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IDAHO MIECHV 
PROGRAM: 

BENCHMARKS

PRESENTATION OVERVIEW

• Purpose of  Presentation
• Role of  the evaluation team

• Purpose of  Benchmarks (6 benchmark areas)

• Data collection requirements for the 35 federally-mandated benchmark 
constructs, including:

• Process

• Target population

• The “what,” “when,” “how,” and “where” of  data collection

BENCHMARK AREAS

• Benchmark Area 1: Maternal and Infant Health (8 constructs)

• Benchmark Area 2: Child Injuries, Child Abuse, Neglect or Maltreatment and 
Reduction of  Emergency Department (ED) Visits (7 constructs)

• Benchmark Area 3: Improvement in School Readiness and Achievement              
(9 constructs)

• Benchmark Area 4: Domestic Violence (3 constructs)

• Benchmark Area 5: Family Economic Self-Sufficiency (3 constructs)

• Benchmark Area 6: Coordination and Referrals for Other Community Resources 
and Support (5 constructs)
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BENCHMARK AREA 1: 
Maternal and Infant Health 

• Construct 1.1: Prenatal Care (Process)

• Construct 1.2: Parental Use of  Tobacco (Process)

• Construct 1.3: Preconception Care (Outcome)

• Construct 1.4: Inter-Birth Intervals (Process)

• Construct 1.5: Post-Partum Depression (PPD) Screening (Process)

• Construct 1.6: Breastfeeding (Outcome)

• Construct 1.7: Well-Child Visits (Outcome)

• Construct 1.8: Maternal and Child Insurance Status (Process)

Construct 1.1: 
Prenatal Care

Process: Home visitors will document whether they have discussed optimal prenatal care visits schedule with pregnant women within the first 
four weeks of  enrollment.

Target Population: Women enrolled in the program prenatally

What: Did the pregnant woman receive information about the recommended schedule of  prenatal care visits*? 

When:  Within six weeks of  program participation

How: The home visitor discusses optimal prenatal care visits schedule with the pregnant woman and documents this interchange on 
the following forms:
 NFP: Use of  Government & Community Services- Intake: noted whether 

prenatal care was discussed under ‘health care’ –primary care provider - well client - prenatal care (Q20)
 PAT: Home Visit Encounter Form: noted whether prenatal care was discussed under ‘topics addressed’ (A-32) 

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments 
tab.

Notes: * Recommended Schedule of  Prenatal Care Visits: 
 Every 4 weeks for the first 28 weeks
 Every 2-3 weeks between 28 and 36 weeks
 Weekly until birth, after 36 weeks

Construct 1.2: 
Parental Use of  Tobacco

Process: Home visitors will document whether they have discussed risks associated with smoking with primary caregivers who screened 
positive for smoking at intake. 

Target Population: Primary caregivers who screened positive for smoking at intake

What: Did the primary caregiver who screened positive for smoking at intake receive education on risks associated with smoking within 
6 months of  program participation? 

When:  Within 6 months of  program participation

How: The home visitor discusses risks associated with smoking with the participant and documents their exchange on the following 
forms:
 NFP: Home Visit Encounter Form – NFP Supplement: noted whether information was delivered (A-2) 
 PAT: Home Visit Encounter Form: noted whether risks were discussed under ‘topics addressed’ (A-32.)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments 
tab.



7/6/2015

3

Construct 1.3: 
Preconception Care

Process: Home visitors will ask non-pregnant women of  childbearing age how often they are taking a multivitamin and document responses on 
the appropriate form.

Target Population: Non-pregnant women of  childbearing age (15-45 years)

What: Is the primary caregiver, who is a non-pregnant woman of  childbearing age, currently taking a multivitamin?

When:  For women who are not pregnant and the index child is six or more months old at enrollment: 
 At intake 
 6 months later

 For women who are pregnant at enrollment or the index child is less than six months old: 
 At 6 months post-delivery 
 At 12 months post-delivery 

How: The home visitor asks the questions to the participant during the home visit and documents the answers on the following forms:
 NFP: Maternal Health Form – NFP Supplement: noted whether and how frequently multivitamin is taken (A-1 & A-2)
 PAT: Maternal Health Form: noted whether and how frequently multivitamin is taken (C-10 & C-11)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Questions: 1. Are you currently taking a multiple vitamin?

If  yes, ask: How many times a week are you taking a multiple vitamin (a pill that contains many different vitamins and minerals)? 
a) 1 to 3 times a week (Score = 1)
b) 4 to 6 times a week (Score = 2)
c) Every day of  the week (Score = 3)

Construct 1.4: 
Inter-Birth Intervals

Process: Home visitors will document whether they have discussed optimal birth spacing with primary caregivers of  children ages birth-2 
years.

Target Population: Primary caregivers of  children who are 0-2 years of  age 

What: Did the primary caregiver of  a child who is 0-2 years of  age receive any education on optimal birth spacing* within 6 months of  
program participation (non-pregnant at enrollment) or within 45 days of  delivery (pregnant at enrollment)? 

When:  For participants who are not pregnant at enrollment: 
 Within 6 months 

 For participants who are pregnant at enrollment: 
 Within 45 days of  delivery

How: The home visitor discusses optimal birth spacing with primary caregiver and documents this interchange on the following forms: 
 NFP: Home Visit Encounter Form – NFP Supplement: noted whether information was delivered (A-1)
 PAT: Home Visit Encounter Form: noted whether information was delivered under ‘topics addressed’ (A-32)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments 
tab.

Note: * Optimal birth spacing: 
 Two or more years between births

Construct 1.5: 
Post-Partum Depression (PPD) Screening

Process: Home visitors will document whether they have completed a PPD screen with mothers enrolled in the program within 45 days of  
delivery. 

Target Population: Mothers who enrolled in the program within 45 days of  delivery

What: Was the mother enrolled in the program within 45 days of  delivery screened for PPD*? 

When:  Within 45 days of  delivery

How: The participant completes the EPDS screen and the home visitor documents that the screen has been completed on the 
following forms:
 NFP: Edinburgh Postnatal Depression Scale (EPDS): completion date
 PAT: Edinburgh Postnatal Depression Scale (EPDS): completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments 
tab.

Screening Instrument: * Edinburgh Postnatal Depression Scale (EPDS) 
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Construct 1.6: 
Breastfeeding

Process: Home visitors will ask all women who gave birth during program participation how long they breastfed or pumped milk to feed their 
new babies and document participants’ responses.

Target Population: Mothers who gave birth during program participation

What: How long did the mother who gave birth during program participation breastfeed or pump milk to feed her new baby?

When:  At 6 months post-delivery 

How: The home visitor asks the question to the participant during the home visit and documents the answer on the following forms:
 NFP: Infant Health Care – Infancy 6 months: duration of  breastfeeding noted (Q12, 13, & 14)
 PAT: Child Health Form: duration of  breastfeeding noted (B-23 & B-24)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Question: How many weeks or months did you breastfeed or pump milk to feed your new baby?
______weeks OR _____months

1.7: 
Well-Child Visits

Process: Home visitors will ask all primary caregivers of  index children who enrolled in the program prenatally how many recommended well-
child visits* the index child accessed at 6 months of  age and document participants’ responses.

Target Population: Index children who enrolled parentally 
What: How many recommended well-child visits did the index child enrolled prenatally access at 6 months of  age? 

When:  At 6-12 months of  index child’s age 
How: The home visitor asks the question to the primary caregiver and documents the answer on the following forms:

 NFP: Infant Health Care – Infancy 6 months: number of  recommended well-child visits accessed by index child documented 
(Q1) 

 PAT: Child Health Form: number of  recommended well-child visits accessed by index child documented (B-23 & B-24)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Question: Did you take your child to his/her ___ well-child visit:

a) 1st week
b) By 1 month
c) 2 months
d) 4 months

Note: *Definition of  well-child visits according to the American Academy of  Pediatrics (AAP): 1st week, by 1 month, 2 months, 4 months, 
6 months, 9 months, 1 year, 15 months, 18 months, 2 years, 2 ½ years, 3 years, 4 years, 5 years 

Construct 1.8: 
Maternal and Child Insurance Status

Process: Home visitors will document whether they have referred uninsured women and index children for insurance coverage within one 
month of  determination of  insurance status. 

Target Population: Women and index children without credible health insurance*
What: Did the home visitor refer uninsured woman and/or index child for insurance coverage within one month of  determination of  

insurance status? 
When:  If  enrolled post-delivery:

 During the first 6 months of  program participation, within one month of  determining that the mother or child is not 
insured  

 If  enrolled prenatally:
 During the first 6 months post-delivery, within one month of  determining that the mother or child is not insured

How: The home visitor documents whether or not they have referred uninsured women and index children for insurance coverage on the
following forms:
 NFP: Referrals: noted whether a referral for insurance coverage was made under ‘health care’ (Q13, 14, 15, & 16)
 PAT: Home Visit Encounter Form: noted whether a referral for insurance coverage was made under ‘referrals made for’ (A-

30)
Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Referrals tab.

Notes: *Idaho definition of  credible health insurance: Coverage that provides benefits for inpatient and outpatient hospital services and 
physician’s medical and surgical services. Credible coverage excludes liability, limited scope dental, vision, specific disease or other 
supplemental-type benefits, IDAPA 16.03.01
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BENCHMARK AREA 2: 
Child Injuries, Child Abuse, Neglect or 

Maltreatment and Reduction of  ED Visits
• Construct 2.1: Visits for Children to the ED, from all Causes (Outcome)

• Construct 2.2: Visits of  Mothers to the ED, from all Causes (Outcome)

• Construct 2.3: Information Provided or Training of  Participants on Prevention of  Injuries 
(Process)

• Construct 2.4: Incidence of  Child Injuries Requiring Medical Treatment (Outcome)

• Construct 2.5: Reported Suspected Maltreatment for Children in the Program – Suspected 
(Outcome)

• Construct 2.6: Reported Suspected Maltreatment for Children in the Program – Substantiated 
(Outcome)

• Construct 2.7: First Time Victims of  Maltreatment for Children in the Program (Outcome)

Construct 2.1: 
Child Visits to ED, all Causes

Process: Home visitors will ask primary caregivers of  index children at intake and every six months thereafter how many times their child 
visited the Emergency Department (ED) for any cause in the past 6 months and document responses. 

Target Population: All index children

What: How many times did the index child visit the ED in the past 12 months?* 

When:  If  enrolled post-delivery:
 At 6 months of  program participation  
 Every 6 months of  program participation thereafter 

 If  enrolled prenatally:
 At 6 months of  age of  index child 
 Every six months of  program participation thereafter 

How: The home visitor asks the question to the primary caregiver and documents the answer on the following forms:
 NFP: Infant Health Care – Infancy 6 Months & Infant Health Care – Infancy 12 months: whether and how many times index 

child visited the ED for any cause noted under ‘ER visits and hospitalization’ (sum of  Q9 & 10)
 PAT: Child Health Form: whether and how many times index child visited the ED for any cause noted under ‘health history’ 

(sum of  B-9/B-10 & B-13/B-14)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Question: How many times did your child visit the ED in the past 6 months?

Note: * The aggregate from the two forms collected at 6 and 12 months will be used for benchmark reporting. 

Construct 2.2: 
Maternal Visits to ED, all Causes

Process: Home visitors will ask all expectant mothers and mothers how many times they visited the Emergency Department (ED) for any cause 

in the past six months and document responses. This question will be asked at intake and every six months of  program participation. 

Target Population: All expectant mothers and mothers 

What: How many times did the expectant mother or mother visit the ED in the past 6 months? 

When:  At 6 months of  program participation 
 Every six months of  program participation thereafter   

How: The home visitor asks the question to the participant and documents the answer on the following forms:
 NFP: Demographics Update: Infancy 6 Months & Toddler 18 Months: noted whether and how many times mother visited 

the ED for any cause
 PAT: Maternal Health Form: noted whether and how many times mother visited the ED for any cause (A-10/A-11)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Question: How many times did you visit the ED for your own care in the past 6 months?  
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Construct 2.3: 
Injury Prevention Education

Process: Home visitors will document whether they have had any injury prevention-related discussions appropriate to the age of  the index child 
with primary caregivers of  index children within five months of  program participation. 

Target Population: All primary caregivers 

What: Did the primary caregiver receive any education related to injury prevention appropriate to the age of  the index child? 

When:  Within 5 months of  program participation

How: The home visitor discusses injury prevention with the primary caregiver during the home visit and documents their interchange
on the following forms:
 NFP: Home Visit Encounter: noted whether education was provided (Q1)
 PAT: Home Visit Encounter Form: noted whether education was provided under ‘topics addressed’ (A-32)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Note: * Injury prevention is defined as education on any of  the following topics during the appropriate timelines: 
a. Safe Sleep (birth-1 yr)
b. Injury Prevention (birth-5 yrs)
c. Poison Prevention (birth-5 yrs)
d. Fire Safety (birth-5 yrs)
e. Car Seat Safety (birth-5 yrs)
f. Home Safety (birth-5 yrs), OR
g.  Shaken Baby Syndrome (birth-1 yr)

Construct 2.4: 
Child Injuries Requiring Medical Treatment 

Process: Home visitors will ask primary caregivers of  index children at intake or at birth and every six months thereafter how many times their 
child required medical treatment (i.e., ambulatory care, ED, or hospitalization) due to injury in the past 6 months and document responses. 

Target Population: All index children 
What: How many times did the index child require medical treatment due to injury in the past 12 months*? 

When:  If  index child enrolled prenatally:
 At 6 months of  index child’s age 

 Every six months of  program participation thereafter 
 If  index child enrolled post-delivery:

 At intake or 6 months of  index child’s age, whichever comes first
 Every six months of  program participation thereafter 

How: The home visitor asks the question to the primary caregiver and documents the answer on the following forms:
 NFP: Infant Health Care – Infancy 6 Months & Infant Health Care – Infancy 12 months: whether and how many times 

index child visited the ED for any cause noted under ‘ER visits and hospitalization’ (Q9) 
 PAT: Child Health Form: whether and how many times index child visited the ED for any cause noted under ‘health 

history’ (sum of  B-9/B-10)
Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Question: How many times did your child require medical treatment due to injury in the past 6 months?  

Note: * Aggregate from the two forms collected at 6 and 12 months will be used for benchmark reporting. 

BENCHMARK AREA 3: 
Improvement in School Readiness and 

Achievement
• Construct 3.1: Parent Support for Children’s Learning and Development (Outcome)

• Construct 3.2: Parental Knowledge of  Child Development (Process)

• Construct 3.3: Parental Behavior and Parent-Child Relationship (Outcome)

• Construct 3.4: Parental Stress or Parental Emotional Well-Being (Outcome)

• Construct 3.5: Child Communication, Language, and Emergent Literacy (Process)

• Construct 3.6: Child Cognitive Skills (Process)

• Construct 3.7: Child’s Positive Approach to Learning (Process)

• Construct 3.8: Child’s Social Behavior, Emotional Regulation, and Emotional Well-Being (Process)

• Construct 3.9: Child’s Physical Health and Development (Process)
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Construct 3.1: 
Parent Support for Child’s Learning and 

Development
Process: Home visitors will observe interaction between parents/caregivers and index children using the HOME* (“Learning Materials” and 
“Involvement” subscales).

Target Population: All primary caregivers who were observed using the HOME at 6 months and 18 months of  index child’s age (or at intake and 12 
months later if  index child is older than 6 months at enrollment)

What: What was the score on the HOME (“Learning Materials” and “Involvement” subscales) at 6 months and 18 months of  index 
child’s age (or at intake and 12 months later if  index child is older than 6 months at enrollment)?

When:  If  the participant is enrolling prenatally or index child is six months old or younger at enrollment: 
• At 6 months of  index child’s age
• At 18 months of  index child’s age

 If  the index child is older than 6 months at enrollment: 
• At intake (using the appropriate screen for the index child’s age at enrollment)
• At 12 months of  program participation

How: The home visitor observes interaction between the primary caregiver and the index child and documents the scores on the 
following forms:
 NFP: HOME Inventory: completion date & scores
 PAT: HOME Inventory: completion date & scores

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Observational Tool: * HOME – Home Observation Measurement of  the Environment; Infant/Toddler (IT)(birth to three) or Early Childhood 
(EC)(three to six) 

Construct 3.2: 
Parent Knowledge of  Child’s Development

Process: Home visitors will document whether they have discussed or reviewed the results of  a completed age-appropriate ASQ-3 or ASQ-SE 
screen with the primary caregivers within 12 months of  program participation.  

Target Population: All primary caregivers

What: Did the primary caregiver receive information on the index child’s development*? 

When:  Within 12 months of  program participation

How: The home visitor reviews the results of  a completed age-appropriate ASQ-3 or ASQ-SE screen with the primary caregiver and 
documents this interchange on the following forms:
 NFP: Home Visit Encounter Form – NFP Supplement: noted whether results of  index child’s ASQ screen were discussed 

or reviewed (Q6)
 PAT: Home Visit Encounter Form: whether results of  index child’s ASQ screen were discussed or reviewed noted under 

‘topics discussed’ (A-32)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Notes: * The home visitor will review the results of  a completed age-appropriate ASQ-3 or ASQ-SE screen with the primary caregiver 
within 12 months program participation. 
Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months 
to assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people.

Construct 3.3: 
Parental Behavior and Parent-Child Relationship

Process: Home visitors will observe interaction between primary caregivers and index children using the HOME* (“Responsivity” and 
“Acceptance” subscales).

Target Population: All primary caregivers who were observed using the HOME at 6 months and 18 months of  index child’s age (or at intake and 12 
months later if  index child is older than 6 months at enrollment)

What: What was the score on the HOME (“Responsivity” and “Acceptance” subscales) at 6 months and 18 months of  index child’s age (or 
at intake and 12 months later if  index child is older than 6 months at enrollment)? 

When:  If  the participant is enrolling prenatally or index child is six months old or younger at enrollment: 
 At 6 months of  index child’s age
 At 18 months of  index child’s age

 If  the index child is older than 6 months at enrollment: 
 At intake (using the appropriate screen for the index child’s age at enrollment)
 At 12 months of  program participation

How: The home visitor observes interaction between the primary caregiver and the index child and documents the scores on the following 
forms:
 NFP: HOME Inventory: completion date & scores
 PAT: HOME Inventory: completion date & scores

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Observational Tool: * HOME – Home Observation Measurement of  the Environment; Infant/Toddler (IT)(birth to three) or Early Childhood 
(EC)(three to six)
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Construct 3.4:
Parental Stress or Parental Emotional Well-Being

Process: Home visitors will administer the Everyday Stressors Index (ESI)* to the primary caregivers.

Target Population: All primary caregivers 

What: How did the primary caregiver score on the ESI? 

When:  If  the participant is enrolling prenatally: 
 At one month post-delivery
 12 months later
 Every 12 months thereafter

 If  enrollment is postpartum: 
 At intake 
 12 months later
 Every 12 months thereafter

How: The home visitor administers the ESI and documents the scores on the following forms:
 NFP: ESI: completion date and score
 PAT: ESI: completion date and score

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Note: * Everyday Stressors Index (ESI) is a home visitor-administered instrument. It is publically available and simple to administer and 
score. No special training is required to administer or score this tool.

Construct 3.5: 
Child Communication, Language, and 

Emergent Literacy
Process: Home visitors will document whether they have completed at least one ASQ-3 screen* with the primary caregivers of  index children 
using the index child’s age-appropriate “Communication” subscale.

Target Population: All index children 
What: Was at least one age-appropriate ASQ-3 screen using the “Communication” subscale completed within 6 months of  enrollment or 

within 6 months of  index child’s birth? 
When:  If  enrolling postpartum:

• Within 6 months of  program participation
 If  enrolling prenatally:

• Within 6 months of  index child’s birth 
As best practice, home visitors should begin completing ASQ screens with the participant as early as 4 or 6 months of  index child’s 
age and every six months thereafter. When a child scores below cut-off, more frequent screens may be appropriate.  

How: The home visitor completes the ASQ-3 screen in partnership with the participant and documents the date on the following forms:
 NFP: ASQ-3: completion date
 PAT: ASQ-3: completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Screening 

Instrument:
* Ages and Stages Questionnaire—3rd Edition 
Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months to 
assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, plus self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people.

Construct 3.6:
Child Cognitive Skills

Process: Home visitors will document whether they have completed at least one ASQ-3 screen* with the primary givers of  index children using 
the index child’s age-appropriate “Problem Solving” subscale.

Target Population: All index children
What: Was at least one age-appropriate ASQ-3 screen using the “Problem Solving” subscale completed within 6 months of  enrollment or 

within 6 months of  index child’s birth? 

When:  If  enrolling postpartum:
• Within 6 months of  program participation

 If  enrolling prenatally:
• Within 6 months of  index child’s birth 

As best practice, home visitors should begin completing ASQ screens with the participant as early as 4 or 6 months of  index child’s 
age and every six months thereafter. When a child scores below cut-off, more frequent screens may be appropriate.  

How: The home visitor completes the ASQ-3 screen in partnership with the participant and documents the date on the following forms:
 NFP: ASQ-3: completion date
 PAT: ASQ-3: completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Screening Instrument: * Ages and Stages Questionnaire—3rd Edition 

Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months to 
assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, plus self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people.
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Construct 3.7: 
Child’s Positive Approach to Learning

Process: Home visitors will document whether they have completed of  at least one ASQ-3 screen* with the primary caregivers of  index children 
using the index child’s age-appropriate “Personal-Social” subscale. 

Target Population: All index children  
What: Was at least one age-appropriate ASQ-3 screen using the “Personal-Social” subscale completed within 6 months of  enrollment or 

within 6 months of  index child’s birth? 

When:  If  enrolling postpartum:
 Within 6 months of  program participation

 If  enrolling prenatally:
 Within 6 months of  index child’s birth 

As best practice, home visitors should begin completing ASQ screens with the participant as early as 4 or 6 months of  index child’s 
age and every six months thereafter. When a child scores below cut-off, more frequent screens may be appropriate.  

How: The home visitor completes the ASQ-3 screen in partnership with the participant and documents the date on the following forms:
 NFP: ASQ-3: completion date
 PAT: ASQ-3: completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Screening Instrument: * Ages and Stages Questionnaire—3rd Edition 

Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months to 
assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, plus self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people.

Construct 3.8: 
Child’s Social Behavior, Emotional Regulation, 

and Emotional Well-Being
Process: Home visitors will document whether they have completed at least one ASQ-SE* with the primary caregivers of  index children using 
the index child’s age-appropriate screen. 

Target Population: All index children 

What: Was at least one age-appropriate ASQ-SE screen completed within 6 months of  enrollment or within 6 months of  index child’s birth? 

When:  If  enrolling postpartum:
 Within 6 months of  program participation

 If  enrolling prenatally:
 Within 6 months of  index child’s birth 

As best practice, home visitors should begin completing ASQ screens with the participant as early as 4 or 6 months of  index child’s 
age and every six months thereafter. When a child scores below cut-off, more frequent screens may be appropriate.  

How: The home visitor completes the ASQ-SE screen in partnership with the participant and documents the date on the following forms:
 NFP: ASQ-SE: completion date
 PAT: ASQ-SE: completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Screening 
Instrument:

*Ages and Stages Questionnaire—Social Emotional
Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months to 
assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people. 

Construct 3.9:
Child’s Physical Health and Development 

Process: Home visitors will document whether they have completed at least one ASQ-3* with the primary caregivers of  index children using the 
index child’s age-appropriate “Gross Motor Skills” and/or “Fine Motor Skills” subscale. 

Target Population: All index children 
What: Was at least one age-appropriate ASQ-3 screen completed within 6 months of  enrollment or within 6 months of  index child’s birth?

When:  If  enrolling postpartum:
 Within 6 months of  program participation

 If  enrolling prenatally:
 Within 6 months of  index child’s birth 

As best practice, home visitors should begin completing ASQ screens with the participant as early as 4 or 6 months of  index child’s 
age and every six months thereafter. When a child scores below cut-off, more frequent screens may be appropriate.  

How: The home visitor completes the ASQ-3 screen in partnership with the participant and documents the date on the following forms:
 NFP: ASQ-3: completion date
 PAT: ASQ-3: completion date

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Screening 

Instrument:
* Ages and Stages Questionnaire—3rd Edition
Screens are available at each of  the following ages: 2, 4, 6, 8, 9, 10, 12, 14, 16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, 60 months to 
assess the following domains: communication, gross motor, fine motor, problem solving, and personal-social, self-regulation, 
compliance, language, adaptive behaviors, autonomy, affect, and interaction with people.
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BENCHMARK AREA 4: 
Domestic Violence

• Construct 4.1: Domestic Violence Screening (Process)

• Construct 4.2: Referrals Made for Families Identified with Domestic 
Violence (Process)

• Construct 4.3: Completion of  Safety Plan for Families Identified with 
Domestic Violence (Process)

Construct 4.1:
Domestic Violence Screening

Process: Home visitors will document whether they have completed a domestic violence screen* with expectant mothers and mothers within 
three months of  program participation. 

Target Population: All expectant mothers and mothers  

What: Did the home visitor complete a domestic violence screen with the primary caregiver (expectant mother or mother) within 3 
months of  program participation? 

When:  Within 3 months of  program participation

How: The home visitor completes the RA or RAT** screen in partnership with the expectant mother or mother and documents the 
screen on the following forms:
 NFP: Relationship Assessment Pregnancy - Intake: completion date 
 PAT: Relationship Assessment Tool: completion date 

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments 
tab.

Screening Instrument: * Domestic Violence Assessment Tools:
 NFP: Relationship Assessment (RA)
 PAT: Relationship Assessment Tool (RAT)

Note: ** Relationship Assessment Tool (RAT) is free and publicly available through Futures Without Violence. 

Construct 4.2: 
Referrals Made for Families Identified with DV 
Process: Home visitors will document whether they have referred expectant mothers and mothers identified as at-risk for domestic violence to 
appropriate services within two weeks of  screening. 

Target Population: All expectant mothers and mothers who were identified as at-risk for domestic violence 

What: Did the home visitor refer the primary caregiver (expectant mother or mother) identified as at-risk for domestic violence to 
domestic violence services within two weeks of  screening?  

When:  Within 2 weeks of  screening as at risk for domestic violence

How: The home visitor refers expectant mother or mother identified as at-risk for domestic violence to appropriate domestic violence 
services and documents that the referral has been made on the following forms:
 NFP: Home Visit Encounter: noted whether referral was made under ‘referrals’ (Q6)
 PAT: Relationship Assessment Tool: noted whether referral was made (C-1)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Referrals tab.
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Construct 4.3: 
Completion of  Safety Plan for Families 

Identified with DV
Process: Home visitors will document whether they have completed a safety plan* with expectant mothers and mothers identified as at-risk for 
domestic violence within one month of  screening. 

Target Population: All expectant mothers and mothers who were identified as at-risk for domestic violence 

What: Did the home visitor complete a safety plan with the primary caregiver (expectant mothers or mother) identified as at-risk for 
domestic violence within one month of  screening?  

When:  Within one month of  screening as at risk for domestic violence

How: The home visitor works with the expectant mother or mother to develop a safety plan and documents that a safety plan has been
completed on the following forms:
 NFP: Home Visit Encounter: noted whether IPV safety plan was discussed (Q2)
 PAT: Relationship Assessment Tool: noted whether safety planning was offered (C-3)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Note: *  Safety Plan:
 NFP: Nurse Home Visitor Safety Plan
 PAT: Futures Without Violence Safety Plan

BENCHMARK AREA 5: 
Family Economic Self-Sufficiency

• Construct 5.1: Household Income and Benefits (Outcome)

• Construct 5.2: Employment of  Adults in Household (Outcome)

• Construct 5.3: Health Insurance Status (Outcome)

Construct 5.1: 
Household Income and Benefits

Process: Home visitors will ask all primary caregivers about their income and benefits at intake and 12 months later. The home visitor will 
document participants’ responses.

Target Population: All primary caregivers 

What: What are the primary caregiver’s sources of  income? How much money does the primary caregiver receive from those sources? 

When:  At intake  
 At 12 months of  program participation
 Every 12 months thereafter

How: The home visitor asks the questions to the primary caregiver and documents the responses on the following forms:
 NFP: Demographics: Pregnancy & Demographics: Update: annual income range documented (Q13 & Q15, respectively)
 PAT: Demographic Intake Form & Demographic Update Form: weekly income amount documented (B-28 & B-23, 

respectively)

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Questions: 1. Primary Caregiver’s Income (weekly)? ____________________
2. Number of  weeks worked per year? ______________________
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Construct 5.2: 
Employment of  Adults in Household

Process: Home visitors will ask all primary caregivers how many hours a week they work and how many hours a week they devote to providing 
unpaid childcare. The home visitor will document participants’ responses.

Target Population: All primary caregivers 

What: How many hours per week does the primary caregiver work? How many hours per week does the primary caregiver devote to 
providing unpaid childcare? 

When:  At intake  
 At 12 months post-enrollment 
 Every 12 months thereafter

How: The home visitor asks the questions to the primary caregiver and documents the responses on the following forms:
 NFP: Demographics: Pregnancy & Demographics: Update: weekly hours worked documented (Q12 & Q14, respectively) 

and weekly hours devoted to childcare documented (Q15 & Q7, respectively) 
 PAT: Demographic Intake Form & Demographic Update Form: weekly hours worked documented (B-25/B-26 & B-20/B-

21, respectively) and weekly hours devoted to childcare documented (B-30 & B-25, respectively) 

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Questions: 1. Employment Status 
If  employed, average hours per week? _____________
2.      Unpaid hours caring for child per week? _______________ 

Construct 5.3: 
Health Insurance Status 

Process: Home visitors will ask all primary caregivers what type of  health insurance they and their index children have at intake and 12 months 
of  program participation. 

Target Population: All primary caregivers and index children 
What: Do the primary caregiver and index child have credible health insurance*? If  so, what type of  health insurance do they have? 
When:  At intake

 At 12 months of  program participation
 Every 12 months thereafter

How: The home visitor asks the questions to the primary caregiver and documents the responses on the following forms:
 NFP: Use of  Government & Community Services: Intake & Infancy 12: insurance status documented (both mother and index 

child) 
 PAT: Child Health Form: index child’s insurance status (at intake or birth and 12 months later) & Maternal Health Form:

mother’s insurance status (at intake and 12 months later) 
Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.

Questions Asked: • Do you have health insurance?        Yes___     No___
If  the answer is yes: What type of  health insurance do you have?
• Does your child have health insurance?   Yes___    No___
If  the answer is yes: What type of  health insurance does your child have?

Note: * Idaho’s definition of  credible health insurance: Coverage that provides benefits for inpatient and outpatient hospital services and 
physician’s medical and surgical services. Credible coverage excludes liability, limited scope dental, vision, specific disease or other 
supplemental-type benefits, IDAPA 16.03.01

BENCHMARK AREA 6: 
Coordination and Referrals for Other Community 

Resources and Support
• Construct 6.1: Number of  Families Identified for Necessary Services (Process)

• Construct 6.2: Number of  Families Receiving Referrals to Necessary Services 
(Process)

• Construct 6.3: Number of  Completed Referrals (Process)

• Construct 6.4: Number of  Memoranda of  Understanding (MOUs) with 
Community Service Agencies (Process)

• Construct 6.5: Points of  Contact in Agency Responsible for Connecting with 
Other Community-Based Organizations (Process)
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Construct 6.1: 
Number of  Families Identified for Necessary 

Services
Process: Home visitors will document whether they have screened families for need of  additional services* within the first 6 months of  program 
participation.

Target Population: All families 
What: Was the family screened for need of  additional services within the first 6 months of  program participation? 
When:  Within 6 months of  program participation
How: Family members’ need for additional support or intervention services will be recorded throughout the service delivery process—

intake, regular screening, or home visit encounters—using the following forms:
 NFP: Home Visit Encounter: noted whether screened for needed services (D-5) 
 PAT: Multiple forms used to document screening (e.g, EPDS: screening for PPD & Maternal Health Form: documented 

whether screened for substance use)
Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Assessments tab.
Notes: * Necessary services defined as any of  the following services: 

 Health Care (participants, adults or children, without  a regular source of  care, cannot be the ED or urgent care)
 Substance Abuse Recovery, Treatment, or Counseling (smoking or substance use during pregnancy or self-report of  

substance abuse)
 Mental Health Services (positive Post-Partum Depression screen, EPDS or ASQ-SE)
 SNAP, Heating, or Housing Assistance (have identified needing services through interview or low scores on Concrete 

Supports of  PFS or Everyday Stressors Index)
 Domestic Violence Services (positive screen) 
 Developmental Services: Infant Toddler Program (Part C) or Developmental Preschool (Part B) (children identified with 

potential developmental delay on ASQ-3 or ASQ-SE) 

Construct 6.2:
Number of  Families Receiving Referrals to 

Necessary Services
Process: Home visitors will document referrals for families identified or self-reported as needing additional services* to appropriate resources 
when services are available in the communities and document when services are needed but not available in the community. 

Target Population: Families identified as needing additional services
What: Was the family identified as needing additional services referred to appropriate services when these services were available in the 

community? 
When:  Within 12 months of  program participation
How: Family members’ need for additional support or intervention services will be recorded throughout the service delivery process from 

intake, regular screening, or home visit encounters.  Referrals for services will be documented and tracked within ETO.  
 NFP: Referral to Services: types of  referrals noted 
 PAT: Home Visit Encounter Form: types of  referrals noted (Q30-31) 

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Referrals tab.
Notes: * Necessary services defined as any of  the following services: 

 Health Care (participants, adults or children, without  a regular source of  care, cannot be the ED or urgent care)
 Substance Abuse Recovery or Treatment or Counseling (smoking or substance use during pregnancy or self-report of  substance 

abuse)
 Mental Health Services (positive Post-Partum Depression screen, EPDS or ASQ-SE)
 SNAP, Heating, or Housing Assistance (Have identified needing services through interview or low scores on Concrete Supports 

of  PFS or Everyday Stressors Index)
 Domestic Violence Services (positive screen) 
 Developmental Services: Infant Toddler Program(Part C) or Developmental Preschool (Part B)  (children identified with 

potential developmental delay on ASQ-3 or ASQ -SE)

Construct 6.3: 
Number of  Completed Referrals

Process: Home visitors will document whether participants have completed referrals for additional services.  
Target Population: Any family member referred to additional services

What: Did family member who received referrals for additional services complete referrals when appropriate services were available in the 
community? 

When:  Within 12 months of  program participation
 Every 12 month period thereafter

How: Family members’ need for additional support or intervention services will be recorded throughout the service delivery process from 
intake, regular screening, or home visit encounters.  Completed referrals will be documented and tracked within ETO.  
 NFP: Outbound Referrals Report (ETO Report): referral completion status noted 
 PAT: Use of  Government & Community Services: noted whether referrals were completed 

Where: Home visitors or data entry staff  enter the information into the ETO system on the appropriate form under the Referrals tab.
Notes: * Necessary services defined as any of  the following services: 

 Health Care (participants, adults or children, without  a regular source of  care, cannot be the ED or urgent care)
 Substance Abuse Recovery or Treatment or Counseling (smoking or substance use during pregnancy or self-report of  substance 

abuse)
 Mental Health Services (positive Post-Partum Depression screen, EPDS or ASQ-SE)
 SNAP, Heating, or Housing Assistance (Have identified needing services through interview or low scores on Concrete Supports 

of  PFS or Everyday Stressors Index)
 Domestic Violence Services (positive screen) 
 Developmental Services: Infant Toddler Program(Part C) or Developmental Preschool (Part B) (children identified with 

potential developmental delay on ASQ-3 or ASQ-SE)  
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Questions? 

If  you have any additional questions or need clarifications, contact a member of  the Evaluation Team:

Tedd McDonald tmcdonald@boisestate.edu

Sandina Begic sandinabegic@boisestate.edu

Padma Gadepally padmagadepally@boisestate.edu

Makenzie Phillips makenziephillips@boisestate.edu


