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Randomized Controlled Trial of Universal Postnatal
Nurse Home Visiting: Impact on Emergency Care

BACKGROUND AND OBJECTIVES: Although nurse home visiting has
proven efficacious with small samples, scaling up to community pop-
ulations with diverse families has not yet proven effective. The Durham
Connects program was developed in collaboration with community
leaders as a brief, universal, postnatal nurse home visiting intervention
designed to screen for risk, provide brief intervention, and connect
families with more intensive evidence-based services as needed.
This study tested program effectiveness in reducing infant emer-
gency medical care between birth and age 12 months.

METHODS: All 4777 resident births in Durham, North Carolina across
18 months were randomly assigned, with even birth date families to
intervention and odd birth date families to control. Intervention fam-
ilies were offered 3 to 7 contacts between 3 and 12 weeks after birth to
assess family needs and connect parents with community resources to
improve infant health and well-being. Hospital records were analyzed
by using an intentto-treat design to evaluate impact among
a representative subset of 549 families.

RESULTS: After demographic factors (ie, birth risk, Medicaid status,
ethnicity, and single parenthood) were covaried, relative to control
families, families assigned to intervention had 50% less total emer-
gency medical care use (mean [M] emergency department visits
and hospital overnights) (Mintervention = 0.78 and Mggntrqr = 1.57; P <
001, effect size = 0.28) across the first 12 months of life.

CONCLUSIONS: This brief, universal, postnatal nurse home visiting pro-
gram improves population-level infant health care outcomes for the
first 12 months of life. Nurse home visiting can be implemented
universally at high fidelity with positive impacts on infant emergency
health care that are similar to those of longer, more intensive home
visiting programs. This approach offers a novel solution to the
paradox of targeting by offering individually tailored intervention
while achieving population-level impact. Pediatrics 2013;132:5140—
S146
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By providing funds for community-wide
implementation of home visiting pro-
grams, the Affordable Care Act of 2010!
heightened the need for rigorous eval-
uation of impact when programs are
implemented at scale in community
settings. Although some evidence sup-
ports the positive impact of nurse home
visiting programs on reducing infant
injuries when the program is imple-
mented with small samples,23 it has
been reported that community-wide
implementation of the same programs
reduces participation and retention
rates by up to 67%,* decreases imple-
mentation fidelity by up to 50%,5 and
raises challenges in finding adequate
community resources to meet every
family’s identified needs. Distressingly,
Matone et al” found 14% more injuries
for home-visited infants than matched
comparison infants when an evidence-
based program was scaled up in
a community setting.

Problems in community-wide imple-
mentation have been overcome by the
Durham Connects (DC) program, which
was designed in collaboration with
community leaders and piloted at the
population level before evaluation by
a randomized controlled trial (RCT). DC
is a shortterm, universal, inexpensive
($700 per family) postnatal nurse home
visiting program designed to provide
brief parenting intervention and to con-
nect families with community resources
based on individualized assessments of
family needs. It does not replace the
need for more intensive programs but
rather serves as a universal screening
and triage tool to ensure optimal
matching and follow-through of fam-
ilies with services. Community leaders
signed a memorandum of agreement to
align community-based resources with
birth family needs. Dodge et al® reported
a participation rate of 80% of the com-
munity population of families of new-
borns while maintaining 84% fidelity to
the manualized DC protocol. An RCT with
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every birth in the Durham, North Carolina
community over an 18-month period
found that by age 6 months DC increases
a family’s community connections, im-
proves positive parenting behavior, and
decreases emergency medical care
costs by 59%. Because the program
might merely defer inevitable emer-
gency medical care and therefore have
only short-lived impact, the primary
goal of the current study was to evalu-
ate impact of random assignment to DC
on preventing emergency medical care
(emergency department [ED] visits and
hospital overnights) at infant age 12
months, well after the nurse home vis-
itor had ended contact with the family.

The secondary goal of this study was to
evaluate whether the impact of the DC
program held across diverse types
of families. Some home visiting pro-
grams target low-income families only,2
whereas DC targets every birthing fam-
ily, raising the question of whether
impact holds across income levels. Var-
iation in impact across Medicaid and
private insurance groups could influ-
ence public policy about eligibility for
home visiting and private policies about
whether to include home visiting in
covered preventive care. We also exam-
ined whether impact varied as a func-
tion of infant medical risk, ethnicity,
single-parent household status, and in-
fant gender.

This study has been approved contin-
uously by the Duke University In-
stitutional Review Board since before
the beginning of the study.

METHODS
The Durham Connects Program

DCwas piloted for 3years, with iterative
improvement beforetesting by an RCT. It
was developed and implemented jointly
by the Durham County, North Carolina
Health Department and Duke University.
The community wanted a program that
is short-term, inexpensive, community-
owned, aligned with community services,
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and universal, to ensure that families
do not think participation stigmatizes
them as “poor or risky” and to ensure
buy-in from all community sectors.

DC engages every family but rapidly
triages and concentrates resources to
families with assessed higher needs. It
is highly structured (the manual is
available on request from dodge@-
duke.edu), consisting of 4to 7 scripted
in-person or telephone intervention
contacts, beginning during a birthing
hospital visit; 1to 3 nurse home visits
between 3 and 8 weeks of infant age; 1
or 2 nurse contacts with community
service providers and maternal and
infant health care providers; and anin-
person ortelephone follow-up 1 month
later to reinforce community con-
nections.

During home visits, the nurse engages
the mother and father (when possible),
provides brief educational interventions
organized as 20 “teaching moments,”
and assesses and scores health and
psychosocial risk in each of 12 domains:
parenting/childcare (childcare plans,
parent—infant relationship, and manage-
ment of infant crying), family violence/
safety (material supports, family vio-
lence, past maltreatment), parent
mental health/well-being (depression/
anxiety, substance abuse, emotional
support), and health care (parent
health, infant health, and health care
plan). A score of 1 (low risk) in a par-
ticular area receives no subsequent
intervention. For a score of 2 (moder-
ate risk), the nurse delivers a brief,
evidence-based (when available) in-
tervention on that particular topic over
1 to 3 sessions. For a score of 3 (high
risk), the nurse uses motivational
interviewing to connect the family with
community resources tailored to ad-
dress the particular risk (eg, short-
term loans, treatment of depression
or substance abuse). A score of 4 (im-
minent risk) receives emergency in-
tervention. Afinal session 4 weeks after
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the nurse completes the case reinfor-
ces community connections.

Dodge et al® reported that 80% of all
families assigned to DC consented and
began participation, with 86% of the
consenting group completing the entire
program (net completion = 69%). Of
these families, 40% were European
American, 37% were African American,
and 23% were other or multiracial, with
26% reporting Hispanic ethnicity;, 62%
received Medicaid or had no health in-
surance, and 49% were married. In-
dependent observer-rated adherence to
the manual was 84%, and interrater
agreement on scoring of risk yielded
a “good agreement” k coefficient of .69.

Participants and Evaluation Design

FromdJuly 1,2009 through December 31,
2010, all 4777 residential births in
Durham County, North Carolina were
randomized according to infant birth
date as indicated on hospital discharge
records, with even birth dates (n =
2327) assigned to receive DC; odd birth
dates (n = 2450) received services as
usual and served as a randomized
control group (Fig 1). All even birth
date families were included in an
intent-to-treat evaluation design.

We selected a random, representative
subsample of the 4777 families to eval-
uate DC impact on outcomes. Selecting
a random subsample minimizes evalu-
ation costs and is common for
population-level interventions (eg, Mov-
ing to Opportunity neighborhood reas-
signment intervention®) as long as
sufficient statistical power is retained.
Using birth records, a computer algo-
rithm randomly selected 1 birth for
each day spanning the DG RCT enroll-
ment period for participation in the
impact study (n = 549 overall; n = 269
DC-eligible families; n = 280 control
families). Under guidelines established
by Cohen'® and using G*Power software
(Heinrich-Heine-Universitat, Dusseldorf,
Germany),'" statistical power analyses
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Assessed for eligibility using hospital
discharge records (n = 5,338)

Excluded (n = 561)

+ Not meeting inclusion criteria
(n =554)

+ Discharge record error (n = 7)

| Randomized (n = 4,777) |

!

! !

Allocated to intervention (n = 2,327)
+ Received allocated intervention (n = 1,596)
+ Did not receive allocated intervention (n = 731)
e Declined intervention (n = 414)
e Unable to contact (n = 23)
¢ Unable to schedule intervention visit (n = 95)
e Moved out of county after agreeing to
participate in intervention (n = 11)
o Nurse unable to complete intervention visit
(n=188)

Random selection of sample for

interview at age 6 months (n = 329)

+ Did not participate (n = 60)

+ Participated but later determined to be
ineligible (n = 9)

+ Participated (n = 260)

FIGURE 1

Allocated to services as usual (control)
(n =2,450)

v

Random selection of sample for

interview at age 6 months (n = 353)

+ Did not participate (n = 73)

+ Participated but later determined to be
ineligible (n = 9)

+ Participated (n = 271)

Consolidated Standards of Reporting Trials 2010 flow diagram of Durham Connects RCT imple-

mentation.

of at least 0.80 power and a significance
level of 0.05 indicated that a sample of
949 is sufficiently powered to detect
hypothesized effects: an effect size of
0.21 for continuous variables and a 9%
difference for dichotomous variables.

Evaluation study families were con-
tacted at infant age 6 months and in-
vited to participate in a research study
about infant development. Noncon-
senting families were replaced by a
randomly selected same-ethnicity, same—
birth date family. Families were recruited
without consideration for DC recruit-
ment and participation. To prevent par-
ticipation and response biases, families
were blinded to any relation between the
study and the community DC program,

and in-home interviewers were blinded
to family intervention status. In total, 682
families were initially selected, and 549
(80.5%) consented. After completion of
study enroliment, 18 families were de-
termined to be ineligible because of
hospital discharge record errors (eg,
incorrect infant birth date); as a result,
the final evaluation sample consisted of
664 families, with 531 (80.0%) consenting
and participating.

Measures

Infant Emergency Medical Care

Atanage 6-monthinterview, participants
provided written consent to access ad-
ministrative records from Durham



County hospitals. Records were scored
through age 12 months for the total
number of ED visits since initial hospital
discharge and the total number of hos-
pital overnights, excluding overnights for
birth-related medical care. These 2
scores were summed to create the pri-
mary outcome variable, total infant
emergency medical care between birth
and age 12 months. Finally, because
Dodge et al® previously reported impact
on birth to age 6 months outcomes and
we were interested in the preventive
impact beyond age 6 months, we also
computed total infant emergency medi-
cal care between 6 and 12 months of age.

Infant and Family Characteristics

Hospital discharge records provided
information on baseline infant and
family characteristics, including infant
birth risk (scored 1ifany ofthe following
was present and 0 otherwise: birth
weight <2500 g, gestational age <37
weeks, or birth complications), health
insurance at birth (scored 0 for Medic-
aid or uninsured and 1 for private in-
surance), mother race/ethnicity (0 =
nonminority, 1 = minority), and infant
gender (0 = male, 1 = female). We also
examined mother single-parent house-
hold status (0 = 2-parent, 1 = single-
parent), as reported by mothers at the
age 6-month in-home interview.

Analytic Plan

Analyses were conducted by using SAS
version 9.3 (SAS Institute, Inc, Cary, NC),
with a 2-tailed intent-to-treat design that
examined outcomes for all families re-
gardless of intervention status or ad-
herence. Poisson regression models
were used because outcome variables
were objective counts of child emer-
gency medical care use with skewed
distributions.’? Main effect models were
estimated first; covariates included in-
fant birth risk, health insurance at
birth, mother’s race or ethnicity, single-
parent household status, and gender.
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Next, moderation analyses tested
whether DC intervention effects differed
based on infant and family character-
istics. Moderators were examined in-
dividually for each outcome; tests for
significant interactions were examined,
as in the work of Aiken and West.’s In-
tervention effect sizes for all models
were calculated as (mean intervention
[M] — mean control [Mc])/Average SD.

RESULTS
Pretreatment Group Comparisons

To determine the representativeness of
the evaluation subsample, we com-
pared the 664 selected families (and,
separately, the 531 participating fami-
lies) with the population of birthing
families on 10 preinterventionvariables
available from hospital discharge
records (Table 1). The 685 families dif-
fered significantly (P << .05) from the
population on only 1 variable, infant
gender (selected families were more
likely to have female infants). Similarly,
comparisons of the 531 participating
families to the population identified
only 1 significant difference (partici-
pating families were more likely to be
Medicaid insured or uninsured).

Next, we tested for bias between in-
tervention and control families. Partici-
pation rates did not differ significantly
between intervention (81%) and control
(79%) families. We tested whether in-
tervention (n = 260) and control (n =
271) groups differed on the 10 variables
noted earlier plus single-parent house-
hold status and found only 1 significant
difference (control condition had more
infants with birth complications). Be-
cause the number of significant differ-
ences was small, we concluded that the
evaluation sample was representative
of the broader population and that
participation was not biased between
intervention and control groups. None-
theless, gender, insurance, and birth
complications were covaried in all
analyses.

SUPPLEMENT ARTICLE

Impacts on Infant Emergency
Medical Care

Between birth and age 12 months,
families randomly assigned to DC had
50% less total infant emergency medi-
cal care than control families (Mg =
1.57, M, = 0.78; P < .001, effect size =
0.28). Dodge et al® reported 59% less
emergency care between birth and 6
months of age. Current analyses in-
dicate an additional impact on total
emergency medical care between 6
and 12 months of age, with intervention
families having 31% less care during
this period (Mg = 0.52, M, = 0.36; P <
.03, effect size = 0.14).

Tests of components of birthto 12-month
emergency medical care revealed that
DC families had 85% fewer hospital
overnights than controls (Mg =0.74, M, =
0.11; P < .001, effect size = 0.27) and
18% fewer ED visits, although this latter
difference was not statistically signifi-
cant (Mg = 0.83, M, = 0.68; P = .223).

Impacts Across Family Subgroups

Differential impacts across types of
families were tested by interaction
effects between intervention and each
moderator in a model that included all
covariates and main effects (Tables 2
and 3). Follow-up tests of intervention
effects separately for each group re-
vealed that intervention had a significant
impact on total emergency medical care
for every subgroup. Significant inter-
action effects indicated a larger impact
for 1 group and a smaller but still sig-
nificant impact for the other (Table 4).

12-Month Total Emergency Care
Outcomes

A significant interaction effect (P <
.001) indicated that the observed effect
size was larger for infants with 1 or
more birth risks (Mg = 3.64, M, = 1.13;
P < 001, effect size = 0.51) but still
significant for infants with no birth
risks (Mg = 1.11, M, = 0.71; P < .001,
effect size = 0.19).
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TABLE 1 Preintervention Sample Characteristics for Population and Selected Evaluation Subsample Groups

Variable RCT Population Versus Selected and Interviewed Interviewed Intervention Versus Control
Evaluation Subsamples Evaluation Subsamples
RCT Population Selected Evaluation Participating Evaluation Participating Intervention Participating Control
(n=4777) Subsample (n = 664) Subsample (n = 531) Subsample (n = 260) Subsample (n = 271)
% Participation of selected 80.0 81.3 788
Infant birth risk

% Low birth wt 10.0 9.1 8.9 78 10.0

% Gestation <37 wk 8.2 6.7 6.3 47 78

% Any birth complications 74 5.8 6.1 39 8.1*

% Medicaid or no insurance 60.8 63.1 65.5% 63.3 67.5
Mother’s age (mean, y) 28.5 28.5 283 282 284
Mother’s race or ethnicity

%White, non-Hispanic 29.7 29.2 26.6 28.5 24.7

% Black 36.7 38.0 39.4 36.5 42.1

% Hispanic 226 23.2 247 25.0 244

% Other 111 9.6 9.4 10.0 9.9
% Infant female 49.8 54. 7% 53.5 50.8 56.1

Column 2 is contrasted with column 1; column 3 is contrasted with column 1; column 5 is contrasted with column 4. *P < .05; **P < .01.

The interaction effect was significant
for family health insurance (P < .001),
with larger effects for families with
Medicaid or noinsurance (Mg = 1.83, M,
= 1.05; P < .001, effect size = 0.27) but
still significant for privately insured
families (Mg = 0.84, M, = 0.30; P < .001,
effect size = 0.22).

For family minority status, the in-
teraction effect was significant (P <
.001), and intervention impact was
significant for both minority (Mg
1.60, M, = 0.96; P < .001, effect size
0.23) and nonminority (Mg = 1.36,
M, = 0.35; P << .001, effect size = 0.36)
families, with larger effects for non-
minorities.

The interaction effect with gender in-
dicated that intervention had a larger
positive impact on boys (Mg =2.15, M, =
0.94; P < .001, effect size = 0.34) but
still a positive impact on girls (Mg =
1.05, M, = 0.61; P < .001, effect size =
0.23).

12-Month Hospital Overnights

Program impact on 12-month hospital
overnights was significant for all sub-
groups but larger for single-parent
families (Mg = 099, M, = 0.07; P <
001, effect size = 0.34) than 2-parent
families (Mg = 0.53, M, = 0.13; P << .001,
effect size = 0.22), and larger for boys
(Mg = 1.27, Mg = 0.13; P << .001, effect

TABLE 2 RR Estimates for Impact of Random Assignment to DC on Birth to 12-Month and 6- to 12-
Month Infant Total EMC: Main Effects and Moderating Effects (n = 531)

size = 0.37) than girls (Mg = 0.29, M, =
0.10; P < .001, effect size = 0.14).

12-Month ED Visits

Interaction effects indicated that
program impact on the number of ED
visits was significant for nonminority
families (Mg = 0.43, M, = 0.25; P < .02,
effect size = 0.18) and in the same
direction but not significant for mi-
nority families (Mg = 0.93, M, = 0.84;
P=69).

6- to 12-Month Emergency Medical
Care

For the limited period between 6 and 12
months of age, significant program im-
pact on total emergency care was found
for families with private health in-
surance (Mq = 0.32, M, = 0.09; P < .001,

Variable Birth to 12-Month 6- to 12-Month . .
Total EMC Total EMC effecﬁ sge = 0.18), but |t.had become
- 5% 01 o 5% 01 nonsignificant, although in the same
> > direction, for families with Medicaid or
Any infant birth risk (1 = yes) 2,97+ 251-3.52 126 0.89-1.78 ; )
no insurance (Mg = 0.58, M, = 0.51; P =
Medicaid or no insurance at birth (1 = yes) 1.99%* 1.56-2.54 287+ 1.88-4.40 o ( ¢ _'
Mother minority status (1 = yes) 0.86 0.68-1.09 075 051-1.11 .526). Similarly, program impact was
Mother single-parent status (1 = yes) 1,69+ 142-2.01 1.39* 1.05-1.83 found for nonminority families (Mg =
Toatmet (1 0 gl s otom 0w oorass 02 M= 014 P< 001, effect size =
reatmen = eligible . .40—U. 5 0=V, . . .
Treatment X infant birth risk 0.56%* 0.37-0.84 0.72 0.32-159 024)_ ar?d in the same dweo’qgn but
Treatment X Medicaid or no insurance 2.26%* 1.40-3.65 4,720 1.88-11.88 nonsignificant for minority families (Mg
Treatment X minority status 2.90%* 1.78-4.75 4.217 1.92-9.23 =050, M, = 0.44; P = .78). Program im-
Treatment X single-parent status 124 0.88-1.74 1.89* 1.11-3.22 act was signiﬁcant for 2-parent fami-
Treatment X infant gender 1.53* 1.09-2.17 067 0.40-1.15 p p
All interaction terms were examined individually. Cl, confidence interval; EMC, emergency medical care; RR, risk ratio. *P < |I.eS (MC =043, M"= 0.2, P< '00_2’ eff_eCt
05; %P < 001, size = 0.17) and in the same direction
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TABLE 3 RR Estimates for Impact of Random Assignment to DC on Birth to 12-Month Infant ED
Visits and Hospital Overnights: Main Effects and Moderating Effects (n = 531).

Birth to 12-Month Birth to 12-Month

The most likely mechanism through
which this preventive impact occurs is
through the nurse home visitor’s suc-

Variable

ED Visits Hospital Overnights L. . L .
cess in identifying individual family
RR 95% Cl RR 95% CI needs, intervening briefly to address
Any infant birth risk (1 = yes) 1.30F 0.99-1.69 9.98%** 7.60-13.10 those needs when risk was moderate,
Medicaid or no insurance at birth (1 = yes) 4,05 2.75-5.96 0.65* 0.46-0.91 - - .
and connecting the family with targeted
Mother minority status (1 = yes) 1.10 0.78-1.55 0.64** 0.46-0.89 co R oting y wit g
Mother single-parent status (1 = yes) 1.58%* 1.28-1.95 2,18 161-2.96 community resources to meet those
Infant gender (1 = girl) 0.78* 0.64-0.95 0.21%* 0.16-0.29 needs for families having higher risk. In
Treatment (1 .=DC eluguble). 0.88 0.72—-1.08 0.15%** 0.10-0.22 other Scaling-up studies for which no
Treatment X infant birth risk 1.01 0.58-1.78 1.04 0.46-2.32 e f . ish I
Treatment X Medicaid or no insurance 1.52 0.75-3.07 1.1 0.49-2.51 positive impact was ound, it might we
Treatment X minority status 1.92* 1.02-3.60 2,02 0.78-5.24 have been that a community’s stock of
Treatment X single-parent status 1.45F 0.96-2.17 0.36* 0.15-0.88 resources had been depleted before all
Treatment X infant gender 122 0.82-1.82 3.55%* 1.55-8.14 -
families could be served. For the cur-
All interaction terms were examined individually. Cl, confidence interval; RR, risk ratio. P < .10; *P < .05; **P << .01; ***P < . .
01, rent implementation, the DC program

worked at the community level to align

but nonsignificant for single-parent
families (Mg = 0.61, M, = 0.57; P = .874).

DISCUSSION

We findthat random assignment to the
DC program leads to a 50% reduction
in overall emergency medical care
across the first 12 months of life, and
this impact holds across all groups of
families studied, including those with
and without medical risk at birth,
uninsuredandinsured families, ethnic
minority and majority families, single-
parent and 2-parent families, and
families with boys and girls. Dodge

et al® showed impact of DC on reduc-
tions in emergency medical care
during the first 6 months of life, in-
cluding 3 to 12 weeks after birth,
when intervention was ongoing. The
current study shows that a preventive
impact occurs during the second 6
months of life, well after the nurse
home visitor had ceased all ongoing
family contact. The program’s modest
$700 cost per family is more than
offset by savings in hospital medical
care costs before the infant’s first
birthday, thus making this program
a worthy economic investment for
a community.

resources to serve all families with
a newborn infant. Future studies will
test mechanisms more directly.

Even though the DC program had a pos-
itive impact on all groups of families,
some types of families experienced
greater impact than others. Families
with aninfantbornatmedical risk due to
low birth weight, birth complications, or
early gestational age benefited more
than did lower-risk families. Nurses
workedto help high-risk families identify
relevant community resources and be-
come comfortable using primary pedi-
atric care instead of emergency
services. Future home visiting programs

TABLE 4 RR Estimates for Impact of Random Assignment to DG on Infant EMC, ED Visits, and Hospital Overnights: Post Hoc Tests of Moderation

(n = 531).

Variable

Birth to 12-Month

6-to 12-Month Total EMC

Birth to 12-Month Birth to 12-Month

Total EMC ED Visits Hospital Overnights
RR 95% Cl RR 95% Cl RR 95% Cl RR 95% Cl
Treatment X birth risk
No birth risks 0.63*** 0.52-0.77 — — — — — —
1 or more birth risks 0.23** 0.15-0.33 — . — — . .
Treatment X Medicaid or no insurance
Private health insurance 0.23* 0.15-0.36 0.207* 0.08-0.49 — — — —
Medicaid or no insurance 0.61%** 0.51-0.73 091 0.69-1.21 — — — —
Treatment X minority status
Nonminority 0.23%** 0.14-0.36 0.23%** 0.11-0.47 0.46* 0.25-0.84 — —
Minority 0.65*** 0.55-0.79 0.96 0.72-1.28 0.96 0.78-1.18 . .
Treatment X single-parent status
2-parent family — — 0.51** 0.34-0.77 — — 0.22%+* 0.14-0.36
Single-parent family — — 097 0.68-1.39 — — 0.07*+* 0.03-0.14
Treatment X infant gender
Boys 0.48*** 0.38-0.59 — — — — 0.10%** 0.06-0.17
Girls 0.63*** 0.48-0.82 —_ — —_ — 0.30*** 0.16-0.58

Dashes indicate moderator was not a significant overall predictor of outcome. Cl, confidence interval; EMC, emergency medical care; RR, risk ratio. *P < .05; **P < .01; **P < .001.
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might focus on this group; however, the
universal delivery of initial visits might
be crucial to community support and
high penetration.

Families with Medicaid or no insurance
benefited more overall than did families
with private insurance. However, the
benefit for Medicaid families occurred
primarily during the first 6 months of life,
near the time when the DC nurse was in
contact with families. After the in-
tervention ended, impact on Medicaid
families waned, but impact on privately
insured families continued. This finding
has 2 important implications for home
visiting policies. First, home visiting might
yield even stronger impact on Medicaid
families if the program continues over
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