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Abstract
Child maltreatment can have severe developmental impacts. Home
visiting programs aim to prevent child maltreatment, but a review of several
evaluations demonstrates inconsistent results regarding child maltreatment
prevention. One approach to understanding this variation is to investigate
outcome-dosage (amount of service) relationships through process evaluations. In
a number of evaluations, dosage primarily refers to the home visit; however, the
second Massachusetts Healthy Families Evaluation (MHFE-2), of which this
thesis is a part, has expanded the definition of utilization to include non-home
visit, or secondary, activities. This thesis is MHFE-2’s pilot study exploring
secondary activity utilization. Findings indicate that while age, education and
employment status are largely unrelated to secondary activity utilization,
community context, defined in this thesis by percent minority, poverty level, and
density, does plays a role in secondary activity utilization. Findings indicate that
mothers residing in communities with high density and a high percentage of
minorities are more likely to utilize secondary activities than mothers from high
income, high density communities with a low percentage of minorities. This
understanding can contribute to further MHFE-2 utilization studies.

ii

Acknowledgements
First and foremost, thank you to Francine Jacobs whose advisement and
positive support throughout this process kept me motivated and excited. Second,
thank you to Jessica Goldberg, for training me, and answering countless questions
on coding and writing. Third, thanks to Barbara Parmenter for her invaluable GIS
insight and to both Barbara Parmenter and Sarita Rogers for their insights as
committee members.
This process would not have been completed without the love and support
from my family a friends. A big thank you is owed to my mom and dad for
drilling “focus and finish” into my head as a child, and for constantly believing in
me. Thank you to my sisters for their continued love throughout this process, and
to Kathlyn specifically for being my statistics hotline. Thank you to my aunts
Laura and Cheryl, and their families, for providing me with a home in Boston and
thesis breaks. Thank you also to my friends Laura, Jerica, Katie, Christine,
Annie, Margaret, Maura and Ron for sending me positive vibes throughout the
thesis process. An additional thanks to the Thesis Thursday group – Brittany,
Melissa, Pete, Rowan, Ellen and Erin – for continuing to motivate me and
encourage me. A special thanks to Melissa and Marcus for their GIS assistance.

iii

Table	
  of	
  Contents
List	
  of	
  Tables	
  .......................................................................................................................	
  v
List	
  of	
  Figures	
  .....................................................................................................................	
  vi
List	
  of	
  Maps	
  ......................................................................................................................	
  vii
Introduction	
  ......................................................................................................................	
  1
Child	
  Maltreatment	
  .......................................................................................................	
  7
Child	
  Maltreatment	
  Prevention:	
  Historical	
  Context	
  ..................................................	
  11
Home	
  Visitation:	
  A	
  Comprehensive	
  Approach	
  ...........................................................	
  14
Effectiveness	
  of	
  Home	
  Visiting	
  Programs	
  ...................................................................	
  18
Summary	
  of	
  the	
  Literature	
  Review	
  .............................................................................	
  33
Methods	
  ..........................................................................................................................	
  38
Massachusetts	
  Healthy	
  Families	
  Evaluation	
  ..............................................................	
  38
Sample	
  Selection	
  .........................................................................................................	
  39
Data	
  Sources	
  ................................................................................................................	
  40
Analysis	
  ........................................................................................................................	
  46
Results	
  and	
  Findings	
  ........................................................................................................	
  48
Analyses	
  of	
  Secondary	
  Activities	
  ................................................................................	
  48
Patterns	
  of	
  Secondary	
  Activity	
  Utilization	
  by	
  Maternal	
  Characteristics	
  ....................	
  54
Patterns	
  of	
  Secondary	
  Activity	
  Utilization	
  by	
  Distance	
  to	
  Home	
  Visiting	
  Center	
   .....	
  59
Patterns	
  of	
  Secondary	
  Activity	
  Utilization	
  by	
  Community	
  Context	
  Profile	
  ...............	
  60
Summary	
  of	
  Results	
  ....................................................................................................	
  69
Discussion	
  ........................................................................................................................	
  70
Conclusions	
  ......................................................................................................................	
  76
Appendix	
  A:	
  Program	
  Evaluations	
  Analyzed	
  in	
  this	
  Thesis	
  ............................................	
  79
Appendix	
  B:	
  Program	
  and	
  Evaluation	
  Profiles	
  ...............................................................	
  80
Appendix	
  C:	
  Codebook	
  ....................................................................................................	
  84
References	
  .......................................................................................................................	
  87

iv

List	
  of	
  Tables	
  
Table	
  1:	
  Participant	
  Race/Ethnicity……………………………………………………………………………27	
  
Table	
  2:	
  Community	
  Context	
  Profiles………………………………………………………………………..37	
  
Table	
  3:	
  Distribution	
  of	
  Secondary	
  Activity	
  Codes……………………………………………………..42	
  
Table	
  4:	
  Coding	
  Definitions……………………………………………………………………………………….45	
  
Table	
  5:	
  Statistical	
  Overview	
  of	
  Content	
  Types...………………………………………………………55	
  
Table	
  6:	
  Table	
  of	
  R-‐values	
  from	
  Demographic	
  Variable	
  Correlations…………………………57	
  
Table	
  7:	
  Table	
  of	
  Results	
  from	
  Demographic	
  Variable	
  TTests………………………………….…58	
  
Table	
  8:	
  Community	
  Context	
  Profile	
  ANOVA	
  Results…………………………………………………62	
  
	
  

v

List	
  of	
  Figures	
  
Figure	
  1:	
  A	
  Box	
  Plot	
  Analysis	
  of	
  Completed	
  Activities………………………………………………..52	
  
Figure	
  2:	
  Averages	
  of	
  Secondary	
  Activity	
  Utilization	
  by	
  Community	
  Context	
  Profile....61	
  

vi

List	
  of	
  Maps	
  
Map	
  1.1:	
  Mother’s	
  Location	
  by	
  Community	
  Context	
  Profile………………………………………49	
  
Map	
  1.2:	
  Secondary	
  Activities…………………………………………………………………………………..50	
  
Map	
  1.3:	
  Completed	
  Secondary	
  Activities…………………………………………………………………53	
  
Map	
  1.4:	
  Secondary	
  Activities	
  with	
  Content……………………………………………………………..56	
  
Map	
  1.5:	
  Completed	
  Secondary	
  Activities	
  by	
  Community	
  Context	
  Profile…………………63	
  
Map	
  1.5.2:	
  Completed	
  Secondary	
  Activities	
  by	
  CCP	
  –	
  Boston	
  Area…….……………………..64	
  
Map	
  1.6:	
  Secondary	
  Activities	
  with	
  Content	
  by	
  CCP………………………………………………….66	
  
Map	
  1.6.2:	
  Secondary	
  Activities	
  with	
  Content	
  by	
  CCP	
  –	
  Boston	
  Area…………………………67	
  
	
  

vii

Introduction
The birth of a child represents a transition period in a parent’s life, and
while it is usually a much-valued event, there also are many stresses associated
with this transition to parenthood. Some stress is related to the rearing of the
child himself or herself, such as learning how to care for the child and managing
the inevitable sleep deprivation (Harwood, McLean & Durkin, 2007). Other
stress is related to the potential lifestyle changes as a result of the altered family
structure; relationships with friends, family and partners may change, marital
satisfaction may decline, and work roles might change (Harwood et al., 2007).
The stressors listed above are those almost every parent faces. For some
families, however, these normally occurring parenting stresses are exacerbated by
poverty, mental illness, substance abuse, and community resources (Miller,
Sadegh-Nobari & Lillie-Blanton, 2011; LeCroy & Milligan Associates, Inc.,
2008; Stagner & Lansing, 2009; LeCroy & Milligan Associates, Inc., 2008).
These additional stressors lead to an increased risk for child maltreatment
(Hussey, Chang & Kotch, 2006; Freisthler, Merritt & Lascala, 2006; Gilbert,
Widom, Browne, Fergusson, Webb & Janson, 2008). Neighborhoods also play a
role in the risk for child maltreatment (Freisthler et al., 2006; Gilbert et al., 2008);
and stressed families in neighborhoods with high rates of impoverishment, high
residential instability, or high drug and alcohol availability are at an increased risk
for child maltreatment (Freisthler et al., 2006; Gilbert et al., 2008).
Child maltreatment, which includes physical, sexual and emotional abuse,
and neglect, has serious developmental consequences (Stagner & Lansing, 2009),
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and is one of the most serious concerns for children in our nation (U.S.
Department of Health and Human Services, 2010; Stagner & Lansing, 2009). In
2009, of the 503,039 maltreatment victims, approximately 33.4% were between
the ages of 0 to 3 (U.S. Department of Health and Human Services, 2010).
Children from ages 4 to 7 represented 23.3% of maltreatment victims in 2009,
children 8 to 11 represented 18.8%, children 12 to 15 represented 17.8%, and
children 16 and 17 represented 6.3% (U.S. Department of Health and Human
Services, 2010). As demonstrated here, maltreatment is present in all age groups,
but the group with the highest victimization rate is infants and toddlers,
particularly infants in their first year of life; their victimization rate is 20.6
children per 1,000 (U.S. Department of Health and Human Services, 2010).
Unfortunately, the children with the highest victimization risk are also developing
quickly. Development during the early years is greatly shaped by the
environment, with periods of significant physical, emotional, social, cognitive and
linguistic growth. As a result, a child at this age is particularly vulnerable to harm
(Committee on Integrating the Early Science of Childhood, 2000), and this early
maltreatment can affect socio-emotional development, stress levels at the time of
maltreatment, reactions to stress later in life, and brain wiring and volume
(Gerhardt, 2004; Shonkoff, Boyce & McEwen, 2009). In addition, early
maltreatment can lead to increased risk for developmental delays, mental and
physical illness, and psychopathology (Gerhardt, 2004; Shonkoff et al., 2009).
Fortunately, research has shown that even those parents most at risk for
child maltreatment may be helped by early and effective family support (Pancer,
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Pratt, Hunsberger & Gallant, 2000). To this end, there exists a broad range of
programs aimed at preventing maltreatment in at-risk families, and intervening
with families in which maltreatment has already occurred (Paxson & Haskins,
2009; Daro, 2010a). These programs take many forms, including for example,
parent education, family support, and abuse treatment programs (Paxson &
Haskins, 2009). While there are a variety of prevention efforts available, one
child maltreatment prevention approach that has gained great popularity in the last
30 years is home visiting (Daro, 2009a). Home visiting serves many purposes in
addition to reducing child abuse and neglect, and is delivered variably in models
offered across local, state, and national agencies and organizations (Shonkoff,
Lippitt & Cavanaugh, 2000; Stoltzfus & Lynch, 2009).
Home visiting programs have proliferated over the last 20 years in part
due to the development of national models for home visiting, as well as the
increasing evidence of how important the early years are for development (Daro,
2009a; Stoltzfus & Lynch, 2009). This popularity was manifested in an
increasing amount of resources that federal, state, and local governments seemed
to be willing to invest in this approach to family support programming (Daro,
2009a). As the home visiting field burgeoned, so did the field of home visiting
program evaluation, with an increasing number of rigorous evaluations being
undertaken, as different models and approaches have striven both to demonstrate
their effectiveness and to gather information about how to improve program
practices (Stoltzfus & Lynch, 2009; Daro, 2009a).
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Results of the most major of these evaluations (see Appendix A for a list
of evaluations reviewed here) have been inconsistent at best. At one end of the
spectrum are the consistently positive outcomes demonstrated by the longitudinal,
randomized controlled trials (upheld as the “gold standard” of research) David
Olds and his colleagues have been conducting since the inception of the Nurse
Family Partnership (NFP) for at-risk mothers in Elmira, NY in the early 1980s.
Child maltreatment has been consistently lower for the home visiting group across
the 15 years after the completion of service receipt (Olds et al., 2000; Olds, 2006;
Eckenrode et al., 2010).
But not all evaluations have been able to demonstrate significant
reductions in child maltreatment. Most programs, such as Healthy Families New
York and Healthy Families Arizona demonstrate a mix of results regarding
maltreatment such as reductions in violent disciplinary practices but no reduction
in maltreatment rates or reductions in physical abuse but not neglect (Dumont et
al., 2010; LeCroy & Milligan Associates, Inc., 2008).
Evaluations for home visiting programs have been criticized for a variety
of shortcomings, including the use of quasi-experimental or non-experimental
designs rather than randomized control studies (Astuto & Allen, 2009), a reliance
on parental reports of abuse rather than Child Protective Service reports
(Korfmacher, Green, Spellman & Thornburg, 2007), and for the insufficient
exploration of/explanation for the tremendous variation in how participants seem
to both utilize and benefit (or not) from home visiting services (Astuto & Allen,
2009; Korfmacher et al., 2007), among others. The study proposed here—an
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investigation of service utilization patterns in a home visiting program for teen
mothers—attempts to address the last of these criticisms.
Despite increasingly rigorous outcome evaluations, investigation of
program implementation, including program utilization, has been relatively
neglected; that is, process evaluations of home visiting have not enjoyed
comparable investment of effort or conceptual sophistication. So, for example, to
the extent that utilization – a complex phenomenon in home visiting – has been
measured, the variable has generally only reflected the number of home visits
completed; only occasionally have researchers included analyses of critical
service parameters such as the duration, quality, and content of home visiting, and
its activities related to service referral (Kitzman et al., 2000; Olds et al., 2004;
Olds et al., 2007; Kitzman et al., 2010; Olds et al., 2002; Mitchell-Herzfeld, Izzo,
Green, Lee, & Lowenfels, 2005; DuMont et al., 2010; LeCroy & Milligan
Associates, Inc., 2007; Wagner et al., 2001; Raikes, 2006).
This current study analyzed program utilization data derived from a
randomized, controlled trial of a statewide home visiting program for young
mothers – Healthy Families Massachusetts (HFM)1, to develop a fuller, more
comprehensive picture of what home visiting services actually entail. This study
looked at an area of utilization largely neglected in the evaluations reviewed in
this thesis – non-home visit utilization, or “secondary activities.” Secondary
activities is defined in this thesis as non-home visit activities such as phone calls,

1

Co-Principal Investigators for the Healthy Families Massachusetts Evaluation include: Ann
Easterbrooks, Francine Jacobs, Jayanthi Mistry
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attempted phone calls, mailings, contacts with other agencies, attempted visits,
and text messages. Using secondary activity data, this study looked for patterns
of secondary activity usage by exploring the following question:
•

Are there patterns of secondary activity utilization?

This question led to two sub-questions:
•

Do populations, as defined by demographic characteristics, utilize
secondary activities differently?

•

Do communities, as defined by geographic or community
characteristics, utilize secondary activities differently?

The remainder of this thesis includes a review of the relevant developmental,
policy, and evaluation literature, followed by the research methods utilized in the
study, results, and a discussion of findings and conclusions.
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Literature Review
This review highlights several key areas of theory and research pertinent
to the investigation of home visiting utilization. It begins with a brief discussion
of the effects of maltreatment on child development and the history of child
maltreatment prevention, including the expansion of political support for home
visiting programs. It then proceeds with a summary of selected, relevant home
visiting outcome evaluation findings, and concludes with a review of program
utilization findings across eight home visiting evaluations.
Child Maltreatment
Child maltreatment, one of the most severe threats to children, is
nationally defined as “any recent act or failure to act on the part of a parent or
caretaker which results in death, serious physical or emotional harm, sexual abuse
or exploitation; or an act or failure to act which presents an imminent risk of
serious harm” (U.S. Health and Human Services, 2009). While all states observe
the federal definition, many states have added to it, creating a large variation in
definitions of abuse and neglect across the fifty states and the District of
Columbia (Paxson & Haskins, 2009).
Prevalence of child maltreatment. Maltreatment affects 17.1 of every
1,000 children in the United States although some age groups experience higher
victimization rates (U.S Health and Human Services, 2009). Neglect is the most
prevalent form of maltreatment; in 2009, approximately 78.3% of victims suffered
from neglect compared to 17.8% from physical abuse, 9.5% from sexual abuse
and 7.6% from emotional abuse or psychological maltreatment (U.S. Health and
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Human Services, 2009). The victimization rate was even higher among the
youngest age groups, with one-third of all victims being under age four; in fact,
the age group from birth to one year old has a victimization rate of 20.6 per 1,000
(U.S. Health and Human Services, 2009). While child maltreatment can occur in
any family, child maltreatment has a higher prevalence rate in families facing
stressors such as unemployment, single parenthood, substance abuse and mental
illness (LeCroy & Milligan Associates, Inc., 2008a; Stagner & Lansing, 2009;
Freisthler et al., 2006; Sedlak, Mettenburg, Basena, Petta, McPherson, Greene &
Li, 2010). Child maltreatment is also increasingly prevalent in families with a
low socioeconomic status (SES); in fact, the prevalence of maltreatment in other
families is 4.4 out of 1,000 while the prevalence for low-SES families is 22.5 per
1,000 children (Sedlak et al., 2010).
Developmental effects of child maltreatment. With increasing evidence
that the early years are crucial to the development of children, it is clear that
unpredictable and harsh caregiving during this time can and does have grave
impacts on a child’s development (Gerhardt, 2004; Shonkoff et al., 2009). In fact,
“infants and toddlers who have been maltreated are six times more likely that the
general population to have a development delay” (Leslie, Gordon, Lambros,
Premji, Peoples, & Gist, 2005, p. 3). This is not surprising as early maltreatment
can affect the brain’s physical size and lead to smaller brain volume (Gerhardt,
2004). Early maltreatment also affects immune responses which in turn increases
a person’s risk for illness such as “cardiovascular disease, diabetes, asthma, and
chronic lung disease” (Shonkoff et al., 2009, p. 3).
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One area of development particularly affected by child maltreatment is
socio-emotional development, specifically attachment. Attachment theory,
proposed initially by Bowlby in 1969, refers to the bond between a child and
his/her caregivers that provides internal working models for future relationships
(Bowlby, 1980). The formation of such attachments is one of the most important,
if not the most important, socio-emotional task accomplished during infancy as it
lays the foundation for trust in future relationships (Bowlby, 1980; Thompson,
2008; Committee on Integrating the Science of Early Development, 2000).
According to attachment theory, attachments typically develop over the first three
years of life in a series of four stages of attachment (Lamb et al., 2002).
Not all attachments are healthy. Through an analysis of the strange
situation experiment, Mary Ainsworth provided three classifications of
attachments (Ainsworth, Blehar, Waters & Wall, 1978). The classifications were
secure, anxious, and avoidant (Ainsworth et al., 1978). A fourth attachment
pattern, disorganized/disoriented attachment, was added in 1990 (Lyons-Ruth,
Alpern & Repacholi, 1993). Maltreated children are more likely to have a
disorganized attachment than other children, even other high-risk children
(Gerhardt, 2004; Cyr, Euser, Bakermans-Kranenburg & Van Ijzendoorn, 2010).
Disorganized attachments have been linked to externalizing problems, social
difficulties, and disparate behaviors such as disorientation, and psychopathology
(Fearon, Lapsley, Bakermans-Kranenburg, Van Ijzendoorn & Roisman, 2010;
Futh, O’Connor, Matias, Green & Scott, 2008; Gerhardt, 2004). They are also
linked to and behavior problems with peers and teachers during school (Futh et
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al., 2008), and in some cases with the development of muscular tics or borderline
personality disorder (Gerhardt, 2004).
Attachments also play a role in the development of several other
developmental subsystems, such as the exploratory and fear systems (Bowlby,
1980; Cassidy, 2008; Thompson, 2008; Committee on Integrating the Science of
Early Development, 2000). In the exploratory system, attachment figures are
often seen as a secure base for exploration, with secure attachments encouraging
exploration of the environment (Cassidy, 2008; Thompson, 2008). Children
without a secure attachment to their caregiver are at risk for self-endangering
exploratory behaviors or inhibited exploration (Schechter & Willheim, 2009). For
infants with secure attachments, the fear system is less likely to be activated
making children with secure attachments less prone to fear of environmental
factors (Cassidy, 2008). For maltreated children, their fear system is affected in
two ways by attachment (Cyr et al., 2010). First, parents who maltreat their
children are responsible for activating the child’s fear system (Cyr et al., 2010).
Second, children without a secure attachment figure do not have someone to
buffer the response to the fear system’s activation (Cyr et al., 2010).
Maltreated children with disorganized attachments also demonstrate high
levels of cortisol, a stress hormone (Committee on Integrating the Science of
Early Development, 2000). Some evidence suggests that the rapid development
of the brain makes infants and toddlers more vulnerable to the stressful effects of
abusive relationships than other age groups (Gerhardt, 2004). One area of the
brain that is still developing during this time period is the stress response itself
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(Gerhardt, 2004). Exposure to high stress while the stress response is still
developing can alter a child’s future reaction to stress by altering the ability for
self-regulation of stress and resulting in lower base levels for cortisol reactivity
later in life (Gerhardt, 2004; Leslie et al., 2005; Gunnar & Quevedo, 2007;
Committee on Integrating the Science of Early Development, 2000).
An increased stress level does not just affect future stress reactions. High
levels of cortisol can also alter the physical structure of the brain. For example,
high cortisol may lead to damage of the hippocampus, and to the shrinking of the
prefrontal cortex which contributes to the calming of fear reactions (Gunnar &
Quevedo, 2007; Gerhardt, 2004). At the same time there is evidence that the
stress from maltreatment may increase the size of the amygdala (Gunnar &
Quevedo, 2007). Additionally, stress can alter the circuitry of the brain,
particularly the circuits related to emotions and stress (Gerhardt, 2004; Gunnar &
Quevedo, 2007). Finally, high stress levels affect the hormonal balance by
altering the serotonin and dopamine balance found within the brain (Gerhardt,
2004). Overall, maltreatment creates a toxic environment for a rapidly
developing child and has the potential to shape future success (Committee on
Integrating the Science of Early Development, 2000).
Child Maltreatment Prevention: Historical Context
Current research demonstrates the need for child maltreatment prevention
on developmental grounds; however this need was not always so evident. A
federal system for identifying and reporting child maltreatment did not exist until
the 1960s, when x-ray technology made visible the effects of abuse or “battered
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child syndrome” (Stagner & Lansing, 2009; Schene, 1998; Miller-Perrin & Perrin,
2007; Daro, 2009b). As a result of this research, avenues for reporting
maltreatment expanded during the 1960s and by 1967 all 50 states and
Washington, D.C., had laws for reporting child abuse (Stagner & Lansing, 2009;
Daro, 2009b). Programs for at risk families such a home visiting and parent
education were also being tested (Daro & Donnelly, 2002). In 1974, the federal
government expanded its role in child maltreatment programming with the
passage of The Child Abuse and Neglect Prevention Treatment Act (Schene,
1998). The Act established federal reporting guidelines, encouraged the
development of state child welfare agencies and mandated reporters, and put a
focus on preventing re-victimization (Schene, 1998; Stagner & Lansing, 2009;
Daro, 2009b). Additional funds for child protection programs were included in
Title XX of the Social Security Act in 1975 (Schene, 1998). Although avenues
for reporting maltreatment had increased, in the 1970s the public seemed unaware
of the types and dangers of maltreatment; as such, public awareness became a
large part of the prevention campaign (Daro & Donnelly, 2002). As public
awareness grew so did reports of maltreatment which led both to the creation of a
plethora of private services as well as criticism of the child protection system
(Daro & Donnelly, 2002; Daro, 2009b; Schene, 1998).
Criticisms of the child protection system included not investigating serious
cases while interfering in other families, lack of social services for families; and
the popularity of, length in, and movement across, foster care homes (Schene,
1998). The criticisms of the expanding child protection system led to a series of
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new policies including the Family Preservation Support Initiative of 1993 which
created family support and preservation systems to aid families at-risk for child
maltreatment; the Adoption and Safe Families Act of 1997 which re-funded the
previous act and aimed to decrease time to permanency for children in foster care;
and the reauthorization of the CAPTA law as the Keeping Children and Families
Safe Act in 2003 which provided funds for the “assessment, investigation,
prosecution, and treatment activities and support research, evaluation, technical
assistance and data collection activities” (Schene, 1998; Stagner & Lansing, 2009,
p. 22). Other policies that contributed to the expanding and evolving child
protection system were the Multiethnic Placement Act of 1994 (and
amendments), the Foster Care Independence Act of 1999, the Child Abuse
Prevention and Enforcement Act of 2000, the Intercounty Adoption Act of 2000,
the Adoption Promotion Act of 2003, the Fair Access Foster Care Act of 2005,
the Adam Walsh Child Protection and Safety Act of 2006, the Child and Family
Services Improvement Act of 2006, the Tax Relief and Health Care Act of 2006,
the Safe and Timely Interstate Placement of Foster Children Act of 2006, and the
Foster Connections of Success and Increasing Adoptions Act of 2008 (U.S.
Department of Healthy and Human Services, 2009). As federal and state
governments changed to meet the needs of families, maltreatment prevention
programs were changing as well, with home visiting programs gaining popularity
(Daro & Donnelly, 2002).
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Home Visitation: A Comprehensive Approach
On a basic level, home visiting is defined as a strategy to deliver services
that involves visits to the home (Shonkoff et al., 2000; Stoltzfus & Lynch, 2009).
Home visiting is not a new strategy; in fact, it dates back at least to 19th century
England (Gomby, Larson, Lewit & Behrman, 1993; Council on Community
Pediatrics, 2009). Since its inception, many home visiting programs have been
created with a variety of different goals, many of which fall under public health or
early education interventions (Stoltzfus & Lynch, 2009; Council on Community
Pediatrics, 2009). Though the strategy is not new, home visiting programs for
children and families have changed and expanded in the last 20 years (Daro,
2009a). Early home visiting services were often put together by communities
and/or states, but the development of national models, the increase in federal and
state funding, and the expansion of research on the critical importance of
development in the early years, has led to a shift in, and the expansion of, home
visiting (Daro, 2009a; Stoltzfus & Lynch, 2009). Now there are home visitation
programs for children and families in all 50 states and Washington, D.C.
(Stoltzfus & Lynch, 2009). As home visiting programs and research were
expanding, so was political support for home visiting programs.
Political support for home visiting. Emphasis on utilizing the home for
service delivery expanded in the 1960s with the new understanding that early
childhood interventions could occur in these settings (Astuto & Allen, 2009).
Political support for the growth of home visiting can be seen on both the local,
state and federal levels and has grown over the past decade. A recent report of
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state-based home visiting programs found that of the 70 state-based home visiting
programs across 40 states, 17 of the programs received some of their funding
from local sources (Johnson, 2009). While some programs utilize local funds,
many programs utilize state funds for their home visiting program. Increased
state funding for home visiting programs was first most readily seen in 1984 in
Missouri, as the Parents as Teachers model grew when the state government
passed the Early Childhood Education Act which required the program be
provided in all Missouri school districts (DiLauro, 2010). In 2009, 30 of the 70
state home visiting programs analyzed for a report were funded entirely by the
state (Johnson, 2009). In total, 55 of the 70 programs reported utilizing state
funds to fund at least part of their home visiting program (Johnson, 2009). Across
these programs, over $250 million dollars were allocated (Johnson, 2009).
While states fund a large portion of home visiting programs, federal funds
and programs such as Head Start were being utilized to fund and expand home
visiting (Astuto & Allen, 2009; Johnson, 2009). Of the 70 programs analyzed
above, 31 of them utilized federal programs that required matching state funds
(Johnson, 2009). Federal programs that have been utilized to support home
visiting programs include:
Medicaid, the Temporary Assistance for Needy Families Block Grant, the
Social Services Block Grant, the Promoting Safe and Stable Families
program, Community-Based Grant to Prevent Child Abuse and Neglect,
Even State, Part C early intervention services for infants under the
Individuals with Disabilities Education Act, the Maternal and Child Health
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Block Grant, Healthy State, and Early Head Start. (Stoltzfus & Lynch,
2009)
Although the federal programs listed above helped states fund home
visiting programs, as of the late 1990s, there was no federal funding appropriated
specifically for home visiting services (Daro, 2009a). The Education Begins at
Home Act, which hoped to expand home visiting programs, aimed to address this
problem by appropriating the first set of federal funds specifically for home
visiting (Education Begins At Home Act, 2009). The bill, if passed, would have
allocated 500 million dollars in grants for states to expand home visiting programs
and parent education (Education Begins At Home Act, 2009). Although the bill
did not pass, home visiting programs have received federal funds through other
avenues (The Library of Congress, 2010; Stoltzfus & Lynch, 2009).
Home visiting received 10 million dollars in FY 2008 and 13.5 million
dollars in FY 2009 to allow states to expand or improve upon effective home
visiting models utilizing discretionary funds from the Child Abuse Prevention and
Treatment Act (CAPTA) (Stoltzfus & Lynch, 2009). In the 2010 fiscal year, $8.5
billion dollars were included in a deficit-neutral reserve fund for the creation of a
new program which would expand evidence-based home visiting programs for
low-income families in the United States over ten years (Astuto & Allen, 2009;
The Office of Management and Budget, 2010; House Concurrent Resolution 85,
2009). Additional policies passed under the Obama administration that included
funding for home visiting were the American Recovery and Reinvestment Act
(ARRA) which contained $1.1 billion dollars for expanding services provided
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from the prenatal to three-year old period through Head Start and Early Head
Start, and the Patient Protection and Affordable Care Act which included $1.5
billion dollars for the Maternal Infant, and Early Childhood Home Visiting
Program (The American Reinvestment and Recovery Act, 2010; Daro, 2010b).
The increase in federal support of home visiting programs has been accompanied
by a greater emphasis on documenting program effectiveness, and using outcome
data to make programming decisions (Daro, 2010b; The Patient Protection and
Affordable Care Act, 2010).
Although state and federal funding for early childhood programs has
increased in recent years, a new composition in the House and Senate and an
increased focused on federal and state budget crises are a concern for home
visiting funds. So far, despite the proposed budget cuts, the federal budget for
2012 includes $350 million for the Maternal, Infant, and Early Childhood Home
Visiting Program, a $250 million dollar increase from the actual allocation in the
2010 fiscal year (Department of Health and Human Services, 2011). While the
increase in federal funds despite budget cuts is promising, only 16 of 70 state
programs report using federal funds as their only source of funding (Johnson,
2009).
With 55 of the 70 state-based home visiting programs utilizing state funds,
state budget crises can have a large effect on home visiting programs (Johnson,
2009). In New York, Governor Cuomo’s proposed budget included the complete
elimination of Healthy Families New York, a home visiting program that had just
undergone a rigorous evaluation that demonstrated the program’s effectiveness at
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reducing low birth weight, physical abuse, and special education while increasing
preventive health care visits for children and standardized test scores (Prevent
Child Abuse New York, 2011). Even with an evaluation demonstrating the costeffectiveness of the program, the state budget concerns led to the elimination of
the program (Prevent Child Abuse New York, 2011). In Maine, proposed state
budget cuts could lead to the elimination of the Maine Families Home Visiting
Program (Bryant, 2011). In other states such as Virginia, Illinois, Washington,
Oklahoma, and Connecticut proposed budget cuts would not eliminate the
program but reduce its reach (Rasmussen, 2011; Noble, Talbot & Melchoirre,
2011; Thrive by Five Washington, 2011; Schusterman, 2011; Burack, 2011). The
loss of, or cut in, state funds, will have significant impacts on the home visiting
community.
Effectiveness of Home Visiting Programs
The recent emphasis on evaluation of home visiting programs is not new,
as home visiting programs have undergone evaluations of effectiveness since at
least the 1960s (Stoltzfus & Lynch, 2009). Evaluation results regarding program
effectiveness in reducing child maltreatment have been quite variable (Stolftzfus
& Lynch, 2009; Sweet & Appelbaum, 2004; Paxson & Hastings 2009; Shonkoff
et al., 2000). Some programs have consistently demonstrated positive results in
preventing maltreatment, some have demonstrated almost no effects, others have
not shown a mix of results regarding maltreatment outcomes such as reductions in
violent disciplinary practices but no reduction in maltreatment rates or reductions
in physical abuse but not neglect (Dumont et al., 2010; LeCroy & Milligan
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Associates, Inc., 2008). The following paragraphs describe some of the key
findings from outcome evaluations, proposed reasons for the mixed results in
maltreatment outcomes, and a focus on the variation of utilization measures
across several evaluations of four programs.
Programs that have demonstrated consistently positive outcomes in
the area of child maltreatment. The most well-known home visiting program,
and the one that has demonstrated the most consistent results, is the Nurse-Family
Partnership. The early results from the Elmira study demonstrated that the home
visiting program did have an effect on reducing child abuse, but it also
demonstrated that the effect was limited to the higher-risk populations (Olds,
Henderson, Chamberlin & Tatelbaum, 1986a). The same results were found in
the 1994 study of the Elmira trial (Olds, Henderson & Kitzman, 1994). In this
study the reduction in child maltreatment was limited to poor and unmarried teen
mothers (Olds et al., 1994; Olds, 2006). In the 15 year follow up of the study in
Elmira, the researchers found that the mothers who participated from prenatal
visits through the first two years of life were less like to abuse or neglect their
child during the first fifteen years of the child’s life (Olds et al., 1997; Olds, 2006;
Eckenrode et al., 2010). Just as with the 1986 and 1994 study, the effect was
more prevalent among a certain group – unmarried women from low-SES
households (Olds et al., 1997; Olds, 2006). Several years later a follow-up study
reported that the different in child maltreatment reports for those in the home
visiting program were significantly lower than the control group (Olds et al.,
2000). The study also demonstrated that there was no significant difference in
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child maltreatment between those who only received home visits during
pregnancy and the control group (Olds et al., 2000).
In addition to the evaluations demonstrating effectiveness at reducing
child maltreatment, several studies also demonstrated a reduction in behaviors
that are often linked to child maltreatment or a reduction in indicators of
maltreatment (Kitzman et al., 1997; Olds et al., 2002). For example, the Memphis
Nurse-Family Partnership evaluations demonstrated that home visited women
held fewer child-rearing beliefs that are associated with abuse and neglect and
were less likely to have their children in outpatient care for injuries or ingestion in
their first two years of life (Kitzman et al., 1997). In the Denver evaluation the
rate of state-verified cases was too low for analysis so the study instead looked at
emotional development and communication as indicators of abuse (Olds et al.,
2002). The study did demonstrate that there were positive effects in emotional
development and communication for children in the nurse visited program, effects
that were associated with the reduced abuse and neglect in previous trials (Olds et
al., 2002). In a later study the evaluators analyzed program effects on domestic
violence rates and found that the program reduced rates of domestic violence
(Olds et al., 2002). This finding is particularly important because in a previous
trial it was found that domestic violence interfered with the program’s
effectiveness at reducing abuse and neglect, so theoretically a reduction in
domestic violence would lead to a reduction in its interference with maltreatment
prevention or an increase of programmatic effect (Olds et al., 2002).
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Programs that have not demonstrated positive outcomes in the area of
child maltreatment. Two programs that failed to demonstrate positive outcomes
regarding child maltreatment are: Healthy Families Alaska (HFAK) and Healthy
Families Hawaii. Healthy Families Alaska was established in 1994 and targets
families at-risk for child abuse (Duggan, Rodriguez, Burrell, Shea, Rohde &
Caldera, 2005). A randomized controlled study of seven HFAK programs began
in 1999 to document the program’s effectiveness at achieving its goals, including
the reduction of child abuse (Duggan et al., 2005). In order to document child
abuse rates several measures including substantiated reports, relinquishment of
parental rights, medical neglect, the Conflict Tactics Scale, the NCAST Teaching
Scale and the HOME Scales were utilized (Duggan et al., 2005). The evaluators
found no significant difference in substantiated reports, relinquishment of parental
rights, maternal reports of neglectful behavior, child hospitalization rates, or poor
mother-child interactions (measured by the NCAST), between the control and
home visiting group (Duggan et al., 2005). The only child abuse and neglect
measure that demonstrated a significant and positive effect for the HFAK
program was the quality of the home environment (Duggan et al., 2005).
Hawaii’s Healthy Start Program also has several goals including the
reduction of child abuse and neglect (Duggan, McFarlane, Windham, Rohde,
Salkever, Fuddy, Rosenberg, Buchbinder & Sia, 1999). In order to measure rates
of child maltreatment the evaluators used Child Protective Services reports and
the Conflict Tactics Scale which included self-reports of neglectful, aggressive
and abusive behavior (Duggan et al., 1999). Of the areas analyzed only one area –
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neglectful behaviors – demonstrated a statistically significant difference between
the control group and home visited group, with the control group having higher
rates of neglect (Duggan et al., 1999). That statistically significant difference
however only existed in year one and was statistically insignificant in year two
(Duggan et al., 1999).
Programs that have shown mixed results regarding maltreatment
outcomes. Healthy Families New York (HFNY) has had mixed results regarding
maltreatment outcomes. In an evaluation published in 2005, HFNY found that
home visited parents were “less likely to report neglecting their children, and
reported committing fewer acts of severe physical abuse, minor physical
aggression, and psychological aggression against their children” (MitchellHerzfeld, Izzo, Greene, Lee & Lowenfels, 2005, p. ii). Despite the significant
effects of the program on self-reports of abuse, there was no significant difference
between the home visited group and the control group in terms of substantiated
reports of abuse (Mitchell-Herzfeld, 2005). The most recent HFNY evaluation
publication found that mothers in the home visiting program were less likely to
use serious physical abuse and violent discipline strategies than the control group,
but failed to demonstrate an effect on the prevalence of neglect (Dumont et al.,
2010).
The evaluation of Healthy Families Arizona published in 2007 found that
families who dropped out of the home visiting program before attaining four
home visits had a higher rate of substantiated abuse and neglect (LeCroy &
Milligan Associates, Inc., 2007), however statistical significance was not reported
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for this finding (LeCroy & Milligan Associates, Inc., 2007). The 2008 Healthy
Families Arizona was able to demonstrate statistically significant reductions in
violent disciplinary practices such as verbal aggression and minor corporal
aggression, but was not able to show statistically significant reductions in other
forms of violent disciplinary practices (LeCroy & Milligan Associates, Inc.,
2008). The Parents as Teachers model was also able to demonstrate a positive
change in disciplinary practices – although the changes were more prevalent
amongst teen mothers (Wagner et al., 2001). Despite these positive changes there
was no program impact on the Child Maltreatment Precursor Scale during both
the first and second year assessments (Wagner et al., 2001).
Why such variation in maltreatment outcomes within and across
programs? As evidenced here, home visiting programs vary in their effectiveness
at preventing maltreatment. While the exact reason for the variation in results is
unknown, some possibilities for the variation include program differences; how
maltreatment is defined; how it is measured; over surveillance; and how people
use the program. Variations in programs and evaluation designs may also
contribute to the variation in results (Paxson & Haskins, 2009). As seen in
Appendix B, each of the program models studied here has different goals,
different qualifications for home visitors, different target populations, different
timelines for service receipt and operate in different communities. In addition,
differences in evaluation designs – including questions, measures, and analyses
conducted – contribute to may contribute to the variation in findings across
programs.
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Ways in which child maltreatment is defined and measured. Part of the
variation in results is due to varying definitions of abuse and various means of
collecting data on abuse (Paxson & Haskins, 2009). Child abuse definitions vary
from state to state which makes it difficult to compare program results across state
boundaries (Howard & Brooks-Gunn, 2009). In addition to the variation of
definitions across states, evaluations have varied in their measurement of
maltreatment (Howard & Brooks-Gunn, 2009). Some evaluations, have utilized
Child Protective Services (CPS) administrative records as a means of
documenting maltreatment rates (Howard & Brooks-Gunn, 2009). Within Child
Protective Service records there are a variety of measures that are utilized to
define abuse rates -- such as reports to the agency of suspected maltreatment -that do not reflect actual maltreatment rates; or substantiated cases which may be
leaving some maltreatment out (Howard & Brooks-Gunn, 2009; Olds et al.,
2007). Other evaluations have measured child abuse through self-reports of abuse
(Howard & Brooks-Gunn, 2009). While some believe that this provides a more
accurate representation of maltreatment than substantiated cases, others believe
that this measure is biased as well (Korfmacher et al., 2007).
Surveillance effect. An additional factor for consideration is the fact that a
home visitor is a “mandated reporter,” or someone required to report child abuse
or neglect to authorities if witnessed, and her frequent contact with client families
increases the likelihood that maltreatment will be reported (Howard & BrooksGunn, 2009; Duggan et al., 1999). Hence control groups, who do not necessarily
have frequent contact with a mandated report, may have higher rates of
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unreported maltreatment (Howard & Brooks-Gunn, 2009). This possibility of a
surveillance effect was noted in the recent Healthy Families New York evaluation
(Mitchell-Herzfeld et al., 2005). The evaluators collected and compared selfreported data of serious abuse and neglect and Child Protective Services reports
(Dumont et al., 2010). The evaluators found that 42.9% of the home visiting
participants who self-reported maltreatment also had CPS reports while only
22.2% of mothers who self-reported serious maltreatment in the control group had
a CPS report (Dumont et al., 2010). The Healthy Families Arizona evaluation
also noted that this was a possibility, and should be considered in future program
investigations (LeCroy & Milligan Associates Inc., 2008).
Variations in how services are used by participants. Another possible
explanation for the variation in program effects is differential program utilization
among participants, and a number of evaluations have attempted to discern this
relation. Some evidence suggests that the families who receive the highest
dosage of service benefit more (Howard & Brooks-Gunn, 2009). However, just
as child abuse has multiple definitions, so do program utilization and dosage, as
measured within the home visiting context. To gain a better understanding of the
range of definitions and measurement approaches used to capture the construct of
“utilization,” eight recent evaluations spanning four major home visiting
programs are compared along those indices. The programs that serve as the
subjects of these evaluations are:
•

The Nurse-Family Partnership program (in Elmira, Denver, and
Memphis);
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•

The Healthy Families program (in New York, Massachusetts, and
Arizona);

•

The Parents as Teachers program (in Missouri), and

•

The home visiting component of the Early Head Start program.

More information regarding these programs and the design of their evaluations
can be found in Appendix B. These evaluations have been chosen for three main
reasons – the articles on the evaluations are relatively recent, the evaluation
contains measures of utilization, and the evaluation focuses on national program
models. These evaluations provide a sample of how utilization has been studied
in recent home visiting. More details on these programs, their target population
and the services they offer can be found in Appendix B and information
comparing demographics can be found in Table 1.
Definition of utilization. Utilization was most commonly defined
throughout the evaluations as the number of completed home visits (Olds,
Henderson & Kitzman, 1994; Olds et al., 1997; Olds et al., 1998; Eckenrode et
al., 2000; Kitzman et al., 1997, Kitzman et al., 2000; Olds et al., 2004; Olds et al.,
2007; Kitzman et al., 2010; Olds et al., 2002; Mitchell-Herzfeld, et al., 2005;
DuMont et al., 2010; Raikes, 2006). In some studies the number of home visits
was broken down into the number of home visits during pregnancy and the
number of home visits after birth (Olds et al., 1997; Olds et al., 1998; Eckenrode
et al., 2000; Kitzman et al., 1997; Kitzman et al., 2000; Olds et al., 2004; Olds et
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Table 1: Participant Race/Ethnicity
Nurse
Healthy
Healthy
Family
Families
Families
Partnership1 New York2 Massachusetts3
White non-Hispanic
Hispanic/Latino
African American
Multiracial/Other
Native American
Asian/Pacific Islander

Healthy
Families
Arizona4

Parents
as
Teachers5

Early
Head
Start6

34

40

40

28

29

44.6

38

32

32

53

9

26.8

37

23

15

5

58

24.5

6

4

13

5

3

4.1

3

0

-

8

-

-

2

1

-

1

-

-

1

Represents all NFP participants (Nurse Family Partnership, 2010b)
Represents the participants in the HFNY study (Dumont et al., 2010)
3Represents the participants in MHFE-2 (Goldberg et al., 2009)
4
Represents the participants engaged prenatally and postnatally in the HFAZ evaluation (LeCroy & Milligan Associates, Inc.,
2007).
5
Represents the participants in the multi-site Parents as Teachers evaluation (Wagner et al., 2001).
6
Represents participants in the multi-site Early Head Start evaluation (Raikes et al., 2006)
2
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al., 2007; Kitzman et al., 2010; Mitchell-Herzfeld et al., 2005). Additional points
of study included the average length of visit (Olds, Henderson & Kitzman, 1994;
Raikes, 2006; Jacobs et al. 2005), and visit frequency, or average time between
visits (DuMont et al., 2010; Jacobs et al., 2005; Goldberg et al., 2009). One study
also did not consider program participants to have utilized the program until they
reached four home visits (LeCroy & Milligan Associates, Inc., 2007). Program
retention rates or average length of time in the program were also seen as a
measure of utilization across several of the evaluations (Olds et al., 2002;
Mitchell-Herzfeld et al., 2005; DuMont et al., 2010; Raikes, 2006; Wagner et al.,
2001; Jacobs et al., 2005; LeCroy & Milligan Associate Inc., 2007; LeCroy &
Milligan Associates Inc., 2008).
Some evaluations also investigated aspects of the content of the visits
(Wagner et al., 2001; Olds et al., 1986a; Raikes, 2006). For example, in the first
Elmira publication the content of each home visit was recorded (Olds et al.,
1986a). The Early Head Start Evaluation analyzed the proportion of home visits
that focused on child-related activities as opposed to family issues as well as the
extent of parental engagement during the visit (Raikes, 2006).
Similar to the evaluations listed above, the first Healthy Families
Massachusetts Evaluation studied program utilization in terms of the home visit.
The areas of utilization documented in this evaluation included: “duration of
participation, patterns of utilization, participation in groups, number of home
visits, and patterns of termination” (Jacobs et al., 2005a, p. 73). A study of these
areas of utilization led to three patterns of utilization: “Initial engagement,
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discontinued participation,” “continued participation, despite interruption” and
“ambivalent, inconsistent participation” (Jacobs et al., 2005a, p. 74). After
establishing these patterns, evaluators studied the patterns across three
communities and found a difference in prevalence of these patterns within the
three communities (Jacobs et al., 2005a). In addition to these areas of utilization,
the evaluators also studied the content of the home visits, finding that the content
of the home visits was complex and related to the parent’s goals (Jacobs et al.,
2005a). While MHFE-I did look for utilization patterns the utilization considered
was home visit related. At the end of the first evaluation, evaluators suggested
including secondary, or non-home visit, activities into the study of program
utilization for patterns and outcomes (Jacobs et al., 2005a).
Based on the recommendations and findings in MHFE-I, MHFE-2 has
included secondary activities under its definition of utilization (Goldberg et al.,
2009). In addition, two hypotheses were created regarding secondary activity use
including the relation of secondary activities to cultural beliefs and the relation of
secondary activity use to proximity or access to additional services (Goldberg et
al., 2009). Secondary activities are defined in this evaluation as non-home visit
activities such as phone calls, attempted phone calls, mailings, contact with other
agencies, emails, and text messages. This current investigation serves as the pilot
study for secondary activity analyses to be undertaken in MHFE-2.
Only a few other evaluations studied here mentioned utilization as it
pertained to activities outside the actual home visit. The Healthy Families New
York and Healthy Families Arizona evaluations recorded the average number of
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referrals made and the percent of referrals that ended up in service receipt
(DuMont et al., 2010; LeCroy & Milligan Associates, Inc., 2007). Additionally,
Healthy Families New York studied the nature of the service referral (DuMont et
al., 2010). The Parents as Teachers evaluation tracked utilization of other Parents
as Teachers services such as group meetings, and “drop in and play” or other
parent-child activities (Wagner et al., 2001), and the current Healthy Families
Massachusetts Evaluation is documenting use of parenting groups offered by
Healthy Families Massachusetts (Goldberg et al., 2010).
Activities akin to those that MHFE-2 calls “secondary activities” such as
phone calls and mailings, were only discussed in two of the evaluations explored
here other than the Massachusetts Healthy Families Evaluation. Healthy Families
New York mentioned utilizing phone calls, mailings, letters and visits to build a
relationship and encourage program enrollment (DuMont et al., 2010). In Healthy
Families Arizona, evaluators measured the use of mailings, phone calls and dropbys for families who had been disengaged from the program for 30 to 90 days and
utilized the data to inform processes regarding family retainment (LeCroy &
Milligan Associates, Inc., 2008). This utilization measure was only utilized in the
outreach aspect of the study and was not included in other definitions of
utilization within the evaluation (LeCroy & Milligan Associates, Inc., 2008).
Analysis of utilization in evaluations. While program utilization was
defined in some way across evaluations, not all of the evaluations reported an
analysis of their utilization data. The evaluations that did found:
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•

the length of a visit was not significantly linked to other types of
engagement (Raikes, 2006);

•

individual maternal characteristics were linked with parental
involvement (Raikes, 2006);

•

amount of utilization was affected by home visitor type rather than
parent demographic (Olds et al., 2002);

•

and clients received about half of the visits that they were supposed to
(Jacobs et al., 2005a).

•

One evaluation notes that families that had less than four visits before
dropping out had higher rates of substantiated abuse and neglect,
though the difference was not statistically significant (LeCroy &
Milligan Associates Inc., 2007).

•

Additionally, parent educators reported having a job, going to school
and family instability as barriers to parental engagement and
utilization, yet figures indicated that drop-out rates and family
instability were not negatively correlated to the different dimensions of
engagement and utilization, but were positively correlated with school
attendance which was actually correlated with higher engagement on
multiple dimensions (Wagner et al., 2000).

Searching for patterns of utilization among groups or communities.
The first Massachusetts Healthy Families Evaluation studied patterns of
utilization as part of the ethnographic and process components of the evaluation
(Jacobs et al., 2005a). The results suggested that patterns of utilization were
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related to family background, neighborhood context, program interruptions,
perceived program quality, and the perceived home visitor-client relationship
(Jacobs et al., 2005a). The ethnographic study also looked at differential
utilization across communities and found that the program was considered
beneficial across communities but for different reasons (Jacobs et al., 2005a). For
example, one community found its connection with the home visitor important,
and the third valued informational, emotional and instrumental support (Jacobs et
al., 2005a). The current Massachusetts Healthy Families Evaluation plans to
expand the previous study in order to further understand the impact of community
on programmatic aspects such as utilization (Goldberg et al., 2010).
The Early Head Start evaluation related parental demographic data to
utilization, and then utilization in relation to program outcomes (Raikes, 2006).
The study found several patterns of interest: White participants were more likely
to have an increased number of home visits and for teen mothers the duration of
home visits was shorter (Raikes, 2006). When studying program utilization in
relation to outcomes the study found that visit content was linked to outcomes but
quantity of utilization was only linked to one programmatic outcome, language
development (Raikes, 2006).
The Parents as Teachers engagement evaluation had the most extensive
report regarding patterns of utilization. The evaluation had several findings
including that better-educated mothers and African American mothers had
statistically significant differences in utilization in a few areas (Wagner et al.,
2000). One finding that is particularly important to the study that will be
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conducted as part of this thesis pertains to teen mothers. The teen mothers were
likely to be less involved during the home visit but they were more likely to report
doing their homework (Wagner et al., 2000).
As demonstrated here, the definition of utilization is variable across these
eight evaluations. The study of utilization was also inconsistent with evaluators
studying different aspects of utilization. Despite the differences, the results across
these evaluations indicate that participants utilize programs differently and that
there are some patterns to utilization across demographic categories and
communities (Jacobs et al., 2005; Raikes, 2006; Wagner et al., 2000). These
patterns, however, are limited to patterns in utilization of home visiting services
only. Components such as phone calls, emails and mailings are also utilized to
achieve program goals. These activities are instances of program utilization
called secondary activities, but were only mentioned in three of the eight
evaluations studied here and only measured as part of total utilization in MHFE-2
(Goldberg et al., 2009). Secondary activities should be included as a part of the
analysis of program utilization in order to understand full utilization.
Summary of the Literature Review
In sum, while child maltreatment has serious developmental consequences
for children, there are many programs that aim to combat it. Home visiting is one
child abuse prevention program that has gained recent popularity and increased
political support despite varied outcome results. The inconsistencies across home
visiting evaluations prompt formative evaluation questions, such as how programs
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can change to improve outcomes, and process evaluation questions, such as how
programs are being utilized and how that utilization affects outcomes.
Program utilization – both the breadth of activities that comprise it and its
part in attaining program outcomes – has been understudied to date. This thesis
aimed to contribute to the program evaluation field by investigating participants’
service utilization in Healthy Families Massachusetts, a home visiting program
for young parents. Specifically, this study focused on understanding whether there
are patterns of secondary activity utilization by demographic characteristics and
community contexts, including the geographic distance between the participant
and the home visiting center providing her services. Each of these constructs is
explained in more detail below.
Secondary activities. As noted in the literature review, one gap in
utilization evaluations has been the exclusion of secondary activities, or nonhome visit activities. To date, the inclusion of these activities in the evaluation of
home visiting service utilization is limited to two evaluations outside the MHFE
(DuMont et al., 2010; LeCroy & Milligan Associates, Inc., 2007), and even in
these, the analyses were restricted to outreach efforts. For this study, secondary
activities were defined as activities that occur outside of home visits and groups,
including phone calls, mailings, text messages etc. Within these secondary
activities I focused on a variety of factors, such as who initiated contact (e.g.,
home visitor or participant), whether or not the secondary activity is considered
“completed” (e.g., was contact actually made?), and the “content” of the
completed activities (what type, if any, of support was offered by the home visitor
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vis a vis this activity?). More detail on these classifications is included in the
measures sections below.
Demographic/community context. Several studies of program utilization
and outcomes that have included maternal characteristics in their analyses have
suggested that factors such as race, age, education, and other demographic
indicators may influence service utilization (Freisthler et al., 2006; Gilbert et al.,
2008; Raikes, 2006; Wagner et al., 2000), and indeed MHFE-1 found some
differences in program utilization by race, income, and age (Jacobs et al., 2005).
For this evaluation phase, however, MHFE-2 is using a more
comprehensive approach to exploring the associations among utilization and
demographic characteristics. There has been a shift in the literature away from
essentializing any given demographic characteristic (e.g., race or income) and its
relation to utilization or outcome among residents of a community, and instead
focusing on the multiplicity of interconnected community factors that influence
individual behavior (Rogoff & Angellilo, 2002; Mistry, Jacobs & Jacobs, 2009).
As a preliminary step in this process, the MHFE team has created
Community Context Profiles (CCP) based on three broad community
characteristics: income, population density and percent of minorities (Goldberg et
al., 2010). Two of the characteristics utilized by the evaluators – income and
percent of minorities – stem from the Massachusetts Executive Office for Energy
and Environmental Affairs’ definition of environmental justice communities
(Massachusetts Executive Office for Energy and Environmental Affairs, 2002;
Goldberg at al., 2010); population density was added to this constellation of
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variables because past MHFE-1 findings have suggested it is relevant to program
use (Jacobs, et al, 2005a). A community is defined as low income if the median
household income is less than $30,516, and high income if the median household
income is $30,516 or higher (Goldberg et al., 2010). Additionally a community is
said to have low population density if it has fewer than 3.51 thousand people per
dry square mile and high density if it has 3.51 thousand people or more per dry
square mile (Goldberg et al., 2010). Finally a community is considered to have a
high percentage of minorities if the percentage is 25% or higher and low if less
than 25% of the community is minorities (Goldberg et al., 2010). Based on her
address at enrollment, each participant’s community was categorized according to
these criteria. The four group used in analyses (henceforth referred to as CCPA,
CCPB, CCPC, and CCPD) are listed in Table 2.
Because both race/ethnicity and income are incorporated into the
Community Context Profiles, only age, education and employment are included in
these analyses.
Distance between home visiting center and participant. MHFE-1
found that service utilization varied by population density (Jacobs et al., 2005a),
leading to the hypothesis that perhaps home visitors and participants use different
service modalities depending on where they live in relation to the home visiting
center. To that end, I included geographic distance between participant and the
home visiting center in this set of analyses.
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Table 2: Community Context Profiles
Community Context
Profile
CCPA

Income
Low

Population
Density
High

Percent of
Minorities
High

CCPB

High

Low

Low

CCPC

High

High

High

CCPD

High

High

Low

*Low income is defined as an median household income less than $30,516, low population density is less than 3.51 thousand people
per dry square mile and high percent minorities is a percentage 25% or higher (Goldberg et al., 2010).
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Methods
The purpose of this research study was to explore how participants utilize
secondary activities, or substantive non-home visit-related activities, within the
Healthy Families Massachusetts (HFM) program. Embedded in the large-scale,
randomized, controlled study of the HFM program, this evaluation sub-study
included an analysis of patterns of usage among certain subgroups of individual
participants, and by community profiles. This methods section begins with a brief
overview of the Massachusetts Healthy Families Evaluation, followed by a
description of the measures, procedures, and analyses conducted.
Massachusetts Healthy Families Evaluation
This investigation of secondary activities was a sub-study of the larger
Massachusetts Healthy Families Evaluation (MHFE-2) being conducted by an
interdisciplinary team at Tufts University. The co-Principal Investigators on the
evaluation are M. Ann Easterbrooks, Francine Jacobs and Jayanthi Mistry. CoPrincipal Investigator Francine Jacobs and Project Director Jessica Goldberg
supervised this study. The Tufts University investigators have been the evaluators
for the Healthy Families Massachusetts program since 1998 (Goldberg, Jacobs,
Mistry & Easterbrooks, 2010). The first cohort design of the Massachusetts
Healthy Families Evaluation (MHFE-1) was a quasi-experimental study
completed in 2005, the second cohort study (MHFE-2) began two years later, in
2007 (Goldberg et al., 2010).
MHFE-2 is a three-year randomized control trial that began in February of
2008 with participants from 18 evaluation sites state-wide (Goldberg et al., 2010).
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The evaluation approach utilized in MHFE-2 is Jacobs’ Five-Tiered Approach to
Evaluation (Jacobs, 1988; Jacobs & Kapuscik, 2000; Jacobs, 2003) which reflects
a developmental orientation to evaluation – beginning with understanding
program processes and then proceeding to documenting program outcomes
(Goldberg et al., 2010). MHFE-2 is comprised of two main study components –
an impact study designed as a randomized control trial to determine program
effects (Goldberg et al., 2009), and an integrative study, using a subsample of
participants and a mixed methods approach to investigate the many factors
(community, program, and individual characteristics) that influence participant
trajectories (Goldberg et al., 2009).
Data collected to satisfy the needs of both major study components inform
the program/community sub-study (PCS) (Goldberg et al., 2010). The PCS
intends to provide a better understanding of program utilization, with particular
attention to the interface of participant, local program, and community
characteristics (Goldberg et al., 2009).
Sample Selection
Enrollment of young mothers in MHFE-2 began in February 2008, and
continued through November 2009 (Goldberg et al., 2010). From the 26 agencies
delivering HFM services across the state of Massachusetts, eighteen were selected
to participate in the evaluation (Goldberg et al., 2009). Participants who were
eligible for the evaluation (female, 16 or older, able to speak English or Spanish,
and cognitively able to provide consent) were randomly assigned to the program
or control group by the HFM intakers at each site. In total, 840 young women
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were recruited into the evaluation (Goldberg et al., 2009). Of those, MHFE-2 was
able to collect baseline data from 693 participants (420 into the program group,
and 273 into the control group) (Goldberg et al., 2009).
For this study sample, 100 participants were randomly selected from those
who participated in the home visiting program from February 2008 through
January 2009. This time frame was chosen to ensure that the participants chosen
had adequate time to use the program, whether or not they chose to. The sample
was distributed evenly across the four CCPs.
Data Sources
Data for this study are obtained from three main data sources: an Intake
Interview, MassGIS and the Participant Data System.
Intake Interview. As part of baseline data collection, participants are
given a semi-structured phone interview that lasts approximately 45 minutes
(Goldberg et al., 2009). While the intake interview collects a host of information
on the participant, her physical and social supports, well-being etc., this thesis
uses only data on participant’s age, education and employment.
The age variable utilized in this study is mother’s age at enrollment.
Education levels have not been divided into categories but instead are measured
by the last grade completed (Intake Interview). While the last grade completed is
a linear variable, an analysis of mothers still in school versus mothers not in
school also provided a categorical view of the education variable. The
employment variable studied here is also categorical, indicating whether or not the
mother was employed at the time of the intake interview.
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Geographic Information System (GIS). To determine the distance
between participant and home visiting center, block group and town boundary
data from 2000 downloaded from MassGIS
(http:www.mass.gov/mgis/massgis.htm) was used.
Participant Data System (PDS). The PDS is the management
information system used by the HFM program to record information about all
aspects of participants’ service utilization. As part of this documentation, home
visitors are required to enter every non-visit activity that occurs, using a dropdown menu to select the type of secondary activity (e.g., phone call, text, etc.) and
a memo field to record the details of the activity. The PDS Cognos reporting
system was used to download the secondary activity data used for this thesis.
Coding Secondary Activities
The coding system used was based on the coding system developed by MHFE
during the first phase of its evaluation (MHFE-1) (Jacobs et al., 2005c). The
original coding scheme and the additional changes were incorporated into a code
book developed for this process (Appendix C). Interrater reliability was
established during the coding process, with 92% agreement among coders.
Secondary activities were coded for four areas of information:
•

who initiated the activity,

•

whether or not the activity was completed,

•

the type of contact, and

•

the content of the activity.
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Table 3: Distribution of Secondary Activity Codes
Coding Area

Coding Categories

Number of
Activities

Percent of
Activities in
Coding Area

Activity
Completion

Completed

2498

51.63%

Not Completed

2340

48.37%

Mother of Baby

816

16.93%

Home Visitor

3666

76.07%

Healthy Families Massachusetts

233

4.84%

Family Member

32

0.66%

Other Agency

72

1.49%

Call

837

17.31%

Scheduling Call

2010

41.57%

Attempted Call

940

19.44%

Mailing

446

9.22%

Text

151

3.12%

Drop By

47

0.97%

Ride

16

0.33%

Other Agency

306

6.33%

Other

82

1.70%

Social

330

29.20%

Emotional

341

30.18%

Educational/Informational

98

8.67%

Instrumental

57

5.04%

Instrumental Indirect

304

26.90%

Activity
Initiator

Secondary
Activity Type

Content Type
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Of the 5,448 activities downloaded from the PDS, 88.80% (4,840) represented
actual secondary activities. The remaining 11.2% (610) activities represented
attempted home visits or actual visits that do not fall under the secondary activity
definition utilized in this thesis.
Activity initiator. To begin the coding process we coded who initiated the
contact. The five categories of activity initiators included the mother of the baby,
the home visitor, a representative of Healthy Families Massachusetts (who was
not the home visitor), a family member, or a representative from another agency
calling for the home visitor. Table 3 above shows the distribution of secondary
activities by activity initiator.
Type of contact. Each secondary activity was also coded for the type of
contact. Calls intended for the mother of baby were categorized as a call,
scheduling call, and attempted call. Calls between the home visitor and another
agency were coded as “other agency” instead of call, in order to distinguish them
from other calls in analyses. Other types of contact included: text messages,
“drop-bys,” rides, mailings and “other” which included different types of
communication such as e-mail and MySpace messages.
Activity completion. Activities were coded to be either “completed” or
“not completed.” Completed activities included phone calls in which the home
visitor or an HFM representative successfully spoke on the phone with the mother
of the baby. Emails, text messages, and drop-bys between the home visitor or
Healthy Families Massachusetts representative and the mother of the baby were
also counted as completed activities. Activities that were not completed included
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phone calls in which the mother and home visitor or HFM representative did not
communicate, a contact between the home visitor and another agency, and
mailings. Overall there 51.63% (2,498) of the secondary activities were
completed and 48.37% (2,340) were not completed.
Activity content. Because completed activities represent successful
utilization of the program, these contacts were further coded using the
coding system developed by MHFE during the first phase of its evaluation
(MHFE-1) (Jacobs & Goldberg, 2005). The categories for coding identified in
MHFE-1 were: instrumental support, emotional support, educational support, and
social support (Jacobs et al., 2005c). This coding system (see Table 4; Appendix
C) was modified slightly with the addition of a fifth category of support:
instrumental indirect support. Instrumental support refers to secondary activities
that directly facilitate receipt of services (programmatic and non-programmatic)
(Jacobs et al., 2005c). Instrumental indirect support refers to secondary activities
that remind participants to utilize services or to pick up goods (such as a phone
call reminder about an appointment). Emotional support refers to secondary
activities in which emotions are present or the mother of the baby discloses
personal information so as relationship issues or frustration with school (Jacobs et
al., 2005c). Educational/informational support refers to secondary activities that
focus on delivering information regarding a child’s development, parenting
practices, or available services. Finally, social support refers to secondary
activities characterized by “chit-chat” or that promote social activities such as
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Table 4: Coding Definitions
Coding
Area

Coding
Category

Activity
Completed
Completion
Not Completed

Activity
Initiator

Secondary
Activity
Type

Content
Type

Coding
Definition
Activities in which an HFM representative/HV and MOB
successfully communicate.
Activities in which the MOB and HFM representative to not
communicate.

Mother of Baby

The mother of the baby or the participant.

Home Visitor

The mother's assigned home visitor.

Healthy Families Massachusetts

Any representative of HFM other than the home visitor

Family Member

Any family member of the MOB.

Other Agency

Anyone representing an organization other than HFM.

Call

Completed call with a purpose other than scheduling.

Scheduling Call

Call intended for scheduling a visit.

Attempted Call

Failed call not specifically designated for scheduling.

Mailing

Anything sent via USPS.

Text

Text message.

Drop By

When the HV drops by the house, often to drop something off.

Ride

When the HV gives the MOB a ride.

Other Agency

Designations communication of any sort with a HV.

Other

Anything else including email, MySpace messages, etc.

Social

"Chit-chat" or discussion about a social event.

Emotional
Educational/Informational

Emotional or disclosive conversation.
Information related to goods and services or the child's
development.

Instrumental

Direct receipt of a good or service.

Instrumental Indirect

Facilitating receipt of a good or service.
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attendance at community parties (Jacobs et al., 2005c). The number of activities
coded for each content category can be seen in Table 3.
Analysis
Once the secondary activities were coded, a variety of statistical and
spatial analyses were conducted.
Statistical analyses. Several types of statistical tests were used to
establish associations. Here the tests are presented by variables.
Statistical analysis of secondary activities. Descriptive analyses of total
secondary activities, completed secondary activities and completed secondary
activities with content provided an understanding of the range, distribution and
outliers in the data. In addition, box plots were created for completed secondary
activities to visually represent the distribution of the data. Outliers, which were
defined in this thesis as any number outside two standard deviations from the
mean, were removed from the dependent variable data set prior to their
comparison with independent variables.
Statistical analysis of demographic variables. This thesis included a
variety of statistical tests to determine the influence of age, education and
employment on secondary activity utilization. A series of correlations and t-tests
were conducted in order to gain an understanding of the relationship between
secondary activity utilization and age, education and employment.
Statistical analysis of Community Context Profiles. Analysis of
Community Context Profiles (CCPs) began with graphs of secondary activity
utilization by CCP. After establishing this basis of understanding regarding the
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CCP secondary activity data, ANOVA tests with Scheffe post hoc analyses were
utilized to analyze the community context’s effect on activity initiator, completed
secondary activities, completed secondary activities with content, and content
types.
Statistical analysis of distance to home visiting centers. Correlations were
utilized to understand whether or not a participant’s distance from the home
visiting center affects their secondary activity utilization.
Spatial analysis. Geographic Information Systems (GIS) software was
utilized for the spatial analysis. Since there were no specific hypotheses as to
geographic patterns of use, GIS was utilized to present exploratory mapping of
secondary activity usage. In the exploratory mapping process, secondary
activities were portrayed through graduated symbols and mapped to the
participant’s block group level.
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Results and Findings
This thesis aimed to understand whether or not populations, as defined by
demographic characteristics, or communities, as defined by community
characteristics or geographic location, use secondary activities – in number or
content type – differently. The initial analyses revealed that populations, as
defined by demographic characteristics, do not vary in their use of secondary
activities, but communities, both defined by community characteristics and
geographic location, do. The details of these statistical and spatial analyses are
provided in this section.
Analyses of Secondary Activities
This section describes the descriptive statistics regarding secondary
activities data sets with and without outliers. Outliers here are defined as any data
points outside of two standard deviations from the mean. This section also
contains some results from a series of spatial analyses of secondary activities.
The geographic distribution of the sample, according to CCP, can be seen in Map
1.1.
Total secondary activities. Across the 100 mothers in this sample there
were a total of 4,840 secondary activities. The secondary activities associated
with individual mothers ranged from 0 to 246 with a standard deviation of 48.28.
The geographic distribution of these secondary activities can be seen in Map 1.2.
Map 1.2 places all of the secondary activities – completed and not completed – at
the participant’s block group location. As seen on the map, the majority of the
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sample is from the eastern half of Massachusetts, with a large portion of the
sample coming from the greater Boston area.
Completed secondary activities. Approximately 51.63% (2,498) of the
total secondary activities were completed. Completed secondary activities per
mother ranged from 0 to 172, with a mean of 24.98 and a standard deviation of
31.71. As seen in the box plot (Figure 1), the mean is skewed by several outliers.
Without the outliers the average number of completed activities falls to 19.71
with a standard deviation of 20.95.
The distribution of completed activities can be seen in Map 1.3. Similar to
the map of secondary activities (Map 1.2), this map has a cluster of activities in
the greater Boston area. There are also quite a few secondary activity users in the
Lowell and Worcester areas and one noticeably large secondary activity user in
the Holyoke area. The Lawrence area, which had several participants with a large
number of total secondary activities, has a noticeably smaller amount of
completed secondary activities.
Secondary activities with content. Of the completed secondary activities,
45.24% (1,130) had content. The number of completed secondary activities with
content per mother ranged from 0 to 156. The average number of activities with
content, including outliers was 11.29 with a standard deviation of 24.48. The
exclusion of outliers reduces the average number of secondary activities with
content to 7.55 with a standard deviation of 11.72. These secondary activities
were divided across five categories: social, emotional, educational/informational,
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Figure 1: A Box Plot Analysis of Completed Activities
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instrumental and instrumental indirect. The ranges per mother, mean and
standard deviations, with and without outliers, for each content type can be seen
in Table 5.
The geographic distribution of secondary activities with content can be
seen in Map 1.4. Map 1.4 is noticeably different from both Map 1.2 and Map 1.3,
in that the utilization for the participants outside of the greater Boston area is
significantly smaller in Map 1.4 than in the others, while participants in the
greater Boston area still have several people utilizing a high rate of secondary
activities with content.
Patterns of Secondary Activity Utilization by Maternal Characteristics
To gain a better understanding of the variation seen in secondary
activities, a variety of statistical tests were employed to determine if there are any
patterns of use based on a number of the demographic variables that have been
highlighted in other evaluations. The dependent variables utilized for these
evaluations include: completed secondary activities, completed secondary
activities with content, the content of the activities, and the initiator of the contact.
Outliers, or anything outside of two standard deviations from the mean, have been
excluded from these analyses. The results for all demographic variable analyses
can be found in Tables 6 and 7.
Age. There were no significant relations between age and any of the
dependent variables.
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Table 5: Statistical Overview of Content Types
Content Type

Min.

Max.

Mean

SD

Mean
no outliers

SD
no outliers

Social Support

0

107

3.3

11.46

2.3

4.7

Emotional Support

0

46

3.41

7.32

2.2

3.4

Ed./Informational Support

0

16

.98

2.34

.71

1.4

Instrumental Support

0

10

.57

1.47

.42

.98

Instrumental Indirect Support

0

56

3.04

7.47

1.77

3.18
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Secondary Activities with
Content
Completed Mother of Baby
Initiated Contacts
Mother of Baby Initiated
Contacts with Content
Completed Home Visitor
Initiated Contacts
Home Visitor Initiated Contacts
with Content
Secondary Activities with Social
Content
Secondary Activities with
Emotional Content
Secondary Activities with
Instrumental Indirect Content
Secondary Activities with
Instrumental Content
Secondary Activities with
Educational Content

	
  	
  
Completed Secondary Activities

Table 6: Table of R values from Demographic Variable Correlations

Mother's Age
0.01
0.03
0.15
0.03
-0.07 -0.00
0.04
0.04
-0.13
-0.06
0.09

Highest Grade
-0.11 -0.07
-0.03
-0.09
-0.13
0.05
-0.12 -0.04
-0.04
-0.03
0.09

Distance from Home
-0.19 -0.17
Visiting Center
0.01
-0.02
.23*
-0.15 -0.15 -0.11
-0.06
-0.18 -0.09

* = p< .10, ** = p < .05, *** = p < .01
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Table 7: Table of Results from Demographic Variable TTests
Mean

Statistical
Significance

Mean
Not in
In
School School

Not
Employed

Employed

Completed Secondary Activities

20.39

16.94

16.02

23.07

Secondary Activities with Content

7.17

9.05

6.49

8.42

5.39

5.4

5.1

5.6

14.32

10.84

11.08

15.93

2.064

2.55

1.76

2.62

3.82

5.85

3.9

4.3

2.22

2.4

1.79

2.65

Emotional Secondary Activities

2.26

1.84

2.18

2.15

Educational Secondary Activities

0.67

0.9

0.67

0.72

Instrumental Secondary Activities

0.41

0.45

0.29

0.57

Instrumental Indirect Secondary
Activities

1.57

2.55

1.31

2.14

Completed Mother of Baby
Initiated Contacts
Completed Home Visitor Initiated
Contacts
Mother of Baby Initiated Contacts
with Content
Home Visitor Initiated Contacts
with Content
Social Secondary Activities

* = p< .10, ** = p < .05, *** = p < .01
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Statistical
Significance

Education. Two different education variables were used – highest grade
completed by the mother and whether or not the mother was in school at the time
of enrollment.
Being in school at time of enrollment. There were also no significant
relations between the mother of the baby being in school at the time of enrollment
and any of the dependent variables.
Highest grade achieved. Correlations demonstrated that highest grade
achieved was also not significantly related to any of the dependent variables.
Employment. There were no significant relations between employment
status at intake and any of the dependent variables.
Patterns of Secondary Activity Utilization by Distance to Home Visiting
Center
Geographic Information Systems techniques were utilized to measure the
straight-line distance from the participant’s address to the nearest home visiting
center. These measurements were then utilized in a series of correlations to
understand the effect of distance to the home visiting center on secondary activity
utilization. The same dependent variables described above were used in these
analyses. There were no significant differences in completed activities,
completed secondary activities with content, content types, completed activities
initiated by mother of the baby, or completed secondary activities with content
initiated by the mother of the baby or the home visitor. For completed activities
initiated by the home visitor, however, there was a slight inverse trend, with
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participants farther from home visiting centers receiving fewer completed home
visitor initiated contacts (r= -.2292, p = .0511).
Patterns of Secondary Activity Utilization by Community Context Profile
ANOVA analyses were conducted to analyze differences in secondary
activity utilization between the four community context profiles. Visual
representation of the differences in secondary activities by CCP can be seen in
Figure 2. Additionally, a full table of findings can be found in Table 8.
Completed secondary activities by community context profile. As seen
in Figure 2 and Map 1.5, the range of completed secondary activities varied by
community with CCPD having noticeably fewer activities than other community
context profiles. ANOVA analyses confirmed this difference by demonstrating a
statistically significant difference in completed secondary activities by community
context profile, F(3, 91) = 4.29, p= .007. Post hoc analyses using the Scheffe
criterion for significance indicate that the number of completed activities in
CCPD (M= 9.92, SD = 11.09) was significantly lower than in CCPA (M=27.52,
SD = 26.40) and CCPC (M=26.30, SD=24.52). While Map 1.5 does confirm
these findings, one noteworthy finding from the spatial analysis is that the two
highest secondary activity users in CCPD (best seen in Map 1.5.2), the
community characterized by low secondary activity utilization, are located in the
greater Boston area near the high CCPA and CPPC users.
Completed secondary activities with content by community context
profile. As with completed secondary activities, there was a statistically
significant difference between community context profiles and secondary
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Average # of Activities

CCPA
CCPB
CCPC
CCPD

Table 8: Community Context Profile ANOVA Results
Mean

Statistical
CCPA CCPB CCPC CCPD Significance
Completed Secondary Activities
Secondary Activities with Content
Completed Mother of Baby Initiated Contacts
Completed Home Visitor Initiated Contacts
Mother of Baby Initiated Contacts with Content
Home Visitor Initiated Contacts with Content
Social Secondary Activities
Emotional Secondary Activities
Educational Secondary Activities
Instrumental Secondary Activities
Instrumental Indirect Secondary Activities

27.52

16.08

26.03

9.92

***

12.29

5.64

8.57

3.04

6.09

6.13

6.29

3.2

18.78

10.92

19.13

6.56

2.92

2.6

1.7

1.44

8.67

2.4

4.23

1.84

***

3.875

1.16

3.64

0.4

**

3.75

1.84

2.48

0.67

**

0.79

0.96

0.83

0.28

0.5

0.08

0.96

0.16

***

3.54

1.6

1.18

0.76

**

**

***

* = p< .10, ** = p < .05, *** = p < .01

62

63

64

activities with content, F(3,93) = 3.73, p=.014, with post hoc analyses revealing
that the secondary activities with content were higher in CCPA (M= 13.29,
SD=15.42) than in CCPD (M=3.04, SD=8.09). This pattern can also be seen in
Map 1.6 and Map 1.6.2. As with Map 1.5 and 1.5.2, the two mothers in CCPD
that have the highest utilization in CPPD are located in the greater Boston area
near mothers in CCPA and CCPC – communities characterized by higher
utilization. Maps 1.3 and 1.4 contribute further to this analysis by demonstrating
that the higher users of secondary activities within CCPA and CCPC appear to
reside within the greater Boston area rather than in communities like Lowell and
Lawrence. This suggests that there may be something, in addition to the
community characteristics in CCPs, that is contributing to higher utilization in this
area. It is important to remember however that because the sample from the
Boston area is much larger than areas like Holyoke and Worcester, it is possible
that these findings could be disproved in an expanded sample.
Activity initiator by community context profile. There were no
statistically significant differences between CCPs and completed secondary
activities or completed secondary activities with content initiated by the mother of
the baby. There were statistically significant differences in completed activities
initiated by the home visitor, F(3, 92), p = .009, with more completed activities
being initiated by the home visitor in CCPC (M=19.13, SD=18.56) than in CCPD
(M=6.56, SD=7.43). There was also a trend toward statistical significance, with
CCPA (M=18.78, SD=19.36) having more completed activities initiated by the
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home visitor than CCPD (M=6.56, SD=7.43). There was also a statistically
significant difference for completed secondary activities with content initiated by
the home visitor, F(3, 92), p=.001, with CCPA (M=8.67, SD=10.68) having
significantly more completed activities with content initiated by the home visitor
than CCPB (M = 6.27, SD= 2.93) and CCPD (M=1.84, SD=4.37).
Content type by community context profile. CCPs differed by
secondary activity content as well. CPPA was more likely to have secondary
activities with emotional content (M=3.75, SD=4.65) than those in CCPD, F(3,
92) = 3.82, p=.013, and were more likely to have secondary activities with
instrumental indirect support (M=3.54, SD=4.83) than those in CCPD (M=.76,
SD=2.03), F(3, 92) = 3.92, p = .011. There was also a trend towards statistical
significance with CCPA (M=3.54, SD=4.83) having more instrumental indirect
support than CCPC (M=1.18, SD=1.37). CCPC was more likely to have
secondary activities with instrumental content (M=.96, SD=1.55) than CCPD
(M=.16, SD=.37), F(3, 94) = 4.46, p = .006. There was also a significant
relationship between CCPs and social support, F(3, 95) = 3.74, p = .014; post hoc
analyses revealed that there were no statistical differences between two CCPs
though there was a trend towards significance with CCPA (M=3.88, SD=5.27)
having more social content than CCPD (M=.4, SD=1.41), and CCPC (M=3.64,
SD=6.95) having more than CCPD (M=.4, SD=1.41). There was no significant
relation between CCPs and educational/informational support.
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Summary of Results
While demographic variables were unrelated to secondary activity
utilization, community context profiles were significantly related to completed
activities, completed activities with content, completed activities and completed
activities with content initiated by the home visitor and three of the five secondary
activity content types. Further analysis demonstrates that these statistical
differences existed between certain pairings of these communities.
Two communities that were statistically different from each other on a
number of variables were CPPA and CCPD. According to CCP designations,
CCPA neighborhoods are lower income with a higher percentage of minorities
than CCPD neighborhoods. CCPA, which is characterized by lower income and a
higher percentage of minorities used statistically more completed secondary
activities, completed secondary activities with content, completed secondary
activities with content initiated by the home visitor, secondary activities with
emotional content and secondary activities with instrumental indirect support.
CCPC and CCPD, which only differ in percent minorities, were also
statistically different from each other in several ways. CCPC, which is
characterized by a higher percentage of minorities than CCPD, had more
completed secondary activities, completed activities initiated by the home visitor,
and secondary activities with instrumental content.
CCPB, which is opposite from CCPA on all CCP designations, was only
significantly different from one community, CCPA, in one area – completed
secondary activities with content initiated by the home visitor. In this case,
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mothers in CCPA had significantly more completed activities with content
initiated by the home visitor than did CCPB.
Discussion
Increasing scientific evidence about the importance of development in the
early years makes the prevention of child abuse and neglect even more important
(Stanger& Lansing, 2009). In recent decades, home visiting programs have been
utilized as one method of child abuse and neglect prevention; but, outcome
evaluations of home visiting programs have demonstrated various levels of
effectiveness (Stoltzfus & Lynch, 2009). While the Nurse-Family Partnership
home visiting program has demonstrated effectiveness at reducing child abuse
(Olds, 2006), programs such as Healthy Families New York and Healthy Families
Arizona demonstrated positive effects on some maltreatment indicators and no
effect on others (DuMont et al., 2010; Mitchell-Herzfeld, 2005; LeCroy &
Milligan Associates Inc., 2008). In order to gain a better understanding of the
reason for the varied results, phenomena such as the surveillance effect,
definitions of maltreatment, and dosage-outcome relationships need to be
examined.
This thesis focused on the latter of these – the study of dosage. The
literature from a series of evaluations demonstrates that the definition of dosage or
utilization is limited, focusing primarily on home visits – including number,
frequency, length and content of the home visits (Olds, Henderson & Kitzman,
1994; Olds et al., 1997; Olds et al., 1998; Eckenrode et al., 2000; Kitzman et al.,
1997, Kitzman et al., 2000; Olds et al., 2004; Olds et al., 2007; Kitzman et al.,
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2010; Olds et al., 2002; Mitchell-Herzfeld, et al., 2005; DuMont et al., 2010;
Raikes, 2006). Few of the evaluations reviewed here included non-home visit
activities such as phone calls and mailings in their conception of utilization. Of
the three that did, two measured them only in relation to engagement or
reengagement activities (DuMont et al., 2010; LeCroy and Milligan Associates
Inc., 2008). Only the Massachusetts Healthy Families Evaluations included
secondary activities as part of the full picture of program utilization (Goldberg et
al., 2009; Goldberg et al., 2010; Jacobs et al., 2005).
Although the first Massachusetts Healthy Families Evaluation included
secondary activities in their definition of utilization, the researchers did not
include an analysis of it in their final report (Jacobs et al., 2005a). The second
Massachusetts Healthy Families Evaluation aims to study secondary activities, but
had not yet coded or analyzed the secondary activity data (Jacobs et al., 2005c).
This thesis served as the pilot study for this process. Secondary activities were
coded according to a coding scheme developed in MHFE-I (Jacobs et al., 2005c).
The coding scheme (Appendix C) was utilized to code each activity for the person
who initiated the contact, whether or not the home visitor and mother successfully
communicated, the method of contact, and the content of the activity (if
completed). Activity content was divided into five categories: social, emotional,
educational/informational, instrumental, and instrumental-indirect.
Once coded, this thesis aimed to gain an understanding of secondary
activity usage – including patterns of usage by maternal characteristics and
community context. The variables analyzed included: education, age,
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employment status, distance to the home visiting center and community context
profile. Community context profiles were pre-defined by the Massachusetts
Healthy Evaluation and were created based on three community characteristics –
density levels, percentage minority, and poverty levels (Goldberg et al., 2010).
The two demographic variables—age and educational status—were not
related to secondary activity utilization. The finding regarding education status
was in keeping with the Parents as Teachers evaluation which found that being in
school was unrelated to home visits (Wagner et al., 2000). Other evaluations have
found differences in utilization by age, but those differences were primarily
between teenage mothers and older mothers (Raikes, 2006; Wagner et al., 2000),
a comparison that clearly was not possible with this group of teenage participants.
Analyses of secondary activity utilization by community context profiles,
however, yielded many significant results. Differences in activity use were
primarily between mothers in CCPA and mothers in CCPD, which differ in both
income and percent minorities, and mothers in CCPC and mothers in CCPD,
which only differ in percent minorities.
These statistically significant findings also appeared to be represented by
the series of secondary activity maps created for this analysis. While the maps
did show the patterns found through the statistical analyses, the maps also showed
that participants with a higher utilization of secondary activities appeared to be
primarily concentrated in the greater Boston area. This finding does overlap with
the finding that mothers in CCPA and CCPC generally had higher utilization of
secondary activities, as the greater Boston area is composed of many CCPA and
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CCPC users. However, mothers in CCPA and CCPC outside of the greater
Boston area appear to have utilized secondary activities less frequently than those
in the greater Boston area, while the two participants with the highest utilization
in CCPD, a community generally marked by low secondary activity utilization,
were in the greater Boston area as well. This finding suggests that while CCPs
are related to secondary activity utilization, there may be something else in the
greater Boston area that is leading to the higher utilization of secondary activities.
There were also two program-related findings: first, the distance between
the home visiting center and the participant’s home address at enrollment is
unrelated to secondary activity utilization; and second, the only content area that
was evenly distributed among CCPs was education. Both findings suggest a
consistency in program implementation.
The community context profile findings demonstrate the importance of
studying context and its relation both to outcomes and utilization as it is clear that
different communities utilized this aspect of the home visiting program in
different ways. This finding, and additional findings regarding utilization,
provide interesting food for thought, but without further study provide little
information for program use.
Areas for Future Study
The findings reported in this thesis demonstrate that while secondary
activities are understudied in evaluations of home visiting programs, they
represent an important aspect of program utilization that should continue to be
studied in future home visiting evaluations. All home visiting programs should
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consider expanding their definition of utilization in order to garner a true
understanding of its relation to outcomes, the recommendations for future study
listed below, however, are geared towards MHFE-2, of which this thesis is a part.
Program utilization. While these findings are interesting, they are
incomplete without being placed in the larger context of program utilization. It is
unclear through this analysis exactly what role secondary activities play. High
users of secondary activities could be using these phone calls and messages as a
substitute for home visits, or they could be using them in addition to home visits.
This understanding is crucial as it can affect future programmatic decisions
surrounding the importance of phone calls. The Massachusetts Healthy Families
Evaluation already plans to add secondary activities to home visit utilization in
order to garner a fuller understanding of home visiting utilization. The evaluation
team also intends to compare this full picture of utilization with outcomes. These
areas of study are important and, as seen in the literature review, fill a void in the
literature; but there are a few additional areas that could be further studied in
secondary activity utilization.
Patterns within communities. While there were no differences in
demographics or geographic distance from home visiting center in the whole
sample, an analysis of these characteristics within communities may help
illuminate some of the community differences we found. This thesis did not look
at patterns of usage within community types because the sample of mothers used
in this thesis was not large enough to create the subsamples required for a "within
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community" analysis. The Massachusetts Healthy Families Evaluation could
expand the sample to conduct this analysis.
Correlation of activity content use to related supports. The intake
interview utilized for data in this thesis collects a variety of other data of potential
interest here as well. Several questions ask whether or not the mother of the baby
knows where to go for emotional support, instrumental support, etc. It would be
interesting to study whether or not a mother having access to these types of
supports influenced her use of the respective content types in secondary activities.
Service utilization in the Boston area. As noted in the spatial analysis,
the greater Boston area appears to utilize secondary activities at a higher rate than
other locations throughout the state. While some of this appears to be correlated
with the community context profile, the maps indicate that there may be
something else in the greater Boston area that is influencing the high usage seen
in the spatial analysis. This could be due to familiarity with resource use, a higher
number of missed visits resulting in scheduling calls, or the result of different
home visiting center practices. Either way the high utilization in this area should
continue to be analyzed as part of the Participant Community Survey in MHFE-2.
Home visitor type. MHFE-1studied several home visitor characteristics in
relation to utilization. Several key characteristics of the home visitor were
identified as potentially important to utilization including whether or not the home
visitor was a parent, a teen parent, spoke the same language as the mother, or was
the same race/ethnicity as the mother (Jacobs et al., 2005a). These elements could
be studied in relation to secondary activity utilization in order to expand the
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understanding of their relation to program usage. These elements might also help
shed light on why home visitor initiated contacts differed by CCP but mother of
baby initiated contacts did not.
Distance to home visiting center. There are two aspects that could be
further studied regarding the mother’s distance to the home visiting center. First
is the mother’s mobility. Many of the mothers in the MHFE-2 sample move,
meaning that their distance from the home visiting center changes throughout
their usage. Future analyses should attempt to incorporate the changes in address
to determine whether or not this would change the results found here.
Additionally, the GIS analysis utilized in this thesis measured straight-line
distance from the mother’s house to the nearest home visiting center. Future
analyses should measure the distance using GIS tools that allow for the
measurement of distance using existing street networks, speed limits, and normal
traffic patterns to determine whether or not this would change the results.
Conclusions
Overall this thesis demonstrates that secondary activities such as phone
calls, text messages and rides, should be included in future studies of program
utilization. While this study was not able to provide a full picture of utilization, it
was able to demonstrate that secondary activity use did not differ by the maternal
demographic indicators such as age, education and employment. It was also able
to demonstrate no differences between utilization and distance from the home
visiting center and community context and educational content – both of which
suggest program consistency in the area of secondary activities. While there was
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a lack of difference between usage and demographic variables, the analysis
presented here did find a number of significant differences between secondary
activity utilization and community context profiles.
Further analysis of secondary activity utilization demonstrated that the
significant differences in secondary activity utilization were primarily between
mothers in the CCPA and CCPD designations, which differ in both income levels
and percent minorities, and those in the CCPC and CCPD designations, which
only differ in percent minorities. In all but one significant case, mothers in the
CCPD designation had lower utilization of secondary activities. Although the
spatial analysis confirmed these findings, it also suggested that something outside
of CCPs in the greater Boston area may be contributing to high utilization.
Overall the findings in this thesis make several things clear. First,
secondary activities constitute a real part of program utilization that should be
considered in future studies. Second, utilization differences seen in the
community context profiles confirm the importance of examining utilization in
context and not assuming a one size fits all model, but recognizing that people’s
environments and circumstances will affect not only their outcomes, but the ways
in which they use the services themselves. Third, the consistency of educational
content utilization and utilization despite distance to the home visiting center
suggests some program consistency regarding secondary activities. Overall the
findings presented here confirm that the definition of utilization should be
expanded to incorporate secondary activity utilization. Because this thesis was a
pilot study focused on patterns of use, it is currently unclear what impact the
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addition of secondary activities to utilization definitions will contribute to the
field’s understanding of utilization or dosage-outcome relationships; but it is clear
that this is an area that warrants further study.
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Appendix A: Program Evaluations Analyzed in this Thesis
Nurse Family Partnership Elmira Trial
Nurse Family Partnership Memphis Trial
Nurse Family Partnership Denver Trial
Healthy Families New York Evaluation
Healthy Families Arizona Evaluation
Healthy Families Massachusetts Evaluation
Parents as Teachers Evaluation
Early Head Start Home Visiting Program Evaluation
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Appendix B: Program and Evaluation Profiles
Nurse Family
Partnership

•
•
•
•

•

Healthy
Families
New York

•
•

•

Program History
Started by David Olds
in the 1970s
Now operating in 32
statesi
Has served 118,454
families since 1996ii
Goals:
o Improve
pregnancy
outcomes
o Improve child
health and
development
o Improve maternal
life course
developmentiii
Well known for its
program and
evaluations

Target Population
• Low-income
mothers and
their children
(average
income
$13,500)iv
• First-time
mothers
• Enrollment
occurs beforev
week 28 of
pregnancyvi
• Average age:
19
• Relationship
status: 88%
unmarriedvii

Part of Healthy
Families America
39 programs across
four regions of New
Yorkxiii
Goals:
o “Support positive
parent-child
bonding and
relationships;
o Promote optimal
child health and
development;
o Enhance parental
self-sufficiency;
and
o Prevent child
abuse and
neglect”xiv

•

•

•

•

No set
requirements
for program
use though the
program
attempts to
target isolated
families
61% of
mothers are
first- time
mothers
51% of
mothers are
between ages
20 and 30
76% of
mothers have
a high school
degree or
lessxv

•
•

•

•
•

Services Offered
Home visits by a
registered nurse
Home visitors: help
clients obtain prenatal
care, reduce substance
abuse, provide a safe
and nurturing home
environment, plan for
the future and make
relationship choices.viii
Timeline:
o Begin in the 2nd
trimester
o Weekly visits for
the 1st month
o 1 visit every other
week until birth
o Weekly visits for
the first 6 weeks of
the child’s life
o Visits every other
week until 20 mos.
o One visit a month
until the child is
two
Primary service: home
visiting
Timeline:
o Family Support
Worker visits the
family one to two
times a week.
o Frequency of
visits diminishes
with reduced
service need.
o Services end at
age three if the
child enters Head
Start, five if the
child does not.xvi

•

•

•

•
•
•

Evaluation
Elmira -longitudinal
randomized control
trial, four treatment
options, began in
1978.ix
Memphis- began in
1990x, randomized
control trial with four
treatment groups
(only two treatment
groups utilized for
evaluation purposes xi
Denver- randomized
control trial, began in
1994, has three
treatment groups.xii

A randomized control
trial
Treatment group and
control group
Evaluation began in
2000.xvii
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Healthy
Families
Massachusetts

•
•
•
•
•

•

•

•
Healthy
Families
Arizona

•
•
•
•
•
•

•

Part of Healthy
Families America
26 sites in
Massachusettsxviii
Provided services to
over 26,000 familiesxix
Goals:
“To prevent child
abuse and neglect by
supporting positive
effective parenting;
To achieve optimal
health growth and
development in
infancy and early
childhood;
To encourage
educational
attainment, job and
life skills among
parents; to prevent
repeat pregnancies
during the teen years;
and
To promote parental
health and wellbeing”xx
Part of Healthy
Families America
Started in 1991
58 sites as of 2006
Goals:
Decrease in child
maltreatment
“Improved parentchild relationships;
and
Enhanced child
development”xxvii

•

•

•

•

•
•
Early Head
Start

•

•

The Early Head Start
program began in
1995
The program was
designed to “provide
early, continuous,
intensive and
comprehensive child
development and
family support
services on a year
round basis” in order
to enhance children’s

•

•

•

•

Limited to
first-time
mothers under
the age of
twenty onexxi
Average age
of participants
in the
evaluation
was 18.4
yearsxxii

•

Targets
families at risk
for child abuse
and neglect.
Child must be
under 3
months of age
for
enrollmentxxviii
80% of
mothers in the
enrollment
were single
25% were teen
mothers
64% had not
finished high
schoolxxix
1/3 of parents
in the
evaluation
were teen
parents
59.5% were
first-time
parents
44.9% of
mothers had
not completed
high school
29.3% had

Home visiting services:
• Teach and support
effective parent-child
interactions;
• provide education;
• Encourage selfsufficiency;
• provide emotional
support and
encouragement; and
• links families with
community resources
• Services begin on a
weekly basis and
diminish as the
family’s need
diminishesxxx

•
•

•

Primary service: Home
visiting
Other services: Groupbased activitiesxxiii
Service receipt: Home
visiting services are
received weekly in the
initial stages of the
program and are
utilized less frequently
as parents progressxxiv

Four service methods:
o Home-based
services: staff
make weekly visits
geared toward
supporting the
child’s
development and
the parent-child
relationship.
Includes a bimonthly a group
meeting for parents

•

•

•
•
•

•

•

•
•

Massachusetts
Healthy Families
Evaluation I:
o Quasiexperimental
design
o Completed in
2005.xxv
Massachusetts
Healthy Families
Evaluation II:
o Randomized
control trial
o Began in 2008
o Not yet
completexxvi

Evaluation initiated
in 2004
5-year randomized
control design
2 groups – treatment
group and control
group
Participants can
from the 55 program
sitesxxxi

Part of the Early
Head Start Research
and Evaluation
Project.
Experimental design
Eleven sites
evaluated xxxv
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•
•

Parents as
Teachers

•
•

•

•
•

development and
support parents
Principles include:
High quality,
prevention and
promotion, positive
relationships, parent
involvement,
inclusion, cultural
competence,
comprehensive and
flexible services,
transition planning
and collaboration.xxxii
Began in Missouri in
the 1970sxxxvi
Increased state
funding in 1985 led to
statewide expansion.
PAT is now in all
school districts in
Missouri.
In 2001, there were
2,600 PAT
programsxxxvii
Present in all 50 states
and 7 countriesxxxviii
Goals:
• empower parents
through
knowledge;
• prepare children
for school;
• prevent child
maltreatment;
• increase feelings
of competence
and confidence in
parents; and
• develop
partnershipsxxxix

•

completed
high school
but had no
additional
education
61.2% of
parents were
not in school,
training, or
workxxxiii

o

o
o

•

•

•

•

•

•

•

25% of
parents in this
evaluation
were teen
mothers
54% of
mothers were
single
63% did not
finish high
school
35% of
mothers were
employed
80% had
incomes less
than $25,000
a year
Nearly 20% of
families
received
TANF
benefits
63%
participated in
Medicaidxl

•

•

•

•

and children where
education and
socialization are
provided.
Center-based
services: early care
setting for
children. Staff visit
homes twice a
year.
Home and centerbased services.
Child care
services: private
child carexxxiv
Two methods of
service delivery:
home visiting and
group meetingsxli
Timeline
o Monthly
meetingsxlii
Those delivering
the services are
trained parent
educatorsxliii
Crucial aspect of
service delivery:
active engagement.

•
•
•

3 diverse sites
studied in evaluation
Experimental design
2 groups – treatment
group and control
groupxliv

i

(Nurse-Family Partnership, 2010a)
(Nurse-Family Partnership, 2010d)
iii
(Nurse-Family Partnership, 2009)
iv
(Nurse-Family Partnership, 2010a; Nurse-Family Partnership, 2010b)
v
(Nurse-Family Partnership, 2010a)
vi
(Nurse-Family Partnership, 2010c)
vii
(Nurse-Family Partnership, 2010b)
viii
(Nurse-Family Partnership, 2009)
ix
(Olds, Henderson, Tatelbaum & Chamberlin, 1986b)
x
(Kitzman et al., 1997)
ii
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xi

(Olds et al., 2004)
(Olds et al., 2002).
xiii
(Healthy Families New York, 2010b)
xiv
(Healthy Families New York, 2011, para. 2)
xv
(Healthy Families New York, 2010)
xvi
(Healthy Families New York, 2010b)
xvii
(Dumont et al., 2010)
xviii
(Goldberg et al., 2009)
xix
(Children’s Trust Fund, n.d.)
xx
(Goldberg, et al., 2009)
xxi
(Children’s Trust Fund, n.d.)
xxii
(Goldberg et al., 2010)
xxiii
(Goldberg et al., 2009)
xxiv
(Jacobs, Easterbrooks, Brady & Mistry, 2005)
xxv
(Goldberg et al., 2009)
xxvi
(Goldberg et al., 2009)
xxvii
(LeCroy& Milligan Associates, Inc., 2008, p. 10)
xxviii
(Arizona Department of Economic Security, 2011)
xxix
(LeCroy & Milligan Associates, Inc., 2008a)
xxx
(Arizona Department of Economic Security, 2011).
xxxi
(LeCroy & Milligan Associates, Inc., 2007)
xxxii
(Early Head Start National Resource Center, 2009).
xxxiii
(Raikes et al., 2006)
xxxiv
(Early Head Start National Resource Center, 2009)
xxxv
(Raikes, 2006)
xxxvi
(Parents as Teachers National Center, Inc., 2010)
xxxvii
(Wagner, Spiker, Hernandez, Song & Gerlach-Downie, 2001)
xxxviii
(Parents as Teachers National Center, Inc., 2010)
xxxix
(Wagner et al., 2001)
xl
(Wagner et al., 2001)
xli
(DiLauro, 2009; Wagner et al., 2001)
xlii
(DiLauro, 2009; Wagner et al., 2000; Wagner et al., 2001)
xliii
(Wagner et al., 2001)
xliv
(Wagner et al., 2001)
xii
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Appendix C: Codebook
Codes

Completed

Activity
Completion

Not

Guidelines

There has to be some
indication that
communication actually
occurred.

Used when the home visitor
initiates the secondary activity

Home visitor is sometimes
referred to as HV or FSA.

MOB

Used when the mother of the
baby initiates the secondary
activity.

Mother of baby is referred
to as a number of things
including: MOB, part,
patient, PT, and
sometimes, their name.

FOB

Used when the father of the baby
initiates the secondary activity.

HFM

Used when an HFM
representative other than the HV
initiates the secondary activity.

HV

Initiator of
Secondary
Activity

Definition
Used when the home visitor, or
any HFM representative, and the
mother of the baby (also called
participant or patient)
communicate with each other
successfully - either in person
(rides and drop bys), on the
phone, via text message or email.
Used when the home visitor and
the mother of the baby do not
successfully communicate, or the
home visitor communicates with
someone other than the mother of
the baby. Attempted calls,
mailings and contact with
relatives, neighbors and other
agencies fall into this category.

888

Mailing

Used when unsure of who
initiated a call.

When a letter, mailing, pamphlet,
or anything is sent via the mail.

Secondary
Activity
Type

Text

SUP refers to HFM
supervisor and is often an
HFM person.

When a text message is sent
using the phone.

Mailings are considered
not completed but can get a
content code. For example
if the mailing contains
information about an
outing it would get an "s"
and if it contained
information about a child's
development it would get
an "ed".

Examples
"HV called to schedule visit,
spoke to mom and scheduled
for 4/23/2009". "FSA called
to check in on MOB and
baby, MOB said they're
doing fine".
"HV called MOB to schedule
visit, GMOB picked up and
said MOB was at school.
Left message with GMOB
for MOB to call me back".
"FSA called and spoke with
EI specialist. Referral will be
made". "FSA mailed 8
month curriculum package"
"HV called, left message".
"FSA called to invite part. to
group"
"PT texted to cancel today's
visit because of work
schedule" "MOB called to
find out about housing
shelters"
"FOB called to say MOB
was in hospital and would
not make visit"
"SUP called MOB to let her
know FSA is sick today and
will reschedule when she
returns".
"Scheduled a visit for
1/15/2009" - who called to
do that?

"HV mailed group flyer".
"Sup mailed incentive letter"
"Mailed holiday party invite"

"HV texted participant about
today's visit". "MOB texted
HV that FOB wants
information about GED
classes"
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Activity
Content

This is not used for
completed calls about
scheduling, enrollment, or
are calls with another
agency. Calls are only
completed if it is a
communication between an
HFM representative and
the MOB. Ex:" Called
MOB to check in, GMOB
picked up, we talked about
the FOB's living situation"
is a call but it is a not
completed call.
If the main purpose of the
call was to schedule but
other conversation occurs,
the call is still denoted as a
scheduling call.

Call

This is used for telephone calls
that are successfully completed
and have a purpose other than
scheduling a visit.

Sched call

This is used for both completed
and non completed calls that
were strictly related to
scheduling.

Att call

This is used when a home visitor
attempted to make a call and did
not reach the mother.

If the attempted call was
designated to be about
scheduling, then it is a
sched call, not an att. call.

Enrollment

This category is used to designate
enrollment calls, mailings or
enrollment communication of any
type.

A call regarding
enrollment in the program
is designated as
"enrollment" only.

Other
agency

This is used to designate any type
of communication (email, call,
text) that occurs between the HV
or HFM representative and
another agency such as the
hospital or the welfare agency.

This code is used in the
activity type section even if
other agency is denoted in
the activity initiator called.

Other

This is used for any other type of
communication including email
messages, MySpace messages
etc.

S

This is used for both completed
and non completed activities that
contain information about social
events. This designation is also
used for completed activities that
include "chit chat".

"Called MOB to check in.
She and the baby are fine".
"Called MOB to invite MOB
to group and to see how she
and GMOB are doing after
their fight"

"Called to schedule visit. No
answer. Left message".
"Called to confirm today's
visit. MOB said she'll be
there".
"Called, left message".
"Called, no answer". "Called
to talk to MOB, left message
with GMOB asking MOB to
call me back"
"Spoke with MOB who
agree to services" "MOB will
be out of town for a month, I
asked her if she would like
for me to hold her spot"
"HV faxed imm. request to
doctor's office" "Social
worker called to ask about
MOB"
"FSA emailed MOB to get
her dorm room number".
"HV sent a message to MOB
through her brother's
MySpace page"

If the "chit chat" includes
disclosive information on
the part of the MOB then
the communication is no
longer classified as "S" but
is instead classified as
"Em". Activities that
include educational content
such as job fairs or budget
workshops are "Ed" rather
than "S".

"Called to check in. MOB
said she and baby are fine".
"Texted MOB to see if she is
coming to the Christmas
party" "Mailed MOB
F.A.M.I.L.Y. newsletter"
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Em

Ed

This designation is used for
emotional or disclosive
conversation.

This code is used for activities
that provide information. The
information can be about
pregnancy, child development,
services, and maternal
development (jobs, maternal
health, etc.).

I-indirect

This designation is used for
secondary activities where the
home visitor is working to obtain
a good or service, or reminding
the mother about an appointment
to get a good or service.

I

This code is used for when the
home visitor gives a good to the
mother/baby or when the home
visitor does something for the
mother such as fill out an
application.

"Chit chat" like the MOB
said she and the baby are
"fine" would be coded as
social, however if the
MOB said "She and FOB
are no longer fighting" that
would be coded as EM.
When the home visitor
provides information on
how to write a resume that
is Ed. However if the home
visitor calls a resume
workshop for the mother or
does the resume for her,
that would be i-indirect or I
respectively. This is the
same for goods or services.
If the home visitor
provides information such
as a list of shelters or
telephone numbers that
counts as Ed, making a call
to the shelter is i-indirect
Reminders about parties
are still coded as "s",
however reminders about
groups are coded as "iindirect" because of the
difference in content.
It is important to remember
that this is only used for
when the MOB actually
receives the good or
service. If the HV is
reminding or taking a step
towards achieving that
good or service for the
MOB it falls under
iindirect.

"MOB called. She is upset
because FOB called and
wants to see the baby".
"Called to check in with
MOB, she said that she
passed her driver's test!"
"Asked MOB about baby,
she said that she is the best
baby anyone could ask for"

"Mailed MOB eight month
curriculum" "MOB is
looking for shelters. I gave
her the numbers of a few in
the area".

"HV will mail MOB bus
passes for group", "HV
called to remind MOB about
her appointment with Lisa (a
counselor)" HV called to
invite MOB to group"

"HV picked MOB up and
brought her to group" "HV
dropped off two bags of food
at MOB house"

Enrollment

This is used to denote any
activity (mailing, call, etc.)
related to enrollment of the
participant in home visiting
program.

"MOB agreed to enroll in
services" "MOB called to
see if she was still on the
waitlist"

Discharge

This is used to denote any
activity related to discharging the
patient from the program.

"MOB called to say that she
no longer wants service. I let
her know the rules about
reenrolling". "Sent MOB 10
discharge letter"
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