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KEY FINDINGS:
Among families who were eligible for the Maternal Infant Health Program 
(MIHP), individuals who received enhanced outreach from a community health 
worker were nearly 12 percentage points more likely to enroll in MIHP than 
individuals receiving standard levels of MIHP outreach.

Community health workers were more likely to reach MIHP-eligible families, 
made more contact attempts, and used multiple contact methods to successfully 
contact families.

Many of the most effective elements of community health worker outreach could 
be adopted by MIHP agencies at relatively low cost and within existing staffing 
structures.
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Home visiting is an evidence-based strategy to promote 
the health and well-being of pregnant people, parents, and 
their infants.1,2,3,4 Michigan’s Maternal Infant Health Program 
(MIHP) is the state’s largest evidence-based statewide home 
visiting program for Medicaid-eligible pregnant individuals 
and infants. MIHP home visitors typically begin working 
with families during pregnancy, and provide home visiting 
services (e.g., nutritional counseling, lactation consultation, 
referrals to social services) through pregnancy, the post-
partum period, and up to 18 months of age. Though MIHP 
serves over 17,000 families annually, they have the capacity 
to serve many more families across the state of Michigan.5 
According to previous analyses of MIHP program data 
conducted by the Youth Policy Lab (YPL), only about 30% of 
individuals who are eligible for MIHP enroll in the program.

BACKGROUND
Among those who do enroll, only about 60% participate 
fully (i.e., enroll prenatally and have at least three home 
visits).6 Thus, there is substantial opportunity to increase 
enrollment and engagement in MIHP. 

As with many programs, there are a number of steps that 
must be completed before a person who is eligible for MIHP 
can officially enroll in the program. We call this the referral-
to-enrollment pipeline – i.e., the process an individual 
follows from the time they are referred to a program to the 
time that they start receiving services. Figure 1 depicts the 
typical referral-to-enrollment pipeline for MIHP.
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Figure 1: MIHP Referral-to-Enrollment Pipeline
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Potential barriers to enrollment can arise at multiple points 
in the referral-to-enrollment pipeline:

1. Lack of awareness about the program presents a 
significant barrier, both for public programs overall 
and for MIHP specifically.7 In a 2019 YPL survey, over 
half of MIHP-eligible non-participants said they did 
not enroll in MIHP because they were not aware of the 
program, and nearly 70% said that no one reached out 
to them about MIHP during their pregnancy.8 Among 
families who do hear from MIHP agencies, they are 
often told that a home visitor will provide resources and 
education to support a healthy pregnancy and infancy, 
but it is not always clear what exactly this means, or 
what tangible services the program actually provides. In 
some instances, families may simply feel the program is 
a poor fit with their own priorities.

2. Discomfort with the program requirements has also 
been shown to depress enrollment. Families may feel 
uneasy about the prospect of letting a “stranger” into 
their home for a home visit. Participants may fear that 
they will be judged by their home visitor, may have 
concerns about their immigration status or that of a 
loved one, or may fear that participation will lead to 
legal involvement or the involvement of Children’s 
Protective Services. Other families may not want to 
host a stranger in their home. Nearly 32% of non-
participants who responded to YPL’s 2019 survey 
identified this as a barrier to participation; the concern 
was higher among white women than Black women.9 

3. Logistical barriers, such as scheduling appointments 
or securing transportation to appointments, may make 
participation difficult for some families. The enrollment 
process for public programs can also be a barrier; the 
required paperwork, documentation, and verification of 
eligibility may feel alienating or demeaning.10 

Despite these barriers, satisfaction with the MIHP program 
is generally high among those who do enroll, and 
participants cite their positive relationship with their home 
visitor as a main benefit of MIHP. If families could learn 
about the concrete benefits of MIHP, have an opportunity to 
ask questions and dispel myths about MIHP from a trusted 
and reliable source, and receive assistance with enrollment 
logistics, they may be more likely to enroll in the program.
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The Youth Policy Lab partnered with the Michigan 
Department of Health and Human Services (MDHHS) 
to test creative approaches to increasing enrollment in 
MIHP. The goal was to provide a randomly selected set of 
eligible beneficiaries with additional outreach to encourage 
participation in the program, while a control group of 
beneficiaries would receive the standard outreach already 
provided by MIHP agencies.

MDHHS and YPL were interested in testing whether 
community health workers (CHWs) could effectively provide 
enhanced outreach to a randomly selected subset of 
individuals referred to MIHP. CHWs can have a broad range 
of responsibilities, centered around community outreach 
and education. CHWs can help individuals enroll in health 
insurance and other public programs, refer individuals to 
resources in their community, and help individuals navigate 
health care and social service systems.11,12 A large body of 
evidence suggests that CHWs can be valuable members 
of an interdisciplinary care team and help reduce barriers 
to care in some communities.13,14 Most importantly, CHWs 
are typically recruited from the community being served, 
and having firsthand, lived experience in the community of 
interest helps them build strong, trusting relationships with 
individuals.15

Interviews with MIHP provider agencies informed the 
development of the CHW role for this study and identified 
several points in the referral-to-enrollment pipeline for 
CHWs to intervene and provide enhanced outreach. 
Specifically, CHWs would go above and beyond standard 
outreach by: 

MIHP Community Health 
Worker Pilot Program

1. Verifying and seeking out correct contact information for 
the family

2. Attempting to contact the family using a variety of 
methods (letter, phone calls, texts, emails, etc.)

3. Using motivational interviewing techniques to 
encourage the family to enroll in MIHP; helping address 
barriers to enrollment

4. Preparing the family for the enrollment appointment; 
offering a warm hand-off to the family’s home visitor 

YPL partnered with three MIHP provider agencies16 to hire 
locally based CHWs to conduct intensive outreach to a 
randomly-assigned subset of individuals referred to each 
agency. CHWs were provided a comprehensive manual 
with step-by-step guidance for all phases of the CHW’s 
work; virtual training modules during the CHW onboarding 
process; and regular meetings with CHWs across pilot 
sites to discuss implementation issues that arose and 
share best practices. Each site’s CHW and designated 
referral coordinators engaged in a data collection process 
overseen by YPL to ensure that referral intake, outreach, and 
outcomes were documented in a standardized format. 

Overall, 835 study-eligible referrals17 were received by the 
three participating pilot sites between March-September 
2021. Around half of the referred families (49%) were 
randomly assigned to the treatment condition where they 
received enhanced outreach and intensive recruitment 
from the site’s CHW; the remaining 51% of families were 
assigned to the control condition where they received the 
standard MIHP outreach and recruitment from the agency’s 
referral coordinator. Based on the pilot data collected from 
site tracking tools and CHW meetings, we identified three 
key findings from the CHW intervention that can inform 
MIHP practices going forward. 
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1.   CHWs were more likely to reach eligible families.

The enhanced outreach performed by CHWs was associated 
with a higher rate of success in reaching eligible families.18  
Compared to typical outreach levels used to contact eligible 
control group families, who were reached 51% of the time, 
eligible treatment group families were reached 71% of the 
time. This 20-percentage point boost was highly statistically 
significant (p<0.001). To explain this higher rate of reaching 
families, we can look to the distinct elements of the 
enhanced CHW outreach.

More Modalities: CHWs employed a wider range of contact 
methods, or modalities, to reach their assigned families than 
was used in the control group (see Figure 2). While MIHP 
agencies typically relied on phone calls to reach families, 
CHWs were encouraged to utilize additional modalities 
including an introductory letter, text messages, email, and 
residential visits.19  
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Figure 2: Number and Percentage of Family Contact Attempt Modalities by Type and Study Group
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Nearly half (45%) of eligible treatment group families 
received contact attempts from at least three modalities, 
versus 1% in the control group. Text messaging stood out 
as one contact method CHWs frequently employed: 53% of 
treatment group families were texted compared to 18% of 
control group families. CHWs highlighted text messaging as 
an effective method to reach families, particularly younger 
parents. 

More Attempts: Another element of CHWs’ enhanced 
outreach was making more attempts to contact referred 
families (see Figure 3). While control group families received 
the standard number of contact attempts from the RCs, 
CHWs were encouraged to make more attempts to reach 
more families.
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Figure 3: Number and Percentage of Contact Attempts Made by Study Group 
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The median number of contact attempts for treatment 
group families was 3 compared to the control group’s 2. As 
shown in Figure 3, more treatment group families received a 
higher volume of contact attempts; 55% of treatment group 
families received more than two contact attempts, a rate 
nearly twice as high as the 31% in the control group. At the 
two pilot sites with detailed contact logs, we found evidence 
that the additional attempts paid off: 31% of reached 
treatment group families were initially reached after the 
second attempt. Of this group of 61 families, 38% ultimately 
enrolled in MIHP – demonstrating the value in making 
multiple contact attempts to reach a family. 

More Persistence: A final element of the enhanced outreach 
was a more persistent outreach effort over time. CHWs were 
encouraged to continue following up with families that had 
not yet been reached for weeks or months after the initial 
referral was received. According to CHWs, some families 
who were initially hesitant or non-responsive were more 
open to the program later in their pregnancy. 

While we do not have exact data on the timing and 
persistence of contact attempts in the control group, 
anecdotal evidence suggested that standard outreach 
typically spanned a week or two. Comparatively, 45% 
of eligible treatment group families at the two sites with 
detailed contact logs received contact attempts 2 weeks 
or more after they were first contacted; 19% continued to 
receive attempts one month or more after attempts began. 
The data from these sites suggests the CHWs’ persistence 
helped reach more families: nearly one in five (18%) of the 
reached treatment group families were initially reached two 
weeks or more after the first attempt was made.
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Figure 4: Distribution of Enrollment Outcomes by Study Group Assignment
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2.  CHWs were more likely to enroll eligible families.

CHWs were more likely to enroll eligible families. 
Among treatment group families who received the 
enhanced outreach and intensive recruitment from CHWs, 
approximately 36% were ultimately enrolled into MIHP. 
This represents a statistically significant boost compared 
to the control condition, in which 24% were ultimately 
enrolled. Site data suggest that this boost is largely based 
on CHWs’ higher likelihood of reaching families, not a 
higher conversion rate once families are reached. Among 
the subset of reached families, enrollment rates were 
comparable across study groups: 50% of reached treatment 
group families and 48% of reached control group families 
ultimately enrolled. Figure 4 shows the breakdown of 
enrollment outcomes across the three participating pilot

sites. Enrollment outcomes included: enrolled (completed 
enrollment appointment), did not enroll (declined to enroll, 
lost contact, or did not complete enrollment appointment), 
and no contact (never successfully contacted the referral). 
Among those families who declined services, most were 
generally not interested in MIHP services. Already having 
sufficient support and scheduling conflicts were the other 
top reasons for declining. 
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Figure 5: Characteristics and Outcomes of Referrals by Source 
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3.  The quality of the referral varies by source.

Data collected during the pilot suggested that the potential 
for converting a referral into an enrollment varied based 
on the referral’s source. The three most common referral 
sources in the pilot were Medicaid Health Plans, the Special 
Supplemental Nutrition Program for Women, Infants, and 
Children (WIC), and health care providers, which combined 
accounted for 96% of eligible referrals received. While 
Medicaid Health Plan referrals were the most common, 

they also were the least likely to be eligible or to enroll. 
WIC referrals were the most likely to be reachable and to 
ultimately enroll. Figure 5 provides details of the referral 
outcomes according to their source, for eligible treatment 
and control families.



The 12-percentage point enrollment difference between the 
CHW (treatment) group and the control group indicates that 
CHWs in this project were effective at increasing enrollment 
rates among MIHP-eligible families. Exploring elements of 
CHWs’ impact highlights several opportunities for MIHP 
to enhance MIHP outreach practices. Many of the most 
effective elements of CHW outreach could also be relatively 
low-cost for MIHP agencies to adopt. In addition, improving 
the quality of MIHP referrals at their source could create 
additional agency capacity to conduct more intense outreach 
to referred families.

Opportunities to Improve Outreach

The findings from the pilot suggest that the increase in 
enrollment was driven mainly by CHWs’ ability to make 
more contact attempts, use more modalities, and attempt 
contact over a longer period than the standard outreach 
provided at participating agencies. Given CHWs’ success, 
MIHP agencies may want to consider devoting more staff 
time to outreach activities and contacting referred families. 
In particular, designating staff time for additional rounds of 
follow-up for referrals could help agencies convert more 
families to enrollees. Agencies may also want to consider 
increasing their use of text messages to reach families; 
CHWs used texting at far higher rates than the standard 
MIHP outreach at their agencies.

Recognizing that MIHP agencies may not have the capacity 
to allocate more staff time to outreach, there are specific 
elements of the CHW outreach that could potentially be 
automated or even centralized under the State of Michigan. 
For example, MIHP could automate several components of 
outreach—sending introductory letters to families referred 
to MIHP, sending text messages to families, or perhaps even 
making a robo-call as the first phone call contact attempt to 
families.

While these opportunities center on more traditional 
outreach efforts, we also recognize that the deeper 
community engagement often performed by CHWs could 
further strengthen their impact. The COVID-19 public health 
emergency hindered CHWs’ ability to conduct intensive 
community outreach, such as face-to-face visits

IMPLICATIONS
with referred families at the family’s residence. In the few 
cases where such outreach was utilized, however, CHWs 
found it to be an effective strategy to reach families that 
could not be reached via other contact methods. If public 
health conditions improve, agencies could potentially boost 
enrollment rates even further by drawing on CHWs to 
conduct face-to-face outreach to referred families, and/or 
provide outreach to the general community.

Opportunities to Improve Referral Quality

The variation in referral quality also highlights several 
opportunities to improve outreach, communication, and 
screening at the referral source; or to allocate limited agency 
resources differently based on referral quality. We found 
that WIC referrals were more likely to enroll in MIHP than 
any other referral source. MIHP agencies could choose to 
prioritize WIC referrals given high enrollment rates – or they 
could decide that WIC referrals are relatively low-hanging 
fruit and prioritize outreach to referrals from other sources.

We found that Medicaid Health Plan referrals were the 
least likely to be study-eligible, be reached, and ultimately 
enroll—highlighting areas to improve quality at each step 
of the referral-to-enrollment pipeline. Given that many 
MIHP agencies have limited staff capacity for intensive, 
sustained outreach, improving Medicaid Health Plans’ 
referral screening processes could relieve the burden of 
having agencies contact referrals only to find out they are 
ineligible for MIHP. Medicaid Health Plans should also try to 
send agencies referrals in a timelier manner so that referrals 
can be contacted as early as possible in their pregnancy—in 
many ineligible cases, CHWs contacted a referred family 
only to find out the parent had already given birth.

Finally, among referrals from health care providers, we 
saw a large gap between the percentage of referrals 
reached and the percentage of referrals who enrolled in 
MIHP. This suggests that health care providers may benefit 
from strengthening their MIHP messaging or promotional 
materials, so that families who are referred to MIHP by their 
health care provider have a clear understanding of what 
MIHP does and how they can benefit from participating in 
the program.
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This CHW pilot program found that increasing levels of 
outreach to MIHP-eligible families can boost enrollment 
by a substantial amount. More research is needed to 
determine whether these enrollment gains can be achieved 
with existing MIHP agency staff levels; for example, by 
re-allocating staff time to allow for more contact attempts 
across more modalities over a sustained period of time. 
Automating or centralizing some low-effort outreach 
methods (e.g., letters, texts) could help relieve some of the

CONCLUSION
burden on individual MIHP agencies. Future work could 
also explore interventions at different stages of the MIHP 
referral-to-enrollment pipeline. Given the documented 
benefits of MIHP participation, it is worth expanding 
enhanced outreach levels to other agency contexts as 
well as testing multiple approaches to boosting MIHP 
enrollment.
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