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The Maryland MIECHV program currently funds ten jurisdictions in the State: Alleghany, 
Baltimore, Caroline, Harford, Prince George’s, Washington, Dorchester, Wicomico and 
Somerset Counties, as well as Baltimore City.  Three of the jurisdictions have multiple sites 
(Baltimore City [6], Washington [2] and Prince George’s [3] Counties).  The evidence-based 
models that are funded include Nurse-Family Partnership (NFP) (in Baltimore City), Healthy 
Families (in all jurisdictions) and Early Head Start (in Washington County). 
 
Roles and Responsibilities of those involved in Data Collection: 
Data are collected by home visitors through home visits and phone calls. Home visiting 
professionals include nurses, social workers and paraprofessionals, depending upon which home 
visiting model is implemented.  Some data are also collected by Family Assessment Workers 
(FAW) and Family Support Workers (FSW). FAWs and FSWs collect data on intake during the 
first meeting with a client, after which home visitors collect all subsequent data. Home visitors 
spend an estimated 30% of their time performing data collection and review. All MIECHV-
funded programs enter data pertaining to the six legislatively-mandated benchmark areas. Data 
are entered by designated data entry personnel. The qualifications for personnel involved in data 
collection are determined by the national model, and the process of data collection for each 
program follows a specific progression. The data collection and management roles are different 
for each home visiting jurisdiction and program. (Table 1)  
 
Healthy Families America (HFA) and Early Head Start (EHS) data is collected by all home 
visitors using paper questionnaires and assessment sheets. Each client’s folder is submitted to the 
home visitor’s supervisor for review after which data is entered into the Maryland State Data 
System using Efforts to Outcomes (ETO) by designated data entry personnel. 
 
In Baltimore City, HFA data are entered into the Family League of Baltimore City’s (Family 
League) ETO system by designated data entry personnel, then the data is cleaned, and reports are 
sent to the Maryland State Home Visiting Epidemiologist (State Epi). 
 
NFP data is not entered directly into the State Data System but rather into NFP ETO system by 
data entry personnel; Maryland MIECHV does not have ETO Connect, a product that would 
facilitate the transfer of data from NFP ETO to the State Data System. Maryland’s MIECHV 
funded NFP program, just like its counterparts nationwide, enters data into the NFP ETO system, 
and the data is subsequently “dumped” back into local site systems on a monthly basis. At the 
local NFP site, a data analyst extracts data into Excel, cleans the data, and sends reports to the 
State Epi. The State Epi has access to all raw data from all sites. 
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Roles and Responsibilities of those involved in Data Management:  
At the State level, the State Epi is responsible for data management for the entire MIECHV 
program. The State Epi has access to all data entered into ETO and regularly checks for outliers, 
data entry errors, and missing values after data is entered into the ETO system. Each site also 
sends reports at pre-determined time intervals that the State Epi checks based on the previously 
mentioned criteria to provide ongoing data management. The State Epi sends notices to site level 
supervisors and data entry personnel when data issues arise, and to remind them of upcoming 
data submission deadlines. The State Epi directs and participates in the design, planning and 
execution of epidemiological investigation and analysis of home visiting related data.  This 
involves collecting and analyzing data on child and family needs, service use and capacity as 
well as development and maintenance of data. This position has chief responsibility and works 
closely with the Program Administrator to collect and analyze data for the required 
benchmarking and monitoring of state plan outcomes. 
 
The ETO system also has an administrator based at Family League of Baltimore City who 
collaborates with the State Epi on issues that are specific to the ETO system. This Data 
Administrator is the vendor that ensures the ETO system is working. The Data Administrator is 
also responsible for the day-to-day management of the system and technical assistance requests 
from Maryland Department of Health and Mental Hygiene (DHMH). The Data Administrator is 
responsible for providing details regarding the following system requirements: identification of 
specific fields to be captured on data entry forms, layout of data entry forms, identification of 
fields requiring range checking, identification of fields requiring referential integrity checks, 
specification of bulk data import/export formats, definition of user roles, capabilities, and 
restrictions, specification of report requirements and layout, and specification of system test 
requirements. 
 
In Baltimore City, the Data Administrator created a system where data is cleaned through custom 
reports that notify data entry personnel when required data is missing. Data entry personnel run 
these custom reports, and the reports indicate any missing data before it is sent to the State Epi. 
The State Epi also checks for missing data after receiving reports for a second layer of data 
cleaning. The Data Administrator is currently creating similar missing data reports for all other 
MIECHV funded jurisdictions. 
 
The State Epi and the Data Administrator receive all data-related questions from sites.  They 
respond by creating tickets and they work to address all data-related issues and questions in a 
timely fashion. Additionally, the Data Administrator meets with the Baltimore City sites monthly 
to discuss any data related issues. 
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The personnel responsible for data management at the site level differ by site. Apart from data 
entry personnel, at some sites, program managers and home visitor supervisors may perform this 
task.. Refer to Table 1 for site level data management details.  
 
Roles and Responsibilities of Those Involved in Data Analyses: 
At the State level, the State Epi is responsible for data analyses for the entire MIECHV program. 
Through the data analysis process, the State assesses the collective progress of MIECHV 
programs in providing services and meeting the needs of home visiting program enrollees. The 
State Epi communicates progress of the MIECHV programs to the Program Administrator on a 
regular basis, and this progress serves as a guide for Continuous Quality Improvement (CQI) 
efforts. The State Epi will spend roughly .75 FTEs of their time on data analysis and needs 
assessment activities. However, this may fluctuate during DGIS reporting. (Figure 1) 
 

 
 

 
 
 

Figure 1. Home Visiting Data Collection Roles and Responsibilities Flow 
Chart 
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Site-level Roles and Responsibilities with Data: 
Each implementing agency performs data collection, entry, analysis and overall data 
management at the site level. However, the position responsible for each action differs by site, 
depending on the agency’s employee infrastructure design. Table 1(page 6) provides detail on 
the employee at each site responsible for each data-related action. 
 

The Maryland MIECHV program defines each action in the following way: 
 

● Data Collection- Gathering documentation of demographics, questionnaires, assessments 
and referrals for MIECHV home visiting clients. 

● Data Entry- Entering information and documentation pertaining to demographics, 
questionnaires, assessments and referrals for MIECHV home visiting clients. 

● Data Monitoring/Management- Generating site-specific reports for the purpose of 
monitoring for complete and accurate data. 

● Data Analysis- Reviewing site-level reports to determine the effectiveness of current 
efforts to reach desired benchmarks. 

 
Four new jurisdictions were added using competitive funds. Alleghany County, Baltimore 
County, Caroline County and Harford County have conducted their self-assessments and will 
begin implementing new HFA programs in July of 2014. Job descriptions and data systems are 
being finalized. 
 
Administrative Data Sources: 
Data sources for Maryland’s MIECHV program include interviews with enrolled mothers, 
questionnaires, assessment tools, and administrative records. Additionally, the DHMH Maternal 
and Child Health Bureau has a Memorandum of Understanding (MOU) with the Maryland 
Department of Human Resources. This MOU allows data-sharing to determine the rate of child 
abuse and neglect among program participants. DHR is the identified agency to collect and share 
this data on child abuse and neglect. One of the six MIECHV benchmarks requires the collection 
of data on child abuse and neglect. Please reference the following section, titled “Tools 
Utilized”, for the detailed reasoning behind the choice of each data source and measurement tool. 
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Table 1. Site-Specific Data Roles, Responsibilities, and Systems 
 

Jurisdiction-
Program 

Data Collection Data Entry Data Analysis Data Management Data System 
Used 

Baltimore 
City-NFP 

Case Manager-Nurses Data Entry Clerk Office Systems 
Analyst/Programmer 

Office Systems 
Analyst/Programmer 

NFP ETO
 Insight 

Baltimore 
City-HFA 

 FAW, Community 
Outreach and Support 
Services Worker, HFA 
supervisor 

 FAW/ETO data 
clerk enters, HFA 
supervisor 

 HFA supervisor  HFA supervisor, 
ETO data clerk 
enters 

ETO

Dorchester 
Co.- HFA 

Community Health 
Outreach Worker, Health 
Svcs I/II , Coordinator 
Special Programs, Health 
Svcs, II,III 

Office Secretary 
III, General 

Office Secretary III, 
General; 
Social Work 
Program 
Administrator 

Office Secretary III, 
General 

PIMS
ETO 

Prince 
George’s Co- 
HFA 

 Family Assessment 
Worker, Family Support 
Worker 
 
 

 Family 
Assessment 
Worker, Family 
Support Worker 
, Data Entry 
Administrator, 
HFA Program 
Manager 

 Data Entry 
Administrator, Site 
Supervisor  
 

 Data Entry 
Administrator, Site 
Supervisor  
 

 Mary’s Center 
eCW 
 ETO 

Somerset Co. 
HFA 

Family Support Visitor, 
Clinical Supervisor, 
Family Outreach 
Specialist, Family 
Support Specialist 
(I,II,III) 

Program support 
tech, Data 
Manager,  Family 
Outreach 
Specialist  

Clinical Supervisor,  
Data Manager 

Program Support 
Tech,  Data 
Manager 

Datatude
ETO 

Washington 
Co.-EHS 
 

Lead Home-based 
Teacher, Home-based 
Teacher, Education Staff/ 
Home visitors/ Family 
Service Works  

Lead Home-
based Teacher, 
Home-based 
Teacher, 
Education Staff/ 
Home visitors/ 
Family Service 
Works  

School Readiness 
Education Advisory 
Committee, Child 
Development 
Manager, Health 
Services Manager  
  

School Readiness 
Education Advisory 
Committee, Child 
Development 
Manager, Health 
Services Manager 

COPA
GOLD 
ETO 

Washington 
Co.-HFA 

Assessment worker and 
support worker 

Office services 
clerk 

Program Manager 
and program 
supervisor 

Program manager 
and program 
supervisor 

PIMS
 ETO 

Wicomico 
Co.-HFA 

See Somerset Co. See Somerset Co. See Somerset Co. See Somerset Co.  See Somerset 
Co. 
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Tools Utilized: 
Prior to the start of MIECHV funding, the various home visiting models utilized specific 
assessment tools and questionnaires which were relevant to their goals. However, due to the fact 
that some constructs were not addressed by the existing tools, Maryland needed supplemental 
tools to best assess progress toward Benchmarks. 
Maryland received technical assistance (TA) regarding the selection and inclusion of 
supplemental questionnaires and assessments for the additional constructs. This TA was 
provided by James Bell Associates and the Federal Region III project officer in the form of 
meetings, emails and phone calls. The process also included consulting with local programs and 
their respective national model developers. 
 

Important factors that were considered in the tool selection process include the following: 
a)     Maintaining the fidelity of the home visiting models, 
b)     Ensuring that the extra burden placed on home visitors was as minimal as possible, and 

c)     Using tools that were suitable to the population in question and required little or no extra 
training or cost. 
As a result of the aforementioned collaborations, Maryland is currently using and will continue 
to use the following tools (See footnotes for references to psychometric properties): 
i)                Ages and Stages Questionnaire, Third Edition (ASQ-3)[1] 
ii)              Ages and Stages Questionnaire-Social Emotional (ASQ-SE)[2] 
iii)            Edinburgh Postnatal Depression Scale (EPDS)[3] 
iv)             The Home Observation For Measurement Of The Environment (H.O.M.E.) Inventory[4]  
             Healthy Families Parenting Inventory (HFPI)[5] 
 

Data Collection: 
The evidence-based home visiting programs receiving MIECHV funding follow data collection 
schedules outlined by their national models. However, for the purposes of obtaining data for this 
grant some additional data collection points have been added. As much as possible, Maryland 
ensures that data collection points for newly added constructs coincide with existing schedules. 
Maryland makes the content available to local implementing agencies at least quarterly for the 
purposes of quality and individual program enhancement. Content material, data or process 
information may be included.  The State Epi will share all beneficial lessons learned to local 
implementing agencies through TA. 
 

Each site supported by MIECHV ensures that demographic data will be collected at enrollment 
and every 12 months thereafter depending on how long the enrollee stays in the program. Please 
see Appendix A for a complete inventory of benchmarks, constructs, screening tools and 
measurement points.   
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HFA and EHS data are collected by all home visitors using paper questionnaires and assessment 
sheets. Each client’s folder is submitted to the home visitor’s supervisor for review, after which 
data is entered into the State Data System. 
 

In Baltimore City, HFA data is entered into the Family League of Baltimore City’s ETO system, 
after which the data is cleaned, and reports are sent to the State Epi. NFP data is not entered 
directly into the State Data System but rather into NFP ETO system by data entry personnel; 
Maryland MIECHV does not have ETO Connect, a product that would facilitate the transfer of 
data from NFP ETO to the State Data System. Maryland’s MIECHV funded NFP, just like its 
counterparts nationwide, relies on data entered into the NFP ETO system. This data is 
subsequently “dumped” back into local site systems on a monthly basis. At the local NFP site, a 
data analyst extracts data into Excel, cleans the data, and sends reports to the State Epi.  
 

For further information on what data reports MIECHV requires sites to submit, and at what 
intervals they are due, please reference the section of this document titled Data Analysis Plan.  
 
Staff Training on Data Collection Protocols: 
In January 2012, the State Home Visiting Team conducted a TA meeting during which a data 
collection handbook was distributed. This handbook provides guidance to home visitors 
regarding the collection of MIECHV data, and the data collection schedule.  Prior to MIECHV 
TA, home visitors had been trained on data collection methods that were specific to their 
individual programs. Grantees were also reminded of deadlines for data entry. 
 

In June 2012, Maryland conducted a half-day ETO training for data entry personnel from all 
sites. The training was held in one of the DHMH computer labs where each participant had 
access to his/her own computer. The Social Solutions trainer provided trainees with a 
PowerPoint on the features of ETO. The training focused on how to enroll clients, and how to 
enter, edit and save data. Trainees were given activities to familiarize themselves with the use of 
the data system.  Additional ETO training sessions are offered at the same venue on a monthly 
basis should new employees require it. The handbook and one-on-one instruction are provided at 
that time. The State Epi can provide additional handbooks to anyone in need.  
 

Program Specific Training:  
Healthy Families America provides Home Visitors Core Training, an in-depth, formalized 
training spanning the course of four days intended for home visitors. Supervisors and program 
managers receive an additional day of training. Topics include establishing and maintaining trust 
with families, goal setting, completing necessary paperwork/documentation, the role of the home 
visitor, communication skills, and intervention strategies. Nurse home visitors, supervisors, data 
assistants and administrators are trained on NFP’s reporting system through online modules, 
manuals and webinars. 
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All Head Start home visitors receive an orientation training during their first week. This training 
reviews expectations of the position, provides an overview of the Head Start performance 
standards, provides a review of the data collection database/methods, assessment systems, 
screening tools, and other necessary enrollment and paper work requirements for the delivery of 
services.  Additionally, Head Start uses data driven indicators to plan for trainings to support 
both individual employee needs as well as overall program development. Home base teachers 
receive the five-day Parents as Teachers (PAT) Model Implementation Training.  Annually, 
Home Visitors are required to maintain additional PAT training to keep the Parent Educator 
status active. 
 

The selection and implementation of a data system:  
After contacting numerous vendors and comparing software products, Maryland selected ETO 
software, a commercial off-the-shelf (COTS) product of Social Solutions Inc. Features that 
influenced Maryland’s choice of ETO software included the fact that it is a web-based system 
and had been previously and successfully used by home visiting programs such as Nurse Family 
Partnership prior to the advent of MIECHV programs. ETO also offers the capability for 
numerous users to be logged in simultaneously. ETO has the ability to import/export data 
from/to Microsoft Excel and Microsoft Access. All sites enter data into the ETO database in 
addition to their site-specific database. See Table 1 for site-specific databases.  
 

All the legislatively-mandated benchmark data, demographics and service utilization data are 
entered into the Maryland MIECHV Data System. The system is web-based. Each program has a 
site on the Maryland MIECHV enterprise. For security and privacy purposes, home visitors/data 
entry personnel can only view data specific to their clients. Further, home visitors and data entry 
personnel at local sites do not have the ability to create their own reports due to the user level. 
Local sites can request custom reports, including trend data, to the State Epi or the ETO 
Administrator who both have access to all levels of data as soon as it is entered at the program 
level. 
 

All sites enter data into the ETO database, in addition to their site-specific database. Baltimore 
City NFP utilizes the Insight database to enter client data. The Baltimore City HFA sites use only 
the ETO database to record client information.  Dorchester and Washington County HFA use 
PIMS to record client assessment information. Somerset and Wicomico County HFA programs 
use Datatude to enter data. Washington County EHS uses the COPA database to track enrollment 
and visits. Washington County EHS also uses the GOLD database to track client health and 
demographics data. Prince George’s County HFA enters client’s records into the Mary’s Center 
eCW system.  
 

Data system capacity to meet MIECHV reporting requirements and CQI needs: 
ETO personnel and the State Epi developed a blueprint, then modified the blueprint to include 
extra demographics and assessments pertaining to the MIECHV data requirements. Blueprint 
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development involved reviewing the various questions and assessment/screening tools used by 
the MIECHV programs. The State Epi and ETO personnel grouped the questions and 
assessment/screening tools by chronological order and entered the ETO assessments into the data 
system. The ETO data system has the capacity to generate reports of short time frames (i.e. one 
month’s worth of data), and the ability to create reports quickly for stakeholders. Stakeholders 
can influence the CQI process by requesting and reviewing this detailed data at the site level. As 
noted on page 6 of the CQI Plan, MIECHV staff takes screenshots of any data errors, and sends 
step by step instructions to remedy the issue. Please reference the diagram on page 2 of the CQI 
Plan (Appendix B), labeled “Home Visiting CQI Process Map” for more information on how the 
data system conforms to the MIECHV CQI process. 
 

Ensuring Data Collection Quality: 
Acquiring large amounts of data is futile if the data collected are not measured in an accurate, 
repeatable, and timely manner.   The Data Administrator conducts a data cleaning process as 
described in the Roles and Responsibilities section of this document- in conjunction with the 
State Epi. The Data Administrator assures data is cleaned and ready for review by the State Epi. 
The Data Administrator is the first line of review for data entry errors or missing data. They 
contact sites with flagged errors for correction. The State Epi then reviews each entry for 
accuracy and communicates back to the sites if data needs to be reentered. It is the State’s goal to 
ensure that Home Visitors record all measurements precisely and in a timely manner. In some 
programs, the data can be recorded directly to electronic devices, in others the measurements are 
recorded on program-provided paper forms and then entered into electronic data systems by 
trained data entry personnel. Home Visitors review and sign all computer-generated reports of 
data entered into the system to document that the data was transcribed accurately. 
 

The State requires each home visiting program to document their home visitor staff training 
plans, including details regarding benchmark measurement and recording. The programs are 
required to document their processes for home visitor data collection and recording. Each home 
visiting program is required to submit these plans to the State for review annually. 
To ensure that high quality data is entered into the State’s data system, the State Epi and the 
Home Visiting team reviews each site’s data monthly for data entry errors, missing values and 
outliers.  Reports are created for each site, highlighting missing data and data entry errors. These 
shortcomings are communicated to the respective sites. Depending on the nature of the errors, 
the State Epi provides TA in the form of snapshots with instructions, phone calls and emails. 
 

Data Analysis Plan:  
Site level data are transmitted to the State and analyzed by the State Epi on a monthly basis. The 
initial analysis involves identification of any data outliers and missing data, so that any problems 
with data collection and transmittal can be identified and corrected quickly. The next phase 
involves the aggregation of the data across programs to establish statewide baseline values for 
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each construct. The State Epi then disaggregates the data to analyze differences between the 
programs. 
 

The State Epi prepares monthly reports tailored toward individual sites.  This data quality report 
provides and disseminates information about missing data, entry errors, and outliers in the data.  
The MIECHV reports allow for trending data over time and shows performance in relation to the 
target.  The State Epi, in collaboration with the ETO Administrator, creates these trend reports 
and other graphs in ETO.  In addition, quarterly reports are created to address the benchmark 
constructs.  The State investigates the process measures currently available in ETO.  These 
reports are ETO-specific and restricted to the MIECHV benchmarks. The State Epi shares ETO 
reports with all sites.  
 

Trend analysis detects changes over the course of each of the three grant years for which the 
MIECHV program is measuring improvement. Quarterly data analysis allows for CQI, because 
the results are made available at the State and local level. After review of each quarter’s results, 
programs can identify areas where changes might be needed to improve service utilization or the 
delivery of interventions.  
 

The State Epi also generates a large set of reports that will be useful to State home visiting 
planners and the local programs for program evaluation purposes. These reports will be designed 
after seeking input on the report requirements from State and local home visiting program 
representatives. The minimum educational qualifications for the State Epi are a master’s degree 
in epidemiology or biostatistics. 
 
For each MIECHV benchmark, performance measures track progress toward the 35 identified 
constructs by demographic variables and service utilization variables. These reports will support 
the specifications outlined in the system design phase above.  Appendix C outlines the 
benchmarks, constructs, performance measure, numerator, and denominator used to measure 
Maryland’s legislatively-mandated benchmarks.   
 

 
Demographic and service utilization data on families served:   
In addition to the legislatively-mandated benchmarks, home visitors will be responsible for 
collecting individual level demographic and service utilization data. 
  
Assessments have been created in the State Data System to facilitate the collection of the 
following: 

 Total number in household 

 Census tract of household residence 

 Home visiting program type (e.g. Nurse Family Partnership, Healthy Families America) 
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 For each enrolled child: month/year of birth, sex, race/ethnicity, exposure to languages 
other than English 

 Mother: age at enrollment, race/ethnicity, pregnancy status, employment status, primary 
spoken language, education level 

 Father: age at enrollment, race/ethnicity, employment status, primary spoken language, 
member of household 

 Other caregivers in household: age at enrollment, race/ethnicity, employment status, 
primary spoken language 

 
The following service utilization information will be captured for each enrolled family: 

 Date of enrollment 
 Number of expected and actual visits 

 

Continuous Quality Improvement: 
The primary goal of data collection and analysis is for the State to assess progress made by 
MIECHV-funded programs in providing services and meeting the needs of home visiting 
program enrollees. Benchmark data will be used for CQI purposes when appropriate. 
 

The initial analysis involves identification of any data outliers, so that any problems with data 
collection and transmittal can be identified and corrected quickly. The next phase involves the 
aggregation of the data across programs to establish statewide baseline values for each construct. 
The data is then disaggregated by home visiting program to analyze differences between the 
programs. Any substantial differences between sites and programs may be indicative of a 
problem or an opportunity for improvement where CQI can take place. 
 

The most detailed analysis involves comparing the benchmark and service utilization data by 
various demographics across home visiting programs. This will provide even more information 
in which to pinpoint problems and investigate solutions using CQI.  
 

At the site level, CQI is primarily the result of data and reports disseminated by local supervisors 
and the State Home Visiting team. Representatives from each jurisdiction have been trained in 
implementing CQI at the site level, and have received the CQI information from the State plan. 
Each jurisdiction follows these guidelines in conducting their CQI process. As noted in the CQI 
Plan, sites are required to report monthly to the State Home Visiting team if they are working on 
any CQI initiatives. Through this system, site level CQI initiatives are not only monitored by the 
State Home Visiting team, they are a coordinated effort. Additional information can be found on 
pages 2 and 3 of the CQI Plan in Appendix B. 
  
Data Safety, Monitoring, and Backup: 
As part of the agreement between DHMH and ETO, system backup is provided by Social 
Solutions. Each data entry person using the State Data System is assigned a username and 
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password. There is also multi-level user access where data entry personnel/home visitors can 
only view their clients’ data; supervisors can view the data of their home visitors; while the State 
Epi can view all data. NFP uses a software platform into which only designated, NFP-approved 
persons may enter data collected on clients and the program. Only NFP can provide authorized 
access to the database and website. 
 

Data Safety: 
A contract between DHMH and the ETO contractor outlines data security including: 

● All data transmitted via the internet between users’ web-based interface and the system’s 
servers are secured with strong encryption. 

  
● All passwords sent via the internet between users’ web-based interface and the system’s 

servers are secured with strong encryption. 
  

● All data stored on the system’s servers are protected from access from unauthorized 
users. 

  
The ETO contractor provides training to every new user of ETO in a MIECHV funded home 
visiting program. During training, all users are given a username and password, which they are 
required to change. All trainees are explicitly told that password sharing is not allowed, and that 
their passwords must be kept secure. 
  
Training Users in ETO (Data Security): 
 All ETO users attend a two hour training session which briefs employees on how to use the 
database. New employees that need access to ETO must attend training to receive a username 
and password. Training topics include logging into ETO, username and password protection, 
adding a participant to the system, creating assessments, dismissing participants, running reports, 
and logging off of ETO. End Users receive a unique password, which can be changed at will. 
  
If an employee who has access to ETO leaves their employer, the employer is instructed to notify 
the State immediately so the employee’s ETO access can be disabled. After an employee is 
terminated, all sites follow the same general protocol, deactivating employee access to ETO on 
the last day of employment.  Either an NFP site supervisor or the ETO Administrator carries out 
the deactivation process. 
 
To provide an additional layer of security, the ETO system automatically times out after 60 
minutes of inactivity, although this length of time can be adjusted to any desired length of time. 
  
The contract includes required standard reports and requires that, at minimum, the system has the 
capability to produce reports on all benchmark constructs: 

● Improved maternal and newborn health, 
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● Child injuries, child abuse, neglect, or maltreatment, and reduction of emergency 
department visits, 

● Improvements in school readiness and achievement, 
● Domestic violence, 
● Family economic sufficiency, and  
● Coordination and referrals for other community resources and supports. 

 

Security measures are also in place at home visiting sites to secure paper records. Wicomico and 
Somerset County Lower Shore HFA, Washington County HFA, Washington County EHS, 
Dorchester County HFA and Baltimore City NFP home visiting sites store all client paper 
records in locked file cabinets. All sites adhere to HIPPA regulations, specifying signed consent 
must be in place for referral and/or sharing information with outside parties including 
pediatricians, obstetricians and service agencies.  
 

 Data Monitoring: 
The Data Administrator shall provide training on the system, utilizing a test string of servers 
including: training on system administration will be provided to DHMH staff as the system is 
delivered; and training on the user interface will be provided to home visiting program staff as 
each jurisdiction is added to the system. 
 

Additional safety requirements include refraining from sharing State data with anyone other than 
personnel specified by DHMH and ensuring that jurisdiction level databases are only accessible 
to approved program/jurisdiction personnel. 
 

The Data Administrator has the ability to track employees’ use of ETO. Because ETO resides on 
an SQL platform, it tracks the following user information: which users are on the system, how 
long each ETO session lasts, and what screens the user viewed. The ETO software also has the 
capability of producing additional detailed information for monitoring purposes. 
  
Data Backup: 
The State backup and systems capacity assures the ability to perform daily backup for all 
databases and more frequent transaction logging. In addition, it allows multi-user ability to 
access and retrieve data via secure protected access, supporting 200 simultaneous users and 
performing data entry or queries against the database without crashing or losing data. 
 

Challenges to Date 

Common issues exist during the site data collection and entry process that impact the State’s data 
quality.  A TA meeting was held recently (April 2014) to problem solve why some data is 
missing from submissions to the State Epi.  Some contributing factors that limit the data analysis 
for home visiting programs included the lack of a centralized database, data entry error and 
inconsistency between data collection, data entry and data reporting.  Currently individual sites 
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are conducting CQI to determine the root cause of their missing data and will be submitting plans 
of correction. 
   
Maryland MIECHV is examining processes to increase data quality and reporting through either 
funding a data entry position for each site and/or developing a centralized home visiting database 
accessible to all MIECHV funded sites.  Currently, MIECHV is working with the Family League 
in planning an evaluation of the data entry process with all home visiting programs to understand 
the limitations of the current system.  The resulting database system would address the following 
issues and improve data quality: data entry duplication, data entry error, lack of standardized data 
collection forms, long term client health indicator evaluation, home visiting appointment 
scheduling, real time data access, data monitoring and analytic reporting capabilities, and CQI. 
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http://www.brookespublishing.com/store/books/squires-asq/asq3-technical.pdf 
[2] Squires J, Bricker D, Heo K, Twombly E. Identification of social-emotional problems in young children using a parent-
completed screening measure. Early Child. Res. Q. 2001 ;(16):405-419  
[3] Logdson MC, Wayne MU, Nering M. Validation of Edinburgh Postnatal Depression Scale for Adolescent Mothers.Arch 
Women Ment. Health 2009; 12:433-440 
[4] The Home Observation For Measurement Of The Environment Inventory For Infants/Toddlers (IT-HOME) And Early 
Childhood (EC-HOME), 2003. Retrieved February 29, 2012 from 
http://www.acf.hhs.gov/programs/opre/ehs/perf_measures/reports/resources_measuring/res_meas_phio.html#foot1.b 
[5] LeCroy C, Krysik J. Measuring Outcomes: The Development and Empirical Validation of the Healthy Families Parenting 
Inventory. Poster session presented at: 11th Annual Conference of the Society for Social Work and Research; 2007 Jan 11-14: 
San Francisco, CA. Retrieved March 9, 2012 from http://sswr.confex.com/sswr/2007/techprogram/P5293.HTM 
[6] Please reference the Maryland MIECHV Benchmarks document in Appendix A.
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Appendix A 
Maryland MIECHV Benchmarks 

 
Benchmark 1: Improved Maternal and Newborn Health 

Construct  Screening Tool(s) Measurement Points
1. Prenatal Care  Standard Questions Pregnancy – 36 weeks

2. Parental Use of Alcohol, Tobacco, Illicit 
Drugs 

Baltimore City: NFP’s Health Habit Form (questions 
2‐3) 
Other programs: PRAMS Phase 5 (question 35) 

NFP: Pregnancy‐ intake and 36 weeks, Postpartum‐@ 1 
year   
HFA: every home visit 

3. Preconception Care  Standard Question 3 months postpartum

4. Inter‐birth Intervals  Baltimore City: NFP Demographics Update form 
(questions 18‐20) 
Other programs: standard questions 

6, 12 18 & 24 months postpartum

5. Screening for Depressive Maternal 
Symptoms 

Edinburgh Postnatal Depression Scale (EPDS)  Intake, 36 weeks pregnancy, newborn ages 1‐8 weeks, 4‐
6 months, 12 months 

6. Breastfeeding  PRAMS Phase 6 6 months postpartum

7. Well‐child visit  Standard Question Child ages 6, 12, 18 and 25 months

8. Maternal/Child Health Insurance Status Standard Questions 1 month post‐enrollment

Benchmark 2: Child Injuries, Child Abuse, Neglect or Maltreatment and Reduction of Emergency Dept (ED) Visits 
9. Children visits to the ED, all‐causes Baltimore City: NFP’s Infant Healthcare form 

(questions 9‐10)   
Other programs: standard question 

Age 6 months and every 6 months thereafter 

10. Maternal visit to the ED, all‐causes Baltimore City: NFP’s Demographic Update form 
(questions 23‐24)  
Other programs: standard question 

6,12,18, and 24 months postpartum

11. Information/training provided on the 
prevention of child injuries 

Baltimore City: NFP’s Home Encounter form (item 1) 
Other programs: standard questions 

Every visit

12. Incidence of child injuries requiring  standard question Age 6 months and every 6 months thereafter 
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medical treatment 

13. Reported suspected (unsubstantiated) 
maltreatment for enrolled children 

Administrative data from the Dept of Human 
Resources (DHR) 

End of funding years 1,2, and 3

14. Reported suspected (indicated) 
maltreatment for enrolled children 

Administrative data from the DHR End of funding years 1,2 and 3

15. First time victims of maltreatment Administrative data from the DHR End of funding years 1,2 and 3

Benchmark 3: Improvement in School Readiness and Achievement 
16. Parent support for children’s learning and 

development 
NFP: H.O.M.E Inventory
HFA: Healthy Families Parenting Inventory (HFPI) 

Ages 6 and 18 months

17. Parent knowledge of child development 
and of their child’s developmental 
progress 

Ages and Stages Questionnaire (ASQ)‐3 NFP: Ages 4, 10, 14 and 20 months
HFA: Ages 4, 6, 8, 12, 16, 20, 24, 30 and 36 months 

18. Parenting behaviors and parent‐child 
relationship 

NFP: H.O.M.E Inventory
HFA: Healthy Families Parenting Inventory (HFPI) 

Ages 6 and 18 months

19. Parent emotional well‐being or parenting 
stress 

EPDS Mother: At intake, 36 weeks pregnancy, Child: ages 1‐8 
weeks, 4‐6 months, 12 months and as needed 

20. Child’s communication, language and 
emergent literacy 

ASQ‐3 NFP: Ages 4, 10, 14 and 20 months.
HFA: Ages 4, 6, 8, 12, 16, 20, 24, 30 and 36 months 

21. Child’s general cognitive skills  ASQ‐3 NFP: Ages 4, 10, 14 and 20 months.
HFA: Ages 4, 6, 8, 12, 16, 20, 24, 30 and 36 months 

22. Child’s positive approaches to learning ASQ‐3 NFP: Ages 4, 10, 14 and 20 months
HFA: Ages 4, 6, 8, 12, 16, 20, 24, 30 and 36 months. 

23. Child’s social behavior, emotion 
regulation and emotional well‐being 

ASQ‐SE Ages 6, 12, 18 and 24 months

24. Child’s physical health and development ASQ NFP: Ages 4, 10, 14 and 20 months.
HFA: Ages 4, 6, 8, 12, 16, 20, 24, 30 and 36 months 

Benchmark 4: Domestic Violence (DV) 
25. Screening for DV  Baltimore City: Relationship Assessment Form  Intake, Pregnancy – 36 weeks, infancy – 12 months
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26. # of referrals to DV services for identified 
clients 

NFP: Home Visit Encounter form
HFA: Healthy Families Referral Form 

Intake, Pregnancy – 36 weeks, infancy – 12 months

27. # of families for which a safety plan was 
completed, for identified families 

Standard question Intake, Pregnancy – 36 weeks, infancy – 12 months

Benchmark 5: Family Economic Support
28. Household income and benefits  Standard questions At enrollment and 1 yr post‐enrollment

29. Education levels of adults in household Standard questions At enrollment and 1 yr post‐enrollment

30. Health insurance status  NFP: Use of Govt and Community Services form 
HFA: Follow up form 

Month of enrollment and 1 yr post‐enrollment.

Benchmark 6: Coordination and Referrals for Other Community Resources and Support 
31. # of families identified for necessary 

services 
NFP: Home Visit Encounter form
HFA: Healthy Families Referral form 

Every home visit

32. # of identified families who received 
referrals to community resources 

NFP: Use of Govt and Community Services form 
HFA: Healthy Families Referral form 

Every home visit

33. # of formal agreements and MOUs with 
other community social service agencies 

List of MOUs End of funding year

34. Information sharing: # of agencies with 
which the home visitor has a clear point 
of contact 

List of all agencies used by home visitors in which a 
clear point of contact is noted 

End of funding year

35. # of completed referrals  NFP: Use of Govt and Community Service form 
HFA: Healthy Families Referral form 

NFP: Intake, birth, child ages 6, 12, 18 and 24 months.
HFA: Every visit 
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Appendix B 
Maryland CQI Plan 

 
 
Infrastructure for Driving Improvements: 
 
Methodology: 
 

Maryland’s Continuous Quality Improvement (CQI) Process will be structured around the 
common CQI method, Plan, Do, Study, Act (PDSA).  This method begins with the Plan phase, wherein 
objectives are decided upon, predictions are made, plans for the current cycle are designed, and data 
collection methods are ensured.  Next, during the Do phase, plans are carried out with careful 
consideration in collecting data and observations about the effects of any given action.  During the Study 
phase, data and observations are analyzed to learn, simply stated, what is working and what is not in 
relation to the questions being addressed and the CQI process itself.  From this, summaries and reports 
are generated to inform each participant in the process and any outside observers.  In the final phase, 
Act, discussions are held and decisions are made applying information gathered in previous phases to 
best improve the program in the next cycle.  From here, the planning phase begins anew.  The cycle is 
illustrated in Figure 1 below.   
 

1 Figure 1 
 
Evidence has shown that this model: 2 

 Is applicable to all types of organizations and to all groups and levels in an organization 
 Provides a framework for the application of improvement methods and tools guided by theory 

of knowledge: 
o Encourages planning to be based on theory 
o Theory leads to appropriate questions which provide the basis for learning. 
o Questions lead to predictions which guide the user in identifying the necessary data, 

methods and tools to answer the questions relative to the theory in use.  

                                                 
1 Adapted from the Stritch School of Medicine, Loyola University Health System.  Observed on 9/20/2012: 
http://www.stritch.luc.edu/lumen/MedEd/softchalkhdht/CMEFacDevWebPage/CMEFacDevWebPage10.html 
2 Ronald Moen and Clifford Norman, “Evolution of the PDCA Cycle,” Observed on 9/20/2012: 
http://pkpinc.com/files/NA01MoenNormanFullpaper.pdf 
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o Emphasizes and encourages the iterative learning process of deductive and inductive 
learning. 

 Allows project plans to adapt as learning occurs 
 Provides a simple way for people to empower themselves to take action that leads to useful 

results in the pragmatic tradition of learning. 
 Facilitates the use of teamwork to make improvements 

 
The entire Home Visiting process resembles the following chart, which will be a useful guide in 

providing a map to be used during CQI process

 
 

This map provides an illustration of both the home visiting process, and how CQI is utilized 
therein.  When problems occur, the issue can be identified and pinpointed by step in the process.  This is 
useful for describing the problem accurately, seeking out causes, and developing solutions.  
 

CQI is an outcome driven process, and as such, the Maryland MIECHV CQI process will focus 
primarily on the 35 benchmark measures of health required by the federal government.  There are two 
other important outcomes which fit into CQI processes and will be integrated in Maryland by focusing 
on enrollment and retention rates of participants in the model programs.  In order for home visiting to 
be successful and effective in changing behavior, the home visiting intervention relies heavily on a 
client’s willingness and dedication to work cooperatively with home visitors to improve outcomes.  If 
clients are refusing to enroll or leaving programs early, this is a problem as they will not be receiving the 
assistance they need, and other positive outcomes become non‐existent.  Through the use of CQI, 
Maryland will be able to recognize problems, attempt different solutions, and ensure clients and families 
are getting the assistance they need. 
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In Maryland, CQI processes will occur primarily at the site level, with assistance and guidance 

from the State.  Tests of change will occur at the State level as needed.  Informed by data and reports 
disseminated from the State Epidemiologist and local supervisors, each site CQI team will be able to 
locate and begin processes on problems.  Sites will be expected to report current projects and solutions 
on a monthly basis to the State team leader.  The State team will act as the administrative decision 
makers for the CQI process stated above.  Most of the tests of change will take place at the home 
visiting sites; however, certain issues may necessitate attention and organization at the State level.  For 
example, if mothers are not breastfeeding due to a tendency for hospitals to give out formula to new 
mothers, the State team will be in a unique position to work with hospitals and work toward solving the 
problem, which may be difficult or impossible for individual site teams.  If the State team begins a 
process, the sites will still be involved by informing the process, and using their own relationships to 
assist in creating and testing solutions.  For example, one of our sites is located at Sinai hospital, and 
working with that site, Sinai would likely be more willing to assist the State in solving the 
aforementioned issue. The entire CQI process will resemble the following chart:  
 

1. Discovery: Discover the issue through reports, data analysis, observation, or sites reporting issues to the State. 
2. Research the issue:  Discuss the problem with sites to accurately define the problem. 
3. Identify the problem: Following SMART criteria (specific, measurable, actionable, relevant, and time‐bound) we will 
create an aim statement based on the defined problem.  
4. Root Cause Analysis:  Work with sites to discover the true cause of this problem. 
5. Decide whether the problem should be addressed at the State or site level based on the cause and potential 
solutions.  It could be a State, jurisdiction, or site specific issue. 

6a. State Issue: State led 
 PDSA cycle 

6b. Site Issue: Site led 
PDSA cycle 

7a. Plan: State will further study the cause, requesting 
assistance from sites and other related parties as necessary.  A 
solution will be developed. 

7b. Plan: The site or sites in question will further study the 
cause, requesting assistance from the State and other related 
parties as necessary.  A solution will be developed. 

8a. Do: Tests of change will be implemented  8b. Do: Tests of change will be implemented 
9a. Study: Solutions will be evaluated for effectiveness in a 
time‐bound manner depending on the scope and magnitude of 
the test.  For example, less‐frequently collected, longer‐term 
benchmarks may be evaluated quarterly, while benchmarks 
where data is collected on a regular basis maybe evaluated 
monthly. This will be done by looking at outcome data.   

9b. Study: Solutions will be evaluated for effectiveness in a 
time‐bound manner depending on the scope and magnitude of 
the test.  For example, less‐frequently collected, longer‐term 
benchmarks may be evaluated quarterly, while benchmarks 
where data is collected on a regular basis maybe evaluated 
monthly.   This will be done by looking at outcome data.   

10a(i). Act: Adopt: 
Solution was 
effective: The 
State will create a 
report of the CQI 
process and 
effectiveness of 
solutions to 
disseminate to 
sites and other 
interested entities.  

10a(ii). Act: Abandon: 
Solution was 
ineffective: PDSA cycle 
will refresh, choosing a 
different solution.  This 
will be done with 
changed assumptions 
or lessons learned from 
prior cycles.  

10a(iii). Act: Adapt: 
Solution was 
ineffective, however 
with small changes, 
this strategy may be 
effective:  PDSA cycle 
will refresh based off 
of the same strategy 
with the necessary 
changes. 

10b(i). Act: 
Solution was 
effective: Sites will 
create a report 
detailing the CQI 
process, findings 
and solutions.  This 
will be sent to the 
State for 
dissemination to 
other sites and 
interested entities.  

10b(ii). Act: Solution 
was ineffective: PDSA 
cycle will refresh, 
choosing a different 
solution.  This will be 
done with changed 
assumptions or lessons 
learned from prior 
cycles.  Report will be 
sent to the State for 
documentation 
purposes.  

10b(iii). Act: Adapt: 
Solution was 
ineffective, however 
with small changes, 
this strategy may be 
effective:  PDSA cycle 
will refresh based off 
of the same strategy 
with the necessary 
changes. 

11. The problem, findings, process, solutions, and evaluations will be documented and kept at the State level. Results 
from CQI processes will be shared with home visiting sites, as well as other State agencies interested in the results.  
Each cycle will be described using a consistent, multi‐paged file that provides descriptive information about the 

process, for easy reference.  



22 
 

 
Tools and strategies that the State of Maryland plans to utilize include the following: 
 

 Root Cause Analysis: This is a process used to identify the factors that resulted in the nature, the 
magnitude, the location, and the timing of outcomes. Once these factors are identified, logic can 
be used to figure out what behaviours, actions, inactions, or conditions need to be changed to 
prevent recurrence, or to make improvements.  Teams will use the process map as the logic 
model for the outcome in question, and best practice strategies discovered through available 
research and looking at what other states and sites have done. Maryland plans to use Fishbone 
Diagrams for the purpose of root cause analysis.  

 
 
As the sample model above indicates, this method involves thinking about and listing all the 

potential causes of a problem.  After listing the potential causes, data and other evidence are used to 
deduce how each potential cause is influencing the outcome in question, the magnitude therein, and 
why this is happening.  In our example above, it seems as though there are two root causes that explain 
why breastfeeding initiation is so low.  First, hospitals are giving out free formula without giving out free 
breastfeeding supplies, thereby encouraging mothers to use formula.  Second, some of the home 
visitors require training about breastfeeding so they feel more comfortable discussing it with the 
mothers.  Mothers do not seem to want to initiate breastfeeding in this case, but the cause therein is 
that they do not understand.  It is the hospital and home visitors’ job to help them understand, and the 
solution will come through one or both of those two avenues.   
 

 Once the true causes of the deficiency are identified, research of existing literature will take 
place surrounding the problem to find best practices, or solutions that other organizations or 
CQI teams have attempted in working with this specific outcome.  This information will be used 
in the design for any solution focused changes that take place.  As other methods of root cause 
analysis are discovered, through trainings and experience with the process, Maryland will utilize 
different strategies based on outcome, preference, and effectiveness.   
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 Within Maryland, all CQI processes will be recorded, organized using standardized forms (see 
Attachment A), and disseminated so each CQI site can see every process and solution that has 
been attempted, how it was attempted, and the result therein.  To research other states, CQI 
teams will be expected to use all available resources, such as databases, journal subscriptions, 
and Google scholar, to find evaluations and studies to inform the process.  

.   
 Benchmark Outcomes:  The benchmark requirements of the home visiting system provide a 

spectacular mechanism for looking at outcomes.  Given this, and the outcome based reports 
that will be provided to sites and jurisdictions, it will be relatively straightforward for data 
specialists and other team members to notice and begin processes on faltering outcomes.   

 
 CQI Reporting Rubric:  At the State level, a reporting rubric is being created (see Attachment A) 

that will allow both sites and the State to organize their thoughts, concerns, motivations, and 
outcomes of CQI processes.  Each cycle that occurs will require this worksheet to be filled out.  
Once completed, at the end of a PDSA cycle, these files will be sent to each site and the State in 
order to share information.  Some of the information included on each report will be the 
benchmark in question, the issue, the goal statement, what improvement strategy was decided 
upon and why, and the outcome of the process.  More detailed information will be asked about 
each step in the process and any suggestions for future work on the outcome in question.   This 
will provide CQI teams with a source of quick access information, to see what has been done for 
each issue, as well as more detailed information about the process.   Sites and the State will 
keep these files as electronically on a local computer in order to easily access them whenever 
necessary.  Any member of the CQI team can fill this out, so long as all the required information 
is present.  

 
 
 
Involvement of Key Stakeholders: 
 
  Stakeholder input is regularly sought out and internalized at the State level.  Problem solving is 
best accomplished and informed by diverse groups of people with different backgrounds, expertise, and 
knowledge within the Home Visiting system.   

 
At the most recent stakeholder meeting, which focused on the topic of CQI, a lack of 

coordination between State agencies was noted as an issue.  Many attendees wanted one database 
created for reporting purposes that can be used across the State in a system that requires a way to 
track, store, and report data across programs (i.e., home visiting, education, human services, etc.). 
Suggestions included a focus on benchmark data and snapshot reports for program managers and 
stakeholders.  At the time of this meeting, the home visiting statewide data system was not yet in 
place.    

 
Following the advice from our meeting, the State has implemented a number of strategies to 

ensure stakeholders are kept up to date and in a position to inform decisions made concerning CQI.  As 
required by the MIECHV grant, and with input and guidance received from stakeholders, the statewide 
data system is currently operational.  While the kinks of the new system have not been entirely worked 
out, baseline data has been collected and is being disseminated to sites to inform CQI processes.  
Currently, the State epidemiologist creates screenshots of data‐entry errors, and then provides step by 
step instructions to each site in order to address the issue, if that is the problem.  This is done monthly 
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to provide quick, practical information, allowing the problem to be attended to in a timely manner.  If 
simple data‐entry is not the issue, the State CQI team, through their investigation will be able to 
determine the root cause of these errors and work to improve the outcomes. The information is sent 
through email. Similar errors have been repeated with some data entry personnel creating the 
impression that they had no knowledge of the solutions provided to address their issues. Perhaps, a 
more personal approach such a web conferences and/or conference calls will be more effective.  
Combined with the current site level monthly CQI, Maryland is confident that this will ensure a layered 
system of support. 

 
In addition to these types of large, structured meetings, quarterly technical assistance is also 

provided to site level Home Visiting Staff.  These meetings are held on a quarterly basis and allow sites, 
localities, and the State to share findings, best practices, information, concerns, or issues they are having 
with the ETO data system and the MIECHV grant and process a whole. The meetings occur to address 
concerns as they arise, but to also include data, CQI and training needs as standard agenda items. 
Representatives from every site and locality are welcome to attend for an opportunity to discuss 
questions and concerns with State representatives.  While not specifically tailored to discuss it, they 
provide opportunity a dual purpose related to CQI. First, they allow the State to effectively disseminate 
updates, news, information, and CQI findings and strategies.  Email and phone conferences are useful 
for this as well, but there are certain kinds of information best explained in person.  Secondly, these 
meetings allow information to flow up the hierarchy, informing the State of any problems and solutions 
about the entire home visiting process, including CQI.  State representatives of the MIECHV team make 
themselves available for discussion on a 1v1 basis with sites or to tackle issues as a group.  It is expected 
that the State leaders of programs will partner to address collection of data across agencies and 
programs for feasibility of a larger system.  In addition to these meetings, both site level members and 
jurisdictional members are allowed and encouraged to contact State members directly with any issues, 
problems, ideas, or solutions.  
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Leadership and Accountability Structure:  
 

 
 

The leadership and accountability structure for CQI processes will follow the above flowchart.  
At the State level, the head of the department provides assistance and guidance when necessary for 
home visiting and CQI processes.  Working under the director, the Chief of Title V programs in the office 
provides oversight and information to several grant projects including MIECHV.  The Chief of Early 
Childhood and Home Visiting acts as administrative head of the Maryland MIECHV program and is the 
primary CQI contact for jurisdictions and sites at the State level.  As the leader of the State CQI team, 
she provides leadership, guidance, assistance, and supports MIECHV CQI efforts, as well as the point of 
contact between the State and the sites, and between different sites if necessary.  Additionally, this 
individual is responsible for ensuring messages are communicated effectively from the State to the sites.   

All reports and data required for accountability to the federal government are reported to State 
epidemiologist who collects data, analyzes it, and provides reports and recommendations to the sites.  
On the State team is also a CQI expert who will assist in informing the process as well as any potential 
solutions.  

 
At the site level, directors and supervisors lead CQI processes being both responsible for 

reporting up the accountability chain and working with home visitors in CQI teams.  Issues and findings 
will be reported to the State.   
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Forming CQI Teams:   
 

The organizational structure of the teams for Maryland may look like the list below.  Maryland is 
thinking that there should be two separate teams that may meet together at times, but should be 
separate in terms of levels of detail: State and site specific teams. 
 
State Level Team Members: 
 
Purpose:  The State team will meet monthly to assess statewide data collection, processes in place for 
communication, quarterly technical assistance needs for sites and coordination of home visiting at the 
State level.  Using the CQI process mentioned above, the team will be able to address areas of need and 
support the home visiting programs as concerns arise.  
 
State Team Responsibilities: The State CQI team will meet on a monthly basis to review existing data, 
discuss current projects, and to decide upon new ones as identified by either the State or the sites.  
Projects will be selected as challenges are flagged and brought to the attention of the CQI teams that 
are reviewing data prior to and during each meeting. The team will also provide oversight and direction 
for all CQI initiatives statewide and lead new projects identified under the Plan Do Study Act (PDSA) 
cycle. State level projects will be selected if an outcome deficiency pattern is noticed across many sites.  
This process is supportive, not punitive, providing an opportunity to analyze State level data, 
disseminate findings, and collect information to inform the CQI project and enact state‐level decisions 
and actions based on findings.  The State will provide continued support and technical assistance to site 
CQI teams through quarterly meetings and regular contact.   
 
State Team Members:  The MIECHV coordinator, chief of MCH partnerships, and State MIECHV 
epidemiologist make up the State team.  Additionally, State and local administrators will support the 
project depending on the outcome in question and the administrator’s specialty.  As concerns arise, 
State team members will invite partners from the list above with the specific area of expertise being 
evaluated to review the PDSA cycle and problem solve short and long term solutions.  The expertise of 
these partners will ensure the problem identified is reviewed by experts in the area being flagged for 
correction. For example, if we find that domestic violence becomes an area of concern, we would bring 
in the director of women’s health as well as our domestic violence local partners to inform the process.   
 
CQI Lead:  MIECHV Coordinator will be the organizer of CQI processes. Responsibilities will include 
planning meetings and events, overseeing evaluators and epidemiologists working on CQI, existing as a 
point of contact for other teams’ questions and concerns, and disseminating reports and other 
information. The MIECHV Coordinator will be the facilitator during State CQI Team meetings, assigning 
documentation responsibilities to other members of the CQI team who may be the CQI expert, the 
epidemiologist, or office research staff.  The Coordinator will share the results with the site teams 
through email, Quarterly TA meetings and person to person meetings.  
 
CQI Expert: The State team will include two experts in the area of CQI processes.  These experts include 
Debra Perry‐ Georgetown University as well as members of the HV executive steering committee.  Karen 
Silver has also agreed to assist the State with CQI processes.  She possesses an intimate knowledge of 
the Maryland State Government functions, organization, and processes.  These experts are informing 
the State implementation by providing suggestions and guidance on how to best organize and 
implement CQI in Maryland.  As the State moves into regularly performing CQI, these experts will attend 
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State CQI meetings, and continue to regularly inform the process.  Although both of these individuals 
have been identified, funding needs to be identified to support this partnership.  
 
Evaluator/Epidemiologist: In charge of collecting data, performing analysis and generating reports for 
other teams and team members.  This person or persons will often be the first step in the process, 
noticing outcome related shortcomings and problems with the data quicker than other members.  They 
will be expected to quickly bring this to the CQI lead’s attention and to help inform the process from a 
data‐driven perspective.   
 
 
Site Team Members: 
 
Purpose: Data will be collected, reviewed and used for “on the ground” learning and corrections to be 
implemented. Supervisors will use the data to improve program as well as help staff see opportunities 
for improvement.  Individual home visitors will be able to see differences and areas of improvement to 
make real time corrections to visits.  This is where tests of change will actually occur, and as such, site 
team members will have the most important responsibilities in relation to CQI.  They will be responsible 
for testing and evaluating improvement projects thereby ensuring fidelity to the selected strategy 
throughout the process.  Regardless of whether strategies met the necessary goal or not, these teams 
will be expected to document their work and actions and report results on a regular basis to the State 
team in the person to person meetings.  For consistency of process and information sharing, this will be 
done using the CQI reporting rubric that is currently being organized by the State, and will be required 
shortly after the completion of a PDSA cycle (See Attachment A).  
 
Site Team Responsibilities:  Site teams will be expected to meet on at least a quarterly basis to start; 
however, as the process becomes more familiar, they will be required to meet on a monthly basis. The 
sites teams are responsible for collecting data, entering it into the State data system, and reviewing data 
(i.e., home visitors can look at their own data; supervisors can look at data across their staff) on a 
monthly basis.  After reviewing data, they will begin the PDSA cycle, documenting plans, strategies, and 
document findings using the CQI rubric.  Sites have the ability to review and make changes as needed, 
but can also request assistance from the State team to support any changes that need to be made.  
Findings will be documented and reported using the same rubric, and shared with others using email 
and/or during CQI meetings.  If applicable, these findings may be retested for validity or use in other 
areas of the State.  If the solution is ineffective, it will be adapted or abandoned and another cycle will 
begin, testing a different solution.  If the solution seems like it may be effective with a few tweaks or 
changes, it will be adapted, and evolve to be tried again   
 
Site Team Members: The site teams consist of: site directors, who will in most cases have the authority 
to make the necessary changes for CQI; supervisor(s); home visitor(s); and, data entry personnel. As the 
team works on CQI projects, these positions are sufficient to carry out tests of change; however, in some 
cases the model developer may be called in to inform the process and make changes needed.  The 
supervisors and program director will make decisions about potential strategies that they may need to 
test.  However, as stated above, there may be a need to involve the model developer if the process in 
question may affect the evidence based fidelity to the model.  Each site has a strong working 
relationship with the model developer and can use the expertise of the model developer for feedback 
and process review.  Site teams will be expected to have a CQI Lead whose responsibilities include 
overseeing the process and communicating with the State and other site teams.  Sites will have other 
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CQI team members as they deem necessary.  Over time, the State will gather information on the 
structure of each individual site CQI team for documentation.  
 
Building a Culture of Quality:  
 
A culture is an integrated system of learned behavior patterns which are characteristic of the members 
of a group or society as a whole.  Within an organization, the culture influences many of the views 
members take on many different topics. By ensuring a culture of quality, members at every level of the 
MIECHV system will perform their responsibilities with a level of excellence.  This culture is essential for 
CQI processes to function as intended, as it will allow organizational members and CQI teams to 
recognize areas for improvement and give them the will to find the best solutions.  There are six main 
components to strong a culture of quality, and the Maryland MIECHV program is doing the following to 
ensure success: 
 
Attitude: Members of the MIECHV system strive to reach target goals and outcomes, rather than 
focusing on simply doing the best job they can do.  The importance of Home Visiting and the 
tremendous positive effects it has for clients is visible at all levels, providing meaning and buy‐in for 
everyone to do high quality work.  Currently, there are no targets for the benchmark data, and sites 
have a varying level of familiarity with target setting.  Targets will be set by the State with input from the 
sites. This collaborative target setting will ensure buy‐in from each site CQI team, as well as 
consciousness of the unique differences and challenges that each site faces.  This will be done primarily 
through regular email contact, which already often takes place between site members and State 
representatives, as well as occasional conference calls, person to person meetings and quarterly TA 
meetings. Through this regular contact, sites will have input into the decision that are made as well as 
the targets that are set.  This will ensure greater buy‐in and a strong opportunity to build consensus 
around the target set for improvement. The State will make clear to sites that CQI is not a punitive 
process, and underperformance is not a negative.  It is a learning process, designed to make 
improvements, not punish shortcomings.  Given the evidence based nature of each site, these outcome 
focused ideals are ingrained in the culture.  Within some sites, this may not be the norm, but the State 
team will provide every assurance that no one will be punished for any shortcomings.   
 
Transparency: Complete transparency is difficult to maintain. We have an MOU with the Department of 
Human Services which allows an exchange of data to obtain the rate of child abuse and neglect among 
participants. We can not, however, share this with individual sites.  This is the only benchmark 
information that can not be shared due to its sensitive nature.  State trend data is available, but 
providing site trend data is impossible.  In addition, NFP will not allow all the data they collect to be 
shared across their program‐ except for benchmark data.  While we are most interested in benchmark 
data, other data can be helpful for observing correlations or root causes of the problem.  However, 
when able, all information is shared with the sites and State.  The State hosts quarterly Technical 
Assistance meetings every three months for the express purposes of allowing sites to share findings, 
best practices, information, concerns, or issues they are having. While not specifically geared towards 
CQI, the technical assistance meetings provide an opportunity for the representatives from the State 
and sites to come together and share information.  Criticisms of current practices and solutions are 
welcome, as this is the best way to work through issues.  Additionally, all information and findings will 
be disseminated through the use of list‐serves to CQI teams as well as regular email and phone contact.  
Using the CQI reporting rubric, this information will be archived electronically and disseminated to all 
sites for easy access, providing a history of what has been done in Maryland.  Sites will be expected to 
keep a folder containing all PDSA cycles that have taken place in Maryland. This will ensure lessons 
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learned from past cycles inform any future CQI decisions, without repeating strategies or approaches 
that did not succeed in the past. 
   
Data: The Federal Government requires all MIECHV programs to collect benchmark data on 35 
important areas related to maternal and child health.  This information is collected through the State 
operated ETO data management system; all sites who receive funding though MIECHV are required to 
enter data into the ETO State data system.  The MIECHV epidemiologist then prepares monthly reports.  
These reports are tailored specifically toward individual sites.  This data quality report provides and 
disseminates information about missing data, entry errors, and outliers in the data.  The MIECHV reports 
will allow for trending data over time and will show performance in relation to the target.  The 
epidemiologist, in collaboration with the ETO administrator, will create these trend reports as well as 
other graphs in ETO.  In addition, quarterly reports are created to address the benchmark constructs.  
The State plans to start by looking at the process measures that are currently available in ETO.  These 
reports are ETO specific and restricted to the MIECHV benchmarks. The sites will not be able to produce 
any reports in ETO because of their user level but reports produced by the epidemiologist will be shared 
with all sites.  While the State has yet to set targets, the infrastructure is being prepared for high quality 
CQI.  
 
Commitment: In a similar fashion to attitude, commitment is ensured mainly through the visible positive 
effects that home visiting has for its clients.  Home visitors and administrative staff receive regular 
training, both in person and computer based, pertaining to important or recent discoveries or foci.  Most 
recently, many home visitors received Social Emotional Foundations in Early Learning training from the 
Maryland Promise Resource Center.  Administration at each level provides support through supervision 
and information to frontline workers.  In many programs, cases are reviewed regularly in a team‐based 
setting to provide guidance, advice, and feedback.  As mentioned above reports are generated monthly 
to provide individual site feedback. Many home visiting programs are already familiar with using data to 
make improvements.  These organizations and sites are beholden to many other groups that require 
quality data‐driven improvement, such as their national model offices, local management boards, and 
other State and federal agencies.  In regards to commitment to using data for improvement, many site 
leaders, supervisors, and home visitors will be trained with Jack Moran to familiarize with or improve 
existing knowledge of CQI processes.  This training, scheduled for the fall of 2013 focuses on the 10 
principals of public health and how to best approach them using the Plan Do Study Act cycle.  It involves 
a cultural assessment, ensuring that participants accept and understand the importance of CQI 
processes, followed by a train the trainer series, where participants will learn about the skills, strategies, 
and tools needed for conducting high quality CQI.  While not every CQI team member and home visitor 
will be able to attend, it is anticipated that each site will have at least two representatives to take their 
lessons back and help teach colleagues to improve their skills in CQI.  In addition, the jurisdictions will 
have an opportunity to send a member who can provide additional support to the sites in their 
jurisdiction.   
 
Current Culture: The current culture is already extremely quality oriented.  Each program that receives 
funding through the MIECHV Grant Program is a nationally accredited, evidence based program as 
evaluated by the US Department of Health and Human Services.  Each organization’s mission is well 
focused on furthering the goals of Maternal and Child Health through home visiting.  High quality 
performance is expected out of every individual, and each employee receives at least an annual 
performance review to assist them in making improvements to their work.  Because the programs are 
accredited, they require rigorous adherence to the model to ensure fidelity.  Each program claims to 
have a data‐driven CQI plan in place, and as such, expanding their plans to include State level teams 
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should not be difficult or challenging for the sites.  Currently, each site uses data from reports (noted 
above) to make decisions for improvement; however, sites also make decisions based on opinions, 
anecdotal evidence and trends seen by the home visitors.   
 
As Maryland works toward a culture that values data and makes data driven decisions, the sites will 
continually move in the direction of using data and trends even more frequently to inform how they 
make decisions. Therefore, even if something is anecdotal, when it becomes a theme across families, 
home visitors, or sites, then it also becomes useful data.  
 
The sites value learning from things that are not as effective. To more clearly assess underperformance, 
one site has developed a tool to more accurately represent the number of currently active clients 
including weighted caseloads.  Sites may be at low capacity, but have a high weighted caseload. For 
example, a site may be at 54% site capacity, but because of the difficulty of the cases, they are at 90% 
maximum weighted caseload.  This jurisdiction plans to use both site capacity and weighted caseload to 
get a clear picture of how well each site is doing. In addition, the reported numbers do not take into 
account how many clients were discharged and how many clients enrolled. Some of the sites are doing a 
great job of recruiting pregnant women for home visiting. However, once they are recruited and 
screened they often end up being referred to a different site.  This model will be reviewed by the State 
team and hopefully rolled out to the other jurisdictions as an additional CQI tool.  This system involves 
funneling clients through a central intake system where their case is measured on a vulnerability index.  
Once this information is collected, the central intake system can evaluate the case and make the 
appropriate referral based on program eligibility, program capacity, and client need.   
 
 
Outcomes: Outcomes observed include the 35 required federal constructs as well as a number of 
administrative measures designed to ensure effectiveness in the program.  As the MIECHV program 
evolves, continuous process improvements will require that strategies be tested to see if they can help 
improve outcomes related to a specific performance measure in our benchmarks.  All sites claim to have 
an understanding of the benchmark outcome measures.  This was assured because through many 
technical assistance and stakeholder meetings, sites and jurisdictions were taken through ETO system, 
and made comments and inquiries concerning data collection and use.  These questions were answered, 
and improvements to the system were made until everyone had an understanding.  Targets have not yet 
been set for outcome measures, but the State is currently discussing this issue with sites and 
jurisdictions.   
 
Leverage of Current Resources: 
 
Other expertise in CQI in State:  In addition to internal design and research on the topic of CQI, the State 
has sought out experts and expert knowledge to help inform the development and implementation of 
the process.   
 

At the State level, the CQI will include at least one expert in the area of CQI processes.  This 
expert will be consulted regularly to inform any decision made or information gathered in the CQI 
process.  Additionally, the Office of Home Visiting has regular contact with a Maryland State Employee 
who specializes in designing and assisting with the implementation of CQI for many State programs. 
These individuals will provide guidance and advice during the outset of the CQI process and be 
contactable should their assistance be required in the future.  Primarily, they will assist the State in 
creating a CQI rubric to disseminate to site level teams.  We hope that this rubric will be a practical tool 



31 
 

that helps the teams begin and implement PDSA cycles.  It will also help ensure consistency across CQI 
teams, as well as provide an effective and common mechanism that will allow teams to report current 
proceedings to the State.  The State will work jointly with these individuals to inform the CQI process 
and provide expertise when evaluating the correction plan and results. Working jointly will help more 
rapidly identify differences as they appear, so that questions can be asked and addressed immediately 
as well as provide an opportunity to hear varying perspectives.  
 

In partnership with Jack Moran and the Public Health Foundation, the State will offer a training 
on quality improvement processes for Title V, early childhood, and home visiting program staff in 
Maryland.  Because of the overlapping priorities and linkages within these programs, it seemed a natural 
fit to offer the training to partners who can continue to offer support to each other after the training is 
conducted. Up to 50 persons will be trained to further assist the MIECHV CQI process and assist 
Maryland in moving this plan forward. This training focuses on the PDSA cycle as it relates to public 
health.  It involves a cultural assessment, ensuring that participants accept and understand the 
importance of CQI processes, followed by a train the trainer series, where participants will learn about 
the skills, strategies, and tools needed for conducting high quality CQI.   
 
MIS Systems: 
 
State‐Wide Data System in Place: 
 

The Maryland MIECHV utilizes Efforts‐to‐Outcomes (ETO) software, a product of Social Solutions 
Inc.  ETO is a PC, web‐based software compatible with Internet Explorer, preferably version 8. Prior to 
data collection, data entry personnel from all local sites were trained in the use of the software, and 
plans are being made to offer training on a monthly basis should new employees require it.  Entering 
data into the ETO system is a requirement for all sites provided funding through MIECHV.  The Home 
Visiting epidemiologist and the ETO administrator, Patrick O’Connor, are available for technical 
assistance. Issues beyond their expertise are referred to personnel at Social Solutions. 
 
Other Systems being used: 
 

Apart from the data required by HRSA, local sites have always collected other data required by 
their home visiting models. A significant amount of this data is entered into other data systems 
depending on the local sites. These include Program Information Management System (PIMS) Version 6, 
FamilyWise by Datatude Inc., E‐Clinical Works (eCW), and Child Outcomes Planning and Assessment 
(COPA).  With the exception of PIMS, all the aforementioned programs are web‐based and are 
compatible with Internet Explorer. FamilyWise is also supported by Firefox and Safari.  An unlimited 
number of users per site can be logged on to COPA and ECW simultaneously, whereas one person can 
be logged on to FamilyWise.   
 
Data Collection and Entry:  

All data is collected by home visitors at the appropriate times during standard visits.  Data is 
entered into the various systems by a number of personnel with different expertise. These include 
program support technicians, home visitors themselves, and data entry personnel. 
 

For ETO, the State epidemiologist was trained prior to implementation of the system, and 
provided a number of trainings to all personnel who would be entering data into the system. Maryland 
developed a user guide for the benchmark process and assisted the process of navigating the ETO 
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system by cross walking the benchmarks for the three models used. The frequency of additional 
trainings varies by system. In some cases, training is available as needed and in others, it is on a monthly 
basis (particularly when there are changes to the system) through emails and webinars. There are 
instances where formal training is not given (i.e. supervisors with prior knowledge offer instruction to 
their employees on the job).  Technical support is available by phone/email from the companies that 
produce the software in question. In addition, some sites have an onsite person who can address their 
needs, and may also call their models’ national offices for assistance. 
 

Unfortunately, due to the multitude of databases being used in the State, some sites have to 
input the same data multiple times.  There is no bridge between databases at the moment, but this is a 
known problem, and solutions are being explored to cease this inefficiency.  

 
If there are indicators of interest for CQI purposes that are not included in the MIECHV 

benchmarks, the epidemiologist will work with the data entry personnel at the various sites to obtain 
the necessary data on a regular basis. For example, some aspects of service utilization are not captured 
in the MIECHV database; however, it can be useful to determine retention rates and adherence to the 
program model. 

 
Reports and Communication:  
 

 Service utilization data and certain MIECHV constructs will be tracked monthly to trend data 
over time. The data collection points are such that not all constructs will have data every month. 
Examples of such constructs are those that are collected at 12 months post enrollment. Data for each 
construct will be displayed for the entire state and by site/jurisdiction to determine difference in 
progress. This will enable comparisons so that sites/jurisdictions can draw on the strengths of 
counterparts. 

 
There will be limitations to using some of the current benchmark data at the initial stages 

especially at the local level. There may be few or no clients that fit into the target population for certain 
constructs. As the amount of data increases, it will be possible to stratify by race/ethnicity, and age 
group.   
 

Apart from the aforementioned outcome measures, incomplete assessments, retention rates 
and reasons for leaving the program will also be tracked monthly3 for the State MIECHV program as a 
whole and by site/jurisdiction. This will help identify sites that have issues with retaining clients, and 
lead to inquiries as to why retention of clients may be a problem. 

 
The nature of the ETO data system restricts who can produce reports. ETO has standard reports, 

however, when sites require other customized reports, a special request has to be sent to the ETO 
administrator.  
 
Targets:  
 

The Maryland MIECHV team will set targets based on data from a number of sources. Since 
MIECHV data is limited at this point, the State team will solicit past data from local sites for the 

                                                 
3 Although sites input data, it may not always be on a monthly schedule.  Over the course of the MIECHV program, 
sites will be encouraged to input data on a more regular basis to ensure most recent data is available for use in CQI. 
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pertinent constructs to observe past trends, and examine local sites’ current targets if any. In addition, 
where possible the team will utilize data from statewide epidemiological reports e.g., PRAMS, 
Maryland’s Child Death Report. The Healthy People 2020 goals will also be considered as a form of 
guidance on how to establish targets. 
 
 
Alignment and Integration with Benchmarks: 
 
Incorporation of benchmark data into CQI: 
 

The primary goal of the data collection and analysis will be for the State to understand the 
progress being made by the MIECHV programs in providing services and meeting the needs of home 
visiting program enrollees. Additionally, this benchmark data can and will be used for CQI purposes 
when appropriate. 
 

The initial analysis will involve identification of any data outliers, so that any problems with data 
collection and transmittal can be identified and corrected quickly. The next phase will involve the 
aggregation of the data across programs to establish statewide baseline values for each construct. The 
data will then be disaggregated by home visiting program to analyze differences between the programs. 
Any substantial differences between sites and programs may be telling of a problem, or area of 
improvement where CQI can take place. 
 

The data analysis will then progress to disaggregation of the service utilization and benchmark 
data by many of the demographic variables captured, including income level, race/ethnicity, household 
composition, children’s age, language spoken, and pregnancy status. The most detailed analysis will 
involve comparing the benchmark and service utilization data by various demographics across home 
visiting programs.  This will provide even more information in which to pinpoint problems, and 
investigate solutions using CQI.   
 

As the data are transmitted to the State at least quarterly, it will be possible to perform trend 
analysis to detect changes over the course of each year, and then over the three years for which the 
MIECHV program is asked to measure improvement.  This quarterly data analysis will provide the best 
information for Continuous Quality Improvement (CQI), because the results will be available at the State 
level. After review of each quarter’s results, it will be possible for programs to identify areas where 
changes might be needed in order to improve service utilization or the delivery of interventions. In 
addition, issues with the data will be discussed at quarterly technical assistance (TA) meetings. All home 
visiting data will be kept secure behind a firewall and subject to the full security policies of the Institute 
and DHMH. No data on individuals or families will be released or reported, except for the purpose of 
performing data linkages. Data transferred between agencies for this purpose will be strongly 
encrypted. All State staff members involved with data management and analysis will be required to take 
human subject protection training. 

 
The epidemiologist will check the system monthly to review the sites’ data, and subsequently 

provide feedback on data entry errors and missing data.   
 
Sites have access to their data in real time from both the ETO data system as well the data system 
required for their model developer for accreditation.  This immediate access will assist them in working 
on an improvement project in real time. Sites have access to reports in their own data systems, as well 
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as ETO.  This allows sites to bring problems immediately to the State’s attention for support or further 
guidance.  
 
Building and Sustaining CQI Infrastructure: 
 
Plan for increasing capacity, expanding CQI, and incorporating CQI into day to day work:   
 

The easiest manner in which to add a CQI process to the MIECHV system would be to simply sew 
it on as another arm of the system.  However, much like adding a third arm to a sweater, this would be 
ineffective, impractical, and obviously terrible from an outside perspective.  For CQI to be effective at 
making improvements, the thread must be woven throughout the entire MIEHV system.  Maryland 
recognizes this fact, and has set out to incorporate CQI into the day to day workings of every person 
involved in MIECHV.   
 

In its simplest form Continuous Quality Improvement has four steps.  First it asks, “What is 
working here, what is not, and how can we solve the problem,” in order to locate and describe areas 
where improvements are needed.  Second it takes ideas and tests them, in an attempt to solve the 
problem.  Third it evaluates the test, again seeing what worked, what didn’t, and what was 
accomplished.  Fourth it acts, taking information gained from the process and using it to make any more 
necessary changes.  This step could be full implementation across sites and jurisdictions, if the strategy 
or intervention was successful.  It could be re‐testing the solution with a different geographic location or 
home visitor. Or, if the strategy does not work out, this step could be beginning a new cycle, focusing on 
another strategy to solve the problem.  When the problem is solved, CQI teams will begin looking for 
new problems and trying different solutions.  Maryland has asked that all members of the MIECHV team 
keep this process in mind during their regular activities.  The process is intuitive, which is one of the 
reasons why it is so effective, and with small guidance from supervisors and CQI team members, 
workers have already begun to recognize and use the process on a daily basis. 

 
Additionally, to ensure that managers and workers are familiar and skilled with CQI processes 

and strategies, training will soon be provided by working with Jack Moran and The Public Health 
Foundation as mentioned prior.   
 

As the experience with the process and system grows at the State level, rubrics and standard 
documents will be designed in order to assist sites and localities in recognizing areas of improvement, 
reporting the facts surrounding the issue, and recommending ideas for solving the issue.  Throughout 
this growth, the State will seek input from more experienced colleagues, such as the CQI team within 
the Department of Health and Mental Hygiene, experts, stakeholders, and other team members.  
Maryland recognizes this is a fluid process and as such is willing to modify this plan as needed to fit the 
changing needs to the home visiting sites and State priorities.   
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Appendix C
Maryland MIECHV Benchmark Variables 

 
Benchmark 1: Improved Maternal and Newborn Health

Construct  Performance Measure Numerator/Denominator 
1. Prenatal Care  Percent of pregnant women at 36 weeks that had a 

prenatal visit within the last 4 weeks 
# of pregnant women at 36 weeks during Year X who reported having 
a prenatal visit w/I the previous 4 weeks/ # of pregnant women at 36 
weeks assessed 

2. Parental Use of Alcohol, 
Tobacco, Illicit Drugs 

Percent of mothers screened positive for tobacco 
use that are referred to cessation programs 

# of mothers during Year X who screened positive for tobacco use in 
the 1st month of enrollment and received referrals/# of mothers 
during Year X who screened positive for tobacco use in the 1st month 
of enrollment 

3. Preconception Care  Percent of postpartum mothers who kept their first 
postpartum appointment with their Obstetrician 
within 8 weeks of delivery 

# of mothers who were 3 months postpartum and kept their 1s 
postpartum apt with their OB within 8 weeks/# of mothers assessed 
who were 3 months postpartum  

4. Inter‐birth Intervals  Percent of non‐pregnant mothers who report using 
long acting reversible contraception (LARC) 

# of non‐pregnant mothers reporting using LARC at 1 yr postpartum(‐) 
# of non‐ pregnant mothers reporting using LARC at 6 mos 
postpartum/# of non‐pregnant mothers asked abt using a LARC at 
both  6 and 12 months postpartum. 

5. Screening for Depressive 
Maternal Symptoms 

Percent of enrolled mothers who were screened for 
maternal depression 

# of mothers screened for depression/# of enrolled mothers

6. Breastfeeding  Percent of enrolled mothers who initiated 
breastfeeding 

# of postpartum women during Year X who initiated breast feeding for 
newborn/# of postpartum women during Year X who were assessed 
for breast feeding 

7. Well‐child visit  Percent of children who, at age 6 months, had kept 
their last scheduled well‐child visit 

# of children during Year X who, at age 6 mos attended their last well‐
child visit/# of children during Year X who were assessed  

8. Maternal/Child Health 
Insurance Status 

Average # of days b/t applying for health insurance 
and receipt of health insurance 

Total # of days b/t application and receipt of health insurance card for 
mothers eligible but lacking health insurance at one month post 
enrollment/# of mothers eligible but lacking health insurance who 
were assisted by HV staff by one month post‐enrollment 

Benchmark 2: Child Injuries, Child Abuse, Neglect or Maltreatment and Reduction of Emergency Dept (ED) Visits
9. Children visits to the ED, all‐

causes 
Emergency Department (ED) visits for children, all 
causes 

# of children who visited the ED/Urgent Care for any reason/# of 
children assessed (by HV staff) 

10. Maternal visit to the ED, all‐
causes 

Percent of mothers with visits to the ED, all causes # of mothers at 6 mos postpartum reporting visiting the ED/urgent 
care for any reason/# of mothers assessed at 6 mos postpartum who 
were assessed 
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11. Information/training 
provided on the prevention 
of child injuries 

Percent of mothers receiving training on child injury 
prevention 

# of mothers receiving training on child injury by 1 yr postpartum/
# of mothers who are 1 yr postpartum 

12. Incidence of child injuries 
requiring medical treatment 

Percent of children receiving medical treatment (tx) 
for injuries 

# of children receiving medical tx for injuries/ # of children assessed 
for receiving medical tx 

13. Reported suspected 
(unsubstantiated) 
maltreatment for enrolled 
children 

Percent of children with suspected maltreatment # of children born to mothers enrolled in Year X reported as victims of 
suspected maltreatment/# of children born to mothers enrolled in 
Year X whose information was requested from the MD Dept of Human 
Resources (DHR) 

14. Reported suspected 
(indicated) maltreatment for 
enrolled children 

Percent of children with substantiated 
maltreatment 

# of children born to mothers who enrolled in Year X reported as 
victims of substantiated maltreatment/# of children born to mothers 
who enrolled in Year X whose info was requested from DHR 

15. First time victims of 
maltreatment 

Percent of children who are 1st time maltreatment 
victims 

# of children born to mothers who enrolled in Year X reported as 1st 
time maltreatment victims/ /# of children born to mothers who 
enrolled in Year X whose info was requested from DHR 

Benchmark 3: Improvement in School Readiness and Achievement
16. Parent support for children’s 

learning and development 
Percent of mothers with an increase in support of 
child learning and development 

# of mothers with an increased score b/t child’s 6th and 18 months/# 
of mothers assessed at both points 

17. Parent knowledge of child 
development and of their 
child’s developmental 
progress 

Parent knowledge of child development and of their 
child’s development  

# of mothers during Year X that complete an ASQ‐3 by 6 months 
postpartum and have results reviewed by a home visitor/ # of 
mothers during Year X that complete an ASQ‐3 by 6 months 
postpartum 

18. Parenting behaviors and 
parent‐child relationship 

Percent of mothers with improved parenting 
behaviors and parent‐child relationship 

# of mothers with an increased score b/t child’s 6th and 18 mo/# of 
mothers assessed at both data points 

19. Parent emotional well‐being 
or parenting stress 

Percent of mothers screened for emotional well‐
being or parenting stress 

# of mothers screened for depression/all enrolled mothers

20. Child’s communication, 
language and emergent 
literacy 

Percent of children who exhibit adequate 
communication skills as defined by the ASQ 

# of children above the scoring cutoff for the communication section 
of the ASQ at data point B (‐)# of children above the scoring cutoff for 
the communication section of the ASQ at data point A/# of children 
who had an assessment using the ASQ at data points A and B 

21. Child’s general cognitive  Percent of children who exhibit adequate cognitive  (The number of children above the scoring cutoff for the Problem 
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skills  skills as defined by the ASQ‐3 Solving of the ASQ at data point B ‐ The number of children above the 
scoring cutoff for the Problem Solving of the ASQ at data point A)/ The 
number of children who had an assessment using the ASQ at both 
data points A and B 

22. Child’s positive approaches 
to learning 

Percent of children who exhibit positive approaches 
to learning as defined by the ASQ 
 

# of children above the scoring cutoff for the Personal‐Social section 
of the ASQ at data point B ‐ # of children above the scoring cutoff for 
the Personal‐Social section of the ASQ at data point A/ # of children 
who an assessment using the ASQ at both data points A and B 
 

23. Child’s social behavior, 
emotion regulation and 
emotional well‐being 

Percent of children who exhibit adequate social 
behavior, emotion regulation, and emotional well‐
being as defined by the ASQ‐SE 

(# of children below the scoring cutoff for the 12 month ASQ‐SE‐The 
number of children below the scoring cutoff for the 6 month ASQ‐SE)/ 
# of children who had a 6 and 12 month assessment using the ASQ‐SE 
 

24. Child’s physical health and 
development 

Percent of children who develop adequate fine 
motor development 

(# of children above the scoring cutoff for the Fine Motor section of 
the ASQ at data point B ‐ # of children above the scoring cutoff for the 
Fine Motor section of the ASQ at data point A_/ # of children who had 
an assessment using the ASQ at both data points A and B 
 

Benchmark 4: Domestic Violence (DV) 
25. Screening for DV  Percent of pregnant mothers screened for DV # of pregnant women during year X who are screened for domestic 

violence at 36 weeks/ # of pregnant women during year X who are 36 
weeks pregnant 
 

26. # of referrals to DV services 
for identified clients 

Percent of DV assistance referrals for women who 
screened positive for DV 

# of pregnant women who received a domestic violence referral after 
screening positive for domestic violence at 36 weeks during Year X/ # 
of pregnant women who screened positive for domestic violence at 
36 weeks during Year X 
 

27. # of families for which a 
safety plan was completed, 
for identified families 

Percent of pregnant women who screened positive 
for domestic violence at 36 weeks who have 
completed safety plans within 24 hours 

# of pregnant women who screened positive for domestic violence at 
36 weeks during Year X and had completed a safety plan within 24 
hours/ # of pregnant women who screened positive for domestic 
violence at 36 weeks during Year X 
 

Benchmark 5: Family Economic Sufficiency
28. Household income and 

benefits 
Percent of households that experienced increase in 
salary and benefits 

# of households that experienced an increase in total yearly income 
and benefits at one year post‐enrollment/ # of households that were 
assessed for an increase in yearly income and benefits at one year 
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post‐enrollment
 

29. Education levels of adults in 
household 

Percent of mothers with educational attainment # of mothers who experienced an improvement in educational 
attainment by one year post‐enrollment/ # of mothers whose 
education data was collected at both enrollment and one year post‐
enrollment 
 

30. Health insurance status  Percent of mothers and children with insurance (# of mothers and children with health insurance at one year post‐
enrollment ‐ # of mothers and children with health insurance during 
the month of enrollment)/ # of mothers and children whose health 
insurance status was reported at both month of enrollment and one 
year post‐enrollment 
 

Benchmark 6: Coordination and Referrals for Other Community Resources and Support
31. # of families identified for 

necessary services 
Percent of families screened for necessary services # of families during Year X who were screened for any service by 6 

months post‐enrollment/ Total # of families who are 6 months post‐
enrollment during Year X 
 

32. # of identified families who 
received referrals to 
community resources 

Percent of families with a positive screen that 
received referrals for the needed services available 
in the community 
 

# of families during Year X who by 6 months post‐enrollment were 
identified as needing a community service and received referrals to 
available community services/ Total # of families during Year X 
identified as needing a community service by 6 months post‐
enrollment  
 

33. # of formal agreements and 
MOUs with other 
community social service 
agencies 

# of MOUs N/A 

34. Information sharing: # of 
agencies with which the 
home visitor has a clear 
point of contact 

Number of agencies with which the home visiting 
provider has a clear point of contact 
 

N/A 

35. # of completed referrals  Percent of referrals completed Total number of completed referrals for families by 12 months post‐
enrollment during Year X 
DENOMINATOR: Total number of referrals for families at 6 months 
post‐enrollment during Year X 
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