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Summary
In this article, M. Rebecca Kilburn and Jill S. Cannon report on First Born, a targeted universal
home visiting program operating in over half of New Mexico counties. Created in a small
town in response to a lack of support for pregnant women and new parents, First Born adapts
features of other home visiting programs, responding to conditions common to high-need, lowresource communities.
As its name suggests, First Born enrolls first-time families. A team of home visitors, including
a registered nurse or other licensed health care professional and a paraprofessional parent
educator, offers 40 weekly home visits during the child’s first year; the frequency of visits
diminishes during the child’s second and third year. The nurse visits the home both before and
after the child’s birth, and also when medical issues are the focus of visit. Because nurses are
in short supply in many communities, however, most of the home visits are made by parent
educators, who coordinate with the nurse visitor.
To promote early childhood health and development, First Born educates parents and helps
them access community resources, using a three-pronged approach: helping the family to
develop life and social skills, such as decision-making, crisis intervention, and knowledge
of child development; using screening tools to identify problems (for example, substance
dependency or developmental delays) and referring families to the appropriate sources of help;
and promoting effective coordination among community resources.
Based on First Born’s scale-up experience, Kilburn and Cannon outline several lessons for
other universal programs, including the pros and cons of universal services, the expectation that
universal programs will have population-level impact, and barriers to innovation.
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C

hild services programs begin
in different ways and follow
different paths.1 The story of
the First Born Program, which
we tell here, describes how in
the 1990s members of a community in New
Mexico, seeking to ameliorate bad outcomes
for young children and their families,
developed a home visiting program that serves
all first-time parents in a community. We
discuss why the community made a number of
choices, including making First Born universal
rather than targeting it to at-risk families and
building home visiting teams that comprised
both nurses and parent educators rather than
one or the other.
First Born’s program innovation and
development was driven by the community
rather than by a top-down process. The
community developed a program that was
both universal and targeted—universal in that
it didn’t offer services based on risk status and
targeted in that it serves first-time parents
only. First Born’s features are likely to appeal
to other rural communities that have similar
workforce and budgetary constraints. Given
that child and family disadvantage in the
United States is increasingly concentrated
in rural areas, adapting models to serve
such areas is increasingly important. Finally,
the article highlights lessons that can be
transferred to home visiting as it matures in
the United States as well as to evidence-based
policymaking more generally—about the pros
and cons of universal services, the expectation
that universal programs will have populationlevel impact, and barriers to innovation.

Background
For decades, New Mexico has seen some
of the worst child outcomes in the nation.2
Since 2005, it has been among the lowest
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five states in the country in the annual Kids
Count rankings of child wellbeing.3 Since
2012, it has ranked 49th every year except
for 2013, when it ranked 50th.4 Within New
Mexico, counties have considerable variation
in child outcomes, and Grant County, where
First Born began, routinely ranks among the
lowest half of counties in the state in terms of
various measures of child wellbeing.5
Grant County sits in the southwest corner
of the state, with its westernmost border
touching Arizona and its southernmost
border coming within 10 miles of Mexico.
The Continental Divide runs through it,
traversing mountainous regions that include
Gila National Forest and the Gila Cliff
Dwellings National Monument. Slightly
less than half of the county’s residents are
Hispanic. The largest municipality is Silver
City, where about 10,000 of Grant County’s
30,000 residents live. Silver City was founded
as a mining camp in 1868, and although many
types of ore deposits were largely depleted
over the next century, copper mining is still
one of the most important contributors to
the local economy. Tourism, government
employment, and cattle ranching are the
county’s other major industries.
One of the largest employers in Grant
County is Gila Regional Medical Center
(GRMC). This medical facility is the largest
in a 100-mile radius and provides emergency
and inpatient hospital services as well as
associated family medicine facilities and
preventive services. In the mid-1990s,
Donald Johnson was chief of pediatrics at
GRMC. At the same time, his wife, Victoria
Johnson, directed a program—funded by
the State of New Mexico’s Behavioral Health
Services Division—that aimed to improve
outcomes of teen mothers and their babies.
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The Johnsons reacted similarly to
experiences in their respective positions:
frustration at observing infants and parents
exhibiting poor outcomes that they believed
might have been avoided through preventive
services delivered during pregnancy or
soon after birth. Meanwhile, a set of
rigorous research studies conducted for
early childhood prevention programs that
had a home visiting component, such
as the Nurse Family Partnership (NFP)
home visiting program, Project CARE, and
Houston Parent-Child Development Center,
demonstrated that these types of services
could indeed improve child and maternal
outcomes.6
The Johnsons and others providing child and
maternal services in the community were
excited about the positive findings from NFP
and other early interventions, but they were
pessimistic about replicating these national
evidence-based programs in Grant County.
Most of the programs had been developed
and tested in large urban areas. Grant
County was designated a Health Professional
Shortage Area by the US Health Resources
and Services Administration (HRSA),
meaning that finding registered nurses or
other clinicians to staff preventive programs
would be challenging or impossible. (See
the HRSA website at bhpr.hrsa.gov/shortage
for information about Health Professional
Shortage Areas.) Furthermore, many
Grant County mothers spoke Spanish, and
finding bilingual registered nurses would
be especially difficult. Grant County service
providers felt that some of the national
models seemed expensive to implement and
also that the county would not meet some of
the models’ minimum scale requirements,
such as being able to support a caseload
of 100 mother-child pairs. Last, based
on their own practices the Johnsons and

their colleagues perceived that most new
parents—and not just those who met the
restrictive definitions of risk used by many
of the existing programs—could benefit
from preventive services.
They had other reasons to object to
targeting services only to the highest-risk
mothers. For one, almost all births in the
county were paid for by Medicaid, implying
that most families would likely qualify
for a targeted program. The process of
determining risk-based eligibility takes
time, which can be a barrier to promptly
beginning services and may discourage
some potential clients from enrolling. The
Johnsons and their colleagues also felt
that the public would be more likely to
support—and clients would be more likely
to accept—the program if services were
offered not just to families identified as
needy but to all families becoming parents
for the first time, without regard for the
family’s socioeconomic status.
At this point, the Johnsons and others could
have determined that no models were a
good fit for their community, and they could
have continued to do business as usual.
They decided instead to innovate. Using
emerging findings from neuroscience,
program evaluation, economics, and
other fields, they developed a program
incorporating features that had evidence of
effectiveness while tailoring the structural
requirements to meet the realities of their
community. By 1998 it began to go by the
name First Born Program, and by 2002 it
was acknowledged as one of the nation’s 10
most innovative and exemplary prevention
programs by the Substance Abuse and
Mental Health Services Administration, the
Center for Substance Abuse Prevention,
and other collaborative national agencies.
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The First Born Program
First Born promotes early childhood
health and development by creating teams
of specially trained parent educators and
health care professionals to give parents
information, training, and access to
community resources. This section describes
the theory of change that underlies the
program model and provides details about
the program’s structure.

which characterize behavioral change
as dependent on an individual’s beliefs,
motivations, and emotions as well as the
family’s community context. Specifically, the
program works to enhance family resiliency
by building trusting relationships and by
identifying family goals through weekly
home visits to promote:
• positive interaction and relationship
between parent and child;

Theory of Change

• positive parenting behaviors;

First Born uses a three-pronged approach to
promote child and family wellbeing and to
help with a range of potential family needs:

• safe, nurturing, and stimulating
environments;

• Family education. Home visitors work
with the family to develop life and social
skills, such as decision-making, crisis
intervention, and child developmental
assessment and knowledge.
• Problem identification and referral.
Home visitors use screening tools to
identify family members who need
referrals to other resources for issues
including substance dependency, family
violence, and developmental delays.
• Coordination of community resources.
Program staff participates in
community-based councils, task forces,
and other teams to promote effective
coordination of data and services.
Families who participate in the program are
expected to enhance their family functioning
and to develop protective factors that will
facilitate their positive development in the
short and long term (see figure 1 for a simple
representation of the First Born logic model).
First Born is guided by three theories—
self-efficacy and empowerment, family
ecology, and attachment and bonding—
84
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• increased factual knowledge about
pregnancy, delivery, and child health
and development;
• increased knowledge about the effects
of alcohol, tobacco, and other drugs;
• decreased risky behaviors on the part
of the parents;
• increased knowledge of community
resources for the family; and
• opportunities for formal education
continuation.
Ultimately, theory suggests that families
should experience better outcomes in
the areas of physical and mental health,
social and family interactions, cognitive
development, and family goal and challenge
management. The program is designed
to help families improve intermediate
outcomes in the form of family behaviors,
knowledge, and interactions, which in turn
promote the mother and child’s physical and
mental health, and positively affects other
outcomes, such as education and abuse and
neglect.7

sic Logic Model
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Program Details
First Born is a universal program; its services
are free and are offered to all first-time
parents within the service area (typically a
county). Program participants (generally
mothers) can enroll during pregnancy
and up through the child’s second month.
The program ends when the child reaches
age three. To help recruit parents and
refer them to services, First Born builds
relationships with community providers
that work with families and children. The
1home visitors work closely with local health
care providers, hospitals, and social service
agencies to identify and recruit first-time
parents and to help them get preventive and
developmental information and services.8
First Born sites aim to enroll parents in
the program during pregnancy. Pregnant
families learn about the program from a
range of sources, including friends, health
care providers, civic organizations, and social
services. First Born sites also work very
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Mother
Crime
Health
Health
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education
education
Health
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Income and
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closely with the local hospital maternity ward
to identify and recruit additional first-time
families at childbirth for families who were
not enrolled in First Born prenatally.
The First Born model calls for at least 40
weekly home visits in the child’s first year of
life, although a study in one site indicates
the average number of visits may be lower in
practice.9 Visits may be less frequent in the
child’s second and third year. Trained home
visitors deliver the program, typically in the
child’s home, using the trademarked First
1 Born Program, a curriculum-based model
that adapts previous home visiting models
1
to high-need, low-resource communities,
including rural areas. By going to families’
homes rather than requiring them to come
into program offices in town, the program
can reach families that otherwise might not
readily access services.
Rather than choosing to use either nurses
or parent educators as home visitors, First
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Born decided to create teams that combine
the two. New Mexico’s nurse shortage is
only expected to grow worse, and First
Born’s two-person home visiting team lets
communities use their available workforce to
their best advantage.10 The First Born home
visiting team includes a registered nurse
or other licensed health care professional,
such as a licensed practical nurse, who
visits participating families both before and
after the child’s birth, and when families
encounter medical challenges later on. Parent
educators, however, are the most frequent
visitors; thus First Born’s staff has about eight
parent educators paired with each nurse.
Visits are conducted in English or Spanish,
depending on the family’s preference.
Parent educator home visitors generally have
at least some college education and some
human services experience. Once they’re
hired, they get extensive training in the
First Born curriculum, as well as in child
development, culturally competent practice,
and other topics. Their preparation includes
120 or more hours of lectures and textbook
training, 40 or more hours of shadowing a
trained First Born home visitor, and about 40
hours of training learning about community
resources—for example, food resources
or the local child protective services’
investigation procedures. Home visitors must
demonstrate competency in many areas of
the curriculum before they can conduct
home visits, including: mission statement and
core values; communication and relationshipbuilding skills; managing home visits;
program documentation; safety; prenatal
and postpartum curricula; breastfeeding;
immunizations; medical issues; infant growth
and development; mental health issues,
such as maternal depression; substance use;
family planning; domestic violence; child
abuse and neglect; community resources;
86
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hospital orientation; and cardiopulmonary
resuscitation. After starting home visits, they
also receive regular supervision, including
reflection on home visiting experiences, and
continuing education on topics like new
health insurance eligibility standards or new
aspects of the First Born curriculum.
A hallmark of the First Born model is
integration into the community, which
takes many forms. For example, First Born
staff serve on community committees or
workgroups like early learning councils,
establish informal and formal referral
arrangements with other child and familyserving organizations and individuals like
WIC offices, doulas, high schools, churches,
etc., conduct public outreach campaigns,
and encourage clients to refer friends.
Integration into the community promotes
referrals to and from First Born; it also helps
establish First Born’s universality, as the
program becomes the new normal among all
community members who are preparing for
childbirth and parenting.

Evaluation Over the Program
Life Cycle
Since its inception, First Born has used
several types of evaluation to assess
implementation and outcomes. These
evaluations align to some degree with
the stages of implementation, broadly
described as program development, initial
implementation, and full implementation.
First Born’s evaluation experience follows
recommendations from researchers that
programs conduct evaluations sequentially
as they go through the following stages:
an articulation of a theory of change and
logic model that can be tested (program
development and initial implementation
stages); monitoring of inputs and adherence
to the program model during initial
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implementation; evaluation during full
implementation to assess the program’s
effectiveness at achieving intended outcomes
for participants; and last, assuming that the
initial evaluations are promising, a rigorous
impact evaluation with a comparison group
to determine whether the program is the
cause of the observed outcomes.11

Theory of Change, Monitoring, and
Implementation Evaluation
First Born sites regularly collect data during
implementation for continuous quality
improvement and self-evaluation. During
initial development, First Born’s developers
outlined a theory of change, identified the
program’s key goals, and then created a set
of data indicators that reflected those goals.12
Since then, collecting this data has become
a routine part of program implementation in
all sites to assess program inputs and outputs
for internal evaluation purposes.
The next evaluation step was to conduct an
implementation evaluation examining shortterm participant outcomes. A researcherpractitioner collaboration between New
Mexico State University and First Born
articulated a research-based theory of
change and designed the evaluation to
assess outcomes in relation to that theory.
Two published articles from the evaluation
showed that the program was achieving its
intermediate family-functioning goals for
participants.13 This evaluation looked at a
group of 109 participants receiving services
in the Silver City site from 2001 to 2003,
after the program had reached the full
implementation stage. In what is known
as a pretest-posttest design, the evaluators
examined whether enrolled families’
outcomes improved over time, from before
program services were received to after. The
researchers found that families scored higher

after receiving program services on measures
of family resiliency, such as social support
and family interaction. They also found
that when families had more home visiting
contact hours, their scores on these measures
improved significantly. This evaluation
provided preliminary evidence to build the
case for replicating First Born at other New
Mexico sites.
Two further evaluations assessed First Born’s
implementation at other sites as the program
was replicated in New Mexico. One was a
qualitative study by RAND Corporation
researchers that looked at the experiences
of six First Born sites in four key areas
during the early implementation stages (up
to one year after initiating client services),
from 2007 to 2010.14 The sites included
four primarily rural locations, one small city,
and one larger city. The study found that
half of the sites met their intended staffing
objectives in early implementation, twothirds met referral and enrollment objectives,
and two-thirds met objectives for adherence
to the program model. All the sites were
generally able to operate the program within
their budgets.
More recently, a University of New Mexico
process evaluation examined implementation
outcomes for an enhanced version of First
Born that employs special staff to support
family enrollment and program referrals to
community resources.15 This study included
program implementation data from 2010
through 2014, starting while the program
was in the initial implementation stage and
covering more than 1,500 families. The
authors also observed 39 home visits. The
study aimed to examine such aspects of the
program’s operation as number of cases, child
and family assessments, services provided,
staff knowledge, and coverage of core topics,
VOL. 29 / NO. 1 / S PR ING 2019
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and to put these things in the context of
how the program was expected to operate
and how well it adhered to the model. The
researchers found that program staff had a
clear understanding of the First Born model
and the expectations for implementation,
and that home visits generally followed the
First Born core curriculum while covering
additional topics to meet individual families’
needs.

to receive First Born services or not, it
was amenable and the impact study was
born. Ideally, the impact evaluation would
have been conducted in the original Silver
City site after full implementation was
reached and before replication to other
sites, but circumstances in the real world
meant that the impact study occurred at
a relatively new site during the program’s
expansion.

Impact Evaluation

The impact evaluation was a randomized
controlled trial, that is, eligible families
were randomly offered either enrollment
in First Born (the treatment group) or
not (the control group). Randomization
began after the program had been
serving families for over a year (to ensure
that it was operating as intended in the
initial implementation stage); a pilot
randomization was also conducted first.
The study ultimately randomized 244
families (138 in the treatment group and
106 in the control group) from June 2011
through October 2013.

After logic model validation and
implementation evaluations showed
promising evidence, First Born supporters
and potential funders became interested
in the next stage of evaluation: an impact
study to look at the program’s effects on
participants compared to those who didn’t
participate in the program. The study’s
primary aim was to see whether the program
was helping improve family outcomes as
intended. A secondary aim was to build
stronger evidence to guide future decisionmaking about the merits of continuing or
expanding the program. But the study faced
a dilemma: How do you evaluate a universal
program for causal impacts when there isn’t
a control group that’s not receiving services?
RAND researchers and First Born
supporters were discussing options for an
impact evaluation when a situation in Santa
Fe County suggested an answer. Santa
Fe was starting the program but lacked
the funding to serve all families expecting
their first child. The community also had
prior experience using a lottery system for
enrollment in underfunded social services
and planned to use a lottery for First Born
as well. When the researchers approached
the Santa Fe site about using the planned
lottery system to randomize eligible families
88
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A study of the program’s effects on
infant health care found that families
assigned to First Born used less health
care in their first year than families not
assigned to the program. Specifically,
the evaluation found that children in the
treatment group were one-third less likely
to visit an emergency department than
control group children and 41 percent
less likely to have visited a primary care
provider nine or more times (see table
1).16 (The median and mean number of
visits to a primary care provider in the
data was eight, so the study examined the
incidence of children visiting primary care
more than the average number of times.)
No significant differences were found for
hospitalizations or for injuries requiring
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Table 1. Treatment and Control Group Effects for Child Health Care Use in First Year
Outcome

Treatment Group Mean

Control Group Mean

One or more emergency department visits

0.28

0.42*

Child saw health care provider 9 or more times in first year

0.29

0.49*

One or more hospitalizations

0.12

0.16

One or more injuries requiring medical attention

0.06

0.09

Sample size

138

108

Source: Kilburn and Cannon, 2017.
Note: * denotes treatment and control group means are significantly different (p<.05).

medical attention, although the First Born
group showed outcomes in a more positive
direction than the control group.
This evaluation also compared effects
for children in lower-risk and higher-risk
families. Most home visiting programs
target high-risk families because it’s
believed that these families will benefit
the most from services. Few studies have
examined whether a universal program can
also be effective for lower-risk families.
The Santa Fe evaluation found similar
significant results for outcomes among
lower-risk families, indicating that they also
benefited from the program.
The study’s results were disseminated
to local and state policymakers,
philanthropists, and service providers in
New Mexico to help guide decision-making
based on the first-year health effects the
program achieved. But the study had
limitations. For example, it relied on
self-reported data through surveys with
mothers. It also focused on a single site
that had been enrolling families for less
than two years when the study began, with
a community context that may differ from
other First Born sites in New Mexico.
Furthermore, the fairly small sample size
of the evaluation meant that it could detect

only relatively large effects. (Researchers
also collected data on parenting practices,
such as laying the baby on the back to sleep
or avoiding the use of walkers; these results
were being examined in an analysis that
had not yet been published when this issue
of Future of Children went to press.)

What’s Next for First Born Program
Evaluation
As the program evolves, replication studies
at additional First Born sites will help
determine whether infant health care use
is similar across sites; effects should also
be tested at sites with more years of full
implementation. Furthermore, longerterm followup and testing of effects for
additional outcomes will better guide
decision-making, as will cost analyses
of returns on initial investments in the
program. For instance, cost analyses
could assess whether reductions in costs
associated with health care use outweigh
program costs.
Ongoing monitoring and data collection
will remain important to ensure that
First Born sites continue to adhere to
the program model and meet internal
goals and objectives. Last, if the model
is adapted to meet community needs or
VOL. 29 / NO. 1 / S PR ING 2019

89

M. Rebecca Kilburn and Jill S. Cannon

otherwise changes over time, the program
should be reevaluated to assess whether it is
achieving intended outcomes.

Scaling Up the Program
The developers of some home visiting
programs make plans early on to scale up
their program model. But after 10 years
of operation, First Born wasn’t aiming
to expand to additional sites. Then other
communities with contextual challenges
similar to Grant County’s came to First
Born’s leadership and asked for help to
improve their own child and maternal
outcomes.

Demand from Other Communities
In 2006, about a dozen home visiting
programs were operating in New Mexico,
using a range of program models, funding
sources, and targeting strategies. They
included services for children diagnosed
with disabilities under the federal IDEA
Part C early intervention program; a staterun case-management program for at-risk
families; privately supported programs
operated by local United Way agencies;
and others that had patched together
funding from a variety of government and
private sources. At the time, New Mexico
had not committed recurring funding to a
designated home visiting system.
Meanwhile, home visiting programs were
surging across the United States. By 2009,
40 of 46 states responding to a survey were
offering state-based home visiting services.17
The Pew Charitable Trusts, an independent
nonprofit NGO that seeks to improve both
policy and practice, had launched the Pew
Home Visiting Campaign, which aimed
to increase federal and state support for
voluntary home visiting. And the NFP
90
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home visiting model had grown from two
replication sites in 1996 to sites in 31 states in
2010, as well as a National Service Office that
supported over $10 million worth of activity
in the fiscal year ending in September 2010.18
Some of the growing interest in home
visiting programs has been attributed to
the strong findings from a set of rigorous
research studies conducted for the NFP
and other early childhood programs, as
described above.19 Indeed, by 2007, NFP had
conducted its third randomized clinical trial
demonstrating improvements in outcomes
for mothers and children well into the teen
years.20 The growing evidence related to
the NFP coincided with another trend in
social programs: the evidence-based policy
movement. Organizations like the Coalition
for Evidence-Based Policy advocated that
the government favor social interventions
that demonstrated effectiveness through
randomized trial evaluations (see www.
evidencebasedprograms.org for more
information), and the NFP was the only early
childhood program to earn the coalition’s
Top Tier designation. Late in 2010, the US
Department of Health and Human Services
released a list of seven home visiting models
that it classified as “evidence-based,” and the
department has since listed other programs
that meet its standards.21
At the same time, the Los Alamos National
Laboratory (LANL) Foundation began to
systematically review ways that it could
help improve outcomes in northern New
Mexico. The LANL Foundation, a private
organization committed to improving
northern New Mexico communities by
investing in education, learning, and
community development, is supported
largely by LANL and its employees. The
foundation’s strategic review led it to focus
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on early childhood. It decided that home
visiting had shown the most promise for
improving child and maternal outcomes in
the context of the particular challenges facing
the area’s largely rural, poor counties. The
foundation found convincing evidence that
NFP was effective and strong support for
replication from the National Service Office;
for other leading models, such as Healthy
Families America and Parents as Teachers,
the research evidence was mixed.
After gathering more information about the
NFP, the foundation decided that it wasn’t
able to implement the model. The NFP
home visitors are registered nurses, and the
foundation determined that it would not be
able to hire enough nurses in its largely rural
service area. Like Grant County, this region
and most of the state of New Mexico were
designated as HRSA Health Professional
Shortage Areas. Furthermore, NFP’s
projected total cost per family was sizeable—
at that time, the NFP website reported
typical costs of $4,500 per family, per year,
with families participating in the program
from the first trimester of pregnancy until the
child’s second birthday.22
Unexpectedly, the foundation’s national
search for an appropriate home-visiting
program for northern New Mexico took it
to the southwestern part of its own state.
LANL chose to implement First Born for
several reasons, including that the program
used both nurses and non-nurse professionals
and that costs were about two-thirds of
NFP’s. Furthermore, as we note above, an
evaluation of the original First Born site,
published in a peer-reviewed journal, found
that the program was meeting its stated
objectives to promote family resiliency across
several domains.23 From the foundation’s
perspective, the only thing missing from First

Born was a technical assistance and training
infrastructure that could facilitate replication.
The foundation persuaded the Grant County
First Born team to help with replication, and
it provided financial support. The first step
was to implement First Born programs in Rio
Arriba County and Taos County in northern
New Mexico, and both programs began
serving children in 2007.
In 2008, the New Mexico state budget
included the first recurring funding stream to
establish and support a state system of home
visiting. By 2009, the state was supporting
14 organizations that offered home visiting
services in 19 of the state’s 33 counties. By
2010, five state-supported First Born sites
were operating, in Grant (Silver City), Los
Alamos, Rio Arriba, Santa Fe, and Socorro
counties. Additionally, a private nonprofit
health-promotion organization, St. Joseph
Community Health, began funding and
delivering First Born in the metropolitan
Albuquerque area in 2010. As figure 2 shows,
by 2018 First Born served more families than
any other home visiting program in the state,
with publicly and privately funded in sites in
17 of New Mexico’s 33 counties (figure 2), 10
Native American Pueblo communities, and
the Navajo Nation.
These sites said that they chose First Born for
reasons similar to those cited by the LANL
Foundation:
• The organization’s goal was to improve
the types of child and maternal health
outcomes for which home visiting has
shown promise compared to other
service strategies.
• The organizations recognized the
evidence for the NFP program, but
thought NFP was impractical for
these communities due to nursing
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Figure 2. New Mexico Counties Implementing First Born in 2018
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Source: http://www.firstbornprogram.org/programsites.html
Notes: Dark gray counties implement First Born. Star denotes location of original site.

shortages, perceived high cost, and the
fact that they lacked enough births to
meet the NFP’s requirement of 100
high-risk parents to establish a site.
(See www.nursefamilypartnership.
org/communities/local-implementingagencies for site requirements.)
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• Two published articles showed
that First Born was achieving its
intermediate family-functioning goals
for participants.24
Rural communities may find it challenging to
find nurses or licensed clinicians to serve as
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home visitors (as some models require), and
they may not meet the scale requirements
of some models. For this reason, rural
communities have been particularly
interested in First Born.

Infrastructure for Replication
Although the team that started the original
First Born site in Grant County was able to
help initial replication sites in the northern
part of the state, supporting the large
number of sites that were implementing
First Born across the state by 2017 was
beyond the capacity of the Grant County
program developers. Upon reaching a
larger scale, many home visiting programs,
including NFP, Parents as Teachers,
Healthy Families America, Child First,
Family Spirit, and Family Connects,
created national program offices to help
new sites get started, monitor existing sites’
adherence to the program model, and help
sites with training and other implementation
support. To maintain the quality of existing
sites and meet the demand for new ones,
First Born realized that it would also need
to establish an organization dedicated to
supporting quality and replication. Unlike
the developers of most other programs that
had reached this scale, First Born’s program
developers hadn’t planned to lead this new
organization.
Thus there was demand for the services of
a First Born national program office, but
no such office was in the works. Existing
sites were concerned about the future
of the program, and philanthropies that
had supported First Born’s growth from
one site to many faced the prospect of
no long-term return on their investment.
Another challenge to establishing a First
Born program office was financial: such an
office would require additional resources,

meaning that the new organization would
need to raise funds before getting started.
After several years of uncertainty
regarding First Born’s fate, a partnership
of interested parties developed a plan to
open a First Born program office at Santa
Fe Community College’s Early Childhood
Center of Excellence. The office will
provide statewide training, technical
assistance, and licensing of First Born
sites throughout New Mexico. As with
other programs’ service offices, the initial
financial model depends on philanthropic
support along with licensing fees from
sites. Expansion of First Born beyond New
Mexico is under consideration.

Lessons for Other Universal
Programs
Because the program was a community-led
effort, First Born’s story is different from
that of many programs that have reached
full implementation. Yet many of the lessons
from First Born are broadly relevant for
other programs, no matter where their
leadership comes from.

Pros and Cons of Universal Services
Like other universal programs, First Born
is sometimes criticized because it may be
serving some clients who are not at risk for
poor outcomes and, hence, isn’t efficiently
using scarce funds. First Born has countered
these arguments in two ways. The first is
by pointing out that First Born isn’t fully
universal—it doesn’t serve all parents of
newborns, but only first-time parents,
who represent slightly over 40 percent of
parents of newborns in the state. And a
program that serves all first-time parents
will eventually serve most parents with more
than one child.
VOL. 29 / NO. 1 / S PR ING 2019

93

M. Rebecca Kilburn and Jill S. Cannon

The second response to these criticisms
is that in a state as poor as New Mexico
that has such poor outcomes for young
children, it isn’t efficient to target services
only to the highest-risk families. New
Mexico has the highest percentage of
Medicaid births in the nation—72 percent
of births in 2016, the latest year for which
data are available.25 Given that younger
women are more likely to have their births
covered by Medicaid, it’s likely that the
rate for first births is even higher. Other
means-tested programs have decided
that when rates of qualification are so
high, the costs of screening for eligibility
are likely to outweigh the benefits, and
so they serve everyone; school lunches
in some communities are an example
of this phenomenon. Furthermore,
universal services reduce the stigma
associated with participation, thus raising
the likelihood that high-risk families
will in fact participate. In sum, in a poor
state like New Mexico, targeting by
socioeconomic status may have low value.
This justification for universal services may
be less persuasive in states that are more
affluent or have better child outcomes.
Interestingly, First Born has also been
criticized for targeting too much.
Specifically, some policymakers and
community members have expressed
concerns that by serving only families of
first-born children and limiting enrollment
to families with infants less than two
months old, First Born is denying services
to families that clearly need help, such
as families that have had a substantiated
child-protective services case in the past
or families with multiple children and a
parent going to prison. In fiscal year 2017,
New Mexico initiated Level II targeted
home visiting services, which are offered to
94
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families identified as having a high degree
of stress (Level I home visiting programs
are prevention and promotion programs like
First Born). Level II services are currently
in a pilot phase; having these services
available in First Born locations would
alleviate concerns about overtargeting.

Universal Services Suggest
Population-Level Impact
Another lesson from First Born is that
universal programs may be expected to have
population-level impact. Especially when
program evaluation results suggest that a
program is effective, its relevant indictors
for the geographic area being served should
show improvements if the program is
available to everyone.
In the case of Grant County, First Born
has been implemented for nearly 20 years,
and yet average outcomes for newborns
in Grant County have exhibited only
modest improvement.26 Home visiting
programs are typically voluntary, and
take-up rates among families who are
offered services are generally less than 75
percent.27 Furthermore, of the families
who enroll in home visiting, large numbers
don’t complete the entire program.28
As a result, a program would need to
produce extremely large changes in
participating families’ outcomes to generate
improvements in indicators for all families
in the program’s catchment area. Even
though it’s a question of simple ratios, this
type of explanation may be unsatisfactory
to funders, particularly in an environment
where take-up and completion rates of less
than 100 percent for a universal program
are themselves the targets of criticism.
Furthermore, additional factors may
contribute to population-level outcomes
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that mask a program’s improvements. For
example, since First Born began operating in
Grant County, the area has experienced the
Great Recession, mine closures, the opioid
epidemic, and other confounding factors.
Though it’s easy to explain why a universal
program might not generate improvements
in population-level indicators, the inference
that universal services should lead to upticks
in these indicators is nevertheless common.

Barriers to Innovation
A final lesson from First Born is that in
addition to incentives and assistance,
innovation requires overcoming numerous
formidable barriers. One such barrier
is the chicken-or-egg aspect of getting
funding for a new program that’s under
development: funders have a strong
preference for supporting evidence-based
programs, but programs can’t achieve
evidence-based status until they’re tried.
The sort of evaluation needed to achieve
evidence-based status can often cost
more than $1 million, a sizable “barrier to
entry,” to use an economics term. Another
challenge is that once demand for a program

is generated, creating a service office to
support replication entails large fixed
costs. State and federal funders focus on
reimbursing providers for services delivered,
but they rarely provide funding to develop
infrastructure for specific programs, leaving
philanthropic support or other fundraising to
fill that gap. Last, many program developers
and communities are not in a position to
spend a decade or more developing or
modifying programs to improve existing
services or adapt programs to meet local
needs.
These barriers to innovation are daunting for
any sector of human services, but they may
be particularly burdensome for communities
that don’t have the infrastructure that stands
behind universities, government agencies,
and foundations. The challenges that First
Born and other programs had to overcome
to reach full implementation raise questions
about whether the current approach
to supporting programs may be stifling
innovation.29 Balancing the funds devoted
to established programs with more attention
to innovation and adaptation may expedite
improvements in human services.

VOL. 29 / NO. 1 / S PR ING 2019

95

M. Rebecca Kilburn and Jill S. Cannon

Endnotes
1. Darcy I. Lowell et al., “A Randomized Controlled Trial of Child FIRST: A Comprehensive HomeBased Intervention Translating Research into Early Childhood Practice,” Child Development 82 (2011):
193–208, https://doi.org/10.1111/j.1467-8624.2010.01550.x; David L. Olds et al., “Improving the LifeCourse Development of Socially Disadvantaged Mothers: A Randomized Trial of Nurse Home Visitation,”
American Journal of Public Health 78 (1988): 1436–45, https://doi.org/10.2105/AJPH.78.11.1436.
2. Annie E. Casey Foundation, 2017 Kids Count Data Book: State Trends in Child Well-Being (Baltimore:
Annie E. Casey, 2017), http://www.aecf.org/m/resourcedoc/aecf-2017kidscountdatabook.pdf.
3. New Mexico Voices for Children, “Kids Count in New Mexico,” accessed April 12, 2018, https://www.
nmvoices.org/archives/category/kids-count.
4. Annie E. Casey Foundation, “Kids Count Data Center,” accessed April 12, 2018, https://datacenter.
kidscount.org/data.
5. Ibid.
6. David L. Olds, Charles R. Henderson, and Harriet Kitzman, “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 93 (1994): 89–98; David L. Olds et al., “Long-Term Effects of Home Visitation on
Maternal Life Course and Child Abuse and Neglect: Fifteen-Year Follow-Up of a Randomized Trial,”
JAMA 278 (1997): 637–43; David L. Olds et al., “Long-term Effects of Nurse Home Visitation on
Children’s Criminal and Antisocial Behavior: 15-Year Follow-Up of a Randomized Controlled Trial,” JAMA
280, no. 14 (1998): 1238–44, https://doi.org/10.1001/jama.280.14.1238; Craig T. Ramey et al., “Project
CARE: A Comparison of Two Early Intervention Strategies to Prevent Retarded Development,” Topics
in Early Childhood Special Education 5, no. 2 (1985): 12–25; Dale L. Johnson and Todd Walker, “A
Follow-Up Evaluation of the Houston Parent-Child Development Center: School Performance,” Journal
of Early Intervention 15 (1991): 226–36, https://dx.doi.org/10.1177/105381519101500302; Lynn A. Karoly
et al., Investing in Our Children: What We Know and Don’t Know About the Costs and Benefits of Early
Childhood Interventions (Santa Monica, CA: RAND Corporation, 1998).
7. For a more detailed description of the theory behind First Born and the curriculum, see Iván A. de
la Rosa et al., “Strengthening Families with First-Born Children: Exploratory Story of the Outcomes
of a Home Visiting Intervention,” Research on Social Work Practice 15 (2005): 323–38, https://doi.
org/10.1177/1049731505277004.
8. Ibid.; M. Rebecca Kilburn, “Lessons from the Randomized Trial Evaluation of a New Parent Program:
When the Evaluators See the Glass as Half Full, and the Community Sees the Glass as Half Empty,”
Journal of Experimental Criminology 8 (2012): 255–70.
9. M. Rebecca Kilburn and Jill S. Cannon, “Home Visiting and Use of Infant Health Care: A Randomized
Clinical Trial,” Pediatrics 139 (2016): e20161274, https://doi.org/10.1542/peds.2016-1274.
10. Stephen P. Juraschek et al., “United States Registered Nurse Workforce Report Card and
Shortage Forecast,” American Journal of Medical Quality 27 (2012): 241–9, https://doi.
org/10.1177/1062860611416634.
11. Diana Epstein and Jacob A. Klerman, “When Is a Program Ready for Rigorous Impact Evaluation?
The Role of a Falsifiable Logic Model,” Evaluation Review 36 (2012): 375–401, https://doi.
org/10.1177/0193841X12474275; Mary Ann Scheirer, “Expanding Evaluative Thinking: Evaluation
through the Program Life Cycle,” American Journal of Evaluation 33 (2012): 263–94, https://doi.
org/10.1177/1098214011434609.
12. De la Rosa et al., “Strengthening Families”; Ivan A. de la Rosa, Joanne Perry, and Victoria Johnson,
“Benefits of Increased Home-Visitation Services: Exploring a Case Management Model,” Family &
Community Health 32 (2009): 58–75, https://doi.org/10.1097/01.FCH.0000342817.95390.7e.
96

T H E F U T UR E OF C HI L DRE N

Home Visiting for First-Time Parents: Community Innovation

13. De la Rosa, Perry, and Johnson, “Benefits.”
14. M. Rebecca Kilburn and Jill S. Cannon, “Home Visiting Start-Up: Lessons Learned from Program
Replication in New Mexico,” Journal of Primary Prevention 36 (2015): 275–79, https://doi.org/10.1007/
s10935-015-0392-5.
15. Paul Guerin et al., Catholic Health Initiatives St. Joseph’s Children: Home Visiting Program
Implementation Review (Albuquerque, NM: Institute for Social Research, University of New Mexico,
2015), http://firstbornprogram.org/earlychildhood/ISR_ImplementationStudy_SJCProgram_Final_
v104272015.pdf.
16. Kilburn and Cannon, “Infant Health.”
17. Kay Johnson, State-Based Home Visiting Strengthening Programs through State Leadership (New York:
National Center for Children in Poverty, Mailman School of Public Health, Columbia University, 2009).
18. Nurse-Family Partnership, “Nurse-Family Partnership Snapshot,” https://web.archive.org/
web/20100730034850/http://www.nursefamilypartnership.org:80/assets/PDF/fact-sheets/NFP_Snapshot,
accessed July 28, 2010; Nurse-Family Partnership, “Nurse-Family Partnership Financial Statements,
September 30, 2010 and 2009,” https://www.nursefamilypartnership.org/wp-content/uploads/2017/07/
NFP_Financial_Statement_2010.pdf, accessed March 8, 2019.
19. Deanna S. Gomby, Home Visitation in 2005: Outcomes for Children and Parents, Invest in Kids working
paper no. 7 (Arlington, VA: Committee for Economic Development, 2005).
20. David L. Olds, Lois Sadler, and Harriet Kitzman, “Programs for Parents of Infants and Toddlers: Recent
Evidence from Randomized Trials,” Journal of Child Psychology and Psychiatry 48 (2007): 355–91,
https://doi.org/10.1111/j.1469-7610.2006.01702.x.
21. Diane Paulsell et al., “Assessing Home Visit Quality: Dosage, Content, and Relationships,” Zero to Three
Journal 30, no. 6 (2010): 16–21.
22. Nurse-Family Partnership, “Nurse-Family Partnership Snapshot.”
23. De la Rosa et al., “Strengthening Families.”
24. Ibid.; de la Rosa, Perry, and Johnson, “Benefits.”
25. Vernon K. Smith et al., Implementing Coverage and Payment Initiatives: Results from a 50-State Medicaid
Budget Survey for State Fiscal Years 2016 and 2017 (Menlo Park, CA: Henry J. Kaiser Family Foundation,
2016).
26. Annie E. Casey Foundation, “Kids Count Data Center.”
27. US Department of Health and Human Services, Health Resources and Services Administration,
MIECHV Issue Brief on Family Enrollment and Engagement: The Promise of MIECHV (2015),
http://mchb.hrsa.gov/sites/default/files/mchb/MaternalChildHealthInitiatives/HomeVisiting/tafiles/
enrollmentandengagement.pdf.
28. Ibid.
29. Dean Fixsen et al., “Statewide Implementation of Evidence-Based Programs,” Exceptional Children 79
(2013): 213–30, https://doi.org/10.1177/001440291307900206.

VOL. 29 / NO. 1 / S PR ING 2019

97

