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Abstract 

Home visiting is model of service delivery that has many potential benefits for low-income 

families. Yet, ambiguous outcomes suggest the need for a comprehensive method of evaluating 

service delivery (Sweet & Appelbaum, 2004). In combining contemporary views of integrity that 

highlight the importance of both intervention delivery and reception (Power et al., 2005), and 

propose multiple dimensions of quantity, quality, and content as key components of home 

visiting (Raikes et al., 2006), a strong theoretical framework by which to evaluate service 

delivery emerges. Nevertheless, measurement indicators used to assess the key components of 

service delivery are often under-developed and lack psychometric validity (Sanetti & 

Kratochwill, 2009), particularly for parent-reported quality of home visiting. Therefore, the goals 

of this study included: (a) to develop in partnership with a program using home visiting as a 

mode of service delivery, the Home Visiting Process Scale (HVPS), a psychometrically-sound 

measurement tool for EHS programs to use in assessing the quality of home visiting services, (b) 

to empirically examine multiple components of home visiting service delivery proposed by 

Raikes and colleagues (2006), and (c) to comprehensively evaluate local EHS service delivery in 

relation to family characteristics and demographic risk.  Results of Exploratory Factor Analysis 

(EFA) demonstrated a two-factor solution for parent-rated quality, representing the passive and 

active nature in which home visiting services are delivered and received (i.e., Delivery Quality 

and Response Quality). Furthermore, SEM analyses empirically-validated the tri-fold model of 

home visiting integrity, Quantity, Quality, and Content (Raikes et al., 2006). Quality emerged as 

a unique latent construct that was inversely associated with demographic risk. Child age at 

enrollment was also found to be a significant predictor of Quantity and Content of services. 

Implications for practice and directions for future research are provided. 
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Chapter 1: Introduction 

Home visiting is a method of service delivery that has multiple benefits for low-income 

families (Sweet & Appelbaum, 2004). Home visiting programs are easily accessible, allow for 

the tailoring of services to a family’s particular needs, and attempt to engage multiple family 

members in intervention activities (Wagner & Clayton, 1999). Moreover, home-based 

involvement, or the variety of behaviors caregivers do at home to promote their children’s 

learning, appears to be preferred among culturally-diverse, low-income caregivers of young 

children (Fantuzzo, Tighe, & Childs, 2000) compared to more traditional forms of school- or 

center-based involvement. Given caregivers’ preference for home-based involvement (Fantuzzo 

et al., 2000), home visiting is a viable option for promoting school readiness and parent-child 

interaction in a culturally-satisfying manner. Most importantly, specific home visiting programs, 

such as Early Head Start (EHS) have reported positive outcomes for a range of child and family 

outcomes, including cognitive and social emotional development (Love et al., 2005), as well as 

parenting skills (Stormshack, Kaminiski, & Goodman, 2002).  

However, the effectiveness of home visiting as a method of service delivery overall still 

remains questionable. National evaluations of home visiting as a service delivery have found few 

studies that meet moderate-high scientific criteria (Paulsell et al., 2010). Of 11 national programs 

reviewed, only seven were identified as having adequate empirical support.  Moreover, little 

research has been completed with culturally-diverse groups or families demographically at-risk 

(e.g., low caregiver education, single-parent families). 

Multi-program evaluations of home visiting are further impeded by the enormous 

variation in specific intervention targets and goals that are inherent among programs using home 

visitation as a service delivery model (Sweet & Appelbaum, 2004). In a meta-analysis of home 
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visiting programs, Sweet and Appelbaum (2004) found positive, but modest, increases in 

cognitive and socioemotional outcomes associated with school readiness. Cognitive and 

socioemotional outcomes of home visiting programs were higher for home-visited children than 

for control group children, although these statistically significant differences did not necessarily 

translate into practical importance.  Similarly, a review prepared for the First 5 California 

Children and Families Commission (Gomby, 2005) found that home visiting programs can 

produce benefits associated with school readiness for children and parents, but again the benefits 

were modest in magnitude.   

Specific evaluations of home visiting programs, such as Early Head Start (Love et al., 

2005), also found a minimal difference in Early Head Start children’s, relative to comparison 

children’s, receptive vocabulary gains at the end of the program when children were three years 

old.  Furthermore, an evaluation of the Home Instruction Program for Preschool Youngsters 

(HIPPY) program (Baker, Piotrkowski, & Brooks-Gunn, 1998) found no significant impact on 

early literacy abilities immediately following the program, although significant differences in 

literacy abilities between HIPPY and comparison children emerged one year later.   

Assessment of Integrity in Home Visiting Evaluations 

Overall, there remains a need to elucidate what researchers have identified as the 

“blackbox” of home visiting (Korfmacher, 2006). Modest or mixed outcomes do not necessarily 

diminish the value of home visiting as a model of service delivery. Beyond weak study designs 

or variations among programs, prior large scale evaluations are further impeded by the lack of a 

thorough understanding of service delivery and integrity. Evaluating service integrity is the 

primary method for assessing the internal validity of an intervention (Sanetti & Kratochwill, 

2009). In evaluations with mixed results regarding intervention effectiveness, comprehensive 



 

4 

 

assessment of program integrity (i.e., content and process) allows for the examination of key 

components related to successful (or unsuccessful) implementation (Perepletchikova & Kazdin, 

2005).   

Despite that home visiting programs demonstrate promise in promoting child and family 

success (Love et al., 2005), little extant research has examined intervention integrity or how 

intervention implementation is related to outcomes.  Of the major evaluations for specific home 

visiting programs that focus on child and early academic development (i.e., EHS, HIPPY, 

Parents As Teachers), assessments of integrity are limited to aspects of general program 

participation (i.e., “persisters vs. “non-persisters”), completion of broad program performance 

standards (Baker, Piotrowski, & Brooks-Gunn, 1998; Love et al., 2005; Wagner & Clayton, 

2003), or program drop-out status (Roggman et al., 2008). However, of the studies that examine 

integrity in relation to outcomes, Roggman et al. (2008) found program enrollment duration to be 

linked to important outcomes, such children’s vocabulary scores, the HOME environments, and 

parents’ supportive play practices.  

Although reception of program services is necessary for families to receive program 

benefits as demonstrated in Roggman et al. (2008), many families are unable to complete the 

prescribed protocols of 24-36 months of home visiting. Prior research has identified attrition 

rates between 35-51% for families participating in over a year of home visiting services (Duggan 

et al., 2000; Fergusson et al., 2005).  Therefore, further monitoring of how programs are 

implemented is needed to identify intervention components and to understand program processes 

that support families in completing the program and reaching successful outcomes 

(Perepletchikova & Kazdin, 2005; Peterson & McConnell, 1993). However, even though 

numerous researchers (Korfmacher et al., 2007) call for more detailed documentation of integrity 
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in evaluation of home visiting programs, intervention integrity is often neglected in favor of 

evaluating program outcomes (Dusenbury et al., 2003). Despite the potential outcomes for 

children and families (Sweet & Appelbaum, 2004) without appropriate assessments of integrity, 

the true effectiveness of home visiting as a model to deliver specific interventions (e.g., Early 

Head Start, Parents as Teachers) remains unclear. 

Challenges in Home Visiting Integrity Assessment 

Although recognized as a critical process in maximizing child/family outcomes, 

examining implementation of program content and service delivery is difficult within the private 

and intimate context of a home visit (Roggman et al., 2001). Personal factors such as 

demographic and cultural influences or a family’s present level of functioning and needs have 

been shown to inhibit family participation in the delivery of home visiting programs (Bracaliello, 

Manz, & Caskie, 2009; Raikes et al., 2006). Furthermore, the inherent variability across 

program-specific content makes it difficult to appropriately measure issues related to integrity 

(Korfmacher et al., 2008).  For these reasons, assessments of home visiting that link integrity to 

outcomes have typically focused upon service dosage globally, a generic measure of the quantity 

of home visitation, excluding the rich process of home visiting and ignoring specific content 

(Baker et al., 1998; Culp et al., 2004; Wagner & Clayton, 2003; Woolfolk & Unger, 2009). 

However, contemporary views of treatment integrity have emphasized not only the quantity of 

intervention, but also its quality and content (Raikes et al., 2006), in assessing the ways in which 

a program is both delivered and received (Power et al., 2005).  

Multidimensional Models of Integrity Applied to Home Visiting 

Raikes and colleagues (2006) identify three key components that programs should 

consider when examining program integrity: a) quantity of participation with program, b) quality 
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of participant engagement during visits and c) the focus of the content during the visit. 

Specifically, Raikes and colleagues (2006) defined quantity as the frequency of visits, duration 

of home visiting, the intensity of visits over a period of time, and the length of each visit. Quality 

of home visiting refers to the mean rating of caregiver engagement for each home visit and an 

overall global rating of engagement by program staff. Lastly, content of home visiting was 

categorized as mean percentages of time spent on child-focused activities, family-focused issues, 

or rapport building with the client. Overall, major findings reported by Raikes and colleagues 

(2006) emphasized the importance of all three home visiting components (i.e., quantity, quality, 

content) in supporting child and family outcomes.  

Yet, broader conceptualizations recognize intervention integrity as multidimensional 

process between the provider and family. Power and colleagues (2005) emphasizes integrity as 

both the way in which a program is delivered as designed and also as whether it is received by 

participants as intended. Moreover, Power and colleagues’ (2005) bi-directional model suggests 

that integrity is dynamic in that the delivery of a program influences its reception, which in turn 

affects the delivery and so on. Therefore, in combining the Raikes and Power models, it becomes 

necessary to examine both the delivery and the reception of each of the key components of 

quantity, quality, and content in home visiting, in a comprehensive assessment of the integrity of 

home visiting (see Figure 1). 

Using this framework, Raikes and colleagues (2006) discuss quantity of home visiting in 

terms of how many visits were offered to a family and how many were in fact received, 

respectively examining both delivery and reception of services.  Yet, content can also be 

discussed in terms of what was prescribed (e.g., goals) and what was actually applied during the 

session, such as child-focused content or goals completed. Likewise, in using Power and 
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colleagues (2005) to expand upon the model of Raikes and colleagues (2006), quality of home 

visiting then also refers to both how well an intervention is implemented and how well an 

intervention is received. For example, quality of implementation is reflected in the level of 

competence delivered by the home visitor, as well as the level of engagement among participants 

receiving the intervention. Yet, often how the intervention is received, specifically the quality of 

how participants or families are engaged, has been empirically ignored in the research. Lastly, 

Power and colleagues (2005) identifies the context in which the intervention is delivered and 

received, or in other words the relationship between home visitor and family, as an important 

indicator of implementation. This type of close bi-directional relationship between client and 

service provider, also known as the therapeutic alliance, has been found to be the most consistent 

predictor of client outcomes (Horvath, 2000; Martin, Garske, & Davis, 2000). Therefore, the 

nature of the relationship between home visitor and family is another critical dimension that 

needs to be assessed in examining quality of home visiting. 

Overall, results of large scale evaluations are insufficient in the traditional sense if the 

program content was not implemented the way it was designed- or more broadly, if the home 

visiting process was not delivered or received by the family as intended (Power et al., 2005). 

Therefore, evaluations should include assessments of both the process and the content of home 

visiting (Power et al., 2005). In examining the tri-fold indicators of integrity (i.e., quantity, 

quality, content) proposed by Raikes and colleagues (2006), evaluations can more thoroughly 

distinguish service delivery and specific intervention effects when analyzing program outcomes.  

Limitations in Home Visiting Integrity Research 

Despite advancements in conceptual notions of intervention integrity and the use of 

scientifically rigorous evaluations of home visiting services (Love et al., 2005; Wagner & 



 

8 

 

Clayton, 2003), the research examining intervention integrity is lagging behind.  Besides the 

landmark EHS evaluation study by Raikes et al. (2006), no studies have comprehensively 

evaluated home visiting services with all three components of quantity, quality, and content.  

Although only a sparse amount of studies have even addressed aspects related to program 

implementation, a number of limitations warrant attention in the current home visiting integrity 

research. Overall, the literature examining integrity in home visiting is descriptive and 

correlational, with insufficient conclusions based upon small samples and qualitative cases. 

Moreover, measurement indicators of quantity, quality, and content are often incomplete and 

rudimentary, and rarely include family perspectives in evaluations (c.f., Korfmacher et al., 2007; 

Roggman et al., 2001). 

Measurement Indicators of Integrity 

Of the studies that do examine home visiting integrity, many commonly employ some 

measure of home visiting quantity or program participation. Most frequently, the number of 

home visits (Culp et al., 2004; Korfmacher et al., 2007; Raikes et al., 2006; Wagner & Clayton, 

2003; Woolfolk & Unger, 2009) or the percentage of program attrition/active (Duggan, 

McFarlane, Fuddy et al., 2005; Fergusson et al., 2005; Wagner & Clayton, 2003) is recorded as 

an indicator of home visiting quantity. Also to a lesser extent, some studies evaluated home 

visiting quantity by examining the duration of home visiting services over time, the average 

length of each visit, or the intensity of services (e.g., visits) received over time (Korfmacher et 

al., 2007; Raikes et al., 2006). 

Although content or focus of home visiting is presumed to match program goals or 

program curriculum, little research clearly measures this critical indicator of integrity. However, 

a few studies provide directions for assessing the content of home visiting through the use of 
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systematic direct observation or consistent, standardized recording of content codes (Culp et al., 

2004; Peterson et al., 2007; Raikes et al., 2006; Roggman et al., 2001). Roggman and colleagues 

(2001) as well as Peterson et al. (2007) use the Home Visiting Observation Form (HVOF; 

McBride & Peterson, 1997). Although the HVOF provides clear valuable information on the 

content of home visiting, the measure captures only a short sampling of home session behavior 

(i.e., often a single visit). Raikes et al. (2006), on the other hand, assessed content of home 

visiting by examining the percent of time across multiple home visits that was either child-

focused, family-focused, or focused on rapport building.  This broad indicator represents the 

two-pronged approach of EHS and Head Start to support both caregivers and their children.  

Despite the entreaty of home visiting researchers, quality of home visitation is often 

neglected in evaluations of home visitation integrity. Of the three components of home visiting 

defined by Raikes et al. (2006), quality of the home visitation is the most problematic to 

measure.  Measurement of quality of home visitation is difficult as there has been little consensus 

on how quality is conceptualized and defined.  Across the literature, home visiting quality is 

often indicated as single dimensions such as home visitor/visiting procedures (Baker et al., 1998; 

Raikes et al., 2006), the relationship between visitor-family (Brookes et al., 2006; Sharp et al., 

2003), and family engagement (Korfmacher et al., 2008). With the exception of Roggman et al. 

(2001), studies have typically evaluated aspects of home visiting quality in an isolated, 

fragmented manner. Few studies have examined a combination of one or two of these indicators 

of quality (Korfmacher et al., 2007; Peterson et al., 2007; Roggman et al., 2001).  

Although each of these studies provides insight on how home visiting quality is 

conceptualized and defined, studies examining multiple aspects of home visiting quality provide 

the broadest perspective of home visiting processes. Only Roggman et al. (2001) used multiple 
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methods to assess the three comprehensive dimensions of quality- quality of visit, relationship, 

and family engagement. Roggman et al. (2001) included caregiver ratings for both the quality of 

the home visit and the quality of the relationship between staff and family. Although statistically 

adequate scaling (i.e., factor analysis) was not conducted, the surveys demonstrated high internal 

consistency. Staff also provided ratings of the quality of home visits globally defined on a five-

point scale, in addition to completing scales assessing family functioning and progress. Lastly, 

quality of family engagement was assessed by researchers via a global rating included in 

conjunction with direct observation.   

Despite the laudable efforts of researchers examining multiple aspects of quality 

(Roggman et al., 2001), measurement procedures with unknown psychometric properties of 

reliability and validity have limited the measurement of home visiting quality. Although 

observational tools provides a direct assessment of home visit quality, these tools are often time 

and labor intensive and provide limited information beyond the immediate observation session. 

Rather, rating scales provide an effective method of capturing the perspective of multiple raters 

of overall home visiting quality in a time and cost efficient manner (Sanetti & Kratochwill, 

2009). However, whether examining quality of the home visit, relationship between visitor-

family, or family engagement, a number of previous studies have used only one to three items 

rated by staff to assess these complex and multifaceted constructs (Korfmacher et al., 2007; 

Raikes et al., 2006; Sharp et al., 2003).  

Furthermore, despite the highly personal and contextualized nature of home visiting, the 

family’s perspective of home visiting quality is largely ignored in the literature. Although 

measures of staff-rated home visiting quality (Roggman et al., 2008a) and family satisfaction 

(Roggman et al., 2008b) exist, there are no psychometrically sound measures for caregivers to 
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rate the multiple dimensions quality of home visiting (e.g., home visiting activities, family 

engagement, visitor-family relationship). Moreover, existing assessments of home visiting are 

frequently created top-down by program administrators or researchers, rarely including families 

as partners in measurement development. Yet, in order to more appropriately capture what 

aspects of home visiting that are most meaningful and important to families (Nastasi et al., 

2000), caregivers’ perspectives must be included when developing a measure of home visiting 

quality. 

Summary of Need  

As evident in the reviewed literature, in order to support home visiting as a model of 

service delivery, comprehensive evaluations of integrity are needed to understand how home 

visiting is effective (Korfmacher et al., 2008; Sweet & Appelbaum, 2004). Evaluations should 

furthermore examine for whom home visiting is effective, paying particular attention to the home 

visiting process for families who have demographic risk factors (Duggan et al., 2000; Fergusson 

et al., 2005). The conceptual models presented by Power and colleagues (2005) and Raikes and 

colleagues (2006) provide researchers with a rich, multidimensional view of service delivery in 

proposing quantity, quality, and content of services as key components of home visiting. 

However, in previous studies examining integrity (Brookes et al., 2006; Korfmacher et al., 2007; 

Peterson et al., 2007; Sharp et al., 2003), measurement indicators used to assess key components 

of service delivery, particularly quality of home visiting, are often poorly developed and lack 

psychometric validity. Furthermore, home visiting integrity indicators of quality are expert-

driven and rarely include the perspective of the families served. 

Accordingly, the purpose of the present research is: (a) to develop in partnership with 

local EHS stakeholders, the Home Visiting Process Scale (HVPS), a psychometrically-sound and 
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practical measurement tool for EHS programs to use in assessing the quality of home visiting 

services, (b) to evaluate multiple indicators of home visiting service delivery in relation to the 

comprehensive model of integrity proposed by Raikes and colleagues (2006), and (c) to 

comprehensively evaluate the local service delivery of Community Services for Children/Early 

Head Start in relation to family characteristics and demographic risk.  

Research Questions and Hypotheses 

In order to appropriately examine the inter-relatedness of home visiting components (i.e., 

quantity, quality, and content), a multidimensional and psychometrically-adequate measurement 

tool assessing the quality of home visiting was first developed.  Question 1: What are the 

underlying psychometric properties of the Home Visiting Process Scale (HVPS), a practical 

measurement tool for EHS programs to use in assessing the quality of home visiting services? 

Consistent with previous research (Korfmacher et al., 2008; Roggman et al., 2001), it is 

hypothesized that quality of home visiting services will be multidimensional and will be evident 

in both indicators of the delivery and reception of the program by families (Power et al., 2005). 

Exploratory analysis will empirically examine aspects of quality conceptualized in the previous 

research literature, such as (a) home visitor competence, (b) family response or engagement in 

home visiting, and (c) the relationship between the home visitor and the family (Korfmacher et 

al., 2008; Roggman et al., 2001).  Furthermore, although the measurement tool is designed to 

reflect anticipated changes in constructs (i.e., visitor-family relationship, family engagement) 

over the time (Korfmacher et al., 2008), we hypothesize that the measure will be adequately 

stable (r = 0.8-0.9) within a short period of 2-3 weeks. 

Question 2: Does the Home Visiting Process Scale, the newly developed measure of 

quality, in conjunction with indicators of home visiting quantity and content, fit the conceptual 
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model proposed by Raikes and colleagues (2006)?  It is hypothesized that the three integrity 

measures will conform to the conceptual model proposed by Raikes and colleagues (2006). 

Measured indicators of key home visiting components will match the proposed latent constructs 

of quantity, quality, and content of home visiting (see Figure 2). Furthermore, it is anticipated 

that key components of home visiting indicators will be substantially inter-correlated (Raikes et 

al., 2006). 

Question 3: How are local EHS family characteristics and demographic risk variables 

related to the empirically-validated constructs of home visiting integrity? Delivery of the key 

integrity components (i.e., quantity, quality, and content) are expected to vary in regards to 

family characteristics and demographic risk (Raikes et al., 2006).  However, the current study is 

largely exploratory in that the majority of the sample will represent diverse Latino families. 

Previous research has found African American families to be less likely to receive child-focused 

visits compared to other demographic groups (Raikes et al., 2006).  Furthermore, in regards to 

quality indicators, non-English speaking Latino mothers were found to be the most engaged in 

home visiting. However, the present work greatly extends both the measurement of parent-

reported quality in home visiting (i.e., HVPS) and the modeling of latent constructs of home 

visiting integrity and, therefore, will report exploratory findings.    
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Chapter 2: Literature Review 

Although home visiting programs demonstrate promise in promoting child and family 

success (Love et al., 2005; Sweet & Appelbaum, 2004), little extant research has examined 

intervention integrity, or how program processes are related to program outcomes. Of the major 

evaluations for home visiting programs that focus on child development and early academic 

development (Baker et al., 1998; Love et al., 2005; Wagner & Clayton, 2003), assessments of 

integrity are limited to aspects of program participation or broad completion of program 

implementation. 

Assessment of Integrity in Major Home Visiting Evaluations 

Baker and colleagues (1998), for example, investigated the impact of the HIPPY program on 

a range of child cognitive and academic skills. However, in assessing home visiting integrity, 

Baker et al. (1998) only identified rates of program completion and described the ranges of 

parents’ self-reported ratings of involvement. In another major evaluation of home visiting, 

Wagner and Clayton (2003) examined child development and health outcomes, as well as 

parenting skills and the home environment for families participating in the Parents as Teachers 

(PAT) program. Despite the experimental rigor (Wagner & Clayton, 2003), program integrity 

was only modestly examined in relation to general participation. Participants were deemed as 

“persisters” compared to “non-persisters” or non-completers. Families who completed at least 

one year of program services (irrespective of the number of sessions) were considered 

“persisters” and demonstrated the greatest impacts on child development outcomes. Even though 

Wagner and Clayton (2003) use a threshold to define of quantity participation and connect this 

assessment to child outcomes, their investigation of integrity is insufficient. Little is understood 

regarding the quality and content of home visitation from this evaluation, rather this 
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conceptualization places the burden on the families’ ability to connect (or persist) with the 

program. 

Lastly, despite employing a randomized-controlled design, Love et al. (2005)’s large scale 

evaluation of Early Head Start (EHS) home visiting also lacks a thorough assessment of integrity 

in relation to program outcomes. Love et al. (2005) examined integrity according to the 

program’s stage of implementation, or when Head Start performance standards were fully 

implemented during the time of the evaluation. Of the 25 broad programs standards, six 

programs were defined as early implementers, six as late implementers, and five programs did 

not completely implement program standards. More favorable results in terms of child outcomes 

were found for early or late implementers. However, findings were not consistent across groups. 

Although, performance standards were assessed, the standards applied to home- and center-based 

programs and were non-specific to the content or process of home visiting. 

Major Components of Home Visiting Integrity 

Raikes and colleagues (2006), however, identify three key indicators in which home 

visiting programs should consider in examining integrity: a) quantity, b) quality, and c) content. 

Quantity of participation refers to the number of visits, over how long a period of time and 

duration of visit. Quality of home visiting refers to an average rating of caregiver engagement in 

each home visit and an overall global rating of engagement. Content of home visiting refers to 

the average percentages of time that was spent on child-focused activities, family-focused issues, 

or rapport building with the client. Results of the EHS evaluation by Raikes et al. (2006) 

emphasized the importance of all three home visiting components (i.e., quantity, quality, content) 

as key indicators connected to child and family outcomes. Specifically, whether the visit was 
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“child-focused” or “family-focused” in terms of content was most strongly connected to child 

outcomes. 

Further contemporary conceptualizations recognize intervention integrity as bi-

directional. Power and colleagues (2005) discusses integrity in relation to not only how a 

program is delivered but also how it is received by participants. Specifically, traditional 

perspectives of integrity focus upon whether programs where delivered in the precise manner 

that they were designed to be implemented. Power and colleagues’ (2005) expanded view of 

integrity identifies the need to examine the way in which programs are actually received. 

Moreover, the dynamic model suggests that the way a program is delivered impacts the way it is 

received and vice versa. Therefore, it becomes critical to examine both the delivery and the 

reception of the key components of quantity, quality, and content in home visiting, in order to 

more fully assess intervention integrity and understand program implementation.   

As discussed in the seminal work of Raikes and colleagues (2006), quantity of home 

visiting is measured in terms of how many visits were offered to a family and how many were in 

fact received, respectively examining both delivery and reception of services.  Yet, content can 

also be discussed in terms of what was prescribed (e.g., goals) and what was actually applied 

during the session, such as child-focused content or goals completed. Moreover, quality of home 

visiting then also refers to both how well an intervention is implemented and how well an 

intervention is received. For example, quality of implementation is reflected in the level of 

competence of the home visit (i.e., delivery), as well as the level of engagement among 

participants (i.e., reception). Participant engagement is therefore viewed as an essential 

dimension of treatment integrity (Power et al., 2005). Moreover, Power and colleagues (2005) 

identifies the context in which the intervention is delivered and received, or in other words the 
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relationship between home visitor and family, as an important indicator of implementation. Yet, 

often how the intervention is received, specifically how the quality of how participants or 

families are engaged, has been ignored in the research thus far. 

Limitations of Home Visiting Integrity Research   

Despite the conceptual advancements in the notion of intervention integrity and the use of 

scientifically rigorous designs in large-scale evaluations of home visiting services for children’s 

early academic and social-emotional development (Love et al., 2005; Wagner & Clayton, 2003), 

evaluations examining intervention integrity is lagging behind. Other than the landmark EHS 

evaluation study by Raikes and colleagues (2006), no studies have comprehensively evaluated 

home visiting services with all three components of quantity, quality, and content. Although 

clear, comprehensive assessments of integrity have not been included in large scale home 

visiting evaluations, a small number of studies have examined components of home visiting 

implementation. However, even in this growing body of literature, a number of limitations 

warrant attention in the current home visiting integrity research.  

Overall, the literature examining integrity in home visiting is descriptive and 

correlational, with conclusions drawn based upon small samples and qualitative cases. Methods 

for the development of integrity indicators in the literature are not well described. The majority 

of studies reviewed did not report their method for developing integrity assessment. Some 

studies, such as the EHS evaluation (Love et al., 2005), used pre-defined program standards. 

None of the studies identified in the present review included families in the development of 

integrity indicators. Furthermore, in terms of integrity assessment and ratings, studies typically 

focused on home visitor/staff report of integrity. In addition, surprisingly few studies actually 

included family perspectives (Roggman et al., 2001) in evaluations.  
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Measurement Indicators of Integrity 

Moreover, in general, the methods and measurement indicators of quantity, quality, and 

content in home visiting assessments are often incomplete and rudimentary, lacking 

psychometric validity.  

Quantity. Of the studies that examined home visiting integrity, they most commonly 

employed some measure of home visiting quantity, as a reflection of program participation. Most 

frequently, the number of home visits (Culp et al., 2004; Korfmacher et al., 2007; Raikes et al., 

2006; Wagner & Clayton, 2003; Woolfolk & Unger, 2009) or the percentage of program 

attrition/active (Duggan et al., 2005; Wagner & Clayton, 2003) is recorded as an indicator of 

home visiting quantity. Also to a lesser extent, some studies evaluated home visiting quantity by 

examining the duration of home visiting services over time, the average length of each visit, or 

the intensity of services (visits) received over time (Korfmacher et al., 2007; Raikes et al., 2006). 

Content. Although content or focus of home visiting is presumed to match program goals 

or program curriculum, little research has clearly measured this important indicator of integrity. 

For example, Love et al. (2005) broadly identified program standards and defined the setting of 

EHS services as home-based, center-based, or combination, yet did not provide any specific 

evaluation of the content of visits during home-based services.  Similarly Duggan et al. (2000) 

loosely identified content of home visiting by examining whether prescribed services (i.e., 

developmental assessments and screenings) were received on time. Qualitative studies, such as 

Hebbler and Gerlach-Downie (2002) included the use of videotapes to examine content. 

However, despite its direct observation of content of home visiting, only minimal description is 

provided that indicates the content of home visits was aligned with program goals for a small 

number (n = 21) of participants.    
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However, a few studies provide clear directions for assessing the content of home 

visiting, whether through the use of systematic direct observation or consistent, standardized 

recording of content codes (Culp et al., 2004; Peterson et al., 2007; Raikes et al., 2006; Roggman 

et al., 2001). For example, Roggman and colleagues (2001) as well as Peterson and colleagues 

(2007) use the Home Visiting Observation Form (HVOF; McBride & Peterson, 1997). The 

HVOF is an observational tool that is used to directly examine the content of home visiting. 

Despite that the HVOF provides information from a direct observation, the measure is a only a 

sampling of home behavior in a particular session. 

Lastly, another method of examining content as an indicator of home visiting is through 

the use of recording time spent in home visiting content areas. Culp et al. (2004) examined home 

visiting content by requiring visitors to record the amount of time spent on each of 9 content 

areas during home visits prenatally, 0-6 months, and 6-12 months. Interestingly, Culp et al. 

(2004) found that the percentage of content spent on the various areas was dynamic and changed 

over time according to goals and curriculum emphasized by the program. For example, initially 

families spent a majority of time on maternal personal health (30%) prenatally, although later in 

the program families spent the majority of time on child development (41%). 

Similarly, Raikes and colleagues (2006) chose to assess content of home visiting by 

examining direct ratings of the time spent in visits that was either child-focused, family-focused, 

or building rapport with the family.  Although relatively simplistic, the dichotomous focus of 

content represents the two-pronged approach and goals of Early Head Start to support both 

caregivers and children. Home visitors recorded the overall percentages of time spent in child- or 

family-focused in each visit and averages were computed for each family.  
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Quality. Despite the entreaty of home visiting researchers, quality of home visitation is often 

neglected in evaluations of home visitation integrity. In the current review, less than half of 

studies reviewed even minimally assessed some aspect related to quality. Besides Raikes et al. 

(2006), the only large-scale evaluation to include a measure of home visiting quality was Baker 

et al. (1998), which included a self-reported, global rating of caregiver involvement in the 

program.  

Of the three components of home visiting defined by Raikes and colleagues (2006), quality 

of the home visitation is the most problematic to measure.  Measurement of quality of home 

visitation is difficult as there is no common consensus on how it is conceptualized and defined.  

Across the literature, quality of home visiting is measured in single dimensions, such as quality 

of the home visit (Baker et al., 1998; Raikes et al., 2006), quality of the relationship between 

visitor-family (Brookes et al., 2006; Sharp et al., 2003), quality of family engagement 

(Korfmacher et al., 2008), or a combination of these indicators of quality (Korfmacher et al., 

2007; Peterson et al., 2007; Roggman et al., 2001).  

For example, Baker and colleagues (1998) chose to report the descriptive percentages of 

parent ratings of self-involvement in visitation as an indicator of engagement. On the other hand, 

Peterson and colleagues (2007) used direct observation of videotapes to record parental 

engagement every ten minutes during a home visiting session. In measuring relationship, Sharp 

et al.(2003) calculated internal consistency (α=.89) of using three items of the Working Alliance 

Inventory- Bonds scale (WAI: Horvath & Greenburg, 1989).  Furthermore, Korfmacher and 

colleagues (2007) conducted a Exploratory Factor Analysis (EFA) on the Helper-Relationship 

Inventory rating scale (adapted from Nurse-Client RI: Barnard, 1992) and identified one factor 

accounting for 79% of the variance in the visitor-family relationship. Although each of these 
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studies provides insight on how home visiting quality is conceptualized and defined, studies 

examining multiple aspects of home visiting quality provide the richest perspective of the 

processes of home visiting. 

Only Roggman and colleagues (2001) used strong methodology and multiple methods to 

assess all three proposed dimensions of quality- quality of visit, relationship, and family 

engagement. Roggman and colleagues (2001) included caregiver ratings for both the quality of 

the home visit and quality of the relationship between staff and family. Although adequate 

scaling analysis was not conducted, the 14-15 item scales demonstrated high internal consistency 

(α = >.99) In addition, staff also provided ratings of the quality of home visits globally defined 

on a five-point scale. Lastly, quality of family engagement was assessed by researchers via a 

global rating included with direct observation using the HVOF.  Ratings of higher quality were 

descriptively connected to examples of successful families. Yet, the results of this study may be 

limited in generalizability. The sample of Roggman and colleagues (2001) consisted of 

predominantly Caucasian, Mormon families in a rural setting.  

Furthermore, despite the laudable efforts of researchers examining multiple aspects of quality 

(Roggman et al., 2001), weak measurement procedures with unknown psychometric properties 

of reliability and validity have limited investigations of home visiting quality. For example, 

whether examining quality of the home visit, relationship between visitor-family, or family 

engagement, a number of previous studies have used only one to three items rated by staff to 

assess these constructs (Korfmacher et al., 2007; Raikes et al., 2006; Sharp et al., 2003). Given 

the intimacy of visitation within one’s home, this is far too few items to capture the richness of 

home visiting.  
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Chapter 3: Method 

The current research is supported by a US Department of Health and Human Services - 

Head Start Research Scholars Grant HHS-2010-ACF-OPRE-YR-0018 (542384) awarded to 

Catherine B. Bracaliello.  

Participants and Setting 

 Children and families from our partner, Community Services for Children, Inc./Early 

Head Start (CSC/EHS), served as participants for this research.  As a regional program, 

CSC/EHS serves families with young children from birth to three-years of age in a mix of urban 

and rural communities located throughout Lehigh and Northampton counties in Pennsylvania. 

Reflecting the local demographics, Latino families (62%) constitute the single largest racial 

group served by CSC/EHS, followed by smaller proportions of Non-Hispanic/Latino (37%) and 

Arabic (<1%) families.  Moreover, over 43% of CSC/EHS families are primarily Spanish 

speaking. Although EHS serves children up to three years of age, children between two to three 

years of age are the largest age group served (56%).  About 7% of the EHS children have 

documented disabilities, with speech and language delays being the most prevalent disability 

identified.   

 Of note, CSC/EHS serves families whose incomes are well below federal poverty 

thresholds.  Current program demographics indicate that 60% of the families have incomes 

falling 25 to 74% below federal poverty thresholds.  Half of the families (53%) have two parents, 

42% are single-mother families, and the remainder of the families is characterized as single 

mothers who are living either with partners or extended families.   

 The Child Development Partners (CDPs), who conduct weekly home visits with 

CSC/EHS families, are primarily Latino (70%).  Moreover, half of the CDPs are Spanish 
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speaking.  Among the current group of CDPs, the majority (67%) have served as CDPs for 

CSC/EHS for 3 years or longer, indicating stability among this group of staff members.  

Although all CDPs have a minimum of a high school education, five CDPs have Bachelor of 

Science degrees in various human service areas, and 78% of the CDPs have CDA certification.  

Generally, CDPs serve nearly 10-12 families each.  

Survey participation. All families in the local EHS program (n = 162) were approached 

by their home visitor for consent to participate in the study. In an effort to promote participation, 

small incentives were offered to families. Every family that consented to participate and 

completed the Home Visiting Process Scale received a $5 gift card to Walmart. In total, the 

sample included 121 families from the local EHS program (74.7% response rate). Demographic 

data for the families that chose not to participate are not available. None of the families that 

consented to participate discontinued with the study following consent.  

Measures  

The current study examines a number of measures related both to the demographic and 

cultural characteristics of the families in the local CSC/EHS as well as measurement of the key 

indicators of home visiting integrity.  

Child/Family characteristics. The following demographic and cultural variables were 

routinely collected by CDPs during time of enrollment in CSC/EHS service:  (a) caregiver 

race/ethnicities, (b) caregiver age, (c) caregiver education, (d) primary language of household, 

(e) number of children in household, (f) child age at enrollment/exit, and (g) child’ disability 

status. 

These data were extracted from the CSC/EHS records by the student investigator and 

recorded for each EHS family. At the onset of the study, each family was assigned a unique 
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identifier to ensure confidentiality for the purpose of the current study. All data were retrieved or 

recorded according to each family’s unique identification number. Furthermore, any data linking 

personal information to the identification numbers is password protected and maintained only by 

the student investigator. 

Key components of home visiting integrity.  A range of indicators across the three 

components of home visiting integrity (i.e., quantity, quality, and content) were examined. The 

data from the quantity and content indicators presented here were retrieved by the student 

investigator directly from children’s files held at the CSC/EHS administration building following 

the completion of the program year in June. Similar to the procedures for recording demographic 

and cultural characteristics, the student investigator recorded the home visiting information next 

to the child/family’s unique identifier, protecting all personally-identifying information. 

Quantity of home visiting. Similar to Raikes and colleagues (2006), quantity was 

assessed in terms of (a) the number of visits a family has received over the course of their time in 

the program (potential range of 0-3 years), (b) the duration of visiting in weeks (one visit is 

prescribed per week), and (c) the intensity of visitation, identified as the average rate which 

families received the specified weekly home visits each month. 

Content of visiting. Content or focus of visiting was assessed by measuring the number 

of planned goals identified in weekly home visit session records in the following broad areas that 

represent the comprehensive content of the CSC/EHS, such as: (a) child health/nutrition, (b) 

child development and learning, (c) child behavior, and (d) family-focused objectives. These 

data were retrieved by individually inspecting participant files of home session logs and tallying 

the number of goals in each area. 
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Quality of home visiting. As evident in the review of previous literature, a parent-

reported, psychometrically-sound measure of home visiting quality does not exist. However, a 

main purpose of this study was to develop, in partnership with stakeholders, a meaningful 

measure that assesses quality of home visiting, the Home Visiting Process Scale (HVPS). The 

underlying constructs of the HVPS were investigated in the first stages of data analysis (see 

Results below). The resulting measure consists of 19 questions rated on a 5-point Likert scale 

(e.g., Strongly Disagree, Disagree, Neutral, Agree, Strongly Agree).  The two-factor solution of 

the HVPS captures the quality of home visiting services as delivered by home visitors (Delivery 

Quality) and the quality of family’s response to the home visiting services they receive 

(Response Quality). 

Procedures  

Overview. The study took place across two years October 2010 - October 2012. In total, 

11 phases were planned for project implementation. Lehigh University’s Institutional Review 

Board (IRB) approved the project in October 2010.  The initial project activities (Phases 1-2) 

were devoted to forming the partnership team and collaboratively planning research activities. 

Next, the largest portion of time (Phases 3-4) was spent developing the Home Visiting Process 

Scale (HVPS) to measure quality of home visiting services through repeated focus groups and an 

iterative process of communication and feedback with stakeholders. Following approval of 

content and face validity and adequacy of Spanish translation by stakeholders (Phases 5-6), the 

HVPS measure was collected program-wide (Phase 7) and administered a second time shortly 

after to determine test-retest reliability (Phase 8). Routine home visiting data already collected by 

CSC/EHS was retrieved at the end of the program year (Phase 9). Next, the HVPS data and 

retrieved data were subjected to rigorous statistical analysis and modeling procedures in 
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evaluation (Phase 10).  Finally, the later portion of the project focused upon manuscript 

preparation, and translating research findings into practical implications for the program (Phase 

11). 

Phase 1: Partnership formation activities.  Participatory action research places priority 

on partnering with stakeholders in order to create research outcomes that are acceptable, 

empowering, and sustainable. Partnerships can help ensure that research is relevant to 

community members, uses the language of the population, and reflects values and beliefs of 

members of the culture (Nastasi et al., 2000). The current investigators and CSC/EHS 

stakeholders collaboratively discussed and planned all stages of the research project to ensure 

partnership, including: (a) the identification of the research topic and questions of mutual 

interest, (b) co-construction of measure development (c) and the data collection process to ensure 

procedures are acceptable and feasible to EHS, (d) team planning for the interpretation of results, 

and (e) the translation of these findings into practical and meaningful recommendations for the 

local EHS. 

The CSC/EHS coordinators and staff vocalized particular interest in maximizing the 

service delivery of their home visiting program and understanding the critical processes that 

make home visiting effective for all participating families. In co-constructing measurement with 

EHS families and program staff through iterative focus groups, the variables of interest assessed 

provide valuable information to stakeholders. Furthermore, in collaborative planning data 

collection procedures, this project was able to connect with naturally-occurring processes, 

including retrieval of existing data and using routine home visits as avenues for data collection, 

to ensure project completion as well as acceptability to EHS.  Following interpretation of the 

results of this project, EHS staff and the current student investigator met to discuss implications 
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for practice and action plans for program development as a team. Lastly, in continuing scholarly 

dissemination, this study will enhance both local and national EHS systems by preparing the 

Home Visiting Process Scale, as well as additional key findings that will enable other EHS 

programs, early childhood educators, and families to extend the results gained from this research 

project.   

Partnership team formation.  A partnership team is crucial for providing guidance, as 

well as accountability, for ensuring adherence to the partnership process described above 

(Fantuzzo, Tighe & Childs, 1997). The student investigator developed a core partnership team of 

stakeholders, representative of key CSC/EHS staff and families to guide and monitor the 

research activities as proposed in this study.  Representing CSC/EHS was Pam Cho (Director of 

Child Development Services), two Child Development Partners (CDPs), and two caregivers 

enrolled in CSC/EHS. To facilitate the participation of family representatives in the Partnership 

Team meetings, they were given a stipend of $250 to assist with the costs associated with child 

care and transportation. Each family received $125 over the course of the project period. For 

each of the five partnership meetings, $25 was allotted for time and transportation costs. 

CSC/EHS contact person. In addition to forming and engaging a Partnership Team, Pam 

Cho (Director of Child Development Services) was elected as the CSC/EHS contact person to 

further support a strong working collaboration with the student investigator.  The contact person 

had three major responsibilities throughout the project year: routine (e.g., bi-monthly) contact 

with the student investigator to oversee measurement development and evaluation activities; to 

communicate and coordinate with the student investigator in planning major activities (e.g., CDP 

training, start of data collection); and to report any questions or difficulties experienced by CDPs 

or family members that may need immediate attention.   
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Phase 2: Partnership meetings. A total of five partnership meetings were scheduled 

during the course of the study. The partnership meetings were held in conjunction with naturally-

occurring program events, such as monthly EHS Parent Policy Council meetings in local HS 

centers. 

Partnership meetings 1-2. The student investigator met with the Partnership team to 

officially introduce the project to the Partnership team and to prepare for initial focus groups. 

Next, a partnership meeting discussed family and staff response to the initial focus groups. 

Progress in developing the content of Home Visiting Process Scale (HVPS), as well as 

challenges in holding focus group, were discussed at this time.  

Partnership meetings 3-4. Prior to the start of data collection, assessment protocols, 

training for CDPs, and data collection procedures were collaboratively discussed with 

partnership team members in Partnership Meeting 3.  Following this meeting, a training was held 

to introduce the Home Visiting Process Scale (HVPS) to all CDP home visitors. A script was 

provided to CDPs as a method of presenting the project, including informed consent and purpose 

of the measure, to families. Questions and concerns were collaboratively discussed at this time. 

During the collection of the HVPS, in Partnership Meeting 4, team members discussed data 

collection progress and concerns related to the program wide administration, as well as plans for 

the reliability assessment with a sub-sample of the initial participants.  

Partnership meetings 5-6. In the final partnership meetings, the data were presented back 

to stakeholders in Partnership Meeting 5 and discussed.  Following this shared understanding of 

the data, clear recommendations based upon the assessment were presented to team in 

Partnership Meeting 6. Furthermore, in linking research to practice, the team collaboratively 
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discussed the potential recommendations and developed an action plan to enhance the service 

delivery of their program. 

Phase 3: Initial focus groups.  In order to construct a contextually-relevant measure of 

caregiver beliefs about the quality of home visiting services needed for the current study, one 

must access the perspectives of families and staff members in early childhood settings.  Utilizing 

a participatory action research framework to design such instruments offers the advantage of 

enhancing cultural sensitivity and meaningfulness to the people who might use and benefit from 

the information it produces (Nastasi et al., 2000). Moreover, focus groups are an especially 

effective method for accessing the perspectives of stakeholders, namely teachers and parents of 

young children (Gaskins, 1994).   

As stated previously, during Partnership Meetings 1 and 2, the core Partnership Team 

collaboratively planned and discussed focus group procedures in the development of the HVPS 

for this study.  Focus groups were held repeatedly with new participants until the content 

collected was qualitatively exhausted. Focus groups were approximately 90 minutes and were 

held in varying local HS centers across the Lehigh Valley. During each of these focus groups, 

participants responded to broad questions related to the aspects of quality previously 

conceptualized in the literature (Roggman et al., 2001).  

In review focus groups, items were placed on a 5-point Likert scale, indicating agreement 

of the item as an indicator of quality (1=Strongly Disagree, 2= Disagree, 3=Neutral, 4= Agree, 

5= Strongly Agree). Participants individually rated each item as to whether they agree or 

disagree that the item measures home visiting quality and made suggestions for revisions.  

EHS families and CDPs were invited to participate in focus groups through the use of 

multiple methods.  Focus groups for CDPs occurred during mandatory staff meetings were all 
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CDPs are required to attend. In order to ensure sample representativeness, EHS families were 

recruited via staff nomination (CDPs and Parent Policy Council), in addition to program-wide 

recruitment flyers announcing scheduled meeting times, locations, and incentives. For staff 

nominations of families, each CDP were asked to nominate 3-4 families that would be interested 

in participating in the focus groups.  

Furthermore, arrangements were made to hold focus groups in conjunction with 

naturally-occurring Parent Committee meetings held by CSC/EHS.  This is an important aspect 

of the project that likely promoted focus group participation, as it built upon the existing 

transportation and translation services routinely provided by the program for these meetings. 

Moreover, family representatives of the EHS Partnership team volunteered to co-lead these 

meetings with the student investigator to promote participation and engagement.  Given the large 

number of Spanish-speaking families in the current EHS population, one additional focus group 

was offered to be conducted entirely in Spanish. Despite multiple recruitment attempts the 

Spanish-speaking focus group did not have any participants. 

As incentives for participation, each EHS family received a $5 gift card to Walmart for 

attending a focus group. CDPs were provided with a snacks and refreshments during their 

mandatory staff meeting.  

Phase 4: Item development of the HVPS.  Informed by theory (Power et al., 2005; 

Raikes et al., 2006) and prior conceptualizations of quality in the literature (Roggman et al. 

(2001/2008), survey items were derived from focus group content. After all focus groups have 

been completed, the transcribed notes were reviewed and examined for major themes that 

emerged across focus groups. Following an initial theme analysis, an independent observer 
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repeated the process identifying themes. Items were created based upon unique content 

embedded in the themes until the content was exhausted. 

Phase 5: Review focus groups. The preliminary measure was then presented in review 

sessions to EHS families individually and to CDPs in a similar manner as described in Phase 4. 

During this review time, participants were asked to rate the accuracy of each item (i.e., How well 

does this item represent the aspect of quality?) and importance (How important is this item to 

ask?) on a 4-point scale, and to respond to a set of questions related to the appearance of the 

scale (e.g., Is the font of the text too small?).  As incentives, each EHS family participating in the 

review received a $5 gift card to Walmart for attending a focus group. Again, CDPs were 

provided with a snacks and refreshments during their mandatory staff meeting.   

Following this second focus group review, the student investigator examined the items in 

regards to their average ratings across participants. The highest rated items across accuracy and 

importance were selected, in addition to suggested refinements to enhance the appearance and 

accessibility of the scale. This pilot version of the HVPS was then presented back to EHS 

stakeholders during Partnership Meeting 3 for a final review of content and clarity. 

Phase 6: Translation of the HVPS.  After the partnership team approved item content 

and face validity, the measure was translated into Spanish by an academic translator at Lehigh 

University and back translated by bi-lingual EHS staff. The bilingual staff members were asked 

to provide any suggestions for the words or phrasing chosen in the translation. Next, the 

academic transcriber reviewed the back translation and determined if there was consistent 

meaning across the two versions of the scale, English and Spanish. Upon final revisions, the final 

translation was re-reviewed by the CSC/EHS bilingual to ensure item meaning and clarity. The 
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final translation of the pilot product was presented to and inspected by CSC/EHS administration, 

staff, and families during a partnership team meeting. 

Phase 7: Field test of the HVPS.  Prior to assessment, the process for data collection 

procedures and training for CDPs were collaboratively discussed in Partnership Meetings 3 and 

4.  Accordingly, the student investigator provided a 60-minute training to assist all CDPs in 

presenting the HVPS to families. The training took place during a mandatory, routine CSC/EHS 

staff meeting or in-service. During this time, the process of discussing informed consent with 

families and data collection procedures was thoroughly described and modeled by the student 

investigator. In general, after consenting to participate in the project, CDPs asked families to 

complete the measure in English or in Spanish at a time that is convenient for them and to place 

the measured in a manila sealed envelope provided by the student investigator. Families had the 

option of having the sealed manila envelope picked up the following week during their routine 

home visit or to mail in a business reply envelope with the complete survey at no cost to them.   

A pre-determined script accompanied CDPs in presenting the packet to families. The 

script outlined the project’s purpose, instructions for filling out the measure, and incentives for 

participation. The script also provided the contact information of the student investigator. CDPs 

instructed the families to contact the student investigator if they had questions or wished to have 

assistance in completing the measure.  Families with low literacy skills had the option of having 

the surveys read to them by the student investigator in person or over the phone. All EHS 

families that choose to participate received a $5 gift card to Walmart.  

Phase 8: Reliability assessment.  Twenty-eight families who originally participated in 

the initial HVPS assessment and were representative of the larger EHS program in terms of 

race/ethnicity and primary language were randomly selected to participate in a second HVPS 
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administration 6-8 weeks after the initial field testing (Crocker & Algina, 1986). The additional 

assessment provided insight into the test-retest reliability and stability of the HVPS. Data 

collection procedures for the retest were the same as for the initial distribution of the HVPS.   As 

an extra incentive for these families to participate again, each family that participated by filling 

out the measure a second time received an additional $10 Walmart gift card. 

Phase 9: Retrieval of existing home visiting data. Extensive demographic data are 

routinely collected each year by CSC. These data include self-reported information on family 

race and ethnicity, primary language spoken at home, family type/structure, child race and 

ethnicity, caregiver’s education, etc. Home visiting data (i.e., demographics, quantity, and 

content indicators) were retrieved through examination of families’ home session records. Data 

were extracted and all families were assigned a unique identifier to promote confidentiality for 

the purpose of the current study. Any data linking personal information to the identification 

numbers was password protected and maintained only by the student investigator. 

Phase 10: Data analysis and interpretation.  Following data collection activities and 

retrieval of existing data, Exploratory Factor Analysis (EFA) of the HVPS measure and a 

measurement model testing approach was used to examine key home visiting integrity indicators 

in Structural Equation Modeling (SEM). (Data analysis procedures and rationale are further 

detailed in Chapter 4)   

Phase 11: Dissemination activities.  In Partnership Meeting 6, the student investigator 

provided clear recommendations for practice, and the partnership team discussed plans for 

enhancing program service delivery. Further dissemination activities planned include regional 

and national presentations as well as submission for publication to peer-reviewed journals. 
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Data Analysis 

Question 1. What are the underlying psychometric properties of the Home Visiting 

Process Scale (HVPS), a practical measurement tool for EHS programs to use in assessing the 

quality of home visiting services? In order to examine the dimensions of home visiting quality, 

an Exploratory Factor Analysis (EFA) was conducted on the data collected in the HVPS. 

Although no power analysis is available for EFA, large samples over 100 participants are 

recommended for the use of statistical scaling analyses (Gorsuch, 1983). Furthermore, the HVPS 

questionnaire consisted of 19 items and met recommendations for having an item:participant 

ratio of at least 5 participants per scale item (i.e., 95). The total sample of 121 family/child 

participants was therefore acceptable.  

In preliminary analysis, data were examined for skewness, kurtosis, and missing items. 

Missing items were qualitatively examined to discern if patterns are random or systematic.  For 

participants missing less than 15% of data at random (i.e., no more than 3 items missed), values 

were imputed in SPSS (Rubin, 1987). If the distribution of the data did not meet assumptions 

regarding normality, the data were transformed (taking the square root, logarithm, squaring) 

depending upon the skew. The transformations change the magnitude of the data values; 

however, they do not change the relative order of the values (Tabachnick & Fidell, 2007). 

Furthermore, basic assumptions regarding the adequacy of sample size, communalities and 

correlation matrices, Bartlett’s test of Sphericity, and the Kaiser-Meyer-Olkin (KMO) measure 

of sampling adequacy were examined.  

In EFA, a series of principal axis factoring analyses were conducted to discern a 

statistically-sound and meaningful factor structure. Both orthogonal and oblique rotations were 

examined for the most parsimonious factor structure. EFA solutions were examined in relation to 
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the following criteria (Gorsuch, 1983): (a) eigenvalues > 1.0, (b) percent variance > 5% (c) 

visual analysis of the drop in the scree plot, (d) a minimum number of 3-5 items per factor, (e) 

internal consistency (Cronbach’s alpha) ≥ .70, (f) minimal inter-correlation (r = 0.3-0.6) of unit-

weighted factors, and (g) theoretical meaningfulness. Finally, all factor structures that meet 

statistical criteria (i.e., a – f), were examined prior to selecting the final structure based upon its 

fit with theoretical literatures.   

In order to test the temporal stability of the measure, 20% of the scale development 

sample were randomly selected and matched according to caregiver ethnicity and version of the 

HVPS completed (i.e., English or Spanish) 6-8 weeks following the first administration.  Pearson 

r correlations conducted on factor scores across the two time points served as the primary 

method for examining measurement stability. Correlations above r = 0.8 were considered to be 

acceptable and highly stable. 

Question 2.  Does the Home Visiting Process Scale, the newly developed measure of 

quality, in conjunction with indicators of home visiting quantity and content, fit the conceptual 

model proposed by Raikes and colleagues (2006)?  Structural Equation Modeling (SEM) using 

AMOS software version 19.0 was the primary method examining whether the proposed model of 

“quantity, quality, and content” by Raikes and colleagues (2006) fits the sample data. SEM is the 

appropriate method of data analysis as it is a statistical technique for testing and estimating 

relationships that uses a combination of statistical data and qualitative causal assumptions 

(Schumacker & Lomax, 2004). In general, SEM represents it as a model, “operationalizes” the 

constructs of interest with a measurement instrument, and tests the fit of the model to the 

obtained measurement data (Hu & Bentler, 1999). Here, the observed data indicators of integrity 

were examined in relation to the three-dimensional model (i.e., quantity, quality, and content) 
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proposed by Raikes and colleagues (2006) and expanded by Power and colleagues (2005) in the 

notion of integrity delivery and reception. 

A major strength of SEM is the ability to construct latent variables. Latent variables are 

not measured directly, but are estimated in the model from several measured variables each of 

which is predicted to 'tap into' the latent variables. This allows the researcher to explicitly 

capture the unreliability of measurement in the model and estimate the structural relations 

between latent variables more accurately. Furthermore, SEM analysis allowed the researcher to 

examine the relative strength of individual indicators of the key components. As seen in Figure 

2, there are three latent variables (i.e., quantity, quality, content) in the original model with three 

corresponding indicator variables each. The latent variable of quantity represents how much 

home visiting a family receives, and is measured by a) the total actual number of visits received, 

b) the duration (in months) the family has been enrolled in the program, and c) the intensity of 

service provision (the percentage of visits completed that were prescribed).  Quality represents 

how the home visiting program was delivered and received by the family, and is measured by the 

subscales of the HVPS, Delivery Quality and Response Quality. Lastly, the latent variable of 

content represents what was the focus of the visiting, and is measured by a) the number of child 

development goals, b) the number of child health/nutrition goals, and c) the number of family 

support goals recorded in the weekly home session logs. Goals are collaboratively set by visitor 

and family and drive the content of the visit. 

Although very large samples (n > 200) are recommended to capture the full strength of 

SEM analyses (Hancock, 2006), samples over a minimum of 100 participants are considered 

acceptable (Schumacker & Lomax, 2004). The target sample of 121 family/child participants 

was therefore acceptable.  Prior to analysis, normality of the data was investigated by examining 
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the symmetry (skewness) and flatness (kurtosis) of the distribution, as well as scatterplots of 

paired dependent variables (i.e., indicators of quantity and content, subscales of HVPS) and 

probability plots. Missing data and model identification (i.e., order and rank) were also examined 

prior to analysis. Specifically, in examining the order condition, the number of free parameters to 

be estimated must be less than or equal to the number of distinct values in the sample covariance 

matrix. The rank condition was algebraically determined by the AMOS software. Maximum 

Likelihood (ML) estimation was used to estimate model parameters. 

Chi-square analyses were used to examine whether the proposed model is significantly 

different from the data. However, due to the nature of the chi square analysis, the test is often 

significant despite the model being a good fit to the data. Therefore, a range of fit indices were 

used to investigate the fit of the model to the data, including the comparative fit index (CFI), 

goodness-of-fit index (GFI), Tucker-Lewis index (TLI), and root-mean-square error of 

approximation (RMSEA). According to Hu and Bentler (1999), the recommended values of all 

listed indices, except RMSEA, is a value of at least 0.95, with values closer to 1 being preferable. 

RMSEA represents model error and therefore values less than or equal to 0.05 are recommended 

as being acceptable, with numbers closer to zero being preferable. However, previous research 

(Bentler & Bonett, 1980; Browne & Cudeck, 1993; Weston & Gore, 2006) has suggested that an 

RMSEA of 0.10 or lower, and other fit indices (i.e. GFI) of 0.90 are considered acceptable as 

well. Specifically, Weston and Gore (2006) indicates that less stringent criteria for fit indices are 

acceptable when using samples with less than 200 participants (as is in the current study).  All 

significance levels were set at p < 0.05. Depending upon model fit criteria, decisions to modify 

the model were made based upon SEM requirements and conceptual fit with the literature.  
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Question 3.  How are local EHS family characteristics and demographic risk variables 

related to the empirically-validated constructs of home visiting integrity? SEM, using maximum 

likelihood (ML) estimation method in AMOS (version 21.0), was conducted to examine the 

relationships between family characteristics and the empirically-validated latent constructs (i.e., 

quantity, quality, and content) of home visiting service delivery identified in the previous 

research question (See Figure 2).  

This analysis was chosen because multiple regression analyses are able to be performed 

simultaneously depending on the relationships (including latent constructs) specified in the SEM 

model (See Figure 4). Finally, the paths (i.e., regression coefficients) between child/family 

characteristics and latent integrity constructs were examined to see if they were significantly 

greater than zero, p < .05.   
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Chapter 4: Results 

Participants  

 A total of 121 children and families from a local Early Head Start (EHS) participated in 

the current study (see Table 1 for family demographics).  As a regional program, EHS serves 

families with young children from birth to three-years of age in a mix of urban and rural 

communities located in Pennsylvania. Notably, over two-thirds of participants were Hispanic 

(68%) and more than half of the sample was bi-lingual (43%) or primarily Spanish-speaking 

(16%). Although 31% of caregivers reported having some college experience, 27% of caregivers 

reported completing high school as their highest degree of education.  Forty percent of family 

participants did not earn a diploma or receive a GED.  Furthermore, 41% of families were single-

parent households. The average caregiver age was 26 years-old (range: 16-41). Children on 

average entered the program at 13 weeks-old and were 14 months at the time of assessment. 

Lastly, 6.6% of children were identified as having a disability and received services through an 

Individualized Family Service Plan (IFSP).  

In looking at demographic variables that have historically been associated with decreased 

accessibility to services (i.e., “risk”), a demographic risk variable was calculated by recoding the 

current family characteristics (Kraemer et al., 1997). Families who were indicated as: (a) ethnic-

minority status (e.g., Latino, African-American, Asian), (b) primarily non-English speaking (e.g., 

Spanish, other language), (c) single caregiver households (e.g., no spouse/partner or family 

member), (d) low education (e.g., less than a high school diploma/GED), or (e) having a child 

with a disability (e.g., child has IFSP) were given a positive endorsement (i.e., coded as 1) for 

each applicable category. The Demographic Risk variable is the sum of these five "risk" 

variables. Overall, 7% of the sample was identified as having zero risk variables. Nearly 20% 
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was identified as having one risk characteristic. However, the majority of participants were 

placed in two categories with 39.4% demonstrating two demographic risk factors and 28.2% 

demonstrating three demographic risk variables. Only 5.6% was identified in four risk variables. 

No families demonstrated all five characteristics. 

Home Visiting Process Scale (HVPS) 

Exploratory factor analysis. EFA was undertaken to identify the underlying constructs 

of the newly-developed HVPS measure of home visiting quality. Prior to factor analysis, data 

were examined for skewness, kurtosis, missing items, and out of range values. Responses ranged 

from 1-5 (“Strongly Disagree----Strongly Agree”). Very few missing data were observed. One 

item (“Together my CDP and I decide what to do in the visit”) was left blank for two 

respondents. No other item was missed more than once across the entire data set. Therefore, 

missing data were imputed by taking the linear trend of the data point in SPSS for these 

participants, who were missing less than 10% of the data at random (Rubin, 1987). 

In terms of data distribution, no items were skewed (see Table 2 for skewness and 

kurtosis values). However, three items demonstrated slight concerns with kurtosis (items 8, 9, 

23) with values greater than the absolute value of 2.  Since the distribution of the data did not 

meet assumptions regarding kurtosis, a linear transformation of these three items was completed 

for the purpose of EFA by taking the square root of item values.  The transformations change the 

magnitude of the data values; however, they do not change the relative order of the values 

(Tabachnick & Fidell, 2007). Following linear transformation, the kurtosis of the items was 

within an acceptable range. Next, preliminary analyses were conducted and the following 

assumptions of exploratory factor analysis (Fabrigar, MacCallum, Wegener, & Strahan, 1999) 

were met: (a) adequate sample size per number of items (i.e., 23 items x 5 participants = 115; n = 
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120), (b) Bartlett's Test of Sphericity (p < .001), and (c) the Kaiser-Meyer-Olkin Measure of 

Sampling Adequacy (i.e., KMO = 0.899).   

A series of principal axis factoring analyses, examining both orthogonal and oblique 

rotations, were conducted to discern the most statistically-sound and meaningful factor structure 

for the HVPS. Each orthogonal and oblique solution was examined in terms of: (a) minimum of 

three items with appreciable loadings defined as .44 and above; (b) factor internal consistency ≥ 

.70; (c) minimal intercorrelation of unit-weighted factors; and (d) theoretical meaningfulness. As 

recommended by Stevens (2002), a conservative approach for setting the value for an 

appreciable loading in the current sample size (n = 121) was used. Stevens (2002) recommends 

testing each factor loading for significance at α = .01. The critical value for a simple correlation 

closest to the current sample size provided by Stevens (2002) is .217 (pp. 394). However, 

Stevens (2002) recommends that critical values for a correlation coefficient (α = .01) be doubled 

to test the significance of a loading. Accordingly, appreciable loadings were set to .44 and above 

(>2(.217) for the current study. Furthermore, in order to determine the most parsimonious 

solution, items that double-loaded onto the factor solutions were removed, and the alpha values 

for the factor structures were re-evaluated with and without the double loading item. Factor 

solutions were examined to ensure that the factor structures were maintained and the alpha 

values did not fall below the recommended criteria of .70 without the double loading item.  

A maximum of four possible factor solutions met the criterion of eigenvalues greater than 

one. In addition, the scree plot supported solutions up to four factors. Although oblique rotations 

were completed, 2-, 3-, and 4-factor solutions were unable to achieve greater than five percent 

variance for subsequent factors after the first (Gorsuch, 1983). See Table 3 for percent variance 

accounted for in oblique factor analyses. Also, due to the fact that the vast majority of items 
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(e.g., 22 out of 23 items) double loaded onto multiple factors, a simple parsimonious factor 

structure was unattainable in the oblique rotations. Similarly, despite that a 3-factor solution was 

initially proposed, analysis of the 3-factor orthogonal solution demonstrated that the third factor 

accounted for less than five percent of the overall variance. In addition, nine items double loaded 

on the 3-factor orthogonal solution, inhibiting interpretability. Furthermore, even though the 

theoretical meaningfulness of the 4-factor orthogonal solutions was promising, the 4-factor 

solution did not reach adequate internal consistency for all of its factors (i.e., Factor 4, three 

items, α = .67). Therefore, the 4-factor solution was rejected in favor of a 2-factor structure as the 

most viable solution. The final solution consisted of a 2-factor orthogonal structure, accounting 

for 49.3% of the variance and containing a total of 19 items (α = .92, α = .73, respectively).  

Overall, the 2-factor solution was found to be theoretically meaningful as the dimensions 

appear to capture the bi-directional nature of home visiting by reflecting the quality of home 

visiting services as delivered by home visitors (Factor 1: Delivery Quality) and the quality of 

family’s response to the home visiting services they receive (Factor 2: Response Quality). Table 

4 provides a complete list of all items and factor loadings for the final solution. The items with 

the strongest loadings on Delivery Quality were “CDP genuinely cares about my child and 

family,” “CDP provides me with encouragement and makes me feel more confident,” and “We 

are excited to have our EHS visit.”  On Response Quality, the highest loading items were “I take 

the lead with activities during the visit” and “CDP and I problem solve by breaking down 

problems into smaller steps.” The interfactor correlation between Delivery Quality and Response 

Quality (r = .58, p < .001) was higher than expected, but acceptable given the transactional 

nature of home visiting services.  Lastly, Table 5 presents the non-loading and double loading 

items that were removed from subsequent analysis in the current study. Removal of the double 
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loading items did not significantly reduce the internal consistency of the factors; therefore, 

double loaders were eliminated to maintain parsimony. However, it should be noted that double 

loading items may represent collaboration between home visitor and parent. (This began to 

emerge in the 4-factor orthogonal solution). Therefore, future exploration of the HVPS with 

larger samples will retain all items developed from focus groups for further scaling and analysis.  

Measurement stability. In order to assess the temporal stability of the newly developed 

HVPS, twenty-five percent of the scale development sample (n = 28) were randomly selected 

and matched according to caregiver ethnicity and language (i.e., HVPS completed in English or 

Spanish) for a second administration 4-6 weeks later.  Pearson correlations conducted on factor 

scores across the two time points were r = .41, p = .035 for Delivery Quality and r = .37, p = 

.056 for Response Quality. However, means and standard deviations of HVPS scores (see Table 

6) were highly similar across the two assessment points. During the initial pilot of the measure, 

average scores for Delivery Quality and Response Quality were 65.28 and 21.23, respectively. 

At the reliability assessment the mean for Delivery Quality was 65.19 and the mean for Response 

Quality was 20.75. 

Service Delivery Indicators 

Descriptive analysis of quantity indicators (see Table 7) demonstrated that participants on 

average had a total of 44 home visits. The intensity of visiting was roughly one visit per week, 

and the average duration in weeks in the program was approximately one year (mean: 52, range: 

1-124) at the time of assessment. Overall, participants rated the quality of both services delivered 

(mean: 65, range: 53-70) and the response to services (mean: 21, range: 14-25) as high. Although 

scores were normally distributed for each of the quality indicators, both indicators appear slightly 

skewed towards a positive rating. In terms of home visiting content, the total number of goals 
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across the major content categories of child development (mean: 83, range: 4-220), child health 

(mean: 103, range: 4-257), and family support (mean = 125, range: 6-335), were numerous with 

large ranges and standard deviations within each area. 

In examining bivariate correlations of the service delivery indicators (see Table 8), 

significant correlations were found for most variables within each construct of quantity, quality, 

and content. That is, number of home visits was significantly correlated with duration of time 

spent in the program. Delivery Quality and Response Quality were found to have a moderate 

correlation with each other (r = 0.61). In regards to content variables, all of the total goals for 

child development, child health, and family-focused content areas were significantly correlated 

with each other. Interestingly, fewer significant correlations were found across construct areas 

(i.e., quantity, quality, content). For example, only number of home visits and duration in the 

program were significantly correlated to the numbers of child development, child health, and 

family support goals. Significant correlations were not identified between quality indicators and 

other construct indicators. 

SEM Analyses 

Quantity, quality, content (Model 1). Using AMOS software version 21.0 (Arbuckle, 

2012), Structural Equation Modeling was the primary method of examining whether the 

proposed integrity model of quantity, quality, and content by Raikes et al. (2006) fits the current 

sample data. SEM is the appropriate method of data analysis as it is a statistical technique for 

testing and estimating relationships that uses a combination of statistical data and qualitative 

causal assumptions (Schumacker & Lomax, 2004).  

The proposed model includes three latent variables (i.e., Quantity, Quality, Content) with 

each of their corresponding indicator variables demonstrated in Figure 2. The latent variable of 
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Quantity represents how much home visiting a family receives and is measured by (a) the total 

actual number of visits received, (b) the duration (in weeks) the family has been enrolled in the 

program, and (c) the intensity of service provision (the percentage of visits completed that were 

prescribed).  Quality represents the active and passive qualities of home visiting services and is 

measured by the subscales of the HVPS- Delivery Quality and Response Quality. Lastly, the 

latent variable of Content represents the focus of the visiting and is measured by (a) the total 

number of child development goals, (b) the total number of child health/nutrition goals, and (c) 

the total number of family support goals. 

Prior to modeling analysis, the normality of the data was found to be acceptable by 

examining the symmetry (i.e., skewness) and flatness (i.e., kurtosis) of the distribution, as well as 

scatter plots of paired dependent variables (i.e., indicators of quantity, content, subscales of 

HVPS) and probability plots (Curran, West, & Finch, 1996). Missing data and model 

identification (i.e., order and rank) were also examined prior to analysis. The model met criteria 

for identification, having sufficient number of sample moments for the number of parameters to 

be estimated.  In specifying the model, latent variances were set to 1 to allow for the estimation 

of the loadings of all exogenous indicators. Maximum Likelihood (ML) was used to estimate 

model parameters. All analyses were performed on the variance-covariance matrix. 

Although the chi square test for the original model was significant (χ
2
 (32) = 62.37, p < 

.001), 7 out of 8 exogenous indicators were significant predicted by their corresponding latent 

variables (see Table 9 for estimates). Only intensity of home visiting was not significantly 

predicted by its corresponding latent variable, Quantity. Unstandardized loading estimates 

ranged from -0.51 to 35.23 for Quantity, 2.36 to 4.61 for Quality, and 62.49 to 88.50 for Content. 

More specifically, the total number of home visits emerged as the strongest indicator of Quantity, 
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while Response Quality was found to be the strongest indicator of Quality. The number of child 

health goals was demonstrated to be the strongest indicator of Content. Furthermore, only the 

latent constructs of Quantity and Content were significantly correlated (p < 0.001) with each 

other (see covariances in Table 10). 

A range of fit indices (Browne & Cudeck, 1993; Hu & Bentler, 1999; Weston & Gore, 

2006) were used to investigate the fit of the original model to the data, including the normed fit 

index (NFI), incremental fit index (IFI), Tucker-Lewis index (TLI), comparative fit index (CFI), 

and root-mean-square error of approximation (RMSEA).  The original model demonstrated 

acceptable fit in 4 out of 5 indices (NFI = .92, IFI = .96, TLI =.93, CFI = .96) and improper fit on 

one index (RMSEA = .12). 

Modified model (Model 2). Model modification indices were unavailable due to 

incomplete data across Quantity and Content indicators. However, considering the high multi-

collinearity and linear dependency between intensity and the other quantity variables, intensity 

was removed as an indicator. The modified model was tested again according to the procedures 

and fit indices identified above (see Figure 3). 

The chi square test for the modified model was not significant (χ
2
 (24) = 33.40, p = .09, 

n.s.), suggesting that there is not a significant amount of difference between the modified model 

and the actual model.  All seven exogenous indicators were again significant predicted by their 

corresponding latent variables (see Table 11 for loadings). Loading estimates ranged from 31.27-

35.18 for Quantity, 2.36- 4.62 for Quality, and 62.49- 88.51 for Content. Consistent with results 

from the original model, total number of home visits emerged as the strongest indicator of 

Quantity, Response Quality was the strongest indicator of Quality, and number of child health 

goals for Content. Again, only the latent constructs of Quantity and Content were found to be 
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significantly correlated (r = .95, p < .0001) (see covariances in Table 12). The same fit indices 

used in the prior model were again inspected to investigate the fit of the model to the data. The 

modified model demonstrated good fit in 4 out of 5 indices (NFI = .95, IFI = .99, TLI = .93, CFI 

= .99) and acceptable fit for one index (RMSEA = .08).  

Full SEM model (Model 3). Next, SEM using maximum likelihood (ML) estimation 

method in AMOS (version 21.0) was conducted to examine the relationships between family 

characteristics and the empirically-validated latent constructs (i.e., Quantity, Quality, and 

Content) of home visiting service delivery (see Figure 4) identified in the previous analysis. The 

chi square analysis was significant (χ
2
 (42) = 66.46, p <.01). However, the full model 

demonstrated good fit (IFI = .97, CFI = .97) or acceptable fit (NFI = .92, TLI = .94, RMSEA = 

.07) across all five indices. All endogenous indicators remained significantly associated with 

their corresponding latent variables (all p’s <.005) as identified in the modified measurement 

model. In terms of demographic predictors, only three significant relationships were identified. 

Child age at enrollment significantly predicted Quantity (b = -0.51, p <.001) and Content (b = -

1.26, p <.001), indicating that younger child age was associated with higher quantities of home 

visiting and higher numbers of content goals. Interestingly, demographic risk predicted only one 

latent construct, Quality (b = -1.47, p = 0.005). Greater indication of demographic risk was 

associated with lower parent-rated quality of home visiting. 
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Chapter 5: Discussion 

Home visiting is a method of service delivery used to provide services to over a quarter 

million of children in the U.S. (Raikes et al., 2006). Not surprisingly, there is significant 

variation in child and family outcomes for home visiting participants as intervention services and 

family experiences vary greatly within and across different programs (Kormacher et al., 2007; 

Sweet & Applebaum, 2004). However prior home visiting evaluation research has often 

neglected integrity assessments, leaving researchers with little understanding of how home 

visiting strategies are connected to child and family outcomes (Korfmacher, 2006, 

Perepletchikova & Kazdin, 2005). Although some evaluations have broadly examined attrition or 

service dosage, these studies provide little understanding of program quality and modest 

indication as to why results, in addition to family participation and engagement, were not 

achieved (Kormacher et al., 2007; Raikes et al., 2006).  

Raikes and colleagues (2006), however, propose a tri-fold model of home visiting 

integrity (i.e., quantity, quality, content) to assess under what conditions home visiting is 

effective and how are these components delivered to culturally-diverse families. By thoroughly 

assessing salient components of home visiting identified by Raikes and colleagues (2006), the 

current large scale evaluation of an ethnically-diverse, regional Early Head Start program is 

equipped to enable researchers to further understand the variation in family experiences and 

participation in the program. Specifically, the present study was completed to understand quality 

more thoroughly as a component of home visiting services, to assess a multidimensional model 

of home visiting integrity, and to comprehensively evaluate local service delivery for culturally-

diverse families at-risk.  
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Examination of the Home Visiting Process Scale 

In order to empirically examine the home visiting model identified by Raikes et al. 

(2006) and to comprehensively evaluate service delivery for local families at-risk, it was first 

necessary to develop a parent-reported assessment of home visiting quality. The family 

perspective of quality is particularly important because the relationship between the family and 

the provider is often described as the mechanism for change (Korfmacher et al., 2007). The 

parent perspective has often been ignored in the early childhood literature (Korfmacher et al., 

2007), despite that client report of the therapeutic relationship has been found to be a key 

predictor of outcomes in the psychotherapy literature (Horvath, 2000). 

Largely informed by the work of Roggman et al. (2001) and Korfmacher et al. 

(2007/2008), the current work rigorously examined the construct of home visiting quality, 

utilizing rich qualitative and quantitative psychometric methods through a partnership with local 

families, program staff, and researchers.  Although a three-factor solution was originally 

hypothesized to represent multiple dimensions of home visiting quality discussed throughout the 

literature, including a) home visitor competency, b) family engagement, and c) the home visitor-

family relationship (Baker et al., 1998, Brookes et al., 2006, Korfmacher et al., 2008, Roggman 

et al., 2001; Sharp et al., 2003), EFA identified a simpler, more parsimonious two-factor 

solution. The first factor demonstrates the ways in which EHS home visitors provide emotional 

support, deliver activities/materials that are specific to the child’s/family’s needs, and 

incorporate the whole family/culture into the visit (13 items, α = .92).  The second factor 

demonstrates the ways in which families actively respond to visitors and session materials by 

taking initiative, using problem solving, and making observations outside the home visit (5 

items, α = .73).  Therefore, the factors were respectively named Delivery Quality and Response 
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Quality to represent the passive and active nature of home visiting services. These two factors 

correspond with previous literature suggesting features of the home visit (e.g., Delivery Quality) 

and family participation (e.g., Response Quality) are important aspects of home visiting quality 

(Korfmacher et al., 2008; Roggman et al., 2001). However, in the present sample, the items 

designed to assess the hypothesized dimension of the visitor-family relationship (Brookes et al., 

2006; Sharp et al., 2003) were not able to be distinguished separately from the dimensions of 

Delivery Quality and Response Quality
1
. 

These results are similar to the results found in prior research psychometrically-

examining the dimensions of home visiting quality (Korfmacher et al., 2007; Roggman et al., 

2001). Roggman et al. (2001) found high internal consistency for the theoretically (or 

conceptually)-derived two parent-report scales used to evaluate quality of home visits and 

relationship with the visitor. However, in previous research with the Helper-Client Relationship 

Inventory (Kormacher et al., 2007), factor analysis identified only one distinct factor 

representing the quality of the relationship between the home visitor and family. Korfmacher et 

al. (2007) stated that while a two-factor solution was considered at the 6-month and 15-month 

assessments, the second potential factor had too few items and did not meet criteria for internal 

consistency. These results highlight the difficulty of teasing out aspects of quality that are likely 

highly interrelated due to the intimate nature of home visiting. 

The Delivery Quality and Response Quality factors in the HVPS demonstrated moderate-

to-high inter-factor correlation (r = .58). Roggman et al. (2001) also found that parent 

assessments of quality were correlated with each other (r= .70). Reports of quality were also 

                                                 
1
 Of note, eigenvalues >1 prompted the consideration of a four-factor solution for the HVPS. In this solution 

dimensions appeared to represent a) home visit features, b) home visitor-family relationship, c) visitor-led family 

engagement, and d) family-initiated engagement. However, weak internal consistency and too few items for the 

fourth factor prohibited the acceptance of this solution. 
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significantly associated across raters in some aspects. For example, Roggman et al. (2001) found 

parent-rated quality of the home visit to be significantly correlated with global ratings of the 

visitor-family relationship completed by staff.  No other staff or researcher ratings of quality 

were associated with parent report. Together, these studies emphasize parent report of quality as 

an important and unique contribution necessary to fully understanding home visiting service 

delivery. However, it also highlights the need to assess and compare multiple measures of home 

visiting quality within an evaluation, as parent-rated quality of home visits is limited to their own 

personal experience. 

Furthermore, consistent with prior research examining the stability of home visiting 

quality over time (Kormacher et al., 2007), the HVPS factors demonstrated minimal stability 

across a period of a few months (r = .41 and r = .37). However, HVPS means and standard 

deviations were highly similar across time points. This seemingly contradiction may represent 

high quality service provision across multiple families by home visitors (high means overall), but 

also the fluctuations within families that are a result of situational factors (Bracaliello et al., 

2008) that low-income families encounter and inhibit parent-reported quality (i.e., Families 

likely present with different needs at different points in time, but service quality provided by the 

home visitor is on average high across families).  Korfmacher et al. (2007) previously also found 

a significant, but weak correlation using the HCRI to measure the home visitor-family 

relationship at 6 and 26 month assessments (r= .17). These results suggest that parent-rated home 

visiting quality is a dynamic construct that varies and changes across time for each family.  

Overall, HVPS ratings tended to be positively skewed, as often is the case in research 

with parent raters of service provision (Korfmacher et al., 2007; Roggman et al., 2001). Yet, 

HVPS ratings were normally-distributed despite the tendency for parents to rate the quality as 
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high. The descriptive mean ratings were high for both Delivery Quality (mean= 65, range= 53-

70) and Response Quality (21, range= 14-25), although variation is evident in the standard 

deviations of the factors. It has been speculated that families receiving support through services 

that are provided at no cost to them often rate service providers highly on formal measures; 

although more variable reports have been observed in qualitative interview formats (Kormacher 

et al., 2007). However, the current study used partnership-based methods to qualitatively explore 

the rich construct of quality through iterations of focus groups and dialogue between program 

families, staff, and researchers. The normal distribution and variation of scores found in the 

present study are likely a result of the item content developed through the partnership process. 

Furthermore, the results indicate the promise of using parent-report questionnaires as an 

acceptable method of assessing home visiting quality.  

Discussion of Quantity, Quality, and Content model 

Next, after psychometrically investigating the construct of home visiting quality, the 

current research sought to empirically test the tri-fold model of Raikes et al. (2006), which 

identifies quantity, quality, and content as key components of home visiting service delivery. 

Prior home visiting research has often evaluated integrity through traditional dosage assessments 

(Baker et al., 1998; Culp et al., 2004) and in comparison to broad performance standards (Love 

et al., 2005, Wagner & Clayton, 1999). Instead, the current research extends the integrity model 

of quantity, quality, and content, proposed by Raikes and colleagues (2006) in assessing multiple 

aspects of both the delivery and reception of home visiting services (Power et al., 2005).   

Indeed, the current work confirmed Quantity, Quality, and Content (Raikes et al., 2006) 

as distinct components that are interconnected and represent a comprehensive evaluation model 

of service delivery. The SEM analyses demonstrated good fit for the modified measurement 
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model (Model 2) across numerous tests, including four fit indices and a non-significant Chi 

square analysis. The results suggest that there were no significant differences between the 

proposed model of latent constructs (i.e., Quantity, Quality, and Content) and the observed 

indicators selected to measure home visiting integrity. Therefore, the model of quality, quantity, 

and content is an accurate and comprehensive way to capture home visiting service delivery. 

Although specific measurement indicators may vary across studies, home visiting research 

should aim to address each of these components in completing evaluations. 

In the present analyses, the relative strength of measurement indicators was also able to 

be examined. Of the measurement indicators in the current study, number of home visits 

received, Response Quality, and number of child health goals emerged as the strongest indicators 

of Quantity, Quality, and Content, respectively.  However, the relative “strength” of these 

indicators is minimal compared with the values provided for indicators in each of these 

constructs. Future research should continue to include multiple indicators to determine whether 

specific home visiting variables demonstrate increasing relative strength and value. 

Moreover, the present analysis allowed for the simultaneous examination of the 

relationships between the three latent constructs. Whereas previous research has identified 

correlations between pairs of service delivery variables, the current work is able to represent 

latent variables through these indicators and to identify concurrent relationships between all three 

latent variables through the SEM model.  In doing so, a strong correlation was found between the 

latent constructs of Quantity and Content. In examining specific relationships between quantity 

and content variables, number of home visits was found to be significantly correlated with the 

number of goals in all content areas.  In previous research (Raikes et al., 2006), content was 

found to be independent from other components. The current connection is likely due to the fact 
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that measurement of Content (i.e., number of goals) was prescribed to increase with each home 

visit. (Percentages of content focus (i.e., goals/visits) are an alternative way to measure content; 

however, due to their linear dependency with the construct of Quantity in the current study, they 

were unable to be used as indicators in the SEM.)   

Interestingly, little association was found between Quantity and Quality, suggesting that 

the dimensions of quality examined here (i.e., Delivery Quality and Response Quality) vary 

independently from the amount of home visits or duration of time spent in the program. Quality 

was established as its own unique dimension of integrity, well-fitted within the model yet distinct 

from the other latent constructs. Quality, therefore, is a vital component in home visiting 

evaluations that should be targeted for assessment and adequately assessed rather than depending 

solely on measures of quantity to evaluate family experiences.  

Prior research has identified stronger connections between quantity and staff-reported 

quality of services (Green et al., 2004; Korfmacher et al., 2007; Raikes et al., 2006; Rector, 

2002).  Raikes et al. (2006) found that global ratings of quality by staff correlated with number 

of completed home visits, intensity, and most strongly duration in the program (r=.41). 

However, the mean rating of quality assessed in individual sessions was only weakly correlated 

to duration (r=.13). The association between global staff ratings and quantity may reflect 

potential bias due to the increased contact. However, the finding that specific quality within 

session was only weakly related to duration in the program is more similar to the results found in 

the present study.  Although global ratings are useful for describing overall impressions, they are 

but one source of information and may not accurately capture the quality occurring within 

sessions.  
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The findings presented here may differ from past research (Raikes et al., 2006) due to the 

difference in raters. Parent perspective of quality has shown less connection with other service 

delivery variables than staff report (Korfmacher et al., 2007). For example, Korfmacher and 

colleagues (2007) found quality of the home visitor-family relationship, measured by the HCRI, 

significantly predicted number of home visits and staff-rated engagement at 6 months. Scores on 

the HCRI continued to predict these quantity variables as well as duration at 26 months. 

Interestingly, quality was not associated with any participation or involvement variables at the 15 

month assessment. In the current study families were only in the program for approximately one 

year (i.e., 52 weeks) at the time of assessment. The results of these two studies raise the question 

as to whether there is something unique about the relationship between parent-rated quality and 

quantity of home visiting at 12 months.  

However, alternative explanations include situational factors that may mediate or 

moderate the relationship between Quantity and Quality variables. For example, the 

environmental stressors that families living in extreme poverty face may prohibit families from 

fully engaging in home visiting services, despite the service being routinely provided to them on 

a weekly basis (Bracaliello et al., 2008). Other potential mediators include characteristics of the 

home visitor, such as years of experience, similarity of life experiences, or cultural match 

between family and visitor (Brookes et al., 2006; Sharp et al., 2003). Regardless, the collective 

findings emphasize the importance of including the parent perspective of quality.  Furthermore, 

assessments of parent-rated quality would ideally occur across multiple time points to capture the 

dynamic changes within this construct. 

Discussion of service delivery in relation to demographic risk 
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In answering the third and final research question, the current study sought to evaluate 

the delivery of the empirically-validated home visiting components in the local EHS program 

according demographic variables, in particular demographic risk. The current study represents 

one of a few studies examining family demographics in relation to quantity, quality, and content 

components of home visiting integrity. In this way, the present body of home visiting integrity is 

in its infancy, particularly in regards to measurement (Kormacher et al., 2007). Consistencies, as 

well as variations, from the previous literature are described below. However, comparisons 

between the results of the present study and prior research are difficult due to differences in 

measurement of quality and content variables, as well as variations in statistical approach and 

analyses, in this small body of literature.  

Quantity and content of home visiting. Overall, similar to prior literature (Raikes et al., 

2006), demographic differences varied across the three integrity components of quantity, quality, 

and content.  Although sample subgroups (i.e., Latino, African-American, Caucasian) were too 

small in the current evaluation of the local EHS program to compare demographic differences, 

Raikes and colleagues (2006) found that quantity of visitation and percent of child content 

differed in terms of race/ethnicity. However, within the present study, only one of the three 

demographic variables examined (i.e., maternal age, child age, demographic risk) emerged as a 

demographic predictor. Results in the current study found child age to be a significant predictor 

of the latent variables, Quantity and Content. Not surprisingly, children who entered the program 

at a younger age were able to receive greater Quantity of home visiting (i.e., number of home 

visits and duration of program together) and had more Content goals recorded across all content 

areas. Future qualitative research with home visitors and families, in addition to quantitative 
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studies, should continue to explore the process of goal setting and content of home visiting in 

EHS. 

Quality of home visiting. Moreover, in examining quality of home visiting services, an 

index of demographic risk predicted the latent variable of Quality (i.e., Delivery Quality and 

Response Quality together). Families with increasing levels of demographic risk reported lower 

ratings of quality for the home visiting provided and their own engagement in services. It appears 

that low-income families experiencing multiple risks related to low education, little social 

support, or difficulties communicating in their native language may encounter barriers that make 

full engagement in home visiting services challenging. This finding is particularly interesting 

given the lack of insight prior research has provided when examining the process of home 

visiting for high-risk families (Duggan et al., 2000; Fergusson et al., 2005). Rather, the current 

finding directs researchers and program staff to target and measure quality of services for 

families with increasing demographic risk. However, in terms of prior research, studies have 

found little connection between parent-reported quality of home visiting and family variables. 

Roggman et al. (2001) found that although global ratings of quality reported by staff were 

correlated with family functioning and improvement scales, parent report of quality was not 

significantly associated with family demographic variables.  Similarly, Korfmacher et al. (2007) 

found that caregiver-reported quality of relationship measured on the HCRI did not vary by 

ethnicity. Local satisfaction measures, however, were higher for English-speaking families, 

possibly indicating the challenge programs may have serving families in their native languages 

(Korfmacher et al., 2007). 

Overall, the findings in the literature are mixed as to how home visiting components, 

particularly quality of services, are related to family demographic and risk variables. However, 
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this remains to be an extremely valuable and pertinent question as home visiting programs often 

experience significant levels of non-completion. Given the current results, demographic risk is 

associated with lower levels of parent-reported quality, which likely reflects the exponential 

challenges families with multiple risks face when attempting to engage in services. Although 

beyond the scope of the present study, the findings also raise the question as to whether lower 

quality ( i.e., higher risk) would be associated with program non-completion. Fergusson et al. 

(2005), for example, reported that 65% of high-risk families were participating in home visiting 

services at 24 months and only 59% participated for the intended 36 months of the program. 

Duggan et al. (2000) also reported high attrition rates with 49% of high-risk families still 

involved in treatment at 12 months. Duggan and colleagues (2000) stated that “refusal” of 

services was the most common reason families ended treatment, likely “before home visitors had 

many opportunities to establish rapport.” 

When culturally-diverse, high-risk families receive home visiting services for the 

duration of time intended, there appears to be significant benefits for children (Raikes et al., 

2006; Wagner & Clayton, 1999). Previous research has demonstrated home visiting programs to 

be an effective method of promoting multiple aspects of cognitive development, particularly for 

children of Spanish-speaking, Latino mothers, when families completed the programs (Wagner 

& Clayton, 1999). These effects are often seen for families who are able to complete the 

program. However, prior research has provided little insight into whys some families were 

unable to complete the program. Although not designed to evaluate attrition, the current study 

identifies a clear connection between high levels of demographic risk factors and lower levels of 

parent-reported quality. By highlighting this target, local program staff and families can identify 
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and discuss strategies to promote the successful delivery and tailoring of high-quality home 

visiting services for families with multiple demographic risk factors. 

Limitations 

A number of limitations hinder the internal and external validity of the present study.  First, 

the sample size for the SEM models is small. Although initial sample size (n = 121) met minimal 

requirements, a number of participants’ archived data files were unavailable due to children’s 

transition or exit from the program. SEM is able to account for missing data, however, much 

larger samples are generally recommended.  

Moreover, there are a number of measurement concerns in using the HVPS. The parent- 

reported HVPS was the only measure used to examine home visiting quality. Although families 

were able to provide information on their unique experience with home visiting, they are unable 

to consider the breadth of home visiting experiences that occur across families. Furthermore, 

following EFA, it was reported that the HVPS 2-factor orthogonal solution accounted for only 

49% of the variance in the sample data. This finding indicates that large portions of the data 

remain unexplained and unaccounted for by the HVPS. Also, there are concerns with the 

temporal stability of the measure.  Although comparable means and standard deviations for the 

HVPS factors were found across time, correlations were low to moderate. Low stability could 

also be due to parents reflecting on the most recent home visit (i.e., immediacy effect), as there 

were not clear instructions for parents to consider their entire experience with home visiting 

when rating quality of services. Although undesirable, the low temporal stability could also 

reflect measurement error in the ability of the HVPS to reliably capture quality of home visiting 

services over time, regardless of situational factors the family may be experiencing. In addition, 

the current assessment of home visiting quality did not test the predictive validity of the HVPS. 



 

60 

 

Without doing so, the HVPS is unable to legitimize and distinguish itself from prior 

measurement tools. 

Furthermore, the measurement of home visiting content was rudimentary. Measurement of 

this construct was limited to the tallied number of child development, child health, and family-

focused goals the home visitors recorded in the weekly session logs. These data do not reflect the 

actual time within the session spent in these respective areas. They merely provide an estimate of 

the attention prescribed to a broad content area in home visiting. Furthermore, due to the 

recording of goals at each and every home visit, there is subsequently a high correlation between 

measures of content and measures of home visiting quantity. This is a major limitation as 

Quantity and Content were consequently highly correlated in SEM analyses; therefore, the true 

interrelationships between Quantity, Quality, and Content variables are less distinguishable. 

Limitations in the methods of analysis warrant attention as well. The high correlation 

between Quantity and Content variables is also a limitation in the SEM analyses due to the 

implicit linear dependency between quantity and content variables. This information was 

unknown to the researchers prior to analysis. Future analysis will look to control for the number 

of visits when examining Content and use duration in the program as the primary method of 

assessing Quantity. In addition, analysis of Quality in the SEM measurement model is somewhat 

biased, as the same participants used to evaluate the factor structure of the HVPS were again 

used in the SEM analysis. However, these limitations should not take away from the findings 

related to the construct of Quality and demographic risk. Lastly, analyses were unable to control 

for the nesting effects of home visitor. Each of the families had one of the sixteen program 

visitors with varying levels of experience and training, likely impacting service provision across 
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integrity areas. Therefore, the current study was unable to control for ratings of quality that may 

be particular to specific visitor characteristics. 

Implications and directions for future research 

Overall, the current work extended home visiting evaluation research by using a 

psychometrically-validated measure of quality of services within a comprehensive, empirically-

supported framework of quantity, quality, and content to assess service delivery for culturally-

diverse and at-risk families in EHS. Specifically, the study demonstrated that a psychometrically-

promising measure of parent-rated quality could be developed through partnership-based 

research methods. Although the parent perspective has not previously been addressed in the 

literature, preliminary development and evaluation of the HVPS indicates its promise as a 

measure that uniquely captures the parent perspective of quality. Furthermore, the results of a 

scale developed through partnership-based methods demonstrate the variation that can occur 

within this construct and potential utility of a parent-reported measure. The HVPS is therefore a 

valuable tool that can be used in conjunction with other methods to examine home visiting 

quality.  

Logical next steps include a continued examination of the construct of home visiting 

quality. Future research should further explore the multiple dimensions of quality across large 

samples to determine if the structure is maintained across different demographic groups and 

regions. In particular, Response Quality emerged as a small, but meaningful subscale of family 

engagement on the HVPS. A four-factor solution, considering two types of family engagement, 

was examined as a potentially viable solution, but the fourth factor (i.e., family-initiated 

engagement) was unable to reach internal consistency with only three items. Future studies 

should continue to investigate home visiting quality through the use of rich, qualitative studies to 
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explore the multiple dimensions of this construct. Furthermore, item response theory (IRT) 

methods could be employed to further illustrate the range of item content and construct 

representation. For example, IRT analyses can identify how likely it is that specific items will be 

endorsed and therefore used to create a scale with a normal distribution and less positive skew. 

In using advanced SEM methods, the findings presented here empirically-validate the tri-

fold model of quantity, quality, and content (Raikes et al., 2006). In confirming this conceptual 

framework, the results emphasize the need for home visiting evaluations to include indicators for 

each of the three integrity components. In particular, quality of home visiting cannot be 

overlooked. Quality was demonstrated to be a unique component of home visiting, unrelated to 

Quantity or Content, but well-fitted within the overall model of integrity. Therefore, it is 

insufficient to infer quality of home visiting based upon measures of quantity of participation 

(i.e., number of visits, duration in the program, attrition status, etc.). Future evaluations should 

also strive to collect multiple assessments of quality over time, as it appears to be a potentially 

dynamic construct. Furthermore, future studies should consider the inclusion of situational 

factors (e.g., family stress, home visitor characteristics) that may mediate or moderate the 

relationship of quantity and quality. 

In addition to assessing all three integrity components, future studies should examine the 

full range of service delivery and reception indicators identified in the joint model of Raikes and 

Power (see Figure 1). Specifically, one direction will be to develop the measurement of content 

variables in a readily accessible, feasible manner. This was attempted in the present study by 

examining content goals self-reported by home visitors on session logs. However, content was 

unable to be appropriately distinguished from measures of quantity due to the recording of goals 

at each and every home visit. The goals reported by the home visitor may not be the most useful 
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way to capture this critical construct. Rather, in partnership with program administrators, home 

visitors, and families, researchers should examine alternative methods of assessing content in a 

quick and efficient way. Ultimately, by assessing the integrity components of quantity, quality, 

and content in a readily feasible manner, program supervisors and staff will be able to review 

and monitor the data in systematic fashion to promote high-quality service delivery. 

Moreover, the research presented here provides a foundational framework for evaluating 

home visiting service integrity, necessary in order to answer policy-pertinent questions related to 

child and family outcomes.  The intended use of this comprehensive model in evaluations is to 

identify targets for program modifications, to enhance service delivery, and subsequently to 

promote positive child and family outcomes for all participants. For example, the present work 

identified child and family characteristics to be significant predictors of service delivery within a 

sample of low-income families. In particular, a family’s level of demographic risk was 

associated with lower levels of parent-rated delivery of and response to home visiting services. A 

direct implication would be to target quality of services for families with multiple demographic 

risk factors (e.g., single-parent families, less than high school education) and use problem-

solving to identify strategies to promote service quality for these families. Although home 

visiting services are designed to be individually tailored to meet families’ needs, the process as to 

how this is done has not been elucidated. Future studies should reflect and examine how high-

risk families are identified (e.g., demographics, risk scales) and how strategies are systematically 

implemented to promote effective service delivery and child and family outcomes. 

This is valuable information as many participants with multiple risk factors are often 

unable to complete the prescribed duration of home visiting (Duggan et al., 2000; Wagner & 

Clayton, 1999). Although it was beyond the scope of the current study, further analysis of this 
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model should examine whether families with lower levels of parent-reported quality are indeed 

more likely to discontinue services.  Furthermore, despite that the current sample was unable to 

compare specific demographic groups, the full model should be replicated and examined in 

further detail with adequate samples of culturally-diverse groups in future research. Finally, in 

extending the current research, this model of integrity assessment will enable researchers to 

identify the vital connections between EHS home visiting components and child/family 

outcomes. 

 This research comes at a critical point in time, as the Obama administration has 

recognized the importance of home visiting programs as a national priority. The Maternal, Infant, 

and Early Childhood Home Visiting (MIECHV) initiative authorized through the Affordable 

Care act (2010) is designed to strengthen, coordinate, and promote comprehensive home visiting 

services for at-risk families. Over the next 7 years, the Obama administration is to provide $8.6 

million dollars to fund “evidence-based” home visiting for low-income families (National 

Association of Child Care Resource and Referral Agencies, 2009).  In thoroughly investigating 

the implementation of integrity components and service delivery, researchers can appropriately 

evaluate the effectiveness of specific home visiting interventions and program modifications. 

Overall, high-quality evaluations of home visiting will enable policy makers to make informed 

decisions and to direct policies that will support evidenced-based early childhood services for 

EHS families. 
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Table 1  

Family Demographics 

 Demographic Percentages, Means, Ranges 

Caregiver ethnicity 68% Hispanic, 13% Black, 10% White, 7% Bi-racial, 1% Asian 

Primary language  

37% English, 16% Spanish, 30% Bilingual (English primary), 13% 

Bilingual (Spanish primary), 1% Other 

Caregiver education 40% Below HS, 27% HS grad, 31% Some college, 1% College degree 

Family household 41% Single-parent, 39% Two-parent, 20% Single-parent with partner 

Caregiver age 

M: 26 yrs old, R: 16-41 years old, 42% under 25 years old, 5% current 

teen mothers 

Child age at assessment M: 14 months, R: 6 months (prenatal)-28 months 

Child age at enrollment M: 13 weeks, R: 6 weeks (prenatal)- 27 months 

Child disability status 6.6%  receive services through an IFSP 
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Table 2  

Skewness and Kurtosis Values for HVPS Items 

Item Skewness Kurtosis 

1 -1.33 -0.23 

2 -1.25 0.45 

3 -1.17 -0.64 

4 -1.24 1.14 

5 -0.77 -0.32 

6 -1.35 0.77 

7 -1.24 0.55 

8 -1.93 6.16 

9 -1.74 3.49 

10 -0.84 -0.52 

11 0.08 -0.89 

12 -0.67 -0.72 

13 -0.85 -0.49 

14 -0.99 -0.29 

15 -0.93 -0.61 

16 -1.33 0.83 

17 -1.46 1.13 

18 -1.49 1.01 

19 -1.15 0.18 

20 -0.98 0.56 

21 -1.41 0.94 

22 -1.15 0.52 

23 -1.89 3.38 
Notes. n = 121. Italicized items indicate non-normal distribution 
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Table 3 

Percent Variance Accounted for by Each Factor in Oblique Solutions 

  Percent variance by factor 

  1 2 3 4 

2-Factor solution 43.7 4.4 n/a n/a 

3-Factor solution 43.9 4.7 3.5 n/a 

4-Factor solution 44.0 4.8 3.7 3.2 
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Table 4 

Factor Loadings for Dimensions of the HVPS 

Item content by factor Factor loadings* 

Delivery Quality: (14 items, α = .92)   

CDP genuinely cares  .83 

CDP provides encouragement .73 

Family is excited for visit .73 

CDP is respectful of culture .72 

CDP is interested in family .71 

CDP and family interacting during the visit .69 

CDP shares information about child development .66 

Activities are specific to child/family .61 

CDP is consistent/dependable .60 

Questions about child development, etc. .59 

CDP and family plan visit .57 

Comfortable sharing concerns .51 

CDP incorporates whole family .51 

Program provided in appropriate language  .49 

  Response Quality: (5 items, α = .73) 

 Caregiver takes the lead with visit .64 

Caregiver & CDP problem solve  .61 

Family is ready to start visit .55 

CDP helps with big family goals .49 

Caregiver observes child's progress outside visit .49 
Notes. n = 121. *Entries are varimax rotated loadings. 

Appreciable loading set to .44   
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Table 5  

Non-loading and Double Loading Items  

Item 

Factor 1 

loading 

Factor 2 

loading 

7. CDP connects me with community resources 0.52 0.53 

16. During visits we monitor child's progress 0.52 0.56 

19. My CDP involves me in play/teaching 0.58 0.56 

20. I complete my weekly assignments after visit 0.42 0.29 
Notes. n = 121. *Entries are varimax rotated loadings. 

Appreciable loading set to .44   
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Table 6 

Means and Standard Deviations for HVPS Factor Scores 

  Factor 1:Delivery Quality Factor 2: Response Quality 

Assessment time Mean Std. Dev. Mean Std. Dev. 

Initial scaling (n = 121) 65.28 5.32 21.23 2.63 

Reliability (n = 28) 65.19 5.27 20.75 4.51 
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Table 7 

Descriptives of Service Delivery Indicators 

  Mean Std. Dev. Range 

Quantity       

Total number of home visits 43.6 31.7 2-103 

Intensity (visits/week) 0.89 0.31 0.43-3.00 

Duration in program (weeks) 51.6 36.6 1-124 

Quality       

HVPS- Delivery quality 65.3 5.3 53-70 

HVPS- Response quality 21.2 2.6 14-25 

Content       

Child development goals 82.8 64.5 4-220 

Child health goals 102.8 77.5 4-257 

Family support goals 124.7 92.2 6-335 
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Tables 8 

Bivariate Correlations 

    1 2 3 4 5 6 7 8 

1 Number of home visits 1               

2 Intensity -0.13 1             

3 Duration 0.97** -0.21 1           

4 Delivery quality 0.04 -0.08 0.01 1         

5 Response quality 0.22 -0.13 0.19 .61** 1       

6 Child development goals 0.93** -0.11 0.90** 0.01 0.20 1     

7 Child health goals 0.93** -0.14 0.92** 0.01 0.16 0.96** 1   

8 Family support goals 0.91** -0.11 0.89** 0.05 0.20 0.94** 0.95** 1 
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Table 9 

Indicator Estimates and Corresponding Latent Variables for the Original Model 

  Regression weights 

                                  Quantity    Quality            Content 

Indicator    β           b  β           b             β           b 

Total number of home visits .99       31.23**     

Duration in program .98       35.23**     

Intensity of visiting -.17     -0.05     

Delivery quality   .74       4.03**   

Delivery quality 2 (RA)  .78       4.61**  

Response quality   .84       2.36**   

Response quality 2 (RA)  .63       3.18*  

Child development goals     .97       62.49** 

Child health goals     .98       75.79** 

Family support goals     .96       88.50** 
Notes: RA= Reliability Assessment  

*p < 0.01 

**p < 0.001 
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Table 10  

 

Latent Variable Covariance Matrix for Original Model 

 

Quantity 1.00     

Quality   0.18 1.00   

Content 0.95** 0.13 1.00 
**p < 0.001 
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Table 11  

Indicator Estimates and Corresponding Latent Variables for the Modified Model 

  Regression weights 

                                   Quantity        Quality             Content 

Indicator    β           b       β           b           β           b   

Total number of home visits .99        31.27**     

Duration in program .97        35.18**     

Delivery quality       .74       4.03**   

Delivery quality 2 (RA)      .78       4.62**  

Response quality       .84       2.35**   

Response quality 2 (RA)      .63       3.18*  

Child development goals     .97     62.49** 

Child health goals     .98     75.78** 

Family support goals     .96     88.51** 
Notes: RA= Reliability Assessment 

*p < 0.01 

**p < 0.001 
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Table 12  

 

Latent Variable Covariance Matrix for Modified Model 

 

Quantity 1.00     

Quality   0.18 1.00   

Content 0.95** 0.13 1.00 
**p < 0.001 
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Figure 1. Conceptual model of home visiting integrity. 
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Figure 2. Original measurement model of home visiting service delivery (Model 1). 
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Figure 3. Modified measurement model of home visiting service delivery (Model 2). 
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Figure 4. Full SEM model of demographic variables and home visiting services. 



 

81 

 

References 

Anderberg, M. R. (1973). Cluster analysis for applications. New York: Academic Press. 

Arbuckle, J. L. (2012). Amos 21.0 User's Guide. Chicago: SPSS.  

Baker, A. J. L., Piotrowski, C.S., & Brooks-Gunn, J. (1998). The effects of the Home 

 Instruction Program for Young Preschoolers (HIPPY) on children’s school 

 performance at the end of the program and one year later. Early Childhood 

 Research Quarterly, 13, 571-88. 

Bracaliello, C.B., Manz, P.H., & Caskie, G.I.L. (2009, February). Offsetting barriers to family  

 involvement in home visiting. Poster presented at the annual convention of the National 

 Association of School Psychologists, Boston, Massachusetts. 

Brookes, S. J., Summers, J. A., Thornburg, K. R., Ispa, J. M., & Lane, V. J. (2006). Building 

 successful home visitor-mother relationships and reaching program goals in two early 

 Head Start programs: A qualitative look at. Early Childhood Research Quarterly, 21(1), 

 25-45. 

Browne, M. W. & Cudeck, R. (1993). Alternative ways of assessing model fit. In K. A. Bollen & 

J. S. Long (Eds.), Testing structural equation models (pp. 132-162). Beverly Hills, CA: 

Sage. 

Culp, A., Culp, R. E., Hechtner-Galvin, T., Howell, C. S., Saathoff-Wells, T., & Marr, P. (2004). 

First-time mothers in home visitation services utilizing child development specialists. Infant 

Mental Health Journal, 25(1), 1-15.  



 

82 

 

Duggan, A., McFarlane, E., Fuddy, L., Burrell, L., Higman, S. M., Windham, A., et al. (2004). 

Randomized trial of a statewide home visiting program: Impact in preventing child abuse 

and neglect. Child Abuse & Neglect, 28(6), 597-622.  

Fantuzzo, J., McWayne, C., Perry, M.A., & Childs, S. (2003). Multiple dimensions of family 

 involvement and their relations in behavioral and learning competencies for low-income 

 children. School Psychology Review, 33(4), 467-480. 

Fantuzzo, J., Tighe, E., & Childs, S. (2000). Family involvement questionnaire: A 

 multivariate assessment of family participation in early childhood education. 

 Journal of Educational Psychology, 92(2), 367-376.    

Gaskins, S. (1994). Integrating interpretive and quantitative methods in socialization 

 research. Merrill-Palmer Quarterly, 40(3), 313-333. 

Gomby, D. S. (2005). Home visitation in 2005: Outcomes for children and parents 

 (Working Paper No. 7). Washington, DC: Invest in Kids Working Group. Retrieved July  

 20, 2007, from http://www.ced.org/docs/report/report_ivk_gomby_2005.pdf. 

Gorsuch, R.L. (1983). Factor analysis (2nd ed.). Hillsdale, NJ: Erlbaum. 

Harman, H. H. (1976). Modern factor analysis (3rd ed.). Chicago: University of Chicago 

 Press. 

Hebbler, K.M., & Gerlach-Downie, S.G. (2002). Inside the black box of home visiting: A 

 qualitative analysis of why intended outcomes were not achieved. Early Childhood 

 Research Quarterly, 17, 28-51. 

http://www.ced.org/docs/report/report_ivk_gomby_2005.pdf


 

83 

 

Korfmacher, J., Green, B., Spellmann, M., & Thornburg, K. R. (2007). The helping relationship 

and program participation in early childhood home visiting. Infant Mental Health Journal, 

28(5), 459-480.  

Korfmacher, J., Green, B., Staerkel, F., Peterson, C., Cook, G., Roggman, L., et al. (2008). 

Parent involvement in early childhood home visiting. Child & Youth Care Forum, 37(4), 

171-196.  

Kraemer, H.C., Kazdin, A.E.; Offord, D.R., Kessler, R.C.; Jensen, P.S., Kupfer, D.J. (1997). 

Arch Gen Psychiatry; 54, 337-343.  

Lamb-Parker, F., Piotrowski, C.S., Baker, A.J., Kessler-Sklar, S., Clark, B., & Peay, L. (2001). 

 Understanding barriers to parental involvement in Head Start: a research- community 

 Partnership. Early Childhood Research Quarterly, 16, 35-51. 

Love, J. M., Kisker, E., Ross, C., Raikes, H., Constantine, J., Boller, K., Brooks-Gunn, J., 

 Chazan-Cohen, R., Tarullo, L., Brady-Smith, C., Fuligni, A., Schochet, P., Paulselli, P., 

 & Vogel, C. (2005). The effectiveness of Early Head Start for three year old children and 

 their parents: Lessons for policy and programs.  Developmental Psychology, 41(6), 885-

 901. 

Manz, P. H., & Lehtinen, J. (2005, August). The interrelationship of Head Start’s home visiting 

 and family involvement.  Poster presented at the APA Annual Convention,  Washington, 

 D.C. 



 

84 

 

McBride, S. L., & Peterson, C. (1997). Home-based early intervention with families of children 

with disabilities: Who is doing what? Topics in Early Childhood Special Education, 17(2), 

209-233.  

McDermott, P. A., Marston, N. C., & Stott, D. H. (1993).Adjustment Scales for Children and 

 Adolescents. Philadelphia: Edumetric and Clinical Science. 

National Association for Child Care Resource and Referral Agencies (2009). Summary of Early 

 Learning Challenge Fund Legislation. Retrieved August 23, 2009 from 

 http://www.naccrra.org 

Perepletchikova, F., & Kazdin, A. E. (2005). Treatment integrity and therapeutic change: Issues 

and research recommendations. Clinical Psychology: Science and Practice, 12(4), 365-383.  

Peterson, C. A., Luze, G. J., Eshbaugh, E. M., Jeon, H., & Kantz, K. R. (2007). Enhancing 

parent-child interactions through home visiting: Promising practice or unfulfilled promise? 

Journal of Early Intervention, 29(2), 119-140.  

Power, T. J., Blom-Hoffman, J., Clarke, A. T., Riley-Tillman, T., Kelleher, C., & Manz, P. H. 

(2005). Reconceptualizing intervention integrity: A partnership-based framework for linking 

research with practice. Psychology in the Schools, 42(5), 495-507.  

Raikes, H., Green, B.,  Atwater, J., Kisker, E., Constantine, J., & Chazan-Cohen, R.  

 (2006). Involvement in Early Head Start home visiting services: Demographic 

 predictions and relations to child and parent outcomes. Early Childhood Research 

http://www.naccrra.org/


 

85 

 

 Quarterly, 21, 2-24. 

Roggman, L. A., Boyce, L. K., Cook, G. A., & Jump, V. K. (2001). Inside home visits: A 

collaborative look at process and quality. Early Childhood Research Quarterly, 16(1), 

53-71.  

Roggman, L. A., Cook, G. A., & Jump Norman, V. K., Christiansen, K., Boyce, L. K., & 

Innocenti, M. S. (2008). Home Visit Rating Scales (HOVRS).  In L. A. Roggman, L. K. 

Boyce, and M. S. Innocenti, Developmental Parenting: A Guide for Early Childhood 

Practitioners (pp. 209-217). 

Roggman, L. A., Cook, G. A., & Jump Norman, V. K. (2008). Parent Satisfaction with the Home 

Visitor and Home Visit: A survey for parents.  In L. A. Roggman, L. K. Boyce, and M. S. 

Innocenti, Developmental Parenting: A Guide for Early Childhood Practitioners (pp. 206-

208).  Baltimore: Paul H. Brookes Publishing. 

Rubin, D.B. (1987) Multiple Imputation for Nonresponse in Surveys. J. Wiley & Sons, New 

 York. 

Sanetti, L.M., & Kratochwill, T.R. (2009). Toward developing a science of treatment integrity: 

 Introduction to the special series. School Psychology Review, 38, 445-459. 

Schumacker, R.E., & Lomax, R.G. (2004). A beginner’s guide to structural equation modeling 

 (2
nd

 ed.). Mahwah: Lawrence Erlbaum Associates. 

Sharp, E. A., Ispa, J. M., Thornburg, K. R., & Lane, V. (2003). Relations among mother and 

home visitor personality, relationship quality, and amount of time spent in home visits. 

Journal of Community Psychology, 31(6), 591-606.  



 

86 

 

Stevens, J.P. (2002). Applied Multivariate Statistics for the Social Sciences. Mahwah, NJ: 

 Lawrence Erlbaum Associates 

Stormshack, E. A., Kaminiski, R.A., & Goodman, M.R. (2002). Enhancing the parenting  skills 

 of Head Start families during transition to kindergarten. Prevention Science, 3(3), 223-

 234. 

Sweet, M.A., & Appelbaum, M.I. (2004). Is home visiting an effective strategy? A meta- 

 analytic review of home visiting programs for families with young children. Child 

 Development, 75(5), 1435-1456. 

Tabachnick, B.G., & Fidell, L.S. (2007). Using multivariate statistics (5th ed.). Boston: Allyn & 

 Bacon. 

US Department of Health and Human Services (1996). Head Start program performance 

 standards (DHHS Publication No OHDS 84-31131) Washington, DC: U.S. Government 

 Printing Office.  

Wagner, M., & Clayton, S. (1999). The parents as teachers program: Results from two 

 demonstrations. The Future of Children, 9, 91-115. 

Weston, R. & Gore, P. A. (2006). A brief guide to structural equation modeling.  The Counseling 

 Psychologist, 34, 719 – 751. 



 

87 

 

Appendix A 

Home Visiting Process Scale (HVPS)  
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Please indicate how strongly you agree or disagree with the following statements: 
1= Disagree Strongly          2= Disagree       3= Neutral          4= Agree         5=Strongly Agree 

 
 Rating 

 DS        D        N          A       SA 
Statement   1         2         3          4         5  

1. My Child Development Partner (CDP) shares information with me about 
children's development or parenting strategies 

  O        O         O         O        O 

2. We are excited to have our EHS visit each week   O        O         O         O        O 

3. I believe that my CDP genuinely cares about my child and family   O        O         O         O        O 

4. Together, my CDP and I decide what activities to do in the visit   O        O         O         O        O 

5. We are ready to start when our CDP arrives (e.g., child is waiting, t.v. is off)   O        O         O         O        O 

6. My CDP is consistent and dependable. I know I can count on my CDP.   O        O         O         O        O 

7. My CDP helps connect me with community resources for my child and family   O        O         O         O        O 

8. I ask questions about my child’s development, family issues , or other topics of 
interest 

  O        O         O         O        O 

9. I feel comfortable sharing personal information or concerns with my CDP   O        O         O         O        O 

10. The visit activities are specific to the desires and needs of my child and family   O        O         O         O        O 

11. I take the lead with activities during the visit   O        O         O         O        O 

12. Together, my CDP and I problem solve by breaking problems into smaller steps   O        O         O         O        O 

13. My CDP helps us meet our family goals (ex., obtain employment, find an 
apartment) 

  O        O         O         O        O 

14. I notice my child's progress during the week   O        O         O         O        O 

15. My CDP is interested in learning about my family    O        O         O         O        O 

16. During home visits, we monitor my child's progress   O        O         O         O        O 

17. Together, we spend time interacting (ex., talking, reading, sharing) during the 
visit 

  O        O         O         O        O 

18. My CDP is respectful of my family's routines and culture   O        O         O         O        O 

19. My CDP involves me in the play and teaching activities during the visit   O        O         O         O        O 

20. I complete my weekly assignments after a visit   O        O         O         O        O 

21. My CDP provides me with encouragement and makes me feel more confident   O        O         O         O        O 

22. My CDP incorporates the whole family into the visit   O        O         O         O        O 

23. I am provided the program in a language I am comfortable speaking (ex., 
Spanish, Bilingual) 

  O        O         O         O        O 
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