ~ ' / '  . ' - ~ .  : , " - - 

, \  1 /  " "- " , . " ' -  / - -  ,. - " , s . . .  < , v . ' - .  _ ,  ~ i-. . . . .  " u~-  , . . . - -  " ~ . ~ -  - "  " " .  ' ~ . . .  . 

. . . .  " ' '  ) ~ "  i ,  " ~ . . . .  " "  " ~ ,  ' - ' ~  ~ : ' ~  ' "  " ' - - -  - " ; -  ' " ~  - - - '  " "  " f "  " - - "  ' ~  " :  ~, . \  . ~ - . '  = . -  ~ > - ~ _  �9 _ _ , .  ~ ,  ~ ' ~ . .  - \ \ - . , .  ~ . ~ "  , , "  .~ ~ , . , , -  

�9 f " .  ~ (~  ' ~ . ~ .  " - -  / / " ' ' . .  ./ " " ' . ,  , -  ' ~ . ? -  i . . ~ " r ~  - "  
- ~  - . . - : . . )  " . , ,  J . ~ "  , . . , - /  , ~  ~"  . - _  



_ - f - . 

. = . - _ - -  . -  < - _ _  . . . ~  - ~ - N .  - ~ ,  

J r ~ " J ~  -- =< ~ - " " - - I 

.' " - ->" . "-- " --_ ~ . ~ l ~  "~ - .- ~ .\- "~'- ~ : <' ~ " 

. ~ ~ - . - . - , . ~ . , ~ - -:-- ~:;, ._ - ~> . j -  

~--" " "- -~---" " " : ~-,A-- ")~ ~- ,-> - -o -~ _ . --~:'>~:- - - - 

", �9 - .  k" " -  . . . . .  "7. . . . .  ~ 7 ~ , ) .  . (  '_ "...> . - ~ - , > .  . ~ , " - 

- .- :- :.,._ . ;--_'~-' : ...:, ,. ,: . . -<: ... . ~: _ .~,. /I ->. 

-" - " " . -" "" ~ " ~ -~'~.. ::_ -I - " " " " --_~-- " 

�9 " " - - . . . . .  ~ -  B L U E P R I N T S .  " -~ ..... : ..... ": " - 

>-< 

/ ~ D V I S 0 R Y  B O A R D  
- -. ~ .  :-~-:~ "',"-4 " ' _  -" V~':. - ".-'r. .... - -. -- - ~ - - :  

" - - ~ - - "  """ -" - . . . .  " "- " P I i D  -n:-~ -'-:-7 : '- " 
- " :  S EIIi " ii'm - " -~' - " - > -  �9 ' . . . .  " ' ' :--- D e l b e r t  ott,, C h a  a - 

, . : .  > .  " _ /  , , , : . ,  i .  " : . ' J  " . - .  - . . ( c  , . ~  ~ - 

" : - ~ "  :=, - . . . . .  ' ->' . . - ~ - . -  ~ ,': C e n t e r ,  f o r  t h e  S t u d y  ~ i h d  P r e v e n t i o n  w V i o l e n c e  - -  " : - _ - : -  - h  - 

" - ~ " ; ' -  :_  : w < . e j ,  , . - I n s t i t u t e  o f  B e h a v i o r a l  S C l e n c e - .  _ e _ " -  _ - ' - - - ~  - 

" -  \ . . . . . . .  > ---, . . . . .  _ " _ -  , . ,  , , # , , , r T n ; v e r s ; t  " ' a f  C o l o r a d o a t  B o u l d e r  : " - _ L ' - - ' :  " : : *  " " 

- - - -  <- - �9 - -  -- B o u l d e r . C o l o r a d o . -  - " -  - . -  " Z - . :  ~ - : ~ "  . c . - , .  
~ , ~ . . - ~  > .  _ . .  ~ W _  -y .~ .  i " "  " '  - ~ -  ~ ' \ ' _ :  '-x,'~ - - ' )  " " x ,  - -  - - _ " . -  _ 

�9 - - . . ~  - .  . . ~  _~ . ~ , :  . % - -  - ~ . . . .  - . 

~ . . .  - - ,  : : . . . .  . .  . . - . , ,  . .  - .  , . -  _ 

- - ~ ,  . - : - - -  . . . ~  - ~ : -  - .  _ D e n i s e  G o t f f r e d s o n ,  P h . D .  - -  _ - ~ . - r _  . ~ - -  . G ,  " " .  ~ -  - 
�9 . _ . . . .  : . .  , , .  - -  . , . . . . ,  . .  - . _ _ _  

"- " " - '  D e  , a r t m e n t  o f  ( . r i m l n o ! o g y  a n d .  i n a l  J u s t i c e  . . . .  ~ ] - ~  ~ - . -  - \ ~ ~ ~ - 

- .  - t .- - . . . . .  . ._ .  - U n i v e r s i t y  o f . M a r y l a n d  " . . /  ~ -  c , < ' -  . . . .  
: -  . . . ~ = - ,  . ,  ) - - > . .  - . . . .  - .  - . . -  . _ . 

�9 " % <  " - " " P a r k  M a r y .  ,~ian'r . . . .  - .-', -- - - - . C o l l e g e .  , .  - :  < - -- " -  . - _  , - ' - >  

- . . 7" ~ . " " . _ : ' "  - _ _ f /. . . . .  '~-.: 

- :  > . . . .  "" e r  D " " " " " . ,  -~ ' -  - - -- - -  P e t  W .  G r e e n w o o d ,  P h  ; - - -  " ' ,"  " - 

�9 - ,  _ : -  - - ~ -  ' " , -  _ - -  ~ C r i m i n a l  J u s t i c e  P r o g r a m - -  ' -  > . .  - . 
_ - . - - [  ~ - ~, . . ~ ,  - . �9 ~ . . #-. 

- .-~ " - . . . - - \  . . . .  -- . T h e  R a n d C o ~ o r a f i b n  -. : . . --" ~ -"- " 

~ : ;  . . . . .  S a n t a M o m c a ,  C a l i f o m i a  - - i -  - ,  . " - - 

, -  . . [ D ; - -  L - - ~ . . ,  - - - . -  . ,  _ :  . .  . - - -  " -  - - :  , , ' , - . ,  . : . - ~  ~ _  - - "  H o p e '  H i l l  P h  . - ' , .  - -  " "  ~ : -  
' : "  - \ - - : 7 - " ~ -  ~ 

o j e c  - --'- ~-, - - . : "  " V i o l e n c e  P r e v e n t i o n P r  t :  ~ -- " " 

" - ' -  - ~ "  \ . . . .  - < -  H o w a r d  U n i v e r s i t y  " ~ .-'= " > '" - " 
- ' - - = - -  L _ l -  \ ~ -  ' - ~ "  " '  " ' " 

- . - - . /  - - -  : . - , --  . W a s h i n g t o n ,  D . C . . .  ~ .  - - .  . . -  . - - .  - _ . - . . _  

- -  " - > . _ " - . _ ' - "  . " i .  " , - - "  _ \ _  _ .  . "  . 

�9 . _ .  . . -  , ~  - . . ,  / - , ~ . .  - .  - . . + -  . _ . _ ~ _  . -  - - .  . .  . - . ~ -  

.... -- " -- - : -  - -~ ~ M a r k  L i p s e y ,  P h . D .  " - ~ ' 

. )  ' . . . .  - - , , -.-" . . . .  - - ' - - - - . . ' -  - . ; D ~ p a i ' t m e n / : o f  H u m a n  R e s o m : c e s .  " - . : . . . .  - - 

: . ~ . , . , .- V a n d & b i l t  U n i v e r s i t y  
- � 9  

, - . -  . -  - .  - - _ .  - - . G - . "  . - .  N a s h v i l l e ,  T e n n e s s e e - .  . . . .  _ ~ ,  . . . .  

- -  " . . - . - \ �9 x . -  ~ " �9 x " " " . ~ " �9 . " - " . " ~  

�9 - D : -  . . . .  . . . .  ; - : "  >-: "~  " " - ' " �9 P a t  T o l a n , < P h .  " - . . . .  ~ " : " ~ "  " �9 . _ - .~ ~ . . - . .  - ..~. �9 -~ . . . "  . _ 

- - . _ ' c ~  : _ _  _ > -  ~ _ I n s t i t u s  f o r  J u v e n i l e  R e s e a r c h  . . . .  < -  " 

o f  " - " . . . . .  - - v .  " " U n i v e r s i t y  I l l i n o i s  a t  C h i c a g o  - �9 - . .  

- '" - " - -  ' ' : "  " C h i c a g o , :  I l l i n o i s "  - ~ "  " - " " " 
-~ , -  . . . . . .  . . .  . ( - ~, . - . .  - - 

- . / " -  . "  ~ . . ( .  " - - . ,  " ~ " _ _ 1 . . . .  , i ; ' ~  " ~ "  

- . ~ . -  ~ , - . . . \ . . - ~ . : ' , p  y . ' . : [ . ~ ,  , .  . - 
. - -  . _ - . 

, . _- . ,_ .- . ~ ~ ........ ., ~.t.~_ k 4 r  - . - . - .:~__ , 

. ,  _ ,  . . .  - ._ . . . - - .  

;,"'::,::'.C :':<" '~ , . ! t : s ! i c , - s  ,:71el~'enca Service 
" k , ~ ,  . t  I ,  . . . . .  l . .  . .  . \ ~ ,  - -  - " 

- "  ' . - - - -  - " :~c;t . " . ' ~ : ; . , 3  " " - - - - _  . . . . .  

. . . . .  , - " .  ," ~ ' ~  9 n g ,  a ; . q : > ; c [ ) , ' )  - - - - 

�9 - , . . . - ~ . . _ - _ ; 
- - '%. . �9 . - -  - _ . . .  ., 

_ .'7 . . . .  " - " ,_, . -. �9 

- . - - . .\ 



F 

J 

A C K N O W L E D G E M E N T S  

Development of this publication was made possible with 
support from grant number EPI9705937 awarded by 

the Colorado Department of Health and Environment, 
(Disease Control and Environmental Epidemiology Division), 

through the Departments of Health and Human Services, 
Public Health Service, 

Centers for Disease Control and Prevention. 

Printing and dissemination was made possible with 
support from grant number 98-MU-MU-K005 awarded by 

Office of Juvenile Justice and Delinquency Prevention, 
Office of Justice Programs, 
U.S. Department of Justice. 

�9 Design and Production provided by 
Venture Publishing, Golden, Colorado 

and 
C & M Press, Denver, Colorado 

/ / 

/ -  

x 

. +  

/ 

+ . 

x .  
+ 

Copyright �9 1998 " - , 
Institute Of Behavioral Science, Regents of the University of Colorado 

" Center for the StUdy and Prevention Of Violence 
. ; Institute of Behavioral Science '�9 

~ University of Colorado at Boulder 
Campus Box 442 

Boulder, Colorado 80309-0442 
Phone303/492-8465 Fax 303/443-3297 

i 

/ . ' "  . 

~" The opinions, findings, and conclusions or recommendations expressed in this 
�9 document are those Of the authors and do not necessarily i'epresent the official 

position or policies of theColorado Department of Public Health and Environment 
the Centers for Disease Control and Prevention, or the U.S. Departmen! of Justice�9 

�9 . / 

�9 . . +  

_ /  



. , . . . . .  " " 7 ~ . < _ ~- . - , .  . .  _ , ~ - ~  . ~ ~ _ z ~ _ ,  I 

-Lb',. ~-, ".'". ',!':," ":-., .", . _ , .. ~. " . -.. ~ . : . . - ;  ..... ,, ~d 
. :  " , . ; s " .  " l ,~ , " - :  ~ '  ~ i I ;  , ' " , . . ,>_ ~ - ~ :  , ~ - ' -  " , " , - -  - " ~ -  ~~, , " -  / ; +  . . . .  , -  

' X  : ' " - - - I  Z P  ' - , ' .  . " -  . . -~ - t , , . 
' . '  , , "  -,. " ~ " -  , . - . -  - ' ~ ~ ~ - ~ - : r . -  ' . .  - "  .d,..-- ',-.,.. " " -  - - ~ _  " ~ - .  ; I  

' ' -  ~- . . . . .  ! - - '  , .  " .  :'.>: " -  "-'," -" . ; /  ' , .  : / 

:;': L.,-': :-~ .' --~'=7,! ' I --> " '" ' :'~- " " -' "/I 
I--'--~ - 7k '~ ' "'.., ~)/-., "--I 

":...-~ i~ "  " / ~ ' 1  ".,' " , '  / " . i" " '  - . / ) , ~  - - :  '" " , " < ' :  ' l  

- " ' i  ; ' ' > [ - , - :  . . . .  ' . . . . .  - -  " -  ' t '  ' 
" :  " > -  % -  ' "  - r  �9 " / 

- . "  - '  ' , - -  I , "~ I :  ~ - . -  ~ ~ ~ -  " ' ~  ; ' . 

'- ~ ,  " ~ •  " - I  , .  .. . 

.:'.., . ; .  !, <" . .  , ~  -,=- , .  . . - - . , . . ,  ,, ] 

' " ' " l " ~  I " " . :  " -  " ,  " " ~.., " ~ . 1  ' ' 1  

'~ ; m -  . 7 ' . - -  
~ . ~  . . _ i  - . 

, z. ~" i -L 
, , 

, _ \ , . l l :  

- ,  ~" <- . , t  . . ' , j  
z x ~  

-,.-,~, "~.~. 
"~-J ] 

: ~  .-- . , ; , -  . ,. 

" I - -  " : .  ~ v  t 

, / : . . ~  , z Y .  

/ / . 
, "" , >  ,: :..,' 

. f . , 

, , - _ :  ~ :  E--:t' 

�9 ~. ':," .:' '~ ", 

,,...~ / 

x x " : - ~  I 

\\ , , . - - -  

~" " - ~ , ' " ' "  - \ r s  " ' "  k 

\ 

) 

1 ' .  . , . t  r . , . ' 4  

/ - . ) "  

�9 f -  

�9 I 

" ~ ' ~  '~-,." " " "  ' - / ' )  " . f " ;  - I 

\ : .  " , L  ' , ,  ,r .<  ? - : : -  < ,  I 

. '~  - , % ' 4  ~ " k .  I , " 

. . . .  - -  - .  . _ y / a - , . : > . ,  

. ; :  / . ' - - . -  _ > - '  . . ,  

. , -  _, ..~.< - 

.,.~, ' , ~.. ~ -f 

X , , \  f / ' ~  
. # r 

/ r * : /  . 

\ . 

:., ,p  - - ' ,  , .  
-,. , , . .  \ ~ . ! :  

I ' ; '  / ' , ' , %  ~ - " " 

I 7 : _ ~  , _ ' :  s" , '  . " >  - ,  

T a b l e o f  ~ o n t e n t s / , - - -  " ' " . . . .  . ,  " , _  - ; ~ - ; _  ' .  

,; ~ "~ . ~ ..  - . . : .  - ;.., ' - , ~ .  

_A.':7, - -  _ ,c / - - 

" L ' , "  . ; '  " " 2 "  

" .  ' :  ~ ~ - ~  \ ~,~, ',- 'r , _ 

- 7 T ~ -  ";~ " ,  . t ""  - : -  " / ~ ] 
-, - - . ;- -'"-~-, - . .-," ..... ~,~'-+'I 

' ' , ' - ."  - , " ,  - . "  " " , r  I " ' ' " " ' "  " " -  " ' /  

, '.I"/~'?.,. ' . ,,., ' I 
" -'-" . " "-' , '. . '-;-I 



- /  _" N _  _ i -  . .  . ~ ,~  

"7 - -  '>" ~ ~ /  ~ ' -  J " "~  " " ~ - : "  

_, ._ /  > - %  " " .  -- - ' - . . ; . : .  ,"  - ,  L . . . .  , - . . -  

_.-i.~,,7- ,~ .'-"" ~:.-:tr- ~ -.--'- / ~ -- " --"->-" -* v -"~- -- - -] .d. _~ 

- ! , i " .  " ~ . -  " " " "  ~ > ~  % ,  . ~ \  "" v 75, " % 7  - - "  ~ "" - - G V -  < . -  ~ - -  - - "  . . . .  : ' - -  " r , - . , 

- " - -  - " . . "  , - : ~ . z  _-~ . ~._~,~ _ ' - . _ )  , .  - ~  , ~ - k  " " - - - " -  J - "  ~ "  t " ~  - -  " - ~ - 3 - - "  i - , ,  

- 7_  ? "~  f - -  ~ - -  . ~ ~ I ~ .  ' ~ " - - .  " " " . I . " ~  ~ - ' e  " - , - .  I 1 "  _ J ~2~  - -~ '  " 

�9 / 3 - - , ,  , ~  ~ - , e  " "-. 3 " - ' , , / ~ . '  _.-  , ; ' , , ?  - ,  - - _ .  o .  x , - I  ~ " "  ? . > , , "  - ~ /~  

- -  '\ t - ' - - "  . . . . .  ~ - ~ '  ~ " " "  : - > >  . . . .  ~ r ,  > - " = , / - ' v , ~ , <  " 

_ ~  . \  ".,~.1 " ~ :" ~ ~ ." \ .  " 2  .'-< ~ " _ -~ ~T-I ~ "" - - -  

v - _ - , :  ~ < - -  . . . . .  "7%; - ' - >  ' - -  / . :  ~ " 2-- - " - -  ; -  ~ 7 - .  " ' 4 ~  - ' - "  , i  > " . -  A - - 

-- - " - , - : ~ " ~  - - . . _ ~ .  " ~ " -  - " -  ' 7 - _  - "  . L  �9 - . . e  ,- { ,  >- -  u '  - - ~  } . . . .  " " - -  -- 

. . ,  . - ~ - -  D . . ~ . ~  - . ) ~ \ ' - : . .  ' : -  ~ . . .  

- ~ -  " - -  - - .---~ I - , , ,  . ' -  ~ ~ ~ ~ - _ i  " ~ - -  : ,  -{  - ~ . ' - : ,  " �9 \ 

--  ~ . - - ~  2* . , . ; 7  ~ ~ ._  , - - .  ,. " .  . - ' - ' ~ , ~  _~7.~- " : - - .  

5 , '  s " ~ " -  ~ ~ " - " ~  . ~ . ~ _  . .7  . ~  ) -/\ - ~ - - " " l ] .  " ' . ~ - ' -  . ' . -  ' " -  - "  ~ 

"" ~ - ' -  - " " ~ "  ~ ' t ~  ~ , _  / , - - "  ' " ,  ~ - - ~  " %  - -~  ~ " - . /  - _ - -  I _ - 

- -  \ " ~ L ~ . , ~ _  ~ .-r- . .  . , ~ _ .  - 

- " . . . .  " - 7 : - " -  - - - "  v - ~  E l  . ,  _ .  . . . .  > . = ~ .  . \ ~ > = ~ .  - , .'-- - ' - - - ,  : { -  . _ - .  _ <  , \ . . . . . .  , . ~  _ -  
" ~ -Z-: % / " :  ~ 

" 7 -  . - . . . .  \ - 4 ~ C - ' .  - - . ' ,  . -  

_ . _  _ , .  �9 _ , -  . . -  . - _  ~ l ~ . , ; . . - -  ~ . _  .~ _ 

- "  7 < - - " :  2 -  : ' v - -  " . : ~  L / -  ,~" , " ' S k ~ < - / ,  . . . . . .  , > C ~ : _  . . . .  ~ ' " 2 .  - " - ~ < %  

" " - - - . . . > -  7 ~ - ~  y -  - - . ' . .  ~ x < ~ . ' . , - ~ =  - -  _ , ~ - - - z ~ -  ~2~ \ _  : -  - ; - -  ' - '  . -  . 
. ' t, , ~  ,-.x',. . ~,  I~ . '  ,<'~. - . :  . -  ~ . - -  _~__ q ' - _  - ~ / / .  ,,~ I X .  ,<~. - - ._ / , , -  - Q " - - ' ~  

~ " - , "  ' , " i : ' - -  "1 / / --~-"'~ /- ~ 3  - - \  " ~ " ~  " " "  - ' ~  ~ q 5 ~ . .~ .L 'v--  r .  - 1  

\ ' I < , -  ' .  - % : <  ,, ~ \  " \  . v ' - %  . 

" ,"~---U,/, - '. - ' k  . ,I " L i "( - ' - ' ,  ~ - 

I - - -  - " 7 ~ , i ' <  ~ 7  . ~ . . - -  - . ~ . . , , " - 

~, . .-\~ - ~ ,  ~ . ~ :  z- -.- ,-_-- �9 ._-.. . %. . :~ ... ,.. _ ... . . - .... .. ' 

. .  "" q , . . l "  . " " > ~ ,  ~ - ' . , : : " . - - - - , ' ~ " . - , . ~ .  = ~ ? ~ > ,  2 t  q :  " ~  . . . . .  , ~ _ . , - ~  - - ~ 2 - -  " - - ' - -  . . . .  : "  

�9 1 ~ .  4 - -  " - , , , . - C - - "  , ' ~ - "  ~ ~ . 5 -  " �9 " "-~ ~ " "J  - " " ~ -  ' \ \ " - - "  = "  ' " " : ' . '  - <  ; - ~ "  ' ~ ----~- / 

_ / _ . ,  , _ '  ~ } -~ . . . ~ /  . - . \ . _ ' ~  x - - -~  . .  __ j . . ~__  - ~ ' - -  \ - - .  i + ,  ' ~  - ,  _-7- ' 

~ '7 -  - . - . -  ~ ~_ ,  ~ ' . -  . ~  "~  . " �9 -~ - ~  ~ i ~ - - Z /  
�9 . ~ C ~ .  7 .  ~ ~ - ~  �9 : ~ ,. J " - . .  ; - - <  ~ . ~  . \ > - - 7  . r -:'~,~. __  

- - %  3 '  v , - - ~ _  ~ " - X _  , , ~  " \  / - :  " /  - ~ .  _ -  " . , \ ~ "  , ~  , . ' . * .  . - ~ v . \ . . . . .  . " .  - - ~ ,  ~ ~ - - - -  / ~ " " ~ L  

: ; "  - - ' , -  ' x - ~ ' : "  \ ' ~  , " " " , "  - < - r ? .  ", - - " -  I " - - ; ' ~  '----- L-> , ' < ' "  : ' - " Z  ----  , , : r , . - : . .  . . . ~ t .  

_ ~ . .  _ ~ ~ �9 _ .g_ . , _~  , _ i  , / - -  k / ,  - - " _ ,  , '-~ , -  ~ - r , - G . .  ~ ' - "  

"~ ~ l  Q ~ - , .  " ." �9 / ~ .~ / y "  . ' ,  ,-~ ~ I . .  - . ' - -  ~ - ,  . " ., - - ~ ,, . - ' d ' V ' S  " , " k -  ~ - - i  . , ' d - -~ '~ :  
. .  : ' -  " ~  , ; "  . . - ~ - 7  . . 3 ~ " . :  - ~ ", .--~ - '  - -  / --~... - :  . I - ~  "..~ . ' < - -  ? . v f  

. . . . .  / . .  - - - -  i \ __  { :  . . . .  
. i ' - " ' >  ~ - < -  . . . . - 7 >  ; i  ~ '-7-\ X - ~ -  - " " - " ~ ' = .  ._< _, . . . . . .  -<- ':.-X.- \' /", ~ .a= /  ' = .- -7- .- o, . .=" , . . . x , - -  . - :~-,- 

, ' , _ . '  Z x _  I . ,  - 

_,,, .... .._...,.. -_.._ ..-..:: . _ L>- ,,. : 
- _ : .  , .... . .,< . _  

-" ---'r- - ~ . . c  s e-'-'~i~ ~-~ _. "-'-" ,' ~ .... ,'->~ "75 ".3.,< 
. ," ~ . ' -  ~ _  < -  . - ~ /  . / - ~  , \  ,. i S . : ,  " : ' . ~ \ .  " . .  , . .  '__  : : ~  " , _  �9 . )  _ . . -  / /  

�9 I ~ , . . ~  - _ .  ~ , -,,, . --,,; --a... " > -  ~ x -  ~ " -  t ~ - - - - "  ; "." 
, . - "  ~ :  " . - , -  ~ 1 _  " t : t . - .  : , \ ; .  / 4 ' . ~ . l  " 
' " - - -  " ~  ' " . - - - . .  . . . .  . - b -~ \  - ~ "" J ; "  "I- - ~ - ' ~ .  

" " -  ' " ~ - "  - " -  - - \ -  ' ; -  ~ . t x ,  I ~ - - "  " " "  " S "  

~, - .  l N .  " ~  ~'- ~ ~1  --,, ' ~ .  _ j t . .  



~t~e/'e/~e.~-~ f o r  V i o l e n c e  P r e v e n t i o n  

CONTENTS 

Chapter One 

Chapter T w o  

Editor's Introduction ....................................................................................... xi 

Model Program Descriptions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ' . . .  ...... x x v i i  

Program Overview . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 

Executive Summary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . .  , . . . . . . . . . . . . . . . . . . . . . .  7 

B a c k g r o u n d  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  7 

T h e o r e t i c a l  R a t i o n a l e / C o n c e p t u a l  F r a m e w o r k  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  8 

B r i e f  D e s c r i p t i o n  o f  I n t e r v e n t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  12 

E v i d e n c e  o f  P r o g r a m  E f f e c t i v e n e s s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  13 

Program as Designed and Implemented ........................................................ 17 

G o a l s  a n d  M e a s u r a b l e  O b j e c t i v e s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  17 

T a r g e t e d  R i s k  a n d  P r o t e c t i v e  F a c t o r s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  17 

T a r g e t e d  P o p u l a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  :22 

P r o g r a m  as  D e s i g n e d  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  23 

P r o g r a m  O v e r v i e w  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  23 

P r o g r a m  C o n t e n t  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .. 28  

C o r e  P r o g r a m  E l e m e n t s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  31 

P l a n n i n g  a n d  I m p l e m e n t a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  33 

N e e d s  A s s e s s m e n t  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  33 

K e y  C o n t a c t s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34  

I n t e r a g e n c y  L i n k a g e s  a n d  C o l l a b o r a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34  

F u n d i n g  a n d  P r o g r a m  C o s t s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  35 

R e s o u r c e s  N e c e s s a r y  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  36  

S t a f f i n g  a n d  S u p e r v i s i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  : ......... 36  

T r a i n i n g  o f  S t a f f  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ....... 7 ...... : ......... 37  
R e c r u i t m e n t / S e l e c t i o n  o f  Ta rge t  P o p u l a t i o n  

a n d  R e t e n t i o n  S t r a t e g i e s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . .  38 

S e t t i n g  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  : . . . . . . . . . . . . . . . . . . . . . .  ~ 39  

S e q u e n c e  o f  I n t e r v e n t i o n  A c t i v i t i e s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  39  

I m p l e m e n t i n g  the  I n t e r v e n t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  39  

C h a n g e s / M o d i f i c a t i o n s  in  P r o g r a m  in R e s p o n s e  

to  F a m i l y  N e e d s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 0  

I m p l e m e n t a t i o n  P r o b l e m s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 0  

M o n i t o r i n g  I m p l e m e n t a t i o n  a n d  T r e a t m e n t  I n t e g r i t y  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  41 

vii 



P r e n a t a l  a n d  I n f a n c y  H o m e  V i s i t a t i o n  by N u r s e s  

C h a p t e r  T h r e e  

C h a p t e r  F o u r  

A p p e n d i x  A 

A p p e n d i x  B 

E v a l u a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 5  

. O v e r v i e w  o f  R e s e a r c h  D e s i g n s  and  M e t h o d s  and  F i n d i n g s  ..... : . . . . . . . . . . . . . . . . . . . . . . . .  45  

E l m i r a  D e s i g n  a n d  M e t h o d s  .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  45  

E l m i r a  R e s u l t s  ..... i .............. . ..... : ...... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . .  47  

M e m p h i s  D e s i g n  a n d  M e t h o d s  .... ........ . . . . . .  .................. : . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  50  

M e m p h i s  R e s u l t s  ................ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ......................... 52  

C o m p a r i n g  T w o  C l in i ca l  T r i a l s : ' C o m m e n t  .I-.. ................ ~ ..................... ............. 54  

P r o g r a m  R e p l i c a t i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  5 9  

O v e r v i e w  - 59  

D e s c r i p t i o n  o f  P r o g r a m  R e p l i c a t i o n s  .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  : ...... , .............. .. 60  

C h a n g e s  a n d  M o d i f i c a t i o n s  in P r o g r a m  ..... . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ .................... 63  

R e f e r e n c e s  b y  D o c u m e n t  S e c t i o n  .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  67  

P r o t o c o l  f o r  P o s t p a r t u m  Vis i t  1 ' ' " 71 

A p p e n d i x  C 

R e f e r e n c e s  

B u d g e t  . . !  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  �9 . . . . . . . . . . . . .  - ' " ' "  . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . .  7 9  

. . . . . . . . . . . .  . . . . . . . . . .  ; . . . . . . . . . .  ; . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  8 3  

viii 



_- - , - ; , . - -  - _  . . , ' x / , "  . _" , ,  

I, ' .  , . . .  " "  I �9 '- ' ~_~r " ~ "  " " . " - ,  
[ ;':~ ~ x "~ )-'.-..~ . ( - 

, ,  - '  " %  ' ~- "- " - > 2  

| ~ / 4 7  <5 . -~ ,  ~ . . . " ,~ ; - -  d \ ~ ' ( - , "  . "  " 
" I ' "  } X  1 ,  t , "  , ' ~  ' / ~  . f  ~ .~ - ~ - x , ,  , f  

, ' -L- l ' .C.  " , ~  " --.,',."- ~ > - .  
l - ' -  : < > , ~  ' ~ ' ~  f" < 

\'-->. . . . . .  "%.., a i 
-.d . . . . .  ' + . < . - - -  

" - '. f " , -  ). l 

: \ ~ " b  - -  " i . - .  .... I 

" --/ 5-'-- " > *  , ~ - "  ) ~ "~ 
" : .  L " I  ~ -.- i i 

," K~ ~, --~. 

~. : ~ { .  :.. . . . .  ,, 

" ' - -  \ " " : ' - t  
, , _-, ~;-'-.s,' l 

% "'-  �9 . .  , , 
x , "3" 

. . "~. ~ . . , \ 

/ - -  -~- ;.; ~ ". ' '  

b:, > 
,~ ~ ,~'-- ',, ~. }\ [ 

- - , , , . , :  ~ ~ ! 

\ _  . . . # , 1  ~ ~ .  j 
..-=-, -L.Q i ".," �9 ~\ ) 

_ . -  , . ~ -  . I 

I / ~ -  - -  "-",-4, -.. 
. , < ,  . " , , . > ,  < , 

J V.-. '  ~ \ ~ ' t 

_ -:,7"~.I" < 

"k b,, 
/ / ,  �9 - ' .  

�9 -I. - " - -  I .  " - f , , . .  " 
- < <- 

=7.~ W:I'{-;, '"? 

- J .  / 7 " - - , -  
f \  c"f ~ "" , ' "  

--. ~ - - . . c . ~  i ' 

�9 - ... '> k ,  ~ "  , - ~  
�9 ~ .  ",~ ,s ") I 

"~,  _ \  ~ ; , . . . , . ,  k 

/ 

< 

i ,  

J 

I 

~ " ' j  7 

�9 t 

-. I . ~'." " : U V  ~ - ' : -  ~ . . . (  , - ' -- ' -;  - '~." 

�9 ,,. ~ ' /  I . .  t . ', " ~ - '  / .  X ' ~ ' ~  " ' 
,--- ) ~  '" .'."~,~ - C  . .  ' / )"  , .d " > ~  " 

i % .  .'.' L d . , ~ '  "~." 
\ " I ,  2 . : , , ( "  . ~ .~ "-.. ; : "  ,< 

- ~ : - - "  >d~ -.7; > ' ' - .  E.., \ 
' t  ) . ' \  " . . .  } _ . "  ~ . ,  ' - -"o ,; " 

i>. ,.~>..., ." 7", 
! ~,~ ~ ,~ ,_,. .I _~ "~, ,,,...;., 

t- ' , > " ' -  ' -,. ; ' ! '  / 

,,o.---,. ~' :-~ , ~ ,  ,-+d. 

. ,  ~~" .. ~ . :~,"  _ :~  

>t  - ? ' -  ' - ' t 'x ' ' 

I ~ ; . 5  - - _  ..% "~ 

- b  . . . .  .~ ~ i ~  - 
- -  ~ .  " ~  - . . - ' k _ " "  

< % .  .J, 7 ,  ~.; 
i @, ~ ' t  \- , , ,  ' .  

. ;  �9 I~; - %. ix_ ~, 

�9 , . . . .  '_. ' <  " . - ' -  " " ~  

Editors Inl',roouctlon W?;---," , > '- ' 

<" . N ..~ . , _ i  . " L  4 

. , ~ , .  ) ~ .  ' . . ' ~ x '  , 

�9 , , " . '  - ,  ~ . . ' - . > ,  . .  - ,,, 

' - r  '> ' \ ,  ' / ~ " ' - ' t .  \ 

' -  . " ~ " ~I "~7 " t  " ' I  . .,'" i'" 



I -  z i ' ~  ~ " ~ - - ' 

s ,  ~ ~ - ' -  J -  " ~ - .  ' ~  . . . .  ' ' ' l J # V .  _ - X - "  ~ " - ~ -  ~ I -  - -  ~ " 

' < "  _ ~ V T . , - j  . ~  ' -  . . . . . .  _ . 
. . . -  ~ . ,  . _ .  ~ , . # ~ /  " / " - , 4  > > -  - ~ " ~ 7 . ' ~ "  ~ " - > k  t - - - ~ -  , " . . , x b = ; : "  ~ . ?  . / 1 5-7 ~ ' L ~ "  ' ~  : d  

- . . �9 ~ " . . _ i > . ~ - " "  " - " .  . ' . . . .  , "  ~ ' ~  " 

. / , ' ~ : _ t  . 

'--~ " -  - " ~  ? . . ( _  0 :  ~ " " . , .  - "  ~ ' ,  . . . . .  " L k .  , " - , -  " >  - , ' - ' - -  . . . . . . . . . .  : E . : - - "  

" ~ - "  ' c , u . ; - ~  ~- ) ~ "  " - , , -  ~ - ~ " ' -  - ' ~  ' " -  +--  . . . . .  " 
" _ . t - ' - ~ - f - - ~  D "  . . . .  " I . :  - - " ,  , .  , - - ' .  ( '  f '  , .  : . - ~ : 2 "  

. . . . . . . . . .  1 - ' ~ "  . > v  . > ~  ~ " ~ : ' t  ' ' ~ -  i.. 

�9 . . . . _  " . - - -  \ . -  ~ ' . ~ - ' - ~  _ .=  

" - - . . , "  . - " , . -  . . . . . . . .  . - :  " , -  - % -  ' - - -  

"" -- - "J "~- A f 2-= 
' S  I . . ~ ~ , .  ~ . _ ,  t < . ~  \ . . i - : 7  - . ~ -  

. . ~ -  ~ ~ - . . >  , _ - c :  < . " -< \  - .  ., t _ .~ . . . -  ,- ; , - - -  _: . - > -  " - : : . - ,  - ' ~ , . . " : - "  _ . . .  

" <  ~ - "~ " - ~ - ~:>-\~ /~- "--- ~ I " -- ~I' " "" . . . . . .  - ~ - : - ,  , -  - -. . _  - <  ~ / _ - .  ~ " - ' -  ~ - "  ,.~ , " , ,  . .~- .,:~-' . .  ",, 
_ ~ -  - _ - . .  >. ,. ~ _ . :  . . , "  " ~  - . .  _ :~_  s,. - - -  

" - - " - -  - -  - ~ - " , . i ' " - "  ~ _ -  ~ , " ' ,_  :~ 

- >.-:. ~ ,: ,. ~.- - _ ~.,, = - ,  ';,. - ,-,,~ .-.: 
�9 - -  - . - - - . ,  ~..,-. L:" . . . - ' -  . ;  ~ -  __ , ' - ~  , .  - - . -  . .. 

" . .  , 0  3 I \ /  - ,  " _ \ ~ . ,  - - -  -'~ .~ :  ,~' . ~ . :  ~ / - - "  r ,. 

. . ~ - , -  . -  . , , . . .  ~ - / .  ', - -  ._.. ' ,>-  . 
. . . . .  ~ \ ' C X  �9 

~.~ " \~ I- ";~-- ""~- �9 ~ I; " ~ E ' ,  If- " J / ~ , ~ +  - "  " , ' -  # " - -  " 

.~_ ,.--- . ~ - :  ~ : ~  ~ "  . . > .  _ - - - % , . . . , . - _  \ . - _ . /  . ~  -. 

" . " I f .  \ x . . _ - .  ~ \ i \  - " ~  " "  ~ ' /  i -  L .  ~ X " v ~ - ' - - ) - "  ~ / " ' -  - - - -  / 

" \ ~ - -  , - -  ~ ", q - ~  - -  ",.r ,'I -~'- -> - ~ _ - - -  - . ~  " ~ - -  . - , . - , . <  

~ - "  "1  ' - " t -  . - " ~  - ~" " " ,  --- " ~  - " "  ~ ~ "  - -  - w "  - - ' ~  . . . ~ % ' 7  - ' " X  - - ..,, 
r~  / -  - -  " - - - ~  j . /  ) - -  ~ i ~  . )  K "  - 1 1  - ~ " P "  ~ -  l ~  " '  / , - r  ~ . .  + l  . . . .  _ ~  

- , - "  , / . t , ' -  - " . ' -  ' - I - ' :  - " . %  . ; r ~ ' , ~ " "  " "  ~ . ' . - - d ~ - "  , " " ~ , - "  
�9 " ' ),  k I / ~ '  x, , , ~ _ - - / ~ ' .  ; .  . <  ~ - ~ . .  r ' . - - -  , _ - - , . .  " =_ T_4 - ~ - ~  . .  ; . : . . . .  ? . 4 " 1 1  ~ . "  <-, , , J .  - 

\ ~ ,  - ' - -  �9 : - - , -  . ~ ~ ~ -  - ~ - s  - " t  ~ -  " \ ~ i ".r- ~ ' .  l /  . - t ~  . . ' ~ - -  - ~  ,; �9 

" ~ : , '  " " " ) ~  ' ' : ~ - -  ~.A" " - -  ".7" ~ : ' " " :  ' I " ~ : _ X  " ; /  , .  ~ . ", ~ -~_A - ,  , " . /  _ 

. - - . .  . . . . .  r - '~.  'd " " .  " "  = ::" -"." S" ~ - - ~ " .  ~ , . - ' . 4 ' .  t ~  ' 3 - 4  ~ . ~ ,  ) ~  ~ ,  / __ I , : 3  ., , . . . .  ! ~ . . > . ~ -  . 

f / " . ~ . - =  " i " ,  J ~ - . . ,  ~ ~ - ~  ~ " " - ' - ~  : ' X -  <+ ' " - ~ - -  " ~  ' . - -  : ~ " -  ~ " - < "  " ~ " ~ ~ { . . 3  

' " ?~  - -X  . . . .  " ~ �9 i {  - ' . .  ~ .  - - . . , i f ,  - - . - -  " ' \  ," ~ . . - -  . '  \ - -  - . - \ - -  . L  " ~ - - ' / . +  - ~ ' - :  
V / ~ "  - ~ ' ~ ,  " ' - '  " "  ~ -  ~ - , ,  " "  . / ~ ' - " ~  - ' ~ .  ~ } . . . .  \ " -  I '  " "> / ' ~  - -  ~ ~ ' : "  - - 

_ \  ~ .- Io,.;. ---';_t.i~ ." ,x I :" ., ~ < - : - r "  " \,~. .... ~ ~ .~.\ " C, .... -:C:.. --:, ~,.---~.'~- .- - ,.~.~'_-. 
. - q -  ~ - / - - .  : . ~  , _ ~  - ' .~  . ' d -  . . . .  ,. J- . - .  - -  _ ~ . -  "&-  ' ~ :  " / _  I . . " l  ,_: '-  : . . \ .  \ , _ . . .  ~ . .  

\ X ~ _  .-..I : - c - - ' ~  ,. I -  ~ - ~ _ ~  :_.." - - , .  ' - ~  i X r f ~ - I  . " -~-  ' . . .  ~ , \ . ~  \ . . ,  . / .  # , \  - ~  4 . , ~  ~ ,. ~ ~ , 
, ' ,  : -  ~r '~, i `  ~ - b. " -  k, ~ - ' ~'. -->.--'" - "  J " ~  : �9 > '  ~ ? ' '  , L ~  ~.l , - - '  ~ , ' - - /  " , ' : - - '~ - - - '>d '  '~< ~-\ - ~ " ? -  , ~ -  

"-- ~ ' - ~ ' \  ~ I i ~ " " k l  1 " - -  , - -  t f .  . _  ~ . , { ~  ~ < - -  \ i  I - - i  ~. -"  \ . - c _ _ ,  ~'~ ~ . ' - -  - ' . ~  . ~ , x . . <  / - -  
I ~ ; " "  - .  - '  i - . .  I " ~ - -  . . . . . .  > "  " ~ x  1 i l " , " ~ . / I  - -  - -  " �9 " \ , ~ - ~ "  . �9 

- - " ::~ ~ Z::'" i: \~.:.~-: :.-.'- " .-. ~. %:..,, , > . ~ , ~  "- ~ "-~- :_ ~', 
�9 , J " .  ' - ~  ~ " ~ ' <  ~ . . "  " "" - - - ~  : :  c.. - -  " = m -  ~ ; . "  / ~7 ~ "  ~ - ~ , . .  . : / . % ' - - -  " - ' ~ ' - ~  ," 

. ~ ,  , - - . a ' _ _  , - _ - - c ~  , ~ - ' - ~ - I  ' - -~ ..-- . - " ~ . . . .  . " -  ' [  ~ " ,  f : " ~ '  ~ . . . .  " ~ . < " 1  

-_ ..,~. , ,-v, -~ ~- ~ �9 i~ / [  . ~ -'4-.. " "~- --.- ._'" ~\.-' --'I ' -~ ~' . . . . . .  ;"<"" , , 

-. ,.,, - i t (  - ' -  . ' -" .~I~ ' - \ - -  "--- . . . . .  - " , ' . - "  - , ~  , 
- -  " " l  I~ - .  > - L  . . - ' - .  P ~ /  " ~" " J ,1 i . ~ , .  - " , . i  " < J  " ~ -  / ) " �9 - "  . ) . - -  ~ :-, S - - " '  " - " "  " i 

' ."  _ ~  ~ " . -~ _ - . . .  . . . .  . . - "  '~ I ,  L~  L -  - z .  Z _  . " - " . . ' , - - ~  - \  , " ' -  i ' ~  "- ~ ~" " , ~  " - " "  " ~  ~ \ "-- / / -  ~ ~ ~ \ ~ " . ~  - . "  " " \ : ~ / ' ~ "  
�9 ' " > ' - /  - , ' -  ~ -  ' ~ Q  . ) ? ~ ' ~  - ~ " -  ' .  ~ , ~ = " ' -  ( ,  / - L  . ~  ~- . . _ ~ - - "  " r - ~ . .  

. ~1  L . ~ /  " ~ D ~  ? , . . z -= . . . .A  ~ -  ~ -~  ~ - -  ",, . .  . , - 7~ . .  . \ , 4 ,  - - r . , ~  . ~_ - I .  . - - "  �9 . I . > . , .  . 

" ,, " - ". ' ~" " - ' D - .  ) . . . .  ' " "  . . . .  - . '  ' / ~  ", . , ' Z * t ~  - . L  ~ ' -  ' , '  " .  . 

- . .  . , .  .~ . ~-., ~, - , - >-: - . . . ~ .  , ,  -- . .~-. 



L ~ / ~ / ~ . ~  for Violence Prevention 

EDITOR'S INTRODUCTION 

Introduction 

The demand for effective violence and crime prevention programs has never been greater. As our 
communities struggle to deal with the violence epidemic of the 1990s in which we have seen the 
juvenile homicide rate double and arrests for serious violent crimes increase 50 percent between 
1984 and 1994,! the search for some effective ways to prevent this carnage and self-destructiveness 
has become a top national priority. To date, most of the resources committed to the prevention and 
control of youth violence, at both the national and local levels, has been invested in untested pro- 
grams based on questionable assumptions and delivered with little consistency or quality control. 
Further, the vast majority of these programs are not being evaluated. This means we will never know 
which (if any) of them have had some significant deterrent effect; we will learn nothing from our 
investment in these programs to improve our understanding of the causes of violence or to guide our 
future efforts to deter violence; and there will be no real accountability for the expenditures of 
scarce community resources. Worse yet, some of the most popular programs have actually been 
demonstrated in careful scientific studies to be ineffective, and yet we continue to invest huge sums 
of money in them for largely political reasons. 

What accounts for this limited investment in the evaluation of our prevention programs? First, there 
is little political or even program support for evaluation. Federal and state violence prevention 
initiatives rarely allocate additional evaluation dollars for the programs they fund. Given that the 
investment in such programs is relatively low, it is argued that every dollar available should go to the 
delivery of program services, i.e., to helping youth avoid involvement in violent or criminal behav- 
ior. Further, the cost of conducting a careful outcome evaluation is prohibitive for most individual 
programs, exceeding their entire annual budget in many cases. Finally, many program developers 
believe they know int,dtively that their programs work, and thus they do not think a rigorous evalu- 
ation is required to demonstrate this. 

Unfortunately, this view and policy is very shortsighted. When rigorous evaluations have been con- 
ducted, they often reveal that such programs are ineffective and can even make matters worse. 2 
Indeed, many programs fail to even address the underlying causes of violence, involve simplistic 
"silver bullet" assumptions (e.g., I once had a counselor tell me there wasn't a single delinquent 
youth he couldn't "turn around" with an hour of individual counseling), and allocate investments of 
time and resources that are far too small to counter the years of exposure to negative influences of 
the family, neighborhood, peer group, and the media. Violent behavior is a complex behavior pat- 
tern which involves both individual dispositions and social contexts in which violence is normative 
and rewarded. Most violence prevention programs focus only on the individual dispositions and fail 
to address the reinforcements for violence in the social contexts where youth live, with the result that 
positive changes in the individual's behavior achieved in the treatment setting are quickly lost when 
the youth returns home to his or her family, neighborhood, and old friends. 

Progress in our ability to effectively prevent and control violence requires evaluation. A responsible 
accounting to the taxpayers, private foundations, or businesses funding these programs requires that 
we justify these expenditures with tangible results. No respectable business or corporation would 
invest millions of dollars in an enterprise without checking to see if it is profitable. No reputable 
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physician would subject a patient to a medical treatment for which there was no evidence of its 
effectiveness (i.e., no clinical trials to establish its potential positive and negative effects). Our 
failure to provide this type of evidence ha~s seriously undermined the public confidence in crime 
prevention efforts generally, and is at least partly responsible for the current public support for 
building more prisons and incapacitating Y0Uth--the public knows they are receiving some protec- 
tion for this expenditure, even if it is temporary. 

The prospects for effective prevention programs and a national prevention initiative have improved greatly 
during the past decade. We now have a substantial body of research on the causes.and correlates of crime 
and violence. There is general consensus within the research community about the specific individual 
dispositions, contextual (family, school, neighborhood, and peer group) conditions, and interaction dy- 
namics which lead into and out of involvement in violent behavior. These characteristics, which have 
been linked to the onset, continuity, and termination of violence, are commonly referred to as "risk" and 
"protective" factors for violence. Risk factors are those personal attributes and contextual conditions 
which increase the likelihood of violence. Protective factors are those which reduce the likelihood of 
violence, either directly or by virtue of buffering the individual from the negative effects of risk factors) 
Programs which can alter these conditions, reducing or eliminating risk factors and facilitating protective 
factors, offer the most promise as violence prevention programs. 

While our evaluation of these' programs is still quite limited, we have succeeded in demonstrating 
that some of these programs are effective in deterring crime and violence. This breakthrough in 
prevention programming has yet to be reflected in national or state funding decisions, and is admit- 
tedly but a beginning point for developing the comprehensive set of prevention programs necessary 
for developing a national prevention initiative. But we are no longer in the position of having to say 
that "nothing works." 

Ten proven programs are described in this series of Blueprints for  Violence Prevention. These 
Blueprints (which will be described later in this Editor's Introduction) are designed to be practical 
documents which will allow interested persons, agencies, and communities to make an informed 
judgment about a proven program's appropriateness fortheir local situation, needs, and available 
resources. If adopted and implemented well, a community can be reasonably assured that these 
programs will reduce the risks of violence and crime for their children. 

B a c k g r o u n d  

The violence epidemic of the 1990s produced a dramatic shift in the public's perception of the 
seriousness of violence. In 1982, only three percent of adults identified crime and violence as the 
most important problem facing this country; by August of 1994, more than half thought crime and 
violence was the nation's most important problem. Throughout the '90s violence has been indicated 
as a more serious problem than the high cost of living, unemployment, poverty and homelessness, 
and health care. Again, i n 1994, violence (together with a lac k of discipline) was identified as the 
"biggest problem" facing the nation's public schools. 4 Among America's high school seniors, vio- 
lence is the problem these young people worry about most frequently--more than drug abuse, eco- 
nomic problems, poverty, race relations, or nuclear war. 5 

The critical question is, "How will we as a society deal with this violence problem?" Government 
policies at all�9 reflect a punitive, legalistic approach, an approach which does have broad 
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public support. At both the national and state levels, there have been four major policy and program 
initiatives introduced as violence prevention or control strategies in the 1990s: (1) the use of judicial 
waivers, transferring violent juvenile offenders as young as age ten into the adult justice system for 
trial, sentencing, and adult prison terms; (2) legislating new gun control policies (e.g., the Brady 
Handgun Violence Prevention Act, 1993); (3) the creation Of "boot camps" or shock incarceration 
programs for young offenders, in order to instill discipline and respect for authority; and (4) com- 
munity policing initiatives to create p01ice-community partnerships aimed at more efficient commu- 
nity problem solving in dealing with crime, violence, and drug abuse. 

Two of these initiatives are purely reactive: they involve ways of responding to violent acts after 
they occur; two are more preventive in nature, attempting to prevent the initial occurrence of violent 
behavior. The primary justification for judicial waivers and boot camps is a "just desserts" philoso- 
phy, wherein youthful offenders need to be punished more severely for serious violent offenses. But 
there is no research evidence to suggest either strategy has any increased deterrent effect over pro- 
cessing these juveniles in the juvenile justice system or in traditional correctional settings. In fact, 
although the evidence is limited, it suggests the use of waivers and adult prisons results in longer 
processing time and longer pretrial detention, racial bias in the decision about which youth to trans- 
fer into the adult system, a lower probability of treatment or remediation while in custody, and an 
increased risk of repeated offending when released. 6 The research evidence on the effectiveness of 
community policing and gun control legislation is very limited and inconclusive. We have yet to 
determine if these strategies are effective in preventing violent behavior. 

There are some genuine prevention efforts sponsored by federal and state governments, by private 
foundations, and by private businesses. At the federal level, the major initiative involves the Safe 
and Drug-Free Schools and Communities Act (1994). This act provided $630 million in federal 
grants during 1995 tothe states to implement violence (and drug) prevention programs in and around 
schools. State Departments of Education and local school districts are currently developing guide- 
lines and searching for violence prevention programs demonstrated to be effective. But there is no 
readily available compendium of effective programs described in sufficient detail to allow for an 
informed judgment about their relevance and cost for a specific local application. Under pressure to 
do something, schools have implemented whatever programs were readily available. As a result, 
most of the violence prevention programs currently being employed in the schools, e.g., conflict 
resolution, peer mediation, individual counseling, metal detectors, and locker Searches and sweeps 
have either not been evaluated or the evaluations have failed to establish any significant, sustained 
deterrent effects. 7 

Nationally, we are investing far more resources in building and maintaining prisons than in primary 
prevention programs. 8 We have put more emphasis on reacting to violent offenders after the fact and 
investing in prisons to remove these young people from our communities, than on preventing our 
children from becoming violent offenders in the first place and reiaining them in our communities as 
responsible, productive citizens. Of course, if we have no effective prevention strategies or pro- 
grams, there is no choice. 

This is the central issue facing the nation in 1998: Can we prevent the onset of  serious violent 
behavior? If we cannot, then we have no choice but to build, fill, and maintain more prisons. Yet if 
we know how to prevent the onset of violence, can we mount an efficient and effective prevention 
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initiative? There is, in fact, considerable public support for violence prevention programming for 
our children and adolescents. 9 How can we develop, promote, and sustain a violence prevention 
initiative in this country? 

Vio lence  Prevent ion P r o g r a m s ~ W h a t  Works? 

Fortunately, we are past the "nothing has been demonstrated to work" era of program evaluation.l~ 
During the past five years more than a dozen scholarly reviews of delinquency, drug, and violence 
prevention programs have been published, all of which claim tO ident!fy programs that have been 
successful in deterring crime and violence." 

However, a careful review of these reports suggests some caution and a danger of overstating this 
claim. First, very few of these recommended programs involve reductions in violent behavior as the 
outcome criteria. For the most part, reductions in delinquent behavior or drug use in general or 
arrests/revocations for any offense have been used as the outcome criteria. This is probably not a 
serious threat to the claim that we have identified effective violence prevention programs, as re- 
search has established that delinquent acts, violence, and substance use are interrelated, and in- 
volvement in any one is associated with involvement in the others. Further, they have a common set 
of causes, and serious forms of violence typically occur later in the developmental progression, 
suggesting that a program that is effective in reducing earlier forms of delinquency or drug use 
should be effective in deterring serious violent offending, j2 Still, some caution is required, given that 
very few studies have actually demonstrated a deterrent or marginal deterrent effect for serious 
violent behavior. 

Second, the methodological standards vary greatly across these reviews. A few actually score each 
program evaluation reviewed on its methodological rigor, ~3 but fo r most the standards are variable 
and seldom made explicit. If  the judgment on effectiveness were restricted to individual program 
evaluations employing true experimental designs and demonstrating statistically significant deter- 
rent (or marginal deterrent) effects, the number of recommended programs would be cut by two- 
thirds or more. An experimental (or good quasi-experimental) design and statistically significant 
results should be minimum criteria for recommending program effectiveness. Further, very few of 
the programs recommended have been replicated at multiple sites or demonstrated that their deter- 
rent effect has been sustained for some period of time afte r leaving the program, two additional 
criteria that are important. In a word, the standard for the claims of program effectiveness in these 
reviews is very low. Building a national violence prevention initiative on this collective set of rec- 
ommended programs would be risky. 

Blueprints for V io lence Prevention 

In 1996, the Center for the Study and Prevention of Violence at the University of Colorado at 
Boulder, working with William Woodward, Director of the Colorado Division of Criminal Justice 
(CDCJ), who played the primaryrole in securing funding from the Colorado Division of Criminal 
Justice, the Centers for Disease Control and Prevention, and the Pennsylvania Commission on Crime 
and Delinquency, initiated a project to identify ten violence prevention programs that met a very 
high scientific standard of program effectiveness--programs that could provide an initial nucleus 
for  a national violence prevention initiative. Our objective was to identify truly outstanding pro- 
grams, and to describe these interventions in a series of "Blueprints." Each Blueprint describes the 
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theoretical rationale for the intervention, the core components of the program as implemented, the 
evaluation designs and findings, and the practical experiences the program staff encountered while 
implementing the program at multiple sites. The Blueprints are designed to be very practical de- 
scriptions of effective programs which allow states, communities, and individual agencies to: (1) 
determine the appropriateness of each intervention for their state, community, or agency; (2) pro- 
vide a realistic cost estimate for each intervention; (3) provide an assessment of the organizational 
capacity required to ensure its successful start-up and operation over time; and (4) give some indica- 
tion of the potential barriers and obstacles that might be encountered when attempting to implement 
each type of intervention. In 1997, additional funding was obtained from the Division of Criminal 
Justice, allowing for the development of the ten Blueprint programs. 

Blueprint Program Selection Criteria 

In consultation with a distinguished Advisory Board, t4 we established the following set of evalua- 
tion standards for the selection of Blueprint programs: (1) an experimental design, (2) evidence of a 
statistically significant deterrent (or marginal deterrent) effect, (3) replication at multiple sites with 
demonstrated effects, and (4) evidence that the deterrent effect was sustained for at least one year 
post-treatment. This set of selection criteria establishes a very high standard, one that proved diffi- 
cult to meet. But it reflects the level of'confidence necessary if we are going to recommend that 
communities replicate these programs with reasonable assurances that they will prevent violence. 
Given the high standards set for program selection, the burden for communities mounting an expen- 
since outcome evaluation to demonstrate their effectiveness is removed; this claim can be made as 
long as the program is implemented well. Documenting that a program is implemented well is rela- 
tively inexpensive, but critical to the claim that a program is effective. 

Each of the four evaluation standards is described in more detail as follows: 

1. Strong Research Design 

Experimental designs with random assignment provide the greatest level of confidence in evalua- 
tion findings, and this is the type of design required to fully meet this Blueprint standard. Two other 
design elements are also considered essential for the judgment that the evaluation employed a strong 
research design: low rates of participant attrition and adequate measurement. Attrition may be in- 
dicative of problems in program implementation; it can compromise the integrity of the randomiza- 
tion process and the claim of experimental-control group equivalence. Measurement issues include 
the reliability and validity of study measures, including the outcome measure, and the quality, con- 
sistency, and timing of their administration to program participants. 

2. Evidence of Significant Deterrence Effects 

This is an obvious minimal criterion for claiming program effectiveness. As noted, relatively few 
programs have demonstrated effectiveness in reducing the onset, prevalence, or individual offend- 
ing rates of violent behavior. We have accepted evidence of deterrent effects for delinquency (in- 
cluding childhood aggression and conduct disorder), drug use, and/or violence as evidence of program 
effectiveness. We also accepted program evaluations using arrests as the outcome measure. Evi- 
dence for a deterrent effect on violent behavior is certainly preferable, and programs demonstrating 
this effectwere given preference in selection, all other criteria being equal. 
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Both primary and secondary prevention effects, i.e., reductions in the onset of violence, delinquency, 
or drug use compared to control groups and pre-post reductions in these offending rates, could meet 
this criterion. Demonstrated changes in the targeted risk and protective factors, in the absence of any 
evidence of changes in delinquency, drug use, or violence, wasnot considered adequate to meet this 
criterion. 

3. Multiple Site Replication 

Replication is an important element in establishing programeffectivenessl It establishes therobust- 
ness of the program and its prevention effects; its exportability to new sitesl ;Fhis criterion is particu- 
larly relevant for selecting Blueprint programs for a national prevention initiative where it is no 
longer possible for a single program designer to maintain personal control over the implementation 
of his or her program. Adequate procedures for monitoring the quality of implementation must be in 
place, and this can be established only through actual experience with replications. 

4. Sustained Effects 

Many programs have demonstrated initial success in deterring delinquency, drug use, and violence 
during the course of treatment or over the period during which the intervention was being delivered 
and reinforcements controlled. This selection criterion requires that these short-term effects be sus- 
tained beyond treatment or participation in the designed intervention. For example, if a preschool 
program designed to offset the negative effects of poverty on school performance (which in turn 
effects school bonding, present and future opportunities, and later peer group ch~3ice/selection, which 
in turn predi'cts delinquency) demonstrates its effectiveness when children start school, but these 
effects are quickly lost during the first two to three years of school, there is little reason to expect this 
program will prevent the onset of violence during the junior or senior high school years when the 
risk of  onset is at its peak. Unfortunately, there is clear evidence that the deterrent effects of most 
prevention programs deteriorate quickly once youth leave the program and return to their original 
neighborhoods, families, and peer groups or gangs. 

Other Criteria 

In the selection of model programs, we considered several additional factors. We looked for evi- 
dence that change in the targeted risk or protective factor(s) mediated the change in violent behav- 
ior. This evidence clearly strengthens the claim that participation in the program was responsible for 
the change in violent behavior, and it contributes to our theoretical understanding of the causal 
processes involved. We were surprised to discover that many programs reporting significant deter- 
rent effects (main effects) had not collected the necessary data to do this analysis or, if they had the 
necessary data, had not reported on this analysis. 

We also looked for cost data for each program as this is a critical element in any decision to replicate 
one of these Blueprint programs, and we wanted to include this information in each Blueprint. 
Evaluation reports, particularly those found in the professional journals, rarely report program costs. 
Even when asked to provide this information, many programs are unable (or unwilling) to provide 
thedata.  In many cases program costs are difficult to separate from research and evaluation costs. 
Further, when these data are available, they typically involve conditions or circumstances unique to 
a particular site and are difficult to generalize. There are no standardized cost criteria, and it is very 
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difficult to compare costs across programs. It is even more difficult to obtain reliable cost-benefit 
estimates. A few programs did report both program costs and cost-benefit estimates. There have 
been two recent cost-benefit studies involving Blueprint programs which suggest that these pro- 
g~'ams are cost-effective, but this information is simply not available for most programs? 5 

Finally, we considered each program's willingness to work with the Center in developing a Blue- 
print for national dissemination and the program's organizational capacity to provide technical as- 
sistance and monitoring of program implementation on the scale that would be required if the program 
was selected as a Blueprint program and became part of a national violence prevention initiative. 

Programs must be willing to work with the Center in the development of the Blueprint. This involves 
a rigorous review of program evaluations with questions about details not covered in the available 
publications; the preparation of a draft Blueprint document following a standardized outline; attend- 
ing a conference with program staff, staff from replication sites, and Center staff to review the draft 
document; and making revisions to the document as requested by Center staff. Each Blueprint is 
further reviewed at a second conference in which potential users---community development groups, 
prevention program staffs, agency heads, legislators, and private foundations--"field test" the docu- 
ment. They read each Blueprint document carefully and report on any difficulties in understanding 
what the program requires, and on what additional information they would like to have if they were 
making a decision to replicate the program. Based on this second conference, final revisions are 
made to the Blueprint document and it is sent back to the Program designer for final approval. 

In addition, the Center will be offering technical assistance to sites interested in replicating a Blue- 
print program and will be monitoring the quality of program implementation at these sites (see the 
"Technical Assistance and Monitoring of Blueprint Replications" section below). This requires that 
each selected program work with the Center in screening potential replication sites, certifying per- 
sons qualified to deliver technical assistance for their program, delivering high quality technical 
assistance, and cooperating with the Center's monitoring and evaluation of the technical assistance 
delivered and the quality of implementation achieved at each replication site. Some programs are 
already organized and equipped to do this, with formal written guidelines for implementation, train- 
ing manuals, instruments for monitoring implementation quality, and a stafftrained to provide tech- 
nical assistance; others have few or none of these resources or capabilities. Participation in the 
Blueprint project clearly involves a substantial demand on the programs. All ten programs selected 
have agreed to participate as a Blueprint program. 

Blueprint Programs: An Overview 

We began our search for Blueprint programs by examining the set of programs recommended in 
scholarly reviews. We have since expanded our search to a much broader set of programs and con- 
tinue to look for programs that meet the selection standards set forth previously. To date, we have 
reviewed more than 450 delinquency, drug, and violence prevention programs. As noted, ten pro- 
grams have been selected thus far, based upon a review and recommendation of the Advisory Board. 
These programs are identified in Table A. 

The standard we have set for program selection is very high. Not all of the ten programs selected 
meet all of the four individual standards, but as a group they come the closest to meeting these 
standards that we could find. As indicated in Table A, with one exception they have all demonstrated 
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�9 T a b l e  A .  B l u e p r i n t  P r o g r a m s  

PROJECT 

Nurse Home Visitation 
(Dr. David Olds) 

Bullying Prevention 
Program (Dr. Dan 
Olwens) 

Promoting Alternative 
Thinking Strategies 
(Dr. M. Greenberg and 
Dr. C. Kusche) 

Big Brothers Big Sisters 
of America 
(Ms. Dagmar McGill) 

Quantum Opportunities. 
(Mr. Ben Lattimore) 

Multisystemic Therapy 
(Dr. Scott Henggeler) 

T A R G E T  
POPULATION 

Pregnant women 
at risk of preterm 
delivery and low 
birthweight 

EV1D. OF MULTI- COST/ 
EFFECT* SITE BENEFIT 

X X X 

Primary and X En~and. 
secondary school Canada; 
children South 
(universal Carolina 
intervention) 

Primary school 
children 
(universal 
intervention) 

Youth 6 to 18 
)'ears of age from 
single-parent 
homes 

At-risk, 
disadvantaged, 
high school youth 

Serions, violent, 
or substance 
abusing juvenile 
offenders and 
their families 

Functional Family Youth at risk for 
Therapy institutionalization 
(Dr. Jim Alexander) 

Middle/junior 
school 
(6th/7th grade) 

Middle/junior 
]school 
(6th/7th grade) 

Midwestern Prevention 
Project 
(Dr. Mary Ann Pentz) 

Life Skills Training 
(Dr. Gilbert Botvin) 

Multidimensional Serious and 
Treatment Foster Care chronic 
(Dr. Paricia Chamberlain) delinquents 

X X 

X Multisite 
single 
design, 8 
sites 

X Multisite 
single 
design, 5 
sites; 
replic, by 
D.O.L 

X X 

X X X 

X X 

X X 

X X X 

* "X" indicates the program met this criterion satisfactorily. 

SUSTAINED GENERA- 
EFFECT LIZABLE 

through age X 
15 

2 years post- Generality 
treatment to U.S. 

unk.; initial 
S.C. results 
positive 

2 years post- X 
treatment 

X 

through age 
20 

4 ),ears post- X 
treatment 

30 months X 
posttreatment 

Through high X 
school 

Through high X 
school 

1 year post- 
treatment 

TYPE OF 
PROG RAM 

Prenatal and 
postpartum nurse 
home visitation 

School-based 
program to 
reduce 
victim/bully 
problems 

School-based 
program to 
promote 
emotional 
competence 

Mentoring 
program 

Educational 
incentives 

Family 
ecological 
systems 
approach 

Behavioral 
systems family 
therapy 

Drug use 
prevention 
(social 
resistance 
skills); with 
parent, media, 
and conm'amity 
components 

Drug use 
prevention 
(social skills and 
general life 
skills training) 

Foster care with 
treatment 
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significant deterrent effects with experimental designs using random assignment to experimental 
and control groups (the Bullying Prevention Program involved a quasi-experimental design). All 
involve multiple sites and thus have information on replications and implementation quality, but not 
all replication sites have been evaluated as independent sites (e.g., the Big Brothers Big Sisters 
mentoring program was implemented at eight sites, but the evaluation was a single evaluation in- 
volving all eight sites in a single aggregated analysis). Again, with one exception (Big Brothers Big 
Sisters), all the selected programs have demonstrated sustained effects for at least one year post- 
treatment. 

Nine of the Blueprints have been published. The last Blueprint, Bullying Prevention Program, will 
be published in January of 1999. 

Technical  Assistance and Monitoring of Blueprint Replications 16 

The Blueprint project includes plans for a technical assistance and monitoring component to assist 
interested communities, agencies, and organizations in their efforts to implement one or more of the 
Blueprint programs. Communities should not attempt to replicate a Blueprint program without 
technical assistance from the program designers. If funded, technical assistance for replication and 
program monitoring will be available through the Center for the Study and Prevention of Violence at 
a very modest cost. Technical assistance can also be obtained directly from the Blueprint programs 
with costs for consulting fees, travel, and manuals negotiated directly with each program. 

There are three common problems encountered by communities when attempting to develop and 
implement violence prevention interventions. 15irst, there is a need to identify the specific risk and 
protective factors to be addressed by the intervention and the most appropriate points of interven- 
tion to address these conditions. In some instances, communities have already completed a risk 
assessment and know their communities' major risk factors and in which context to best initiate an 
intervention. In other cases this has not been done and the community may require some assistance 
in completing this task. We anticipate working with communities and agencies to help them evaluate 
their needs and resources in order to select an appropriate Blueprint program to implement. This 
may involve some initial on-site work assisting the community in completing some type of risk 
assessment as a preparatory step to selecting a specific Blueprint program for implementation. 

Second, assuming the community has identified the risk and protective factors they want to address, 
a critical problem is in locating prevention interventions which are appropriate to address these risk 
factors and making an informed decision about which one(s) to implement. Communities often 
become lost in the maze of programs claiming they are effective in changing identified risk factors 
and deterring violence. More often, they are faced with particular interest groups pushing their own 
programs or an individual on their advisory board recommending a pet project, with no factual 
information or evidence available to provide some rational comparison of available options. Com- 
munities often need assistance in making an informed selection of programs to implement. 

Third, there are increasingly strong pressures from funders, whether the U.S. Congress, state legis- 
latures, federal or state agencies, or private foundations and businesses, for accountability. The 
current trend is toward requiring all programs to be monitored and evaluated. This places a tremen- 
dous burden on most programs which do not have the financial resources or expertise to conduct a 
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meaningful evaluation. A rigorous outcome evaluation typically would cost more than the annual 
operating budget of most prevention programs; the cumulative evaluations of our Blueprint pro- 
grams, for example, average more than a million dollars each. The selection of  a Blueprint program 
eliminates the need for an outcome evaluation, at least for an initial four or five years. ~7 Because 
these programs have already been rigorously evaluated, the critical issue for a Blueprint program is 
the quality of the implementation; if the program is implemented well, we can assume it is effective. 
To ensure a quality implementation, technical assistance and monitoring of the implementation (a 
process evaluation) are essential. 

Limitat ions 

Blueprint programs are presented as complete programs as it is the program that has been evaluated 
and demonstrated to work. Ideally, we would like to be able to present specific intervention compo- 
nents, e.g., academic tutoring, mentoring of at-risk youth, conflict resolution training, work experi- 
ence, parent effectiveness training, etc., as proven intervention strategies based upon evaluations of 
many different programs using these components. We do not yet have the research evidence to 
support a claim that specific components are effective for specific populations under some specific 
set of  conditions. Most of the Blueprint programs (and prevention pt:ograms generally) involve 
multiple components, and their evaluations do not establish the independent effects of each separate 
component, but only the combination of components as a single "package." It is the "package" 
which has been demonstrated to work for specific populations under given conditions. The claim 
that one is using a n intervention that has been demonstrated to work applies only if the entire Blue- 
print program, as designed, implemented, and evaluated, is being replicated; this claim is not war- 
ranted if only some specific subcomponent is being implemented or if a similar intervention strategy 
is being used, but with different staff training, or different populations of at-risk youth, or some 
different combination of components. It is for this reason that we recommend that communities 
desiring to replicate one of the Blueprint programs contact this program or the Center for the Study 
and Prevention of Violence for technical assistance. 

Our knowledge about these programs and the specific conditions under which they are effective will 
certainly change over time. Already there are extensions and modifications to these programs which 
are being implemented and carefully evaluated. Over the next three to five years it may be necessary 
to revise our Blueprint of a selected program. Those modifications currently underway typically 
involve new at-risk populations, Changes in thedelivery systems, changes in Staff selection criteria 
and training, and in the quantity or intensity of the intervention delivered. Many of these changes are 
designed to reduce costs and increase the inclusiveness and generality of the program. It is possible 
that additional evaluation s may undermine the claim that a particular Blueprint program is effective, 
however it is far more likely they will improve our understanding of the range of conditions and 
circumstances under which these programs are effective. In any event, we Will continue to monitor 
the evaluations of these programs and make necessaryrevisions to their Blueprints. Most of these 
evaluations are funded at the federal level and they will provide ongoing evidence of the effective- 
ness of  Blueprint programs, supporting (or not) the continued use of these programs without the 
need for local outcome evaluations. 

The cost-benefit data presented in the Blueprints are those estimated by the respective programs. 
We have not undertaken an independent validation of these estimates and are not certifying their 
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accuracy. Because they involve different comparison groups, different cost assumptions, and con- 
siderable local variation in costs for specific services, it is difficult to compare this aspect of one 
Blueprintprogram with another. Potential users should evaluate these claims carefully. We believe 
these cost-benefit estimates are useful, but they are not the most important consideration in Selecting 
a violence prevention program or intervention. 

It is important to note that the size of the deterrent effects of these Blueprint programs is modest. 
There are no "silver bul!ets," no programs that prevent the onset of violence for all youth participat- 
ing in the intervention. Good prevention programs reduce the rates of violence by 30-40 percentJ 8 
We have included a section in each Blueprint presenting the evaluation results so that potential users 
can have some idea of how strong the program effect is likely to be and can prepare their communi- 
ties for a realistic set of expectations. It is important that we not oversell violence prevention pro- 
grams; it is also the case that programs with a 30 percent reduction in violence can have a fairly 
dramatic effect if sustained over a long period of time. 

Finally, we are not recommending that communities invest all of their available resources in Blue- 
print programs. We need to develop and evaluate new programs to expand our knowledge of what 
works and to build an extensive repertoire of programs that work if we are ever to mount a compre- 
hensive prevention initiative in this country. At the same time, given the costs of evaluating pro- 
grams, it makes sense for communities to build their portfolio of programs around interventions that 
have been demonstrated to work, and to limit their investment in new programs to those they can 
evaluate carefully. Our Blueprint series is designed to help communities adopt this strategy. 

Summary 

As we approach the 21 St Century, the nation is at a critical crossroad: Will we continue to react to 
youth violence after the fact, becoming increasingly punitive and locking more and more of our 
children in adult prisons? Or will we bring a more healthy balance to our justice system by designing 
and implementing an effective violence prevention initiative as a part of our overall approach to the 
violence problem? We do have a choice. 

To mount an effective national violence prevention initiative in this country, we need to find and/or 
create effective violence prevention programs and implement them with integrity so that significant 
reductions in violent offending can be realized. We have identified a core set of programs that meet 
very high scientific standards for being effective prevention programs. These programs could con- 
stitute a core set of programs in a national violence prevention initiative. What remains is to ensure 
that communities know about these programs and, should they desire to replicate them, have assis- 
tance in implementing them as designed. That is our objective in presenting this series of Blueprints 
for Violence Prevention. They constitute a complete package of both programs and technical assis- 
tance made available to states, communities, schools, and local agencies attempting to address the 
problems of violence, crime, and substance abuse in their communities. 

Delbert S. Elliot 
Series Editor 
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17. At some point it will be necessary to reassess each Blueprint program to ensure that it 
continues to demonstrate deterrent effects and to test its generalizability to other populations and 
community Conditions. In many cases, this will be done at.the national level with federal support for 
large scale evaluations. For example, the U.S. Department of  Labor and the Ford Foundation are 
currently funding seven Quantum Opportunity Programs with outcome evaluations; and the Office of 
Juvenile Justice and Delinquency Prevention is funding several Big Brothers Big Sisters Programs 
with evaluations. Local agencies replicating these Blueprint programs may never have to conduct 
rigorous outcome evaluations, but some continuing outcome evaluations at some level (national or 
local) is essential. 

18. See Lipsey, 1992, 1997, for a review of issues and problems inestimating effect sizes 
and the range of effect sizes observed for delinquency prevention programs. 
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MODEL PROGRAM DESCRIPTIONS 

Prenatal and Infancy Home Visitation by Nurses 

Nurse home visitation is a program that sends nurses to the homes of pregnant women Who are 
predisposed to infant health and developmental problems (i.e., at risk of preterm delivery and low- 
birth weight children). The goal of the program is to improve parent and child outcomes. Home 
visiting promotes the physical, cognitive, and social-emotional development of the children, and 
prov!des general support as well as instructive parenting skills to the parents. Treatment begins 
during pregnancy, with an average of eight visits for about 1 hour and 15 minutes, and continues to 
24 months postpartum with visits diminishing in frequency to approximately every six weeks. Screen- 
ings and transportation to local clinics and offices are also offered as a part of treatment. Nurse 
home visiting has had some positive outcomes on obstetrical health, psychosocial functioning, and 
other health-related behaviors (especially reductions in smoking). Child abuse and neglect was lower 
and the developmental quotients of children at 12 and 24 months were higher in the treatment group 
than in the control group for poor, unmarried teens. Follow-up at 15-years postpartum showed sig- 
nificant enduring effects on child abuse and neglect, completed family size, welfare dependence, 
behavior problems due to substance abuse, and criminal behavior on the part of low income, unmar- 
ried mothers. Positive program effects through the child's second birthday have been replicated in a 
major urban area. 

Bullying Prevention Program 

The anti-bullying program has as its major goal the reduction of victim/bully problems among pri- 
mary and secondary school children. It aims to increase awareness of the problem and knowledge 
about it, to achieve active involvement on the part of teachers and parents, to develop clear rules 
against bullying behavior, and to provide support and protection for the victims of bullying. Inter- 
vention occurs at .the school level, class level, and individual level. In Bergen, Norway, the fre- 
quency of bully/victim problems decreased by 50 percent or more in the two years following the 
campaign. These results applied to both boys and girls and to students across all grades studied. In 
addition, school climate improved, and antisocial behavior in general such as theft, vandalism, and 
truancy showed a drop during these years. 

Promoting Alternative Thinking Strategies 

Promoting Alternative Thinking Strategies (PATHS) is a school-based intervention designed to pro- 
mote emotional competence, including the expression, understanding, and regulation of emotion s . 
The PATHS program is a universal intervention, implemented by teachers (after a three-day training 
workshop) with entire classrooms of children from kindergarten through fifth grades. The curricu- 
lum includes a feelings unit (with a self-control and initial problem-solving skills program within 
that unit) and an interpersonal cognitive problem solvi!~g unit. The generalization of those learned 
skills to children's everyday lives is a component of each major unit. An additional unit on self- 
control and readiness is provided for special needs classrooms. Studies have compared classrooms 
receiving the intervention to matched controls using populations of normally-adjusted students, 
behaviorally at-risk students, and deaf students. Program effects included teacher-, child Sociomet- 
ric-, and child self-report ratings of behavior change on such constructs as hyperactivity, peer ag- 
gression, and conduct problems. 
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Big Brothers Big Sisters of America 

Big Brothers Big Sisters of America (BBBSA) is the oldest and best known mentoring program in 
the United States. Local programs are autonomously funded affiliates of BBBSA, with the national 
office in Philadelphia. The more than 500 affiliates maintain over 100,000 one-to-one relationships 
between a volunteer adult and a youth. Matches are carefully made using established procedures and 
criteria. The pi'ogram serves children 6 to 18 years of age, with the largest portion being those 10 to 
14 years of age. A significant number of the children are from disadvantaged single-parent house- 
holds. A mentor meets with his/her youth partner at least three times a month for three to five hours. 
The visits encourage the development of a caring relationship between the matched pair. An 18 
month study of eight BBBS affiliates found that the youth in the mentoring program, compared to a 

....... control group who were on a waiting list for a match, were less likely to start using drugs and 
alcohol, less likely to hit someone, had improved school attendance, attitudes and performance, and 
had improved peer and family relationships. 

Quantum Opportunities 

The Quantum Opportunities Program (QOP) provides education, development, and service activi- 
ties, coupled with a sustained relationship with a peer group and a caring adult, over the four years 
of high school for small groups of disadvantaged teens. The goal of the program is to help high risk 
youth from poor families and neighborhoods to graduate from high school and attend college. The 
program includes (1) 250 hours per year of self-paced and competency-based basic skills, taught 
outside of regular school hours; (2) 250 hours per year of development opportunities, including 
cultural enrichment and personal development; and (3) 250 hours per year of service opportunities 
to their communities to help develop the prerequisite work skills. Financial incentives are offered to 
increase participation, completion, and long range planning. Results from the pilot test of this pro- 
gram indicated that QOP participants, compared to the control group, were less likely to be arrested 
during the juvenile years, were more likely to have graduated from high school, to be enrolled in 
higher education or training, planning to complete four years of college, and less likely to become a 
teen parent. 

Multisystemic Therapy 

Multisystemic Therapy (MST) views individuals as being nested within a complex of. intercon- 
nected systems that encompass individual, family, and extrafamilial (peer, school,, neighborhood) 
factors. Behavior problems can.be maintained by problematic transactions within or between any 
one or a combination 6f these systems. MST targets the specific factors in each youth's and family's 
ecology (family, peer, school, neighborhood, support network) that are contributing to antisocial 
behavior. MST interventions are pragmatic? goal oriented, and emphasize the development of fam- 
ily strengths. The overriding purpose of MST is to help parents to deal effectively with their youth's 
behavior problems, including disengagement from deviant peers and poor school performance. To 
accomplish the goal of family empowerment, MST also addresses identified barriers to effective 
parenting (e.g., parental drug abuse, parental mental health problems) and helps family members to 
build an indigenous social support network (e.g., with friends, extended family, neighborhoods, 
church members). To increase family collaboration and treatment generalization, MST is typically 
provided in the home, school, and other community locations by master's level counselors with low 
caseloads and 24 hours/day, seven days/week availability. The average duration of treatment is 
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about four months, which includes approximately 50 hours of face-to-face therapist-family contact. 
MST has been demonstrated as an effective treatment for decreasing the antisocial behavior of 
violent and chronic juvenile offenders at a cost savings--that is, reducing long-term rates of rearrest 
and out-of-home placement. Moreover, families receiving MST have shown extensive improve- 
ments in family functioning. 

Functional Family Therapy 

Functional Family Therapy (FFT) is a short term, easily trainable, well documented program which 
has been applied successfully to a wide range of problem youth and their families in various con- 
texts (e.g., rural, urban, multicuitural, international) and treatment systems (e.g., clinics, home-based 
programs, juvenile courts, independent providers, federally funded clinical trials). Success has been 
demonstrated and replicated for over 25 years with a wide range of interventionists, including para- 
professionals and trainees representing the various professional degrees (e.g., B.S.W., M.S.W., Ph.D., 
M.D., R.N., M.ET.). The program involves specific phases and techniques designed to engage and 
motivate youth and families, and especially deal with the intense negative affect (hopelessness, 
anger) that prevents change. Additional phases and techniques then change youth and family com- 
munication, interaction, and problem solving, then help families better deal with and utilize outside 
system resources. Controlled comparison studies with follow-up periods of one, three, and even five 
years have demonstrated significant and long-term reductions in youth re-offending and sibling 
entry into high-risk behaviors. Comparative cost figures demonstrate very large reductions in daily 
program costs compared to other treatment programs. 

Midwestern Prevention Project 

The Midwestern Prevention Project is a comprehensive population-based drug abuse (cigarettes, 
alcohol, and marijuana) prevention program that has operated in two major Midwestern SMSAs, 
Kansas City and Indianapolis, where it has been known locally as Project STAR (Students Taught 
Awareness and Resistance) and I-STAR, respectively. The goal of the program is to decrease the 
rates of onset and prevalence of drug use in young adolescents (ages 10-15), and to decrease drug 
use among parents and other residents of the two communities. The program consists of five inter- 
vention strategies designed to combat the community influences on drug use: mass media, school, 
parent, community organization, and health policy change. The components focus on promoting 
drug use resistance and counteraction skills by adolescents (direct skills training), prevention prac- 
tices and support of adolescent prevention practices by parents and other adults (indirect skills 
training), and dissemination and support of non-drug use social norms and expectations in the com- 
munity (environmental support). This program has been effective at reducing alcohol, cigarette, and 
marijuana use among young adolescents, with some effects maintained up to age 23. 

Life Skills Training 

Life Skills Training is a drug use primary prevention program (cigarettes, alcohol, and marijuana), 
which provides general life skills training and social resistance skills training to junior high/middle 
(6th or 7th grade) school students. The curriculum includes 15 sessions taught in school by regular 
classroom teachers with booster sessions provided in year two (10 class sessions) and year three 
(five class sessions). The three basic components of the program include: (1) Personal Self-Man- 
agement Skills (e.g., decision-making and problem-solving, self-control skills for coping with anxi- 
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ety, and self-improvement skills); (2) Social Skills (eg.'communication and general social skills); 
and (3) Drug-Related Information and Skills designed to impact on knowledge and attitudes con- 
cerning drug use, normative expectations, and skills for resisting drug use influences from the media 
and peers. Life Skills Training has been effective at reducing alcohol, cigarette, and marijuana use 
among young adolescents. The effects for tobacco and heavy alcohol use have been sustained through 
the end of high school. 

Multidimensional Treatment Foster Care 

Social learning~based Multidimensional Treatment Foster Care (MTFC) is a cost effective alterna- 
tive to residential treatment for adolescents who have problems with chronic delinquency and anti-" 
social behavior. Community families are recruited, trained, and closely supervised to provide MTFC - 
placements, treatment, and supervision to participating adolescents. MTFC parent training empha- 
sizes behavior management methods to provide youth with a structured and therapeutic living envi- 
ronment. After completing a preservice training, MTFC parents attend a weekly group meeting run 
by a program case manager where ongoing supervision is provided. Supervision and support is also 
given to MTFC parents during daily telephone calls to check on youths' progress. Family therapy is 
provided for the youths' biological (or adoptive) families. The parents are taught to use the struc- 
tured system that is being used in the MTFC home. The effectiveness of the MTFC model has been 
evaluated, and MTFC youth had significantly fewer arrests during a 12-month follow-up than a 
control group of youth who participated in residential group care programs. The MTFC model has 
also been shown to be effective for children and adolescents:leaving state mental hospital settings. 

x x x  
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PRENATAL AND INFANCY HOME V IS ITATION BY NURSES 

Program Overview 

This program, guided by a strong theoretical orientation, consists of intensive and comprehensive 
home visitation by nurses during a woman's pregnancy and the first two years after birth of the 
woman's first child. While the primary mode of service delivery is home visitation, the program 
depends upon a variety of other health and human services in order to achieve its positive effects. 

Program Targets: 

The program is designed to serve low-income, at-risk pregnant women bearing their first child. 

Program Content: 

Nurse home visitors work with families in their homes during pregnancy and the first two years of 
the child's life. The program is designed to help women improve their prenatal health and the out- 
comes of pregnancy; improve the care provided to infants and toddlers in an effort to improve the 
children's health and development; and improve women's own personal development, giving par- 
ticular attention to the planning of future pregnancies, women's educational achievement, and par- 
ents' participation in the work force. Typically, a nurse visitor is assigned to a family and works with 
that family through the duration of the program. 

Program Outcomes: 

This program has been tested with both White and African American families in rural and urban settings. 
Nurse-visited women and children fared better than those assigned to control groups in each of the 
outcome domains established as goals for the program, in a 15-year follow-up study of primarily White 
families in Elmira, New York, findings showed that low-income and unmarried women and their children 
provided a nurse home visitor had, in contrast to those in a comparison group: 

79% fewer verified reports of child abuse or neglect; 
31% fewer subsequent births; 

,-~ an average of over two years' greater interval between the birth of their first and second child; 
' ~  30 months less receipt of Aid to Families with Dependent Children; 
,-~ 44% fewer maternal behavioral problems due to alcohol and drag abuse; 

69% fewer maternal arrests; 
' ~  60% fewer instances of running away on the part of the 15-year-old children; 

56% fewer arrests on the part of the 15-year-old children; and 
'-~ 56% fewer days of alcohol consumption on the part of the 15-year-old children. 

Program Costs: 

The cost of the program was recovered by the first child's fourth birthday. Substantial savings to 
government and society were calculated over the children's lifetimes. In 1997, the two-and-a-half- 
year program was estimated to cost $3,200 per year per family during the start-up phase (the first 
three years of program operation) and $2,800 per family per year once the nurses are completely 
trained and working at full capacity. Actual cost of the program will vary depending primarily upon 
the salaries of local community-health nurses. Cornnmnities have used a variety of local, state, and 
federal funding sources to support the program, including Medicaid, welfare-reform, maternal and 
child health, and child abuse prevention dollars. 
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EXECUTIVE SUMMARY 

Background 

Many of the most pervasive, intractable, and costly problems faced by young children and parents in 
our society today are a consequence of adverse maternal health-related behaviors (such as cigarette 
smoking, drinking, and drug use) during pregnancy, dysfunctional infant caregiving, and stressful 
environmental conditions that interfere with parental and family functioning. These problems in- 
clude infant mortality, preterm delivery and low birthweight, child abuse and neglect, childhood 
injuries, youth violence, closely spaced pregnancy, and thwarted economic self-sufficiency on the 
part of parents. Standard indices of child health and well-being indicate that many children in our 
society are suffering. 

Nine infants out of every thousand in the United States die before their first birthday. As a 
result of high rates of low birthweight (less than 2500 grams or 5 pounds 8 ounces), our 
infant mortality rate is worse than 19 other nations, in spite of dramatic reductions in infant 
mortality in the last two decades due to improvements in newborn intensive care. Low 
birthweight babies who survive are 50 percent more likely to use special education services 
once they enter school than are normal birthweight controls. 
Over 2.5 million children were reported as being abused or neglected in 1990, and one in 
three of the victims of physical abuse were infants less than one year of age. Between 1,200 
and 1,500 children die each year as a result of parent or caregiver maltreatment. Not only 
is maltreatment morally unacceptable, but the social consequences are so devastating that 
the U.S. Advisory Panel on Child Abuse and Neglect has called child maltreatment a na- 
tional emergency. 

,o- Childhood injuries are the leading cause of death among children aged one to fourteen. 
~y- High rates of violence among adolescents, both as victims and perpetrators, threaten the 

safety and well-being of our neighborhoods. Among young people aged 15-24, homicide 
is a leading cause of death, and for African Americans it is the number one cause. 
In 1992, 52 percent of the mothers on AFDC bad their first birlh as teens, costing the 
government approximately $12.8 billion. Rapid successive pregnancy increases the likeli- 
hood of continued welfare dependence and a host of associated problems. 

Evidence indicates that a significant portion of these problems can be traced to parental behavior--  
in particular, towomen's  health-related behaviors during pregnancy, to the quality of care that par- 
ents provide to their children, and to women's life choices with respect to family planning, educational 
achievement, and workforce participation. While these problems cut across all segments of U.S. 
society, they are more common among women who begin childbearing as poor, unmarried adoles- 
cents. Low-income, single, adolescent mothers can have good pregnancy outcomes and children 
who do well, but their capacity to care for themselves and for their children is often compromised by 
histories of maltreatment in their own childhood, psychological immaturity or depression, stressful 
living conditions, and inadequate social support. These conditions contribute to the greater likeli- 
hood that socially disadvantaged parents will abuse cigarettes and other drugs during pregnancy and 
will fail to provide adequate care for their children, often with devastating results. 

Women who smoke cigarettes and use other substances during pregnancy, for example, are at con- 
siderable risk for bearing low birthweight newborns, and their children are at heightened risk for 
neurodevelopmental impairment. Even subtle damage to the fetal brain can undermine children's 
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intellectual functioning and capacity for emotional and behavioral regulation. Parents' capacities to 
read and respond to their infants' communicative signals form the basis for children's sense of 
security and trust in the world and their belief in their capacity to influence that world. Breaches of 
that trust have long-term consequences, especially when caregiving dysfunction is combined with 
neurodevelopmental impairment on the part of the child. 

A longitudinal study of a large Danish sample of children and their families found that children who 
experienced the combination of birth complications and parental rejection in the first year of life 
were at substantially increased risk for violent criminality at age 18 in comparison to children who 
experienced only birth complications or parental rejection alone. While only 4.5 percent of the 
sample experienced both birth complications and parental rejection, that group accounted for 18 
percent of all violent crimes among those 18 years of age. Parental rejection or birth trauma by itself 
did not increase the risk for violence. When risk factors accumulate, the risk for adverse outcomes 
increases, often in synergistically vicious ways. 

The problems listed have been resistive to government intervention over thd past thirty years. How- 
ever, scientific evidence is accumulating that it is possible to improve the outcomes of pregnancy, to 
improve parents' abilities to care for their children, and to reduce welfare dependence with pro- 
grams of prenatal and early childhood home visitation, but it is not easy. Our optimism stands in 
contrast to earlier research on home visitation. The earlier research was difficult to interpret because 
the programs studied were often not designed to address the needs of parents in sensible and power- 
ful ways, and the research itself frequently lacked scientific rigor. 

The program of prenatal and infancy home visitation by nurses described here is distinguished from 
other programs by its firm foundation in epidemiology and theory. The program is based upon an 
analysis of  proximal risks for the particular outcomes that it is designed to affect (usually parental 
behaviors or conditions in the home that increase the likelihood of adverse outcomes on the part of 
the mother or child). It also is founded upon three interrelated theoretical foundations--self-effi- 
cacy, attachment, and human ecology theories. Each of these theories addresses different aspects of 
the developmental system that contributes to adverse maternal and child outcomes in vulnerable 
families. 

T h e o r e t i c a l  R a t i o n a l e / C o n c e p t u a l  F r a m e w o r k  

The program has been grounded in theories of  human ecology 
(Bronfenbrenner, 1979, 1992), self-efficacy (Bandura, 1977, 1982), 
and human attachment (Bowlby, 1969). The earliest formulations of 
the progra m gave greatest emphasis to human ecology, but as the pro- 
gram has evolved, it has been grounded more explicitly in theories of 
self-efficacy and human attachment. 

Human Ecology Theory 

The original formulation of this program was based in large part on 
Bronfenbrenner's theory of human ecology. Human ecology theory 

emphas izes  the importance of social contexts as influences on human 
development. Parents' care of their infants, from this perspective, is 

The human 
ecological mode ! 

emphasizes ways in 
which the environ- 

ment influences 
individuals' social 
interactions and 

development. 
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dnfluenced by characteristics of their families, social networks, neighborhoods, communities, and 
.: cultures, and interrelations among these structures. Br0nfenbrenner's original theoretical frame- 
,work has been elaborated more recently (with greater attention to individual influences) in his per- 
son-process-context model of research on human development. 

The person elements of the model are reflected in the program components that have to do with 
behavioral and psychological characteristics of the parent and child. In the formulation of the theo- 
retical foundations of the program, parents, and especially mothers, are considered both developing 
persons and the primary focus of the preventive intervention. Particular attention is focused on 
parents' progressive mastery of their roles as parents and as adults responsible for their own health 
and economic self-sufficiency~ This programemphasizes parent development because parents' be- 
havior constitutes the most powerful and potentially alterable influence on the developing child, 
particularly given parents' control over their children's prenatal environment; their face-to-face in- 
teraction with their children postnatally, and their influence on the family's home environment. 

The concept of process encompasses parents' interaction with their environment as well as the 
intrapsychic changes that characterize their mastery of their roles as patents and providers. Three 
aspects of process emphasized here relate to individuals' functioning: (1) program processes (e.g., 
the ways in which the visitors work with parents to strengthen parents' competencies); (2) processes 
that take place within parents (i.e., the ififluence of their psychological resources---developmental 
histories, mental health, and coping styles---on behavioral adaptation); and (3) parents' interaction 
With their children, other family members, friends, andhealth and human service providers. For the 
sake of simplicity, the discussion of these processes has been integrated below into theperson (par- 
ent) part of the model. 

T he  focus on parents elaborated here is not intended to minimize the role that contextual factors such as 
�9 economic conditions, cultural patterns, racism, and sexism play in shaping the opportunities tha t parents 
are afforded. Most of those features of the environment, however, are outside of the influence of preven: 

five interventions provided through health and human service systems. Certain contexts, nevertheless, are 
.affected by parents' adaptive competencies. It is thesefeatures of the environment that the current pro- 
.gram attempts to affect, primarily by enhancing parents' Social skills. The aspects of context that we are 
, most concerned about have to do with informal and formal sources of support for the family, chatacteris- 
: tics of communities that can support or undermine the functioning of the program and families, the impact 
Of going to school or working on family life, as well as cultural conditions that need to be taken into 

.~consideration in the design and conduct of the program. 

One of the central hypotheses of ecological theory is that the capacity of the parent-child relationship to 
function effectively as a context for development depends on the existence and nature of other relation- 
.ships that the parent may have. The parent-child relationship is enhanced as a context for development to 
the extent that each of these other relationships involves mutual positive feelings and that the other parties 
are supportive of the developmental activities carried on in the patent-child relationship. Conversely, the 

,developmental potential of the parent-child relationship is impaired to the extent that each of the other 
�9 relationships in which the 'parent is involved consists of mutual antagonism or interference with the 
.developmental activities carded on in the parent-child relationship. 

"Limitations of Human Ecology Theory. Compared to other developmental theories,  
.Bronfenbrenner's framework provides a more extended and elaborated conception of the environ- 
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ment. The original formulation of the theory, however, tended to treat the immediate settings in 
which children and families find themselves as shaped by culturaland structural characteristics of 
the society. Little consideration was given to the role that adults (in particular parents) play in select- 
ing and shaping the settings in which they find themselves. While many investigators today reason 
that the personal characteristics that influence individuals' selection and shaping of their contexts 
have genetic origins, we have chosen to determine the extent to which and the means by which 
healthy choices and adaptive behaviors can be promoted. 

Consequently, self-efficacy and attachment theories were integrated into the model t o provide a 
broader conception of the parent-setting relationship. The integration of these theories allows for a 
conceptualization of development that encompasses truly reciprocal relationships in which settings, 
children, and other adults influence parental behavior, and in which parents simultaneously select 
and shape their settings and interpersonal relationships. 

Self-Efficacy Theory 

Self-efficacy theory provides a useful framework for promoting 
women's health-related behavior during pregnancy, care of their chil- Self-efficacy relates 
dren, and personal development. According to Bandura, differences to one's perception 
in motivation, behavior, and persistence in efforts to change a wide that s/he is able to " 
range of social behaviors are a function of individuals' beliefs about achieve a goal  A 
the connection between their efforts and their desired results. Accord- 
ing to this view, cognitive processesplay a central role in the acquisi- person with a s t rong  
tion and retention of new behavior patterns. In self-efficacy theory, sense o f  self-efficacy 
Bandura distinguishes outcome expectations from efficacy expecta- maypu t  more effort 
tions. Outcome expectations are individuals' estimates that a given into accomplishing a 
behavior will lead to a given outcome. Efficacy expectations are indi- difficult task, while a 
viduals, beliefs that they can successfully carry out the behavior re- person with a weak 
quired to produce the outcome. It is efficacy expectations that affect sense o f  self-efficacy 
both the initiation and persistence of coping behavior. Individuals' may not try as hard 
perceptions of self-efficacy can influence their choice of activities or may not make a n  

and settings, and can determine how much effort they will put forth in effort at al l  
the face of obstacles. �9 

Limitations o f  Self-Efficacy Theory. While self-efficacy theory provides powerful insights into 
human motivation and behavior, it is limited in several respects. The first limitation is that 'it is 
primarily a cognitive-behavioral theory. It attends to the emotional life of the mother and other 
family members only through the impact of behavior on women's beliefs or expectations, which in 
turn affect emotions. Many people have experienced multiple adversities in the form of oyerly harsh 
parenting, rejection, or neglect that often contribute to a sense of worthlessness, depression, and 
cynicism about relationships. Self-efficacy gives inadequate attention to methods ofhelping parents 
cope with these features of their personal history or the impact of those early experiences on their 
care of their children. We have augmented the theoretical underpinnings of the program regarding 
these social and emotional issues with attachment theory (discussed below). 

The second limitation is that self-efficacy attends to environmental influences in a cursory way. 
People can give up because they do not believe that they can do what is required, but they also Can 

10 
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give up because they expect that their efforts will meet with punitiveness, resistance, or unrespon- 
siveness. While Bandura acknowledges that adversity and intractable environmental conditions are 
important factors in the development of individuals' sense of futility, the structure of those environ- 
mental forces is not the subject of Bandura's theory. In other words, individuals' feelings of help- 
lessness and futility are not simply intrapsychic phenomena, but are connected to environmental 
contexts that provide limited opportunities and that fail to nurture individuals' growth and well- 
being. The structure of those environmental influences is the primary subject of human ecology 
theory, discussed above. 

Attachment Theory 

Historically, this program owes much to Bowlby's theory of attachment. Attachment theory posits 
that human beings (and other primates) have evolved a repertoire of behaviors that promote interac- 
tion between caregivers and their infants (such as crying, clinging, smiling, signaling), and that these 
behaviors tend to keep specific caregivers in proximity to defenseless youngsters, thus promoting 
their survival, especially in emergencies. Humans (as well as many other species) are biologically 
predisposed to seek proximity to specific caregivers under times of stress, illness, or fatigue in order 
to promote survival. This organization of behavior directed toward the caregiver is attachment. 

In recent years, a growing body of evidence indicates that caregivers' 
children can be traced to caregivers' own childrearing histories and 
attachment-related experiences. Caregivers' attachment-related expe- 
riences are thought to be encoded in "internal working models" of self 
and others that create styles of emotional communication and rela- 
tionships that either buffer the individual in times of stress or that lead 
to maladaptive patterns of affect regulation and create feelings of 
worthlessness. Differences in internal working models, according to 
attachment theorists, have enormous implications for mothers' capaci- 
ties for developing sensitive and responsive relationships, especially 
with their own children. 

levels of responsivity to their 

A solid attachment 
between a child and 
caretaker promotes 
the emotional and 
social development 

of the child. 

Limitations of Attachment Theory. Attachment theory provides a 
rich set of insights into the origins of dysfunctional caregiving and possible preventive interventions 
focused on parent-visitor and parent-child relationships. It gives scant attention to the role that 
individual differences in infants may play as independent influences on parental behavior, and it 
provides inadequate attention to issues of parental motivation for change in caregiving. Moreover, it 
minimizes the importance of the current social and material environment in which the family is 
functioning as influences on parents' capacities to care for their children. For more systematic treat- 
ments of these issues, we turned to self-efficacy and human ecology theories (discussed above). 

Summary of the Role of Theory and Epidemiology in Program Design 

The program and its specific intervention strategies have been built upon: 

theories about human development and change, and 
a solid understanding of the risk factors for particular negative outcomes and how to reduce 
those risks by promoting adaptive behavior. 

II 
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�9 B r i e f  D e s c r i p t i o n  o f  I n t e r v e n t i o n  

The program of home visitation begins during pregnancy and continues through the child's second 
birthday. Each family is assigned a nurse who visits families about once every other week during 
pregnancy and the first two years of the child's life. To the extent possible, programs should keep the 
same nurse assigned to a family for the entire time 
they participate in the program. Program process 
studies have shown that program effectiveness tends 
to decline when families are served by more than 
one nurse over the course of their participation. 

The nurses use program protocols that are designed 
to accomplish three overriding goals: (1) the improve- 
ment of pregnancy outcomes; (2) the improvement 
of  the child's health and development; and (3) the 
improvement of the mothers' own personal devel- 
opment. In the home visits, the nurses promote three 
aspects of  maternal functioning: (a) health-related 
behaviors during pregnancy and the early years of 

The program is designed to 
accomplish three goals: 

1. the improvement of pregnancy 
outcomes; 

2. the improvement of the child's 
health and development; and 

3. the improvement of  the mothers' 
own personal development. 

the child's life; (b) the care parents provide to their children; and (c) parents' family planning, 
educational achievement, and participation in the work force. In the service of these three goals, the 
nurses link families with needed health and human services and involve other family members and 
friends in the pregnancy, birth, and early care of the child. 

The nurses use detailed assessments, record-keeping forms, and protocols to guide their work with 
families but adapt the content of their home visits to the individual needs of each family. They 
PrOvide a comprehensive educational program designed to promote parents' and other family mem- 
bers'  effective physical and emotional care of their children. The nurses also help women clarify 
their goals and develop problem-solving skills to enable them to cope with the challenges of com- 
pleting their education, finding work, and planning future pregnancies. Developing a close working 
relationship with the mother and her family, the nurses help mothers identify small achievable ob- 
jectives that can be accomplished between visits that, if met, will build mothers' confidence and 
motivation to manage the demands of caregiving and become economically self-sufficient. 

The program focuses on specific parental behaviors and modifiable environmental conditions that 
are associated with adverse outcomes in each of the domains identified as program goals. The pro- 
tocols and record keeping system are designed to reinforce home visitors' focus on program goals 
and theoretical foundations of the program. 

The nurses are scheduled to visit families once a week for the first month after registration and then 
every other week through delivery. After delivery the nurses are scheduled to visit once a week for 
the first six weeks of the baby's life and then every other week until the 21st month postpartum. 
From 21 to 24 months postpartum, the nurses visit once a month. In these visits, which typically last 
from 60-90 minutes, the nurses work to achieve the goals and objectives outlined above, employing 
clinical interventions that are grounded in theories of human ecology, attachment, and self-efficacy. 
It should be noted, however, that some mothers are in crises that interfere with their consistently 
keeping scheduled appointments. Although the nurses make every effort to follow the specified 

12 
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schedule of visits, they are allowed to visit more frequently when families exhibit crises that would 
warrant more intensive support. In addition, although there are specified domains of program con- 
tent that are developmentally organized and expected to be covered during particular periods, fami- 
lies exhibit considerable variation in their expressed needs. This leads to substantial individual 
variation in the amount of time that may be spent on particular program content areas. All of this 
leads to variation in the amount and content of the program experienced by any one family. The 
program nevertheless adheres to a core set of program goals, content, and methods. 

Evidence of Program Effectiveness 

For low-income women and their children, the'program has been successful in: 

,-~ improving women's prenatal health-related behaviors (especially reducing cigarette smok- 
ing and improving diet); 

,-~ reducing pregnancy complications, such as hypertensive disorders and kidney infections; 
reducing harm to children, as reflected in fewer cases of child abuse and neglect and inju- 
ries to children revealed in their medical records; 
improving women's own personal development, indicated by reductions in the rates of 
subsequent pregnancy, an increase in spacing between first and second bom children, a 
reduction in welfare dependence, and reductions in behavioral problems due to substance 
abuse and in criminal behavior on the part of mothers who were unmarried and from low- 
income households at registration during pregnancy; and 

' ~  reducing criminal and antisocial behavior on the part of ttie 15-year old children as indi- 
cated by fewer arrests, convictions/violations of probation, and days of consuming alcohol. 

The cost of the program, from the standpoint of government spending, is recovered by the time the 
children reach four years of age, and the cost savings to government and society exceed the cost of 
the program by a factor of at least 4:1 over the child's lifetime. 

13 
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PROGRAM AS DESIGNED AND IMPLEMENTED 

Goals and Measurable  Object ives 

The goals of the program of Prenatal and Infancy Home Visitation by Nurses are threefold, fol- 
Iowe d by the specific objectives: 

1. Prenata l - - to  improve the outcomes of pregnancy (reduce the rates of preterm deliv- 
ery, low birthweight, and obstetric complications, such as hypertensive disorders of 
pregnancy and kidney infections); 
,-~ improve health-related behaviors (reduce cigarette smoking, use of alcohol and 

illegal drugs), 
'-~ improve diets and weight gain, 
'~* identify emerging obstetric problems and learn how to use the health-care system 

to treat those problems before they become more serious. 

2. Infant Health and Development-- to improve infant health and development (reduce 
children's injuries, abuse, and neglect; improve infants' developmental accomplish- 
ments; and reduce emerging behavioral problems); 

help parents provide more informed, sensitive, and responsive care to their infants 
and toddlers, 
help parents create home environments that are safer and more educationally en- 
riching for their childrenl 

3. Maternal Life Course- - to  improve mother's own personal life-course development 
(reduce the rates of unintended subsequent pregnancy, increase the interval between 
the birth of the first and second child, increase women's educational achievements and 
participation in the work force, and reduce their use of welfare); 

help women develop a vision for the future, 
help mothers and partners clarify their expectations about the number and timing 
of subsequent children, 

,~0 help women learn how to use contralzeptive methods effectively, 
,9* help make appropriate child care arrangements so that women can complete their 

education and participate in the work force. 

In addition to working with the mothers directly, the nurses promote thegoals of the program by engaging 
other family members and close friends in the program and by assisting families to use other formal 
health and social services. These support systems can support the mothers' efforts to improve their prena- 
tal health, parents' care of their children, arid parents' own personal development. 

Targeted Risk and Protect ive Factors 

In designing the program, we reviewed the literature to determine behavioral and contextual condi- 
tions that were consistently correlated with the adverse maternal and child outcomes that we wished 
to affect. We analyzed the literature to determine the extent to which these variables were most 
likely to be causally related to the outcomes of interest, and which ones were simply markers for 
maladaptive functioning. Those that were hypothesized to be causally related to the outcome of 
interest and that were potentially modifiable with social and behavioral interventions became pri- 
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mary candidates for targeted intervention to reduce the rates of adverse oul~comes identified for 
prevention. Theory played an important role in helping us integrate the epidemiologic data into a 
coherent developmental framework regarding both the hypothesized relationships among risks for 
adverse outcome as well as the developmental progression of maladaptive functioning. It is impor- 
tant to note that the epidemiologic evidence indicated that some of the problems.targeted for preven- 
tion early in the program were also risks for problems targeted later. This is best illustrated by 
reference to Figure I. This figure outlines the major domains of  influence on the child's developing 
adaptation from the standpoint of Bronfenbrenner's person (parent), process (program process, in- 
traps.ychic/behavioral process within the parent), and context. The program embodies certai n essen- 
tial processes (relationship build{ng, education, goal setting, problem solvingto achieve goals) that 
are designed to bring about intrapsychic and behavioral changes within the parent that affect par- 
ents' efforts to improve their living conditions (context), prenatal health behaviors, and care of the 
child. These changes in parental behavior are hypothesized to improve the growth and development 
of the child. 

Modifiable Risks for Low Birthweight, Preterm Delivery, and Fetal Neurodevelopmental 
Impairment 

Epidemiologic evidence on risks for low birthweight indicates that in developed countries prenatal 
exposure to tobacco is an established determinant of compromised fetal growth and, to a lesser 
extent, shortened length of gestation (Kramer, 1987). Similarly, prenatal tobacco exposure increases 
children's likelihood of neurodevelopmental impairments associated with compromised intellectual 
functioning (Olds et al., 1995a,b) and behavioral problems (Olds, 1997), such as Attention Deficit- 
Hyperactivity Disorder (Milberger et al., 1996) and Conduct Disorder (Wakschlag et al., 1997). 
Similar risks are posed by prenatal exposure to alcohol (Streissguth, 1994), marijuana (Fried et al., 
1987),.and other illegal drugs, such as cocaine (Mayes, 1994). While the evidence on these risks 
was not as coherent at the start of this series of trials 20 years ago as it is today, we chose to promote 
a reduction in use of all of these substances as a precaution in the original program. 

The epidemiologic evidence indicates that other behaviors, sui:h as inadequate weight gain, inad- 
equate diet, inadequate use of office-based prenatal care, and unattended obstetric complications, 
such as genitourinary tract infections and hypertensive disorders, increase the risk for low birthweight, 
preterm delivery, and compromised neurologic development. 

Moreover, while the evidence is not as coherent as we would like, there is some suggestio n that 
children withcompromised neurodevelopmental funct!oning are more difficult for their parents to 
nurture. Compared to offspring of women who do not smoke, newborns whose mothers smoked 
cigarettes during pregnancy display higher rates of neurobehavioral disturbance--reduced habitua- 
tion to a variety of stimuli, lower arousal, increased tremulousness, weaker suck, longer latency to 
suck, reduced autonomic regulation, reduced orientation to auditorystimuli, and cries with higher 
pitches and other altered characteristics suggestive of neurodevelopmental problems. These effects 
remain after controlling statistically for the inewborns' exposure to other possible toxicants, such as 
alcohol and other adverse maternal behaviors. Such childrenare more likely to present challenges to 
their parents and to increase their risk for being abused or neglected. 
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Program 
Process 

Relationship 

Education 
b - - - - - - !  

Goal Setting 

Problem 
Solving 

Context 
Culture ] 

School & Work 

Community Services 

Family & Friends 

Parent  
l Psych~176 ResOurces I 

[ Physical Health ] 

H 

Child 
Low Birthweight 
Preterm Delivery 

Neurodevelopmental 
Deficits 

Maltreatment ] 
Injuries / 

Developmental Delay 
Behavlorsl Problems ] 

Risks for Child Abuse and Neglect and Injuries to Children 
In planning the research upon which this program is based, we made an explicit inventory of risks 
for child abuse and neglect and chose to design the intervention in a way that would reduce those 
risks. The risks for child abuse and neglect were organized according to their levels of p~'oximity 
(closeness) to parental behavior. 

At a proximal level, risk assessment focused on the mother's psychological immaturity and distur- 
bance that affect parents' feelings about caregiving and their internal working models of self and 
relationships. Markers for immaturity and/or ps'ychological disturbance include: 

,-~ holding unrealistic expectations for infants' development, 
,-~ lack of responsiveness toward their newborns, 
~0 limited verbal engagement with their babies, 
,~  expressing little empathy for their infant, and 

displaying either little capacity to cope with frustration or displaying apathetic or de- 
pressive interpersonal styles. 

At a more distant level, risks focused on those contextual factors creating stressful conditions in the 
household that would interfere with parents' care of their children, such as: 

unemployment, 
,-~ poor housing and household conditions, 

marital discord, 
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isolation from supportive family members and friends, and 
a history of punitive, rejecting, abusive, or neglectful caregiving on the parents' own 
part if they had no corrective emotional experience (such as a healthy marriage, effec- 
tive care from a protective caregiver, or successful therapy) that would allow them to 
adequately resolve those early experiences. 

Risks for Welfare Dependence and Compromised Maternal Life-Course Development 

While many of the risks and developmental problems outlinedabove occur commonly in our soci- 
ety, they are found more frequently among children born into families in which the parents are 
teenagers, unmarried, and poor, and especially among women who have rapid successive pregnan- 
cies. Immediate risks for rapid successive pregnancies include women's having little sense of con- 
trol over their general life circumstances and their contraceptive practices and their having limited 
visions for their own personal development in the areas of education and work. 

Modifiable Risks for Early-Onset Antisocial Behavior 

More recently, we have analyzed risks for early-onset antisocial behavior and determined that the' impact 
of the program on aspects of maternal and child health early in the life cycle reduces important risks for 
this problem. We consider this work an elaboration of Moffitt's model of risks (that is, neuropsychologi- 
cal deficits and dysfunctional caregiving) by adding an explicit focus on maternal life-course--large 
family size, closely spaced children, parental criminal involvement, and welfare dependence. Moffitt has 
hypothesized that antisocial behavior emerges through two different developmental pathways. One type 
appears very early in life (with signs emerging as early as the preschool years), and a second appears in 
adolescence. The severity and longitudinal course of these two types of disorder are substantially differ- 
ent, with childhood onset being the more serious. In one longitudinal study of 535 males conducted in 
Dunedin, New Zealand, i 3 percent had characteristics of childhood-onset conduct disorder, and 31 per- 
cent exhibited the characteristics of adolescent-onset conduct disorder. The investigators found that chil- 
dren with behaviors indicative of childhood-onset conduct disorder were Substantially more likely as 
adolescents to become violent, to display antisocial personalities, to leave school early, and to have 
weaker bonds to their families than did children whose antisocial behavior began to appear inadoles- 
cence. The reader will notice that the domains of risk for early-onset antisocial behavior are exactly those 
targeted by the program to improve matemal and child health early in the life cycle. 

NeuropsychologicalDeficits. Children with childhood-onset conduct disorder are more likely to have 
neuropsychological deficits, as reflected in compromised motor functioning, attention' deficits, hyperac- 
tivity, impulsivity, and impaired language and cognitive functioning. Although most children with these 
problems do not grow up to become criminals, subtle neurological deficits Can increase children's sus- 
ceptibility to other adverse environmental influences, such as harsh and rejecting parenting and rejection 
by peers, that can further increase their risk for later delinquency and crime. 

While some of these childhood neuropsychological deficits probably have some genetic origins, evi- 
dence is accumulating that a sizable portion can be traced to poor prenatal health conditions that compro- 
mise the development of the fetal nervous system. Some portion of these neuropsychological deficits, 
thus, may be prevented by helping pregnant women (1) reduce their use of alcohol, illegal drugs, and 
cigarettes; (2) improve their prenatal diet; and (3) identify and obtain prompt treatment for emerging 
obstetric problems, such as genitourinary tract infections and hypertensive disorders: 
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Dysfunctional Care of the Child. Abused and neglected children are at increased risk for Persistent 
child behavior problems, academic failure, chronic delinquency, adult criminal behavior~ antisocial 
personality disorder, and especially violent crime. Despite the risk posed by child abuse and neglect, 
it is important to keep in mind that the majority of such children do not become delinquent, criminal, 
or violent. Moreover, we do not know for sure why some abused and neglected children develop 
antisocial behavior and others do not. It probably has to do with some maltreated children's devel- 
opment of a belief that the world is a hostile place and corresponding accumulations of experiences 
that channel such children into environmental contexts where they are increasingly exposed to crimi- 
nogenic influences, a topic that we address more completely below. 

Some researchers have reasoned that poor parenting practices fail to instill within the child the capacity 
for impulse regulation and empathy, increasing the risk for adolescent criminal behavior. Particular atten- 
tion has been given to abused and neglected children's difficulties regulating their emotions, such as 
anger and aggression. A number of investigators have noted that children who are abused develop a 
tendency to distrust others' motivations because they have found the world to be hostile, and that they 
tend to attribute hostile motives to others' neutral behavior. This tendency leads children to confront and, 
at times, to attack others, as if to strike first before they are harmed themselves. 

Another area of emotion regulation that has strong ties to behavior in later life is the development of 
empathy. When children are able to respond empathically, they are at lower risk for the development 
of antisocial behavior both during early periods of development and later in life. Abused and ne- 
glected children are less likely to be empathic towards others. 

Compromised Maternal Life Course. In earlier sections, we enumerated risks for welfare dependence 
and thwarted life-course development on the part of low-income women. It is important to note that 
compromised maternal life course, in itself, is associated with whether women's children will develop 
antisocial behavior. In a longitudinal study of adolescent parents in Baltimore, for example, young women 
with recent welfare experience were more likely to report that their children had been expelled from 
school and had engaged in a variety of antisocial and delinquent behaviors than were their low-income, 
non-welfare counterparts. Being unmarried, not having graduated from high school, and having three or 
more children als0 increased the likelihood of these reported behavioral problems. A Danish longitudinal 
study of 4,000 males and their families found that poor social circumstances (reflected by mothers who 
were young, unmarried, and of low socioeconomic status; and poor conditions in the home) increased the 
risk for boys' violent behavior at age 18. A recent study of tenth graders indicated that increased family 
size led to reduced parental influence and greater peer influence on both girls' and boys' development of 
antisocial behavior and delinquency. 

As with child maltreatment and antisocial behavior, the mechanisms linking maternal life course to 
childre,l's antisocial behaviors are not well understood. Some findings point to the role that parental 
monitoring may play in linking family size with antisocial behavior: the larger one's family, the 
more difficulties parents have supervising their children. This lack of supervision puts children at 
risk for poor academic outcomes, which, in turn, are associated with antisocial behavior among 
adolescents. In addition, poor parental monitoring, coupled with the likelihood that families with 
few economic resources tend to live in crime-ridden neighborhoods,may further inc'rease children's 
exposure to negative peer influences. 
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Interrelations Among these Domains of Functioning 

Thus far, consideration has been given to how these general domains of risk are individually related 
to the development of adverse outcomes. It is important to note, however, that the risk for adverse 
outcomes, such as violent behavior among adolescents or impaired intellectual functioning among 
young children, increases substantially as risk factors accumulate. 

T a r g e t e d  Popula t ion  

Although the problems identified above cut across all segments of U.S. society, they are more com- 
mon among children born to poor, teenage, and single parents. This observation led to our decision 
in the original trial conducted in Elmira, New York, to focus recruitment on women bearing first 

children who were either teenaged, unmarried, or 
from low-income families. We actively recruited 
women who fell into these target groups by meeting 
privately with our primary referral agents (the pub- 

The program specifically targets: lic health department and private obstetricians) and 
~.~ low-income women, and describing the program goals. All of our publicity 

especially those who are and program materials, however, described the pro- 
teenaged and.unmarried, gram as open to any first-time mother and her fam- 
with no previous live births, ily. Any woman bearing her first child was accepted 

in order to avoid creating a program stigmatized 
because it served only the poor. 

Given that the beneficial effects of the Elmira program (described in the Evaluation section) were con- 
centrated on women who were unmarried and from low-income families, the sampling design in Mem- 
phis was modified to focus more excluSively on low-income women, the vast majority of whom were 
unmarried and teenaged. Each of the trials focused on women who had no previous live births, because 
we reasoned that offering them services during the transition to parenthood would increase their receptiv- 
ity to our offers of help. Moreover, as a public health strategy, this approach held the promise of improv- 
ing the life chances of subsequent children, because parents were hypothesized to have better skills for 
managing the demands of pregnancy and early care of the child after they had been helped with their first 
child. In addition, to the extent that the rates of rapid successive births were reduced, parents would be 
able to focus their caregiving resources on a smaller number of children. 

It is important to note that the first trial, conducted in Elmira, New York, was conducted with a 
primarily White sample in a rural area and a small city. The second study in Memphis, Tennessee, 
was conducted with a primarily African American sample in an urban area. This means that the 
findings can be more confidently applied toAfrican Americans aswell  as Whites who live in both 
urban, rural, and small city environments. 

As the program model was transferred from Elmira, New York, to Memphis and Denver (where it 
serves a large portion of Mexican Americans), it was reviewed from the standpoint of its congruence 
with the cultural beliefs of the African American and Mexican American families that it increasingly 
served. This work was facilitated by the creation of community advisory committees that reviewed 
the protocols. The reassuring message in both Memphis and Denver was that the protocols were 
essentially culturally competent. This approval of the program was based in part on its inclusion of 
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other family members and friends in the program, and on the fact that the group of nurses working in 
the program was racially and ethnically diverse. In Denver, each monolingual Spanish-speaking 
client was provided a nurse who spoke Spanish; and Latina, Asian, and African American nurses 
were assigned to serve regions of the city where the likelihood was high that they would be working 
with similar minority families. However, to avoid confounding the race and ethnicity of the families 
.with the race and ethnicity of the visitor as influences on outcomes, no attempt was made to match 
individual clients and nurses based on race or ethnicity. 

P r o g r a m  as Des igned  

Program Overview 

This program of prenatal and infancy home visitation by nurses begins duringpregnancy as early as is 
possible and continues through the child's second birthday. Nurses use the following visit schedule: 

Registration: 
Until delivery: 
Following delivery: 
6 weeks to 21 s' monthi 
21 st month to 24 m month: 

Weekly for four weeks 
Every other week 
Weekly for six weeks 
Every other week 
Once a month 

Each visit lasts 60-90 minutes. Nurses work to achieve the goals and objectives outlined above, 
using clinical interventions that are grounded in theories of human ecology, attachment, and self- 
efficacy, described in detail above. In the following sections, the nature and role of these theories in 
the design of the program is described. 

Implications of Human Ecology Theory 

Human ecology theory played an important role in identifying which families would be enrolled in 
the study and when. We chose to work with women who had no previous live births, and thus were 
undergoing a major role change that Bronfenbrenner calls an ecological transition. We began the 
program during pregnancy and the early years of the child's life because during pregnancy women 
have not yet formally assumed the parental role. In providing support to young people prior to and 
while they were learning about being parents, we reasoned that the visitors would enhance their 
influence on parents' enduring orientation to their roles as parents and providers. The skills and 
resources that parents develop around the care of the first child would also carry over to later chil- 
dren. To the extent that the program was successful in helping parents plan for their futures (includ- 
ing planning subsequent pregnancies), parents would have fewer unwanted or unintended children. 
This would ease some of the challenges of caring for the first child. 

Human ecology theory also focused the home visitors' attention on the systematic evaluation and 
enhancement of the material and social environment of the family. Indeed, it was because of our 
conviction that these social and material contexts of  the family were so important that we chose to 
deliver the services in the home, where the nurses could evaluate, first hand, the family environment 
in which the parents and children were living. The visitors assess and promote informal social sup- 
port (individuals within the family and friend network who can serve as reliable sources of material 
and emotional support for the mother in her efforts to care for her children), and families' use of 
formal community services. 
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Human ecologists would hypothesize that women's capacity to improve their health-related behav- 
iors is influenced by their levels of informal support for change.. Women's efforts to reduce cigarette 
smoking during pregnancy, forexample,  are affected by the extent to which individuals close to 
them believe that smoking is bad for pregnant womenand the fetus, and to the extent that they 
actively support women's efforts to quit. Consequently,the visitors encourage mothers during preg- 
nancy to invite other family members and friends to the visits in an effort to enhance friends' and 
family members' support of the mothers' efforts to improve their health-related behaviors and to 
prepare for labor, delivery, and early care of the child. 

The involvement of other family members, friends, 
and mothers' partners is especially important in help- 
ing women practice contraception, finish their edu- 
cation, and f indwork .  In discussions of family 
planning and contraception, the visitors make every 
effort to conduct some of those visits when mothers' 
partners are present. In addition, returning to school 
after delivery or finding work usually requires find- 
ing appropriate care for the child. In low-income fami- 
lies this usually means that the mother must find 
someone in the household or network of friends who 
might be able to provide reliable and safe care for the 
baby. The nurses help mothers identify safe and 
nurturant care within their network of family mem- 
bers and friends and, if none can be found, help them 
find appropriate subsidized center-based care. To the 
extent that the visitors have been successful in help- 
ing women complete their education and participate 

Human ecology theory focuses nurse 
visitors' attention o n :  

~o~ the evaluation and enhancement 
of the material and social 
environment of the family; 

the involvement of other family 
members, friends, and partners; 

~.~ the identification of  family 
stressors and needed health and 
human services; 
and 
the linkage of  families with 
formal community services. 

in the work force, they have altered the ecology of 
the family by placing additional demands upon other famiiy members and friends. Moreover, in 
spending more time in educational or work settings, women are integrated into social contexts where 
there are greater pressures to conform to societal expectations. These activities.also change the 
ecology of the family in fundamental ways. 

Human ecology theory also focuses the visitors' attention on the identification of family stressors 
and needed health and human ServiceL The visitors assess families' needs and then systematically 
help them make use of their health-care providers and obtain other needed services in an attempt to 
reduce the situational stressors that many low-income families encounter. Families are helped to 
obtain services such as Medicaid, temporary financial assistance, subsidized housing, help with 
family counseling, nutritional supplementation, substance abuse counseling, and assistance with 
finding Clothing and furniture. 

After the baby is born, the visitors continue to inform mothers and other family members about the 
availability of formal community services and provide mother s with the skills to use those services 
more effectively. As during pregnancy, the visitors communicate with the children's physicians and 
their office staff in order toreinforce the medical staff's recommendations in the home and to enable 
the medical staff to provide more informed and sensitive care in the offme. Parents are taughtto 
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observe their children's indicators of health and illness, to use thermometers, and to call the physician's 
office with signs of their children's illnesses. The expectation is that this approach will increase the 
appropriate use and decrease the inappropriate use of emergency departments. 

Implications of Self-Efficacy Theory 

Self-efficacy theory played a role in the design of the Elmira program, through an emphasis on 
helping women set small achievable objectives for themselves that would strengthen their confi- 
dence in their capacity for behavioral change. However, it was not emphasized explicitly as a theo- 
retical foundation in Elmira to the same degree as it was in Memphis. The increased focus on 
self-efficacy in Memphis grew out of our observation that several of the most important program 
effects in Elmira, such as the reduction in child maltreatment and emergency-department encounters 
for injuries, were concentrated among women who at registration had little sense of control over 
their life circumstances. We hypothesized that the promotion of self-efficacy in the Elmira program 
played a central role in enabling at-risk women to reduce their prenatal cigarette smoking, rates of 
subsequent pregnancy, and rates of unemployment, given that the nurses used these methods in 
helping women manage these aspects of their lives. We reasoned that the nurses' emphasis on help- 
ing women gain control over specific life circumstances such as these promoted women's general- 
ized self-efficacy. 

As a result of these observations, in the Memphis trial the visitors were trained explicitly in self-efficacy 
theory and its applications, and the program protocols were written in a way that distinguishes efficacy 
expectations from outcome expectations. For instance, women may acknowledge that smoking is harm- 
ful for themselves and their babies (an outcome expectation), but not believe that they will be able to quit 
(an efficacy expectation). Distinguishing these two aspects of the problem helps in the specification of 
smoking reduction efforts and other individualized interventions. 

Much of the educational content of the program was focused on helping women understand what is 
known (or thought about) the influence of particular behaviors on the health and growth of the fetus, 
on women's own health, and on the subsequent health and development of the child. The educa- 
tional program represents an effort to bring women's outcome expectations into alignment with the 
best evidence available. 

Behavioral improvements depend upon individuals' confidence in their ability to change. Accord- 
ing to Bandura, helping services like those carried out in the current program achieve their primary 
effect by creating and strengthening the individual's expectation of personal efficacy. Self-efficacy 
theory has a number of direct implications for the methods that the home visitors use to promote 
mothers' healthy behavior, optimal caregiving, family planning, and economic self-sufficiency. 

First, because the power of efficacy information is greater if it is based on the individual's personal 
accomplishments than if it derives from vicarious experiences and verbal persuasion, the home 
visitors emphasize methods of enhancing self-efficacy that rely on women's actually carrying out 
parts of the desired behavior. Verbal persuasion methods are used, of course, but whenever possible, 
they serve as guides and reinforcers for behaviors that the women already have enacted. Women 
who already display some adequate prenatal behaviors are encouraged for what they are doing well. 
Similarly, the visitors reinforce caregiving behaviors that are close to the goals of the program, such 
as the sensitive identification of and response to the child's cries, or removal of safety hazards in the 
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Self.efficacy theory focuses nurse visitors' 
attention on promoting mothers' healthy 
behavior, optimal caregiving, family plan. 
ning, and economic self-sufficiency by: 
t,~ identifying family strengths and 

reinforcing behaviors that are 
close to the goals of  the program; 
establishing realistic goals and 
behavioral objectives in which 
the chances for successful 
performance are increased; a n d  

t,~ teaching the problem-solving 
method (definhrg tire problem, 
generating sets of possible 
solutions, trying certahr solutions, 
and evaluating tire results) as a 
general approach to coping. 

home environment. This identification of family 
strengths helps build mothers' and other family mem- 
bers' confidence in their roles as parents and pro- 
vides incentives for their acquiring new caregiving 
skills. 

Second, the visitors employ methods of behavioral 
and problem analysis that emphasize the establish- 
ment of realistic goals and behavioral objectives in 
which the chances for successful performance are 
increased. The same principles apply whether the 
individual is trying to quit drinking, correct her diet, 
or improve her relationship with her boyfriend. Be- 
cause perceptions of self-efficacy predict coping and 
self-regulatory behavior, the home visitors periodi- 
cally ask women about their beliefs concerning their 
abilities to manage all types of problems related to 
the overall goals of the program or to the concerns 
of the women themselves. This information is used 
to help the home visitors focus their efforts on cre- 
ating opportunities for women to accomplish small, 
achievable objectives related to particular goals. As 
a result of these observations, visitors in the Mem- 
phis program developed a series of questionnaires 

used clinically to assess women's and other family members'  beliefs (outcome and efficacy expec- 
tations) and behaviors about their health-related behavior, their care of their children, and their life 
course. These assessments (called facilitators) now provide visitors with a basis upon which to 
begin their educational work with mothers and other family members. 

Our articulation of self-efficacy in the program protocols evolved over each of the two early trials (and 
has continued to evolve since then). In the Memphis trial we augmented the emphasis on setting small, 
realistic objectives with a program of goal-setting and problem-solving. The theory of self-efficacy was 
built into the training program more formally, and we began teaching the problem-solving method (defin- 
ing the problem, generating sets of possible solutions, trying certain solutions, and evaluating the results) 
as a general approach to coping. In addition, assessments of efficacy and outcome expectations with 
respect to critical behaviors were added to the formal test of program effects. 

Implications of Attachment Theory 

Attachment theory has affected the design of the home visitation programs in three fundamental 
ways. The first has to do with its emphasis on the visitors developing an empathic relationship with 
the mother (and other family members where possible). The second has to do with the emphasis of 
the program on helping mothers and other caregivers review their own childrearing histories. And 
the third has to do with its explicit promotion of sensitive, responsive, and engaged caregiving in the 
early years of the child's life. 
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A fundamental element of the program involves the 
visitors developing close, therapeutic alliances with 
the mother and other family members beginning dur- 
ing pregnancy. The establishment of such a relation- 
ship, consisting of empathy and respect, was expected 
to help modify a woman's internalized beliefs about 
herself and the way she relates to others (most im- 
portantly her developing relationship with her child). 

It is important for the visitors to know how the women 
were raised as children and their corresponding "in- 
ternal working models" of relationships because, 
without intervention, destructive models are likely 
to undermine the quality of care that parents provide 
to their own children. By assessing women's beliefs 
and attitudes during pregnancy, the visitors are able 
to hel p women and other caregivers develop more 
accurate conceptions about the infant's motivations 

Attachment theory focuses nurse 
visitors' attention on: 

developing a close and empathic 
relationship with the mother and 
other family members; 
understanding the mothers' 
beliefs and attitudes about 
childrearing to help change 
destructive practices; and 
promoting sensitive and responsive 
caregiving in the early years of the 
child's life. 

and methods of communicating. 

Program protocols have been designed to present systematically how infants communicate, giving 
special attention to nonverbal cues, crying behavior, and colic, and how parents can meet their 
infants' and toddlers' emotional needs. An emphasis on mothers' and other caregivers' correctly 
reading and responding to the infant's cues begins during pregnancy and continues through the end 
of the program. 

In order to promote sensitive and responsive caregiving, increasingly comprehensive parent-infant 
curricula were incorporated into the program in each of the trials. For example, in the Elmira program 
all of the nurses were trained in the Brazelton newborn examination, and they were provided teaching 
materials to promote sensitive, responsive care on the part of parents, including materials to help 
parents learn how to empathize with their baby. The nurses in the Elmira program, however, felt that 
the primarily didactic nature of the parent-child curriculum failed to provide them with the kind of 
guidance they needed to promote emotionally responsive caregiving. We realized that we had too few 
activities incorporated into the program to promote parents' sense of success in interacting with their 
children. 

In the Memphis program, the number of standardized materials employed to promote sensitive and re- 
sponsive caregiving was expanded. They include activities such as Barnard's Keys to Caregiving pro- 
gram, the NCAST feeding scale, and an adaptation of Sparling's Partners for Learning.program 
(subsequently replaced by the Partners in Parenting Education (PIPE) program in Denver.) Keys to 
Caregiving is a series of educational materials and videos designed to help mothers recognize different 
newborn states (alert, drowsy, etc.) and modulate their caregiving to match the infant's state. NCAST is a 
systematic approach for assessing parent-child interactions. The PIPE program provides strategies for 
teaching mothers to read their babies' communicative signals and nurture attachment. The P1PE program 
has now been fully integrated with training in the nurse home visitation program and replaces the Partners 
for Learning curriculum, which is no longer available. Keys to Caregiving must be purchased separately, 
but guidance is given in the training for using these materials with families. The NCAST training must be 
purchased in addition to our training, and is considered essential to the program's effectiveness. 
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Summary of the Role of Theory in Program Design 

The visitors have been equipped with a theory-driven program design and visit-by-visit protocols that are 
designed to guide their efforts to help women improve their health-related behaviors, their care of their 
children, their planning of subsequent pregnancies, educational achievement, and participation in the 
work force. These adaptive skills focus on both their own behavior and theirability to summon family 
and community support to improve the material and social contexts in which they live. 

Nurses as Home Visitors 

This program model calls for nurses to be the home visitors. We have chosen nurses because of their 
formal training regarding women's and children's health and because of their competence in managing 
the types of complex clinical situations often presented by at-risk families. We have hypothesized that the 
nurses' ability to effectively address mothers' and family members' concerns about complications of 
pregnancy, the physiologic and anatomic changes of pregnancy, labor, and delivery, and the physical 
health of the infant provides nurses with credibility in the eyes of the family that increases their influence. 
Moreover, through their ability to teach mothers and other family members to identify emerging health 
problems and to use the health-care system to address those problems, the nurses increase the clinical 
influence of the program through the early detection and treatment of disorders. 

While the content, theory, and clinical methods of the program have now been thoroughly specified, 
these materials cannot provide unequivocal guidance in all situations, as qualitative studies of the 
implementation of this program have demonstrated. In the highly complex situations often encoun- 
tered in this program, the nurses must rely upon their competent clinical-decision making skills and 
excellent supervision in order to maintain an effective working relationship with the mother and her 
family) and to simultaneously accomplish the goals of the program. 

Evidence from published randomized trials indicates that programs that use comprehensive pro- 
gram models and employ nurses who work intensively with families are more likely to achieve their 
goals than programs that employ paraprofessionals. 

Program Content 

Nurse home visitors follow detailed visit-by-visit program protocols (see example in Appendix B) 
that focus on five domains of functioning: personal health, environmental health, maternal role 
development, maternal life course development, and family and friend support. The content of the 
protocols is organized developmentally to reflect those challenges that women are likely to confront 
at different stages of pregnancy and during the first two years of the child's life. Within each of the 
five domains specific assessments aJ'e made of maternal, child, and family functioning, and specific 
educational content and psychosocial interventions are prescribed depending upon the nature and 
degree of vulnerability revealed in the assessment. 

The predominant population served by the program is low income, unmarried women. The women's 
husbands or boyfriends and their own mothers are especially encouraged to participate in the home 
visits. These family members often play decisive roles in determining the extent to which women 
will improve their health habits, finish their education, find work, secure appropriate child care, and 
address the needs of the child. In order to facilitate the involvement of friends andfamily members, 
nurses schedule weekend and evening visits to accommodate their work schedules. 
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During home visits, nurses carry out three major activities: 

1. promoting adaptive change in behavior that affects the outcomes of pregnancy, the health and 
development of the child, and maternal life-course; 

2. helping women build supportive reiationships with family members and friends; and 

3. linking family members with other health and human services. 

In carrying out these activities, emphasis is placed on the importance of building on parents' strengths 
and promoting parental competence and control over life's circumstances. 

1. Adaptive Behavior Change 

a. Prenatal Behavioral Objectives : 

The nurse's activities during pregnancy vary considerably among Thefirst major 
families because women enroll at various stages of gestation activity of  nurses 
and because their knowledge, motivation, and ability to assimi- during home visits is 
late material differ, thus affecting the time nurses spend on any to promote adaptive 
one topic. The major behavioral objectives include: change in behavior 

,-~ helping women improve their diets and monitor weight gain; that affects the 
,~ helping women eliminate their use of cigarettes, alcohol, outcomes of 

and drugs; pregnancy, the 
teaching parents to identifythe signs of pregnancy corn- health and develop- 
plications and to use the health-care system to address ment of the child, 
those problems before they become more serious; and maternal life- 

,-~ encouraging regular rest, appropriate exercise, and good course. 
personal hygiene related to obstetrical health; 

,-~ preparing parents for labor and delivery; 
preparing parents for early care of the newborn;. 
encouraging appropriate use of the health care system; 

~- encouraging mothers to make plans regarding subsequent pregnancies, returning to 
school, and finding employment. 

b. Infancy and Early Childhood Behavioral Objectives 

As during pregn~cy, women's learning needs and ability to assimilate educational materials 
vary considerably. The curriculum is organized sonurses are able to cover issues of common 
concern to all first-time mothers, while simultaneously responding to individual needs and dif- 
ferences. Through this phase of the program, the nurses assess the mother and infant with re- 
spect to the behavioral objectives outlined below, recognizing that the norms within these 
categories change as both the infant and mother mature. The major objectives include: 

,~ improving parent's understanding of the infant's temperament; 
,~ promoting the physical care of the child; 
~:~ promoting the behavioral and emotional regulation of the child;" 
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improving the safety of the home environment; 
~9- helping mothers adapt to changing roles; 
,~  encouraging mothers to furtffer clarify their plans for returningto school, finding work, 

and family planning; 
,-~ helping women make concrete plans for completing their education; 
,-~ helping women search for, secure, and retain a job; 

identifying safe and reliable child care; 
,-~ employing a reliable method of contraception. 

2. Enhancing Informal Support  

The second major activity of the nurses during home visits is to en- 
hance the informal support available to the women during pregnancy, 
birth, and the f'vst two years after delivery. The riurses assess the quality 

The second major of the women's relationships with their husbands, boyfriends, moth- 
activity of  the ers, friends, and Other family members by asking the mother about 
nurses during these individuals and by observing their interaction. The nurses de- 
home visits is termine the extent to which inadequate support is due to the mother 

helping Women simply having no one to turri to, versus an inabilil~y to use the support 
build supportive she has available to her. The nurses also attempt to predict the likeli- 

relationships with hood that new ideas introduced bY the program will create or inten- 
family members sify hostilities among members of the support network or between the 

mother and the primary support person. and friends. 
-. In general, nurses become involved in developing relationships with 

other family members and friends and in addressing their needs when 
the nurse determines that these individuals play a direct role in affecting maternal and child func- 
tioning. During the home visits, insofar as possible, these individuals are encouraged to be sensitive �9 
to the mother 's  �9 needs, to help with household responsibilities, to accompany the women to the 
hospital at the time of delivery, to be present for the birth, to aid in the subsequent care of the child, 
and to reinforce the advice of the nurses in their absence. They are encouraged to help her follow 
appropriate health behavior and health care practices �9 withou t nagging or finding fault. 

The mother 's  husband or boyfriend; whether or not he is the father of the child, is included in the 
program as an imPortant and highly influential figure in the child's life. His parenting skills, contri- 
butions to family life, and support to the m0ther'are all seen as important resources. In some cases, 
the mother may be involvedwith men who are abusiv e and neglectful, or engaged in illegal activi- 
ties. In many of these cases, the nurse is able to serve as a support to the mother as she breaks away 
from these destructive relationships. In other cases, the mother may be determined to maintain con- 
tact with the man, almost at any cost. It may not be prudent for nurses to actively: intervene to 
discourage women's involvement in these relationships. However, by showing concern and respect 
for the women, nurses communicate their belief tha t the women do not have to accept poor treat- 
ment, and in the process help women make decisions that are truly in their own best interests. 

The mother is viewed, for the most part, as the primary figure responsible for the health and well-being of  
the child. However, in some families, the grandmother is the individual most willing and able to provide 
for the child. For  these families, the nurse directs her educational efforts regarding child care to the 
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grandmother, and tries to help the young mother articulate her own gOals in life. Conflict between the 
mother and grandmother sometimes arises in those families in which both individuals are capable of and 
willing to assume responsibility for the child or in wfiich neither is willing to assume responsibility for the 
child. The nurse's role in such situations is tO help them resolve the conflict by encouraging both mother 
and grandmother to communicate openly about the issue. 

3. Linkage with Formal Services 

The nurses also attempt to reduce.family stresses by connecting families with formal health and 
human services. Beginning with the first home visit, the nurses systematically assess the extent to 
which the family's basic survival needs are being met. Areas consid- 
ered are income and basic shelter, food, and medical care; reliable 
and adequate housing; and pfiysical, mental, or substance abuse prob- 
lems that are unattended. The third major 

activity of nurses 
during home visits 

is to link family 
members with 

formal health and 
human services. 

The nurses urge parents to keep'prenatal and well-child care appoint- 
ments and to'call the physician's office when a health problem arises, 
so that the office staff might help them make decisions as to whether 
or not sick or emergency room visits are necessary. With the mothers' 
permission; the nurses send reports of their observations regarding 
medical, social, and emotional conditions to both the obstetricians 
and pediatricians who provide the mothers' and babies' care. In this 
way, the physicians and office staff can provide more informed and 
sensitive care, and by communicating regularly with the mother's and 
baby's primary health care providers, the nurses can clarify and reinforce physicians' recommenda- 
tions in the home. When necessary, the nurses refer parents to other social services such as public 
assistance, Medicaid, or food stamps; Planned Parenthood for contraceptives; mental health or fam- 
ily counseling; legal aid; WIC; and educational services or job training. 

Core Program Elements 

The elements of the program have been refined over the past twenty years, and visit-by-visit protocols 
have been prepared to guide the home visitors (see Appendix B for illustrative materials). While local 
adaptations will inevitably be necessary as the program is developed in new locations, research and 
experience have indicated that certain aspects of the program are vital for its effective operation. 

,-~ The program is focused on low-income, first-time mothers. 

Given the emphasis on prevention of problems rather than treatment, the program is most likely to 
benefit women who are having their first child and who have not yet developed firmly established 
ways of caring for themselves during pregnancy and for their children. The skills and resources first- 
time mothers develop in coping with their first pregnancy and child set a pattern for subsequent 
pregnancies and children. Also, it is easier for women to return to school and work if they have only 
onc child. Low-income parents experience more than their share of life challenges, which make it 
more difficult for them to provide competent care for themselves and their children. WithOut help, 
they and their children are more likely to experience compromised development. 
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Nurses must be employed as home visitors. 

Because of the professional health training required by this program model, nurses must be em- 
ployed as home visitors. To the extent possible, programs should assign.or recruit trained bachelor 
degreed nurses with community health and maternal and child health home visiting experience. 
Nurses must be mature individuals with strong interpersonal skills and motivation to work in the 
home environment rather than in a clinic setting. 

'-~ Nurse home visits begin during pregnancy and continue for two years after the child is 
born. 

During pregnancy, first-time parents have questions and special needs regarding the biological, 
psychological, and social changes they are experiencing. Responding to those concerns enhances 
the home visitors' ability to establish rapport with parents. And obviously, only by beginning ser~ 
vices during pregnancy can the nurses influence health-related behaviors known to affect low birth 
weight, prematurity, and neurologic damage to the fetus. Visits continue to occur through the first 
two years of the child's life. This is a crucial time in the development of the relationship between 
mother and child--when effective qualities of parenting need to be established. 

Nurse home visitors follow a visitation schedule that varies over the two and a half years a 
family is in the program: 

s~- weekly visits during the first month following enrollment; 
, ~  visits every other week for the remainder of the pregnancy; 
,-~ weekly visits during the first six weeks after delivery; 
'~  visits every other week thereafter Until the 21st month of childhood; 
' ~  monthly visits until the child reaches age two. 

The visitation schedule has been designed to meet two purposes: (1) to enable the nurse home visitor to 
provide appropriate services and information consistent with the developmental stages of pregnancy and 
early childhood; and (2) to foster the setting of small, achievable objectives for the visitor and family to 
work on between visits. This second purpose is important !n that families generally make progress when 
they are encouraged to accomplish manageable, incremental steps toward larger goals. 

Nurse home visitors follow a comprehensive program protocol that focuses on mother's 
personal health, environmental health, quality of caregiving for the infant and toddler, 
and mother's own personal development (such as preventing unintended subsequent 
pregnancies and finding work). 

These content areas represen t the core of the program and are well grounded in both theory and 
practice. Improvements in one area make it easier for positive change to occur in others. Reviews of 
research suggest that the comprehensiveness of this program is responsible for its success. The 
procotols are designed to provide guidance to the visitors on a visit-by-visit basis. They include 
detailed assessments of maternal, child, and family functioning that provide specific focus to the 
nurses' work with mothersand their families around vulherable areas of functioning. While these 
protocols cannot be used effectively without thorough.training, supervision, and solid clinical deci- 
sion-making skills on the part of the nurses, they have been developed and tested over a twenty-year 
period and provide the foundation for the operationalization of the program. 
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,90 Nurse home visitors are expected to involve family members  and friends in the program 
and to help families use other community health and human services they may need. 

One of the most important roles that the nurse home visitors play is to help families make use of 
other family members and friends as well as formal health and human services to meet their needs. 
By helping families learn how to use these community resources, the nurses enable families to 
develop their strengths and achieve their goals. 

A full-time nurse home visitor carries a caseload of no more than 25 families. 

The comprehensiveness of the model and the intensity of the visit schedule require manageable 
caseloads. The nurse home visitor is expected to carry the same caseload of families for the full 
duration of the program. Research and experience indicate that continuity in the relationship be- 
tween the nurse and the family is critical in achieving desired outcomes. This continuity is best 
realized when caseloads are kept to no more than 25 families at any one time. 

A team of nurse home visitors should have a well-prepared nursing supervisor to provide 
guidance and oversee program implementation. 

Supervisors hold individual supervisory conferences with nurse home visitors once a week as well 
as a weekly case conference in which all visitors participate. Observations and evaluations of how 
each home visitor is carrying out the program with participating families are conducted quarterly to 
foster ongoing improvement in practice. Supervisors also play a vital role in developing collabora- 
tive relationships with other health and human service providers upon whom the home visitation 
program depends for ancillary support. A full-time supervisor should support no more than 8 nurses, 
particularly during the initial cycle of program implementation. 

,-~ Detailed records are kept on families and their needs, services provided, and progress and 
outcomes realized. 

A well-designed and well-maintained record-keeping and management information system has proven 
to be both clinically and administratively necessary in the successful operation of the program. It is 
important that relevant information be collected so that those operating the program locally can 
monitor their performance. 

The specific content and educational materials employed to achieve program goals and objectives 
will naturally be refined over time. We expect new program sites to adhere to the specific content 
and methods reflected in the program protocols, but welcome insights and new educational materi- 
als that may be tested and incorporated in future generations of the program. 

Planning and Implementation 

Needs Assessment 

As new communities consider developing this program model, we encourage them to identify geo- 
graphic areas in their community where rates of adverse outcomes for children and families indicate 
that neighborhoods are at heightened risk. The kinds of factors that they are encouraged to examine 
include rates of low birthweight, infant mortality, child abuse and neglect, low-income households, 
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and crime. These indicators reflect the types of outcomes the program is attempting to influence and 
are markers for general social adversity. 

Key Contacts 

Communities must decide what organization will take the lead for administering the program. This 
usually has been a health-care provider such as a local health department or hospital. This is sensible 
given that most women are registered in the program through their prenatal Care provider. However, 
program success depends primarily on strong local leadership and a commitment to implementing 
the program model effectively. The method in which a particular community administers and man- 
ages the program will vary. For example, in one site the nurses may be employed by and obtain 
referrals from the local public health department, but may work out of offices in a neighborhood or 
school-based clinic or family resource center. In another site, the programrnay be entirely housed 
and funded by the city hospital, though clients are recruited from several prenatal clinics. 

Usually, decisions about which agencies should be involved in developing 
the program are made by local multidisciplinary planning task forces, which 
often include state or local directors of health and/or social services, or 
administrators of hospitals. It has been our experience that this requires 

The lead organiza- both individual leadership and a community of health and human service 
tionfor this providers, local community groups, and sometimes religious leaders who 

program has are committed to seeing this program made available in their community. 
.usually been a local Once in operation, this program model relies upon cooperation among a 

health department variety of health and human service providers. That cooperation needs to 
or hospital, be evident in a clear commitment among those providers to help make this 

program a success and to assure its integration with existing community 
systems and supports. 

Interagency Linkages and Collaboration 

Nui'ses are the primary provider of service in this program model, but no single professional has the 
expertise to manage all of the types of physical health, mental health, and social problems faced by high- 
risk families. Consequently, this program requires the cooperation of professionals from many different 
disciplines to support the work of the nurses, often in the form of case conferences designed to improve 
the delivery of services to selected families. Moreover, the nurses will need to make referrals to other 
health and human service providers, so they must understand and have good working relationships with 
those other services such as mental health services, substance-abuse treatment programs, housing agen- 
cies, sources of emergency food and material assistance, and so forth. 

Formal cooperative agreements may need to be established with prenatal care providers to recruit 
pregnant, low-income, first-time parents. The process of establishing the necessary relationships 
with other key service providers in the community will vary from community to community. In some 
communities, service providers have long-standing relationships with one another and agreements 
can be informal, an outgrowth of the joint planning and communication networks already estab- 
lished. In other communities, relationships may need to be cultivated in advance between agencies 
that have little or no prior working ties such as public health departments and vocational education 
and work training programs. Activities to cultivate these relationships may range from information 
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exchanges conducted by the program at the staff meetings of each cooperating agency to meetings 
with agency heads and program intake staff to developing formal contracts to serve a certain number 
of families each year referred by the home visitors. Programs serving large numbers of families with 
substance abuse or more severe mental health needs may choose to work out more formal agree- 
ments or supplement the basic program with contracted mental health services to assure that fami- 
lies have ready access to affordable treatment. Our model requires the home visitor to be a nurse, but 
she cannot do it alone. 

Funding and Program Costs 

In 1997 dollars, it costs about $2,800 per family per year to conduct this program. The program lasts 
2.5 years, so the total cost of the program per family is $7000. Because of start-up inefficiencies due 
to training and the time required for the nurses to develop a full caseload, for the first three years of 
program development, it costs about $3,200 per year per family. Thus, we have estimated that a 
typical program serving 100 families for the first three years of operation will cost about $800,000. 
After that, we have estimated that the actual operating expenses will drop to $2,800 per family per 
year. This figure assumes a team of four nurses, one half-time supervisor, and one half-time secre- 
tary serving 100 families. It includes office supplies; program and medical supplies; postage; copy- 
ing; liability insurance; cell phone costs for the home visitors; and mileage reimbursement. Costs for 
training (excluding costs for nurses to travel to Denver) and the purchase of a computer and modem 
are included in the start-up estimate of $3,200 per family per year for the first three years. The 
budget assumes a sponsoring agency with office space and basic utilities covered, and does not 
include a percentage for overhead costs. Sponsoring agencies have included public health depart- 
ments, private hospitals, and family centers associated with family health and social service 
collaboratives. While it might be possible to initiate the program with fewer nurses, we recommend 
a team of four to enhance the likelihood that enough staff will become familiar with the model to 
sustain it through staff turnover and other typical agency transitions. Serving 100 families also en- 
sures a diverse enough experience with program implementation that it creates a good base for 
learning and adapting the program model to the unique needs of diverse families. Developing a team 
ofthis size and serving a minimum of 100 families is one of the current requirements to be consid- 
ered as a prospective demonstration site. 

The program will cost more or less to deliver in different parts of the country, with variations in 
program costs primarily reflecting regional differences in nurses' salaries. An example of a program 
budget is included in Appendix C, which should enable program planners to estimate what it will 
cost to develop the program in their own communities. It is important to note that the cost of the 
program and training includes a management information system (MIS) designed to monitor pro- 
gram implementation. It has been our experience that communities should budget some funds to 
cover the cost of additional training in case there is staff turnover. 

As the program has been replicated in new sites, funding has been generated from a variety of state 
and local sources, including Medicaid, Temporary Assistance for Needy Families (TANF), Mater- 
nal and Child Health Block Grants, child abuse and neglect, and crime-prevention dollars. Commu- 
nities have been willing to invest in the program from these sources because of evidence that the 
program affects individual functioning in the areas covered by these programs and because of the 
evidence that the program will reduce government costs in these budgets later on. 
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Resources  Necessary  

The nursing staff must have individual copies of the program protocols including record l~eeping 
forms. The program administrators commit to employing the program record keeping forms, to 
entering key pieces of program implementation data into an Access data set, and sending the data 
regularly to the Prevention Research Center for Family and Child Health at the University of Colo- 
rado (PRC). These data are processed and returned to program administrators and staff at regular 
intervals to inform them about key features of program implementation. 

In addition to standard nursing tools, such as blood pressure cuffs, Otoscopes for examining babies 
ears, and baby scales, the program employs a number of commercial educational tools and materials 
(all included in the cost. of the program outlined above). These are purchased in addition to the 
training and technical assistance provided by the PRC. Staff nurses are trained in the NCAST as- 
sessment procedures and the Keys to Caregiving materials developed at the University of Washing- 
ton School of Nursing. Nurses purchase the Partners in Parenting Education (PIPE) program, the 
Bavolek nurturing program, and developmentally appropriate toys for the children. 

We strongly recommend a single administrative home for the program. From this ce.ntral office, 
nurses receive supervision, communicate their whereabouts for safety reasons, have opportunities to 
meet with and talk to one another to share ideas and experiences in using the program protocols, 
keep client records, and turn in data for the management information system. By creating a program 
home base, nurses become effective more quickly at implementing the program with families, they 
are more likely to receive the support they need to function well and stay safe on the job, and 
families know where to turn for backup.. 

.:. S t a f f i n g  an d Superv i s ion  " �9 

The successful selection of home visitors and supervisors is critical to the successful implementa- 
tion of this program. The program employs full-time nurses as home visitors, and the nurses should 
be women. Nurses who have completed a bachelor's degree in nursing and who have previous 
experience in maternal, child, or community nursing are best prepared to condtict this work. Some 
sites, because they do not have enough bachelors' trained nurses available for hire, are hiring and 
providing additional training to nurses with.a diploma or associate's degree. 

Formal training, while important, is insufficient to ensure success. Nurses who simultaneously dis- 
play a capacity for empathy, caring, and an ability to maintain appropriate bouhdaries in the context 
of a therapeutic relationship are best suited to this work. They should enjoy the prospect' of develop- 
ing a relationship with a new mother and her family for a two-and-a-half-year period. They must be 
capable o f  efficiently organizing their work lives while being sufficiently flexible to adapt their 
schedules to accommodate the shifting availability of families to complete home visits. Thenurses 
must have a reliable car, a driver's license, and car insurance that meets the requirements of the 
agency administering the progra m . 

In order to make good clinical decisions, nurses need the opportunityto reflect on their complex, 
high:risk case load in a situation that is free from the full range :of stressors present in the field. The 
nursing supervisor is responsible for assuring that this clinical supervision Occurs on a regularly 
scheduled basis in a non-threatening environment. Nurse visitors are provided an opportunity to 
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discuss individual cases in depth and obtain the input of team members and other professionals in 
related fields such as obstetrics, pediatrics, mental health, social work, and child development. In 
addition to promoting visitor accountability and thoughtful management of their caseloads, clinical 
supervision supports the visitors in maintaining professional boundaries and dealing with transfer- 
ence and countertransference issues that inevitably arise in the course of long-term therapeutic rela- 
tionships. Clinical supervision takes place in the form of weekly case conferences for I-1/2 hours 
and weekly individual meetings between the home visitors and the nursing supervisor for one hour. 

Because the nursing supervisor is responsible for program management as well as clinical supervi- 
sion, she should have a Master's Degree in maternal, child, community health, or mental-health 
nursing. She should demonstrate considerable experience in working with at-risk families in home- 
based settings. Since she is responsible for maintaining fidelity to the model, it is essential that she 
participate fully in the training program and that she fully embrace the theoretical and clinical un- 
derpinnings of the program. 

In general, the quality of supervision and peer and/or multidisciplinary team support to the nurses is 
key to botfi learning the program model and preventing burnout. It is also important to try to make 
sure that each nurse's caseload is a balance of more and less-challenging clients. Hiring experi- 
enced, mature nurse home visitors, compensating them adequately, and managing and supporting 
the nurses' work promotes stability in the nursing staff. 

Training of Staff 

Training begins with an initial one-week session for the nurse home visitors and their supervisor, 
offered by the staff of the PRC in Denver, Colorado. This session is followed by a three-day and 
two-day follow-up training offered on site at times that coincide with the nurses' need to begin using 
the infancy and then toddler protocols with families. In addition to the group training sessions, the 
PRC staff are available for technical assistance by phone as needed. 

The first trainingsession is offered prior to the initiation of the program. It covers: 

~* the history of the program, 
the research evidence to support its efficacy, 
the theoretical and clinical foundations of the program, 
the principles of forming effective therapeutic relationships with family members, 

,~* solution focused therapies, 
understanding women's stages of readiness for Change, 
issues related to ethnic and racial diversity, 
the prenatal con'tent, 

,~* safety issues related to home'visiting, 
the program protocols, and 
record keeping system. 

The second and third training sessions reinforce the theories and clinical strategies introduced in the 
first session, cover the content of the infancy and toddler programs, train nurses in the P.I.P.E. 
program, and review selected cases that have been served in the program to date with the entire staff 
to ensure fidelity of program implementation. The cost of this training and technical assistance to 
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date.has been subsidized by a federal grant from the Department of Justice so the actual cost for new 
communities has yet to be estimated. (Appendix C provides a cost estimate of $50,000 for training 
and technical assistance over a three-year period.) Provisions for training new staff within an exist- 
ing community are currently being developed. 

Recruitment~Selection o f  Target Population and Retention Strategies 

The evidence generated from randomized trials indicates that this program is most effective with 
womenwho are unmarried and from low-income households. Moreover, subgroups found to benefit 
even more are women who smoke cigarettes during pregnancy and who are poor, unmarried teenag- 
ers. Local communities will need to decide for themselves how they want to focus'these services. 

The program is most effective 
with women who are: 
unmarried, especially 
teenagers; 

t.~ poor; and who 
t,~ smoke cigarettes during 

pregnancy. 

This program is voluntary. Women's interest in part!cipating 
will be affected by their desire to have questions answered 
about their pregnancy, the health of their baby, and to find 
needed resources in the community. In the randomized trials, 
80-95 percent of the women who were offered the opportu- 
nity to participate accepted. More Whites than African Ameri- 
cans declined; and more smokers than non-smokers declined. 
There were substantial and statistically adequate numbers of 
women in the study programs representing the range of risk 
characteristics, and there were no significant differences be- 
tween women who dropped out of the program and women 
who remained enrolled for the duration. 

Recruitment of families typically takes place in prenatal care settings such as obstetric clinics and 
the offices of private obstetricians. While some sites have chosen to conduct their own case finding 
work through community workers, studies of case-finding for prenatal care patients in some com- 
munities have found that such procedures are not cost effective. Moreover the proportion of women 
who register for prenatal care very late in pregnancy in most communities is actually very small, in 
spite of  clinical reports to the contrary. 

Many home visitation programs for at-risk families take the position that if families (or women) miss a 
predetermined number of visits, it is an indication that they do not really want the service, and the nurses 
should focus their energies on families who do want the service. Given that we have found that the 
families who benefit the most are those in greatest need, we have taken the position that unless a mother 
explicitly asks to be dropped from the program, she is retained on the program caseload. It has been our 
clinical experience that women often miss scheduled appointments because there are crises in their lives 
that make keeping the appointments a lower priority. Moreover, especially at the beginning of the pro- 
gram, before women have established a relationship with the nurse, many have not developed a routine 
for visitation and have not had a chance to realize the rewards and value of full program participation. In 
these cases, the nurses must often make extraordinary efforts to complete the visits (e.g., dropping by 
when they are in the neighborhood, gaining the trust of distrustful and skeptical families members and 
friends, and arranging to be at the clinic site When the mother is scheduled for a prenatal care appoint- 
ment). While this may border on being intrusive, it is our experience that many mothers later thank the 
nurses for persisting with them during their crises or through their early days of distrust. Many acknowl- 
edge that the persistence reflected the nurse's commitment to them. 
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Setting 

This is a program that is usually delivered in families' own homes. In situations in which privacy is 
required and the mother and nurse are unable to find privacy in the home, visits can take place in 
local fast-food restaurants, health clinics, or other community-service settingsl 

Sequence of Intervention Activities 

Women are typically recruited for the program at their first prenatal visit. Mothers may not be able 
to make an informed decision about participating until they have discussed the program with other 
family members, the baby's father, or their husband or partner. While these other individuals should 
not have the final say about the mother's participation, it is almost always wise to inform and engage 
them in the program and explain what it can offer the mother, the baby, and the family. For under-age 
mothers, permission from parents or guardians may be required in certain states. This should be 
determined when planning the recruitment strategy. 

After the mother has agreed to participate, the nurse should conduct her first home visit just as soon 
as it is possible to schedule it. After explaining the program in greater detail to the mother and 
conducting initial assessments, the nurse should obtain written permission to communicate with the 
office staff who provide the mother's prenatal care, and if necessary, with other health and human 
service providers whose services the mother may need. 

The program of home visits continues through the child's second birthday. If it is at all possible, the nurses 
should make an effort to visit the mother in the hospital at the time of  delivery and to be present for the 
discharge exam so that the nurse can reinforce and clarify the physician's instructions. 

If needed, the nurse may call for interagency case conferences to address the needs of  her most 
challenging cases. In this way, formal service providers can share observations and thoughts about 
the most effective way to serve those families in greatest need. 

Implementing the h~tervention 

The nurses are scheduled to visit families once a week for the first four weeks after registration in 
the program and then once every other week until delivery. After delivery the nurses visit once a 
week for the first six weeks after delivery, and then every other week through the 20 th month postpar- 
tum. From the 21 ~ to 24 ~ month postpartum, the nurses visit once a month. It has been our experi- 
ence in the randomized trials that the nurses were able to complete roughly half of  the scheduled 
visits, or approximately 29 face-to-face visits with families from their first visit during pregnancy 
through the child's 24 ~ month. These calculations included women who miscarried, babies who 
died, and families who moved from the community. Once adjustments for these untoward events 
were entered into the calculation, the rates of  completmon for expected home visits increased to 65- 
70 percent. 

As noted above, the nurses are encouraged to visit more frequently when families are experiencing 
crises with which the nurses are able to help, or when particular family needs (such as the birth of a 
special needs child) may demand more frequent visits for a period of  time. Data collected from the 
Elmira and Memphis studies showed that the nurses indeed adjusted the frequency of  visits to ac- 
commodate the needs of  the families they served. 
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Extending the program through age three could have added benefits such as enhancing parenting 
skills and assuring a smoother transition to other family support services (such as Head Start). How- 
ever, we designed the program to occur in what we believed was the shortest amount of time pos- 
sible to achieve strong and durable program effects. Thisincreases the likelifiood that a program 
will be able to serve more families, more cost-effectively, over time. In  practice, some programs 
may seek additional funding to serve some families for a longer period of time. 

Changes~Modifications in Program in Response to Family Needs 

Although there are visit-by-visit protocols to guide the nurses in the conduct of each visit, they are de- 
signed to be adapted to the individual needs of each mother and her family. The nurses are going to focus 
considerably more time on the consequences of prenatal cigarette smoking and strategies for reducing 
smoking for women who smoke than for women who do not. Similarly, considerably more time will be 
spent on the promotion of alternatives to physical punishment and yelling as a mcans of disciplining 
toddlers in a household where yelling and slapping are the mode for dealing with young children. These 
individual adaptations are invoked on the basis of individual assessments conducted in the course of 
completing home visits. Specific educational and behavioral change strategies are set in motion on the 
basis oft.he individualized assessments, and referrals to other community services are tied to the specific 
needs of families and their assessed readiness to take advantage of such services. 

Implementation Problems 

Recruiting Competent Nurses and Supervisors. One of the most critical influences on the success 
of this program is the availability of competent staff to conduct the program. As indicated above, the 
program requires nurses who not only meet particular standards with respect to formal training and 
experience, but also personal characteristics that enable them te establish trust and to set firm limits 
when the health and safety of the mother and child are jeopardized. It has been our experience that 
it is important to recruit nurses who have some experience with or very clear understanding of home 
visiting, low-income pregnant women, and parents of young children. On the other hand, it has been 
our experience that some nurses believe they have so much experience conducting this kind of work 
that they do not need to learn this particular model of visitation. The old models of visitation under 
which these nurses worked appear to have created expectations about home visitation that interfere 
with their completely assimilating this new model. When this program is established in new commu- 
nities, there often are limited numbers of nurses with just the right set of experiences and qualifica- 
tions. The Memphis trial, for example, was conducted in the midst of a major nursing shortage, 
limiting the numbers of qualified nurses for the job and contributing to substantial rates of staff 
turnover. Given this significant problem with the recruitment and retention of nurses in Memphis, it 
is important to note that many of the major goals of the program were accomplished (discussed in 
the Evaluation section), even under these less than desirable circumstances. 

lntegrathlg the Program into Existing Health and Human Serv&es. As noted above, this pro- 
gram requires the active participation of other health and human services for its success. It requires 
considerable local leadership and commitment to create a niche for the program so that services are 
offered to the appropriate target population, the integrity of the model is retained, and strong link- 
ages are established to related family services. Local program adaptations that require the invest- 
ment of professionals from different disciplines and different agencies may be necessary to implement 
the program effectively. For example, the nursing supervisor may benefit from regular consultation 
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with a mental health professional if her own experience and training does not include psychiatric 
nursing, given the psychosocial complexities of high-risk families. Multidisciplinary case conferencing 
is always beneficial, and can augment the initial training provided to the home-visiting staff. 

An even greater challenge may be integrating the program into a service system that includes exist- 
ing programs serving young families whose models differ from ours and whose funding may be 
threatened by the financial support demands of this model. Community ill will can substantially 
threaten the relationships needed for the model's success. We recommend allowing adequate time 
for existing service providers from across disciplines andagencies to learn about the model and the 
evidence for its effectiveness, to consider what the research literature says about the effectiveness of 
other models, and to consider the kinds of services that are really needed to meet the needs of 
higher-risk families in the community. 

Given the strength of the evidence for this model's effectiveness, communities may well have to 
struggle with extremely difficult choices such as the elimination or transformation of certain pro- 
grams that evidence suggests do not work. These changes are possible, and can be accomplished in 
a participatory way that minimizes damage to professional relationships, and enhances the strength 
of a community service-delivery system for families. Alternatively, the planning process described 
here might lead community leaders to the conclusion that our program requires certain augmenta- 
tions to best serve families in the target area, or that the community will coordinate services in a 
different way to make family referrals on assessed family risk or other criteria. 

These issues should all be discussed through the technical assistance and planning process. This will help 
ensure a proper balance between the requirement that our program be implemented with integrity to its 
original design in order to assure that a community will find it works effectively, and the need for local 
adaptation and investment in the community integration and program implementation process. 

Monitoring Implementation and Treatment Integrity 

We are quite concerned about the possibility that this program will be watered down and 
compromised in the process of being scaled up. We therefore have set in motion a series of forma- 
tive evaluation strategies that will enable us to monitor the degree to which the program is being 
conducted with fidelity to the original model and to understand those features of communities and 
organizations that are associated with successful implementation. First, we examine the extent to 
which the basic structure of the program adheres to the model. Have the communities employed 
nurses who meet the program standards? Do they carry caseloads that do not exceed 25 families? 
Do they serve low-income, at-risk families bearing first-born children? Have they engaged other 
health and human services in the planning and implementation of the program? Have they worked 
out effective arrangements for recruitment and for service coordination? What is the quality and 
frequency of supervision? 

On the implementation side, we have made arrangements with each new site to use the program 
Management Information System (MIS) that is founded in the nurses' record keeping system. The 
MIS enables us to monitor the extent to which: 

",~ the nurses complete visits according to the visit schedule, 
,~  the program content is covered as needed, and 
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the quality of program implementation (primarily the nurses' relationships with the 
mother and other family members) is being conducted in accordance with the estab- 
lished standards. 

The MIS is designed to produce reports on the program as a whole, on individual nurses, and on 
individual families at various stages of the program (e.g., end of pregnancy, end of the first year of 
life, etc.). We have intended that the reports produced by the MIS would.help program supervisors 
and administrators in their responsibilities for report-writing, monitoring local~ program implemen- 
tation, and accountability to local funding sources. 

In addition to these formative evaluation procedures, each new site monitors the functioning of the 
families enrolled in the program according to standard indicators of well-being. These include rates 
of low birthweight and preterm delivery, rates of state-verified cases of child abuse and neglect, 
subsequent pregnancy, participation in the workforce, and use of welfare. These outcome data can 
be used to report on the functioning of the program to state and local funding organizations. 
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EVALUATION 

O v e r v i e w  of Research  Designs and M e t h o d s  and Findings 

In each of the two studies of the program described above, women were randomized to receive 
either home visitation services during pregnancy and the first two years of the children's lives or 
comparison services. While the nature of the home visitation services was essentially the same in 
each of the trials, the comparison services were slightly different in each study�9 The designs and 
methods employed in each of the trials are outlined below. Table 1 summarizes the findings from the 
two studies discussed below. 

�9 Elmira Design and Methods 

The first trial of the program was b.egun in Elmira, New York, in 1977. In the original study, 400 
women were recruited during pregnancy and followed, to date, through the child's 15th birthday. In 
evaluating the results of the Elmira trial, it i s important to note that this was an efficacy trial, given 
that the investigators were intensely involved in monitoring the implementation of the program. 
Additionally, the same set of nurses worked with their families for the duration of the program (2V2 
years). This means that the results obtained in Elmira are probably the "best you can expect" with a 
program like this if it were disseminated on a large scale. 

Context and Sample 

The study was conducted in a small, semi-rural county of approximately 100,000 residents in the 
Appalachian region of New York State. At the time the study began, the local community was well 
served from the standpoint of both health and human services. In spite of this abundance of services, 
the community consistently exhibited the highest rates of reported and confirmed cases of child 
abuse and neglect in the state between 1972 and 1982. Moreover, the community was rated the 
worst Standard Metropolitan Statistical Area in the country in terms of its economic conditions. 

Pregnant women were actively recruited for the study from offices of private obstetricians and a free 
antepartum clinic if, at intake, the women had: 

9 .  no previous live births, 
9* were at less than 26 weeks of gestation, and 
9* had any one of the following characteristics that predispose to infant health and devel- 

opmental problems: young age (less than 19 years), single parent status, and low 
socioeconomic status. 

As noted above, any woman who asked to participate was enrolled, regardless of her age, marital status, 
or income, if she had no previous live births. This approach avoided creating a program that was stigma- 
tized as being exclusively for the poor. Also, by creating sample heterogeneity, it enabled us to determine 
if the effects of the program were greater for families at higher risk. Approximately 80 percent of the 
women invited to participate enrolled in the study. We enrolled 400 women, of whom 85 percent were 
either low-income, unmarried, or teenaged, and none had a previous live birth. Eighty-nine percent of the 
sample was White. The sample was stratified on a number of demographic factors and then participating 
women were randomly assigned to one of four treatment groups. 
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' ~  Treatment 1 (n=94). Families were provided sensory and developmental screening for the child 
at 12 and 24 months of age. Based upon these screenings, children were referred for further 
clinical evaluation and treatment when needed. 

,-~ Treatment 2 (n=90). Families were provided the screening services offered those in Treatment 
1, plus free transportation (employing a taxicab voucher system)' for prenatal and well-child 

ca re  through the child's second birthday. There were no differences between Treatments 1 and 
2 in their use of  prenatal and well-child care (both groups had high rates of completed appoint- 
ments). Therefore, these two groups were combined to form a single comparison group. 

Treatment 3 (n= 100). Families were provided the screening and transportation services offered 
Treatment 2, but in addition were provided a nurse who visited them at home during pregnancy. 

,-~ Treatment 4 (n=116). Families were provided the same services as those in Treatment 3, except 
that the nurse continued to visit through the child's second birthday. 

For assessment of the prenatal phase of the program, Treatments 1 and 2 were combined and com- 
pared to the combination of Treatments 3 and 4. For assessment of the postnatal phase of the pro- 
gram, Treatments 1 and 2 were combined and compared to Treatment 4. 

Five registered nurses were hired through a non-profit private agency (Comprehensive Interdiscipli- 
nary Developmental Services, Inc.) expressly for this experimental program. Each nurse had a caseload 
of 20-25 families and received regular clinical supervision. 

Measures 

We examined the extent to which the program achieved its goals and objectives by interviewing 
women at regular intervals throughout pregnancy and the first four years of the Child's life. Women 
were assessed on" 

,~  health-related behaviors, 
,~  qualities of care they provided to their children, 

rates, timing, and outcomes of subsequent pregnancy, 
,~  educational achievements, 
,~  participation in the workforce, 
,~  levels of informal social support, and 

use of other health and human services. 

Similar interview questions were completed more recently at a 15-year follow-up study. In addition 
to these maternal interviews, observations were conducted of conditions in the home using the Caldweli 
and Bradley Home Inventory, and observations of home safety using a locally developed measure. 
In addition, the mothers' and children's health and social service records were reviewed to ascertain 
the extent to which the program improved the outcomes of pregnancy, reduced children's injuries, 
reduced state-verified cases of child abuse and neglect, and reduced families' use of welfare. 

46 



~ / ~ / ~  for.Violence Prevention 

�9 Elmira Results 

The women in the four treatment conditions were essentially equivalent on various measures after ran- 
domization. Moreover, at the 15-year follow-up study, assessments were conducted on over 90 percent of 
the women originally assigned to treatmentconditions for those cases where the mother or child had not 
died. These features of the study increase our confidence that the differences in maternal and child func- 
tioning reported after randomization are not due to pre-existing differences between the treatment and 
comparison groups at the stage of randomization or to different patterns of attrition between the groups 
over time. For all of the results presented below, the treatment-comparison differences were statistically 
significant at the .05 probability level or better, Unless otherwise specified. 

Prenatal Results 

During pregnancy, in contras! to women in the comparison group, nurse-visited women: 

~0 improved the quality of their diets to a greater extent. 

By the end of pregnancy, in contrast to women in the comparison group, nurse-visited women: 

had fewer kidney infections, 
experienced greater informal social support, and 
made better use of formal community services. 

Among women who smoked, those who had nurse visitors: 

smoked 25 percent fewer cigarettes thafi did their counterparts in the comparison group, 
had 75 percent fewer preterm deliveries, and 
among very young adolescents (aged 14-16), had babies who were nearly 400 grams (14 ounces) 
heavier, in contrast to their counterparts assigned to the comparison group (Olds, Henderson, 
Tatelbaum, & Chamberlin, 1986). " 

Though data were collected on post-partum cigarette smoking, there were no treatment effects. 

iCaregiving and Child Development 

After delivery, 19 percent of the poor, unmarried teens in the comparison group abused or neglected 
.their children during the first two years after delivery as opposed to four percent of the poor, unmar- 
i'ied teens visited by a nurse (p=.07) (Olds, Henderson, Chamberlin, & Tatelbaum, 1986). This 
result was corroborated by independent measures of mothers' interactions with their children, ob- 
.servations of conditions in the home using the HOME scale, medical records, and children's devel- 
opmental status at 12 and 24 months of age. 

The impact of the program on child maltreatment was further moderated by women's sense of control (or 
mastery) over their life circumstances, measured when they registered in the program during pregnancy. 
For poor, unmarried teenagers, as their sense of control declined, the rates of child maltreatment in- 
creased substantiallyin the comparison group, but not in the nurse-visited group. For the sample as a 
whole, the same pattern of results existed for emergency department encounters during the second year of 
the children's lives. (As indicated below, because of this pattern of results in the Elmira trial, maternal 

psychological resources were hypothesized to moderate program impact in the Memphis replication.) 
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The concentration of effects in the second year of the child's life makes sense given the dramatic increase 
in injuries at that time, when children become more mobile and the rates of injuries increase. 

Overall, the children of nurse-visited .women were less likely to receive emergency room treatment 
and to visit a physician or emergency department for injuries and ingestions from their 12th to 48th 
month of life than were their �9 group counterparts (Olds, Henderson, Kitzman, 1994; 
Olds, Henderson, Chamberlin, & Tatelbaum, 1986). 

The program produced no enduring treatment differences between the nurse-visited and comparison 
women with regard to state-.verified cases of child abuse and'neglect during the two-year period 
following the end of the program--probably due to increased surveillance for child abuse and ne- 
glect in the nurse-visited group. However, an examination of the living conditions and emergency 
department encounters for the groups of "maltreated" children showed that injuries to children who 
were visited by nurses Were" substantially less serious. Nurse-visited maltreated children lived in 
homes that were more conducive to children's intellectual and, socioemotional development, the 
homes of nurse-visited maltreated children were substantially safer, and the children themselves had 
far fewer emergency-department encounters and physician visits in which injuries were detected. 
We have interpreted these differences as a reflection of greater surveillance for child abuse and 
neglect in the nurse-visited conditions, leading to more frequent identification of less serious forms 
of child abuse and neglect in the nurse-visited condition (Olds et al., 1995). 

This interpretation has been reinforced with results from thel5-year follow-u p. During the 15-year 
period after delivery of their first child, in contrast to women in the 
comparison group, those who were visited by nurses during pregnancy 
and infancy were identified as perpetrators of child abuse and. neglect . " 
in 0.21 versus 0.46 verified reports. This effect was greater for women 
who were unmarried and from low socioeconomichouseh01ds a i reg- During the 15-year 
istration. The effect of the program on the number of verifiedreports period after delivery 
was especially strong for the four to fifteen-year period after the birth o f  their f i rs t  child, in 
of the child=, ' contrast to women �9 

Prenatal Tobacco Exposure, Prenatal Home Visitation, and Mental , i n the comparison 
Development in the First Four Years of the Child's Life group, those who 

: . . . .  were visited by 

Nurse-visited women who .were moderate to heavy smokers when they . nurses during 
began the program had children whose IQ scores at three and four years pregnancy and 
of age were higher than their counterparts' scores in the comparison group, infancy were 
Smokers in the control group had children whose mental development identified as 
scores declined over the first four years of their lives. In contrast, the IQ perpetrators of child 
scores of the children of nurse-visited moderate to heavy smokers were as abuse and neglect in 
good as the IQ scores of children of mothers who were non-" or light 0.21 versus 0.46 
smokers. It is important to note that these differences were n'ot explained verified reports. 
by aspects of the postnatal environment, and held even for the group of 
women who were visited only during pregnancy. The most likelY expla- 
nation for this beneficialeffect of the program is the effect on neurodevelopment of reduction in Cigarette 
smoking and the improvement in diet during pregnancy noted above in the "Prenatal Results" section. 
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Maternal Life-Course 

During the four year period after delivery of the first child, among low income, unmarried women, 
the rate of subsequent pregnancy was reduced by 42 percent, and the number of months that nurse- 
visited women participated in the work force was increased by 83 percent. It is important to note that 
by the first-born's second year of life, the rate of subsequent pregnancy was reduced by 33 percent. 
Moreover, much of the impact of the program on work force participation among the adolescent 
portion of the sample did not occur until the two-year period after the program ended, when the 
teens were old enough to obtain jobs (Olds, Henderson, Tatelbaum, et al., 1988). 

The 15-year follow-up study prov!des even more compelling results. Among women who were 
unmarried and from low socioeconomic households at initial enrollment, in contrast to those in the 
comparison group, women who were visited by nurses during pregnancy and infancy had: 

Nurse-visited Women Control Group 

Subsequent births 1.1 1.6 
Months between birth of 

1 't & 2 "d child 65 37 
Months on Welfare 60 90 
Behavioral Impairments 

due to Substance Abuse 0.41 0.73 
Self-reported Arrests ' 0.18 0.58 
Official Arrests 0.16 0.90 

Antisocial Behavior among the 15-Year-Old Children 

in contrast to adolescents born to poor, unmarried women in the comparison group, those visited by 
nurses reported 60 percent fewer instances of running away, 56 percent fewer arrests, 81 percent 
fewer convictions/violations of probation, 63 percent fewer life-time sex partners, 40 percent fewer 
cigarettes smoked per day, and 56 percent fewer days of alcohol consumption. Parents of nurse- 
visited children reported that their children had 56 percent fewer behavioral problems due to their 
use of drugs and alcohol (Olds, Henderson, Cole, et al., 1998). 

Nurse-visited Women Control Group 

Times ran away 
Self-reported arrests 
Convictions/probation violations 
Life-time sex partners 
Cigarettes smoked/day 
Days consumed alcohol 
Behavioral problems due to 

use of alcohol/drugs 

0.24 0.60 
0.20 0.45 
0.09 0.47 
0.92 2.48 
! .50 2.50 
1.09 2.49 

0.15. 0.34 
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Net Cost Analysis 

The impact of the program on families' use (and corresponding cost) of other government services in 
relationship to the initial investment in the service was examined (Olds et al., 1993). In 1980 dollars, the 
program cost $3,173 for 2 V2 years of intervention per family. We conceived of government savings as the 
difference between the group that received postnatal home visitation and the comparison group in gov- 
ernment spending for these other services. Savings also were expressed in 1980 dollars and were adjusted 
using a three percent discount rate. By the time the children were four years of age, low income families 
who received a nurse during pregnancy and through the second year of the child's life cost the govern- 
ment $3,313 less than did their counterparts in the comparison group. Thus, when focused on low-income 
families, the investment in the service was recovered with a dividend of about $180 within two years after 
the program ended. More recently, the Rand Corporation has conducted an economic e,~aluation of the 
program that extends the estimate of cost savings through the children's entire lifetime and that considers 
savings to society as well as government (Karoly et al., 1998). While there are no net savings to govern- 
ment or society for serving low-risk families, the savings to government and society for serving high-risk 
families, that is, those where the mother is low-income and unmarried, exceed the cost of the program by 
a factor of 4:1. 

Memphis Design and Methods "~ 

The Memphis trial was designed to determine if the effects of the Elmira program could be replicated 
through an existing health department with a large sample of low-income African American women, 
children, and their families living in a major urban area. Unlike the Elmira trial, the Memphis replication 
study was more of an effectiveness study. Efficacy trials test interventions under optimal conditions, 
while effectiveness trials test interventions in contexts that are closer to real-life conditions. In the Mem- 
phis trial, the investigators were less involved in the administration of the program. Moreover, the study 
was conducted during a nursing shortage, which led to fairly high rates of staff tumover, given that nurses 
could earn substantially more in competing hospitals than they could as home visitors in this grant-funded 
program through the local health department. Given that these are the kinds of factors that are likely to 
buffet the program if it were administered as an ongoing program in new sites, it is useful to have the 
Memphis replication study to examine in relation to the Elmira trial. 

Context and Sample 

The program was conducted through the Memphis/Shelby County Health Department. From June 
1990 through August 1991, 1,139 low-income women who were less than 29 weeks of gestation 
were recruited from the obstetrical clinic at the Regional Medical Center in Memphis. Eighty-eight 
percent of  the women invited to participate enrolled in the study. Women were recruited if they had: 

,~  no previous live births, 
,-~ no Specific chronic illnesses thought to contribute to fetal growth retardation or preterm 

delivery, and 
,~  at least two of the following sociodemographic risk conditions: unmarried, less than 

12 years of education, or unemployed. 

Ninety-two percent of the women were African American, 97 percent were unmarried, 65 percent 
were aged 18 or younger at registration, 85 percent came from households with incomes at or below 
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the federal poverty guidelines, and 22 percent smoked cigarettes at registration. After completion of 
informed consent and baseline interviews, identifying information on the participants was transmit- 
ted via modem to Rochester, New York, and entered into a computer program that randomized 
women to one of four groups: 

%9. Treatment 1 (n = 166). Families were provided free round-trip taxicab transportation for sched- 
uled prenatal care appointments; they did not receive any postpartum services or child develop- 
mental assessments/screening. 

s~* Treatment 2 (n = 515). Families were provided the free transportation for scheduled prenatal care 
plus developmental screening and referral services for the child at 6, 12 and 24 months of age. 

Treatment 3 (n = 230). Families were provided the free transportation and screening offered 
those in Treatment 2 plus intensive nurse home visitation services during pregnancy, one post- 
partum visit in the hospital before discharge, and one postpartum visit in the home. 

,-~ Treatment 4 (n = 228). Families were provided the same services as those in Treatment 3; in 
addition, they continued to be visited by nurses through the child's second birthday. 

For the evaluation of the prenatal phase of the program, Treatments 1 and 2 were combined to form a 
single comparison group and then contrasted with Treatments 3 and 4, a group that had nurse visitors 
during pregnancy. For the postnatal phase of the study, Treatment 2 was contrasted with Treatment 4. 

Measures 

We examined the extent to which the program achieved its goals and objectives by interviewing 
women at regular intervals throughout pregnancy and the first two years of the child's life. Women 
were assessed on: 

health-related behaviors, 
9- qualities of care they provided to their children, 

rates, timing and outcomes of subsequent pregnancy, 
educational achievements, 
participation in the workforce, 

~.  levels of informal social support, and 
use of other health and human services. 

In addition to these maternal interviews, observations were conducted of conditions in the home 
using the Caldwell and Bradley Home Inventory. Mothers' and children's health and social-service 
records were reviewed to ascertain the extent to which the program improved the outcomes of preg- 
nancy, reduced children's injuries, and reduced families' use of welfare. We explicitly chose not to 
hypothesize that the program would affect the rates of state-verified cases of child abuse and neglect 
as reflected in child protective service records. Pretest and pilot work in Memphis, prior to the 
beginning of the study, indicated that the rates of state-verified cases in low-income African Ameri- 
can children less than two years of age in Memphis were too low (about three to four percent) to 
detect program effects that would be statistically significant. 
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To date, results have been published on the children and families through the first child's second 
year of life. A follow up study of this program is currently underway to determine the long-term 
influence of the program on maternal life course, parenting, and child functioning when children 
complete kindergarten (approximately age six). 

Memphis Results 

Groups assigned to nurse-visited and comparison conditions did not differ on background characteristics 
that could have affected results. Moreover, as in the Elmira study, assessments were conducted on a large 
portion of the women originally assigned to treatment conditions. For example, office-based assessments 
were completed at 24 months postpartum on 96 percent of the cases where there was no fetal or child 
death. These features of the study increase our confidence that the differences in maternal and child 
functioning reported are not due to pre-existing differences between the treatment and comparison groups 
at the stage of randomization or to different patterns of attrition between the groups over time. For all of 
the results presented below, the treatment-comparison differences were statistically significant at the .05 
probability level or better, unless otherwise specified. 

Prenatal Findings 

There were no treatment main effects for birthweight, length of gestation, low birthweight, sponta- 
neous preterm delivery, indicated preterm delivery, or Apgar scores. Nevertheless, by the 36th week 
of pregnancy, nurse-visited women were more likely to use other community services than were 
women in the control group. They also were more likely to be working (p=.06), an effect that was 
particularly strong among women who were not in school when they were randomized (14 percent 
vs. 8 percent, and 8 percent vs. 2 percent, for the 28th and 36th weeks respectively). There were no 
program effects on women's use of standard prenatal care or obstetrical emergency services after 
registration in the study. 

In contrast to women in the comparison group, nurse-visited women had fewer instances of Preg- 
nancy-Induced Hypertension (PIH). Among women with PIH, in contrast to those in the comparison 
group, those who received a nurse home visitor had meanarterial blood pressures during labor that 
were 3.5 points lower, although there were no treatment differences in birthweight, length of gesta- 
tion, or Apgar scores for those with PIH. 

Dysfunctional Caregiving and Child Development 

During the first two years of their lives, nurse-visited children had fewer health-care encounters in 
which injuries and ingestions were detected than did children in the comparison condition, an effect 
that was accounted for primarily by a reduction in outpatient encounters. Nurse-visited children also 
were hospitalized for fewer days with injuries and/or ingestions than were children in the compari- 
son condition. These program effects on both totalhealth-care encounters and number of days hos- 
pitalized with injuries and ingestions were greater for children born to women with few psychological 
resources (.41 versus .67, and .02 versus .26, respectively). 

An explanation'for the difference in the number of days that children were hospitalized can be found 
in the pattern of problems uncovered. In general, nurse-visited children were hospitalized at older 
ages and for substantially less serious reasons. The three nurse-visited children who were hospital- 
ized with injuries and ingestions were admitted when they were greater than twelve months of age 
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(and thus mobile), while six (43 percent) of the fourteen comparison 
children were hospitalized when they were less than six months of age 
(and thus immobile). Eight (57 percent) of the fourteen comparison- 
group hospitalizations involved either fractures and/or head trauma, 
while none of the nurse-visited ones did. Two of the three nurse-vis- 
ited children were hospitalized with ingestions. 

Nurse-visited mothers reported that they at least attempted breast feed- 
ing more frequently than did women in the comparison group, although 
there were no differences in duration of breast feeding. By the 24th 
month of the child's life, in contrast to comparison-group counter- 
parts, nurse-visited women held fewer beliefs about childrearing as- 
sociated with child abuse and neglect--lack of empathy, belief in 
physical punishment, unrealistic expectations for infants. Moreover, 
the homes of nurse-visited women were rated as more conducive to 
children's development using the HOME scale. There was no pro- 
gram effect on maternal teaching behavior, but children born to nurse- 
visited mothers with low psychological resources were observed to 

During the first two 
years of their lives, 

nurse-visited 
children had fewer 

health-care 
encounters in 

which injuries and 
ingestions were 

detected than did 
children in the 

comparison 
condition. 

be more communicative and responsive toward their mothers than were comparison-group counter- 
parts. There were no program effects on the children's use of well-child care, immunization status, 
mental development, or reported behavioral problems. 

Children born to nurse-visited mothers with limited psychological resources were observed to be 
more responsive to their mothers and to communicate their needs more clearly than did children 
born to low resource mothers in the comparison group. We have interpreted the children's behavior 
as a reflection of the enduring nature of their relationships with their mothers, with more responsive 
children indicating relationships in which their mothers were more sensitive and responsive to their 
children's needs and less intrusive and hostile (Kitzman, Olds, Henderson, et al., 1997). There were 
no program effects on the children's rates of immunization, mental development, or reported behav- 
ioral problems. The failure to affect immunization rates calls for a closer examination of the clinical 
protocols employed in promoting well-child care as the program is tested in new settings. Immuni- 
zation rates approaching 100 percent could easily be reached simply by including immunization 
among the nurses' responsibilities. 

Maternal Life Course 

At the 24th month of the first child's life, nurse-visited women reported 23 percent fewer second 
pregnancies and 32 percent fewer subsequent live births than did women in the comparison group. 
The program-control difference in subsequent live births was limited to women with high levels of 
psychological resources, for whom the rates were 14 percent versus 3 ! percent, respectively. Nurse- 
visited women and their first-born children relied upon AFDC for fewer months during the second 
year of the child's life (13-24 months) than did comparison group women and children. There were 
no program effects on reported educational achievement or length of employment. The program was 
able to help those women with fewer mental health symptoms, higher IQs, and more active coping 
styles in becoming less dependent upon welfare, but was unable to do so with women with fewer 
psychological resources (Kitzman, Olds, Henderson et al., 1997). 
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C o m p a r i n g  T w o  Cl in ica l  Tr ials:  C o m m e n t  

Summary .  This program of prenatal and early childhood home visitation by nurses has achieved 
two of its most important goals-- the reduction in dysfunctional care of children and the improve- 
ment of  maternal life course. The impact of the program on a third goal, the improvement of preg- 
nancy outcomes (in particular the reduction of preterm delivery and low birthweight), is equivocal. 

P regnancy  Outcomes.  In the Elmira trial, the program produced the anticipated reduction in ciga- 
rette smoking, improvement in diet, and increase in women's use of needed social services and 
informal social support. There was an increase in the birthweight of infants born to women who 
were very young (i.e., less than 17 years of age at registration) and a reduction in the rates of preterm 
delivery from 10 percent to 2 percent among women identified as smokers (those who smoked five 
or more cigarettes per day at registration). It is important to note that 55 percent of the White women 
in the Elmira trial smoked cigarettes during pregnancy. 

This impact on preterm delivery and birthweight among young adolescents and women identified as 
smokers was not replicated in the Memphis trial, although the program did produce anticipated effects on 
women's use of other human services and on the rates of Pregnancy Induced Hypertension (P1H). The 
absence of corresponding effects on the rates of preterm delivery among smokers in Memphis is probably 
a reflection of the very low rates of cigarette smoking among African Americans. Ten percent of the 
Memphis sample smoked cigarettes overall, and seven percent of the African Americans smoked. More- 
over, the rates of heavy smoking among pregnant African American women, in Memphis, as elsewhere, 
is especially low compared to their White counterparts. Reproductive-tract infections (another major risk 
for preterm delivery), on the other hand, were much higher among African Americans. The program did 
produce a reduction in the rates of Pregnancy-Induced Hypertension (PIH), an effect that was predicted 
on the basis of a pattern of results found for the Whites in Elmira. The prevalence of PIH among Whites 
in the Elmira trial was too low, however, to be statistically significant. We predicted a corresponding 
pattern of result s among the African Americans in Memphis, given that the prevalence of PIH among 
African American women is very high. 

This lack of correspondence between the results of the two trials emphasizes the importance of 
basing preventive interventions on sound epidemiologic evidence~that  is, a clear understanding of 
the modifiable risks for the disorder that one wishes to prevent. In this case, the pattern of risks was 
quite different for Whites in Central New York State than for African Americans in Memphis. While 
the program could have an effect on the rates of cigarette smoking, it was more of a challenge to 
affect reproductive tract infections, given that many begin prior to pregnancy and are not easily 
detected outside of standard medical settings after pregnancy has already progressed. 

There is some suggestion in the Elmira trial that the program may have reduced the rates of 
neurodevelopmental impairment associated with cigarette smoking during pregnancy. Given the 
simultaneous impact of the program on the rates of dysfunctional care and compromised maternal 
life-course, the program has reduced major risks for early-onset conduct disorder. 

Caregiving. The impact of the program on the rates of dysfunctional caregiving was substantially repli- 
cated. Recall that the beneficial effects of theprogram in Elmira on dysfunctional care (reflected in rates 
of state-verified Cases of child abuse and neglect and on health-care encounters in which injuries were 
detected) were concentrated on women who were unmarried and from low-SES households. Most were 
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teenagers. Corresponding effects were found in Memphis (where 97 percent of the sample was unmar- 
fled, all from Iow-SES families, and over two-thirds less than 19 years of age) for health-care encounters 
in which injures were detected, for observations of the home environments, and for parents' reports of 
caregiving and childrearing beliefs. The beneficial effects of the program on caregiving were concen- 
trated among women with few psychological resources measured at registration. 

For example, in contrast to counterparts in the comparison group, the children of nurse-visited mothers 
in Memphis who had few psychological resources were observed to be more responsive and com- 
municative toward their mothers. Infant-attachment research suggests that toddlers' behavior to- 
ward their mothers reveals the extent to which their mothers are sensitive and responsive rather than 
hostile, intrusive, or neglectful toward them, with toddlers' behavior a better indication of the qual- 
ity of the parent-child relationship over time than currently observed behaviors of parents. 

It is important to note, in this regard, that the program was designed to decrease risks posed by 
limited intellectual functioning, mental health, and mastery on the part of caregivers. The program 
provided a detailed educational protocol related to maternal and child health and was designed to 
help parents understand and respond appropriately to their children's unique temperament and com- 
municative style using educational materials adapted to the intellectual levels of the mothers. Given 
that limited knowledge and capacity to anticipate children's needs can compromise parents' ability 
to care for their children, it is reasonable that this program would reduce risks imparted by limited 
intellectual functioning, even in the absence of an effect on maternal intellectual functioning. 

While the program produced no effect on mothers' mental health, it may have reduced psychological 
distress related to parents' care o.f their children, which is affected by parents' depression and sense of 
competence. Moreover, by the end of the program at the children's second birthday, there were signifi- 
cant treatment effects in Memphis on women's sense of mastery. Mastery is a general psychological 
attribute that affects parents' ability to cope effectively with a wide range of challenges, and a deficit in 
mastery has been associated with child abuse and neglect. Thus, the program was designed to reduce risks 
posed by limited intellectual functioning, psychological distress, and impaired sense of mastery, and the 
evidence reported here indicates that it indeed diminished the influence of those risks. 

Life Course. Finally, the Elmira program has produced dramatic effects on a host of maternal life- 
course outcomes from the birth of their first child to that child's fifteenth birthday. Among women 
who were unmarried and from Iow-SES households at registration, those who were visited by nurses 
during pregnancy and infancy had fewer subsequent children, months on welfare and food stamps, 
behavioral impairments from use of alcohol and drugs, arrests, convictions, and number of days 
jailed during the 15-year period after birth of their first child. Moreover, the program has repro- 
duced the most important outcome with respect to maternal life-course in the Memphis replica- 
t ion--a  reduction in the rates of subsequent pregnancy. We should note that the beneficial effects of 
the program on life-course outcomes for teens in the Elmira trial were not reflected in increased 
rates of employment, greater educational achievements, or in reduced welfare dependence while the 
program was in operation (two years postpartum). It was reflected in reduced rates of subsequent 
pregnancy, however, which positioned the teen mothers to eventually find work, become economi- 
cally self-sufficient, and avoid substance abuse and criminal behavior. At the end of the Memphis 
program, nurse-visited women had 32 percent fewer subsequent live births than did their counter- 
parts in the comparison group. While this gives us optimism that we will eventually see correspond- 
ing long-term effects with the African American women in Memphis, there are two reasons to be 
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cautious. First, the opportunities for labor-force participation among African Americans in Mem- 
phis may be different than for Whites in Elmira. Second, the program effect on rates of subsequent 
pregnancy in Memphis was limited to women with higher levels of psychological resources. This 
suggests that the program effect on maternal life-course may be limited to those women who have 
the personal resources to manage the care of their children and the demands of employment simul- 
taneously. Only additional follow-up research will allow us to determine the extent to which the 
Elmira effects on maternal life-course are fully reproduced in Memphis. 

Table 1. Evaluation Outcomes 

Location n Comparison/Control Group Assignment Followup Risk/Protective 
Procedure Period Factors 

Elmira, 
NY 

: 400 1, Screenings (n=94); Random Treatment 
women 2. Screenings plus assignment delivered 
with no transportation (n--90); after to 24 m 
previous 3. Screening & stratification month 
live transportation plus nurse on post- 
births visitor during pregnancy demograhic panum; 
and < 30 (n=100); variables 
weeks 4. Same as 3, except that Longer- 
pregnant nurse visited through term 

child's second birthday followup 
(n=116). 15 years 

Treatments 1 anti 2 combined 
and compared with 3 and 4 
for the prenatal phase. 

Treatments I and 2 combined 
and compared with 4 for the 
postnatal phase�9 

Memphis 1.139 1. Free transportation Random To date. 
women (n=166); assignment results are 
with no 2. Free transportation plus through 
previous screenings (n=515); child's 
live , 3. Free transportation & second 
births screenings plus prenatal )~ar of 

home visits (n=230); life 
4. Same as 3, plus home 

visits through child's 
second birthday (n=223). 

Treatments 1 and 2 combined 
and compared with 3 and 4 
for the prenatal phase. 

Treatment 2 compared with 4 
for the postnatal phase. 

PRENATAl+: 
Exposue to 
tobacco; 
inadequate diet; 
inadequate use of 
)renatal care. 

CHILD 
DEVELOP- 
MENT: 
Mother's 
psychological 
immaturity; 
unemployment; 
poor housing and 
household 
conditions; 
marital discord; 
lack of supportive 
networks; abused 
and neglected as a 
child. 

MATERNAL 
LIFE COURSE: 
Lack of self- 
efficacy and 
control; limited 
~s)~hotogical 
resources. 

See list above. 

Outcomes References 

Women and children of nurse. 
visited women, compared to 
those not nurse.visited, h a d :  

PRENATAL: �9 

�9 improved diets 
. fewer kidney infections 
�9 greater informal support 

including community services 
Among nurse-v!sited women who 
smoked, compared to those not 
visited who smoked: 
�9 smoked 25% fewer cigarettes 
�9 had 75% fewer preterm deliveries 
�9 had heavier babies at birth 
(among 14-16 year olds) 

CHILD I)EVELOPM ENT: 
less abuse and neglect during first 
two years (marginally 
significant); significandy 
less abuse in the 15-ycar 
followup 
fewer injuries and ingestions 
fewer arrests by child's 156 
birthday 

Among women who smoked: 
�9 had children with higher IQ 
scores at ages 3 and 4 

MATERNAL LIFE COURSE: 
Among low-income, unmamed 
women: 

subsequent pregnancies reduced 
increased workforee participation 
fewer months on welfare 

Women and children of nurse-, 
I visited women, compared to 
i those not nurse-visited, h a d :  

PRENATAL: 
greater use of community services 
were more likely to be working 
(p=.06) 
fewer instances of pregnancy 
induced hypertension 

CHILD DEVELOPMENT: 
fewer injuries and ingestions 
and days hospitalized due to 
injures and ingestions 

�9 homes more conducive to child 
devalopmcnt 

MATEILNAL LIFE COURSE: 
�9 subsequent pregnancies reduced 
�9 fewer months on welfare 

Olds, 
Henderson, 
Chamberlin. & 
Tatelbaum. 
1986; 

Olds, 
Henderson, 
Tatatbaum, & 
Chambcrlin. 
1986: 

Olds, 
Henderson, 
Kilzman, 1994; 

Olds et al.. 
1995; 

Olds. 
Henderson. 
Tatelbaum et 
al.. 1988; 

Oids et at., 
1997 

Kitzmaa. Olds. 
Henderson et 
at. 1999 

56 



. . . / .  , , , "  , . -  

_-,.. ~ . .  , - " , " , -  . ~ ,  ' , "  i , ' - . . :  ., __ 

~.-  ,. . ~ ., ' , , . :  , / ~ , .  '-- . ; .  "~-  / .  

-c= / : , 7  ,: . ' -  . ! 

'% . -  - ' ~ -  ~ " ,  i 

. . . _  , 

�9 - . - . 

i ' ; ! ; l i  , I i Ill 

~', " .  ~ . �9 , ,  

- . .  ( , -  , 

�9 , , \  I ( ' . "  �9 5. . -  . 

- ~ ..:,::~, .- i . . . .  

�9 . - -  ~_~  . . 

, , . ,  

i[ :i \ / 
4 : %  . ' , ,  ~"  q 

P / ' 

i " . . z  . , ;  , l 

i . , , }  ~ c_ 
~1 �9 . . .  . 

- . .  ., 

. . ,  : ~ . . ,  4; t . . . .  

" "  t 

, : .  ~ - 

, ~ . .  . . , . . t  - t , ' ,  

: ".: " - b - "  " 

�9 ' ~ - . 4 "  7 , , ,  . ,  . .  

- "  : , . ' ) , 

" \ - , t -  - J .  _ ~ .  

i 

,7-" :,.',.7 

f 

_ ,  ~ - - ' .  - , ,  ) . . _  . . . .  

, - -  . .L. - - . .  - . . . .  7 . .  .-.~. 
" f r  . . . .  1 ; ; J C ~ 

. - , -~  �9 . 

s  

- 1 ~ _ - , ; ~ -  . . . .  . - J 

�9 - ,,. ,, " . - . (  ~ 
r 

/ 

V 

J -  

r l , l t J l l l  l l p  I l l l l m l r I i -  I I ~ l  

R e p l i c a t i o n  ~ . ! ~  P r o g r a m  ," 

; ' ' r [ . . ' . . . . .  ~ J -- -- ; ' , - . .  : .  _ . . . .  

" 7 "  : - ~  ' - - C  " 

, ~ , ' k  x . , -  

. ,  . . .  , 

, " " . - .  - t  

% ,~. L_ " 

�9 . s 

" J , / - , , i  . . ~  

~ . ~ . ,  



" - . .  : . . \ ~ _ : _ .  . J "  . k / . , . .  . . _ . ~ .  r 

/ ~  ' " - : _ , r / .  . - - " " ~"  / ~  . " "~"~ -  ~ ' ' ~ - - /  ~ -  " " - -  . " j 

/ ~ " " ~ .  " " " / " : ~ ' s ,  - - ~  ~ .  - -  / 

' , ~ ' -  ' / . . ,  . . . .  . - - "  . . . .  " , ~ -  - ~  - : ' - ' - - "  " . . ~  - - . r ~  - ~  . -  . - .  \ - . "  ~ - ) '  , - ~ z -  - _  
- . ~ -~_- ,'~: ~ - -.- 

�9 . : .  - -  { t "  - -  _ , .  . . . . .  . . . 

- 7 7  - . . . - . ,  . < . . . t ~ . ' - "  ~ _ . . ~ . ~ .  . . . . . . .  ; / . <  - _ : ~  . ~ ' - _  .~ 

; e : -  \ , .G  ~ ,  , i .~ t [ .  ? : . . ,  . - -  ~.. _ : _ 7 7 - ,  ~ ~ , ~  
�9 . - ,  \ - ~ "  c . . ' .  ~ : ' - "  / ~ 3 , ' ~  " " - - ~ - - - ' ,  ~ ~ - , L . - - ,  . . . .  < 

- - .  - h -  : . "  - -  - ~ : ~ . : -  ~ . . . .  L _ ' ~  _ ~ ; . ~ f  ~ -  , " : - ,  , . _ ,  , . - " ~ - ,  ~ " ~ - " - - : - ~ " - - -  - " " > - "  . . . . .  ;'---v :C---.'r _.._~_ \ :, . 7 -  " - T . , ~ - - : . -  t ; - ~  " . ~  . . -  - .  2 ,  " . " . . . .  
,. . < - _ _  -~ . ~  . . J -  , =:,~ ~ '  , , . -  - _  \ , . ,  . . - . ~  ~ .  - 

: - - ~ -  . . /  ~ , , \  ~ " -  Y.  " ~  - " - - ~ _ . / ' -  ~ " - "  ~ " _ _ .  - . _ _ .; . . _  - _1 ; - ' - ~  - , ".-~ " : . _ - -  

�9 . . . . .  . ~ . . _ - , .  -._~ , , -_p_ - ~ . <  ~ . . . . .  _ ~ ~ - , . ,  

"-  - . . . . .  ~ .  "_~7 -'- ~ - " - ~ : , . _  ~ ~_~,, I - . ,  , - " - -  - " 
- . . ~ ._ .e  - ~ , - ~ - ~ _  ~ - "  ~ ; ' -  ~ ' . v  ~ . , . - , _  . " . -  " ~ _ = . ~  

. . . . .  " . . . . .  - - -  . : " - "  ~ . / : , -  . . . . . .  - . . . .  " ( c , _ -  - 

,.-- ~ " - > -  , _ 3 t  - ~ " : . "  .:, . ,  - ~ ' : ~  < " "  " ? -  " " "  ! 

. ~ ] ~ _ . ,  . . _  <_ . . ~ v  , - . . - '  - �9 
. -  ~ . _ _ , <__  ~ . . - ~ ' ~s  " " " : "  . . . . t "  " - 4  : ~ ~ -  - 7 ]  . ' - - . ~  - " 

~-~ " ~ " - - : " ,  ( ~ 2 ,  "~ . . . .  . - -  [ . . - .  
~ - ~ "  ' ~ ~ " ~ " ~ "  ~ " "  " . . . .  " - : - ' . .  . . . .  ""  ~ ' - - ' -  - "  . ~  t ; c ' -  ~ 7 ~ .  ._,  $ .  t ~ / - -  .., 

_ - -  _ . w > .  - - - -  ? - ~  - : ~ -  ~ ;  . .  - .  - ~ _ L " - : - - ~  " ' )  . . . . . .  - - < ~  _ : h - -  ;:--~r:,--~_ 

" - -  " " - " " " - " - - " - -  " " ~  " " ] "  - " " ~ ' - ' ~ "  L f ~ . _  ." ~ -  - : 
"~:"-~" -" T ~'I " ~iL " .~. -, "-, ~.'~ ~'. L "-i . . . . .  V.:" --",,: 'f. " ~ : "" ,'I --~ ~-.-~ 

. _ - , . . - t .  " " : ' - .  - - - -  " ~ - - , . . . -  - - . . . . .  . _ . - " . . . . .  _ " ' "  : -  - 

- . - , ' ~ "  . C . ~ - ~  / ' - ~ - - - - . . . . . - - ,  ~ ,. _. _ . ,1_ ~ 
t _ . . . . .  ~ - .  - ' , " - ' 1 "_ , ,  - . . 7  \ " . - . - . __  -~  ~ ' "  - " " " "  " " "  " - " " " " " - - " ~ - ' : ~  " v 

�9 . \  . . ? ~  .-  . - \ / ~  . i ~  , - . - + ~ _  . -  2 _  . ~  . - ~ =  ~ . > . - . - .  
~ . .  . - . ,  .- ~ -  - ~ ' , '  . " L . . . ~ .  "I-- ~ " " ' z ' ~  . - . .z  . ~  " " i . .  ~ " , 7 -  " " ~  " ~ i " 7 : ' 1  " 

- . .  : > i  ',, ~ . - . . . .  - " - . ~ , . ~  -~.."., I - - ~  "" ~ " "  - ~ 1 ~  

�9 : ; . . . .  - "  ~ - - - "  " -  , ~  ~ - " - -  . . ' !  ~ ~ ~  - - " - . -  " ' - ' - ' -  ~ ' "  e . . . ~ .  - - - 
" 5 . . . .  - : : . . v _  . _ c. . .  _ ~ " . . ,  i - ' , ' . "  < . ~  . . . . .  - - ' 1 - . ~ , -  - - - .  - . ~ . : - . . " < < , .  . - ,  

., - . ,  _ . _. :........ __ : ;7, - -./ -. .- . . . . . . . . .  ,.- ,,.~" - -. . . . .  -~ . "7 "-:~'> ....... ,~., . =>. . 
- " --m." "~'' " - " " " 

. . . . . .  "" " / ~ " 2 . :  ~ - ' '  " / / ~ - - " "  : " C . . _  " _ -  ~ - - i c  . . . .  - : ;  ~ ' "  ~ J ,  ~ . ~ "  . . . .  ~ - ~ .  - .  
L ' ~ :  " ' ~  . . . . . .  ~ ' 5  - / 7  ~ 

�9 . . .  . - - . _  . C ~ l  r . ~-  , ,  - - 7 5  " . . . . .  
�9 ,....~, --- ;-. ../ -~ ~... " . / " 7 - : ' ,  .- "~"" . . . . .  - : �9 - 

.... __ L- i - . .., . 
. . . .  - - .  - ( , - + . - - ~ .  "~'-:-,~- ...... >. , , - ,  _.,...-.,..--. _~ , . ,  _q-~ 

~ . f'.~__dd" - - "-'7 " " " " ' ~ --'~" -Y -~ - -- "- 
: _ -  . , ,  . > . % . -  - . . . . . .  . , - ,  . . . : -  , . - - ; , ~  . . ~ . : . _  , ~ ,.:"~_ _ _  . . . . .  . " . .  ~'~.. - , . ~  ? _  - . .  

. . . . .  -" __' "~'~=S '/ ._'7-- -'-'-" ~ " "--- - " .... ..:..,~-~ - ~..-, ~+.~, ... - -_ .-- 
- ~-~" " "-f<- -r ' ~-J" " "~ " -I >~" ..... " "- ..... -'S~-, "-._k ~-:~-" - ~'-~ 

- - "  . . . . .  ' -  0 _ ' ~ ,  ~ - - - ~ -  - . - ~  L ~ - ~  . . . . . .  . . , ~ . >  

�9 . . ., - _ . ~..~.{_ :.-- ,-- ._, ~, 

-- " " - ..... " >-Y 'T ..... -: - - "-- " "- 7-- 
�9 ' 7" _-i 

- -  Z L -  - ; ~  - - ~  _ . _  ' . . ~  / - -  " - :2 .  ~ - ,  . .  ~ - : < ~ .  
. -. - . , . ~.,--~-. : . ,  .~_"-~. . - , . ~  -~ - .'~:~"< ~ . ~  ,-.. - . , ,  

�9 . ~ . ~ - ~  ~ " - "  - J - " ~ "  _ ~ - - -  C - .  ~ , .  . ~ -  - -  ~ _ , . .  ~ : \ ~ . ~  . . . - . ~ . . ' x - ~  ~ ~ " " -  

i ~  - ~I-,. . . . . . .  ~, - - .- ~-:~._:- .-. ~ . .~ _- I .... : ,, : . . - . -~ -~-. 
�9 _ ' " ' '  ~ 7 - ?  - "" -~  " " " . . . .  " "7- -  - "  "" - -  " " " - - .  : ' - . -  - 1 : : "  - - ' - - , - - ~ - -  ~ : . - . :  2 - - . ,  - ~ . .  - " - " 

. -  . - , \  - = . - , ,  = ,  . . . . . . .  ~ _  , . - - - .  - -  - .~ 7 - . ~ ,  .-  - . 7 - : -  L _ < s . ~ - , : - . L . : '  - c - , : _ . : _ -  - - .  - t - _  - . -  . .  �9 - , '  - .'_ . . . .  ~ -  _ - - - ~  - . . ,  . / / ' \  ~ ' t "  / \ ~ " ~  . . . .  " "  / - - 

- . - -  . . . . . . .  ~ ~ '  - . ~ - - =  \ - - . , . - ~ , .  ~ .  - -  _ . ~ -  . , . ,  . . - -  . :  . ' . :  , ~  

" - . . . .  . r .  ~ ,  " . . . . .  - ~ " Y =  . . . . . . . . .  " -._--,_z:, ~ - -  . ~ . ~ _ - ' U  ,.-~,7,-~- " ~ .  / - ; " -  
~ - : ~ J "  , . A - _  < , : h  ? -  . ~ "  ' -  ~ - -  " 7 " .  ~ '  - ~ _ ~._ - \ ~ ' \  ~ - - -  - -  , , , ~ - -  _ . - ~ - -  " - " . , " - . "  - 

�9 - k  _ = ~  - - ' - -  ~ - -  ~ ' ~  ~ ~- '  = ~ - ' ,  ~ . ] ~ - ~  .. . ~ , .  - - -  . " -  - ~ - .  - ~  . - .  

�9 " ~ - :  " - " " '  - " ~ " "-  " - ' - " - '  . . . .  " S - -  - -~ "  " ) > ~ , ' - C =  - - Q - \ _  ~ " - -  - ' -  / ~  .t-.'A _ _ :  _ ., . , . . . .  < -  
- ~  cD_ - . ~ ~ c - ;  - . _  . ~ : _ ~ : , -  - - . l ,  7 --: ~ ' .  �9 - - -  . . . . . .  " . . . .  

' " " . t~  ~ " - -  - ~  ~ ~ . ~ .  ~ 
- .~ " . " L - - ~ - , ' -  - A  ~ " ' l - - . -  - - ,  " " " / ~  - 2  ~ J  " " ~ , ' -  - ( " , - - :  \ C > " " .  ~ -  " "~ " " - "  : " ' ~ -  -" - -  " ~ " "  ~ " 

, < :L ~ ..... "'- I--' ":--" - .... ~ -" ," ~--:'-L- - -' -~ --~ .... i- ,~ ~" <.--- _ 

- Z - ' , . .  i , - ~ - ; . q  ~ " " - - 7 . ,  . . . . . . . .  . .  \ - " " ~ . r  " - ~ - . ) "  . - "  ~ . , , ~ .  r " ~ - ~  
C ' ~  - ~ _- ~ >'~-. ~ .. ; ~ . --~ _ 

~" 5-. - ..Lk.- ~ ~ -~-Z. "i :.~-~ " .. f "~ ~. " . - ~" �9 , 
: -  _. ~.. . _ . ~ .  . , ~ #  ~ _  ~, 4-,_~ ~" . " 

"- ~-" " ",:- ~ " : ~ ,  b >~ - ~-',' ,~-..:" " " ~-:-':r ~-~' --'-~-- ~, . . . . . .  . ~-.  
- - " - ~ "  - ' / - -  = ~ . -  . ~ . - ~  , .  . ~ s - -  _ - -  / :':- 

" - . - 7 -  L " r -  - .  : . . i  / ~  - . ~ - , ~ C ' ~  ~ _ - "  " ' " -~ ~ - �9 < " - - - - T -  _ . . . . .  :,-. - _ ~  : - - "  ...: :_ . 

{ . . ~ . 
�9 _ _ . __ -. /. 



~ / ~ e / ~  for Violence Prevention 

PROGRAM REPLICATION 

Overv iew 

When the results of the Elmira study were first reported in 1986, many program advocates took the 
position that the program should be disseminated nationally. We, on the other hand, took the posi- 
tion that we needed to determine the extent to which the results from the Elmira program could be 
replicated in a major urban area with a minority sample and under less than optimal conditions. This 
led to our Memphis replication study. Moreover, at the time, we had no data on the extent to which 
the beneficial effects of the program would endure, given that the effects of many preventive inter- 
ventions that began during infancy eventually washed out after the program ended. 

While we decided to wait to determine the endurance and replicability of the Elmira findings, a 
number of major policy bodies used the data from early phases of the Elmira trial to promote a wide 
variety of home visitation programs. The problem with the recommendations of these advisory bod- 
ies, however, is that the programs recommended had little resemblance to the program tested in the 
Elmira randomized trial. The National Commission to Prevent Infant Mortality, for example, rec- 
ommended that home visitation services be made available to low-income pregnant women in an 
effort to improve their health-related behaviors, reduce the rates of low birthweight, and reduce the 
rates of infant mortality and morbidity. The Infant Mortality Commission promoted the dissemina- 
tion of the South Carolina Resource Mothers program, a prenatal home visitation program delivered 
by paraprofessionals that has little resemblance to the program studied in Elmira and Memphis. 

An analogous process occurred with home visitation services to prevent child abuse and neglect. In 1991, 
the U.S. Advisory Board on Child Abuse and Neglect identified child abuse and neglect as a national 
emergency. They identified home visitation services as the most promising method of preventing child 
maltreatment, again relying on the results of the Elmira trial to support a recommendation that home 
visitation services be made available to parents of all newborns. The program that they promoted was 
Hawaii's Healthy Start program, a program of paraprofessional home visitation that begins in the new- 
born period. As with the Resource Mothers program, there was no evidence from randomized trials to 
support the efficacy of this particular program, which had little resemblance to the program tested in the 
Elmira trial. As a result of the recommendations of these two groups, hundreds of home visitation pro- 
grams have been spawned in the U.S. in the 1990's, with little evidence to regarding their efficacy. 

At about the time these recommendations were made, we reviewed the randomized trials of home visita- 
tion services for pregnant women and parents of young children (Olds & Kitzman, 1990, 1993). These 
reviews indicated that home visitation services vary enormously and that those few programs that pro- 
duced the largest and most broad-based effects were those that resembled the Elmira program (e.g., 
focused on at-risk families bearing first children, began during pregnancy, used nurses, followed compre- 
hensive service strategies). Simply sharing one of these characteristics was insufficient. 

Our analysis of the literature on home visitation for pregnant women and parents of young children 
suggested that paraprofessional programs almost always failed to produce the kinds of effects that com- 
prehensive programs of nurse home visitation had produced. It was not clear, however, whether the 
failure of paraprofessional home visitation programs was due to the limited training on the part of para- 
professional visitors or whether it was due to the limited program designs and protocols that they were 
asked to follow. We chose to address this issue by conducting a third randomized trial in Denver. 
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Moreover, even when communities Choose to develop programs based on models with good scien- 
tific evidence, all too often the programs are watered down and compromised in the process of being 
scaled up. We have begun to study this problem under an initiative sponsored by the U.S. Depart- 
ment of  Justice to disseminate the program in high crime communities around the country in its 
Weed and Seed program. 

Descr ip t ion  of  Program Rep l ica t ions  

Denver Trial 

The Denver trial was designed to gain insight into the reasons that previous trials of home-visitation 
programs that employed paraprofessionals either failed or produced very modest effects (Olds et al, 
1993; Korfmacher et al, 1998). In the Denver trial, the paraprofessionals hired as home visitors were 
required to have a high school education, but no advanced training in the helping professions. We 
set this requirement because many programs employ paraprofessionals who come from the commu- 
nities they serve on the premise that shared backgrounds and experiences will increase the visitors' 
ability to form effective relationships and promote adaptive functioning among the visited families. 
To further enhance the test of this theory, all of the paraprofessional visitors in Denver were required 
to be parents themselves. The nurses, on the other hand, all had bachelors degrees in nursing and 
were not required to be parents, although many were. Both groups were provided essentially the 
same training and program protocols, although, as one would expect, the nurses were provided more 
in-depth training regarding physical health and were expected to deal with health issues more exten- 
sively (Korfmacher et al, 1998). 

In order to provide the fairest test of these two types of home visitors, we needed to find qualified nurses 
and paraprofessional visitors to staff these two programs. We addressed this problem by creating a com- 
munity consortium of health-care providers that was responsible for the administration of the program. 
Many of these agencies developed contracts with us to hire their nurses or recommended paraprofes- 
sional visitors from their existing staffs identified as good candidates for this role. This enabled these new 
experimental programs to find the most qualified people possible for these roles. 

Denver Design and Methods 

From March, 1994 through June, 1995, 1,178 consecutive low-income pregnant women with no 
previous live births were invited to participate from 21 antepartum clinics in the Denver metropoli- 
tan area. Low-income status was operationalized by the women's having no private insurance or 
their qualifying for Medicaid. Medicaid status at the time extended to women at or below 133 
percent of  the federal poverty guidelines. 

Compared to women who eitheractively refused (n=244) or were invited but not contacted before 
delivery (n=199), those who accepted (n=735) were more likely to be of Mexican-American de- 
scent and were less likely to smoke cigarettes. These groups were equivalent on other major 
sociodemographic characteristics, such as maternal age, language preference (English versus Span- 
ish), and marital status. The rates of acceptance into the research was lower than in Elmira and 
Memphis, probably because of the large number of prenatal clinics involved, which meant that 
many women were invited in writing but did not have the study explained to them in a face-to-face 
interview, where their questions about the study might be answered.. 
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84 percent of those enrolled were unmarried, 45 percent Mexican American, 34 percent Anglo non- 
Mexican American, 16 percent African-American, and 5 percent American Indian/Asian. The aver- 
age age at registration was 19.8 years. The women were randomly assigned to treatment and control 
conditions using a computer program that stratified women by sociodemographic characteristics 
prior to allocation. 

Women in Treatment 1 (n = 255) were provided developmental screening and referral services for 
the child at 6, 12 and 24 months of age. Those in Treatment 2 (n = 236) were provided the free 
screening services offered those in Treatment l plus intensive nurse home-visitation during preg- 
nancy and the first two years of the child's life. Women in Treatment 3 (n = 244) were provided the 
free screening services offered those in Treatments l and 2 plus intensive home-visitation during 
pregnancy and the first two years of the child's life delivered by well-trained and supervised para- 
professionals. 

Both groups of visitors were provided extensive pre-service and on-going training in the program 
model and were provided updated visit-by-visit protocols previously tested in Elmira and Memphis. 
They also were provided excellent clinical supervision, with the l0 nurses having a single full-time 
supervisor (a l : I 0 supervisor to staff ratio) and the paraprofessionals having two full-time licensed 
clinical social workers as supervisors (for a I.'5 ratio). 

As in earlier phases of this program of research, the program model has been further refined, while 
adhering to its essential elements. For example, in order to further elaborate the clinical methods 
employed to promote women'sself-efficacy, in the Denver trial, the program model has employed 
solution-focused methods that emphasize the competence of family members and that are focused 
on parents' successes. Similarly, a curriculum has been incorporated explicitly to promote parents' 
emotional availability and joy in interacting with their children as a means of further enhancing 
parents' care of their children. Known as the Partners in Parenting Education (PIPE), the program 
was designed originally for adolescents in classroom settings, but has been adapted for home visi- 
tors in the Denver trial. Like Partners for Learning used in the Memphis study, it uses recommended 
activities for caregivers and children. One of the key differences is its focus on shared positive 
emotions as the goal of the activity. We have only preliminary feedback from staff supporting the 
value of this component of the program. We have reflected on the development and shortcomings of 
the home visitation program, and we are increasingly convinced that the emphasis on the emotional 
features of the relationship is fundamental. 

Although outcome data on the mothers and children are not yet available, differences between nurses and 
paraprofessionals in the nature and quantity of program implementation have been reported. Data on 
program implementation were derived from encounter forms that the nurses and paraprofessionals com- 
pleted after every home visit, and from administrative records (Korfmacher et al, 1998). 

Differences between Nurses and Paraprofessionals in Program Implementation 

Nurses and paraprofessionals completed essentially the same number of visits during pregnancy 
(approximately 6.5 visits), but the nurses completed an average of 5 more visits from birth to the 
child's second birthday (22 versus 17). This may be accounted for by a higher rate of staff turnover 
among the paraprofessionals (17 paraprofessional visitors hired over the life of the study), com- 
pared to no staff turn-over among the l0 nurses. The average visit by the paraprofessionals was 
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about 7 minutes longer (81 minutes compared to 74 minutes). The nurses spent a slightly largei" 
portion of their time during the visits addressing the mothers' and children's physical health (23 
percent versus 20 percent) while the paraprofessionals spent more time on the mothers' life course 
development (18 percent versus 16 percent), their friends and family relationships (19 percent ver- 
sus 15 percent), and on the health and safety of the environment (15 percent versus 8 percent). We 
did not expect to find that the nurses would spend, more time on promoting.parents',care of their 
children, but they did (39 percent' versus.28 percent)(K0rfmacher et'a!, 1998). 

. . . . .  . �9 . . .  

We expeci that tfiese differences in program implementation will affect the visitors' influence on 
maternal and child functioning, which will be the subject Of additional reports in'the.near future. 

The results of the Denver trial will be-available in late 1998.  

Justice Department Weed and Seed Initiative 

In 1995 we were invited by the U.S. Department of Justice to disseminate the program in several 
high-crime neighborhoods around the country. We accepted the invitation because the results from 
the Memphis replication trial and the Elmira follow-up study were producing promising results. W e  
intended to use the Justice Department initiative to learn more about what it will take to develop th.e 
program in new communities with fidelity to its essential elements. Under the Justice Department 
initiative we are establishing the program in six communities in the country, and have completed the 
initial training of nurses in Oklahoma City; Clearwater, Florida; Fresno, California; Los Angeles, 
California; Oakland, California; and Saint Louis, Missouri. 

Additional Demonstration Sites 

We are now moving into a phase of limited program dissemination in an effort to demonstrate that 
this program can indeed be developed effectively in new communities beyond those supported by 
the Justice Department Weed and Seed Initiative. To help us strategize about ways of ensuring 
program integrity as we move into this phase of program dissemination, we have developed a part- 
nership with David Racine, President of Philadelphia-based Replication and Program �9 
Inc (RPS). Racine and his colleagues have played a fundamental role in shaping our strategies for 
translating our research findings into effective policies and practices. 

Based upon our work with RPS, we now believe that it makes sense to begin developing a larger 
number of  demonstration sites once we learn from our first set about how to develop the program 
well in a variety of new contexts. In this next phase of this work, we are building in provisions for 
learning about the new implementation efforts so we can disseminate the program to an even larger 
number of sites as quickly as possible without losing program effectiveness. 

In addition to the six Weed and Seed sites, we have developed program operations in Omaha, Ne- 
braska; Dayton, Ohio: four counties in Wyoming, and four counties in Oklahoma. We intend to 
develop the program in an additional fifteen sites over the next three years in order to have a good 
sampling of communities and organizations with which we hope to learn about how to effectively 
disseminate the program model. 
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Evaluation of Dissemination 

In this next phase of work, we are not conducting additional randomized trials of progra m effective- 
ness, but rather are focusing on the formative evaluation of program dissemination itself. This is 
because we are concerned about the possibility that the program will be compromised in the process 
of being scaled up. Our primary focus of this formative evaluation is to learn more about character- 
istics of communities and organizations that are associated with implementation of the program that 
reflects fidelity to the original model. We intend to use this information to guide dissemination 
efforts at later stages in order to ensure greater likelihood of effective implementation. 

We wish to emphasize that we do not believe that we can scale up this program on a large scale in a 
short period of time without compromising its effectiveness. One state, for example, has chosen to 
invest heavily in this program model, with its legislature moving to develop the program in all of its 
counties within a two-year period. We are concerned that rapid dissemination without adequate 
planning and capacity building will compromise the quality of program implementation. 

Funding the Program in Weed and Seed and Demonstration Communities 

In all of these sites (Weed and Seed as well as the additional demonstration communities), state and 
local governments are securing financial support for the program'outof  existing sources of funds, 
such as Medicaid, maternal and child health, welfare-reform, and child-abuse and crime prevention 
dollars. Local leaders are making an investment in the program, in part, because the evidence indi- 
cates that expenditures in these budgets will be reduced later on. This means that the cost of this 
program, which in 1997 dollars is about $7,000 per family for two and a half years of service (after 
the start-up phase), can be shared by a variety of government agencies.This reduces the strain on 
any one budget. 

In general, we believe that policies and practices for young children and their families ought to be 
based upon the best scientific evidence available. There is a lot of enthusiasm these days about the 
promise of early preventive intervention programs that the evidence unfortunately cannot support. 
Public hope and confidence in the promise of such programs is a scarce commodity that we dare not 
squander on approaches that are not likely to work. As health and social welfare policy is redesigned 
in the near future, we believe that it makes sense to  begin with programs that have been tested, 
replicated, and found to work. 

Changes and Modifications in Program 

Background of Visitors 

Our formal dissemination efforts have focused exclusively on communities that commit to employ- 
ing nurse home visitors. In most sites this has meant that the nurses must have a bachelor's degree in 
nursing, although there are some sites that have had to employ nurses with diploma degrees because 
of the limited availability of nurses with BSN's. 

In the Denver trial, we are systematically comparing the relative effectiveness of nurse versus para- 
professional home visitors. In this trial, a paraprofessional is defined as someone with no college- 
level education in nursing, social work, education, psychology, or human services. All of the 
paraprofessionals must have a high-school diploma and must have demonstrated a strong capacity 
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for forming relationships. In Denver, we have increased the supervisor-to-staff ratio to one-to-five 
for the paraprofessional program. We will not know about the effectiveness of the paraprofessionals 
until late 1998. 

Modifications for Hispanic/Latino and African American Families 

As the program has been  moved from Elmira,. New York, to Memphis, Tennessee, Denver, Colo- 
rado, and now a variety of new dissemination sites, the program has been modified tO serve popula- 
tions with greater ethnic and racial diversity. In order to do so, we have established local advisory 
committees that have rex/iewed the program content and materials to ensure their relevaiace and 
sensitivity to the new populations to be served. The essential program design has been firmly en- 
dorsed as culturally competent by the advisory committees in Memphis and Denver. In large part, 
this is because of the program emphasis on engaging other family members and friends in the pro- 
gram so that their views can be incorporated with respect in the context of the visits. In addition, all 
of  the nurses go through systematic training regarding racial and ethnic diversity. In all of the pro- 
grams, we have chosen not to completely match the race and ethnicity of the nurse with the race and/ 
or ethnicity of the mother. From a research standpoint, confounding race of visitor With race of 
mother would compromise our ability to understand any moderating influence that race/ethnicity 
may have on program effects. Moreover, in most communities, there are fewer Hispanic/Latino and 
African American nurses available to serve in these roles. We have been quite successful, however, 
in recruiting large portions of racial and eth/fic minorities as nurse home visitors and in creating 
considerable diversityat the leve lof  home visiting teams. We typically hav e assigned visitors of a 
particular race or ethnicity to serve those neighborhoods or regions of a metropolitan area that have 
larger portions of families with the same race or ethnicity. This has increased the likelihood that the 
race and ethnicity of the mother would be matched with that of the visitor. 
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P O S T P A R T U M  V I S I T  1 

', Infant Age: 1 Week  

OVERVIEW OF VISIT 

OBJECTIVES: 
Monitor the  pos tpa r t um  physica l  health and wel l -be ing of the c l ient  and her baby.  
Encourage the c l ient  to  share her labor and bir th exper ience.  
Reinforce and suppor t  the c l ien t 's  caregiv ing know ledge  and skil ls. 

GREETINGS 
A. A c k n o w l e d g e  any impo r tan t  events tha t  have occurred since you last v is i ted cl ient 

e i ther  before  de l ivery  or in the hospi ta l .  
B. Recognize the n e w  roles of  o ther  fami ly  members  present at  the vis i t .  
C. Dur ing th is  v is i t ,  a c k n o w l e d g e  the in fant ,  and focus your  a t ten t ion  on the c l ient  as 

she may be go ing th rough many  physical  and emot iona l  changes.  

ISSUES & CONCERNS 
A. H o w  are you ge t t ing  along? 
B. Are there par t icu lar  w a y s  you had hoped I could help you today? 
C. A c k n o w l e d g e  or address c l ient 's  addi t ional  concerns as appropr ia te .  (Answer  

quest ions tha t  do not  require addi t ional  assessment  or ex tens ive teach ing.  For 
those tha t  do,  ind icate when  they  w i l l  be addressed.)  

D. Ad jus t  v is i t  length to a c c o m m o d a t e  c l ient 's  energy level and need for  suppor t  and 
i n fo rmat ion .  

ASSESSMENT OF CURRENT STATUS 

1. PERSONAL HEALTH 

1.0 Health Maintenance Practices 
If you did not see client when she was in the 
hospital, use this opportunity to let her tell you 
about her labor and delivery experience. Below 
is a list of questions that you may want to use 
to prompt discussion. 
a. How did your actualexperience compare with 

how you thought it would be? 
b. What was your first sign of labor? 
c. What bothered you during labor? 
d. Who did you find helpful? 
e. What were your feelings or thoughts when 

you first saw and held your baby? 
f. What was your support person/partner's re- 

sponse? 

Complete Postpartum Health Checklist to moni- 
tor client and infant health. 

Check for danger signs in the early postpartum 
period: 

PLANNED GUIDANCE 

1. PERSONAL HEALTH 

1.0 Health Maintenance Practices 
Allowing the client to share her labor & delivery 
experience with you is one way to help her re- 
solve differences between what she expected 
and what actually occurred. 

Provide client information about what is expected 
for the coming weeks. (Refer to Labor and Birth 
A Guide for You, or any similar resource.) This 
should include a discussion of: 
a. The involutionary process. 
b. Vaginal discharge/bleeding (Iochia) which can 

occur for up to six weeks after delivery 
c. After-birth contractions which can occur for 
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�9 a. Take blood pressure and check vital  signs 
b. Ask about headaches, dizziness, and/or visual 

disturbance 
c. Concentrate on symptoms that indicate diff i- 

cul ty w i th  urinary and/or bowel  funct ion, and 
rest and ambulat ion.  

d. Check for involut ionary processes including 
characteristics of Iochia, and evaluate discom- 
fort from sutures. 

Inquire about  the condi t ion of the breasts: 
- If NOT nursing, ask about use of t ight bra or 

towe l  wrap and ice packs. 
- If nursing, examine the breast. 

Determine whether  earlier plans for contracep- 
t ion are being used. 

1.1 Nutrition and Exercise 
Ask about appeti te, fluid and nutr ient intake. 

Inquire about cl ient 's act iv i ty  level. Ask if she 
has been out  of the house. 

1.2 Substance Use 
Ask about medicat ions being taken; this is espe- 
cial ly important  if the cl ient is breastfeeding or 
has had a C-section. 
Ask about smoking, alcohol, legal and illegal drug 
consumpt ion.  

1.3 Mental Health 
Assess for mood swings and screen for postpar- 
tum depression. 

2. E N V I R O N M E N T A L  HEALTH 

2 .0  Home 
Asses the home for the presence of significant 
hazards that would compromise the well being of 
the newborn (lack of heat, safe water, infestations). 

several days fo l lowing del ivery. 
d. Hemorrhoid d iscomfort  can be eased by us- 

ing sitz baths, Tucks, drinking 6-8 glasses of 
wa te r  every day, eat ing more fiber, and do- 
ing Kegel exercises. 

e. Vaginal s t i tches/epis iotomy care includes sitz 
baths for 20 min. in very warm water ,  Tucks, 
pain medicine as recommended by primary 
care provider,  Kegel exercises, anesthet ic  
spray, squeezing but tocks toge ther  before 
sit t ing down,  and sit t ing on a pi l low or inflat- 
able ring 

f. Danger signs which require that cl ient not i fy 
her midwi fe  or physician are listed in handout 
Postpartum Danqer Siqns. 

Discuss proper breast care. In addit ion, review 
wi th  cl ient what  kinds of changes she should 
expect  and ident i fy for her the danger signs that  
she should look out for. Advise her to call her 
physician if she notices any of these danger signs. 
Review instruct ions on when it is safe to resume 
sexual practices. 

1.1 Nutrition and Exercise 
Review dietary requirements and cl ient 's prefer- 
ences during involut ionary process. (Refer to First 
Year Babv Care, or any similar resource.) 
Discuss act iv i ty  level. Discuss the appropriate 
length and f requency of outings. Discuss fa- 
t igue and the need to manage it. 

1 .2  Substance Use 
Discuss only if at risk. 

1.3 Mental Health 
Discuss these topics, making sure to dif ferenti-  
ate postpar tum depression f rom major depres- 
sion. (Refer to Labor & Birth A Guide for You, or 
any similar resource.) If the infant was prema- 
ture encourage the cl ient to share her feelings 
regarding not having carried her baby to term. 
(Refer to, The Premature Birth Module,  or any 
similar resource.) 

2.  E N V I R O N M E N T A L  HEALTH 

2 .0  H o m e  

Assist cl ient w i th  making plans to al leviate these 
unsafe condit ions. 
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3. LIFE COURSE DEVELOPMENT 

3.1 Education and Livelihood 
Assess what  client wil l  need to do during com- 
ing week in order to avoid setback in school or 
work.  

4. M A T E R N A L  ROLE 

4 . 0  Mo the r i ng  Role 

Assess cl ient 's adjustment to maternal role. 

Ask about responsibil it ies she has at this point 
�9 in addit ion to caring for herself and infant. De- 
termine what  activi t ies can be on hold for an- 
other week or more. 

4.1 Physical Care 
Get information on: 
a. Feeding including amount, frequency, content, 

and preparation. 

b. Crying. 
c. Sleeping. 
d. Elimination - a newborn should have 6 - 10 

diapers in a 24 hour period. 
Complete an abbreviated physical assessment. 
(Pay particular attention to: general observations, 
alertness, hydrat ion, skin, umbil ical cord, and 
circumcision.) Weigh the baby. 

a. Point out to client newborn physical char- 
acteristics. See if she wants more detailed 
information. (Remember, this isa new situa- 
t ion for her and she may not ask wi thout  signs 
from you that it is appropriate to do so.) 

b. Demonstrate infant reflexes. 
If history and abbreviated exam indicate poten- 
tial problem, do a more complete assessment. 

3. LIFE COURSE DEVELOPMENT 

3.1 Education and Livel ihood 

Problem-solve as appropriate. 

4. MATERNAL ROLE 

4.0 Mothering Role 
Focus on what  it is like to be in new maternal 
role, and if it is what she expected. Assure cli- 
ent that her reaction is not unusual (if it is within 
normal limits). Evaluate and al low for ambiva- 
lence. 
If client experienced a premature delivery. (Re- 
fer to The Premature Birth Module or any similar 
materials.) 
Give and discuss the "Me & Morn Memo" - New- 
born. 
Help client problem-solve when she feels like 
demands on her are too great. 

4.1 Physical Care 
If client is breastfeeding, review positioning while 
nursing, how to prevent nipple soreness, breast 
care, attachment, fluid intake and nutrition for 
lactating mothers, and feeding frequency. If cli- 
ent is bott le feeding cover formula preparation 
and storage, positioning, and feeding amount and 
frequency. (Refer to First Year Baby Care or any 
similar resource.) 
Using Kevs tO Caregiving " infant States" and 
"Infant Cues", review ideal states for feeding and 
hunger and satiation cues. 
Talk about infant weight gain and nutritional re- 
quirements. 
Describe safe conditions for infant feeding and 
sleep, e.g. bottle propping and "Back to Sleep" 
position. 

Provide any additional teaching about physical 
requirements of the infant. 
a. Demonstrate any care taking techniques nec- 

essary (e.g. feeding, holding, diapering, sleep- 
ing; sponge baths, umbilical cord care)�9 

b. Discuss infant temperature regulation - en- 
couraging the client to avoid overdressing the 
baby and t o  include proper dressing for in- 
doors and outdoors. 
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Assess newborn for jaundice. 

Ask if the baby had the first Hepatitis B immuni- 
zation before discharge. 

Ask the client if she has made an appointment 
-for the baby's second PKU test. 

4.2 Behavioral and Emotional Care 
Asses client's abil ity to recognize infant states 
and respond to her baby appropriately. 

5. FAMILY AND FRIENDS 

5.0 Personal Network Relationships 

5.1 Assistance with Childcare 
Ask the client who helps her with the baby and 
if that assistance is too much or too little. 

6. HEALTH AND HUMAN SERVICES 

6.0 Service Utilization 
Ask about client resources necessary to take care 
of self and baby. Particularly focus on availabil- 
i ty of food and infant supplies. (Issues may in- 
clude such things as client's abil i ty to pay rent, 
gas and electric bills.) 
Find out date of six week postpartum appoint- 
ment for client and the two week well baby check 
up date for the infant. 

If newborn is jaundiced, explain the importance 
of frequent feedings of either breast milk or for- 
mula to promote the elimination of the excess 
bilirubin through baby's bowel movements. 
Explain the Hepatit is B vaccine is the first in a 
series and will protect the baby from the hepati- 
tis B virus that can cause liver damage and death 
if contracted through the blood. 
Explain that the PKU test is taken at birth and 
again at the 2 week well-baby appointment. The 
second is taken to veri fy the results, as the ini- 
tial test can be inaccurate. PKU is a metabolic 
disorder in which a person is unable to metabo- 
lize a protein call phyenylalanine. The buildup of 
phenylalanine in the bloodstream can cause seri- 
ous retardation. If detected early, the infant can 
go on a special type of formula and later on a 
special diet to prevent damage to his/her brain's 
development. 

4.2 Behavioral and Emotional Care 
Continue to cover and reinforce content from 
PIPE Listen, Listen, Listen, Topic1 Cribside Com- 
munication. 
Discuss infant's preference for black and white 
rather than colors. 
Discuss infant's abil ity to recognize the shape of 
a human face and the parent's voices. 
Discuss the importance of talking to the baby 
using an enface position. 
Present client with an appropriate infant stimu- 
lation toy wi th directions for its use. 

5. FAMILY AND FRIENDS 

5.0 Personal Network Relationships 

5.1 Assistance with Childcare 
Acknowledge concerns and start problem solving. 

6. HEALTH AND HUMAN SERVICES 

6.0 Service Utilization 
Assist cl ient with problem solving in order to 
obtain needed resources. 
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GOAL SETTING AND NEGOTIATION FOR NEXT VISIT 

A ,  Some suggested activit ies for client: 
Client should schedule her six week appointment and should schedule the baby's wellness ap- 

pointment at two  weeks of age. 
B. Some suggested content for Planned Guidance next visit: 

Safety overv iew (Birth to Five Months) 
Follow-up on use of soft pack infant carrier 
Infant bathing 
Infant signs of illness 

HANDOUTS FOR VISIT 
1) Postpartum Health Checklist 
2) Postpartum Danger Signs 
3) "Me and Morn Memo" - Newborn 

PIPE 
Listen, Listen, Listen, Topic 1 Cribside Communication 
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POSTPARTUM DANGER SIGNS 

Call the clinic right away i f  you have any of  the following: 

A headache that won ' t  go away. 

Visual problems (spots before your eyes, blurred vision). 

Fainting. 

r A foul-smelling vaginal discharge. 

Fever or chills. 

Clots passing from the vagina, or bleeding more than a menstrual period. 

Signs of a bladder or kidney infection: 
-burning or pain wi th urination (peeing) 
-having to urinate (pee) frequently. 

Pain or tenderness in your legs. 

A hard, red, painful area in your breast. 

Increasing or severe pain near the stitches in your vaginal area (bottom). 

Redness, increasing pain, or drainage from your Cesarean incisionl 

My health care provider's phone number 
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POSTPARTUM HEALTH CHECKLIST 
(Birth to 6 Weeks) 

CLIENT'S NAME: 

INFANT'S NAME: 

INTERVAL HISTORY & PHYSICAL EXAM CHECKLIST (INFANCY) 

MATERNAL HEALTH 

BREASTS 

LOCHIA 

PERINEUM 

UTERUS 

URINATION 

# STOOLS 

INCISION 

MEDICATIONS 

BP 

DOB: 

DOB: 

INFANT HEALTH 

FEEDING CRYING 

STOOL IMMUNIZATIONS 

URINE 

COLOR 

WELL 
BABY CHECK 
WT 

TONE LENGTH 

HYDRATION 

CORD 

HEAD 
CIRCUMFERENCE 
FONTANEL 

CIRCUMCISION HEARING 

SLEEPING SEEING 

SMILING 

NURSE SIGNATURE VISIT DATE 

78 



, ~ L ~ J z , ~ ( ~ .  fo r  V i o l e n c e  P r e v e n t i o n  

APPENDIX C 

. . . .  ~ Budget. 

Prenatal and Early Childhood Nurse Home Visitation Program 
.Illustrative Budget for First Three Years of Program Operation " 

Base Fringe Year 1 Year 2 Year 3 
Salary Benefits Total % Effort :l'otal 

Nurse Supervisor $47,000 $12,220 $59,220 50% $29,610 $31,091 $32,645 $93,346 
Nurse 1 $36,500 $9,490 $45,990 100% $45,990 $48,290 $50,705 $144,984 
Nurse 2 $36,500 $9,490 $45,990 100% $45,990 $48,290 $50,705 $144,984 
Nurse 3 $36,500 $ 9 , 4 9 0  $45,990 100% $45,990 $48,290 $50,705 $144,984 
Nurse 4 $36,500 $9,490 $45,990 100% $45,990 $48,290 $50,705 $144,984 
Secretary $21,486 $5,586 $27,073 50% $13,537 $14,213 $14,924 $42,674 

Total Personnel 

Office Suppl ies $100/month 
Program Supplies $145/per family 
Postage $50/month 
Telephone $100/month 
Copier/Printing $100/month 
Computer with $1,850 
modem/Microsoft Office 
Computer Network Fees $30/month 
Cellular Phones (4) ' $150/per phone 
Cellular Phone Usage $75/month per Nurse 
Fees 
Liability Insurance $100/month 
Medical Supplies $1,500 1st year, $250/Year therafter 
General Staff $2,000 1st year. $1,500/year therafter 
Development 
Mileage (20 trips/per family @ 10 miles roundtrip @ $.21 per mile)/per year 

$227,107 $238,462 $250,387 $715,956 

$1,200 . $1,200 $1,200 $3,600 
$13,500 $500 $500 $14;500 

$600 �9 $600 $600 $1,800 
$1,200 $1,200 $1,200 $3,600 
$1,200 $1,200 $1,200 $3,600 
$1,850 $0 $0 $1,850 

$360 $360 $360 $1,080 
$600. $0 $0 $600 

- $3,600 $3,600 $3,600 $10,800 

$1,200 $1,200 $1,200 $3,600 
$1,500 $250 $250 $2,000 
$2,000 $1,500 $1,500 $5,000 

$4,200 $4,200 $4,200 $12,600 

Total $260,117 $254,272 $266,197 $780,586 
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Training and Technical Assistance 

Estimated Costs of Purchased Services and Materials 
.for Program Start-Up 

Training (assumes a team of six staff) - 

Session I: Theoretical and Clinical Foundations/Using the Perinatal Protocols 
Timing: Before services to families begin 
Duration/Location: 4.5 days, in Denver 
Cost: $3,000 (cost break due to the fact that we normally train more than one new site at 
each Session I training) 

Session II: Infancy Protocols / Partners in Parenting Education 
Timing: negotiated to occur approximately one month before the first mothers recruited 
begin delivering babies 
Duration/Location: 3 days, on the program site 
Cost: $4,500 

Session III: Toddler Protocols 
Timing: negotiated to occur 6-8 weeks prior to first children turning age.1 �9 
Duration/Location: 2 days, on the program site 
Cost: $3,000 

Nursing Child Assessment Satellite Training (Dr. Kathryn Barnard, University of Washington) 

Timing: arranged by site administrators directly with the NCAST program to occur within 
the first three months of program operation 
Durati0n/Location: determined in negotiation with NCAST 
Cost: $2500 - $3500 trainer fee (does not include trax, el expenses) 

Program Management and Evaluation System and Analytic Reports 

Timing: At program startup, coincident with Training I 
Cost: $1,000 for initial MIS system program and manual 

�9 $5,200 per year for each of three years of initial program operation 

Program Materials 

Includes: Nurse Home Visitation Program Training Manuals & Protocols, Partners in 
Parenting Education program materials, NCAST materials for each team of nurses 
Cost: $4,200 
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Technical Assistance 

Includes: Planning support for site development, telephone follow-up and consultation 
throughout the 3-year program start-up period. 
Cost: $2,000 

Travel Cost Estimates 

Site stafftraveling to Denver for Training I: $7500" 
$600 airfare / person x 6 persons 
$450 hotel costs / person x 6 persons 
$200 per diem / person x 6 persons 

Two PRC staff traveling to program site for Training I: $2,500 . 

Two PR C staff traveling to program site for Training II: $2,500 

** note that if no NCAST-certified trainer is available at the program site, the site may also have to pay 
for an NCAST trainer's travel to the site. 

Estimated Total Costs for Training, Technical Assistance and 
Evaluation Services 

Year One: 
Year Two: 
Year Three: 

$38,900 
$ 5,2oo 

$49,300 

i 

81 



P r e n a t a l  and In fancy  Home  V i s i t a t i o n  by Nurses  

L 

82 



~ / ~ e / / ~  for Violence Prevention 

REFERENCES 

Ainsworth, M. D. S., Blehar, M., Waters, E., & Wall, S. (1978). Patterns of attachment. Hillsdale, NJ: 
Erlbaum. 

Ainsworth, M. D. S. (1979). Attachment as related to mother-infant interaction. In J. S. Rosenblatt, 
R. A. Hinde, C. Beer, & M. Busnel (Eds.), Advances in the study of behavior. Vol. 9. New 
York: Academic Press. 

American College of Obstetricians and Gynecologists (1996). Hypertension in pregnancy. Technical 
Bulletin. Jan., 219, 1-8. 

American Psychiatric Association (1994). Diagnostic and statistical manual of mental disorders, 
fourth edition. Washington, D.C.: American Psychiatric Association. 

Bakan, D. (! 971). Slaughter of the innocents: A study of the battered child phenomenon. San 
Francisco: Jossey-Bass Publishers. 

Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. Psychological 
Review, 84, 191-215. 

Bandura, A. (1982). Self-efficacy mechanism in human agency. American Journal of Psychology, 37, 
122-147. 

Barnard, K. E. (1979). Nursing.child assessment satellite teaching manual. Seattle: University of 
Washington. 

Barnard, K. E. (1990). Keys to caregiving. Seattle: University of Washington. 

Bavolek, S. J. (! 984). Handbook for the AAPI: Adult-adolescent parenting inventory. Eau Claire, Wl: 
Family Development Resources, Inc. 

Belsky, J. (1981). Early human experience: A family perspective. Developmental Psychology, 17, 
3-23. 

Bowlby, J. (1969). Attachment and loss:Vol. 4. Attachment. New York: Basic Books. 

Boyer, R., & Savageau, D. (1981). Places rated almanac. New York: Rand McNally. 

Brafford, L. J., & Beck, K. H. (1991). Development and validation of a condom self-efficacy scale for 
college students. Journal of American College of Health, 39, 2 ! 9-225. 

83 



P r e n a t a l  and, In fancy  Home  V i s i t a t i o n  by Nurses  

Brazelton, T. B. (1973). Neonatal behavioral assessment scale. Clinics in developmental medicine: 
Vol. 50. Philadelphia: Lippincott. 

Bronfenbrenner, U. (1979). The Ecology of human development: Experiments by nature and design. 
Cambridge, MA: Harvard University Press. 

Bronfenbrenner, U. (1992). The process-person-context model in developmental research principles, 
applications, and implications. (Unpublished). Ithaca, N.Y.: Cornell University. 

Caldwell, B., & Bradley, R. (1979). Home observation for measurement of the environment. Little 
Rock, AR: University of Arkansas. 

Carlson, E. A., & Sroufe, L. A. (1995). Contribution of attachment theory to developmental psychopa- 
thology. In D. Cicchetti & D. J. Cohen (Eds.), Developmental psychopathology: theory and 

method: Vol. 1 (pp. 581-617). New York: Wiley. 

Chaikand, S., & Corman, H. (1991). The impact of low birthweight on special education costs. 
Journal of Health Economics, 10, 291-311. 

Children's Defense Fund (1992). The state of America's children. Washington, D.C. 

Combs-Orme, T., Reis, J., & Ward, J. (1985). Effectiveness of home visits by public health nurses in 
maternal and child health: An empirical review. Public Health Report, 100, 490-499. 

Cook, E J., & Laub, J. H. (1997) (Forthcoming). The unprecedented epidemic in youth violence. In 
M. H. Moore and M. Tonry (Eds.), Crime and justice. Chicago: University of Chicago Press. 

Daro, D. & McCurdy, K. (1990). Current trends in abuse reporting and fatalities: The results of 
the 1990 annualfifty-state survey. Chicago: National Committee for the Prevention of 
Child Abuse. 

Davis, L., & Tolan, P. H. (1993). Aitemative and preventive intervention. In E H. Tolan & B. J. Cohler 
(Eds.), Handbook of clinical research and practice with adolescents. New York: John Wiley 
and Sons. 

Dishion, T. J., Capaldi, D., Spracklen, K. M., & Li, F. (1995). Peer ecology of male adolescent drug 
use. Development and Psychopathology, 7, 803-824. 

Dodge, K. A., Bates, J., & Pettitt, G. (1990). Mechanisms in the cycle of violence. Science, 250, 
1678-1683. 

Dodge, K. A., Coie, J. D., Pettit, G. S., & Price, J. M. (1990). Peer status and aggression in boys' 
groups: Developmental and contextual analyses. ChiM Development, 61, 1289-1309. 

84 



~ / ~ e / / ~  for Violence Prevention 

Dolezoi, S., & Butterfield, P. M. (1994). Partners in parenting education. Denver, CO: How to Read 
Your Baby. 

Dusenbury, L., & Falco, M. (1995). Keeping score: What are we getting for our federal drug control 
dollars. Washington D.C.:Drug Strategies. 

Egeland, B., Jacobvitz, D., & Papotola, D. (1984). lntergenerational continuity of parental abuse. 
Proceedings from Conference on Biosocial Perspectives on Child Abuse and Neglect, Social 
Science Research Council, York, ME, May 20-23. 

Eisenberg, N., & Mussen, P. H. (1989). The roots ofprosocial behavior in children. Cambridge, 
England: Cambridge University Press. 

Elliott, D. S. (1993). Health enhancing and health compromising lifestyles. In S. G. Millstein, 
A. C. Petersen, & E. O. Nightingale (Eds.), Promoting the health of adolescents: New 
directions for the 21.3' centuo,. New York: Oxford. 

Elliott, D. S. (1994). Serious violent offenders: Onset, developmental course and termination. 
Criminolog); 32,701-722. 

Ellis, R., & Milder, J. (1981). Child abuse and locus of control. Psychological Reports, 48, 507-510. 

Epstein, A. S. (1979). Pregnant teenagers' knowledge of infant development. Paper presented at 
the biennial meeting of the Society for Research in Child Development, San Francisco, 
March, 1979. 

Fagan, J. (1996). The comparative advantage of the juvenile verses criminal court sanctions on 
recidivism among adolescent felony offenders. Law and Policy, 18, 77-112. 

Farrington, D. P. (1994). Early developmental prevention of juvenile delinquency. Criminal Behavior 
and Mental Health, 4, 209-227. " 

Feshbach, N. D. (1979). The construct of empathy and the phenomenon of physical maltreatment of 
children. In D. Cicchetti & V. Carlson (Eds), ChiM maltreaonent: Theory and research on 
the causes and consequences of chiM abuse and neglect (pp. 349-373). Cambridge, NY: 
Cambridge University Press. 

Fox, J. A. (1996). Trends bzjuvenile violence: A report to the United States Attonley General on 
current and fitture rates of juvenile offending. Washington, D.C.: Bureau of Justice Statistics, 
U.S. Department of Justice. 

Frazier, C. E., Bishop, D. M., & Lanza-Kaduce, L. (1997). "Get tough" juvenile reforms: Does 
"adultification" make matters worse? (Unpublished). Gainesville, FL: University of Florida. 

85 



Prenata l  and Infancy Home Vis i ta t ion  by Nurses 

Fried, P. A., & Makin, J. E. (1987). Neonatal behavioural correlates of prenatal exposure to marihuana, 
cigarettes and alcohol in a low risk population. Neurotoxicology and Teratology, 9,1-7. 

Fried, P. A., Watkinson, B. W., & Dillon, R. E (1987). Neonatal neurological status in a low-risk 
population after prenatal exposure to cigarettes, marijuana, and alcohol. Developmental & 
Behavioral Pediatrics, 8, 318-326. 

Furstenberg, E E, Brooks-Gunn, J., & Morgan, S~P. (1987). Adolescent mothers in later life. 
Cambridge, MA: Cambridge University Press: 

Gallop, G. Jr. (1994). The Gallop Poll Monthly, No. 347 (p. 13). Princeton, NJ: The Gallop Poll. 

Gil, D. (1970). ~qolence against children: physical child abuse in the United States. Cambridge, MA: 
Harvard University Press. 

Goldenberg, R. (1996). Editorial: intrauterine infection and why preterm prevention programs have 
failed. American Journal of Public Health, 86, 781-783. 

�9 Gottfredson, D. C. (1997). School-based crime prevention. In L. W. Sherman, D. C. Gottfredson, D. 
MacKenzie, J. Eck, P. Reuter, & S. Bushway (Eds.), Preventing crime: What works, what 
doesn't, what's promising: A report to the United States Congress. University of Maryland. 

Gottfredson, M. R., & Hirschi, T. (1990). A general theory of crime. Stanford, CA: Stanford 
University Press. 

Greenwood, P. W., Model, K. E., Rydell, C. P., & Chiesa, J. (1996). Diverting children from a life 
of crime: Measuring costs and benefits. (Unpublished). Santa Monica, CA: The Rand. 
Corporation. 

Haley, J. (1991). Problem-solving therapy (2nd ed.). San Francisco: Jossey-Bass. 

Hawkins, J. D., Catalano, R. E, & Miller, J. Y. (1992). Risk and protective factors for alcohol and 
other drug problems in adolescence and early adulthood: Implications for substance abuse 
prevention. Psychological Bulletin, 112, 64-105. 

Heinrich, L. (1993). Contraceptive self-efficacy in college women. Journal of Adolescent Health, 14, 
269-276. 

Hiatt, S. L., Sampson, D., & Baird, D. (1997). Paraprofessional home visitation: Conceptual and 
pragmatic considerations. Journal of Community Psychology, 25, 77-93. 

Hirschi, T. (1994). Family. In T. Hirschi & M. R. Gottfredson (Eds.), The generality of deviance (pp. 
47-69). New Brunswick, NJ: Transaction Publishers. 

86 



~ ; ~ / ~ e / ~  for Violence Prevention 

Hotz, V. J., McElroy, S. W., & Sanders, S. G. (1997). The impacts of teenage childbearing on the 
�9 mothers and the consequences of those impacts for government, In R. Maynard (Ed.). Kids 
having kids. Washington, D.C.: The Urban Institute Press. 

Howell, J. C., Krisberg, B., Hawkins, J. D., & Wilson, J. J. (1995). Sourcebook on serious violence 
and chronic juvenile offenders. Thousand Oaks, CA: Sage. 

Institute of Medicine (1990). Nutrition during pregnancy. Washington, D.C.: National Academy Press. 

Jacobson, S. W., Fein, G. G., Jacobson, J. L., Schwartz, P. M., & Dowler, J. K. (1984). Neonatal 
correlates of prenatal exposure to smoking, caffeine, and alcohol. Infant Behavior and 
Development, 7, 253-265. 

Jessor, R., & Jessor, S. (1977). Problem behavior and psychosocial development: A longitudinal study 
of youth. New York: Academic Press. 

~Johnston, L. D., Bachman, J. G., & O'MaUey, P. M. (1996). High school seniors reporting that they 
worry about selected problems. In K. Maguire & A. L. Pastore (Eds.), Sourcebook of 
criminal justice statistics. Washington D.C.: U.S. Department of Justice, Bureau of Justice 
Statistics, USGPO. 

Jones, F. A., Green, V., & Krauss, D. R. (1980). Maternal responsiveness of primiparous mothers 
during the postpartum period: Age differences. Pediatrics, 65, 579-583. 

Kandel, D., Simcha-Fagan, O., & Davies, M. (1986). Risk factors for delinquency and illicit drug use 
from adolescence to young adulthood. Journal of Drug Issues, 16, 67-90. 

Karoly, L. A., Everingham, S. S., Hoube, J., Kilbum, R., Rydell, C. P., Sanders, M., & Greenwood, 
P. W. (1997). Benefits and costs of early-childhood interventions- A documented briefing. 
Santa M, onica, CA: The RAND Corporation. 

Kempe, C. (1973). A practical approach to the protection of the abused child and rehabilitation of the 
abusing parent. Pediatrics, 51,804. 

Kitzman, H., Olds, D. L., Henderson, C. R., et al: (1997). Effect of prenatal and infancy home 
visitation by nurses on pregnancy outcomes, childhood injuries, and repeated childbear- 
ing: A randomized controlled trial. The Journal of the American Medical Association, 
278, 644-652. 

Kitzman, H., Cole, R., Yoos, H. L., & Olds, D. (1997). Challenges experienced by home visitors: A 
qualitative study of program implementation. Jounlal of Community Psychology, 25, 95-109. 

87 



Prenata l  and In fancy  Home Vis i tat ion by Nurses 

Klein, L., & Goldenberg, R. L., (1990). Prenatal care and its effect on preterm birt h and low birth 
weight. In I. R. Merkatz & J. E. Thompson (Eds), New perspectives on prenatal care 
(pp. 501-529). New York, NY: Elsevier. 

Kramer, M. S. (1987). Intrauterine growth and gestational duratiofi determinants. Pediatrics,~80, 
502-511. / 

Krisberg, B., & Onek, D. (1994). Proven prevention and intervention programs for serious, violent 
and chronic juvenile offenders. San Francisco: National Council on Crime and Delinquency. 

Levinson, R. A. (1986). Contraceptive self-efficacy: A perspective on teenage girls' contraceptive 
behavior. Journal Sex Research, 22, 347-369. 

Lipsey, M. W. (1992). Juvenile delinquency treatment: A meta-analytic !nquiry into the variability of 
effects. In T. Cook, et al. (Eds.), Meta analysis for explanation: A casebook. New York: 
Russell Sage Foundation. 

Lipsey, M. W. (1997). Can intervention rehabilitate serious delinquents? Research on the central 
premise of the Juvenile Justice System. Paper presented at the Symposium on the Future of 
the Juvenile Court, Philadelphia. 

Lipsey, M. W., & Wilson, D. B. (1997). Effective interventions for serious juf~enile offenders: A. 
synthesis of research. Nashville, TN: Vanderbilt University. 

Lipton, D., Martinson, R., & Wilks, J. (1975). The effectiveness of correctional treatment: A survey of 
treatment evaluation studies. New York: Praeger. " _ - 

Loebe~', R., & Farrington, D. P. (1997) (Forthcoming). Never tooearly, never too late: Risk factors and 
successful interventions for serious and violent juvenile offenders .. Thousand Oaks, CA: 
Sage. . : 

Loyd, B., & Abidin, R: (1985). Revision of.the parenting stress index. Journal of Pediatric 
Psychology, 53, 169-177. 

MacKenzie, D. L., Shaw, J. W., & Souryal, C. (1992)..Characteristics associated with successful 
adjustment to supervision: A comparison of parolees, probationers, shock participants and 
shock dropouts. Criminal Justice and Behavior, 19, 437-454. 

Maguire, K., and Pastore, A. L. (1996). Sourcebook of criminal justice statistics, 1995. Washington 
D.C.: U.S. Department of Justice, Bureau of Justice Statistics, USGPO. 

88 



~ L ~ e ~ . ~  for Violence Prevention 

Main, M., Kaplan, N., & Cassidy, J. (1985). Security in infancy, childhood, and adulthood: A move to 
the level of representation. In I. Bretherton & E. Waters (Eds.), Growing poh~ts of attachment 
theory and research. Monographs of the Society for Research in ChiM Development, 50 (1- 
2, Serial No. 209), 66-104. 

Makin, J., Fried, P. A., & Watkinson, B. (1991). A comparison of active and passive smoking during 
pregnancy: Long-term effects. Neurotoxicology and Teratology, 13, 5-12. 

Martinson, R. (! 974). "What works?" Questions and answers about prison reform. Public Interest, 
June, 22-25. 

Maxfield, M., & Widom, C. (1996). The cycle of violence. Archives of Pediatric Adolescent 
Medicine, 150, 390-395. 

Mayes, L. C. (1994). Neurobiology of prenatal cocaine exposure: Effect on developing monoamine 
systems, h~mt Mental Health Journal, 15, 121- i 33. 

McCormick, M. C., Brooks-Gunn, J., Shorter, T., Holmes, J. H., Wallace, C. Y., & Heagarty, M. C. 
(1989). Outreach as case finding: Its effect on enrollment in prenatal care. Medical Care, 27, 
103-111. 

Milberger, S., Biederman, J., Faraone, S., Chen, L., & Jones, J. (1996). ls maternal smoking during 
pregnancy a risk factor for attention deficit hyperactivity disorder in children? American 
Journal of Psychiatry, 153, 1138-1142. 

Moffitt, T. E., Caspi, A., Dickson, N., Silva, P., & Stanton, W. (1996). Childhood-onset versus 
adolescent-onset antisocial conduct problems in males: National history from ages 3 to 18 
years. Development and Psychopathology, 8, 399-424. 

Moore, K. (1995). Background data on teenage fertility. Washington, D.C.: Child Trends, Inc. 

Musick, J. S. (1993). Young, poor and pregnant. New Haven, CT: Yale University Press. 

National Center for Health Statistics (1991). Advance report of final mortality statistics 1991. Vital 
statistics of the United States: Vol. I. Washington, D.C.: U.S. Department of Health and 
Human Services. 

National Research Council (1993). Losing generations: Adolescents in high risk setthlgs. Washington 
D.C.: National Academy Press. 

New York State Department of Social Services (1982). Annual report ofcMd protective services in 
New York State. Albany: New York State Department of Social Services, 1973-1982. 

89 



P r e n a t a l  and In fancy  Home  V i s i t a t i o n  by Nurses  

Newberger, C. M., & White, K. M. (1990). Cognitive foundations for parental care. In D. Cicchetti & 
V. Carlson (Eds), ChiM maltreatment: Theory and research on the causes and consequences 
of child abuse and neglect (pp. 302-316). Cambridge, NY: Cambridge University Press. 

Nugent J. K., Lester, B. M., Greene, S. M., Wieczorek-Deering, D., & O'Mahony, E (1996)i The 
effects of maternal alcohol consumption and cigarette smoking during pregnancy on acoustic 
cry analysis. Child Development, 67, 1806-1815. 

O'Brien, R. A., & B aca, R. P. (1997). Application of solution-focused interventions to nurse home 
visitation for pregnant women and parents of young children. Journal of Community 
Psychology, 25, 47-57. 

Office of Juvenile Justice and Delinquency Prevention (1995). Guide for implenzenting the compre- 
hensive strategy for serious violent and chronic juvenile offenders. Washington D.C.: Office 
of Juvenile Justice and Delinquency Prevention. 

Olds, D. (1980). Imp~roving formal services for mothers and children. In J. Garbarino & H. Stocking 
(Eds.), Protecting children from abuse and neglect: Developing and maintaining effective 
support systems for families. (pp. 173-197). San Francisco: Jossey-Bass. 

Olds, D. L. (1997). Tobacco exposure and impaired development: A review of the evidence. Mental 
Retardation and Developmental Disabilities Research Reviews, in press. 

Olds, D. L., Eckenrode, J., Henderson, C. R., et al. (1997). Long-term effects of home visitation on 
maternal life course and child abuse and neglect: 15-year follow-up of a randomized trial. 
The Journal of the American Medical Association, 278, 637-643. 

Olds, D. L., Henderson, C., Phelps, C., et al. (1993). Effects of prenatal and infancy nurse home 
visitation on government spending. Medical Care, 31, 155-174. 

Olds, D. L., Henderson, C. R., & Tatelbaum, R. (1994a). Intellectual impairment in children of women 
who smoke cigarettes during pregnancy. Pediatrics, 93, 221-227. 

Olds, D. L., Henderson, C. R., & Tatelbaum, R. (1994b). Prevention of intellectual impairment in 
children of women who smoke cigarettes during pregnancy. Pediatrics, 93, 228-233. 

Olds, D. L., Henderson, C. R., Tatelbaum, R., & Chamberlin, R. (1986). Improving the delivery of 
prenatal care and outcomes of pregnancy: A randomized trial of nurse home visitation. 
Pediatrics, 77, 16-28. 

Olds, D. L., Henderson, C. R., Chamberlin, R, & Tatelbaum, R. (1986). Preventing child abuse and 
neglect: A randomized trial of nurse home visitation. Pediatrics, 78, 65-78. 

90 



~ / ~  for Violence Prevention 

Olds, D. L., Henderson, C. R., & Kitzman, H. (1994). Does prenatal and infancy nurse home visitation 
have enduring effects on qualities of parental caregiving and child health at 25 to 50 months 
of life? Pediatrics, 98, 89-98. 

Olds, D. L., Henderson, C. R., Kitzman, H., & Cole, R. (1995). Effects of prenatal and infancy nurse 
home visitation on surveillance of child maltreatment. Pediatrics, 95, 365-372. 

Olds, D. L., Henderson, C. R., Tatelbaum, R., & Chamberlin, R. (1988). Improving the life-course 
development of socially disadvantaged mothers: A randomized trial of nurse home visitation. 
American Journal of Public Health, 78, 1436-1435. 

Olds, D. L., & Kitzman, H. (1990). Can home visitation improve the health of women and children at 
environmental risk? Pediatrics, 86, i 08-116. 

Olds, D. L., & Kitzman, H. (I 993). Review of research on home visiting. In Thefiaure of children: 
Vol. 3 (pp. 51-92). 

Olds, D. L., Kitzman, H., Cole, R., & Robinson, J. (1997). Theoretical foundations of a program of 
home visitation for pregnant women and parents of young children. Journal ofCommani~ 
Psycholog3; 25, 9-25. 

Olds, D. L., Pettitt, L. M., Robinson, J., Henderson, C. Jr., Eckenrode, J., Kitzman, H., Cole, B., & 
Powers, J. (1997) Reducing risks for antisocial behavior with a program of prenatal and early 
childhood home visitation. Journal of Community Psychology, in press. 

Osgood, D. W., Johnston, L., O'Malley, E, & Bachman, J. (1988). The generality of deviance in late 
adolescence and early adulthood. American Sociological Reviews; 53, 81-93. 

Osofsky, J. J., & Osofsky, J. D. (1970). Adolescents as mothers. American Journal of Orthopsychiatry, 
40, 825. 

Parke, R., & Collmer, C. (1975). Child abuse: An interdisciplinary analysis. In M. Hetherington 
(Ed.), Review ofchiM development research: Vol. 5 (pp. 509-590). Chicago: University of 
Chicago Press. 

Peterson, E. (1996). Juvenile boot camps: Lessons learned. Fact Sheet #36, Office of Juvenile Justice 
and Delinquency Prevention. Washington D.C.: Office of Juvenile Justice and Delinquency 
Prevention. 

Pianta, R., Egeland, B., & Erickson, M. E (I 990). The antecedents of maltreatment: results of the 
Mother-Child Interaction Research Project. In D. Cicchetti & V. Carlson (Eds), Child 
maltreatment: Theory and research oil the causes and consequences of chiM abuse and 
neglect (pp. 302-316). Cambridge, NY: Cambridge University Press. 

91 



P r e n a t a l  and In fancy  Home  V i s i t a t i o n  by Nurses  

Picone, T. A., Allen, L. H., Olsen, P. N., & Ferris, M. E. (1982). Pregnancy outcome in North Ameri- 
can women. II. Effects of diet, cigarette smoking, stress, and weight gain on placentas, and on 
neonatal physical and behavioral characteristics. The American Journal of Clinical Nutrition, 
36, 1214-1224. 

Plomin, R., Reiss, D., Hetherington, M., & Howe, G. (1994). Nature and nurture: genetic contributions 
to measures of the family environment. Developmental Psychology, 30(1), 32-43. 

Podkopacz, M. R., & Feld, B. (1996). The end of the line: An empirical study of judicial waiver. The 
Journal of Criminal Law & Criminology, 86, 449-492. 

Powell, K. E., & Hawkins, D. E (1996). Youth violence prevention. American Journal of Preventive 
Medicine, 12 (Supplement), 1-134. 

Quinton, D., & Rutter, M. (1984). Parents with children in care: I1. Intergenerational continuities. 
Journal of ChiM Psychology and Psychiatry, 25, 231-250. 

Raine, A., Brennan, P., & Mednick, S. A. (1994). Birth complications combined with early maternal 
rejection at age 1 year predispose to violent crime at age 18 years. Archives of General 
Psychiatry, 51,984-988. 

Richardson, G. A., Day, N. L., & Taylor, P. M. (1989). The effect of prenatal alcohol, marijuana, and 
tobacco exposure on neonatal behavior. Infant Behavior and Development, 12, 199-209. 

Robinson, J. L., Zahn-Waxler, C., & Emde, R. N. (1994). Patterns of development in early em- 
pathic behavior: Environmental and child constitutional influences. Social Development, 
3, 125-145. 

Rogosch, E A., Cicchetti, D., & Aber, J. L. (1995). The role of child maltreatment in early deviations 
in cognitive and affective processing abilities and later relationship problems. Development 
and Psychopathology, 7, 591-609. 

Sameroff, A. J. (1980). Parental views of child development. In R. A. Hoekelman (Ed.), Minimizing 
high-risk parenting. Media, PA: Harwal Publishing Co. 

Sameroff, A., Seifer, R. & Barocas, R. (1987). Intelligence quotient scores Of 4-year-old children: 
Social environmental risk factors. Pediatrics, 79, 343-50. 

Schields, A. M., Cicchetti, D., & Ryan, R. M. (1994). The development of emotional and behavioral 
self-regulation and social competence among maltreated school-age children. Development 
and Psychopathology, 6, 57-75. 

Sechrest, L., White, S., & Brown, E. (1979). Rehabilitation of criminal offenders: Problems and 
prospects. Washington D.C.: National Academy of Sciences. 

92 



~ / ~ / / ~  for Violence Prevention 

Shaw, J. W., & MacKenzie, D. L. (1992). The one-year community supervision performance of 
drug offenders and Louisiana DOC-identified substance abusers graduating from shock 
incarceration. Journal of Criminal Justice, 20, 501-516. 

Sherman, L. W., Gottfredson, D. C., MacKenzie, D., Eck, J., Reuter, E, & Bushway, S. (1997). 
Preventing crime: What works, what doesn't, what's promising: A report to the U. S. 
Congress. University of Maryland. 

Sparling, J., & Lewis, I. (1984). Learning games for the first three years: A guide to parent-child play. 
NY: Walker and Company. 

Spinetta, J. J., & Rigler, D. (1972). The child abusing parent: A psychological review. Psychological 
Bulletin, 77, 296-304. 

Sroufe A., & Carlson, E. A. (1995). Contribution of attachment theory to developmental psychopathol- 
ogy. In D. Cicchetti & D. Cohen (Eds.), Developmental psychopathology: Vol. 1: Theory and 
methods. New York: John Wiley & Sons, Inc. 

Streissguth, A. P., Barr, H. M., & Martin, D. C. (1983). Maternal alcohol use and neonatal habituation 
assessed with the Brazelton scale. Child Development, 54, 1109-1118. 

Streissguth, A. P., Sampson, P. D., Barr, H. M., Bookstein, E L., & Olson, H. C. (1994). The effects of 
prenatal exposure to alcohol and tobacco: Contributions from the Seattle longitudinal 
prospective study and implications for public policy. In H. L. Needleman & D. Bellinger 
(Eds), Prenatal exposure to toxicants. The Johns Hopkins University Press, 148-183. 

Tolan, P. H., & Guerra, N. G. (1994). What works in reducing adolescent violence: An empirical 
review of the field. Boulder, CO: Center for the Study and Prevention of Violence. 

Tygart, C. E. ( 1991). Juvenile delinquency and number of children in a family: Some empirical and 
theoretical updates. Youth & Society, 22, 525-536. 

U. S. Advisory Board on Child Abuse and Neglect. (1990). Child abuse and neglect: Criticalfirst 
steps hi response to a national emergency. Washington, D.C.: Government Printing Office. 

Wakschlag, L. S., Lahey, B. B., Loeber, R., Green, S. M., Gordon, R. A., & Leventhal, B. L. (1997). 
Maternal smoking during pregnancy and the risk of conduct disorder in boys. Archives of 
General Psychiatry, 54, 670-680. 

Washington State Institute for Public Policy (1998). Watching the bottom line: Cost-effective interven- 
tions for reducing crime in Washington. Olympia, WA.: The Evergreen State College. 

93 



P r e n a t a l  and  I n f a n c y  H o m e  V i s i t a t i o n  by N u r s e s  

Wasik, B. H., Bryant, D. M., Ramey, C. T., & Sparling, J. J. (1992). Mediating variables: Maternal 
problem solving. In R. T. Gross, D. Spiker, & C. Hayes (Eds.), The infant health and 
development program. Palo Alto, CA: Stanford University Press. 

Webster, D. W. (1993). The unconvincing case for school-based conflict resolution. Health Affairs, 12, 
126-141. 

Weitzman, M., Gortmaker, S., & Sobol, A. (1992). Maternal smoking and behavior problems of 
�9 children. Pediatrics, 90, 342-349. 

White, H., Johnson, V., & Garrison, C. G. (1985). The drug-crime nexus among adolescents and their 
peers. Deviant Behavior, 6, 183-204. 

Widom, C. S. (1989). The cycle of violence. Science, 244, 160-166. 

Wright, W. E., & Dixon, M. C. (1977). Community prevention and treatment of juvenile delinquency: 
A review of evaluation studies. Journal of Research in Crime and Delinquency, 14, 35-62. 

Zukerman, B., & Beardslee, W. (1987). Maternal depression: a concern for pediatricians. Pediatrics, 
79, 110-117. 

94 



~ ; ~ / ~ e / / ~  for Violence Prevention 

FOR FURTHER INFORMATION ON THE 
PRENATAL AND INFANCY HOME V IS ITATION BY NURSES 

PROGRAM CONTACT: 

David L. OIds, Ph.D. 
Director, Prevention Research Center for Family and Child Health 

1825 Marion Street 
Denver, CO 80218 

Phone: (303) 864-5200 
Fax: (303) 864-5236 

Email: olds.david @ tchden.org 

95 



Prenatal  and Infancy Home Visitat ion by Nurses 

A c k n o w l e d g m e n t s  

I wish to thank Peggy Hill, Ruth O'Brien, Pilar Baca, and David Racine for their contributions to 
our strategies for disseminating the program model; to Charles Henderson, Harrie t Kitzman, Bob 
Cole, John Eckenrode, Robert Tatelbaum, and Robert Chamberlin for their contributions to the 
scientific conduct of the randomized trials upon which this program has been based; to John Shan- 
non for his enduring commitment to the administration of this program in Elmira; and to all of the 
nurses and families who have contributed so much to the effective implementation of this program 
in Elmira, Memphis, Denver, and in the new dissemination sites. 

The research upon which this program is based was supported by a variety of public and private 
funding sources. These include the Administration for Children and Families (90PD0215/01 and 
90PJ0003), Biomedical Research Support (PHS $7RR05403-25), Bureau of Community Health 
Services, Maternal and Child Health Research Grants Division (MCR-360403-07-0), Carnegie Cor- 
poration (B-5492), Colorado Trust (93059), Commonwealth Fund (10443), David and Lucille Packard 
Foundation (95-1842), Ford Foundation (840-0545, 845-0031, and 875-0559), Maternal and Child 
Health, Department of Health and Human Services (MCJ-363378-01-0), National Center for Nurs- 
ing Research (NR01-01691-05), National Institute of Mental Health (I-K05-MH01382-01 and I- 
R01-MH49381-01A 1), Pew Charitable Trusts (88-0211-000), Robert Wood Johnson Foundation 
(179-34, 5263, 6729, and 9677), US Department of Justice (95-DD-BX-0181), W. T. Grant Foun- 
dation (80072380, 84072380, 86108086, and 88124688) and the Department of Health and Human 
Services, HRSA, Division of Nursing (1-D 10-NU-30325-01). 

PROPERTY OF 
National Criminal Justice Reference Service (NCJRS) 
Box 6000 
Rockville, MD 20849-6000 

96 




