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Introduction 
 
Legislatively-mandated requirements1 state that all programs funded by the Maternal, Infant, 
and Early Childhood Home Visiting (MIECHV) Program must collect measurable and 
quantifiable data across six benchmark areas for all eligible families enrolled in the program.  
MIECHV grantees must develop a plan to collect, analyze and report data on each benchmark 
area.  To this end, the Design Options for Home Visiting Evaluation (DOHVE) project provides 
support and technical assistance (TA) to MIECHV grantees around benchmark measurement 
and setting appropriate performance measures.  While the grantee-specific technical 
assistance related to benchmark measurement is customized to each grantee’s benchmark 
plan and individualized needs, the DOHVE TA team has noted commonalities across plans.  
This document draws from common benchmark pitfalls and areas of concern and makes 
recommendations for strengthening benchmark plans.   
 

Benchmark Data Elements  
 
The Supplemental Information Request (SIR)1 identifies a number of elements that should be 
included in the benchmark plan.  This section provides recommendations for thoroughly 
completing the key elements of a benchmark plan, such as selecting process or outcome 
performance measures, identifying a target population for measurement, operationally 
defining measures, defining improvement in meaningful ways, clarifying points of comparison, 
identifying measurement time frames, and identifying a data source with clear data 
collection intervals.    
 

1. Performance Measure: Process or Outcome? 
 
Performance measures are required for each benchmark construct.  Performance measures 
can be process- or outcome-oriented.  Process measures relate to program operations or 
implementation.  In home visiting, process measures include activities such as screening, 
referrals, and the provision of training or information during a home visit.  An outcome 
measure relates to the intended results achieved by program participants.  Outcomes could 
include changes in status, well-being, or behaviors such as maternal depression, substance 
use, and children’s cognitive development.  Examples of both process and outcome measures 
are provided below:       
 

Process Measure:   The percentage of pregnant women who are screened for 
cigarette use at intake.  

 

                                                           
1
 The “Supplemental Information Request for the Submission of the Updated State Plan for a State Home Visiting Program” full 

report is available at url: http://www.hrsa.gov/grants/manage/homevisiting/sir02082011.pdf 

http://www.hrsa.gov/grants/manage/homevisiting/sir02082011.pdf
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Outcome Measure:   The percentage of pregnant women who are currently smoking 
cigarettes at 36 weeks gestation. 

 
It will be helpful for benchmark reporting purposes to specify, in the benchmark plan, 
whether each performance measure is process- or outcome-oriented. 
 

2. Target Population 
 

Identify the target population or subgroup that will be assessed for each construct.  
Specifying the target population for measurement will help define who is included/excluded 
from the rate calculation.  For instance, for prenatal care, grantees will be assessing pregnant 
women, but may further refine measurement to focus on a specific subset of pregnant women 
(e.g., those enrolled during the first trimester of pregnancy).  For the breastfeeding 
construct, grantees may choose to limit measurement to mothers enrolled at 6 months 
postpartum.  For maternal depression, some grantees may choose to focus on mothers at 2 
months postpartum, while others decide to target all maternal caregivers in the program.   
 

3. Operational Definition for Percentages and Rates (if applicable) 
 
Many constructs will be assessed by calculating a percentage or rate.  For these constructs, 
clearly identify a numerator and denominator that align with the performance measure and 
definition of improvement.  Specify the criteria that need to be met to be counted in the 
numerator and denominator.  Illustrations of clearly defined numerators and denominators 
can be found in examples throughout this document. 

 
4. Definition of Improvement 

 
The federal guidance allows grantees to define improvement for each construct in a way that 
is meaningful for their program, and that can provide both program staff and the federal staff 
with useful data.  This allows grantees flexibility to choose how they will define improvement 
in a way that is relevant for the program and takes into account contextual factors, stages of 
implementation, etc.  Statistically significant change is not required; any incremental change 
in the right direction will count towards improvement. 
 
The definition of improvement (increase, decrease, maintain, etc.) should align with the 
performance measure and numerator/denominator.  The specific target population, time 
frame for determining change, and the points of comparison should be included in the 
definition of improvement.  A numeric target is not required in the definition of 
improvement. 
 
The ‘SMART system’ for defining improvement is recommended to ensure that performance 
measures are ‘Specific, Measurable, Attainable, Realistic, and Time-bound.’ 
 
Below is a definition of improvement that meets the SMART criteria: 
 

Increase the rate of pregnant women (who enroll during the first trimester) who 
receive at least one prenatal care visit in the first trimester for pregnant women 
enrolled during Year 1 (Cohort 1) to pregnant women enrolled during Year 3 (Cohort 
3). 
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This definition of improvement is specific and measurable.  It specifies the service population 
of focus (pregnant women who enrolled during the first trimester), and it identifies what is 
being measured (receipt of at least one prenatal care visit).  Assuming that barriers to 
accessing prenatal care are minimal, the definition is realistic and attainable. The definition 
also has a well-defined time frame.  It is clear that the program will measure pregnant 
women enrolled in Year 1 as the baseline, and pregnant women enrolled in Year 3 to look for 
improvement in the rate. 
 
Below is another definition of improvement that meets the SMART criteria: 
 

Increase the rate of mothers enrolled prenatally with health insurance at the index 
child’s first birthday from Cohort 1 to Cohort 3. 

 
This is also a good performance measure that meets the SMART criteria.  It is specific – it 
identifies who and what.  It is measurable – one can answer the question that women who 
were enrolled prenatally have insurance at one year postpartum.  The data collected can be 
used to calculate a rate.  It is achievable and realistic, and it gives participants long enough 
time to achieve it.  Finally, it is time bound: measurement will take place one year 
postpartum. 
 

5. Points of Comparison 
     
For the purposes of these federal requirements, there are three options for examining change 
over time: (a) individual comparison; (b) cohort comparison; and (c) cross-sectional 
comparison.  A key point to note is that grantees will not need to use an external benchmark 
or comparison group.   
 

a. Individual Comparison 
 
When change for a given construct is being assessed at the individual level, each participant 
who is eligible for measurement for a construct is assessed at least twice during their 
involvement with the program (Time 1 and Time 2).  At the end of Year 3, the grantee will 
look at how individuals changed between the two time points.  Some constructs are better 
suited for assessing individual-level change than others.   
 
For example, the individual-level definition of improvement below examines whether women 
who smoked at enrollment decreased smoking between enrollment and six months after 
enrollment: 
 

The program will reduce the rate of women screened positive for smoking one or 
more cigarettes weekly from the time of enrollment to 6 months post-enrollment. 

 
Target Population: All women will be screened for cigarette use, women who 
reported smoking at enrollment will be targeted. 
Numerator: The number of women who screened positively for smoking one or more 
cigarettes weekly at enrollment and reported smoking less than one cigarette weekly 
at six months-post enrollment (e.g., 50 women). 
Denominator: The number of women who screened positively for smoking one or more 
cigarettes weekly at enrollment (e.g., 100 women). 
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Calculation: The number of women who screened positively for smoking one or more 
cigarettes weekly at enrollment and reported smoking less than one cigarette weekly 
at six months-post enrollment divided by the number of women who screened 
positively for smoking one or more cigarettes weekly at enrollment. (e.g., 50 out of 
100 women = 50% reduced cigarette smoking over time). 

 
The baseline value would be the number of women who screened positive for smoking at 
enrollment.  To assess individual-level change, analysis would examine whether the women 
who screened positive for smoking at enrollment smoked less than one cigarette weekly at 6 
months post-enrollment.  If 50 women were smoking at enrollment, and 25 of those women 
had stopped smoking by 6 months post-enrollment, the grantee could claim these individuals 
reduced cigarette smoking over time (i.e., improvement). 
 

b. Cohort Comparison 
 
A second option for assessing improvement is a comparison of cohorts, or participants 
grouped by timing of enrollment.  Cohort 1, which could be defined as all participants who 
enrolled in the program in Year 1, could be compared to Cohort 2, defined as all participants 
who enrolled in the program in Year 2.  The definition of improvement below displays a 
cohort-level comparison examining whether women who enrolled in Year 2 smoke less at 6 
months post-enrollment than women who enrolled in Year 1.  
 

Decrease the rate of women who screened positive for smoking one or more 
cigarettes weekly at 6 months post-enrollment, comparing women who enrolled 
during Year 1 to women who enrolled in Year 2. 
 
Target Population: All women enrolled in the program. 
Numerator: The number of women who enrolled in Year 1 who screened positive for 
smoking one or more cigarettes weekly at 6 months post-enrollment. 
Denominator: The number of women who enrolled in Year 1. 
Calculation: The number of women who enrolled in Year 1 who screened positive for 
smoking one or more cigarettes weekly at 6 months post-enrollment divided by the 
number of women who enrolled in Year 1.  The rate would be computed for women 
who enrolled in Year 2.  Compare the rate for Year 1 to the rate for Year 2. 

   
For the above example, the baseline rate calculation, the numerator would be the number of 
women who were enrolled during Year 1 who were smoking at 6 months post enrollment and 
the denominator would be the total number of women who enrolled during Year 1.  The 
comparison group rate would be calculated the same way, but would focus on participants 
enrolled in Year 2.  Then, the percentage of smokers at six months for those enrolled in Year 
1 would be compared to the percentage of smokers at six months for those enrolled in Year 2 
to determine whether improvement was achieved.   
 
It is important to note that for cohort comparison, data collection may carry over into 
subsequent years depending on when the participant enrolled in the program.  Using the 
above example, if a woman enrolled in the tenth month of funding Year 1, she would not be 
eligible for this 6 months post-enrollment assessment until 4 months into funding Year 2.  
Even though the screening will take place in Year 2, her data will still be captured in the Year 
1 enrollment cohort. 
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c. Cross-Sectional Comparison 
 
Cross-sectional comparison is similar to a cohort comparison in that it compares two groups of 
participants.  With cross-sectional comparison, however, the two comparison groups are 
determined by data available for a given time point (or funding year).  The definition of 
improvement below displays a cross-sectional comparison examining whether women assessed 
for cigarette use at 6 months postpartum in Year 3 smoked less than women assessed in Year 
1. 
 

Decrease the rate of women who screened positive for smoking one or more 
cigarettes weekly at 6 months postpartum, comparing women who were assessed at 6 
months postpartum during Year 1 to women who were assessed at 6 months 
postpartum during Year 3. 
 
Target Population:  Enrolled women who are six months postpartum.  
Numerator: The number of women during Year 1 who screened positive for smoking 
one or more cigarettes weekly at six months postpartum. 
Denominator: The number of women during Year 1 who were assessed for cigarette 
smoking at six months postpartum. 
Calculation: The number of women during Year 1 who screened positive for smoking 
one or more cigarettes weekly at six months postpartum divided by the number of 
women during Year 1 who were assessed for cigarette smoking at six months 
postpartum.  The rate would be computed for women who were assessed during Year 
3.  Compare the rate from Year 1 to Year 3. 

 
For the baseline rate calculation, the numerator would include the number of women who 
reported smoking cigarettes weekly at the 6 month postpartum assessment during Year 1 and 
the denominator would be all women who were assessed at 6 months postpartum for smoking 
during Year 1.  The comparison group rate would be calculated the same way, but would be 
based on participant data available in Year 3.  Similar to cohort comparison, you would then 
compare the percentage of smokers at six months postpartum in Year 1 to the percentage of 
smokers at six months postpartum in Year 3 to determine whether improvement was 
achieved. 
 
It is important to note that for cross-sectional comparison, the data collection period will be 
based on a predetermined time frame (e.g., during funding Year 1), and not necessarily on 
when the participant enrolled.  In the above example, the data will only be collected for 
those women who are six months postpartum during funding Year 1.  If a woman enrolled in 
funding Year 1 at one month pregnant, she would not be eligible for this assessment until 
funding Year 2 and would therefore not be included in the Year 1 data collection for this 
calculation.   
 

6. Measurement Time Frame 
 
For each construct, identify clear time frames for measurement.  This is less of an issue for 
some constructs than others (for example, prenatal care constructs are inherently time-
specific and are only relevant during a particular stage of client participation).  For other 
constructs, however, omitting a clearly defined measurement interval implies an indefinite 
period of data collection.  The example below illustrates a performance measure that lacks a 
well-defined measurement period. 
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Performance measure: Percentage of enrolled caregivers who receive health and 
safety information from the program. 
Rate calculation: Number of caregivers who receive health and safety 
information/total # caregivers. 
Definition of Improvement: Increase the percentage of caregivers who receive health 
and safety information from the program by comparing Year 1 participant data to Year 
3 data. 

 
In this example, identifying a measurement period for all participants would be recommended 
for two significant reasons.  First, identifying a time frame will help the program clearly 
identify inclusion/exclusion criteria for the numerator and denominator.  Second, identifying 
a clear measurement period ensures that all participants are measured using balanced 
measurement intervals.  Otherwise, participant A enrolled in Year 1 for a total of 3 years will 
have a longer measurement period than participant Z, who enrolled in Year 3 and only 
received 6 months of services by the Year 3 reporting period.  The example below illustrates 
a performance measure that has a well-defined measurement period. 
 

Performance measure: Percentage of enrolled caregivers who receive health and 
safety information from the program within 3 months of enrollment. 
Rate calculation: Number of caregivers who receive health and safety information 
within 3 months of enrollment/total # caregivers who have been enrolled in the 
program for 3 or more months. 
Definition of Improvement: Increase the percentage of caregivers who receive health 
and safety information from the program within 3 months of enrollment by comparing 
families enrolled in Year 1 to families enrolled in Year 3.  

 
7. Specifying Assessment Intervals for Benchmark Reporting 

 
Another consideration related to the measurement time frame has to do with data that are 
collected at multiple time points.  For example, many home visiting programs administer the 
Ages and Stages Questionnaire at multiple time points (e.g., when the child is 6, 9, and 12 
months of age).  In these instances, the plan should specify the data collection intervals and 
also which time point will be used for analyses and reporting (e.g., 6 months of age). 
 

8. Measurement Tool/Data Source 
 
Benchmark plans should clearly identify specific measurement tools, names of forms, item 
descriptions, administrative data elements, and specific questions and response categories for 
each construct to ensure that they adequately capture the stated performance measure.  If 
multiple models are being implemented, the plan should specify whether the grantee will 
align data across models from different sources or collect data the same way across models.   
 

a. Using Measurement Tools as Intended 
 
Many grantees have proposed to use measurement tools to collect data.  In addition to 
providing information about the psychometric properties and appropriateness of the use of 
the tool with the target population, grantees should also ensure that the measurement tools 
are being used as intended by the tool’s developers.  Just because a measure is a reliable and 
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valid means of capturing one construct does not mean that it is a reliable and valid measure 
for other constructs outside of its intended use.   
 
The Ages and Stages Questionnaire (ASQ) is a good example of this.  The ASQ is a child 
developmental screening tool and is appropriate for measuring many of the benchmark 
constructs that capture child development.  However, many grantees have proposed to use 
the ASQ as a measure for ‘parent knowledge of child development and of their child’s 
developmental progress’ or for ‘parental support for children’s learning and development,’ 
which are not constructs measured by the ASQ.  Instruments proposed to assess these two 
constructs should be demonstrated to be reliable and valid measures for those two 
constructs.  Other instruments that may capture parental knowledge of child development 
and/or parental support for child’s learning and development may include, but are not 
limited to, the: HOME Inventory; Knowledge of Infant Development Inventory (KIDI); Keys to 
Interactive Parenting Scale (KIPS); Life Skills Progression (LSP); Adult Adolescent Parenting 
Inventory – Revised (AAPI-2); Protective Factors Survey (PFS); Family Assessment Form (FAF), 
domain D; and Child Well Being Scales, question O.  Please refer to the DOHVE Compendium 
of Measurement Tools2 for more information about any of these tools. 
 

b. Proper Use of Data from Measurement Tools: ASQ Example 
 
Many grantees have proposed to use the ASQ as an outcome measure, comparing ASQ scores 
from one assessment point to another assessment point.  Grantees have been advised to be 
cautious when comparing scores across different versions of the ASQ.  Scores from one version 
are not intended to be compared to scores from another version (different versions vary on 
the type of items as well as the number of items).  Grantees should instead consider 
examining whether children are identified as being at-risk of a developmental delay (cut-off 
scores) from one assessment point to another, keeping in mind that comparing cut-offs may 
not be very sensitive to change (see Section on dichotomous variables). 
  
Aggregating Data across Models 
 
The Model Developer Crosswalk2 has been a useful tool for grantees to delve deeper into the 
extent to which the data elements align with the stated performance measures, particularly 
when grantees do not have access to the model forms due to proprietary issues.  Grantees 
implementing multiple models are faced with the added challenge of aggregating data across 
models for benchmark reporting.  Below are suggestions for aligning data across multiple 
models: 
 

1. Align data collection plans so that all models are collecting the same data in the 
same way.  This may mean adding instruments or items to the existing data collection 
protocol(s) for each model.  For example, for all models, the same question could be 
asked regarding alcohol: ‘over the past fourteen days, on how many different days did 
you drink alcohol?’   

 
2. Use existing data from each model, but combine it in a way that is both meaningful 

and sensitive to change.  For example, all the models might ask questions about 
smoking, but they ask them in different ways.  Some models may ask an open-ended 
question: ‘how many cigarettes did you smoke in the past week?’  Other models may 

                                                           
2
 More information may be found at: http://www.mdrc.org/project_12_104.html 
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ask respondents to report the number of cigarettes by selecting a category (select ‘A’ 
if less than 5, ‘B’ if between 6 and 14, etc.).  In a case like this, a grantee may 
continue collecting the data the same way on the front end, but re-categorize the 
data for analysis and reporting to create a uniform score across all the models.  For 
example, open-ended questions from one model could be recoded into the categories 
used by another model.   

 
3. Use clinical cutoffs for instruments.  For example, if models use different 

instruments to assess cognitive development, and each instrument has a cutoff score 
for what is considered a cognitive impairment, a grantee may look at the rate of 
children below the cutoff scores across all the models.  This allows the grantee to 
report on all the children in the program across all the models in one way, even 
though the program is using different instruments in some or all of the models.  

 
It is important to understand which instruments/items are required by the models and where 
there may be leverage to make changes/substitutions in data collection.  Decisions regarding 
data collection and substitutions of specific data elements should be made by the grantee in 
collaboration with the model developers.   
 

Miscellaneous Tips 
 

1. Clearly Define All Terms 
 

All terms throughout the benchmark plan should be defined clearly and explicitly.  Avoid 
using ambiguous terms such as ‘recommended’ or ‘adequate’ without defining what is meant 
by those terms.  Performance measures and definitions of improvement should be 
operationalized so that it is clear to any reviewer what is meant by all terms and how the 
grantee will assess the indicator.   
 
For example, some grantees plan to examine the prenatal care construct by assessing 
whether pregnant women attend an adequate number of prenatal visits between enrollment 
and birth.  What is meant by ‘adequate’?  How many visits does that entail?  What source is 
the grantee using as a basis for their recommendation schedule?  This information should be 
provided in the plan.  The grantee’s definition will determine an expected number of 
prenatal visits per pregnant mother, which will be compared to the actual number of visits 
pregnant women attend.   

 
Below is an example of an unambiguous definition of improvement: 
 

Increase in the percentage of index children of families enrolled in the program who 
are current on well-child visits by the child’s first birthday according to AAP 
Recommendations for Preventive Pediatric Health Care, from Year 1 baseline to the 
Year 3 benchmark reporting period. 
 

2. Timing Issues Related to Annual Reporting Periods 
 
Grantees are required to submit benchmark data annually, regardless of whether complete 
data for a cohort or individuals are available.  For example, if a state has proposed to 
examine children’s cognitive skills at 6 months using a cohort comparison of prenatally 
enrolled families (Cohort 1 compared to Cohort 2), data will not be available for this 
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construct for many families in Cohort 1 until Year 2.  For the Year 1 benchmark data report, 
the grantee will submit partial data.  Data will continue to be collected during Year 2 to allow 
for final analysis at the end of Year 3.  
 

3. Timing Issues Related to Year 3 Reporting Period 
 
The SIR states that improvement must be demonstrated in at least 50% of constructs in at 
least 4 of 6 benchmark areas by the end of Year 3.  Grantees should develop a data collection 
plan to maximize the amount of data available to make that determination.    It is important 
to examine proposed measurement time frames for each construct and ensure that data will 
be available at the end of Year 3.   
 
Many grantees have proposed to compare constructs for families enrolled in Year 1 (Cohort 1) 
versus families enrolled in Year 3 (Cohort 3).  This is acceptable for many constructs.  
However, if a grantee enrolls families during the pregnancy, data for some constructs (e.g., 
school readiness constructs) will not be available for Cohort 3 until Year 4.  As such, grantees 
that have proposed this type of comparison will have missing data at the end of Year 3 and 
will not be able to demonstrate improvement for some constructs.  A cohort comparison of 
families enrolled in Year 1 versus Year 2 for these constructs would be acceptable to ensure 
data are available for analysis.   
 
A similar issue exists if a program wants to assess household income and benefits at one year 
post enrollment using a cohort comparison of Cohort 1 and Cohort 3.  Data will not be 
available for Cohort 3 for this construct by the Year 3 reporting period.  In this case, a cohort 
comparison of Cohort 1 and Cohort 2 would be advisable in order to have the necessary data 
to be able to show improvement. 

 
4. Improving Ability to Show Change 

 
In order to increase the likelihood that the program can demonstrate improvement over time, 
it is important to consider whether each performance measure or definition of improvement 
is realistic and attainable.  It may be more difficult to move performance measures that rely 
on dichotomous variables or for which performance may already be optimal.   
 

a. Dichotomous Variables 
 

A dichotomous variable is defined as a variable for which data are categorized into two 
groups (e.g., yes or no).  While dichotomous variables are acceptable and appropriate for 
measuring many constructs, use of continuous variables, which have more than two values, 
may improve a grantee’s ability to show change.  In determining whether a dichotomous or 
continuous variable is most appropriate, it is important to consider what data the models 
collect.       
 
The breastfeeding construct under Benchmark 1 is a good example of this.  Below is an 
example of a performance measure that captures breastfeeding using a dichotomous variable.  
 

Performance measure: Percentage of enrolled postpartum mothers who are 
breastfeeding when baby is six months old. 
Rate calculation: Number of mothers who are breastfeeding when baby is six months 
old/total # of mothers with six-month-old children. 
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Definition of Improvement: Increase the percentage of mothers who breastfeed for at 
least six months by comparing women enrolled in Year 1 to women enrolled in Year 3. 

 
While this performance measure and definition of improvement is acceptable as stated, 
because of its dichotomous nature, it may not capture small increments of change.  For 
example, there may be a concern that, although postpartum mothers may have breastfed for 
some period of time, not enough will reach the six-month mark for breastfeeding over time, 
making it challenging to demonstrate improvement.  In a case like this, it might be less likely 
to demonstrate improvement using a dichotomous variable than it would be using a 
continuous variable (e.g., the number of weeks breastfeeding).  Tracking the number of 
weeks may be more sensitive to detecting small increments of changes, thus improving the 
grantee’s ability to demonstrate improvement for this performance measure.  The grantee 
can then calculate the average number of weeks spent breastfeeding for Cohort 1 and can 
compare this average to the averages in subsequent years.  The following would be a 
suggested way to re-write the performance measure so that it is more sensitive to change. 
 

Revised performance measure: Average length of time (in weeks) enrolled postpartum 
mothers breastfeed. 
Mean calculation: Average number of weeks postpartum mothers breastfed child. 
Definition of improvement: Increase the average length of time mothers breastfeed 
child by comparing Year 1 participant data (baseline) to Year 3 data. 

 
When deciding whether to use a dichotomous or continuous variable, it is important to 
consider the format of data that is already being collected by model developers. 
 

b. Ceiling Effect 
 

For many constructs, grantees have set performance measures that capture a component of 
their ongoing program operations.  For these constructs, it is reasonable to expect grantees 
will hit a ceiling in performance early in the implementation stage.  Thus, if a grantee 
achieves a high rate of performance during Year 1, there will be little room to demonstrate 
improvement by the Year 3 reporting period.  This is likely to be the case for screenings that 
are required or highly recommended by the model developer(s) and for making referrals for 
program participants, which are processes that are built into programming protocols and part 
of ongoing program operations.   
 
Using the maternal depression construct under Benchmark 1, below is an example of a 
performance measure that may be sensitive to a ceiling effect.   
 

Performance measure: Percentage of enrolled postpartum mothers who are screened 
for maternal depression within six weeks postpartum. 
Rate calculation: Number of postpartum mothers screened using standardized 
screening tool for maternal depression within six weeks postpartum/total # of mothers 
who are at least six weeks postpartum. 
Definition of Improvement: Increase the percentage of postpartum mothers who are 
screened for maternal depression within six weeks of delivery comparing mothers 
enrolled during Year 1 to mothers enrolled during Year 3.   

 
Since administering maternal depression screenings is built into the program’s operations, 
programs implemented with high fidelity are likely to reach a ceiling when measuring 
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performance for this construct early in the implementation process.  Thus, if a program 
expects and is able to attain a high rate of performance during their Year 1, maintenance of 
high quality performance can be considered a form of improvement.  The following would be 
a suggested way to re-write the performance measure so that it captures the expected high 
rate of performance. 
 

Performance measure: Percentage of enrolled postpartum mothers who are screened 
for maternal depression within six weeks postpartum. 
Rate calculation: Number of postpartum mothers screened using standardized 
screening tool for maternal depression within six weeks postpartum/total # of mothers 
who are at least six weeks postpartum. 
Definition of Improvement: Increase or maintain the percentage of postpartum 
mothers who are screened for maternal depression within six weeks of delivery 
comparing mothers enrolled during Year 1 to mothers enrolled during Year 3.  

 
While rewording the definition of improvement can help a program improve their ability to 
demonstrate improvement, programs should take great care in the application of the word 
‘maintain’ in a definition of improvement.  For example, if a program screens 50% of program 
participants in Year 1, maintaining that rate over time is not sufficient and does not fall 
within the intent of the guidelines.  Maintenance is only acceptable when a program reaches 
a ceiling when measuring a performance measure and there is not reasonable room for 
improvement.   
 

5. Recognizing Challenges in Measuring Family Economic Self-Sufficiency 
 
Benchmark 5: Family Economic Self-Sufficiency is perceived by many grantees as a 
challenging benchmark to demonstrate improvement on because the constructs are highly 
sensitive to external factors beyond the scope of home visiting. 

Important points to consider: 

 The benchmark reporting form will have a narrative section to explain contextual 
issues that might be related to the ability/inability to detect improvement. 

 For constructs that require reporting on all members of the household, consider the 
number of members in the household at each data collection time point.  The number 
should be factored into analysis. 

 Construct 5.1 (Household Income and Benefits): This construct requires reporting on 
income and benefits. 
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Conclusion 
 
This document presents generalized guidance for MIECHV grantees working on refining their 

benchmark plans.  For more information about assessing constructs and selecting appropriate 

measures, please speak with your Regional Project Officer and contact a DOHVE3 TA team 

member at:   

Susan Zaid, MA     Jill Filene, MPH     
TA Liaison      DOHVE TA Project Director 
James Bell Associates  (JBA)    James Bell Associates (JBA) 
1001 19th Street, North, Suite 1500   1001 19th Street, North, Suite 1500 
Arlington, Virginia 22209    Arlington, Virginia 22209 
703-528-3230      703-528-3230 
Szaid@jbassoc.com     Filene@jbassoc.com  
 

                                                           
3
 The purpose of the Design Options for Home Visiting Evaluation (DOHVE) is to provide research and evaluation 

support for the Maternal, Infant and Early Childhood Home Visiting (MIECHV) Program.  The project is funded by 
the Administration for Children and Families in collaboration with the Health Resources and Services 
Administration.  More information may be found at: http://www.mdrc.org/project_12_104.html 
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