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To make a serious dent in the nation’s social and health problems, the child welfare system—
and others—must develop strategies that have broad impact on people and contexts. That is, 
they must seek to make a difference at the level of entire populations, rather than targeting 
only the individuals and families at highest risk. In this brief, Ron Haskins, Kenneth A. Dodge, 
and Deborah Daro call for a system of psychosocial care for young families, akin to the existing 
health care system, in which well-baby visits are universal and spaced out across the early 
lifespan, not triggered by an illness or medical diagnosis. As an example of what such a strategy 
could accomplish, they highlight the Family Connects program, designed at Duke University and 
first implemented in Durham, NC. Family Connects aims to reach every family with a newborn 
child in a given community through a system that combines home visiting by trained nurses; 
community alignment through a directory of services to connect families to the resources they 
need; and data and monitoring through an electronic data system that acts as a family-specific 
psychosocial and educational record. After experimental trials showing that Family Connects could 
achieve impressive results with a broad array of families—and, crucially, that the results could be 
replicated—the program is now in place or in development at 16 sites in the United States.

How do we reduce child maltreatment, poor 
health outcomes, and other problems among 
all children? This policy brief accompanies the 
Spring 2019 issue of Future of Children, which 
explores universal social programs designed to 
serve entire communities as they move toward 
achieving population impact in reducing child 
maltreatment, strengthening parental capacity, 
and improving infant health and development. 
This issue heralds a policy shift away from 
responding to abuse and neglect (through 
such steps as emergency placement) only after 
children have been reported to child welfare 
officials. The seven articles in the issue focus 
primarily but not exclusively on home visiting, 
and they describe programs that serve hundreds 
or in some cases thousands of children and 
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families with the aim of achieving large-scale 
impact in reducing child maltreatment and 
promoting development. 

To make a serious dent in the nation’s social and 
health problems, the child welfare system—and 
most other areas of social intervention, such 
as preschool education, children’s health, and 
juvenile delinquency prevention—must develop 
strategies that have broad impact on people and 
contexts. Though some researchers and program 
designers assert that we’ve already developed 
such programs, this claim is premature. Nor have 
scientific leaders who study social programs fully 
embraced the move toward population impact. In 
fact, in the past 10 years, as scientists scrambled to 
identify genetic and neuroscientific mechanisms 
for disorders, the proportion of NIH-funded 
projects with the words “public” or “population” in 
the title has declined by 90 percent.

The recent Mother and Infant Home Visiting 
Program Evaluation (MIHOPE), which studied 
four nationally renowned targeted home-visiting 
programs, reminds us once again that it’s hard 
to take evidence-based programs to scale while 
maintaining consistently high quality. Its findings 
underscore the need for new thinking about 
how to configure the network of prevention 
services. Among families in the MIHOPE 
study, the impact on an array of outcomes was 
modest. To the surprise of many, few of either 
the treatment-group or control-group families 
were ever reported to child welfare agencies, 
suggesting that these programs aren’t reaching 
families with a high probability of entering the 
child welfare system. Either the eligibility criteria 
aren’t targeting the right risk factors, or high-risk 
families are opting not to participate in these 
voluntary programs. 

In contrast, several programs described in the 
Future of Children offer models that come close 
to universal reach. To manage costs, they rapidly 
evaluate families so that expensive interventions 
are delivered to a smaller group, within the 
context of universal care. This strategy might be 
called a system of psychosocial care for young 
families, akin to the existing health care system, 
in which well-baby visits are universal and spaced 
out across the early lifespan, not triggered by 
an illness or medical diagnosis. Well-baby visits 
encompass preventive interventions (such as 

immunizations and tips for parents), screenings 
for undetected problems (like genetic disorders 
and growth delays), and referrals to specialists. 
A system of well-baby health care is thought to 
promote healthy development and prevent illness 
and death. It’s so valued that health insurers pay 
for it readily and encourage families to participate. 
The models offered in this issue of Future of 
Children move us toward such a universal system 
for psychosocial care.

As one example, the Welcome Baby program in 
Los Angeles County offers families as many as 
nine contacts, from pregnancy through an infant’s 
ninth month. Welcome Baby has served more 
than 59,000 families to date, and the county is 
working to expand it to reach all families. At the 
same time, leaders are encouraging systemic 
change among county and private providers. A 
second example is the First Born Program in New 
Mexico, an effort to bring universal home visiting 
to all first-time parents in many communities. 
Pregnant women enrolled in the program may 
receive up to 40 home visits over their babies’ first 
year of life, with additional services continuing 
as needed until the child’s third birthday. First 
Born also works to improve links across local 
support services and to strengthen the community 
safety net for all parents. Although evaluations of 
Welcome Baby, First Born, and other programs 
reviewed in Future of Children, such as Triple P 
and Healthy Steps, have produced mixed results, 
the models are promising; these programs are 
being refined and improved as they expand.

Among the programs reviewed in the issue, 
the one that comes closest to showing a broad 
impact on communities is Family Connects, 
designed by Kenneth Dodge and his team at 
Duke University. First implemented in Durham, 
NC, Family Connects aims to reach every family 
with a newborn child in a given community. After 
families are identified in the birthing hospital, 
the program and its purpose are explained to 
the mothers (and their partners, if present) and 
an appointment is scheduled to visit the family 
at home in the first few weeks of the child’s life. 
The home interview, which lasts one and a half to 
two hours, is conducted by a trained nurse who 
uses a protocol to determine whether the family 
has special needs in 12 key areas; these include 
substance use, child care, the parent-infant 
relationship, maternal depression, and infant 
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health. Each area is scored from 1 to 4 on a scale 
of increasing risk calling for increasing levels of 
intervention.

The same nurse then works with the family to 
get them the community services they need. This 
is a vital part of the Family Connects approach: 
connecting parents and their babies with 
community agencies. It’s assumed that nearly 
every community has multiple agencies offering 
help to families with various levels of need, 
often at reduced cost or even free, depending 
on circumstances. Part of the genius of Family 
Connects is to align community agencies through 
an annotated and constantly updated electronic 
directory of services that support young families. 
Durham’s directory lists more than 400 agencies, 
including high-quality, evidence-based programs 
such as long-term home visiting; government 
and professional services like food stamps and 
Medicaid; and unregulated resources such as 
faith-based programs and food pantries. After 
helping to connect families with these resources, 
the home-visiting nurse follows up to encourage 
them to keep participating. 

An important part of the Family Connects model 
is its sophisticated system of electronic record 
keeping. A family case record, created from birth 
reports, documents the nurse’s clinical interviews, 
screening instrument responses, scoring of risk, 
referrals to community agencies, programs in 
which the parents participated, and the parent’s 
satisfaction with services as indicated in follow-
up calls. By integrating information, the case 
records guide decision-making about treatment 
and help the nurse match family needs with 
interventions in the community. They include 
information about whether the family entered the 
intervention and made progress. And if parents 
agree, the information can be shared with the 
infant’s pediatrician. The file thus serves as a 
psychosocial health record, much like electronic 
health records in the health care system.

Community leaders also use the information to 
map population-level family needs, assets, and 
gaps in service. With identifying information 
removed, the files are aggregated and used to 
judge population-level indicators of family needs, 
and the directory of services is used to map 
community assets that respond to those needs. 
Leaders can compare the two to identify gaps and 

redundancies in services, allowing them to deploy 
community resources efficiently. They also use 
this population-level information to determine 
how successfully the interventions deal with the 
family problems identified.

Researchers generally agree that effective 
implementation is one key to creating programs 
that can be replicated. The Dodge team used 
three measures to determine whether Family 
Connects could be implemented at scale while 
maintaining quality: penetration rate (the 
percentage of families with newborns that 
were recruited and successfully completed 
the program); fidelity of implementation (the 
portion of families for whom quantitative scores 
were completed while the nurses adhered to 
the protocol); and connection rates (the share of 
families for which an external agency connection 
was proposed and successfully established). 
About 80 percent of the approximately 2,300 
families offered the program in Durham agreed 
to participate; 86 percent of these families 
completed the program, including receiving 
referrals. Independent quality-control experts 
accompanied nurses on 116 home visits to obtain 
measures of fidelity of implementation. They 
documented whether nurses correctly completed 
each of the 62 model elements, finding that the 
nurses adhered to 84 percent of the elements. 
In addition, 94 percent of families were scored 
as having one or more needs that merited 
intervention. Program staff called families a 
month after completing the program to find out 
whether they’d successfully made a community 
connection. Of the families contacted, 79 percent 
reported that they’d followed through to establish 
a connection. And 99 percent of families said they 
would recommend Family Connects to a new 
mother.

Of course, the Family Connects program would 
be cast into doubt if it failed to produce impacts 
on parents and babies. The team evaluated impact 
by comparing outcomes for families randomly 
assigned to receive Family Connects with families 
assigned as controls. The following measures 
were used to determine whether the program was 
producing impacts:

•	 Connectedness. Six months after the 
birth, mothers in the intervention group 
reported 16 percent more community 
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connections than mothers in the control 
group.

•	 Parenting and parental mental health. 
Mothers in the intervention group 
reported more positive parenting 
behaviors and higher-quality father-infant 
relationships than did control group 
mothers. Mothers in the intervention 
group were 28 percent less likely to 
exhibit signs of clinical anxiety.

•	 Infant health and wellbeing. Mothers 
in the intervention group reported 35 
percent fewer serious infant injuries 
or illnesses that required emergency 
department care or hospitalization. 
Records from the two community 
hospitals in which the babies were born 
showed that infants in the intervention 
group had 59 percent fewer emergency 
medical episodes from birth to six months 
of age than did control infants; between 
six and 12 months, intervention infants 
had 31 percent fewer medical episodes.

•	 Outcomes at five years. The team 
collected data on involvement with the 
Child Protective Services Department 
over the first five years of the children’s 
lives. After adjusting for several factors, 
they found a 39 percent reduction 
in the rate of child protective service 
investigations for suspected abuse 
or neglect among families in the 
intervention group.

To test whether the Family Connects program 
could be replicated, the Dodge team conducted 
it a second time, again in Durham. This 
replication involved slightly fewer parents 
and babies but produced similar results with 
regard to both the implementation and impact 
measures. The team also conducted a benefit-
cost analysis, finding that every dollar invested 
in Family Connects saved a little more than $3 
in spending on other intervention programs. 
Further analysis showed that in cities of similar 
size to Durham, with about 3,200 births a year, 
an annual program investment of $2.2 million 
would produce community health care savings 
of around $7 million in the first two years of 
children’s lives. Thus Family Connects passed 

the first major test on the route to becoming an 
evidence-based program with a wide reach. The 
two Durham trials showed that it could achieve 
impressive results with a broad array of families, 
and that the results could be replicated—a step 
that’s often a major problem with programs shown 
by a single study to produce impacts. The research 
also demonstrated that few new parents will refuse 
help with navigating the complex needs of caring 
for a newborn. 

After the replication study, the Family Connects 
team began working with several foundations on 
a plan to offer the program to communities across 
the nation. As of early 2019, Family Connects is 
operating in various stages of development in 16 
jurisdictions, and still expanding. 

What key steps were undertaken to expand the 
program? To date, the Family Connects national 
office hasn’t actively marketed the program. 
Instead, it responds to inquiries from communities 
and states across the country. Family Connects 
has three missions: to disseminate the program 
to diverse communities; to innovate and evaluate 
implementation and impact in those communities; 
and to help guide policy when it comes to 
emerging systems, financing, and ways to improve 
universal programs. Although the idea of a 
universal system of psychosocial care makes sense, 
Family Connects is still young and surely needs 
further replication and improvement.

When approached by a community, the team’s 
response has usually followed three stages. The 
first stage, offered for free and funded through 
philanthropy, involves consulting with the site 
to describe the program, understand the local 
context, evaluate prospects for community support 
and funding, and determine whether there’s a 
good fit between the program and the community. 
In some cases, the community doesn’t wish to 
commit to the requirements of implementing an 
evidence-based program (for example, the site 
might not want to adhere to quality standards, 
funding levels, or population-wide reach). In other 
cases, the community prefers a more targeted 
approach that focuses only on high-risk or low-
income families. The commitment to employing 
nurses is essential because of their favorable 
public reputation; community leaders must 
evaluate whether they share that vision. Finally, 
the community must determine whether it has the 
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funding to implement and sustain the program. 
It does little good to start a program but drop it 
within a few years for lack of money.

If the decision leans toward implementing Family 
Connects, the next stage is a planning period, 
often funded by a small grant from philanthropy 
or the community. The rollout plan might begin 
with a small number of hospitals or staff members 
and grow slowly, which helps ensure high-quality 
hiring and training, and allows financing and 
community confidence levels to develop over 
time. A budget and a financing plan are devised. 
Almost every community implementing Family 
Connects combines funding from more than one 
source, including local tax dollars; state grants; 
federal Medicaid and Maternal, Infant, and 
Early Childhood Home Visiting program funds; 
philanthropy; for-profit health care entities; and 
even private health insurance. 

At every site, evaluation plans are discussed with 
the Family Connects team and then put into 
place. Electronic records should, at the very 
least, enable the site to evaluate implementation 
penetration, reach, quality, and success in 
achieving the goal of connecting families with 
community resources. Some communities 
might wish to evaluate impact through a new 
randomized trial; others might innovate by adding 
a modular component that addresses a local 
issue (such as early literacy, adverse childhood 
experiences, social determinants of health, or 
preventing physical punishment). In cases of 
innovation, a plan is developed to rigorously 

evaluate impact. All sites develop a community 
relations plan to market the program in a clear and 
accurate way. 

The third stage is an implementation contract 
in which the site commits resources to start the 
program and establishes a contract with the Family 
Connects national team for training and supervision 
of the three components (nurse home visiting, 
community agency alignment, and data systems). 
The national team also mentors the local director in 
community relations, quality control, and plans for 
sustaining the program.

This typical staged plan evolves as a community 
raises new issues, as funding sources and levels 
change, and as the policy landscape shifts. Because 
Family Connects is a public health system of 
universal reach, brief intervention, and connection 
to longer-term community resources that include 
more-intensive home-visiting programs, the 
program must be understood as a way to facilitate 
the mission and reach of other evidence-based 
programs, rather than to compete for limited 
resources. 

The brief history of early home-visiting programs 
in the United States has shown remarkable 
collaboration among evidence-based programs, with 
occasional competition for resources. If we’re to 
move forward, program developers, scholars, and 
policy leaders must all work together to focus on 
the broader mission of supporting evidence-based 
population impact on children and families rather 
than simply seeking program-specific goals.
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