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Home Visitation With
Psychologically Vulnerable

Families

Developments in the Profession and in the Professional

BRENDA JONES HARDEN
University of Maryland

hirteen years ago, I wrote an article with the subtitle
“Home Visitation With Psychologically Vulnerable
Families” for Zero To Three (Jones, 1997). I was referring
to providing home-based services to families from low
socioeconomic backgrounds who were also characterized
by child maltreatment, mental health difficulties, or
other psychological risks. The field of home visiting was
in avery different place at the time. Programs abounded but, with a few
significant exceptions, they were locally designed and were not informed
by research. Similarly, I was in a very different place professionally, and
was seeking a career path in which I could marry the knowledge gained
from more than two decades of practice with my recently acquired
graduate degree. Working in the field of home visiting afforded me the
opportunity to integrate these two sources of knowledge, and I embarked
on a journey to enhance services to high-risk families through this service

delivery mechanism.

The evidence on the value of home visiting
programs has not been as compelling as those
of us who had worked in these programs had
hoped. The positive yet modest benefits of
home visiting programs for young children
and their families have been described in the
articles in this issue (Boller, Strong, & Daro,
this issue, p. 4; Paulsell, Boller, Hallgren,

& Esposito, this issue, p. 16) and in other
reviews of the research in this arena (Geeraert
etal., 2004; Sweet & Appelbaum, 2004; Olds,
Hill, Robinson, Song, & Little, 2000). These
scholars summarize the consistent findings
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with respect to the impact of home visiting
programs on parents and families, and they
point to the limited effects of such programs
on the outcomes for young children.
Although home visiting programs
tend to serve the families at highest risk
(Administration for Children and Families,
2006; Ammerman et al., 2006), researchers
know little about how helpful these programs
are for high-risk families. The available
evidence is ambiguous at best. For example,
for the children and families at highest
risk who participated in Early Head Start

center-based and mixed model programs,
researchers found no benefits after 2 years of
service. However, researchers found positive
child and family outcomes for this population
when children were approximately 5 years
old, particularly for those in the home-based
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The evidence of the benefits of home
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their benefit to high-risk families and
their young children.



model (Love, 2010). In an examination of the
Nurse-Family Partnership program, family
psychological risk (e.g., domestic violence)
attenuated the effectiveness of home visiting
interventions (Eckenrode et al., 2000).
Further, ahome visitor’s inability to address
these mental health issues can affect both
family engagement in home-based programs
and associated family and child outcomes
(LeCroy & Whitaker, 2005; Tandon, Parillo,
Jenkins, & Duggan, 2005).

The explanation for the varying effects
of home visiting programs has been the
subject of many policy, practice, and research
discussions. As Gomby (2007) articulated,
the benefits of home visiting programs are
contingent upon program content, service
alignment with program goals, the family and
community context, the use of evaluation
for program improvement, and how well
the program is implemented. It is this last
factor—implementation—that is the focus
of this article. I will share the lessons I have
garnered about implementing high-quality
home visiting programs from my experiences
in direct delivery of home visiting services,
consulting with programs to enhance their
service delivery, and conducting research
on the implementation of these services.
Specifically, I will address how structural
(i.e., dosage, target, and staffing) and process
(i.e., relationships, theory of change, approach
and activities) aspects of home visiting
programs enhance their quality and ultimately
their benefit to high-risk families and their
young children. (See Paulsell et al., this issue,
p- 16, for further discussion of how research
on dosage, content, and relationships is used
to assess home visit quality across program
models.)

Structural Factors

N THE FIELD of early childhood education,
I structural factors (e.g., group size, child-

staff ratio, and staff credentials) are
often linked to program quality (LoCasale-
Crouch etal., 2007). Although these issues
are not easily transferable to the field of
home visitation, there are some factors that
pertain to how home visits are structured that
are relevant for a consideration of program
quality, such as the dosage and target of home
visits. In addition, there is a small body of
evidence concerning the relation between
staff background and program quality.

Dosage

In general, home visiting programs
experience major challenges with respect
to engaging and retaining families. This is
an even more pernicious issue for those
programs who target families at high
psychological and socioeconomic risk.
Some programs report attrition rates of as

Home visiting programs experience major challenges with respect to engaging and
retaining families.

much as 50% and sharp declines in family
participation after 2 years of service delivery
(Raikes et al., 2006; Roggman, Boyce, Cook, &
Jump, 2001). Thus, it is imperative to devise
strategies to sustain these families in home
visiting programs so that they receive the
dosage of the service that potentially would
promote positive outcomes for participant
children and families.

For psychologically vulnerable families,
home visiting should ideally begin during
pregnancy. The initiation of services
during the transition to parenthood may
enhance the relationship that home visitors
have with parents because they provide
support during a time of extreme familial
vulnerability. In addition, home visitors can
potentially improve birth outcomes, which
are significantly worse in high-risk families
and lead to poorer outcomes throughout
childhood (Crum, Hogan, Chapple, Browne,
& Greene, 2005). Further, home visitors can
scaffold families through the delivery and
neonatal periods, which would allow them
to address common challenges for high-risk
families, such as postpartum depression and
neurobehavioral difficulties in early infancy.

Although most home visiting programs
aim to provide weekly visits, this goal is often
notachieved. To ensure that home visitors
have at least weekly contact with families,
the planned frequency of visitation may
need to be increased to two weekly visits.
Moreover, more intensive intervention,
such as home visits that occur twice weekly,

may be necessary to engage and to promote
behavioral change in high-risk families.
High levels of intensity have been identified
as an essential characteristic of effective
prevention programs (Nation et al., 2003),
and may be even more critical for home
visiting programs serving high-risk families
(Daro, McCurdy, Falconnier, & Stojanovic,
2003).

Reaearchers’ knowledge about the
appropriate length of service provision/
enrollment for high-risk families is somewhat
equivocal. For example, evaluations of
interventions to promote attachment in
high-risk families suggested that shorter
interventions (i.e., less than 6 months)
may be more beneficial (van IJzendoorn,
Bakermans-Kranenburg, & Juffer, 2005).
Similarly, home-based interventions geared
to reducing behavior problems in young
children (e.g., Family Check-Up) are often
briefin duration. In contrast, long-term
interventions, such as Early Head Start
or the Nurse-Family Partnership, lead
to strong outcomes after families have
received 2 years of service (Love et al., 2005;
Olds et al., 2004). It may be that home-
based interventions with a very specific
goal and expected outcome (e.g., change in
attachment security or reduction of behavior
problem) may be beneficial with brief service
provision, whereas programs with a more
comprehensive goal (e.g., to improve child
and parent development across domains)
may need to be longer in duration.
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Most home visiting programs target the parents as the mechanism by which family

development will occur.

Target

Home visiting programs serve a vast
array of families. The majority of these
programs are designed for families with
young children. Programs may address
specific family structural characteristics
(e.g., adolescent parents, foster parents,
grandparents) or child or family risk factors
(e.g., low birthweight children, families from
low socioeconomic backgrounds). The type
of families targeted by home-based programs
is clearly connected to the program’s goals.
For example, a goal of home-based programs
serving low-income adolescent parents
is often to facilitate the parents’ return to
school.

Programs may also aim to affect a specific
outcome, which is related to what member
of the family is the target of the intervention.
Sweet and Appelbaum (2004) identified two
targets of home visiting programs—child
development and support for the parent or
family. The outcomes of these programs are
in the expected direction and context, with
child development programs benefiting
children and family support programs
benefiting parents. In addition to child- and
parent-specific programs, some programs
target the parent-child dyad. Often, these are
infant mental health programs or programs
that capitalize on parent-child interactions to
improve parenting behaviors or reduce child
behavior problems.

Programs that target the child often
have a goal of improved child health, child
development, or school readiness. To be
effective, such programs must have an
explicit child development focus within the
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home visit (Raikes et al., 2006; Roggman
etal.,, 2001). This does not suggest that home
visitors should interact exclusively with the
child (e.g., providing speech or occupational
therapy to the child while the parent is
engaged in other activities in the home). In
fact, such an approach may be detrimental

to child outcomes. To achieve optimal child
outcomes, home visitors should scaffold
parents to interact with the child in a manner
that addresses the developmental areas of
concern. Moreover, it may be beneficial for
programs to be connected to a more intensive
child-directed service, such as center-based
child care or early intervention.

Most home visiting programs target the
parents as the mechanism by which family
development will occur. Consistent with
this focus, the benefits of home visiting
programs for parents are greater than they
are for children in the family (Gomby,

2007; Sweet & Appelbaum, 2004). Positive
outcomes for parents are particularly robust
in programs which move beyond a focus on
parental support to a focus on parenting skill.
Although researchers know that home-based
programs result in positive outcomes for
mothers, they know very little about home
visiting effects on fathers, siblings, and other
relatives of target children. Given the relation
between the functioning of these other
family members, particularly fathers, and
child outcomes, programs should be devised
which target parents and caregivers beyond
mothers.

Interventions grounded in the mental
health field can be delivered in the home,
and as such promote positive outcomes for

high-risk parents and children. For example,
Fisher and Stoolmiller (2008) reported
reductions in stress for foster mothers
participating in a home-based intervention
to improve their parenting skills. Similarly,
Beeber et al. (2007) integrated a cognitive—
behavioral approach to reducing maternal
depression in their home visiting model. Both
of these programs delivered a very detailed
intervention that was designed to improve a
specific parent characteristic or skill.

Itis increasingly common for
interventions for young children and their
families to target the dyad and work toward
enhancing parent-child interaction. There
is emerging evidence that programs that
target the dyad lead to improved parent,
child, and dyadic outcomes. For example,
parent—child interaction therapy delivered
in the home to families of young children
resulted in reductions in child maltreatment
(Chaffin et al., 2004). Similarly, the delivery
of parent-infant psychotherapy, an infant
mental health approach which promotes
positive parent-child interaction, also led
toreduced child maltreatment (Cicchetti,
Rogosch, & Toth, 2006). In addition, distinct
iterations of programs to promote positive
parenting and management of child behavior,
which have used parents’ interactions with
the children as the focus on the intervention,
have resulted in improved parenting skills
(Dishion etal., 2008).

Staffing

The role of staff in the delivery of
high-quality home visiting programs is
obviously critical. Which staff characteristics
are linked to quality is not as transparent. For
example, there is ambiguity in the field as to
whether home visitors need to have college
degrees to deliver high-quality services. Ina
direct examination of this question, Olds and
colleagues (Korfmacher, O’Brien, Hiatt, &
0lds, 1999; Olds et al., 2004; Olds et al., 2002)
found that although paraprofessional-
delivered services do have a positive impact
on families, these effects are not of the same
magnitude and type as those resulting from
professional home visitation (i.e., with
nurses). The smaller impact of the
paraprofessional intervention has been
attributed to the differences in the content
covered by the two groups, specifically the
tendency of paraprofessionals to focus on
environmental health and concrete service
issues such as food and shelter (Hiatt,
Sampson, & Baird, 1997). Although no
other study has explicitly compared types
of home visitors, many programs using
paraprofessional home visitors have
documented benefits for families (Black,
Dubowitz, & Starr, 2007; Diaz, Oshana, &
Harding, 2004; Wagner & Clayton, 1999).
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Notably, there has been no research about the
benefit to families of that compares
paraprofessionals with other types of
professional home visitors, such as social
workers or child development specialists.

Staff competence, particularly in regard
to addressing the issues that high-risk
families face (e.g., mental illness, substance
use, and family violence), also influences
program quality. For example, in a qualitative
examination of Early Head Start staff, home
visitors reported being uncomfortable and
ill-prepared in identifying and addressing
mental health issues (Jones Harden,
Denmark, & Saul, 2010). On the basis of their
study of home visitors in the Healthy Families
program, LeCroy and Whitaker (2005)
identified five home visitor characteristics
that were linked to competence in working
with high-risk families: having clinical skill,
addressing family difficulties, addressing
parenting difficulties, resolving personal
difficulties, and having experience.

In an examination of Healthy Families
home visiting programs, more than half of
participating mothers were in need of mental
health, domestic violence, or substance abuse
services, yet only about a quarter of them
received those services (Tandon et al., 2005).
This service gap was attributed to the lack of
training and support home visitors received
with respect to assessing, communicating,
and collaborating in regard to family risk. In
a subsequent qualitative study, home visitors
reported that they had knowledge about
familyrisks, but they needed more training
and supervision regarding how to intervene
with families around issues such as substance
abuse, mental illness, and domestic violence
(Tandon, Mercer, Saylor, & Duggan, 2008).

The psychological characteristics of home
visitors also affect their performance. For
example, home visitors in one Early Head
Start program had physical and mental
health difficulties that affected their capacity
to work with families (Jones Harden etal.,
2010). Home visitors may also experience
the secondary trauma and burn-out that
is common among many human service
providers, particularly those serving high-
risk families (Jones Harden et al., 2010).

Gill and colleagues (Gill, Greenberg, Moon,
& Margraf, 2007) documented high levels

of emotional exhaustion and depression in
home visiting staff. To address home visitors’
limitations in intervening with high-risk
families and their own vulnerability, a higher
level of supervision and support is necessary
(Scott Heller & Gilkerson, 2009; Saul & Jones
Harden, 2009). Reflective supervision, with
the consistency and continuity of support

it offers, would provide home visitors with
the opportunity to improve their skills in
aneutral, reflective context. Supervision

also should entail “in-vivo” observation and
feedback of home visitors’ work. Supervisors
can accompany staff on home visits, or
observe and provide feedback through
reviewing a videotape of a home visit.

Unless the home visitor supervisor is an
expert in intervening with psychologically
at-risk families, consultation from a mental
health professional is critical. The strategies
for incorporating mental health consultation
in early childhood programs are applicable
to home visiting programs (Donahue, Falk,

& Provet, 2000; Jones Harden & Lythcott,
2005; Perry, Kaufmann, & Knitzer, 2007).
Mental health consultants can participate

in reflective supervision sessions and
accompany staff on home visits. They can also
participate in case conferences (i.e., explicit
discussions about how to intervene with
specific families) and provide training on
select topics (e.g., postpartum depression). In
addition, they can observe children, families,
and staff and can also deliver mental health
services in the context of the home visit.

As part of their supervision and
consultation experiences, staff who work
with vulnerable families may require support
to specifically address the emotional
exhaustion that often accompanies this
work (Jones Harden, 2009). Home visitors
could keep ajournal about the experience
of service provision and could formally
and regularly share their feelings and
experiences with peers who are alsohome

visitors. Programs can provide home visitors
with mental wellness activities, such as
meditation and exercise sessions and mental
health days/fairs. Home visitors should also
be trained and scaffolded to manage loss,

to prioritize their activities (so asnot to
become overwhelmed with the enormity of
families’ needs), and to improve their coping
strategies.

Home visitor well-being and competence
are also affected by the health of the home
visiting program. In other organizations,
elevated job stress has been linked to
excessive work demands and worker
perception of alack of organizational support
(Carayon & Zijlstra, 1999; Jones, Flynn, &
Kelloway, 1995; Sauter & Murphy, 1995). In
aqualitative study of staff in a specific Early
Head Start program, home visitors reported
having excessive work responsibilities
without sufficient structural and emotional
support to meet the demands of their jobs
(Jones Harden, et al., 2010). Such experiences
have the potential to adversely affect the well-
being and performance of the home visitors
in early childhood intervention programs.

Process Factors

HERE ARE MYRIAD process factors that

have been linked to high-quality early

childhood intervention, including
teacher—child relationships, the content of
the intervention, and the mechanisms by
which the intervention is provided (Pianta

The majority of home visiting programs are designed for families with young children.
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For psychologically vulnerable families,
home visiting should ideally begin
during pregnancy.

etal.,2005). Parallel processes in home
visiting programs include the staff-family
relationship, the program’s theory of change,
and the approach, content, and activities that
characterize the program.

Staff-Family Relationship

The critical nature of the relationship
between individuals and their service provid-
ersis perceived as key to behavioral change.
Relationship-based approaches have gained
some traction in the early childhood field,
such as the use of primary caregivers in cen-
ter-based programs (Owen, Klauski, &
Mata-Otero, 2008). In relationship-based
home visiting programs, relationships—
among staff and between staff and
families—are based on trust, empathy, and
responsiveness (Saul & Jones Harden, 2009).

Positive relationships between families
and program staff are essential for the quality
of home visiting services. For example, family
engagement with home visiting programs
isrelated to the home visitors’ capacity to
develop a positive helping relationship with
families (Korfmacher, Green, Spellman,

& Thornburg, 2007), and to home visitor
conscientiousness and persistence with
families (Brookes, Summers, Thornburg,
Ispa & Lane, 2006). Family engagement
and relationships with home visitors are
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promoted by the high levels of empathy on
the part of home-based service providers,
particularly paraprofessionals, with high-risk
families (Hiatt et al., 1997; Jones Harden et al.,
2010; Wasik & Roberts, 1994). Home visitors’
nonjudgmental, optimistic attitude about
parents is more likely to lead to increased
family participation and positive family
outcomes (Beeber et al., 2007). Thus, home
visitors who display empathy, acceptance,
and other positive responses to families

can provide high-risk families with positive
experiences with service providers that they
may have not experienced, and that are more
likely tolead to positive outcomes.

The cultural match between fami-
lies and home visitors may also have some
bearing on their relationships, particularly
for immigrant families (Daro et al., 2003;
Suleiman, 2003). Whereas there is some lit-
erature showing that these families use and
potentially benefit more from home-based
programs when compared to other demo-
graphic groups (Administration for Children
and Families, 2002, 2006), the language bar-
riers must be addressed. Some home-based
programs have resolved this issue by hir-
ing bilingual staff, but many do not have the
financial or staff resources to linguistically
match all families with appropriate home vis-
itors. Other programs rely on interpreters to
support interventionists to deliver services.
The evidence on the use of interpreters in
intervention programs is mixed. Some schol-
ars and practitioners underscore challenges
related to interpreter subjectivity and the
lack of connectedness between the clinician
and family (Jackson, Zatzick, & Harris, 2008;
Suleiman, 2003). Others have found that
interpreters do not adversely affect program
effectiveness, and allow previously inacces-
sible interventions to be delivered to broader
ranges of families (Beeber et al., 2007). In
whatever manner programs address this
issue, it is essential that home visitors be able
to communicate with their families, a process
which is fundamental to the success of any
human service delivery strategy, particularly
those aimed at high-risk families.

Thus, researchers know that relationships
between families and service providers are
powerful influencers of participants’ engage-
ment in home visiting programs as well as
of their outcomes. These relationships may
be particularly important for high-risk fami-
lies, who may have had negative encounters
with service providers in the past. Building
relationships with such families may require
more patience, creativity, and persistence
than with other families (e.g., returning to the
home multiple and varying times to catch the
family at home). Providing concrete remind-
ers that they have been “held in the mind” of
home visiting staff may be necessary, such

as when staff brings tangible resources to

the home visiting session (e.g., diapers).
Often after these intensive attempts at initial
engagement, the relationships can be sus-
tained over time. It is important to note that
because of the intensity of these relation-
ships, home visitors may need assistance in
maintaining their professional boundaries
and nonjudgmental attitudes toward families
(Musick & Stott, 2000).

Theory of Change

Allintervention programs must have a
clearly articulated theory of change which
identifies the mechanisms by which home
visiting staff achieve programmatic goals. For
example, enhancing parent-child interac-
tion is a key strategy for home visitors to use
to achieve positive child outcomes (Barnard,
1998; Jones Harden, 2002; Peterson, Luze,
Eshbaugh, Jeon, & Kantz, 2007). However,
it may be challenging for home visitors to
implement activities which promote parent—
child interaction, particularly when families
arein crisis (Jones Harden et al., 2010;
Peterson et al., 2007; Roggman et al., 2001).
Hebbeler and Gerlach-Downie (2002) found
that home visitors’ perceptions and practices
were to some extent in direct contradiction to
the child development goals of the programs
in which they were employed. Specifically,
the home visitors emphasized their roles as
providers of family support more than as pro-
viders of parenting information; they did not
address the connection between child devel-
opment information and parenting behaviors;
and they did not directly facilitate parent-
child interaction.

To reach program goals, home visitors
must implement activities in accordance with
the programs’ theory of change, despite the
challenges they encounter. This is no easy
task when services need to be aligned with
families’ needs, matched to the developmen-
tallevel of the child and family, and linked
directly to the goals and desired outcomes
of the program. Formal collaborations with
other service providers are often required to
meet the multiple needs of high-risk families.
For example, child-directed services may be
essential for child outcomes (e.g., high qual-
ity child care) and may compensate in some
way for the compromised contexts in which
these children are reared. In addition, link-
ages to therapeutic interventions for parents,
such as substance abuse and mental health
treatment, are critical for promoting the
development of high-risk parents.

Approaches and Activities

The approaches to service delivery
undertaken by home visiting programs are
as variable as their goals and outcomes.
Some programs are didactic and designed
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to influence families through directive,
educational intervention strategies.

Others have a more supportive approach,

in which home visitors use empathy and

the provision of concrete resources to
intervene with families. Recently, evaluations
of interventions which use an active,
experiential approach that focuses explicitly
on parent skill-building and behavior change
have suggested that such programs have the
potential to benefit high-risk families more
than do generic parent education programs
(Barth, 2009). These programs have
purposeful, planned content and activities
which are linked to the program’s theory of
change and are designed to modify specific
behaviors on the part of a targeted group of
parents or children.

In the home visiting arena, programs that
use strategies that are explicitly articulated
and linked to the theory of change have been
found to be beneficial. For example, home
visitors in the Nurse-Family Partnership pro-
gram use specific strategies that are devised
to change maternal and child health behav-
iors and to promote self-efficacy in mothers
of young infants (Olds et al., 2004). The
Family Check-Up program focuses home
visits on helping parents practice positive
strategies for the reduction of behavior prob-
lems in young children (Dishion etal., 2008).
Home visitors in the Parent Child Interaction
Therapy program (Chaffin et al., 2004) coach
parents to respond to their young children
more appropriately while they are interacting
with them. In Project SafeCare (Gershater-
Molko, Lutzker, & Wesch, 2002), home
visitors scaffold parents in their interactions
with their young children and also intervene
directly with parenting behaviors relative to
child safety, health, and bonding.

Although some flexibility and individu-
alization are allowed in these programs, the
delivery of specifically articulated strategies
and approaches is paramount. Often, the con-
tent and activities are delineated in formal
curricula or intervention manuals in order
toincrease the likelihood that the services
are delivered with consistency and fidelity.
Supervision and observation of home visi-
tors can also be used to ensure that they are
delivering the home-based interventions

with fidelity. This should be accompanied
by monitoring of how well the interven-
tion is delivered, such as home visitor logs
and family questionnaires. Such strategies
are particularly important for home vis-

its with high-risk families, which can easily
be consumed by addressing the myriad cri-
ses that they encounter at the expense of the
intervention.

Recommendations and
Conclusions

HE PRIMARY LESSON that T have learned

over the last decade is that home

visiting during the early childhood
years is an effective service delivery
mechanism, when implemented in a quality
manner. Arguably, it is even more important
to attend to the quality implementation of
home-based interventions when they are
delivered to psychologically vulnerable
families. These services must have an explicit
goal, a specific target population, and an
associated theory of change. In particular,
parent-child interaction intervention should
be a key component of home-based services
that are designed to promote child and parent
development. Home-based interventions
that focus on enhancing skills and behaviors
among parents show particular promise.

Ensuring that families receive an
appropriate dosage of home visits is also
critical, which may be achieved through
increasing the number of home visit attempts
that are made by programs, increasing
the frequency of home visits for high-risk
populations, or both. The development
of sustained relationships with families
is paramount, with a particular emphasis
on providing the affective and concrete
supports that may increase the engagement
of vulnerable populations. Matching home
visitors and families who share a similar
background, particularly in regard to
language, is another implementation strategy
that may improve program quality and family
engagement.

An essential component of quality home
visiting programs is staff who are trained,
monitored, and supported to intervene with
the particular risk factors that psychologically
vulnerable families present. Because home

visitors in most programs address the

needs of the “whole” child and family, their
knowledge and skill regarding child and
parent physical and mental health must

be enhanced. Further, each home visitor
should have regular access to supportive
supervision and mental health consultation
through which they can reflect upon personal
issues that affect their work, improve their
knowledge and skill in working with high-
risk families, and address any organizational
or other barriers to their effectiveness.

This concrete and instrumental support for
working with high-risk families, as well as
ongoing, active monitoring and guidance of
home visitors in the direct context of their
visits to families, can facilitate their delivery
of high quality, intended services.

Gomby (2007) asserted that “the aspects
of (home visiting) program implementation
that are especially important are those such
as staffing and service intensity that facilitate
the creation of a trusting relationship
and/or delivery of program content” (p. 794).
Through my now decades of involvement
in home-based work with families, I have
learned the value of attending carefully to
the what, who, and how of delivering services
to children and families in the home. In
other words, home visiting programs cannot
positively influence the developmental
trajectories of children and families at
psychological and socioeconomic risk unless
their services are based on explicit theory,
are designed to convey specific content, are
delivered by well-trained and supported staff,
and are comprised of goal-directed strategies
that focus on behavioral change. §
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at environmental risk. Much of her work has
centered on children in the child welfare system
and children exposed to environmental risks. She
is particularly interested in the evaluation of home
visiting and early intervention programs, and in
using research to inform the development of policy
and practice.

References

ADMINISTRATION FOR CHILDREN AND FAMILIES.
(2002). Making a difference in the lives of infants
and toddlers and their families: The impacts of Early
Head Start. Washington, DC: Author.

ADMINISTRATION FOR CHILDREN AND FAMILIES.
(2006). Findings from the survey of Early Head

Start programs: Communities, programs, and
families. Washington, DC: Author.

AMMERMAN, R., STEVENS, J., PUTNAM, F., ALTAYE, M.,
HULSMANN, J., LEHMKUHL, H., ET AL. (2006).
Predictors of early engagement in home
visitation. Journal of Family Violence, 21(2),
105-115.

BarNARD, K. E. (1998). Developing, implementing,

and documenting interventions with parents

and young children. Zero to Three, 18(4), 23-29.
BARTH, R. (2009). Preventing child abuse and

neglect with parent training: Evidence and

opportunities. Future of Children, 19(2), 95-118.
BEEBER, L. S., COOPER, C., VAN Noy, B. E.,

ScHwARTZ, T. A, BLANCHARD, H. C,,

CaNuso R, ET AL. (2007). Flying under the

July 2010 Zero to Three 49



Copyright 2010 ZERO TO THREE. All rights reserved. For permission to reprint, go to www.zerotothree.org/reprints

radar: Engagement and retention of depressed
low-income mothers in a mental health
intervention. Advances in Nursing Science, 30(3),
221-341.

Brack, M. M., DuBOwWITZ, H., & STARR, R. (2007).
Early intervention and recovery among children
with failure to thrive: Follow-up at age 8.
Pediatrics, 120(1), 59-69.

BOLLER, K., STRONG, D. A., & DARO, D. (2010). Home
visiting: Looking back and moving forward. Zero
to Three, 30(6), 4-9.

BROOKES, S., SUMMERS, J., THORNBURG, K., Ispa, J.,
& LANE, V. (2006). Building successful home
visitor-mother relationships and reaching

program goals in two Early Head Start programs:

A qualitative look at contributing factors. Early
Childhood Research Quarterly, 21(1), 25-45.

CARAYON, P., & ZIILSTRA, F. (1999). Relationship
between job control, work pressure, and strain:
Studies in the USA and the Netherlands. Work
and Stress, 13(1),32-48.

CHAFFIN, M., SILOVSKY, J., FUNDERBURK, B.,

VALLE, L., BRESTAN, E., BALACHOVA, T., ET AL.
(2004). Parent-child interaction therapy with
physically abusive parents. Journal of Consulting
and Clinical Psychology, 72, 491-499.

CiccHETTI, D., RoGoscH, F., & ToTH, S. (2006).
Fostering secure attachment in infants in
maltreating families through preventive
interventions. Development and Psychopathology,
18, 623-649.

CRruM, L., HoGaN, V., CHAPPLE, T., BROWNE, D., &
GREENE, J. (2005). Disparities in maternal and
child health in the United States. In J. Kotch
(Ed.), Maternal and Child Health (pp. 299-346).
Sudbury, MA: Jones & Bartlett.

Daro, D., McCURDY, K., FALCONNIER, L., &
STOJANOVIG, D. (2003). Sustaining new parents
inhome visitation services: Key participant
and program factors. Child Abuse & Neglect, 27,
1101-1125.

Diaz, J., OSHANA, D., & HARDING, K. (2004,
December). Healthy Families America: 2003
Annual profile of program sites. Working Paper.
Chicago: Prevent Child Abuse America.

DisHION, T., SHAW, D., CONNELL, A., GARDNER, F.,
WEAVER, E., & WiLsoN, M. (2008). The Family
Check-up with high-risk indigent families. Child
Development, 79,1395-1414.

DONAHUE, P., FALK, B., & PROVET, A. (2000). Mental
health consultation in early childhood. Baltimore:
Brookes.

ECKENRODE, J., GANZEL, B., HENDERSON, C. R. JR.,

SmitH, E., OLDS, D. L., POWERS, J., ET AL. (2000).

Preventing child abuse and neglect with a
program of nurse home visitation: The limiting
effects of domestic violence. The Journal of the
American Medical Association, 20,1385-1391.

FISHER, P., & STOOLMILLER, M. (2008). Intervention
effects on foster parent stress: Associations
with child cortisol levels. Development and

50 Zeroto Three July zo10

Psychopathology, 20,1003-1021.

GEERAERT, L., VAN DEN NOORGATE, W.,

GRIETENS, H., & ONGHENA, P. (2004). The
effects of early prevention programs for families
with young children at risk for physical child
abuse and neglect: A meta-analysis. Child
Maltreatment, 9(3), 277-291.

GERSHATER-MOLKO, R., LUTZKER, J., & WEsCH, D.
(2002). Using recidivism data to evaluate
Project SafeCare. Child Maltreatment, 7, 277-285.

GILL, S., GREENBERG, M. T. MooN, C., &

MARGRAF, P. (2007). Home visitor competence,
burnout, support and client engagement.
Journal of Human Behavior in the Social
Environment, 15(1), 23-44.

GoMmBY, D. (2007). The promise and limitations
of home visiting: Implementing effective
programs. Child Abuse and Neglect, 31,793-799.

HEBBELER, K., & GERLACH-DOWNIE, S. (2002).
Inside the black box of home visiting: A
qualitative analysis of why intended outcomes
were not achieved. Early Childhood Research
Quarterly, 17(1), 28-51.

HiarT, S., SAMPSON, D., & BAIRD, D. (1997).
Paraprofessional home visitation: Conceptual
and pragmatic considerations. Journal of
Community Psychology, 25(1), 77-93

JacksoN, C., ZATZICK, D., & HARRIS, R. (2008). Loss
in translation: Considering the critical role of
interpreters and language in the psychiatric
evaluation of non-English-speaking patients.

In S. Loue & M. Sajatovic (Eds.), Diversity issues
in the diagnosis, treatment and research of mood
disorders (pp.135-163). New York: Oxford.

JoNEs, B. (1997). You cannot do it alone: Home
visitation with psychologically vulnerable
families, Zero to Three, 17(4), 10-16.

JonEs, B, FLYNN, D., & KELLOWAY, E. K. (1995).
Perception of support from the organization
in relation to work stress, satisfaction and
commitment. In S. Sauter & L. Murphy
(Eds.), Organizational risk factors for job stress
(pp. 41-52). Washington, DC: American
Psychological Association.

JoNEs HARDEN, B. (2002). Home-based Early Head
Start: “Kitchen therapy.” Head Start Bulletin, 73,
39-41.

JoNES HARDEN, B. (2009). Beyond reflective
supervision: Organizational supports for staff
well-being. In S. Scott Heller & L. Gilkerson
(Eds.). A practical guide to reflective supervision.
Washington, DC: ZERO TO THREE.

JoNEs HARDEN, B., DENMARK, N., & SauL, D. (2010).
Understanding the needs of staff in Head Start
programs: The characteristics, perceptions, and
experiences of home visitors. Children and Youth
Services Review, 32(3),371-379

JoNEs HARDEN, B., & LYTHCOTT, M. (2005). Kitchen
therapy and beyond: Delivering mental health
services to young children in alternative
contexts. In K. Finello (Ed.), Handbook of

training and practice in infant and preschool mental
health. San Francisco: Jossey-Bass.

KORFMACHER, J., GREEN, B., SPELLMANN, M., &
THORNBURG, K. (2007). The helping relationship
and program participation in early childhood
home visiting. Infant Mental Health Journal,
28(5), 459-480.

KORFMACHER, J., O’BRIEN, R., HIATT, S., & OLDS, D.
(1999). Differences in program implementation
between nurses and paraprofessionals in
prenatal and infancy home visitation: A
randomized trial. American Journal of Public
Health, 89,1847-1851.

LECRroy, C. W., & WHITAKER, K. (2005). Improving
the quality of home visitation: An exploratory
study of difficult situations. Child Abuse and
Neglect, 29,1003-1013.

LoCasaLe-CroucH, J., KoNoLp, T., P1aNTA, R.,
Howes, C., BURCHINAL, M., BRYaNT, D.,
CLIFFORD, R., ET AL. (2007). Observed
classroom quality profiles in state-funded pre-
kindergarten programs and associations with
teacher, program, and classroom characteristics.
Early Childhood Research Quarterly, 22(1),3-17.

LovVE, J. (2010, May). The beginnings of school
readiness in infant toddler development.
Presentation at the Frank Porter Graham Infant-
Toddler Child Care Meeting, University of
North Carolina, Chapel Hill, NC.

Lovg, J., KISKER, E., Ross, C., RaikEs, H.,
CONSTANTINE, J., BOLLER, K. ET AL. (2005),

The effectiveness of Early Head Start for 3 year
old children and their parents. Developmental
Psychology, 41, 885-901.

MUSICK, J., & STOTT, F. (2000). Paraprofessionals
revisited and reconsidered. InJ. P. Shonkoff &
S.J. Meisels (Eds.), Handbook of early childhood
intervention (2nd ed.; pp. 439-453). New York:
Cambridge University Press.

NATION, M., CRUSTO, C., WANDERSMAN, A.,
KUMPFER, K. L., SEYBOLT, D.,

MORRISSEY-KANE, E., & DAVINO, K. (2003). What
works in prevention: Principles of effective
prevention programs. American Psychologist, 58,
449-456.

OLbs, D., HiLL. P., ROBINSON, J., SONG, N., &
LiTTLE, C. (2000). Update on home visiting for
pregnant women and parents of young children.
Current Problems in Pediatrics, 30(4),105-148.

OLps, D. L., KitzmaN, H., CoLE, R., ROBINSON, J.,
SIDORA, K, LUCKEY, D., ET AL. (2004). Effects
of nurse home visiting on maternal life-course
and child development: Age-six follow-up of a
randomized trial. Pediatrics, 114,1550-1559.

OLps, D. L., ROBINSON, J., O’BRIEN, R.,

Luckey, DW,, PETTITT, L. M., HENDERSON
C.R.,JR., ET AL. (2002). Home visiting by
paraprofessionals and by nurses: A randomized,
controlled trial. Pediatrics, 110, 486-496.

OWEN, M., KLAUSKI, J., & MATA-OTERO, A. (2008).
Relationship-focused child care practices. Early



Copyright 2010 ZERO TO THREE. All rights reserved. For permission to reprint, go to www.zerotothree.org/reprints

Education and Development, 19(2),302-329.

PAULSELL, D., BOLLER, K., HALLGREN, K., &
EsposiTo, A. M. (2010). Assessing home visit-
ing quality: Dosage, content, and relationships.
Zero to Three, 30(6),16-21.

PERRY, D., KAUFMANN, R., & KNITZER, J. (2007).
Social-emotional health in early childhood: Building
bridges between services and systems. Baltimore:
Brookes.

PETERSON, C., LUZE, G., EsHBAUGH, E., JEON, H.,

& KanTz, K. (2007). Enhancing parent-child
interaction through home visiting: Promising
practice or unfulfilled promise? Journal of Early
Intervention, 29(2), 119-140.

PianTa, R. C., HowEs, C., BURCHINAL, M.,

BRYANT, D., CLIFFORD, R., EARLY, D., &
BARBARIN, O. (2005). Features of pre-
kindergarten programs, classrooms, and
teachers: Do they predict observed classroom
quality and child-teacher interactions? Applied
Developmental Science, 9(3), 144-159.

RAIKES, H., GREEN, B., ATWATER, J., KISKER, E.,
CONSTANTINE, J., & CHAZAN-COHEN, R. (2006).
Involvement in Early Head Start home visiting
services: Demographic predictors and relations
to child and parent outcomes. Early Childhood

Research Quarterly, 21(1), 2-24.

RoGGMAN, L. A., Boyck, L. K., Cook, G. A., &

Jump, V.K. (2001). Inside home visits: A
collaborative look at process and quality. Early
Childhood Research Quarterly, 16(1), 53-71.

SauL, D., & JONES HARDEN, B. (2009). Nurturing
the nurturer: Caring for caregivers in Head Start
programs. Head Start Bulletin, 80,91-93.

SAUTER, S., & MURPHY, L. (Eds.). (1995).
Organizational visk factors for job stress.
Washington, DC: American Psychological
Association.

ScorT HELLER, S. & GILKERSON, L. (Eds.). (2009).
A practical guide to reflective supervision.
Washington, DC: ZERO TO THREE.

SULEIMAN, L. (2003). Beyond cultural competence:
Language access and Latino civil rights. Child
Welfare, 82(2),185-200.

SWEET, M., & APPELBAUM, M. I. (2004). Is home
visiting an effective strategy: A meta-analytic
review of home visiting programs for families
with young children. Child Development, 75,
1435-1456.

TANDON, S. D., MERCER, C., SAYLOR, E., &

DuUGGAN, A. (2008). Paraprofessional home
visitors’ perspectives on addressing poor mental

health, substance abuse, and domestic violence:
A qualitative study. Early Childhood Research
Quarterly, 23, 419-428.

TANDON, S. D., PARILLO, K., JENKINS, C., &
DuGGAN, A. (2005). Formative evaluation of
home visitors’ role in addressing poor mental
health, domestic violence, and substance abuse
among low-income pregnant and parenting
women. Maternal and Child Health Journal, 9(3),
273-283.

VAN IJZENDOORN, M. H.,
BAKERMANS-KRANENBURG, M. J., & JUFFER, F.
(2005). Beyond the Dodo Bird verdict: Toward
evidence-based interventions on sensitivity and
early attachments. In L. Berlin (Ed.), Enhancing
early attachments: theory, research, intervention,
and policy (pp. 297-312). New York: Guilford.

‘WAGNER, M. M., & CLAYTON, S. L. (1999). The
Parents as Teachers Program: Results from two
demonstrations. The Future of Children, 9(1),
91-115.

WasIk, B. H., & ROBERTS, R. N. (1994). Home visitor
characteristics, training, and supervision. Family
Relations, 43(3), 336-341.

GETTING READY FOR SCHOOL

BEGINS AT BIRTH

Getting Ready for School Begins at Birth

How to Help Your Child Learn in the Early Years
CLAIRE LERNER and LYNETTE CIERVO

Getting Ready for School Begins at Birth helps parents and other
caregivers understand how children from birth to 3 years learn the basic
skills they need to be successful in school. It also shows parents and
caregivers how they can nurture the development of those crucial skills.

W 2004. 12 pages.
$PRESS

a8 3l
Begins at Birth

R LT

ENGLISH VERSION: SPANISH VERSION:

ITEM #325 ITEM #326 The Nation's
empieza al nacer ISBN 0-943657-87-3 ISBN 0-943657-88-1 Leading Resource

LereipmEer ape mrey grn mym ey sprm————
e E ==

$30.00/20 BROCHURES $30.00/20 BROCHURES

First Years of Life

Order your copy today! Call toll-free (800) 899-4301 or visit our bookstore at www.zerotothree.org

July 2010 Zero to Three 51



