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Abstract 

 

A majority of the Individuals with Disabilities Education Act‘s (IDEA) Part C 

early intervention services are provided in the home setting. Relationships between 

families and home visitors are at the heart of how services are delivered through Part C 

programs. When the worlds of families and home visitors collide each caregiver is 

likely to have a unique perception of the supportive and non-supportive components of 

their interactions with their home visitor(s). This case study was designed to examine 10 

caregivers‘ perceptions of their interactions with Part C home visitors providing 

services through Minnesota‘s Help Me Grow program.  

This research study demonstrates it is essential for home visitors to listen to 

caregivers‘ voices as a blueprint for designing family-centered home visits on a visit-

by-visit basis. The seven components involved in home visit design include (a) giving 

caregivers options for their level of involvement during home visits, (b) providing 

options for modes of giving and receiving information, (c) being attentive to the 

family‘s desired boundaries within the home visiting processes, (d) being responsive to 

caregivers‘ priorities and concerns, (e) being attentive to the positive or negative energy 

the home visitor brings into the home, (f) being adaptable to the family and child‘s 

dynamic needs, and (g) providing families with phone numbers for third parties they 

can easily access when they have questions or concerns about service delivery or Part C 

personnel.  
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Chapter 1: Introduction 

 

Minnesota‘s Help Me Grow program provides special education services for 

young children with disabilities and their families as mandated by Part C of the 

Individuals with Disabilities Education Act (IDEA). A majority of infants and toddlers 

with disabilities receive Part C services within their home environment and the 

involvement of their primary caregiver(s) is a vital component of service delivery. For 

the purposes of this study ―caregiver‖ is defined as the primary caretaker(s) of a child as 

defined by the family. This may include parents, grandparents, foster parents, guardians, 

etc. They are the recipients of Help Me Grow services. ―Home visitors‖ are defined as 

Part C early interventionists working with families and children in their homes. Part C 

mandates emphasize the importance of viewing caregivers as children‘s primary 

teachers throughout their daily routines and individualizing services to support the 

unique needs of each family. Due to the important role caregivers have in supporting 

their children with disabilities, hearing their perceptions of their interactions with Part C 

home visitors is a fundamental element in creating and implementing policies and 

practices that are supportive of unique family strengths, priorities, and concerns.  

 A caregiver‘s perception of a specific relationship plays a monumental role in 

defining its success (Parlakian, 2001). If home visitors had access to caregiver 

perceptions, they could be better equipped to provide family-centered services. The key 

to family-centered services is not creating an ideal list of practices for all families, but 

to understand a family‘s role in defining the practices that work for them (Crais, Roy, & 

Free, 2006). Successful family-centered service delivery enhances the family‘s ability to 

support the unique needs of their child (Bailey et al., 1998). ―A family-centered 
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approach to evidence-based practice requires families to be an integral part of clinical 

decision making, but some families may need assistance enumerating their views and 

values‖ (Cooley, Hidecker, Jones, Imig, & Villarruel, 2009, p. 212). It is essential to 

seek a deeper understanding of caregiver perceptions in order to guide family-centered 

home visiting policies and practices (Blue-Banning, Summers, Frankland, Nelson, & 

Beegle, 2004; Rosin, 1996; Turnbull, Poston, Minnes, & Summers, 2007a).  

  Conceptual Underpinnings for the Study  

 Legal mandates and current status.  The processes for early intervention 

home visiting practices are influenced by legal mandates as well as theoretical 

frameworks which focus on the significance of the relationships involved within the 

home visiting process. Federal, state and local policies shape the unique practices that 

serve as the foundation upon which home visits are built. Within the last four decades 

access to special education services for children and families has significantly 

increased. In 1975 the Education for All Handicapped Children Act (EHA) mandated a 

free and appropriate public education in the least restrictive environment for children 

ages 5 to 21 years with disabilities. In 1986 the EHA was amended to provide special 

education services to children age birth to 5 years. The EHA was reauthorized as the 

Individuals with Disabilities Education Act (IDEA) in 1997 and again in 2004 and 

currently sets eligibility standards and service provisions for children with special needs 

aged birth to 21 years in their natural environments (Deiner, 2009).  

 At present within the United States, all states and territories provide special 

education services to infants and toddlers with disabilities through Part C of IDEA. In 

the fall of 2005, 293,816 or 2.4% of the population under the age of 3 years and their 
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families were recipients of early intervention services (Hebbeler et al., 2007). The least 

restrictive environment for infants and toddlers with disabilities is often determined to 

be their home environment. Part C of IDEA provides special education, related services, 

and service coordination to young children ages birth to 2 years and their families. 

Related services can include, but are not limited to physical therapy, occupational 

therapy, speech and language therapy, nursing, social work, and Autism consultation. 

An infant or toddler can qualify for Part C in Minnesota‘s Help Me Grow Program 

three ways: (a) the child has a medically diagnosed condition with a high probability of 

developmental delay; (b) the child demonstrates a delay of 1.5 standard deviations 

below the mean in at least one developmental area (cognitive, physical, communication, 

social-emotional, or adaptive development) by standardized assessment tools; or (c) the 

child meets categorical requirements for a specific disability, such as Autism, 

Speech/Language Impairment, or Emotional Behavioral Disorder. Each of these 

requirements must be supported by a review of medical records, one systematic 

observation in a routine setting, and a family directed assessment of resources, 

priorities, and concerns (Minnesota Department of Education, 2009b).  

 Once a child is determined to be eligible for Part C services an Individualized 

Family Service Plan (IFSP) is written by the team members and parents. During this 

team meeting the core elements of the IFSP are discussed, including present levels of 

performance, child and family goals, the least restrictive environment, and specific early 

intervention services. Upon the family‘s agreement, a statement of family priorities, 

resources and concerns are also discussed during the meeting. (Howard, Williams, & 
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Lepper, 2005). The educational services begin on the start date indicated on the IFSP 

and the relationships between the family, child and home visitor(s) are set in motion.  

 Guiding theoretical frameworks. The eligibility determination and service 

provision mandates surrounding infant and toddler intervention services emphasize the 

importance of the family‘s role in their child‘s life. Caregivers play a critical role in 

supporting their child‘s development (Bailey et al., 2006) and family-focused 

theoretical frameworks emphasize the importance of relationships within families. 

Sameroff‘s (1975) transactional model suggests the social interactions that occur 

between parents and their children are influential on both child developmental outcomes 

and family needs. A bidirectional influence is the basis for interactions between the 

parent and child as the child‘s behavior influences the parents‘ behavior and the 

parents‘ behavior influences the child‘s behavior. Likewise, Bronfenbrenner‘s (1979) 

ecological model emphasizes that human relationships are important catalysts to 

learning and developing cognitive, linguistic and social skills and family is considered 

to be the most economical and effective system for nurturing the development of the 

child. Systemic paradigms such as these provided a significant shift of early 

intervention services from focusing on the individual child to viewing the child within 

the context of their family system and continue to influence how early intervention 

services are provided today.  

Relationships: The Heart of Help Me Grow Services 

 Relationships are at the heart of how services are delivered through Help Me 

Grow home visit service provision. The core relationships involved in a home visit are 

those between the caregiver-child, caregiver-home visitor, and the caregiver-child-home 
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visitor. Each person in these relationships has unique roles and responsibilities during 

the home visit and within their relationships outside of the home visiting structure. Due 

to the intimacy of these relationships, Hanson and Lynch (2010) provide a rationale for 

the field of early intervention to have guiding principles for home visit practices: 

 Services for infants and toddlers are often provided in families‘ homes. The 

 intimacy of this form of service delivery cannot be overestimated. In almost no 

 other service do professionals work within the home, with the child as well as 

 the family, and with issues that are as personal and value-laden as child rearing.

 The level of trust that families place in early interventionists is extraordinary. 

 Professionals, therefore, must adopt the strictest codes of both ethical and 

 respectful behavior (p. 167).  

 It is timely to hear family stories related to their experiences with the Help Me 

Grow home visiting process in order to determine how the new policies implemented 

within Minnesota‘s new Individualized Service Plan of 2009 are impacting families. 

One key change to the IFSP was inclusion of a Family Assessment that provides 

information on the family‘s resources, priorities, and concerns. These priorities and 

concerns serve as a guide for developing family and child-related IFSP outcomes 

(Minnesota Department of Education, 2009a). In the past,  individual early 

interventionist assessments have often determined IFSP outcomes (McWilliam, 

Ferguson, Harbin, Porter, & Vaderviere, 1998) rather than utilizing family priorities and 

concerns (Jung & Baird, 2003). These changes hold the potential to impact the 

relationship between caregivers and home visitors by giving caregivers a stronger 

leading role within the home visit structure. Continuous evaluation of whether or not 
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policies and strategies are working or if changes need to be made is critical (Fullan, 

2005) because change is not always synonymous with progress (Tyack & Cuban, 1995). 

It is likely that early interventionists have changed home visiting service delivery 

methods due to the change in the format of the IFSP. Caregiver perceptions can reveal 

how these potential changes in service delivery methods have or have not been 

supportive of the needs of their unique family system. 

The Collision of Two Random Worlds 

 While parents choose to accept early intervention services in their homes and 

early interventionists choose to work as home visitors, the connection between the two 

individuals is a random collision between two worlds. If a parent desires early 

intervention services at no cost, they are unable to complete an interview process of 

individuals worldwide to decide which early interventionist is the best fit for their 

family. Correspondingly, early interventionists are assigned to work with specific 

families because the family‘s home happens to be in the region where the early 

interventionist works. The physics definition of ―collision‖ provides a parallel portrayal 

of this random combination of two worlds: ―A process in which the directions of motion 

of two or more bodies suddenly or continuously change as a consequence of their 

mutual influences‖ (―Dictionary of physics,‖ 2004, p. 408). The collision of worlds 

between families and early interventionists in the midst of the home visiting process has 

the potential to cause positive or negative energy within family systems (Lynch & 

Hanson, 1998). For example, differences in sociocultural factors might potentially lead 

to feelings of discomfort or inadequacy for caregivers of infants and toddlers with 

disabilities (Hanson & Lynch, 2004).  
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 Literature highlights significant cultural and demographical differences (i.e. 

educational level, income, and ethnic/racial background) between the world of early 

interventionists and the world of the families they serve (Hebbeler et al., 2007; 

Kalyanpur, 1999; & Lynch & Hanson, 1998). Differences between caregivers and early 

interventionists may be the result of variations in cultural identities (Hanson & Lynch, 

2010) and hold the potential to hinder the development of successful family-

professional partnerships (Lynch & Hanson, 1998). Guralnick (2008) suggests a critical 

issue of the field of early intervention is creating professional-family partnerships that 

respect the diverse backgrounds and perspectives of families. Maude and Dempsey 

(2009) state, ―We live in a changing world where we know that every family is 

different, every family has strengths and unique priorities for themselves and their 

children, and every family is dynamic and what is needed today may be very different 

that what is needed next week‖ (p. 4).  

 Minnesota‘s Help Me Grow program aims to offer family-centered services that 

provide the needed services and supports that will enhance a child‘s growth and 

development (Minnesota Department of Human Services, 2010). Early intervention 

programs that are viewed as family-centered by caregivers are more likely to result in 

greater caregiver satisfaction with services (Applequist & Bailey, 2000) and develop a 

stronger sense of personal control and self-efficacy in caregivers (Trivette, Dunst, Boyd, 

& Hamby, 1995). When caregivers receive the right balance of social supports they are 

less likely to be stressed (Dunst, Trivette, & Jodry, 1997). Tyack & Cuban (1995) 

suggest that ―many of the best programs of instructional change involve close 

collaboration between practitioners who share common purposes but adapt them 
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flexibly to their local circumstances‖ (p. 139). While the law guides early 

interventionists to share common purposes related to the overall framework of family-

centered practice, it is essential for families to view early intervention services as 

personally and culturally appropriate.  

Statement of the Problem  

 It is not known which, if any, interactions with Part C home visitors are 

perceived by caregivers as effective in supporting the family‘s unique needs or their 

child‘s unique needs. At present little to no information beyond survey methodology 

captures caregivers‘ experiences and perceptions of interactions with Part C home 

visitors in Minnesota. Bailey et al. (1998) states that surveys may not be the most 

effective method for assessing family outcomes because outcomes are related personal 

experiences that can only be described by family members themselves. While parents 

are recognized as their children‘s most important teachers, their voices often remain 

unheard in the midst of decisions related to special education policy and practice 

(Lucyshyn, Dunlap, Homer, Albin, & Ben, 2002). Additional research is needed to gain 

a richer understanding of caregiver perceptions of their interactions with Part C home 

visitors in order to enhance the quality of family-centered practices. 

Purpose of the Study 

 This research study was designed to give ―voice‖ to the experiences and 

perspectives of caregivers receiving Part C home visiting services through Minnesota‘s 

Help Me Grow program.  The first purpose was to examine caregivers‘ general 

experiences with Part C home visitors. The second purpose was to determine the 

components of interactions with Part C home visitors that are viewed by caregivers‘ as 
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adequate and inadequate in meeting their family‘s unique needs. The third purpose was 

to investigate caregiver recommendations for improving Part C home visiting services.  

 Listening to caregiver stories of their home visiting experiences and hearing 

their views of the supportive and non-supportive components of home visits will 

provide critical insight to serve as a guide for developing family-centered early 

intervention policy and practice. Fialka (2001) emphasizes the importance of parent‘s 

voices being heard, ―…As partnership dancers we must be willing to take risks, to offer 

our headphones to our partners and be willing to listen to each other‘s music and 

experiences. We won‘t be able to do it all the time, but when we can, I believe we will 

be more effective in strengthening the parent-professional partnership‖ (p. 26). 

Ultimately, successful partnerships between caregivers and professionals serve as the 

foundation for supporting the growth and development of young children.   

Research Questions  

What are caregiver perceptions of the interactions they experience with home visitors 

during Part C home visits?  

 How does the caregiver perceive the relationship with their home visitor? 

 How does the caregiver perceive the home visitor‘s effectiveness in supporting 

the family‘s unique resources, priorities, and concerns? 

Assumptions 

In this study the researcher assumed that 

1. Families receiving early intervention services accept the services because they 

desire additional support with helping their infant or toddler learn and grow 

2. Families desire family-centered early intervention services  



   10 

 

 

3. Most caregivers of infants and toddlers with disabilities or at-risk for a disability 

require additional support with sharing their perceptions of early intervention 

service delivery methods 

4. The information shared by study participants is true and accurate 

Delimitations 

 This study is limited to the investigation of caregiver perceptions of the home 

visiting services provided to families of infants and toddlers receiving early intervention 

services through Minnesota‘s Help Me Grow program. Caregivers in this study were 

limited to those whose infants and toddlers are eligible to receiving Help Me Grow 

services, receive those services in the home environment, and were willing to share 

their experiences.   

Operational Definition of Terms 

 Caregiver. The primary-care taker(s) of a child as defined by the family, this 

may include parents, grandparents, foster parents, guardians, etc. They are the recipients 

of Help Me Grow services.  

 Child with a disability (a.k.a. special need, exceptional need, developmental 

delay). An umbrella term for a child who has been identified as eligible for special 

education services under federal, state, and local IDEA guidelines, including children 

―at-risk‖ for having disabling conditions. For the purposes of this paper, an infant or 

toddler with a disability will be defined as young children receiving early intervention 

services through Part C of IDEA.  

 Effective. Adequate to accomplish a purpose (effective, 2010).  

 Early intervention services (for Part C). Services may include 
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 Family training, counseling and home visits 

 Special instruction 

 Speech-language pathology and audiology services, and sign language and 

cued language services 

 Occupational therapy 

 Physical therapy 

 Psychological services 

 Service coordination 

 Medical services, only for diagnostic or evaluation purposes 

 Early identification, screening and assessment services 

 Health services necessary to enable an infant or toddler to benefit from other 

early intervention services 

 Social work services 

 Vision services 

 Assistive technology devices and services 

 Transportation and related costs necessary to enable an infant or toddler and 

their family to receive another service described in the list above  

 Family. This is determined to be a unique definition that is defined by each 

individual family. Family may include parents, grandparents, siblings, foster parents, 

neighbors, and other significant people who participate in guiding a young child‘s life in 

their natural environment.  

 Help Me Grow. Minnesota‘s program for providing Part C services to infants 

and toddlers with disabilities and their families. 
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 Home visitors. Professionals working with children and families in their homes. 

For the purposes of this paper, home visitor will refer to Part C early interventionists 

working with children and families in their homes.  

 Interactions. ―Mutual and reciprocal actions that relate to one another‖ (Hooper 

& Umansky, 2009, p. 356).  

 Intervention. ―Intervention is a directed, purposeful process. It is the intentional 

application of resources with aim of developing, improving, changing, or maintaining 

conditions within an individual, environment, or interactions between an individual and 

the environment. Intervention always results in both intended and unexpected outcomes, 

which may be either positive or negative in nature‖ (Hooper & Umansky, 2009, p. 420-

421). For the purposes of this paper, early intervention will refer to ―the period from 

birth to age 3 when services are delivered to infants and toddlers with developmental 

delays or at-risk conditions‖ (Howard, Williams, & Lepper, 2005, p. 525). 

 Natural environment. The location where the child typically spends most of 

their day, usually the home. 

 Natural routines (a.k.a. daily routines, routines, functional activities, daily 

happenings, every day activities). ―Activities that normally take place in the daily 

routine of infants and toddlers and their families‖ (Howard et al., 2005, p. 529).  

 Perception. The act of developing an awareness of the world by using sensory 

input to select, obtain, interpret, and organize information.  

 Part C. The Individuals with Disabilities Education Act (IDEA) amendment 

that mandates services for infants and toddlers with disabilities in their natural 

environments. 
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 Purpose of Part C home visits. To support outcomes outlined on 

Individualized Family Service Plans related to family resources, priorities, and 

concerns.  

  Supports. “Supports is used as a generic term to include those activities, 

interventions, or programs that might be offered to families in early intervention. Often, 

it is used instead of ―services,‖ to make the point that resources beyond formal services 

are appropriate‖ (McWilliam, 2010, pp. 6-7).  
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                                           Chapter 2: Literature Review 

 The intent of this literature review is to discuss the foundational elements that 

shape caregiver perceptions of their interactions with Help Me Grow home visitors. In 

order to provide a context for home visits, the elements of Part C services and parent 

perceptions of those elements were examined in the literature. When the worlds of 

families and home visitors collide a combination of relationships are set in motion. The 

relationships at the heart of home visits include the caregiver-child relationship, the 

caregiver-early interventionist relationship, the child-early interventionist relationship, 

and the child-caregiver-early interventionist relationship. At times the relationships 

within the home visiting process are even more complex when multiple caregivers, 

siblings, or home visitors are involved.  

 The following literature is examined through the lens of systems theory, in 

which the home visiting process is viewed as a complex system (Ollhoff & Walcheski, 

2002) that requires personally and culturally sensitive service provision methods in 

order to provide appropriate supports for infants and toddlers with disabilities and their 

families. Hence several interdependent elements of the Part C service delivery system 

are explored.  Five purposes guide the discussion. First, a brief overview of the 

individual and familial characteristics that influence caregiver perceptions are presented 

to provide background on differences within family systems and the systems created 

through the Part C home visiting process. Second, an overview of the historical and 

legal influences on early intervention services is provided to demonstrate how early 

intervention services have dramatically changed within the past four decades and 

continue to influence service provision. Third, a summary of family-centered practice is 
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provided to highlight the role of the caregiver and the role of the early interventionist 

during the home visiting process. Fourth, Part C Help Me Grow early intervention 

processes and practices are discussed to highlight how current services are designed and 

implemented. Finally, the literature related to caregiver perceptions of the home visiting 

process for infants and toddlers with disabilities is discussed.  

Individual and Familial Characteristics that Influence Caregiver Perceptions of 

Home Visits 

 The significance of caregivers in a child’s life. The early years have been 

recognized as a critical period for brain development (Shonkoff & Phillips, 2000) which 

strongly influences learning, behavior, and health throughout the lifespan (McCain & 

Mustard, 1999). How the brain develops is influenced by a complex relationship 

between genes and the environment (Shore, 2003). Within an infant‘s environment 

healthy brain development is fostered by a warm and stable relationship with a primary 

caregiver (Gonzalez-Mena & Eyer, 2009).  

 Attachment theory is a well-known and researched theory that explains 

children‘s relationships with their caregivers (Hooper & Umansky, 2009). The first 

attachment theorist, John Bowlby, defined attachment as a "lasting psychological 

connectedness between human beings" (Bowlby, 1969, p. 194). Bowlby believed that 

the overarching goal of attachment is to keep the mother in close proximity of the infant 

as a means to improve the infant‘s chances of survival. This evolutionary process of 

emotional bonding between the infant and their caregiver creates a secure base for 

infants to explore their environment (Belsky, 2006).  
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 One of the core principles of attachment theory is that when caregivers provide 

positive and responsive care they establish a sense of security.  When infants want 

comfort and reassurance they display attachment behaviors like crying, seeking contact, 

and approaching (Hooper & Umansky, 2009). While most infants become attached to 

their caregivers, the level of security perceived by the infant may differ (Shonkoff & 

Phillips, 2000).  

The groundbreaking ―Strange Situation‖ study conducted by psychologist Mary 

Ainsworth demonstrated the significant effects of attachment on behaviors (Ainsworth, 

Blehman, Waters, & Wall, 1978). In the ―Strange Situation‖ study researchers observed 

the behaviors of infants between the ages of 12 and 18 months when their mothers left 

them for a brief period of time and then returned. The quality of the mother-child 

reunion was critical to understanding the attachment style. As a result of the data 

collected from this study, three patterns of attachment were described including: (a) 

secure attachment in which an infant is accepts comfort from the caregiver and is able 

to self soothe using the presence of the caregiver as security; (b) ambivalent-insecure 

attachment in which an infant seeks proximity with the caregiver but is not able to 

accept comfort or self-soothe due to insecurity about the caregiver‘s ability to support 

the child; and (c) avoidant-insecure attachment in which an infant does not seek 

proximity to the caregiver indicating no confidence in the caregiver to provide 

consistent support. The infant is indifferent to the presence or absence of the caregiver. 

Main and Solomon (1986) added a fourth attachment pattern called disorganized-

insecure attachment, in which an infant does not know whether their caregiver will be 

there when needed and is unsure of how to get what they need.  
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 Within daily routines attachment can be described as a vehicle in which 

caregivers and children navigate their roles. When a family welcomes a newborn into 

the world, society expects families to assume numerous responsibilities related to their 

role as a caregiver. These responsibilities include love and affection, daily care and 

health maintenance, financial support, identity development, socialization and guidance, 

support for educational and vocational development, and recreation, rest and 

recuperation (Hanson & Lynch, 2004). All families hold the potential to enhance their 

child‘s growth and development (Workgroup on Principles and Practices in Natural 

Environments, 2008). ―Parents are prime candidates to be their children‘s primary 

change agents due to the many dyadic interactions that occur across multiple 

environments‖ (McIntyre & Phaneuf, 2007, p. 216).  

 Russian psychologist, Lev Vygotsky, studied how children learn through social 

interactions (Gestwicki, 2007). Vygotsky strongly held to the idea that ―much of what 

we learn, we learn from others‖ (Phillips, 1998, p. 58). Although family members are 

often unaware of their instructional role, they are responsible for a majority of the 

learning that takes place in the home (Moll, 1990). Rogoff (1990) states: 

 A more current interpretation of the task of constructing such knowledge  

 is that takes place through the individual‘s apprenticeship to the rituals  

 and routines of the family, the classroom, the community, and the larger  

 sociocultural context . . . Children‘s learning and development depend  

            not only upon their apprenticeship to the routines and values associated  

 with the broader social and cultural contexts within which they live, but  

 also on the more discrete social exchanges that take place within those  
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            settings. Interactions with companions, adults as well as children,  

            provide guidance, support, direction, challenge and impetus,‖ (p.7).  

 Both the environment and experience are influential to child development. 

―Parents are responsible for rearing competent, well-adjusted children despite the 

children‘s genetic make-up‖ (Watson, 1928, p.4). A young child‘s day is bursting with 

teachable moments, whether they are in the midst of smiling at their caregiver, eating a 

biter biscuit in their high chair, or refusing to go to bed. Children have multiple 

opportunities to learn throughout their daily routine, regardless if the happenings are 

planned or unplanned (Dunst, Bruder, Trivette, Raab, & McLean, 2001).  

 For infants and toddlers with disabilities, the home is perhaps the most 

prominent setting for their development of self-determination. Turnbull and Turnbull 

(2001) define self-determination as experiencing a quality of life by making decisions 

based upon one‘s personal values, preferences, strengths, and needs. The family is 

foundational to supporting the development of a child‘s decision-making skills in the 

early years:  

When a family increases their child‘s engagement in the home 

environment, provides choices and decision making for the child in the 

home, establishes opportunities for the child to exercise control and 

regulation, and encourages the development of healthy self-esteem for 

the child, the family may enhance the prospects for developing self-

determination in the early childhood years‖ (Brotherson, 2008, p. 38).  

Overall, optimal learning occurs for infants and toddlers in the midst of their 
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every day experiences and interactions with their caregivers in familiar places 

(Workgroup on Principles and Practices in Natural Environments, 2008). 

Relationships within early intervention home visits. The primary participants 

in early intervention home visits are the child, the primary caregiver, and the early 

interventionist. Each of these individuals has a unique combination of personal 

characteristics.  A plethora of personal and cultural differences are likely to influence 

caregiver perceptions of early intervention services.  

The first set of differences are related to individual and familial characteristics. 

For example, educational level, communication style, expectations and preferences for 

services (Hanson & Lynch, 2010), learning styles (National Research Council, 2000), 

intelligences (Gardner, 1983), values, traditions, skill levels, cultural and racial 

backgrounds (Workgroup on Principles and Practices in Natural Environments, 2008), 

gender (Lynch, 2004), immigration status, socioeconomic status, primary language 

(Lynch & Hanson, 1998) geographic location (Darling & Gallagher, 2004), and 

confidence (Keilty, 2008). The second set of differences include life experiences 

including past life experiences, current life experiences that influence life stressors 

(Unger, Jones, Park, & Tressel, 2001), quality of life (Park, Turnbull, Rutherford, & 

Turnbull, 2002), and future expectations for their child (Lea, 2006). The third set of 

differences focuses on family beliefs, such as beliefs in relation to family roles, views 

about children and child rearing, beliefs about disability or risk conditions, views about 

change and intervention (Hanson & Lynch, 2010) spiritual beliefs, and beliefs about 

independence (Lynch, 2004). The fourth set of differences focus on access to family 

resources (Workgroup on Principles and Practices in Natural Environments, 2008). For 
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example, medical care, employment (Lynch & Hansen, 1998), child care, 

transportation, parent education programs (Hanft, Rush, & Shelden, 2004), and other 

types of informational, material, and emotional needs (McWilliam, 2010). 

 The above factors, among many others, are also representative of differences 

that may be found in the individuals providing early intervention services and 

potentially impact how they provide services. Some of the other factors that shape the 

unique characteristics of early interventionists may include their personal teaching 

philosophy, training, competence in working with families (Keilty, 2008), and 

experience in the field of early intervention (Raab & Dunst, 2004). The literature 

highlights significant differences brought to the relationship between the worlds of 

families and early interventionists. In the 1990s the following differences existed 

between early interventionists and caregivers: Early interventionists providing services 

to infants, toddlers and their families tended to be European-American, middle-class, 

monolingual, and monocultural with European-American values (Lynch & Hanson, 

1998) and families receiving Part C early intervention services displayed a multitude of 

variances in their ethnic/racial backgrounds and cultural identities (Kalyanpur & Harry, 

1999). One decade later the two worlds continue to be widely divergent.  

 In 2007 the National Early Intervention Longitudinal Study (NEILS) published 

their final report on who participants were in early intervention, the services that were 

provided to those participants, and the outcomes achieved as a result of participating in 

services. The core findings related to the first question are (a) more boys than girls are 

identified as having a disability within the early intervention system, (b) the most 

significant difference between the early intervention population and the general 
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population may be the overrepresentation of low-income families, (c) children entering 

early intervention are less likely to be white and more likely to be African American 

and are more likely to have mothers who have no college education; and (d) children 

entering early intervention were more likely to be in fair or poor overall health when 

compared to the general population. The NEILS program also found early 

interventionists providing services to infants, toddlers and their families tend to be 

white, middle-class, monolingual, highly educated females (Hebbeler et al., 2007). This 

study clearly indicates there continues to be significant differences between early 

interventionists and the families they serve.   

 In addition to the unique characteristics of each family system and each early 

interventionist, there is also significant variability in each child‘s developmental 

pathway and the nature of their disability (Turnbull, Turnbull, Erwin, & Soodak, 2006). 

Some of the key differences in children suggested by Hebbeler et al. (2007) are gender, 

race, birth history, health status, vision, hearing skills, motor skills, and communication 

skills. A critical issue in the field of early intervention is the multitude of differences in 

children and families (Guralnick & Albertini, 2006). As a result of these differences, 

there should not be a prescribed curriculum delivered within the family‘s unique context 

(Erickson, 1999). A historical perspective of early intervention demonstrates the 

importance of supporting caregivers with their individualized priorities and needs.  

The History of Early Intervention Policy and Practice 

 Within the last four decades educational policies and practices in the United 

States have taken a dramatic transition from viewing parents as obstacles in the 

education of their children (Turnbull, Turnbull, Erwin, & Soodak, 2006) to viewing 
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parents as having a vital role in supporting their child‘s growth and development 

(Kaiser & Fox, 1986). Caldwell (1973) described three key historical periods that 

influenced change in educational policies and practices specifically designed for 

children with disabilities and their families. During the first half of the twentieth century 

families were embarrassed by their children with disabilities and took extreme measures 

to keep their children out of public view. This period was labeled as the ―Forget and 

Hide‖ period because children with disabilities were not seen as members of society. 

The historical period of the 1950s and 1960s was labeled as the ―Screen and Segregate‖ 

period in which children with disabilities were tested, labeled and separated from their 

families by being placed in institutions solely for children with disabilities. The 

rationale for placing children in institutions was that they required protection from the 

mainstream society and did not have the skills to function within the mainstream world.  

The evolution of society‘s views of children with disabilities shifted once again in the 

1970s and the ―Identify and Help‖ period began. During this period efforts were made 

to screen and identify young children with disabilities with the goal of offering adequate 

intervention services as early as possible in a child‘s life.  

 During the ―Screen and Segregate‖ period services for children with disabilities 

and their families were inadequate in addressing their needs. Professionals in Maryland 

involved with the Montgomery County Association for Retarded Citizens shared their 

reflections of services for children with disabilities during this time period: 

The services available to handicapped children today are short in supply and low 

quality, or worse, dehumanizing, it is inevitable that they will feel the message: 

Society does not view their children as worthy of investment: in fact, it disdains 
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those with certain handicaps. The parent, in turn, feels devalued and often is as 

he proceeds about the business of looking for help for this child‖ (Gorham, Des 

Jardins, Page, Pettis & Scheiber, 1975, p. 68).  

 Legislation enacted in the 1960s demonstrated the newfound importance 

of investing in the education of children with disabilities. In 1965 the 

Elementary and Secondary Education Act required federal funding to be 

provided to educational programs that served children ages 3 to 21 years who 

were educationally disadvantaged or disabled (Hooper & Umansky, 2009). The 

Handicapped Children‘s Early Childhood Assistance Act of 1968 was the first 

federal mandate that emphasized the importance of early intervention. This law 

influenced the development of early education programs for young children with 

disabilities ages birth to 8 years (Howard, Williams, & Lepper, 2005).  

 During the 1970s parents experienced countless challenges with finding 

resources and supporting their child with special needs. Some of these 

challenges included: a shortage of professionals trained to provide support, 

parents were not viewed as partners in the educational process, the few early 

intervention services that were available were often provided in segregated 

settings which led to families feeling isolated from society, and ecological 

influences on a child‘s development were not appreciated (Guralnick, 2000).  

Families were burdened with the role of coordinating their child‘s health, 

educational, and social services due to the absence of a comprehensive early 

intervention program for children with disabilities (Gorham et al., 1975).  
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 The Education for All Handicapped Children Act (EHA) of 1975 (P.L. 94-142) 

was influenced by the shift from the ―Screen and Segregate‖ period to the ―Identify and 

Help‖ period. This law mandated a free and appropriate public education in the least 

restrictive environment for children ages 5-21 years with disabilities. Parent 

involvement was recognized as important in the education of school-aged children and 

educational programs encouraged parents to participate with the intervention team. 

Although there were no clear guidelines for how parents were to be involved, EHA was 

national proclamation that children with disabilities were indeed worthy of investment 

and parent participation was valued (Simeonsson, Cooper, & Scheiner, 1982). 

 Although there were no legal mandates to provide educational services to infants 

and toddlers with disabilities, groups throughout the United States recognized the need 

and began providing early intervention services. When the earliest intervention 

programs were launched for infants and toddlers with disabilities in the 1960s and 

1970s they were provided in center-based programs and parent involvement was 

minimal to nonexistent (Jung & Baird, 2003). Teachers and therapists working with 

infants and toddlers in these programs provided therapy while parents were passive 

spectators. These traditional early intervention practices were child-centered and did not 

acknowledge the family‘s influence on the child‘s development (Wehman, 1998).    

 The two major factors that spurred the transition from child-centered to family-

centered practices in the field of early intervention were an increased emphasis on the 

role of families within state and federal legislation and research which highlighted the 

pivotal influence of both genetics and the environment on child development (Wehman, 

1998). By the late 1970s and early 1980s early interventionists gave parents a more 
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active role in supporting their children with disabilities and trained parents how to 

provide instruction and therapy to their children while at home (Hanson, 1985). This 

was a significant change in the parents‘ role in supporting their child with disabilities 

and a change in the environment in which services were provided, moving from center-

based support to home-based support. Bronfenbrenner (1986) emphasized that families 

―are the most powerful, most human, and by far, the most economical system for 

building competence and character‖ (p. 4). During the late 1980s parent involvement 

was emphasized to an even greater extent and parents were viewed as clients in early 

intervention programs (Wehman, 1998). In 1986 the EHA (P.L. 99-457) was amended 

to provide special education services to children ages birth to 5 years. The rationale for 

providing legally mandated educational services to young children with disabilities was 

stated in Part H of P.L. 99-457:  

 The congress finds that there is an urgent and substantial need: (1) to enhance 

 the development of infants and toddlers with disabilities; (2) to reduce education 

 costs to our society, including our nation‘s schools, by minimizing the need for 

 special education and  related services after infants and toddlers with disabilities 

 reach school age; (3) to minimize the likelihood of institutionalization of 

 individuals with disabilities and maximize independent living in society; and (4) 

 to enhance the capacity of families to meet the special needs of their infants and 

 toddlers (Bailey et al., 2006, p. 229; P.L. 99- 457, 1986, sec. 671).  

 States were supported by this federal law to provide an early intervention system 

that offered services to infants and toddlers with developmental delay or disorder or 

who have a diagnosed condition with a high probability of resulting in delay or disorder 
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(Minnesota Department of Human Services, 2010). In order to support families with 

coordinating services for their infants and toddlers with disabilities, P.L. 99-457 

provided families with the service of case management (Bruder, 2005). When EHA was 

renamed to the Individuals with Disabilities Education Act (IDEA) in 1990, the term 

case management was changed to service coordination. Service coordination is defined 

as ―the activities carried out by a service coordinator to assist and enable an eligible 

child and his or her family to receive rights, procedural safeguards, and services that are 

authorized to be provided under the state‘s early intervention program‖ (Bruder, 2005, 

pp. 155-156).  

 IDEA was reauthorized in 1997 and the amendments in Part H mandating 

services for infants and toddlers with disabilities became known as Part C. Financial 

incentives were provided to states that offered comprehensive and multidisciplinary 

early intervention services to families and their infants and toddlers with disabilities 

(Hanson & Bruder, 2001). In 2004 IDEA was reauthorized once more and a core 

emphasis was increasing parent knowledge and enhancing family interactions.   

 Over the past four decades, legislation for infants and toddlers with disabilities 

and their families has changed the focus of where early intervention services are 

provided and who provides those services. The setting for providing early intervention 

services has shifted from institutional settings, to center-based programs, and finally to 

children and families‘ natural environments. Parents‘ roles have changed over time 

from being disconnected when their child was placed in an institution, to an observer 

when therapists worked with their child, to being viewed as a vital teacher and therapist 

in promoting their child‘s growth and development through family-centered practice 
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(Shelton, Jeppson, & Johnson, 1987).  

Family-Centered Practice: A Framework for Early Intervention Services  

 Definitions of family-centered practice.  Parallel to the changes that have 

happened related to the legislation for infants and toddlers with disabilities and their 

families, changes have also occurred in implementation of family-centered practice for 

these families. The transition to family-centered services is significant because it 

demonstrated a shift in the power relationships between caregivers and early 

interventionists (Shonkoff & Meisels, 2000).  ―Family-centered practice is not a service 

or an outcome in itself, but a vehicle through which services and supports are delivered 

to children and families‖ (Hayes, 2005, para. 7). The concept of family-centered 

practice was a term used to describe service delivery as early as the 1960s 

(Wiedenback, 1967) and was formalized as an essential component of services for 

infants and toddlers with disabilities and their families in the 1980s (Dunst, Trivette, & 

Deal, 1988).   

 Family-centered practice principles have been used in a variety of fields (e.g. 

social work, medical, mental health, education, etc.) throughout the world. International 

family policy and practice has been at the forefront of recent literature. Briar-Lawson 

and Lawson (2001) aimed to create a comprehensive list of family-centered practices 

that could be implemented within any program that supports families anywhere in the 

world. The essential components of their recommended family-centered practices are: 

 Families are considered experts in what hurts and helps them. 

 Families are indispensable, invaluable partners for policy-makers, helping 

professionals, and advocates. 
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 Families are not called or treated as, dependent clients. Helping 

professionals and policy makers view families as equals, as citizens, with 

whom they collaborate and who they empower. 

 Family-centered policies are strengths-based and asset-based, and promote 

family-to-family and community-based systems of care and mutual support. 

 Family-centered policies and practices promote democratization and gender 

equity (p. 10). 

 Brorson (2005) suggested that defining family-centered practices is a challenge 

because each family requires individualized services to meet their unique needs. Within 

the field of early intervention the literature highlights multiple definitions of family-

centered practice. Mahoney and Wheeden (1997) suggested the essential goals of 

family-centered practice are:  

They involve parents as more equal and active partners, to recognize the central 

and long-term importance of the role they play, and to acknowledge that 

intervention services exist to help parents achieve their dreams about and carry 

out their responsibilities with their child (p. 134). 

Dunst (2002) stated that family-centered services encompass parent views and 

input in addition to beliefs and practices that 

 treat families with dignity and respect; 

 include individualized, flexible, and responsive practices; 

 encourage family choice regarding multiple aspects of program practices and 

intervention options; 
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 consider parent-professional partnerships and collaboration as the context for 

family-program relations; 

  provide resources and supports necessary for families to raise their children 

in ways that produce optimal parent, child, and family outcomes (p. 193). 

Law et al. (2003) provided a similar definition of family-centered practice that 

emphasizes the importance of focusing on family strengths: 

 Family-centred service recognises that each family is unique: that the family is  

            the constant in the child‘s life; and that they are the experts of the child‘s  

            abilities and needs. The family works with service providers to make informed  

decisions about the services and supports the child and family may receive. In 

family-centred service, the strengths and needs of all family members are 

considered (p. 2). 

 Although these definitions focus on a variety of best practices with supporting 

families, professionals agree that professional-family collaboration is the essential 

requirement for family-centered practice (Brady, Peters, Gamel-McCormick, & Venuto, 

2004). The key to family-centered services is not creating an ideal list of practices for 

all families, but to understand a family‘s role in defining the practices that work for 

them (Crais, Roy, & Free, 2006). Overall, successful family-centered service delivery 

enhances the family‘s long term ability to support the unique needs of their child 

(Bailey et al., 1998).   

The Early Interventionist’s significance in a caregiver’s life. When raising a 

child with a disability, caregivers are propelled into additional roles and responsibilities 

related to adapting the environment and interacting with multiple systems. ―Challenging 
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behavior, difficult-to-read communication attempts, impaired learning, motor deficits, 

special health care needs, or difficulties with eating or sleeping often mean that parents 

must alter their home environments or parenting behaviors to accommodate their child‘s 

special needs‖ (Keogh, Garnier, Bernheimer, & Gallimore, 2000, p. 230).  In addition to 

accommodating the home environment, caregivers of young children with disabilities 

also step into a new world of navigating medical, educational, and therapeutic systems 

of care. Learning about these new worlds requires caregivers to acquire new knowledge 

and skills in coordinating their child‘s care and supporting their child‘s growth and 

development (Bailey et al., 2006).  A young child‘s unique needs can be the catalyst for 

launching caregivers into the roles of service coordinator, advocate, learner, and teacher 

(Applequist & Bailey, 2000).  

 Early intervention is designed to assist families in navigating these roles by 

helping them ―move toward independence by developing the ability to recognize and 

respond to their own and other‘s needs‖ (Parlakian, 2001, p. 5).It is essential for 

interventionists to be responsive and respectful to the complexities and differences 

within each family system when engaging in collaborative relationships with caregivers 

(Hanson & Lynch, 2010). In order for services to truly meet the needs of children and 

families, collaboration between caregivers and early interventionists is crucial during 

service development, delivery, and evaluation (Turnbull, Turnbull, Erwin, & Soodak, 

2006). Within the field of early intervention a collaborative relationship is described as 

―an interaction between two or more persons working together to achieve a common 

goal. Collaboration is typified by interactions that are cooperative where team members 

help and support each other‖ (Johnson, 2005, p. 264). Minnesota Technical Assistance 
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for Family Support (2004) suggests the six key components that make collaborative 

partnerships work are (a) active support of each other, (b) equal participation and shared 

power, (c) common objectives, (d) clear boundaries and scope, (e) consensus and 

openness, and (f) trust and mutual benefits. Additional components of collaborative 

relationships indentified within the literature include mutual acceptance, respect, the 

recognition of each other‘s expertise (Wehman, 1998), empathy, cultural sensitivity, 

effective communication skills (Park & Turnbull, 2003).  

Trivette, Dunst, Boyd, and Hamby (1995) examined parent-professional 

relationship within early intervention and human service programs. They conducted two 

quantitative studies examining parent perspectives of helpgiving practices and parent 

control appraisals.  Participants included 280 parents of children ages birth to 5 with a 

disability or at-risk for developmental delay. One study included 150 parents from 

western North Carolina (NC) and the other study included 130 participants from 

western Pennsylvania (PA). All parents were involved in early intervention programs 

and human services programs. Participants completed the Helpgiving Practices Scale 

(Dunst, Trivete, & Hamby, 1996) which is a 25 item scale that measures practices such 

as active listening, helpgiver honesty and trustworthiness, helpgiver/helpseeker 

collaboration, and helpseeker decision making.  All participants were also asked to 

complete the Personal Control Scale, a single-item scale that measured the control 

participants had in obtaining needed resources, supports, and services. A hierarchical 

multiple-regression analysis by sets (Cohen & Cohen, 1993) was utilized to complete 

separate analyses of the NC and PA data. The findings from both studies indicate that 

demographic characteristics are not correlated with parent perceptions of helpgiving 
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practices or personal control.  Parents are more likely to indicate positive helpgiving 

practices when they are involved in programs that are more family-centered. This study 

highlights that ―family-centered‖ programs are more likely to result in a stronger sense 

of personal control in parents. 

A mixed-methods study was conducted by Applequist and Bailey (2000) to gain 

a richer understanding of Navajo caregiver perceptions of typical and desired early 

intervention practices. The researchers also investigated the correlation between 

caregiver satisfaction with early intervention services and specific program and family 

characteristics. The Navajo community was selected because the researchers believed 

that ―conflicts may arise when Navajo families become more involved in aspects of 

society, such as early intervention, which are predominantly controlled and organized in 

ways that are more consistent with majority culture‖ (p. 47). The participants included 

52 female caregivers of infants and toddlers receiving early intervention services or 

preschoolers who had previously received these services. The caregivers resided in 

either Arizona or New Mexico. Over 90% of the caregivers received services in their 

homes. Data from caregivers were collected through semi-structured interviews, the 

Client Satisfaction Questionnaire (Larsen, Attkisson, Hargreaves, & Nguyen, 1979), 

and the Family Orientation of Community and Agency Services scale (Bailey, 1991). 

Approximately two thirds of the caregivers received services from a Navajo provider. 

Fifteen services providers were included as participants and were asked to respond to 

survey questions related to their ethnicity, professional status, and acculturation. The 

results indicate that family-centered practices are strongly correlated to higher levels of 

satisfaction with early intervention services. No significant correlations were found 
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between family and program characteristics and satisfaction. While caregivers 

experienced varied levels of participation in services, most were satisfied with early 

intervention services. 

 Blue-Banning et al. (2004) utilized qualitative inquiry to determine the 

partnership components found in collaborative parent-professional relationships. The 

researchers conducted 33 focus groups and 32 individual interviews. Focus group 

participants included 137 adult family members of children (ages 3 to 21 years) with 

and without disabilities, 36 direct service providers, and 17 program administrators. The 

service providers and administrators were employed by education, health, and social 

services agencies and were identified as professionals who were skilled in developing 

collaborative relationships with families. In addition, in-depth individual interviews 

were conducted with 18 non-English-speaking parents and 14 of their service providers. 

The interview protocol for focus groups and individual interviews included open-ended 

questions and all participants were asked to describe examples of successful 

partnerships between parents and professionals. The six core components of 

collaborative relationship that were identified by parents and professionals were: (a) 

Communication, (b) Commitment, (c) Equality, (d) Skills, (e) Trust, and (f) Respect.  

Blue-Banning et al. (2004) also suggests that the quality of the caregiver-early 

interventionist relationship is a crucial factor in the family‘s overall quality of life. A 

family experiences a quality of life when (a) their needs are met, (b) they enjoy life 

together as a family, and (c) they have opportunities to achieve goals that are important 

to them (Park, Turnbull, & Rutherford Turnbull III, 2002). It is crucial for early 

interventionists to provide supports that build on family strengths and reduce stressors 
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so that families are able to experience a higher quality of life (Workgroup on Principles 

and Practices in Natural Environments, 2008). 

Trivette et al. (1995), Applequist and Bailey (2000), and Blue-Banning et al. 

(2004) provide a strong rationale for family-centered services. These studies also 

highlight the significant role early interventionists hold within parent-professional 

relationship. Blue-Banning et al, (2004) explain that ―One reason for the failure of 

collaborative partnerships between parents and professionals is possibly due to the lack 

of empirical understanding of the components of interpersonal partnerships,‖ (p, 167). 

Further information is needed on parent perceptions of the helpful and not-so-helpful 

components of their interactions with early intervention professionals. 

What is defined as the ―best possible supports‖ for one family may be defined 

differently by another family. The overarching goal of Minnesota‘s Help Me Grow 

program is to provide ―the best possible support system for children with special needs 

and their families as they navigate the early intervention system‖ (Minnesota 

Department of Human Services, 2010, p. 16). In 2007 3,924 families with infants and 

toddlers with disabilities received early intervention services through the Help Me Grow 

program (U.S. Department of Education, 2007) and each of these families most likely 

had unique strengths, needs, and priorities. Caregivers play an essential role in 

determining what individualized best practices are supportive for their particular family 

system. One of the challenges with providing the best possible early intervention 

supports is the complexities and diversity within each family system and then the 

additional complexities added to the system when an early interventionist joins the 

family system during home visits. 
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Early Intervention Service Processes and Best Practices  

 While both federal legislation and guidelines for family-centered practice 

provide a framework to guide early intervention services, IDEA Part C allows states 

flexibility with how services are provided.  Part C provides special education, related 

services, and service coordination to young children birth through 2 years and their 

families. Other than service coordination, the most frequent infant and toddler 

intervention services provided are speech/language therapy, special instruction, 

occupational therapy, developmental monitoring, and physical therapy (Hebbeler et al., 

2007).  Currently all states provide early intervention programs for infants and toddlers 

with disabilities and are provided federal funding based upon census figures of the 

number of infants and toddlers in the general population (National Early Childhood 

Technical Assistance System [NECTAS], 2010). The governor of each state assigns a 

lead agency to oversee the program and appoints an Interagency Coordinating Council 

(ICC) to advise and assist with the implementation of Part C requirements (Howard et 

al., 2005).  

 The Minnesota Department of Education is the lead agency that guides policies 

and practices for early intervention programs throughout the state of Minnesota. The 

name for Minnesota‘s early intervention program was recently changed to Help Me 

Grow and these services are provided at no cost to families. Minnesota legally requires 

a free and appropriate public education for children who qualify for early intervention 

services starting at birth. Minnesota‘s system for providing early intervention focuses 

on accountability, easy accessibility, and providing the needed supports and services to 

families (Minnesota Department of Human Services, 2010). The stages in service 
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provision include service development, service delivery, and service evaluation (Brady 

et al., 2004). The following sections will highlight the processes and best practices with 

service development and delivery within Minnesota.  

 Early intervention service development. When a care provider has concerns 

about an infant or toddler‘s development, Minnesota‘s Help Me Grow program is 

available to provide screening and assessment to determine if the child is eligible for 

special education services. Criteria for eligibility varies across states and services can be 

offered to infants and toddlers at risk for developmental delay (Shackelford, 2006). In 

March of 2005 the Office of Special Education Programs (OSEP) determined that 

Minnesota‘s Part C eligibility criteria for developmental delay was too narrow.  

Consequently, in October of 2007 Minnesota Rule related to Part C was modified to 

broaden eligibility criteria. An infant or toddler can qualify for Part C in Minnesota‘s 

Help Me Grow Program three ways: (1) the child has a medically diagnosed condition 

with a high probability of developmental delay; (2) the child demonstrates a delay of 

1.5 standard deviations below the mean in at least one developmental area (cognitive, 

physical, communication, social-emotional, or adaptive development); or (3) the child 

meets categorical requirements for a specific disability, such as Autism, 

Speech/Language Impairment, or Emotional Behavioral Disorder (Minnesota 

Department of Education, 2009b).  

  Regardless of how an infant or toddler qualifies for services, the assessment 

process requires a review of medical records, one systematic observation in a routine 

setting, and a family directed assessment of resources, priorities, and concerns 

(Minnesota Department of Education, 2009b). Once a child is determined to be eligible 
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for Part C services an Individualized Family Service Plan (IFSP) is developed during a 

team meeting with the parents, Part C service providers, and other significant service 

and care providers. Upon the family‘s agreement, a statement of family priorities, 

resources, and concerns are also discussed during the IFSP meeting (Howard et al., 

2005).  

 Once the assessment process is completed, the next step is to design the IFSP. 

The core elements of the IFSP include the child‘s present levels of performance, child 

and family goals, the least restrictive environment, and specific early intervention 

services (Minnesota Department of Human Services, 2010). In the past  individual early 

interventionist assessments have often determined IFSP outcomes (McWilliam, 

Ferguson, Harbin, Porter, & Vaderviere, 1998) rather than utilizing family priorities and 

concerns to design outcomes (Jung & Baird, 2003). In 2009 the Minnesota Department 

of Education changed the IFSP document to a format that emphasized writing goals and 

objectives that could be embedded within daily routines, rather than goals and 

objectives that focused on child-specific skills.  

Early intervention service delivery.  Minnesota has adopted the primary-

service provider model as a framework for providing services that minimizes the 

number of early interventionists cycling through a family‘s home or a child‘s daycare 

program. The primary-service provider (PSP) model is a transdisciplinary approach to 

early intervention in which professionals share intervention responsibilities and work 

across discipline boundaries (Cook, Tessier, Klein, 2000). The PSP model (a) supports 

how children learn throughout their daily routines (b) emphasizes an intervention plan 

that is based upon the family‘s functional needs, (c) capitalizes on families developing 
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close relationships with a primary service provider, (d) uses related-service providers in 

an efficient manner, (e) maximizes the use of limited financial resources (McWilliam, 

2004). Another key benefit of the PSP model is that families receive enhanced and 

streamlined communication from their service providers (King, Strachan, Tucker, 

Duwyn, & Shilligton, 2009). Further empirical evidence is needed to examine the 

benefits of the PSP model, specifically related to child and family outcomes.  

 Guiding principles for home visit. The importance placed on where services are 

provided for children and families is equivalent to the importance of how these services 

are delivered (Hanft & Pilkington, 2000). Service delivery methods in early intervention 

are in constant flux, which requires early interventionist to be perpetual learners 

(Schein, 1992). While there is no ―one-size-fits-all‖ list of guidelines for the structure 

and happenings of home visits (Bainter & Marvin, 2006), literature has focused on the 

core principles of home visiting practices. Keilty (2008) suggests four key home 

visiting principles including: 

 Context: How are the family‘s routine activities used as the setting for home 

visits? 

 Child engagement: How does the home visit support active child 

participation in the family‘s routine activities to promote child learning? 

 Caregiver engagement: How is the caregiver actively participating so that 

she or he can learn specific intervention strategies? 

 Caregiver competence and confidence: How does the home visit ensure the 

caregiver can accurately utilize the intervention strategies? (p. 37).  
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 The University of Kansas‘ program Family-guided Approaches to Collaborative 

Early-intervention Training and Services (FACETS; 2010) suggested six core 

components to guide home visiting practices: (a) family-guided approaches that 

identifies parents as teachers and lifetime advocates; (b) activity-based strategies that 

focuses on play skills, child initiated activities, and the development of functional skills 

within daily happenings; (c) competency-driven practices in which caregivers identify 

desired skills to enhance their confidence and competence in helping their child learn 

and grow; (d) environments for children are provided in the family‘s most natural and 

comfortable environment; (e) team collaboration involving consistent communication, 

sharing resources and information, and using a team process with decision making; and 

(f) the socio-cultural practices of families are respected and services are compatible 

with these practices. Within the FACETS model families are viewed as guides in 

selecting the appropriate methodologies for their infants and toddlers.  

 Home visiting practices within the last decade. In order to understand how 

families currently participate in early intervention program practices, it is important to 

understand how families have typically been included in these programs in the past 

(Wehman, 1998). Providing home visits to infants and toddler with disabilities is a 

complex process. McBride and Peterson (1997) explored the degree to which home 

visits were individualized in response to family resources and the level of caretaker 

support required to meet their children‘s needs. The participants involved were 15 early 

childhood special education teachers and 28 families receiving early intervention 

services in Iowa. The Home Visit Observation Form (HVOF; McBride & Peterson, 

1996) was created to document the strategies and processes employed by early 
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interventionists during home visits. Results revealed that early interventionists focused 

on directly teaching the infants and toddlers specific skills for over half of the home 

visit period.  However, when the child had greater care taking needs, early 

interventionists were more likely to take the role of an observer.   

Brorson (2005) conducted an ethnographic study that examined the stages 

involved in the home visiting process for families receiving services under Part C of 

IDEA. The effectiveness of an early intervention program that provided 

transdisciplinary services was explored through ethnographic interviews, participant 

observation of home visits, and a review of program documents. The eight stages of 

home visits included: (a) planning for the current home visit; (b) greeting; (c) activities 

to promote child development; (d) observation of the therapist-child relationship by the 

parent and observation of the parent-child relationship by the therapist; (e) 

demonstration by parents and therapists of activities intended to support child 

development, parents and therapists sharing knowledge; (f) follow-up to ensure the 

therapist has met the needs of the family; and (g) scheduling the next home visit. The 

findings in this study demonstrate that professionals were primarily responsible for 

determining the agenda for the visit and parents were responsible for learning the 

culture of the home visit and adapting their home to the home visitor‘s agenda. The data 

also demonstrates that professionals need a predictable routine within home visits to 

maintain internal stability and parent‘s need time to learn the home visit culture.   

 Campbell and Sawyer (2007) define traditional services as those in which the 

interventionist interacts with the child and the caregiver passively observes or is not 

present. On the contrary, in participation-based services the caregiver leads the 
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interactions with the child and the interventionist supports, coaches, or teaches. 

Literature in support of routines-based learning for infants and toddlers with disabilities 

has been the catalyst for home visiting practices to transition from traditionally-based 

services to participation-based services. Routines-based learning focuses on the skills a 

child learns during their daily routines and is a key topic that home visitors discuss with 

caregivers during participation-based home visits. Traditional service models often 

focus on areas of concern specifically related to child development and planned 

methods and strategies are used to address these concerns (Dunst, Trivette, Humphries, 

Raab, & Roper, 2001), while participation-based services focus on teaching caregivers 

how to maximize learning opportunities for children throughout their daily routines 

(Campbell, 2004).  

 Campbell and Sawyer (2007) proposed the participation-based approach in early 

intervention was aligned with the same principles of family-centered practices in natural 

environments. In order to examine these practices within Part C home visits, the Home 

Visiting Observation Form (HVOF; McBride & Peterson, 1997) and the Natural 

Environments Rating Scale (NERS; Campbell & Sawyer, 2004) were used to observe 

50 early interventionists from a variety of disciplines. One target of this study was to 

examine the characteristics of home visits. Another target was to determine if the 

HVOF and the NERS were tools that could distinguish traditional services from 

participation-based services. A majority of home visits (70%) used traditional services 

in which the early interventionist focused on the child and the parent observed. 

Participation-based services accounted for 30% of the home visits and the early 

interventionist supported and observed parent-child interactions. The HVOF and NERS 
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proved to be consistent measures of traditional versus participation-based home visits. 

This study clearly demonstrates variations in how early interventionists provide services 

during home visits.  

 Home visit intervention strategies. “When working with families of young 

children with special needs, one of the first orders of business is the development of the 

plan of how we are to help them. To make a meaningful plan, we need to assess their 

needs – needs for the child to acquire skills and function well and needs for the family 

to be able to support the child‘s development and learning‖ (McWilliam, 2010, p. 27). 

Another essential step before intervention strategies are selected and implemented, is 

for early interventionists to have conversations with caregivers about what interventions 

they are currently using to support the child in the daily routines (Keilty, 2006; Jung, 

2007) and to affirm those techniques that lead to positive outcomes (Jung, 2007). In 

order to plan for home visits, it is also considered best practice for early interventionists 

to discuss the rationale for providing home visits during daily routines and to ask the 

caregiver what their expectations are for early intervention services (Keilty, 2008). 

 While the law requires that infants and toddlers with disabilities receive early 

intervention services in their natural environments, early interventionists have 

individual choice with how they provide services in family‘s homes. Several 

frameworks have been designed to provide suggested guidelines for the structure of 

home visits. One online resource is the TaCTICS family-guided home visiting check 

sheet which outlines an agenda for home visits including the opening, outcomes update, 

planned activities, and plans for the next visit (TaCTICS, 2002c). Another resources is 
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the Vanderbilt Home Visit Script which was designed to use conversation as a means of 

supporting families with their functional needs (McWilliam, 2004). 

  At the heart of these three structures for home visiting processes are providing 

support with both child and family-related priorities. Literature in the field of early 

intervention provides detailed descriptions of how these types of support can be 

provided to infants and toddlers with disabilities and their families. ―By embedding 

intervention strategies into routines, caregivers and families do not have to take time 

away from what they would normally do to work with the child. Instead they may add 

to or modify the wonderful things they are already doing to include additional 

intervention, which make implementing strategies much more manageable‖ (Jung, 

2007, p. 4).  

 The approaches selected to support caregivers with child-related priorities are 

likely to be different for each family in response to the child‘s unique characteristics 

and the caregiver‘s learning style (Keilty, 2008) along with the plethora of family and 

child characteristics discussed in the previous section. Since there is no typical child in 

early intervention, there is also no standard home visiting curriculum to provide support 

to all children and families (Scarborough, Spiker, Mallik, Hebbeler, Bailey, & 

Simmeonsson, 2004). In order to create an environment that is based on family-centered 

philosophy, McWilliam (2010) recommends that children should only be handled 

during home visits in order to demonstrate intervention strategies, to assess a child‘s 

skill level or a strategy that might work before offering a suggestion to the family, or to 

show the caregiver that they care about the child.  
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  Some of the main teaching strategies that can be implemented during home 

visits to address child-related priorities are modeling, demonstrating, providing a step-

by-step written guide, videotaping and providing feedback during visits, or other 

strategies appropriate for helping adults learn (Hanft, Rush, & Shelden, 2004). In 

addition to modeling, Peterson (2007) includes coaching, prompting, listening, and 

problem solving.  

 When the intervention is important to the family or does not compete with other 

priorities, it is likely that families will have a stronger commitment to the intervention 

(Cooley et al., 2009). Common reasons that caregivers do not follow through with 

intervention strategies are: the outcome has no meaning, the suggested intervention does 

not blend into the family‘s routine, the family has competing priorities (McWilliam, 

2010), time constraints on the family‘s part, the family may not understand the 

significance of their teaching role, or the caregiver may not be comfortable applying the 

intervention strategies (Keilty, 2008). In addition to ensuring that child-focused 

interventions are important to families, it is also critical for early interventionists to 

address family-related priorities.  

 McWilliam (2010) suggests emotional support, material support, and 

informational support are the three essential categories of support to attend to family-

related priorities. The core components of providing emotional support are positiveness, 

responsiveness, orientation to the whole family, friendliness, and sensitivity 

(McWilliam, Tocci, & Harbin, 1998). When parents receive praise (Hebbeler & 

Gerlach-Downie, 2002) and compliments (McWilliam, 2010) they are more likely to 

feel confident in their parenting skills.  
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Connecting caregivers with community resources that provide financial 

assistance is a means of providing material support, whether it involves providing 

information about the hours of a local food shelf or connecting the family with a local 

homeless shelter. When a family‘s basic needs of food and shelter are met they are more 

capable of concentrating on higher-level needs (Maslow, 1954), for instance providing 

adaptations and accommodations so their child can participate in daily routines. Another 

form of material support is connecting families with tangible materials or equipment 

needed to adapt daily routines for their infants and toddlers (McWilliam, 2010).  

 Families receiving Part C services also vary in the types of information they 

need and in their preferences with how to receive the information (Hanson & Lynch, 

2010). It is the early interventionist‘s ethical obligation to make certain that the family 

has access to information. Aligning intervention and information-giving strategies with 

the family‘s beliefs and practices increases the success rate of interventions (Hanson & 

Lynch, 2010). In addition to respecting family beliefs and practice, ―Early intervention 

professionals and families need to be able to have high-quality discussion on resources 

and supports that will be useful‖ (Jung, 2010, p. 13). Informational support provided to 

families often includes information related to child development, the child‘s disability, 

services and resources, and how to adapt and accommodate the daily happenings and 

routines for the child (McWilliam, 2010).   

The above literature demonstrates the vital role early interventionists have in 

supporting infants and toddlers with disabilities and their families. The literature also 

highlights how complex the home visiting process is for early interventionists to 

implement a variety of strategies that are specialized to address each family‘s unique 
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needs.  Due to the dynamic nature of home visits and the cultural collision of the worlds 

of families and early interventionists, each caregiver is likely to have an individualized 

perception of the home visiting process.  

Caregiver Perceptions of Early Intervention Services 

Although parents and early interventionists are brought together in the same 

room in the same home by chance, they have the potential to become partners by 

choice. After their two worlds randomly collide for the first time they are launched into 

an unpredictable journey via the home visiting process. In the midst of this journey they 

each have their own views of the happenings throughout the home visiting process. 

During home visits parents may experience unique perceptions of the early intervention 

practices and of the people providing the services. ―Both parents and professionals want 

what is best for the child, but perspectives and focus may differ. These differences 

influence perceptions, approaches and decisions. Understanding each other‘s 

perspective can be helpful in building relationships and working as partners‖ (MTAFS, 

2004, p. 3).  

 Friend & Cook, (1992) describe how an individual‘s frame of reference 

influences their perspective:  

 Every individual enters each life experience with a unique perspective. Your  

 past experiences, acquired attitudes and beliefs, personal qualities, past and  

            present feelings, and expectations for others affect what and how you observe   

            and perceive, and ultimately how you respond and act. What you bring to the 

 situation, independent of the situation itself, is called your frame of reference, it 

 is your predisposition to respond in some particular manner to some particular 
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 situation (p. 35).  

 The significance of caregiver perceptions in early intervention. The 

Minnesota Technical Assistance for Family Support (MTAFS; 2004) published a 

manual designed to serve as a guide for parent and professional partnerships. This guide 

emphasizes the importance of understanding perspectives and highlights key differences 

between parents and professionals. Parents have a lifelong commitment and 

responsibility for their infant or toddler, on the other hand, early interventionists are not 

typically involved in the child‘s life long term. Parents hold complete responsibility for 

their child and early interventionists have responsibility towards governing boards 

and/or taxpayers. Parents usually did not choose the role of parenting a child with a 

disability, while early interventionists chose the role in life (MTAFS, 2004).   The role 

of caregivers in the lives of children with disabilities is recognized as significant by law 

and theoretical frameworks, therefore caregiver perceptions are important for guiding 

policies and practices in the field of early intervention. Understanding caregiver 

perceptions is important because they can provide evidence for changes that are needed 

to improve family-centered practices or indicate practices that should remain 

unchanged.  

 Family outcomes in early intervention. In the late 1990s parents were 

recognized as influential in enhancing their child‘s growth and development (Shelton et 

al., 1987), however, minimal attempts were made by the field of early intervention to 

gather data on family outcomes as a result of receiving early intervention services. In 

order to address this issue, Bailey et al. (1998) provided eight guiding questions for 

assessing family outcomes in early intervention: 
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 Does the family see early intervention as appropriate in making a difference 

in their child‘s life?  

 Does the family see early intervention as appropriate in making a difference 

in their family‘s life?  

 Does the family have a positive view of professionals and the special service 

system? 

 Did early intervention enable the family to help their child grow, learn and 

develop? 

 Did the early intervention enhance the family‘s perceived ability to work 

with professionals and advocate for services? 

 Did early intervention assist the family in building a strong support system? 

 Did early intervention help enhance an optimistic view of the future? 

 Did early intervention enhance the family‘s perceived quality of life? 

 Bailey et al. (2006) aimed to simplify family outcomes 15 years later and 

defined a family outcome as ―a benefit experienced by families as a result of services 

received‖ or in other words, ―what happens as a consequence of receiving services‖ (p. 

228). The five outcomes suggested to assess the effectiveness of early intervention 

services are: (a) families understand their child‘s strengths, abilities and special needs; 

(b) families know their rights and advocate effectively for their child; (c) families help 

their children develop and learn; (d) families have support systems; and (e) families are 

able to gain access to desired services and activities in their communities.  During the 

time period from 1998 to 2006 the components of family outcomes shifted from 
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focusing on family views of services to evaluating family‘s capabilities as a result of 

receiving services.  

 One of the key goals of the National Early Intervention Longitudinal Study 

(NEILS) was to examine family and child outcomes achieved as a result of participating 

in early intervention services. The participants included 2,600 primary caregivers of 

children who had received or were receiving Part C services. Data was collected via 

telephone interviews with caregivers close to their child‘s third birthday. The survey 

questions on family outcomes were designed to capture caregiver perspectives on nine 

dimensions of early intervention services, including their views of frequency of 

services, the level of quality, effectiveness, and appropriateness of services. Findings 

reported were (a) approximately 75% of families indicated that the amount of services 

provided were sufficient, (b) 95% indicated that the overall quality of services was 

excellent, (c) 75% reported that early intervention services had a significant impact on 

their child‘s overall development, (d) 64% indicated that early intervention services 

helped them help their child learn and develop, and (e) approximately 33% of the 

families reported they did not receive enough information to help their child learn and 

develop or to address their child‘s challenging behaviors (Hebbeler et al., 2007).  

 The following child outcomes were reported by parents (a) upon the child‘s exit 

from Part C services 63% of children received Early Childhood Special Education 

(ECSE) services, (b) 21% experienced improvement with health status, while 15% 

experienced a worsened health status (c) 5% were diagnosed with a vision problem at 

entry and 3% upon exit, (d) 15% were identified as either having or possibly having a 

hearing problem at entry and 12% upon exit, (e) parents reported a similar number of 
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children having limb deficiencies at the time of entry and exit, (f) at entry 19% of 

children (over 12 months old) were able to communicate their needs as well as other 

children their age and at exit this number increased to 39%, (g) at entry 9% of 

children‘s speech could be understood by a stranger (which would be expected due to 

their young age) and 42% at exit (Hebbeler et al., 2007).  

 The Early Childhood Outcomes (ECO) Center, funded by the U. S. Department 

of Education‘s Office of Special Education Programs (OSEP), designed a family 

outcomes survey that examined how services empower families (Early Childhood 

Outcomes Center, Office of Special Education Programs, & U. S. Department of 

Education, 2005). In order to measure family outcomes, a survey is provided to families 

receiving Part C services in Minnesota upon exit of the program at the child‘s third 

birthday. It is a voluntary form with the goal of gathering information from families to 

strengthen Minnesota‘s early intervention program. The Family Outcomes Survey 

consists of 18 questions that parents address on a 7-point scale and the categories for the 

questions include: (a) understanding your child‘s strengths, abilities and special needs; 

(b) knowing your rights and advocating for your child; (c) helping your child develop 

and learn; (d) having support systems; (e) accessing your community; and (f) your 

feelings about early intervention.  

 While individual school districts are responsible for distributing the surveys to 

families, the Minnesota Department of Education is the agency responsible for 

collecting and analyzing the survey data. Family Outcomes Surveys completed by 

Minnesota families receiving Part C early intervention services during the 2008-2009 

fiscal year indicated that (a) 81% of families reported early intervention services helped 
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their families know their rights, (b) 87% reported early intervention services helped 

their families effectively communicate their children‘s needs, and (c) 90% reported that 

early intervention services helped their family help their child develop and learn 

(Minnesota Department of Education, 2010).  

 While the IFSP has recently shifted to focusing on caregiver goals for their 

children, the family outcomes survey does not address what specific services and 

supports were helpful to families in meeting these goals. One of Bailey et al.‘s (1998) 

key recommendations was for evaluators to examine caregiver perceptions of the extent 

to which they viewed early intervention services as both culturally and personally 

appropriate. Although this recommendation is not currently captured on the 

Minnesota‘s Family Outcomes Survey, several research studies have been completed 

better understand caregivers‘ experiences with the Part C home visiting process and 

how caregivers make meaning from these experiences.   

Research studies designed to capture caregiver perceptions of early 

intervention services. Recent literature has captured caregiver perceptions of early 

intervention services during the stages of assessment, service development, and service 

implementation. Crais, Roy, & Free (2006) found that caregivers viewed early 

intervention assessment practices more positively than the  professionals who were 

conducting the assessments and suggested that caregivers‘ perspectives may not be the 

optimal method for evaluating assessment practices due to their limited experience with 

the assessment process. In the qualitative study of Farrell, O‘Sullivan, and Quinn (2009) 

caregivers reported negative experiences with the assessment process when 

professionals neglected to provide a justification for evaluation procedures, emphasized 
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child deficits, and communicated results using technical language. Bailey et al., (2004) 

reported that while caregivers were overall satisfied with the evaluation process, they 

recommended that evaluation reports should focus more on caregiver input and 

emphasize children‘s abilities.  

  At this time limited research is available on caregiver perceptions of their 

involvement with the development of the IFSP. Harrison, Dannhardt, and Roush (1996) 

conducted a survey study with caregivers‘ of young children with hearing loss to 

determine their experiences with IFSP process. Approximately 60% of the caregivers 

reported participating in the development of an IFSP that accurately reflected their 

needs, concerns, and priorities. Ridgely and Hallam (2006) examined perceptions of 

families with low income residing in rural regions and indicated there is a likely 

mismatch between family-reported concerns and the family outcomes and services 

written in the IFSP.  

 The following qualitative studies describe caregivers‘ experiences with 

receiving early intervention services. A case study was completed by Keilty and Galvin 

(2006) to explore the daily adaptations parents use to support their child with 

disabilities and the supports from early interventionists they viewed as helpful. Five 

case studies were conducted that included infants and toddlers with disabilities and their 

families. The study focused on the following research questions: (a) How do families 

create adaptations to promote child development?; (b) What types of routine activities 

do families identify as learning opportunities?; (c) What kinds of adaptations do 

families make to support child development?; (d) What supports do families identify as 

resources in creating adaptations?; and (e) What supports do families report as needed, 
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but not received? Data were collected through naturalistic observations within daily 

routines, semi-structured interviews, and a review of the family‘s early intervention 

records, including home visit notes and their IFSP. This information was then analyzed 

in individual cases and across cases (Merriam, 1998). The results suggested that 

families: (a) designed adaptations in response to their goals, their child‘s skill levels, 

and environmental factors; (b) relied heavily on their own knowledge of their child‘s 

skills and abilities; (c) commonly used responsive caregiver strategies to adjust the 

requirements or instruction of routine activities; and (d) viewed professionals as 

important within the adaptation process, but varied with the types of support they 

needed from professionals. Understanding the adaptations that families are already 

implementing into their daily routines were viewed as helpful to early interventionists 

with providing intervention strategies that are supportive of the processes families 

already have in place.   

 A majority of Alaska is remote and rural life is often described as comparable to 

living in a third world country since many villages have no running water, central 

heating, plumbing, sewage treatment, and transportation to and from villages is often by 

aircraft, boat, or snowmobile (Ryan, 2003). ―Prior to the arrival of the Western people, 

the Yup‘ik were alone in their riverine and the Bering Sea homeland – they and the 

spirit beings made things the way they were. Within their homeland they were free and 

secure. They were ruled by the customs, traditions and spiritual beliefs of their people, 

and shaped by these and their environment; the tundra, the river, and the Bering Sea. 

Their world was complete. They called it Yuuyaraq, ―the way of the human being‖ 

(Napolean, 1991, p. 4). Ryan, Murphy, Harvey, Nygren, Kinavey, & Ongtooguk (2006) 
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sought to gain a richer understanding of supports provided by early intervention 

services that are respectful of the cultural and personal beliefs of Alaska native families. 

This endeavor was considered to be a research project rather than a study because it was 

designed as a personnel preparation activity. Thirty-five graduate students studying 

early intervention at University of Alaska Anchorage and their instructor interviewed 10 

Alaska native elders and parents of children with disabilities. The three main interview 

questions were: (1) What would you like a professional or teacher to know about your 

culture, your way of life, and what is important to you?; (2) What do you think are the 

most important qualities of a good teacher?; and (3) Are there specific strategies or 

services that you find supportive to you as a parent of a child with a disability?‖ As a 

result of the semi-structured interviews ten themes emerged including (a) relationship-

building takes time,  (b) families want help connecting with others, (c) families want to 

be listened to, (d) it is okay for there to be silence, (e) slow and clear speech is 

appreciated, (f) acronyms are not recommended, (g) move at a slow pace and show 

patience, (h) always follow-up, and (i) ask parents if your view is their ―picture‖ of their 

child. One noteworthy finding of this research project was the appreciation and 

increased sense of comfort parents felt when early interventionists brought fresh fruit on 

home visits. Overall, the project highlighted the importance of sensitivity and 

knowledge about a family‘s culture when providing home visiting services.  

 Lea‘s (2006) ethnographic research highlights the division that can exist 

between caregivers and their early intervention service providers. The collaborative 

relationship between early interventionists and adolescent mothers of infants and 

toddlers with disabilities was examined within systematic framework of early 
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intervention service provision. Six adolescent mothers and 16 early interventionists 

associated with the adolescent mothers participated in the study. The guiding question 

of this study was, ―How have the life experiences of adolescent mothers shaped their 

perceptions of and participation on their child‘s early intervention team?‖ (p. 266). Data 

collection methods included: (a) open-ended interviews; (b) participant observation of 

the interactions between mothers and early interventionists during team meetings and 

intervention sessions; and (c) document analyses including the child‘s educational plan 

(IEP or IFSP), assessment records, and early interventionists‘ field notes. The three 

stages of data analysis in this study included data reduction, data display, and 

conclusion drawing/verification (Miles & Huberman, 1994). Findings demonstrated the 

theme of mother‘s negative experiences with early intervention as a result of services 

providers not knowing the mothers, not respecting them, and feeling as though their 

thoughts or concerns were ignored. Early interventionists and mothers knew little about 

each other‘s lives and this was a possible cause for the disconnection within their 

relationship. ―One of the critical findings from this study was that providers did not 

know the mothers with whom they were interacting. They knew little about their lives, 

experiences, beliefs, hopes or dreams. In addition, services appeared to be more child-

centered versus family-centered, they seemed rushed in their service delivery, and they 

shared very little about their lives or experiences with the mothers‖ (p. 277). 

  Bainter & Marvin (2006) completed an evaluation of the Grand Island Public 

Schools Early Intervention/Early Childhood Special Education programs. The Nebraska 

Department of Education provided training for early interventionists working within the 

Grand Island Public Schools system. The training focused on the primary-service 
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provider approach in providing early intervention services. One of the goals of the 

evaluation was for the Grand Island early intervention team to improve their capability 

to assess the outcomes of their program. Participants included five female early 

interventionists and a caregiver for each of the five children involved in the study. 

Children‘s ages ranged from 2 months to 4 years 9 months and qualified for early 

intervention services due to developmental delays or risk factors with a high probability 

of resulting in a developmental delay.  The evaluation focused on the following 

questions: (1) What is the evidence of a partnership between the practitioner and the 

caregiver?; (2) How do the practitioner and the caregiver perceive their contributions to 

the partnership?; and (3) What evidence is there of practitioners building caregivers‘ 

competence and confidence? Video observations were used to document early 

interventionist-caregiver interactions during a regularly scheduled visit or meeting. The 

day after the visit, the evaluators contacted the caregivers and interventionists separately 

via phone to ask survey questions related to their satisfaction with the visit and their 

perception of their role during the visit. The data was coded according to the following 

themes (a) partnership building between early interventionist and caregiver, (b) how the 

early interventionist highlighted the child‘s skills and learning opportunities to the 

caregiver, (c) early interventionist demonstration of new strategies and support of child-

caregiver interactions, (d) demonstration of caregiver support for the child‘s growth and 

development and the caregiver‘s ability to problem solve, (e) caregiver participation in 

the visits, (f) caregivers producing questions/solutions/ideas on their own, and (g) 

evidence of children‘s progress with growth and development. Video observations were 

coded according to these themes and the post visit surveys were coded for positive and 
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negative statements. An independent mean of the percentages of the number of positive 

statements per survey were completed for early interventionists and caregivers. The 

findings of this study demonstrate that early interventionists were implementing 

strategies that engaged caregivers as partners and that encouraged caregivers to reflect, 

problem-solve, and identify learning opportunities within their child‘s daily routine. All 

participants indicated they perceived involvement in a partnership during the visit. 

 Piper (2010) conducted a dual case study to give voice to two caregivers of 

young children receiving Part C services. The purpose of the research study was to hear 

caregiver perspectives of their experiences with Early Intervention Professionals, 

including Part C service providers, medical providers, and private therapy providers. 

The data were collected through five interviews with one caregiver and four interviews 

with the other caregiver. Each participant was also observed during their interactions 

with numerous Early Intervention professionals. Document analysis was completed on 

any document provided to the parents by an Early Interventionist. Data were coded for 

themes. The six themes that emerged were information, diagnosis vs. no diagnosis, 

doing everything you can, mom is the service coordinator, seeking normal, and what 

family-centered means. Both parents shared that Early Intervention professionals never 

discussed the components of family-centered intervention and never discussed the 

allocation of roles and responsibilities. A suggested practice was for early 

interventionists to have an open discussion with families at the start of services about 

family-centered service and roles within service delivery. Another suggestion was to 

allow flexibility with how sessions were structured based upon family‘s needs on that 
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particular day. For example, at times parents appreciated when professionals worked 

directly with their child because this provided parents with valuable respite time.   

Summary 

 Within the Part C home visiting process the collision of two worlds holds the 

potential to create positive or negative energy within the family system. The literature 

highlights the important role caregivers of infants and toddlers with disabilities have 

with providing support to help their child learn and grow. The literature also emphasizes 

the important role early interventionists hold in providing culturally and personally 

appropriate home visiting services. Overall, the literature demonstrates the importance 

of listening to caregiver‘s voices about their experiences with the home visiting process 

in order to design policies and practices that are truly family-centered and give families 

a sense of hope. As the early interventionist closes the door and leaves the family‘s 

home, caregivers should feel supported and have increased hope for their future with 

their infant or toddler (Bailey et al., 1998). 
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Chapter 3: Methodology 

 

 This phenomenological study utilized mixed methods to focus on the 

interactions between caregivers and home visitors. Specifically, the perspectives of 

caregivers receiving Part C home visiting services through Minnesota‘s Help Me Grow 

program gathered through interviews.  Help Me Grow services are intended to be 

family-centered and address the unique needs of the child and the family. Each 

caregiver holds a unique perspective of their relationship with their home visitor(s) and 

the effectiveness of the services delivered in their homes. The success of the caregiver-

home visitor relationship is highly dependent upon a caregiver‘s perception of the 

relationship (Parlakian, 2001). 

 At present, little to no information is available that describes caregivers‘ 

perceptions of their interactions with home visitors providing Help Me Grow services. 

Caregivers‘ voices are often unheard in the midst of special education policy decision-

making (Lucyshyn et al., 2002), therefore the overarching goal of this study is to give 

voice to the voiceless. More specifically, the purpose of this study is to (a) examine 

caregivers‘ perceptions of general experiences with Help Me Grow home visitors, (b) to 

determine the components of interactions with Help Me Grow home visitors that are 

viewed by caregivers‘ as appropriate and inappropriate with supporting their family‘s 

unique needs, and (c) to determine caregiver recommendations for improving Help Me 

Grow home visiting services. The following research questions guide the study: 

What are caregiver perceptions of the interactions they experience with home 

visitors during Part C home visits?  

 How does the caregiver perceive the relationship with their home visitor? 
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 How does the caregiver perceive the home visitor‘s effectiveness in 

supporting the family‘s unique resources, priorities, and concerns? 

 Creswell (2002) suggests that qualitative inquiry is the most suitable method for 

examining the perspectives of partners within partnerships.  All qualitative research is 

grounded in phenomenology, which is a philosophy that holds that knowledge is gained 

by understanding the direct experience of others (Creswell, 2007). A major assumption 

within phenomenology is that ―the perspective of others is meaningful, knowable, and 

able to be made explicit‖ (Patton, 1990, p. 278). Perception is viewed as the main 

access point to knowing the truth (Moustaskas, 1994) and the overarching goal of 

phenomenology is to ―make sense‖ of participants‘ perceptions of their experiences 

(Babbie, 2004).  

 A holistic case study approach was used for both intrinsic and instrumental 

purposes. Intrinsic case studies focus on understanding a single case, while instrumental 

case studies focus on understanding an issue or concern and examine multiple cases 

related to the issue (Stake, 2003). Focusing on both purposes emphasized the 

individualities within families as well as the commonalities between families.  

 The case study research design was defined by researcher Robert Yin as ―an 

empirical inquiry that investigates a contemporary phenomenon within its real-life 

context; when the boundaries between phenomenon and context are not clearly evident; 

and in which multiple sources of evidence are used‖ (Yin, 1984, p. 23). Case studies 

typically examine a bounded system (Creswell, 2007). This study will only include 

caregivers receiving early intervention services at home through Minnesota‘s Help Me 

Grow program. Due to the emphasis of the individual, case study design is often used in 



   61 

 

 

special education evaluation (Mertens & McLaughlin, 2004).  One of the core goals of a 

case study is to give voice to the powerless and voiceless (Tellis, 1997).  

Participants 

  Researchers often examine multiple cases within case studies in order to collect 

diverse perspectives on a topic (Creswell, 2007). Studying multiple cases provides 

confirmation that an individual‘s experiences are not idiosyncratic and enables the 

researcher to create a broader understanding of the phenomena through rich descriptions 

and explanations (Miles & Huberman, 1994). A researcher is often motivated to select a 

larger number of cases in order to generalize the knowledge to a larger population; 

however, generalizability is not an imperative outcome for most qualitative researchers 

(Glesne & Peshkin, 1992).  

 The cases in this study included 10 primary caregivers (N = 10) of infants and 

toddlers receiving early intervention services from home visitors through Minnesota‘s 

Help Me Grow program. The primary caregivers were all Caucasian females and 

included nine mothers (N = 9) and one grandmother (N = 1). Participants spoke English, 

voluntarily agreed to participate in this study, and were not assigned pseudonyms or 

other identifiers in order to protect confidentiality.  In cases where information 

threatened the anonymity of participants, minor details were changed that did not 

influence overall findings. Table 1 shows additional characteristics of the primary 

caregivers.  
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Table 1 

 

Individual Caregiver Characteristics  

 

Characteristic 
Caregiver 

(n = 10) 

 

( 

 

Gender    

     Men 0 (0)  

     Women 10 (100)  

Race/ethnicity    

     White 10 (100)  

# in Household    

     3 2 (20)  

     4 4 (40)  

     5 2 (20)  

     6 0 (0)  

     7 2 (20)  

Decade born    

     1950s 1 (10)  

     1960s 2 (20)  

     1970s 4 (40)  

     1980s 3 (30)  

Household Income    

     $15,000 or less 1 (10)  

     $15,001-$25,000 2 (20)  

     $25,001-$50,000 2 (20)  

     $50,001-$75,000 3 (30)  

     More than $75,000 2 (20)  

Marital status    

     Married 9 (90)  

     Divorced 1 (10)  

Education level completed    

     High school  3 (30)  

     Some college 3 (30)  

     Associate‘s degree 1 (10)  

     Bachelor‘s degree 1 (10)  

     Master‘s degree 1 (10)  

    Master‘s degree plus 1 (10)  

Employment    

     Full Time 1 (10)  
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     Part Time 3 (30)  

     Homemaker 6 (50)  

 

Help Me Grow services were provided by home visitors from three different 

organizations in Minnesota. Table 2 shows home visitor characteristics.  

Table 2 

Characteristics of Home Visitors 

 

Characteristic 
Home Visitor 

(n = 24) 

 

( 

 

Job Title    

     Deaf and Hard of Hearing Teacher 2 (8.3)  

     Early Childhood Special Education Teacher  8 (33.3)  

     Occupational Therapist 4 (16.7)  

     Physical Therapist 5 (20.8)  

     Speech and Language Pathologist 5 (20.8)  

 

The infants and toddlers in this study included children ages 12 to 38 months-

old at the time of the caregivers‘ first interview. Children‘s diagnoses included both 

medical and developmental diagnoses with disabilities ranging from mild to significant.  

Three families had multiple children who were receiving Help Me Grow services, 

therefore a total of 14 children were included in the study. Table 3 shows the 

characteristics of the children in this study.  
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Table 3 

Characteristics of Children  

 

Characteristic 
Children 

(n = 14) 

 

( 

 

Race/ethnicity    

     Hispanic 1 (7.1)  

     White 12 (85.7)  

     Other 1 (7.1)  

Child‘s Primary Disability Category     

     Deaf –hard of hearing 1 (7.1)  

     Developmental delay 12 (85.7)  

     Other health disabilities  1 (7.1)  

Age in months at family‘s first interview    

      0-6 0 (0)  

      7-12  0 (0)  

     13-18  9 (64.3)  

     19-24  4 (28.6)  

     25-30 0 (0)  

     31-36 0 (0)  

     36-42 1 (7.1)  

 

Recruitment. Participants were selected through the method of snowball 

sampling (Creswell, 2007) based on ―information-rich‖ cases suggested by Service 

Coordinators. The participant recruitment process extended from November 2010 to 

July 2011. Due to unsuccessful recruitment efforts, the researcher adjusted the process. 

Rather than having an Early Childhood Special Education Coordinator contact Service 

Coordinators via email, the researcher planned to attend an in-service meeting to share 

participant recruitment packets with Service Coordinators. When this April 2011 in-

service meeting was cancelled, the researcher contacted Service Coordinators directly 

via email and with a follow-up phone call. The researcher provided Service 
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Coordinators with a recruitment packet describing the purposes of the research and 

participant expectations (see consent form Appendix E). The Service Coordinators then 

shared these packets with caregivers on home visits, with emphasis on voluntary 

participation. This occurred from April 2011 to July 2011.  

Data Collection 

 The key research methods within this study followed a qualitative approach in 

which quantitative methods complemented the overarching data collection processes. 

Prior to data collection a bracketing interview (see Appendix A) was conducted with the 

researcher to examine the researcher‘s own experiences in relation to the phenomenon 

(Marshall & Rossman, 1989). Data were collected via interviews, survey, and records 

review. Two interviews were completed with each case in addition to review of the 

corresponding Individualized Family Service Plans (IFSPs) or Individualized Education 

Plans (IEPs).  

 Each of the 20 interviews were semi-structured, in-person, audiotaped, and 

transcribed verbatim.  Participants were given the option to complete interviews at their 

homes, a coffee shop, a school, or their desired location. All interviews were completed 

in the caregivers‘ homes, with the exception of one follow-up interview which was 

conducted via phone. As suggested by Stake (1995) the participant‘s schedules guided 

research activities. The family‘s schedules were respected throughout the data 

collection process. The researcher was flexible with rescheduling interviews due to 

child illness and unique family circumstances. While conducting the interviews the 

researcher was also flexible with starting interviews up to thirty minutes after the 

scheduled time and pausing the interviews so caregivers could attend to their child(ren). 
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The researcher was also willing to contact caregivers via their preferred mode of 

communication including home phone, cellular phone, text message, and email.  

 First interview Parent Experiences Scale. The first interview was scheduled 

within two weeks of the researcher‘s initial phone contact with the family. These 

interviews ranged in length from 44 min to 1 hr 26 min. During the first interview 

caregivers were given a copy of the planned interview questions (see Appendix B) and a 

copy of the Parenting Experiences Scale (Trivette & Dunst, 2004). The Parenting 

Experiences Scale was completed by caregivers with the guidance of the researcher 

(See Appendices C and D). This scale was utilized to create open-ended questions to 

gather richer information. The Parent Experiences Scale is a survey designed to capture 

parent perceptions of their interactions with early intervention staff, their perceptions of 

their parenting competence and confidence, and their perceptions of how much 

influence they have in getting the supports they need from their early intervention 

program. The researcher excluded the section on parenting competence and confidence 

as the information was beyond the scope of this research project.  The initial interviews 

were then transcribed and analyzed as an individual case. During this process the 

researcher wrote down questions for the second interview and created a list of ideas for 

potential themes.  

 Follow-up Interviews. Follow-up interviews were completed six to 36 days 

after the initial interview. All caregivers (N = 10) participated in a follow-up interview. 

The majority of one interview was lost due to a technological error and only 2 min were 

able to be restored. The researcher had taken detailed notes during this interview, so key 

points were still included in the data analysis. The other nine interviews ranged in 
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length from 5 min to 20 min. The caregivers reviewed a paper copy of the interview 

summary from their initial interview. A sticky note was placed on a clipboard asking 

the questions, ―Any changes? Any additions? Any deletions?‖ and the researcher also 

verbally explained the purpose of the review. During the review process the researcher 

fed infants bottles, read books with children, and played with children.  The researcher 

then read the written changes and conducted a verbal interview with follow-up 

questions. After the interview was completed the researcher gave caregivers the option 

to complete a demographic survey to which all agreed. The caregivers were then asked 

if the researcher could contact them if further questions arose and were thanked for their 

time.  

 Document Analysis. After second interviews were transcribed and analyzed, 

the researcher reviewed 13 Individualized Family Service Plans (IFSPs) and one 

Individualized Education Plan (IEP). The Individualized Family Service Plan Rating 

Scale (McWilliam & Jung, 2001) is a 5-point scale designed to rate 13 items included 

on IFSPs. This scale was adapted to rate each family‘s plan in the following areas (a) 

the level of family involvement implied by each outcome statement, (b) the level of 

family-centered writing, (c) how caregivers‘ priorities and concerns were addressed in 

the outcomes, and (d) the level of positiveness. The IEP was reviewed for all items 

except the level of family involvement due to the plan‘s school-based focus. The 

researcher also reviewed the ―Family Assessment‖ section of the IFSP and took notes 

on the IFSPs description of caregiver concerns. Reviewing family documents served the 

purpose of corroborating data from other sources (Tellis, 1997).  
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Data Analysis   

 Inductive analysis procedures were employed to develop themes and compare 

themes across cases (Charmaz, 2000). Hycner‘s 15 steps (Hycner, 1985) were adapted 

to construct a rich description of the interactions between caregivers and their Help Me 

Grow home visitors. Findings were corroborated using the methods of member 

checking and triangulation (Creswell, 2007).  Hycner‘s 15 steps provide concrete 

guidelines for novice qualitative researchers to utilize while analyzing interview data. 

Throughout the data analysis process the researcher adapted these guidelines in order to 

capture the essence of the interview data. The following procedures were implemented 

while analyzing data from 20 interviews: 

 Transcription. Two digital recording devices were used to ensure interview 

data were not lost due to technological error. During interviews all participants were 

notified when the recording devices were turned on and off. At times children were 

curious and moved the recording devices. Consequently, small portions of the interview 

data were inaudible.  The recordings were uploaded to a password protected laptop and 

transferred to Transana 2.42, a software program designed to transcribe and analyze 

qualitative data (Woods & Fassnacht, 2010). The researcher‘s goal was to become as 

familiar as possible with the data. In order to accomplish this goal the researcher 

transcribed each interview. During the transcription process the researcher noted 

nonverbal and paralinguistic communications. The researcher also generated a list of 

potential themes throughout the transcription process.  

 Bracketing and the phenomenological reduction. The researcher created a list 

of 17 self-interview questions in order to determine personal assumptions related to the 
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phenomenon. These questions focused on the researcher‘s professional experiences as a 

home visitor, beliefs about home visiting practices, the purpose of the research study, 

and predicted outcomes of the research study.  A neutral party conducted a phone 

interview with these questions and the interview was digitally recorded. The researcher 

listened to this recording two times. She took notes in an attempt to set aside personal 

meanings and interpretations prior to reviewing interview data. 

In the bracketing interview the researcher expressed that in her role as a home 

visitor she enjoyed problem solving with caregivers and home visitors. However, she 

did not always feel competent and confident in supporting the unique needs of some 

families on her caseload.  The researcher‘s professional purpose of this study was to 

gain a richer understanding of how to design home visits based on unique family needs. 

Some assumptions the researcher set aside include (a) caregivers want to be involved 

during home visits and should be involved in interactions with home visitors, (b) 

caregivers and home visitors always have different priorities on home visits, (c)  some 

home visitors do not view a caregiver as the child‘s most influential teacher, (d) 

caregivers appreciate positive feedback and home visitors need to increase the amount 

of positive feedback,  (e) at times home visitors unintentionally increase the level of 

stress in family‘s lives , and (f) caregivers have perceptions of their interactions with 

their home visitors that they do not share with their home visitors.  

 Listen to the interview for a sense of the whole. Each caregiver interview was 

listened to two times and each transcript was read as a whole two times. During this 

phase of data analysis the researcher wrote notes on potential themes. The researcher 
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listened to recordings for intonations, emphases, and pauses. The nonverbal 

communication that was noteworthy included laughs and sniffles.   

 Delineating general units of meaning. This process involves ―getting at the 

essence of the meaning expressed in a word, phrase, sentence, paragraph, or significant 

nonverbal communication. It is the crystallization and condensation of what the 

participant said, still using as much as possible the literal words of the participant‖ 

(Hycner, 1985, p. 282). Interview transcripts were transferred from Transana to a word 

processing program. Verbatim from the interviews were then pasted into the left column 

of the document and the right column was left blank. These documents were printed out 

on paper and the researcher hand wrote units of meaning in the right column.  

 Delineating units of meaning. In this step the statements irrelevant to the 

research question were removed. If the researcher questioned whether or not to include 

the statement it was automatically included. The units of meaning for this particular 

phenomenon included sentences and paragraphs encapsulating specific ideas.   

 Eliminating redundancies. The researcher chose to include redundancies in 

order to gain a broader overview of the data.  

 Cluster units of relevant meaning. The Parenting Experiences Scale naturally 

created themes for a majority of the data from the initial and follow-up interviews. The 

researcher chose to exclude this step because initial themes emerged naturally due to the 

mixed methods research design.  

 Determining themes from clusters of meaning.  A bulleted summary was 

created in a word processing document to organize data from the first interview. These 

initial bulleted summaries were organized under headings from the Parent Experiences 
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Scale including (a) ―Treated me with dignity and respect‖, (b) ―Gave me information to 

make my own choices,‖ (c) ―Said nice things about how I parent my child,‖ (d) 

―Responded to my concerns and desires,‖ (e) ―Respected my personal and cultural 

beliefs,‖ (f) ―Pointed out something my child or I did well,‖ (g) ―Helped me learn how 

to get resources for my child,‖ and (h) ―Worked with me in a way that fit my schedule.‖ 

The following categories were listed under each of these headings: general information, 

helpful strategies, and not-so-helpful strategies. Headings were added to the list to 

highlight additional themes that emerged from the interview data, such as: first 

impressions, figuring out roles, caregiver‘s view of their role, or caregivers‘ view of 

home visitor roles.  

Return to the participant with the summary and themes: Conducting a 

second interview. The researcher chose to have the participants review the bulleted 

summaries. The purpose of this review was to determine if participants agreed that the 

information reflected the truth. This review also allowed the opportunity for participants 

to make corrections. Participants added information, changed information, and deleted 

information from the list. A second interview was conducted to ask follow-up questions 

and to invite the participant to share any additional information they felt was relevant to 

the research topic.  

Modifying themes and summary. The procedures in the previous steps were 

repeated with new data from the second interview. Themes were modified and added to 

the original bulleted summary and were typed in italics to indicate the data was from the 

second interview.  
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Identifying general and unique themes for all the interviews. The researcher 

reviewed the 10 summaries and wrote overarching theme ideas on sticky notes. The 

researcher then reviewed the sticky notes and previous notes taken on potential themes. 

Seven themes emerged from the data. Theses seven themes were indicated on the 

summaries by highlighting bullets with different colors according to the theme with the 

best-fit. Some bullets were highlighted with multiple colors because the bulleted idea 

represented multiple themes.  The bulleted items were then copied and pasted into 

separate word processing documents to represent a collection of ideas related to each 

theme.  

Conceptualization of themes. The researcher labeled each bulleted point with a 

numeral to indicate which caregiver had provided the information. This allowed the 

researcher to retrace the ideas listed in themes back to their original context. While 

writing the composite summary the researcher referred back to the original context of 

specific ideas as needed.  

Composite summary. Chapter 4 captures the essence of the 20 interviews as a 

whole and highlights individual variations.  
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Chapter 4: Findings  

 

 In this chapter the researcher addressed the seven interrelated themes which 

emerged throughout the data analysis process. The seven themes include (1) first 

impressions; (2) home visit roles; (3) home visitors as professionals, friends, and 

family; (4) giving and receiving information; (5) setting and resetting boundaries; (6) 

caregivers‘ spoken and unspoken concerns; and (7) home visitors‘ positive versus 

negative perspectives. Data analysis also involved the review of family‘s Individualized 

Family Service Plans (IFSPs) and an Individualized Education Plans (IEP).  

―Caregivers‖ are defined as the primary-care taker(s) of a child as defined by the family, 

including parents, grandparents, foster parents, guardians, etc. They are the recipients of 

Help Me Grow services. ―Home visitors‖ are defined as Part C early interventionists 

working with families and children in their homes. 

First Impressions 

The initial home visit serves as a launching point for home visitors to develop a 

pathway for providing services that are supportive of family members‘ preferences, 

learning styles, and cultural beliefs (Workgroup on Principles and Practices in Natural 

Environments, 2008).  Fialka (2001) highlights a parent‘s perspective at the start of 

services, ―We have to acknowledge that we are entering your world – one that is 

initially unfamiliar and frightening. Entering into our partnership with you demands that 

we let go of our dreams and begin to build new ones‖ (p. 22). Keilty (2008) suggests the 

following discussion points at the start of services a) the caregiver‘s expectations of 

home visits, b) the purpose of home visits, and c) what participation could look like for 

caregivers.   



   74 

 

 

Initial home visits. Across the first interviews, several first impressions were 

noted. While some caregivers had prior experience with Help Me Grow home visits, 

other caregivers were experiencing Help Me Grow home visits for the first time. Two 

caregivers highlighted positive first impressions during their initial home visits. One 

described that she liked the home visitors from the beginning because they were very 

nice and they interacted with her children at their level. The other shared that she could 

tell the home visitors all knew what they were talking about, they were friendly, and her 

child liked them right away. Additional reactions from caregivers were related to the 

number of people in their home during the initial IFSP home visit. One described that 

there were six to seven people at the first home visit. At first she was like, ―Gosh, are all 

of these people going to be coming to my home every time? There‘s no room in here!‖ 

She shared that there were less home visitors on the next home visit. It was easier for 

her to manage home visits with fewer people in her home.  

One caregiver explained that she was comfortable with anybody coming into her 

home, so the initial home visits were not ―scary.‖ If she had not already experienced 

home visits with another program she would have been leery about the Help Me Grow 

home visitor coming to her home. Another shared that she could not remember exact 

details from the start of services because her life was so bad at that time. Two 

caregivers described the initial home visit process as ―weird‖. One explained home 

visits were weird because she did not know what to do. The other commented home 

visits were weird because they had a small living space. There were mixed feelings 

from the caregivers about whether or not the home visit process was awkward. One said 

she did not feel the process was awkward for her because she knew the home visitors 
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from other connections outside the home. Another described it as ―a little different‖ and 

―a little awkward‖, but noted that the home visitors‘ personalities made the process 

easier. 

A few caregivers expressed their concerns about the possibility of being judged 

by home visitors. On one occasion a caregiver was cleaning her home while the home 

visitor commented on what the child was doing. She wondered if she should be 

involved with the home visitor and her child. She also wondered if she was not being a 

good mother if she was not watching and learning from the home visitor. Another 

shared that she was nervous about being judged by the home visitors because they could 

see the ―rawness‖ of the home. She chose not to change her discipline style when home 

visitors were present. She believed that would send false messages to the children. 

While she wondered if home visitors would evaluate her parenting skills, she wanted 

them to see the same discipline strategies she used when they were not present. 

Figuring out home visit roles. Some caregivers wondered about the unknowns 

of home visits and Table 4 highlights their initial questions about home visits: 
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Table 4  

Caregivers’ Questions at the Start of Services  

 

 

Should I sit next with my child or could I do chores? 

 

Should I sit on the floor or the couch? 

Am I supposed to be involved? 

Should I be in the other room to give them time with my child? 

What are the rules for home visits? 

What should I be doing or not doing? 

Do you want coffee? 

Do you want a soda? 

Do you want me to say anything? 

Do you want me to go in another room? 

How much do you want me to participate in this? 

Who‘s who and who did what? 

Okay, what does it mean? 

What are you going to be looking at? 

Are you working with me? 

Do you just work with him (the child)? 

What are you going to do when you work with him (the child)? 

   

Some caregivers asked their home visitors these questions, while others used  

 

observation strategies to figure out the unknowns of home visits. One expressed: 
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A lot of times I‘ll just ask. I‘ll be like, ‗Do you want me to say something or do 

you want me to just kinda sit back here and watch? . . . ‗cause it‘s weird, you 

know, you‘re sittin‘ there and they‘re doing something and it‘s like. . . well as a 

parent you kind of want to do things for your kids all of the time.  

 Caregivers used a variety of other strategies to figure out their home visit roles.  

One stated that she was still in process of determining what her role was during home 

visits. Another tested the waters by asking the home visitors if they minded if she 

cleared the table. (When the home visitors commented that was fine, she still wondered 

if they really thought it was okay or if they really thought it was rude). 

 One described her process of deciphering her role:  

I don‘t really know. They didn‘t ever ask me to do anything. I just—I mean at 

the end they always say, ―Ohh, maybe you can work with so-n-so on doing this 

or that.‖ So then I just decided on my own that I would pay attention and so that 

they didn‘t have to keep repeating the things that they were doing. I could just 

see what they were doing at the time they were doing it. And then when they 

said, ―Ohh, you know when I was working with him on the ball and I was doing 

this and this? You know, try to do that with him through the week,‖ or whatever. 

And I knew exactly what they were talking about. She didn‘t have to re-do it. 

 Some caregivers received clear explanations while others received no 

explanations about the structure of home visits. One family‘s IFSP stated, ―They have 

learned that many people will be involved in their lives, but want more information on 

the roles everyone will play.‖ Four caregivers commented that roles were clear right 

from the beginning. One said that her home visitors were good about letting her know 
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the best things to do on home visits. One commented that her initial understanding of 

home visits was ―nothing.‖ She thought this was ironic because a relative had shared 

information about her role as a home visitor. She also expressed that her home visitors 

did a great job explaining what home visits were about. However, it was hard to take in 

additional information because she was learning so much about her child‘s diagnosis at 

that time. Another said that she initially wanted the team to come to her home to learn 

about where her children should be developmentally. Yet another noted that home visit 

roles were pretty self-explanatory. She said that the home visitors explained that they 

would be coming to the house to play one-on-one with her children. They would be 

taking turns by observing the children to see if they needed improvements in some 

areas. Overall, she thought her home visitors did a great job explaining everything and 

making sure she understood all of the information.  

 Four caregivers mentioned that their home visitors never explained what to 

expect during a home visit. One believed that her role was to watch and do as she was 

told because she understood that home visitors had their ―own agenda‖. One expressed, 

―I guess it was never stated and sometimes I‘m like, well, it‘s a little silly to ask now 

what I should be doing. It‘s been three years.‖ Another said that she figured out home 

visit roles through a lot of nonverbal social cues. One other shared that her home 

visitors did not explain the purpose of home visits and ―just assumed‖ her family knew 

what to expect.  

 Only one caregiver mentioned that she had not yet figured out her role because it 

was different every home visit. She said that there really was not any way to figure it 

out because it ―just depends‖ on who her child is interacting with during the visit. 
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Sometimes her child just wants to play with the home visitors and otherwise wants to 

play with his mother. Overall, caregivers experienced a variety of levels of orientation 

related to the rationale and structure of home visits.   

Home Visit Roles   

 While caregivers chose to receive Help Me Grow services, oftentimes they did 

not choose the role of parenting a child with a disability (Minnesota Technical 

Assistance for Family Support, 2004). Caregivers of young children with disabilities are 

typically launched into the roles of service coordinator, advocate, learner, and teacher 

(Applequist & Bailey, 2000). Home visitors hold a crucial role in supporting caregivers 

with these roles because the quality of their relationship influence‘s the family‘s overall 

quality of life (Blue-Banning et al., 2004). Caregivers shared their perspectives of their 

involvement during home visits and their home visitors‘ involvement during home 

visits.  

 Caregiver involvement during home visits. The levels of participation during 

home visits varied amongst caregivers. Some were actively learning from the home 

visitor through conversation and observation. Others were minimally involved or not 

involved at all. Several viewed themselves as active learners during home visits. They 

viewed their interactions with the home visitor as important for their own knowledge 

building. Three of these caregivers expressed that it was their personal goal to learn 

from their home visitors. One commented, ―I‘m here to pick up any information I can 

get on helping (child).‖  

 Caregivers also commented on the domino effect of home visitors teaching them 

so that they have the strategies to then teach their child(ren). One emphasized: 
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So I‘m learning as she‘s (home visitor) working with them on where they need 

to be, where they should be, where they are, and what their strengths and 

weaknesses are. So I kind of view my role as being educated and then learning 

how to implement what they suggest for me. 

Another expressed: 

I don‘t know truly if this is what my role should be, but just me personally I feel 

like, you know, making sure that it‘s a good atmosphere for it so that we don‘t 

have chaos going on all over. Because since it‘s not a school setting, providing 

the best possible setting for them so that it‘s comfortable, we have toys to play 

with, or not too many distractions. Then to also be a student as well and so that 

I‘m learning and paying attention and watching so I‘m getting something out of 

it . . . we‘re still at the point where I‘m learning from them too. 

 One caregiver adapted the information that she learned from home visitors to 

adjust to her personal comfort levels. When she stabilized her daughter‘s trunk she 

placed more pressure on her hips than the home visitor. She was not comfortable 

imitating the exact level of pressure. Another explained that she felt like she had to 

perform as a student. She felt like her skills were being evaluated by the home visitors. 

She also said at times she felt like she might get in trouble for not practicing strategies. 

At times she wondered if home visitors would be mad if she did not follow through with 

implementing the strategies they had taught her.  

 Caregivers also noted that one of their roles was to give information to home 

visitors. One caregiver said that she reported information on changes in children‘s 

development and personal information about changes in the family. One provided 
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information about her child‘s health, current mood, and past medical procedures. She 

stated: 

And sometimes if she has a cold or doesn‘t feel well or if she just had a medical 

procedure, you know, within the past week I‘d tell them right off the bat, you 

know, ―She might be a little bit more tired today. She might not have the 

stamina today.‖ And then they‘re aware, ―Oh, okay, yeah let‘s take it easy.‖ You 

know, if she‘s crying too much, ―Ohhh is this too much for you?‖ They 

understand because I‘ve already told them coming into the house it‘s a tough 

day today.   

 Some caregivers also viewed one of their roles as facilitating interactions 

between their child and the home visitor.  One shared her experiences with helping her 

daughter build trust with the home visitors:  

And at the beginning before she had her eye surgeries she didn‘t trust anybody 

‗cause she couldn‘t see them. She knew my face, I had to stay really close to 

her. She had to sit with me, she had to touch me, otherwise she was very scared  

. . . She couldn‘t see me if I even stepped back so it was really hard at the 

beginning . . . They‘d say, ―Okay (child) can you put in the ball in the basket?‖ 

and she‘d look at me and I‘d be like, ―Go ahead.‖ And so she‘d do it. It was just 

that she felt better with me there and now it‘s much different because she knows 

them, trusts them, they don‘t hurt her, and she understands that. 

 She also explained that her role as a comforter to her child adapted as her child 

built a trusting relationship with each home visitor. At times her child cried during the 

home visits when a home visitor encouraged her to do physical activity that was 
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uncomfortable. Even though the caregiver wanted to console her child, she decided to 

allow the home visitors opportunities to console her child. As a result they were not 

always viewed as the ―bad guy.‖ Being passively involved with their child during home 

visits was described as a challenge for some caregivers. She continued to explain: 

But it‘s hard, it‘s hard to watch them (the child) cry and struggle and 

they‘re (home visitors) like, ―One more time, you have to do it one 

more‖ and she‘s crying and she doesn‘t want to and I‘m like, ―Okay.‖ 

But it‘s good for her. I know that she does need to pay attention and she 

needs to focus and she needs to be pushed to do physical activity because 

she‘s very delayed. I mean the most delayed in the physical aspect more 

than anything.  

 Observation was viewed by some caregivers as a preferred learning method 

during home visits. One learned better by observing a strategy rather than reading the 

strategy off of a piece of paper. She compared it to learning how to crochet, ―I mean 

unless you have like your grandma sitting there and telling you how to move your hands 

and this is how you yeah… there‘s no point in looking at a piece of paper and figuring it 

out.‖ Some caregivers had different purposes for their role as an observer. One 

purposefully observed the home visitors so that she knew what to do with the children 

by herself. Another explained that sometimes she sat back and watched so that she 

could have a break from the children.  

 At times caregivers chose not to participate in home visits. They designated the 

time for the home visitor to interact directly with their child. There were various reasons 

why caregivers chose not to be involved. One used home visits as a time to make bottles 
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or to accomplish whatever she needed to do at that point and time. Another explained 

that sometimes two home visitors were working with her daughter on communication 

and motor skills. She took this opportunity to work in the kitchen. She said she could 

have observed the activity, but she trusted the home visitors enough to be in another 

room. Yet another utilized home visits as a respite time to read a book or a time to catch 

up on household chores.  

 Home visitor involvement during home visits. Many caregivers provided 

examples of how their home visitor‘s role was to teach caregivers new skills and 

strategies. One caregiver of multiples mentioned that her home visitors were mentors 

because they were mentoring her on the different disciplines. She also stated that they 

helped her navigate the different strategies to use with each child. Another was unsure 

of exactly how to explain the role of a home visitor. She expressed, ―It‘s not their role 

to fix my kid. It‘s their role to guide us I would say.‖ Her home visitor narrated step by 

step instructions as she modeled strategies. For example, one time a home visitor 

wanted the child to walk along the table. The home visitor narrated her actions by 

saying, ―See I kind of move her weight over to this side.‖ This caregiver also said that 

without the narration she did not see what the home visitors were doing.   

 Another main role for a home visitor was to share information on each child‘s 

developmental progress. One caregiver expressed that being a cheerleader or a partner 

was a good role for home visitors. Her home visitors highlighted her child‘s 

developmental milestones by informing her in a conference-type manner. One of the 

home visitors was good about letting her know whether or not her child was meeting 

developmental milestones.   
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 One caregiver shared the past challenges that she had with another child who 

had received special education services. ―Nobody ever told me what she needs to be 

doing at a certain time.‖ Based on these past experiences she asked her home visitors 

what her younger child ―needed to be doing‖. Receiving developmental timelines from 

her home visitors was helpful so that she knew what to focus on next. For example, 

knowing the timing was right to encourage her child to practice kicking a ball. 

 Providing information in a family-friendly manner was another home visitor role 

mentioned by one caregiver. This caregiver commented that it was helpful when home 

visitors explained technical jargon in understandable terms. She shared that home 

visitors should be interpreters by stating, ―I mean you gotta know the lingo, but you 

gotta know how to explain it to the parent if the parent doesn‘t get the lingo… apply it, 

transfer it, break it down.‖ 

 Caregivers also expressed that some home visitors connected them to 

appropriate resources and materials. One said that her home visitors referred her family 

to helpful services. Another stated that a home visitor went above and beyond to help 

her family access equipment or materials. Providing credible resources was another 

expectation of home visitors. One caregiver commented that it helped to know if the 

information shared by home visitors was from a book or if they learned it in college. 

 In addition to informational and material support, two caregivers shared that 

they appreciated the emotional support provided by home visitors. One mentioned that 

one of her home visitors had expertise in working with premature infants. Knowing 

when to be concerned and when not to be concerned eased her worries about her 
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preemie. Another shared that her home visitors provide her with emotional support as 

highlighted in Table 5.  

Table 5 

Emotional Support Provided by Home Visitors  

 

Home Visitors as Professionals, Friends, and Family  

 Bainter and Marvin (2006) illuminate that it may take months or even years for 

families to trust and feel comfortable with a new early interventionist. Brooks (1989) 

suggests that building rapport is the cornerstone for relationships: ―Rapport tends to be 

the most easily established when one person involved feels the other person both 

understands his or her point of view, and validates that point of view in some way‖ (p. 

20). Caregivers experienced different levels of rapport with home visitors and described 

their relationships as professional, friends, and/or family.   

Home visitors as professionals. Two caregivers viewed their home visitors 

more as professionals than friends. One explained that her relationships with her home 

 

 When she had questions she knew she could ask them. 

 All of her home visitors were mothers and they all had parenting advice or 

suggestions. She stated, ―It‘s been nice that I can say, Oh, as a mother how did you 

take care of this?‖  

 ―They‘re always willing to help me. Even if they‘re not able to help me, at least 

they try.‖  

 They asked how she was doing because ―it‘s easy for the kids! . . . They‘ve got it 

made! . . . It‘s the mothers you have to worry about!‖  
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visitors were definitely professional, but comfortable professional relationships. 

Another viewed her relationships with her home visitors as ―definitely professional‖ 

with the exception of one she viewed as a ―friend slash professional.‖   

Home visitors as professionals and friends. This caregiver elaborated on how 

this home visitor became more of a friend. She said, ―We just hit it off and I don‘t know 

why.‖ She also explained that the home visitor made her feel comfortable, was a good 

listener, asked open ended questions, and was understanding. She felt like she could say 

things to her home visitor confidentially and trust that she would not tell another person. 

Even if it was something minor she was getting off her chest, this home visitor would 

try to fix it if it was concerning. This caregiver was bummed when the home visitor 

took a different job: 

She cried on the last day. She just really really liked us and (child). I felt like she 

was a psychologist like half the time where you like pour your heart out about 

certain things and she‘s like, ―I get it. I know.‖ And some people are just very 

easy to talk to, so we had a really good relationship where I felt like I could talk 

to her about what I was upset about with the school district or she was kind of 

the mediator I guess you could say. You know, it‘s good to have somebody like 

that . . . and vocalize that stuff ‗cause I get frustrated with (another home 

visitor), but it was nice to verbalize it. 

 Many caregivers described how their relationships with their home visitors were 

a balance between professional and personal. Table 6 highlights caregivers‘ descriptions 

of their relationships with their home visitors.  
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Table 6 

Caregivers’ Descriptions of their Relationships with Home Visitors 

 

 ―They come and they do their job, but I would describe them as my friends, I guess.‖ 

 ―I‘d go hang out with most of them.‖  

 ―Kind of in a way they‘re friends too because we‘ve known them for so long now.‖ 

 ―It‘s a combination, it‘s not just two friends talking with each other, but she (home 

visitor) is friendly and that helps me talk with her, but she‘s a professional and I‘m 

here to just take in whatever information I can take in.‖  

 ―It‘s not like one of ‗em‘s gonna call and come over and have coffee, you know 

what I mean? Because it‘s just – still a professional and being friendly and obviously 

you‘re building rapport too.‖  

 ―I would say friendly acquaintances. I mean they‘re not my best friends or anything, 

but I definitely feel comfortable with them.‖  

 ―They‘re very professional, but at the same time you kind of get to know each of 

them personally . . . like how was your weekend or someone is going on vacation 

and how was your vacation?‖   

 

 Others shared that part of their relationships with their home visitors was 

conversing about common interests or sharing personal information. One explained that, 

―We chit chat about this and that and whatever.‖  Another noted that it was fun to talk 

with home visitors because she did not have a lot of friends. She expressed, ―We‘re the 

hens in the chicken coop that just don‘t have time for friends.‖  
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 A few home visitors were recognized as going above and beyond their expected 

job duties by giving to families. One shared with her home visitor that her son had been 

busy picking dandelions. This home visitor then gave the family a recipe for dandelion 

jelly. Another noted that when one of her children was in the hospital a home visitor 

came to the hospital with a card. She believed that her home visitors would go above 

and beyond for anybody.  

 Home visitors as family. Some caregivers viewed their home visitors as family. 

One explained that the home visitors just became a part of their family. They were right 

alongside her watching the children grow. Another shared: 

 You kind of have the same relationship with them, this is how I see it, like you 

would a family doctor you‘ve know all your life. I mean like our family doctor 

will come up and I don‘t know why, but he‘ll pinch my cheek and that‘s just 

how they are. They just know you. They remember who you are. They get so 

used to your family and involved with your family that they‘re friends and 

actually they‘re like family too. But there‘s no attachment there, so they don‘t 

feel obligated. They know they‘re here for a job and they come in and do what 

they need to do with the kids. And you‘ve know I‘ve gotten hugs from them and 

they‘re just like close friends. So that‘s basically how it is . . . When you have 

somebody come into your home enough you do get attached but they know why 

they‘re there . . . It‘s dangerous because you need to remember who they are. 

Giving and Receiving Information 

 Marsh (1994) explained the significance of professionals in family‘s lives and 

emphasized, ―They need our information and we need their information. We need to 
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share as mutual partners‖ (p. 42). Families of young children with disabilities varied 

with the types of information they needed and with their preferences of how they 

received information (Hanson & Lynch, 2010). Caregivers provided examples of how 

they preferred to receive information, their openness to receiving information, the 

means home visitors used to provide them with information, and their home visitors‘ 

follow-through with answering questions and retrieving information.   

  Caregivers’ preferred techniques for receiving information. 

Straightforwardness with information was expected and welcomed by a few of the 

caregivers. One expressed: 

I guess for me I want them to be brutally honest. You know, like if she‘s not 

doing something, if she‘s doing something, I want to know so we can work on it 

. . . ‗cause other families, you know, are probably at the point of where they 

don‘t want to hear anything, but I‘d just rather work on it. 

Another commented, ―Honesty, sometimes harsh truth can actually be 

refreshing.‖ She liked how her home visitors gave their on-hand opinion about how she 

could react differently to her children‘s behaviors. She thought that other people might 

be offended by that kind of feedback, but she welcomed it. She explained, ―It‘s 

enjoyable to have someone that agrees with some of your skills . . . and even disagree. I 

don‘t mind if people disagree as long as they‘re not jerks about it.‖  

 Some caregivers thought it was helpful for home visitors to share their inner 

thoughts to highlight the purpose of strategies. One shared that when home visitors 

initially started services her husband asked her, ―What do they do? What are they really 

doing?‖ She believed it was important for home visitors to share their thought process 
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so that families bought into services and could see the value. Otherwise, the value might 

not be obvious to families and they might think it is just another person playing with 

their child. On the contrary, another expressed that her home visitors did not always 

explain the purpose of the toys they brought, but to her the purpose was obvious.  

Yet another highlighted that it would have been helpful if home visitors had 

given her smaller developmental steps to work on to get to the bigger steps, like 

crawling. She commented that home visitors‘ brains know the small steps, but 

caregivers did not always know these steps. She summed it up by saying that giving 

caregivers one step at a time would be helpful because, ―You (home visitors) don‘t 

know what you do know.‖ One family‘s IFSP report clearly spelled out a plan for 

providing the family with information on smaller developmental steps. One of their 

IFSP goals stated, ―We, the family and the team members will continue to plan and 

monitor her progress in small incremental steps reaching her developmental milestones 

as she follows the HELP Strands curriculum.‖ 

Caregivers’ openness to receiving information. A variety of factors led 

caregivers to being open or closed to receiving information. One explained that she was 

a research freak and she loved to learn. She welcomed as much information as possible 

from her home visitors. Alternatively, another welcomed information from all but one 

of her home visitors due to a personality clash. This home visitor could visit her home, 

but the information this home visitor shared ―just went in one ear and out the other‖.  

For forty-five minutes she pretended that the home visitor could share any information. 

 Modes of information. Home visitors shared information through verbal 

interactions, hand-outs, and written notes, visuals, and paperwork. Many caregivers 
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commented on the variety of ways their home visitors interacted with them through 

verbal interactions. One explained that they told her how to do things, they told her 

what they want her to work on, they asked how she was doing, they asked about 

upcoming appointments, and she shared new medical information with them. 

 Hand-outs were another common tool that home visitors used to share 

information with caregivers. Caregivers shared mixed feelings about whether or not 

these hand-outs were helpful. One thought that her home visitor was doing a ―good job‖ 

in general, but said that she already knew the information the home visitor shared 

through hand-outs. She did not feel the hand-outs were helpful. Another shared that too 

many hand-outs were annoying, but once in a while they were helpful.  

Educational plans. During Individualized Family Service Plan (IFSP) 

meetings, caregivers were provided with both verbal and written information. This 

information focused on their child‘s current ability levels, evaluation results, potential 

family goals, and services for the IFSP calendar. Some found the information to be 

easy-to-understand, while others felt overwhelmed by this information. They shared a 

variety of strategies that were helpful and not-so-helpful for understanding IFSP 

information. One had a positive experience with her latest IFSP meeting. She felt that 

the information provided in the IFSP document was ―pretty self-explanatory.‖ Her 

home visitors did a great job of explaining and making sure that she understood all of 

the information. After explaining a section of the plan they asked her, ―Okay, do you 

have any questions about this part of it?‖ The home visitors also paused the meeting 

when she had questions about abbreviations in the report. Another caregiver shared that 

overall her family‘s IFSP meetings ―go pretty well.‖ Her home visitors each discussed 
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their goals and their part of the evaluation. She said the home visitors shared good 

information and they always left room for questions. As a side note, she wondered why 

her home visitors always read the IFSP in a monotone voice. 

 ―Stressful‖ was the main word one caregiver used to describe her experience 

with her latest IFSP meeting. As a mother of multiples she highlighted the challenges of 

discussing multiple children with different strengths and different weaknesses. During 

the meeting five home visitors (Physical Therapist, Occupational Therapist, Speech and 

Language Pathologist, Teacher of the Deaf and Hard of Hearing, and Early Childhood 

Special Education Teacher) talked about what each child needed, what would continue, 

what was going well, and what was not going well. After the meeting a home visitor 

asked for ideas to improve IFSP meetings for multiples. She could not think of any 

ideas. Another caregiver of multiples also emphasized there was a lot of information to 

take in during her family‘s initial IFSP meeting. 

 ―Overwhelmed‖ was another main word a caregiver used to describe her 

experience with hearing about her child‘s strengths and needs during an IFSP meeting. 

She understood home visitors were time crunched with writing IFSPs. However, it 

would have been helpful for her family to have a copy of the IFSP prior to the IFSP 

meeting. She would have known what to expect and could have asked questions before 

the meeting (i.e. figuring out terms). She would have also been prepared to ask 

questions during the meeting. She also explained that she and her husband could have 

had time to grieve in private.  At that time they were receiving information about their 

child‘s diagnosis for the first time.   
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 At times caregivers were burdened by the information they received via written 

documents. One exclaimed, ―There‘s just so much paperwork everywhere! I‘m 

drowning in paperwork! . . . I‘m looking forward to the day when everything ends so I 

can just burn it all!‖ The paperwork was even more challenging to organize since she 

was the mother of multiples. Her home visitors responded to her paperwork overload by 

bringing the paperwork that required signatures to her home. If this paperwork was 

mailed she usually did not return it. Another caregiver of multiples described that her 

home visitors helped her organize medical and educational information. They gave her 

family black totes and binders.  

Home visitors’ follow-through with information. Many caregivers expressed 

that they appreciated when their home visitors followed through with answering their 

questions. At times home visitors did not have the answer on-the-spot and offered to 

research the answer. One caregiver asked her home visitor why preemies had weak 

muscles. The home visitor was honest and said that she had not worked with other 

preemies. She offered to look up the information and keep her ears open in the future 

for more information on preemies. Another stated that she was surprised with how one 

home visitor paid close attention to her questions. When she asked the home visitor a 

brief question, she received the information at the next visit.   

Setting and Resetting Boundaries  

 Successful family-centered practice provides an open door for caregivers to have 

choices with the numerous aspects of service delivery (Dunst, 2002). ―A family-

centered approach to evidence-based practice requires families to be an integral part of 

clinical decision-making, but some families may need assistance enumerating their 
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views and values‖ (Cooley, Hidecker, Jones, Imig, Villarruel, 2009, p. 212). Caregivers 

and home visitors frequently discussed boundaries or guidelines related to their 

interactions and home visit practices. The boundaries set and reset between home 

visitors and caregivers were related to (a) who led the home visit and which home 

visiting strategies were implemented during the home visit, (b) how often home visitors 

came to the home, (c) which personnel provided the home visiting services, (d) 

caregiver freedom in following through with strategies, (e) household boundaries, and 

(f) overall caregiver influence with Help Me Grow services.  

Home visit strategies. Two caregivers preferred when home visitors led 

activities and conversations during home visits. One gave home visitors control of how 

to help her child learn to stand independently and walk. She viewed them as experts and 

preferred when they selected the strategies teach her child new skills. Another explained 

that her Early Childhood Special Education Teacher had the lead during home visits. ―I 

feel like she has the lead and I kind of don‘t want to have that power because I‘m not 

the teacher . . . but I don‘t want to be telling her what to do, otherwise why have her 

come out?‖ Another noted that her home visitors sought her guidance during their 

interactions with the child. For example, ―Is this too much for her?‖ or ―Should we go 

to a different spot?‖ 

 One caregiver highlighted that her home visitors were effective with following 

what was important to their family. They respected her personality and learning style. 

They gave her the choice to use American Sign Language (ASL) or cued speech with 

her daughter who had a hearing impairment. She preferred cued speech because she 

could say anything and did not have to look it up. She also felt that cued speech was a 
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better match for the way her thought process worked. The home visitors went along 

with her decision. They guided her by asking her what she wanted to teach her 

daughter. This family‘s IFSP included a parent goal that stated, ―Parents will gain 

knowledge of Cued Speech, American Sign Language, Signed Exact English, and other 

forms of communication for hard of hearing individuals.‖ The home visitors 

accomplished this goal by sharing the benefits of each communication modality. Then 

they allowed the caregiver to choose which modality worked best for her.  

Two additional caregivers provided examples of how their home visitors were 

receptive to following their lead. One explained that her son loved hats, so her husband 

suggested for the home visitors to wear hats to encourage the child to walk. The home 

visitors placed hats on their heads and then the child walked towards them. Another 

made suggestions like, ―Here let‘s put her on top of the stool because she‘s got a really 

tight hip.‖ Her home visitors then changed the child‘s location so that the child was 

more stable and not in pain. 

 Caregivers also discussed challenges with losing control of their home 

environment. One voiced: 

There‘s nothing more offensive than having somebody come in and basically 

welcome themselves in, take over your house, and this is what we‘re going to 

do. What you‘re doing is wrong … I don‘t know what I‘d do if somebody ever 

did that … here‘s the door.  

The same caregiver emphasized that her home visitors did not act this way and she 

appreciated that they were not forceful. Another shared a story about how a home 

visitor pushed past one of her boundaries. One home visitor gave her daughter Cheerios 
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before her daughter had teeth. The caregiver said, ―I don‘t want her to have those.‖ The 

home visitor ignored the comment and kept trying to give her daughter Cheerios. She 

said, ―I just told you I don‘t want her to have those.‖ The home visitor replied, ―Oh, 

well this is what we normally do.‖ Again she stated, ―I don‘t care what you normally 

do. You‘re not giving her Cheerios. She doesn‘t have teeth!‖ She was ―not nice‖ to the 

home visitor after that incident and it just made their relationship worse. In the future 

she tolerated this home visitor coming to her house ―but that was about all.‖ 

 Frequency of home visits. Only some caregivers were given a choice for 

service frequencies. One had negative experiences with the school district forcing 

service frequencies with an older child. She had removed the child from the school 

district‘s program. Her home visitors were sensitive to this past experience and 

followed her lead with how services were provided for a younger child. Another noted 

that her home visitors suggested increasing physical therapy services and asked for her 

opinion. She was not sure what to say at first.  The home visitors emphasized she was 

the boss and their role was to support her. She agreed to increase physical therapy.  

Then they agreed to reassess the decision in a few months in order to determine if it was 

working well for her family. She explained that her home visitors always gave her a 

recommendation, but she chose the final outcome. She further explained that she could 

always choose less service, but could not always choose more because of ―certain ways 

of qualifying for certain services.‖  

 Another mentioned that she had the choice of how many times her home visitors 

would come to her home. She could also decide whether or not she wanted them to visit 

her home at all: 
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I definitely did have the choice to say, ―No that‘s okay we‘ll just do it on our 

own.‖ But, you don‘t want to be held responsible ten years down the road either 

and say, ―Oh, I probably should have done the physical therapy.‖ 

She also asked to decrease services in the summertime due to the family‘s busy 

schedule. Her home visitors honored this request. Another expressed that she did not 

have a choice in service frequency. Her home visitor came to the IFSP meeting with the 

IFSP already filled out. She was not asked about the desired frequency of home visits, 

instead the home visitor just stated the number of visits. This caregiver said, ―But there 

wasn‘t any choice, you just have to like it. It‘s better than getting no help at all.‖  

 Home visit personnel. While many caregivers experienced positive interactions 

with their home visitors, some caregivers experienced negative interactions. They did 

not have the option to change services providers. One said that if she had the choice one 

of her home visitors would not be visiting at all. However, there were no other home 

visitors with a similar area of expertise in that school district. She stated that she only 

allowed this home visitor to in her home when another home visitor was present. 

Another expressed that she had some home visitors that are better than others. She 

explained, ―With a small school district you don‘t have the option of saying, ‗Can I 

have somebody else?‘ There‘s one PT, there‘s one OT, there might be a couple but not 

really that go to that location.‖  

 Daily routines. Several caregivers highlighted that it was important to feel like 

they had a choice for how to implement suggested strategies during their daily routines. 

One explained, ―So far I‘ve done pretty much everything that people have suggested 

when I can, but it‘s giving you the choice.‖ Another said that demeaning and 
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demanding statements are never spoken like, ―You should be doing this and this is how 

to need to be doing things with them‖ or ―You need to be doing that.‖ One exclaimed 

that she was relieved that the home visitors did not ask her if she tried their suggestions. 

They did not quiz her on the next home visit by asking, ―Well, did you work with him 

on this?‖ or ―How many times in the week did you . . . ?‖ She also commented, ―You‘re 

the therapist, not me!‖ She tried follow through with therapies when she could. Yet 

another shared that her home visitors knew she would practice the skills between visits. 

Her family tried to work on language all of the time with their toddler. Her home 

visitors recommended working on communication skills by saying one word phrases 

during bath time. She revealed that she told a home visitor, ―I‘m sorry we tried, but it‘s 

too tough!‖  

 One child receiving Help Me Grow services crawled wide and walked with a 

wide stance. The home visitors brought ―funky shorts that are sewn to hold her legs 

together a little more.‖ At first she did not want to use these shorts. She thought they 

would discourage her daughter from walking. The home visitors did not say, ―Here, I‘m 

leaving these shorts here and you have to use them.‖ Instead they said, ―We‘re leaving 

the shorts here. It‘s up to you if you want to use them . . . If you don‘t think it‘s going to 

work, then I‘ll just take them the next time we come.‖ She eventually decided to have 

her daughter try the shorts. As a result there were no more concerns with crawling or 

walking.    

 One caregiver was relieved that she did not have to continually work on 

therapies throughout the daily routine. She explained: 
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I guess just ‗cause she has so many therapies that she‘s so delayed that 

sometimes throughout the day I think, ―Oh gosh, we should be working on 

walking, we should be working on speech.‖. . . I know that we try to implement 

into our everyday lives, but it‘s nice to know somebody‘s working with her for a 

solid hour on this stuff. And it kinda takes the pressure off me that I don‘t have 

to do that for, you know, that amount of time because I do feel guilty that I feel 

like we should be doing more for her. But to know that somebody is there doing 

that for one hour is really nice. 

 Household boundaries. Oftentimes home visitors either guessed household 

rules or caregivers provided them guidance on household rules. Knocking on the door 

was an example of a household rule that a few home visitors did not follow. One 

caregiver shared that it was important for a home visitor to knock on the door, even if 

there was already another home visitor in the home. She said that one of her home 

visitors did not knock and just walked right inside. Another mentioned that one home 

visitor had become comfortable with just knocking and walking right inside. Her 

husband was comfortable with this because he knew the home visitor prior to starting 

Help Me Grow services. However, she would not even be comfortable with her mother-

in-law just walking inside without permission. She stated that it is a ―level of respect 

thing.‖ The right way for her home was to knock, stand there, and just wait. On the 

contrary, another expressed that her home visitors always knocked on the door and she 

felt respected by this simple act.  

Some home visitors ―went to the extreme‖ of being thoughtful. During a winter 

visit a home visitor left her shoes outside, because she did not want to leave a pool of 
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water on the floor. While the caregiver appreciated this gesture, she told the home 

visitor to bring her shoes inside the house to keep them warm.  Another caregiver 

mentioned that her home visitors did not overstep their boundaries in her home. She 

commented, ―They know why they‘re here and that‘s it.‖  

 Overall caregiver influence with setting boundaries. The Parent Experiences 

Scale (Trivette & Dunst, 2004) asked, ―Thinking about your involvement in your 

child‘s early intervention program, how much influence can you have in terms of 

getting information and supports you want from the early intervention program?‖ Two 

caregivers were unsure of where boundaries started and stopped for how much 

influence they could have over their Help Me Grow services. One described: 

I‘m still at the basic experience here. I don‘t know what the program has to 

offer, so I‘m just kind of going with the flow here. So I can‘t really tell you for 

sure how I can influence it, unless I knew where the boundaries were. If I know 

where help stopped then I could tell you, ―Okay, I think we need to do better 

than this and this is how I think we can improve it.‖ But, when I don‘t know 

what you have I can‘t answer that truthfully. 

Another explained that her home visitors tried to the ―best of their ability‖ to provide 

their family with their needed information and supports. She further explained, ―I feel 

like I don‘t know how much influence I have for how much they can do.‖  

Caregivers’ Spoken and Unspoken Concerns 

 Maude and Dempsey (2009) stated, ―We live in a changing world where we 

know every family is different, every family has strengths and unique priorities for 

themselves and their children, and every family is dynamic and what is needed today 
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may be very different from what is needed next week‖ (p. 4). McWilliam (2010) 

suggested emotional support, material support, and informational support are the three 

essential categories of support while attending to caregivers‘ priorities and concerns. 

Home visitors and caregivers oftentimes discussed the family‘s dynamic concerns and 

priorities at IFSP meetings and home visits. Caregivers shared spoken concerns with 

their home visitors which were either resolved or left unresolved. At times caregivers 

were not comfortable sharing their concerns with their home visitors due to numerous 

reasons. The following are examples of how caregivers and home visitors interacted in 

response to a variety of priorities and concerns.  

 Resolved spoken concerns. One example of a caregiver‘s spoken concern was 

related to figuring out her child‘s diagnosis. Her doctor suspected Autism, so she 

questioned her home visitors quite a few times about whether or not they agreed. They 

described the spectrum of Autism and emphasized that all children were different. They 

suggested her child could be on the Autism spectrum, so the family brought the child to 

an Autism specialist in the Twin Cities. When her child was medically diagnosed with 

Autism her home visitors just ―rolled‖ with the diagnosis.  

 Another example of a spoken concern was when a caregiver and her home 

visitors agreed that the child had stopped progressing with developmental milestones. 

She felt there was not a lot the team could do, but the conversation about the concern 

was helpful. They discussed possible reasons for the halt in progress and potential 

interventions ideas. She shared that it was very reassuring to know that her home 

visitors listened to her concerns.  
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 A caregiver of multiples expressed that she was concerned that her children 

were home all of the time. There were times that she wondered if her children needed 

more support than she was giving them. She thought they were not getting enough 

social interaction. Their family‘s IFSP also described their concerns with their 

children‘s lack of social interaction. Her home visitors suggested the children were ―just 

fine‖ with their level of social interaction. They gave the family resources for 

community programs they could access in the future. It was helpful to receive 

affirmation that her children‘s social interactions were age appropriate. 

 At times home visitors were sensitive to concerns related to family. One 

caregiver revealed that she did not know how to manage a large family.  Bad things 

came in ―tens rather than threes‖ for her family. Managing a large family was stressful 

and she went through a period of depression: 

I was so overwhelmed by the house. I mean we had piles of laundry everywhere! 

The sink would be filled with dishes for two, three days straight. The floors were 

dirty. It was just pure absolute insanity ‗cause I‘m not used to this many children 

in one tiny little place like this. Everywhere you walked it was just a mess and 

that is just not me. I‘m very cleanly. I‘m very organized and even now this is not 

me, but I‘m trying to get all this in here. It‘s virtually impossible. 

Her home visitors gave her hugs during home visits because they ―felt so bad.‖ They 

also supported the family with accessing respite care for the children. 

She was nervous to ask for help because there were a lot of ―users‖ in her 

community. She was afraid the home visitors would not help her because they heard the 

same story from many families.  Her family was living in poverty and at times 
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unexpected issues came up. She emphasized that her family only asked for help when 

they had to because that was how she was raised. She exclaimed that it was amazing 

how her home visitors were nonjudgmental. When she requested help and they 

responded by saying, ―Here you go.‖  

  Home visitors also provided emotional support to a family that was concerned 

about losing their Help Me Grow services after they moved. When the caregiver told a 

home visitor that her family was moving, a home visitor reassured her, ―I‘ll be there.‖ 

All of their family‘s home visitors ―made it a point‖ that as long their family moved 

within a ―certain area‖ they would still be working with their family. They also offered 

to research whether or not Help Me Grow services could be extended past the child‘s 

third birthday.  

 Additional caregiver concerns were related to the small quantity of food their 

children were eating, children not able to eat from a spoon, screaming and arching due 

to heartburn, equipment needs for gross motor intervention, and delays with reaching 

developmental milestones. Home visitors from various school districts responded to 

these concerns with helpful websites, personal opinions on strategies to implement, 

hand-outs, accessing equipment for families (i.e. a Bumbo chair for sitting or wedge for 

practice walking on inclines), and referring the family to see a doctor or specialist.  

 Unresolved spoken concerns. While home visitors were frequently responsive 

to caregiver concerns, at times caregivers‘ spoken concerns were not fully resolved.  

One experienced negative interactions with one of her home visitors. The first time 

home visitor walked in the door she had that ―I know everything and you don‘t know 

anything‖ personality. The home visitor did everything by the book and ―not everybody 
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is a textbook.‖ The home visitor did not talk with the caregiver to see what would work 

best for her family and their interactions ―felt icky‖. The home visitor reminded her of a 

Catholic school nun. ―Yeah, she‘s bad. Maybe she‘s not as bad now, but if you think in 

the olden days when they slapped you with the ruler before they told you what you were 

doing wrong.‖ The family allowed this home visitor to continue to visit once a month. 

They believed there were no other options for a replacement in the district due to the 

home visitor‘s area of expertise.  The caregiver shared her concerns with other home 

visitors. She guessed that they responded to her concern by decreasing the amount of 

time the one home visitor was in her home. They also ensured that home visitor never 

came to their home without another home visitor.   

 Another caregiver experienced many family sacrifices with keeping a medically 

fragile child as healthy as possible. She and her husband swapped off staying at home 

with their son. Only one other person (a relative) was comfortable providing her 

medical care at their home.  She could not remember the last time she had been to 

Thanksgiving or Christmas with her in-laws since her son was born. She shared:  

It‘s hard to let somebody come into your house when you‘ve worked so hard on 

keeping a heart baby healthy who you know has so much trouble when he gets 

sick, ‗cause if he gets sick, yeah, he‘s gotta be in the hospital. If he‘s got a bad 

cold or flu he gets dehydrated very fast . . . and it‘s not a normal kid who gets a 

cold. It‘s very hard for us, it takes a lot out of him, takes a lot out of us, so we‘re 

very anal about it . . . we miss out on a lot, so I want other people to work as 

hard as we do keeping him healthy. 
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 She also felt uncomfortable telling her home visitors to do something and did 

not want to be rude. She mentioned, ―I hate telling people to wash their hands or to 

sanitize them when they come into my house because I feel like I‘m telling a child to do 

it.‖ She trusted home visitors when they said they sanitized their hands in their car. 

However, she felt better when she saw them sanitize their hands in her home. She 

always had hand sanitizer available in her home. At times she did not witness them 

sanitizing their hands and did not request for them to sanitize their hands. As a result, it 

―bugged‖ her because she wondered if they had sanitized their hands in their car.  

 Unspoken concerns. Occasionally caregivers did not fully address their 

concerns with their home visitors. One noted that she had a bad experience with her 

initial home visitor who was eventually replaced by another home visitor. There were a 

couple of times when she missed work to be available for a home visit. Then the home 

visitor failed to show up during that mutually agreed upon time. After a few of those 

incidences the home visitor started visiting the child at daycare. She described this as an 

―awkward‖ experience. She reasoned, ―Okay, maybe it‘s a lot more casual than I 

thought.‖ She did not speak up about her concern because she did know what to expect 

from home visitors. At that time her expectations for Help Me Grow services were low. 

Since then she had learned to speak up if a home visitor missed multiple visits.  

 One caregiver was concerned that a home visitor only focused on her child‘s 

weaknesses. She talked about this concern with her husband and decided it was not a 

―big deal.‖ She chose not to address this concern with her home visitor. She knew what 

the home visitor was trying to do and did not view this concern through a negative lens. 



   106 

 

 

She also chose not to speak up because she wanted to be respectful, she did not want to 

be offensive, and she did not want to question the home visitor‘s expertise.  

 At times caregivers liked their home visitor, but were concerned with their 

intervention strategies. One asked the researcher if it was appropriate to ask home 

visitors about the purpose of the play activities they implemented with the children. She 

thought it would have been helpful if her home visitor explained the purpose of the 

activities.  Oftentimes the home visitor appeared to be ―just pulling stuff out of the air.‖ 

It was hard to address the concern with this home visitor. She did not want to come 

across as, ―Well you don‘t have a purpose for this. Let‘s stop this.‖  

 Another expressed that she liked one of her home visitors, but the home visitor 

did not listen to her. Especially when she voiced that her child had been pushed enough 

with physical therapy:  

She doesn‘t read my cues, she doesn‘t always listen to what I say, she‘s very 

very focused on her tasks and what she wants her (the child) to do, so if I‘m not 

okay with it, she doesn‘t always back off. So that‘s kind of hard, but, I know she 

loves her job, she wants to see the kids succeed and I get that, but it‘s kinda 

hard. So I would say out of all four she‘s the one that sometimes I don‘t always 

love what she does, but it‘s okay ‗cause I still get along with her really well.  

 She commented it was hard to know what to expect from home visits.  She 

wondered if the home visitor‘s forceful interactions with her child were the typical 

interactions during home visits. She also realized that her other home visitors respected 

her requests and provided possible reasons for why the one home visitor did not.  
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Everybody else will be like, ―Is she okay? Should we stop?‖ which I like, so I 

think that‘s part of the relationship thing where she just keeps doing her own 

thing. I think she‘s kind of oblivious to stuff. It‘s not that she‘s being mean, she 

doesn‘t see it, she‘s very task focused. Some people just don‘t always see the big 

picture . . . and that‘s just personalities. That‘s just how people are, so I don‘t 

hold it against her. I know who she is now and that she‘s not doing it to be 

mean, she‘s just focused on getting her thing done. She wants her to do this one 

thing and she‘s going to push her until she does it and that‘s not how I do things.  

Home Visitors’ Positive Versus Negative Perspectives  

 Multiple caregivers reported that their home visitors had a positive and/or 

negative lens when commenting on the child‘s progress, the child‘s personal 

characteristics, the caregiver‘s interactions with the child, and when providing 

evaluation report information. Positiveness is one of the core components of providing 

emotional support to caregivers (McWilliam, Tocci, & Harbin, 1998). The collision of 

worlds between families and early interventionists in the midst of the home visiting 

processes has the potential to cause positive or negative energy within family systems 

(Lynch & Hanson, 1998). The following are examples of caregivers‘ views of how their 

home visitors‘ positive and negative focus influenced their family system.  

Children’s progress with developmental milestones. When focusing on a 

child‘s progress many caregivers appreciated positive and specific feedback from their 

home visitors. One shared that not many other people understand the significance when 

her child reaches a new developmental milestone, with the exception of her home 

visitors.  She thought a home visitor was going to do a ―happy dance‖ when her child 



   108 

 

 

started sitting without support. When her child started catching herself while falling 

from a sitting position a home visitor exclaimed, ―That‘s huge! Look!‖ She really 

appreciated the home visitor‘s excitement. Everybody else was like, ―What?‖ and did 

not understand how huge it was for her daughter to reach new milestones.  

 Another described that it was a good thing for her home visitors to share 

progress. She said that they are like a partner or a cheerleader. One home visitor had not 

always commented on the child‘s progress and always focused on the next 

developmental milestone. It would have been helpful if the home visitor had given more 

positive feedback.  For example, sharing a ―sandwich with the bad stuff in the middle.‖ 

She provided possible rationales as highlighted in Table 7.  

Table 7  

Possible Rationales for a Home Visitor’s Deficits-based Focus 

 

The home visitor‘s newness in the field 

The home visitor had not worked with many families or children 

The home visitor had not heard feedback about her deficits-based focus 

The home visitor was younger 

The home visitor had not been a parent in the caregiver‘s role 

 

Yet another expressed that a home visitor often voiced negative comments about 

her child‘s development. They talked about what the child should be doing. They also 

made comments like, ―He should be picking things up with two fingers instead of the 

whole hand.‖ One time she told her home visitor that her child was pocketing food in 

his mouth. The home visitor replied, ―Oh, well he shouldn‘t be doing that.‖ There was 
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only one positive comment that the caregiver could remember from this particular home 

visitor. The comment was, ―Oh good he did use two fingers!‖  

 Others provided examples of positive comments home visitors said in regards to 

their child‘s progress. A caregiver of multiples noted, ―Each member of the team is 

always pointing out something that is going well with each child every week.‖ Another 

caregiver of multiples exclaimed that the home visitors were floored every time they 

saw the children. They always had compliments about ―how good the children are doing 

with their development.‖  

 Children’s personal characteristics. A few caregivers shared that their home 

visitors said positive and negative comments about their child‘s characteristics. One 

thought ―it was good‖ when a home visitor complimented her child by saying how he 

was fun and cute. A challenging situation for one was hearing negative comments about 

her child‘s appearance. One home visitor focused on her daughter‘s crossed eye at the 

start of home visits. This caregiver expressed: 

EVERY visit she‘d come in, ―Ohhh, her eyes are really crossed today.‖ Not a, 

―Hi (child) how you doin‘? Oh look how cute your outfit is.‖ Nothing. 

Immediately, ―Oh boy that eye is really crossed.‖ Well no kidding it‘s always 

crossed and it bugged me real bad ‗cause I couldn‘t have cute pictures, nothing, 

because her eye was completely crossed . . . That‘s was she does she points out 

the negative in everything . . . I know she doesn‘t mean it, that‘s just what she 

verbalizes, where the other people they use different vocabulary, you know, 

which is positive, it feels good. 
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 Caregiver’s interactions with their child(ren). Home visitors also provided 

positive and negative comments on parenting skills. Some examples of positive 

comments are highlighted in Table 8.  

Table 8  

Examples of Home Visitors’ Positive Comments  

 

 

 ―I‘ve seen some improvement. You must really be working hard on tummy  

 

time." 

 

 ―I‘m glad she‘s been wearing her hearing aids.‖  

 ―Good job working with them on this this week.‖  

 ―Obviously we see progress so you‘re following through with some of the 

suggestions we‘re making.‖ 

 

One caregiver stated that her home visitors thought it was ―cool‖ that she was teaching 

her child simple signs, reading stories with him, and playing with him. Another 

caregiver was praised by her home visitors for her ability to read her daughter‘s 

nonverbal cues ―better than anybody.‖ 

  A few caregivers were praised by their home visitors for their follow-through 

with intervention strategies between home visits. One mentioned that her home visitors 

said her family was the ―dream family‖ because they practiced skills during the week. 

Another stated that her home visitors were confident that she would follow through 

when they asked her to work on a specific skill. The home visitors highlighted that her 

family did a good job with the child. They could see that they worked with the child and 

they trusted that they worked with the child. 
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 Three caregivers noted that their home visitors recognized how well they 

responded to their family‘s unique challenges. One mentioned that her home visitors 

were in awe of what it took to be in her shoes. She expressed that her family situation 

required a lot of emotional work and ―It‘s draining to try to give out all the love and 

care and patience. Patience is the hardest thing to have.‖ Her home visitors commented, 

―Oh, I don‘t know how you do it. I would never be able to do it!‖ or ―I give you two so 

much credit for keeping this together.‖  

 Another shared how she transitioned from being nervous to having home 

visitors in her home to being welcoming of their support. One of the biggest concerns 

was her home visitors‘ interpretations of her parenting abilities.  

I was nervous because I thought they were going to tell me I was a bad mom . . . 

They don‘t do that. They do everything but that. They encourage what you‘re 

doing now is good and if they think that it could be improved they give you 

options on how to make it better. I love it! I‘ve never had a sour comment about 

these people whatsoever and I wish they lived with me! 

She continued to share that she and her husband have different discipline styles. She 

was raised with structure and verbal discipline, while her husband was raised with 

physical discipline. Therefore, she was more verbal with their children and her husband 

was more physical with them. She appreciated how home visitors highlighted the good 

points of both discipline styles.  

Two caregivers voiced that their home visitors had never commented on 

parenting skills. One expressed that her home visitors did not necessarily say what she 

did well, but the ―home visits were not about her.‖ Another stated that she did not think 



   112 

 

 

her home visitor had ever commented on anything she did well. They had only 

commented on what her child did well. Some caregivers discussed negative experiences 

they had with home visitors‘ feedback. One wondered if it was appropriate that her 

home visitor gave her ―too many things to work on and did not mention what she was 

doing right enough.‖ Another remarked that her home visitor was mad one day because 

her daughter was still drinking out of a bottle. She gave her daughter one bottle in the 

morning and one before bedtime.  Otherwise her daughter used a cup. She did not feel 

her daughter was ready to drink milk out of a cup. A home visitor disagreed with this 

parenting belief and made offensive comments. In the future interactions she ―refused‖ 

to share her concerns with this home visitor because the home visitor always ―came 

back with a negative comment.‖  

 Two caregivers highlighted that they appreciated when their home visitors made 

positive comments about their home. One felt respected when a home visitor expressed, 

―Oh this is a great location.‖ She emphasized that a compliment about her home helped 

set up a good first impression. Another thought that her house was a disaster. It was nice 

when her home visitors said comments like, ―Wow, you keep things pretty picked up.‖ 

She said that she disagreed with them, but they seemed to think her home should look a 

lot worse. 

 Overall, caregivers offered a few suggestions for home visitors to implement 

when interacting with caregivers. One suggestion was to, ―focus on all the positive 

things you can… There‘s usually too much negative stuff going around. It really affects 

the kids a lot.‖ Another liked when home visitors did not judge, hold grudges, or 
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remember the bad stuff. Instead of being told what she was doing wrong, she preferred 

to be offered an opinion on how to make it better.  

 Experiences with educational evaluations and plans. One caregiver expressed 

that her home visitors focused more on the positive aspects of her child‘s development 

during the actual home visits. She said it was the main evaluation where she was like: 

Oh my God I‘m being bombarded! They can‘t do this, they can‘t do that, and 

they‘re supposed to be doing all of these things. I was looking online to see 

where they were supposed to be at . . . I believe every baby is different and 

sometimes they just develop at a slower rate than the average child and that‘s 

just the way it goes. Sometimes I feel like with all the people that are coming 

that something is wrong with my kids. At the end of the day I‘d be like, ―I really 

wish that my kids were where they were supposed to be‖ . . . Sometimes it just 

feels like I‘m not doing everything I could be doing. It feels like they grade you 

when they do the interview and say that my child‘s not at age level. Then I feel 

like, ―Great, now there‘s something wrong with my kid.‖ That‘s the only thing 

I‘ve had a problem with. I don‘t know how to combat that because they‘re just 

doing the evaluation because it‘s their job. 

She thought it would have been helpful if the home visitors had emphasized not to be 

concerned that her child was not at age level.  

 Another shared a ―heartbreaking‖ experience of receiving information from the 

evaluation report. She and her husband read the evaluation report before the IFSP 

meeting and got their tears out. She appreciated have time to receive the information in 

private.  It would have been brutal for her husband to read those ―bad things‖ about 
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their daughter at the meeting. Her daughter‘s positive personality was lost in the report 

and was her greatest attribute. She continued to share that this information was hard on 

parents, especially when they only see the positives in their child. She was in the midst 

of other life stressors while receiving this information. Hearing this negative 

information on top of life stressors was an ―icky‖ feeling. She offered two suggestions 

for improving the process of sharing children‘s present levels of development in 

evaluation reports. She suggested using a compliment sandwich to focus on the child‘s 

positive attributes. She also wondered if it could be helpful to explain to caregivers why 

the negative information needed to be written in the report.  

 Some home visitors explained that the evaluation was not an accurate reflection 

of the child‘s characteristics. One caregiver shared a positive experience during an 

evaluation session. Her home visitor followed the evaluation protocol and did not repeat 

the directions she gave to the child. When the child did not follow the home visitor‘s 

directions to ―fly an airplane,‖ the home visitor stopped the evaluation. Then the home 

visitor gave the caregiver an opportunity to instruct her child to fly the plane. She said, 

―(Child) fly the airplane‖ and her daughter made the airplane sound while pretending to 

fly a plane. The home visitor highlighted that the evaluation might not show a child‘s 

true abilities. The home visitor also commented, ―See exactly how you said it is what 

she knows.‖  

Another explained that her home visitors emphasized that they wished they did 

not have to write the evaluation report. They said it would not show on paper who her 

child really was. She responded by saying, ―That‘s fine. It‘s what you need to do. Just 

do it. Just get it over with.‖ She emphasized: 
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It was nice to hear that they were all really bummed that they HAD to do it and 

that she wasn‘t going to show even what they knew she was capable, ‗cause 

you‘re not going to always sit down and test for forty-five minutes and be like, 

―Well, that‘s it.‖ 

She did not like how the school district placed her daughter‘s skills at a certain 

age level. She wondered if they did this for state funding or grants. She expressed: 

They (medical providers) don‘t say physically she‘s at twelve to eighteen 

months and you know, because that‘s hard for me to hear because she is who she 

is. But then when you tell me she‘s back at a one to one and a half year-old I‘m 

like (gasp!), ―That‘s right, she is doing really bad.‖ You know, so it‘s like it just 

puts it in perspective and it‘s kind of a negative perspective for me. So it‘s hard 

to hear that your kid is not where other kids are.  

Document Analysis 

The Individualized Family Service Plan Rating Scale (McWilliam & Jung, 

2001) was adapted to review 14 educational plans, including 13 IFSPs and one IEP. The 

Individualized Family Service Plan Rating Scale is a 5-point scale designed to rate 13 

items included on IFSPs. This scale was adapted to rate each family‘s plan in the 

following areas (a) the level of family involvement implied by each outcome statement, 

(b) the level of family-centered writing, (c) how caregivers‘ priorities and concerns 

were addressed in the outcomes, and (d) the level of positiveness. The IEP was 

reviewed for all items except the level of family involvement due to the plan‘s school-

based focus. The researcher also reviewed the ―Family Assessment‖ section of the IFSP 

and took notes on the IFSPs description of caregiver concerns.  
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          Caregiver’s level of involvement. Each family‘s role was communicated to them 

through their IFSP‘s outcome statements. The 13 IFSPs each included two to four 

outcome statements. A total of 35 outcome statements were reviewed by the researcher. 

The 35 outcome statements were rated on a scale ranging from 1 (procedures are to be 

exclusively carried out by the home visitor) to 5 (procedures clearly support 

intervention implemented by caregivers). The mean of the ratings was 4.41. As shown 

in Table 9 approximately 67% of the outcome statements emphasized caregiver 

involvement with implementing intervention strategies at home. About 27% of the 

outcome statements implied caregiver participation. One IFSP outcome statement did 

not include information about the family‘s role. However, their role was communicated 

on another child‘s IFSP (due to multiple children in the family receiving services). 

Individualized Education Plans (IEPs) typically focus on outcomes to be implemented 

in a school setting and do not include information about a family‘s role, so these 

outcomes were excluded from the data analysis.  
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Table 9  

IFSP Outcome Statements: Caregivers’ Role with Implementing Intervention Strategies  
 

Adapted from ―Individualized Family Service Plan Rating Scale: Rating Manual,‖ by R. A. McWilliam 

and L. A. Jung, 2001. pp. 1-6. Unpublished Instrument. 

 

 Family-centered writing. The outcome statements and the present levels of 

development were reviewed for their level of family-centered writing. Thirty-five 

outcome statements were rated on a scale ranging from 1 (contains technical jargon or 

complicated language) to 5 (the information is written in a family-friendly manner that 

clearly articulates the outcome). The mean of the ratings was 2.69. As shown in Table 

10 about 51% of the outcome statements included technical jargon or complicated 

language. Approximately 29% were written in a clear, family-friendly manner. 

Ratings Description n/30 % 

 

5 

 

Intervention procedures clearly support intervention 

implemented by caregivers 

 

 

20 

 

66.67 

4 Between ―3‖ and ―5‖  

 

     1 3.33 

3 Procedures imply participation from the caregivers 

 

8 26.67 

2 Between ―1‖ and ―3‖  

 

0 0 

1 Procedures are to be exclusively carried out by the 

home visitor 

 

0 0 

None No information  provided on IFSP 1 3.33 
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Table 10  

IFSP Outcome Statements: Family-friendly Information  
 

Rating Description n/35 % 

 

5 

 

The information is written in family-friendly manner 

that clearly articulates the outcome  

 

 

10 

 

28.57 

4 Between ―3‖ and ―5‖  

 

5 14.29 

3 The outcome contains no technical jargon, but remains 

unclear  

 

2 5.71 

2 Between ―1‖ and ―3‖  

 

0 0 

1 The outcome contains technical jargon or complicated 

language 

 

18 51.43 

None No information  provided 

 

0 0 

Note. Adapted from ―Individualized Family Service Plan Rating Scale: Rating Manual,‖ by R. A. 

McWilliam and L. A. Jung, 2001. pp. 1-6. Unpublished Instrument. 

 

 The present levels of development section of educational plans include five 

domains (motor, communication, cognition, social, and adaptive). Each domain on each 

educational plan was rated as a separate section on the level of family-friendly writing. 

Sixty-nine sections were rated on a scale of 1 (contains technical jargon or complicated 

language) to 5 (the information is written in a family-friendly manner). One motor 

section on an IFSP did not include any information and was excluded from the data 

analysis. The mean of the ratings was 3.81. As shown in Table 11 approximately 54% 

of the sections were written in a family-friendly manner. About 23% included technical 

jargon or complicated language.  
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Table 11 

 

IFSP and IEP Present Levels of Development: Family-friendly Information 

 

Rating Description n/69 % 

 

5 

 

The information is written in family-friendly manner  

 

 

37 

 

53.62 

4 Between ―3‖ and ―5‖  

 

14 20.29 

3 The domain contains no technical jargon, but remains 

unclear or no strengths are listed 

 

2 2.9 

2 Between ―1‖ and ―3‖  

 

0 0 

1 The domain contains technical jargon or complicated 

language 

 

16 23.19 

None No information  provided 

 

1   

Note. Adapted from ―Individualized Family Service Plan Rating Scale: Rating Manual,‖ by R. A. 

McWilliam and L. A. Jung, 2001. pp. 1-6. Unpublished Instrument. 

 

The mean rating was also calculated for each domain. Table 12 shows the social 

domain had the highest rating of family-friendly information with a mean of 4.79. The 

motor domain had the lowest mean of 1.33.  An easy-to-understand phrase written in an 

educational plan was, ―He cries when it is time to eat.‖ An example of technical jargon 

with a family-friendly description was, ―cochlea (inner ear).‖ Two examples of 

technical jargon were ―decrease in extensor tone‖ and ―symbolic play.‖ 
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Table 12 

IFSP and IEP Present Levels of Development: Domain Specific Scores for Family-

friendly Information 

 

Note: 1 =Contains technical jargon or complicated language; 2 = Between ―1‖ and ―3‖; 3 = The domain 

contains no technical jargon, but remains unclear or no strengths are listed; 4 = Between ―3‖ and ―5‖; 5 = 

The information is written in a family-friendly manner. Adapted from ―Individualized Family Service 

Plan Rating Scale: Rating Manual,‖ by R. A. McWilliam and L. A. Jung, 2001. pp. 1-6. Unpublished 

Instrument.*One IFSP did not include information in the motor section. 

 

Family’s concerns and priorities. Family‘s IFSPs included a ―Family 

Assessment‖ section which described their family‘s concerns, priorities, and resources.  

The IFSP format indicated that caregivers had the option to decline participation in the 

Family Assessment. Four IFSPs were excluded from the data analysis due to missing 

information in the Family Assessment section. Two of these IFSPs did not include any 

written information and the box indicating the family declined was not checked. Two 

other IFSPs included written information, but the write-up did not include the 

caregivers‘ concerns or priorities. 

The Individualized Family Service Plan Rating Scale was adapted to rate 9 

IFSPs and one IEP in the area of caregivers‘ priorities and concerns.  The plans were 

 1 2 3 4 5 M 

 

Motor* 

 

12 

 

 

 

 

 

 

1 

 

 

 

1.33 

Communication 2 

 
  6 6 4.00 

Cognition 1 

 
 1 5 7 4.21 

Social   
 

 1 1 12 4.79 

Adaptive 1 

 
  1 12 4.64 
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rated either 1 (concerns and priorities were not addressed in one or more outcomes) or 

5 (concerns and priorities were clearly addressed in one or more outcomes). A total of 

22 concerns and priorities were examined from the 10 educational plans. Half of these 

concerns and priorities were addressed in the outcomes and half were not addressed in 

the outcomes.  

An example of a concern stated in a Family Assessment was a caregiver‘s 

concern with her child‘s ―lack of sound development.‖ The family‘s IFSP addressed 

this concern by including an outcome focused on the skills of babbling and word 

production. A few educational plans included outcomes above and beyond caregivers‘ 

concerns. For example, including a motor goal when the Family Assessment did not 

indicate the caregivers were concerned about their child‘s motor development.  

Level of positiveness. Each domain in the present levels of development section 

was rated for the level of ―positiveness.‖ One IFSP did not include the child‘s present 

levels of development in the motor domain, so this section was excluded from data 

analysis. Sixty-nine sections were rated on a scale of 1 (only needs are described and/or 

words like “unable to” or “can’t” are used) to 5 (both strengths and needs are 

described, with at least as many words to describe strengths as needs). The mean of the 

ratings was 3.52. As shown in Table 13 approximately 62% of the present levels 

sections described both strengths and needs. About 36% of the present levels sections 

only described needs and/or included deficits-based wording like ―can‘t.‖  
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Table 13 

IFSP and IEP Present Levels of Development: Positiveness 

 

Rating Description n/69 % 

 

5 

 

 

Both strengths and needs are described, with at least 

as many words to describe strengths as needs 

 

43 62.32 

4 Between ―3‖ and ―5‖ 0 0 

 

3 

 

Both strengths and needs are described, but more 

words describe needs 

 

1 1.45 

2 Between  ―1‖ and ―3‖ 0 0 

 

1 

 

Only needs are described and/or words like ―unable 

to‖ or ―can‘t‖ are used 

 

25 36.23 

No Rating No information provided 

 
1  

Note. Adapted from ―Individualized Family Service Plan Rating Scale: Rating Manual,‖ by R. A. 

McWilliam and L. A. Jung, 2001. pp. 1-6. Unpublished Instrument. 

 

Table 14 shows the social section had the highest rating of positiveness with a 

mean of 4.29. The motor section had the lowest mean of 2.54. Some positive comments 

in IFSPs included, ―a funny, silly, loving little girl,‖ and ―(child) is able to attend to 

familiar faces and voices.‖ One IFSP indicated that ―observing (child) using the HELP 

strands is a delight.‖ Some negative comments in IFSPs included: ―(Child) was asked to 

complete different tasks, but she didn‘t always do the task‖ and phrases starting with the 

words ―(child) does not yet . . .‖ or ―(child) did not . . .‖  
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Table 14 

IFSP and IEP Present Levels of Development: Domain Specific Level of Positiveness 

 

Note. 1 =Contains technical jargon or complicated language; 2 = Between ―1‖ and ―3‖; 3 = The domain 

contains no technical jargon, but remains unclear or no strengths are listed; 4 = Between ―3‖ and ―5‖; 5 = 

The information is written in a family-friendly manner. Adapted from ―Individualized Family Service 

Plan Rating Scale: Rating Manual,‖ by R. A. McWilliam and L. A. Jung, 2001. pp. 1-6. Unpublished 

Instrument.*One IFSP did not include information in the motor section. 

 1 2 3 4 5 M 

 

Motor* 

 

8 

 

 

 

 

 

 

 

5 

 

2.54 

 

Communication 

 

8 

 

 

 

 

 

 

 

6 

 

2.71 

 

Cognitive 

 

3 

 

 

 

 

 

 

 

11 

 

4.14 

 

Social 

 

2 

 

 

 

1 

 

 

 

11 

 

4.29 

 

Adaptive 

 

 

4 

 

 

 

 

 

 

 

10 

 

3.86 
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Chapter 5: Discussion 

 The caregiver stories highlighted in Chapter 4 were organized into seven themes 

related to caregiver perceptions of their interactions with Part C home visitors. The 

stories illustrate many commonalities amongst caregivers and also accentuate individual 

differences with caregivers‘ experiences during home visits. This final chapter includes 

a discussion on the implications for practice, the limitations of this study, and 

implications for future research. This chapter also provides a blueprint for designing 

family-centered home visits, understanding that home visitors will be using different 

building materials when collaborating with each family.   

Implications for Practice  

 Caregivers in this research study provided a rich description of their interactions 

with their Part C home visitors during home visits. Recommendations are based upon 

prior research, this study‘s findings, and the researcher‘s professional experience as a 

Part C home visitor from October 2006 to present. Implications for practice are related 

to eight questions including (a) How are home visitors using a strengths-based focus to 

encourage families?, (b) How are home visitors establishing and respecting caregivers‘ 

boundaries?, (c) How are home visitors responsive to family concerns and priorities?, 

(d) How are home visitors discussing and planning home visitor and caregiver roles?, 

(e) How are home visitors providing services based upon caregiver learning styles and 

preferences for receiving information?, (f) How are home visitors providing services in 

a friendly/professional manner?, (g) How are home visitors communicating positive and 

family-friendly information through evaluations and IFSPs?, and (h) How are third 

parties involved in monitoring home visit service delivery?  
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 How are home visitors using a strengths-based focus to encourage families? 

Previous research has emphasized the importance using a strengths-based focus when 

communicating with caregivers of young children. Jung (2007) stated that it is essential 

for home visitors to affirm the intervention strategies caregivers are currently using to 

support their child‘s success during daily routines. In the Therapists as Collaborative 

Team Members for Infant/Toddler Community Service‘s (TaCTICS) model a core 

component in modeling an intervention strategy is creating a positive atmosphere to 

enhance parental competence (TaCTICS, 2010b). Hanft, Rush, and Shelden (2004) also 

emphasize one of the key elements of coaching families is to provide encouragement. 

Caregivers are likely to feel more confident in their parenting abilities when 

professionals offer praise (Hebbeler & Gerlach-Downie, 2002) and compliments 

(McWilliam, 2010).  

 In the current study caregivers highlighted the importance of home visitors 

verbalizing strengths-based comments related to parenting skills and the child‘s 

progress. An example of a comment on parenting skills was when a home visitor stated, 

―I‘ve seen some improvements. You must be working hard on tummy time.‖ Three 

caregivers also noted that their home visitors commended them on their positive 

parenting skills in the midst of unique family circumstances.  

 An example of strengths-based comment on a child‘s progress was a home 

visitor who explained that a child‘s motor skills were great and then explained why they 

were great. One caregiver mentioned that she had not always received positive 

comments on her child‘s progress and strongly encouraged home visitors to use a 

compliment sandwich ―with the bad stuff in the middle.‖ Another caregiver shared a 
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negative experience with a home visitor commenting on a child‘s crossed eye. This 

caregiver suggested it would have been helpful to have the home visitor focus instead 

on the child‘s cuteness.  

 It is vital for home visitors to be aware of how their communication strategies 

hold the potential to create either a positive or negative energy in family‘s home. Home 

visitors need to have self-awareness of the encouragement and feedback strategies they 

are implementing while communicating. Especially while communicating with 

caregivers about their parenting abilities and about their child‘s abilities. In the deficits-

based field of early intervention caregivers strongly need to hear what is going well and 

why it is going well. One recommendation is for home visitors to be purposeful about 

complimenting the caregiver, child, and family on every home visit.  

 How are home visitors establishing and respecting caregivers’ boundaries? 

The research on caregiver power in caregiver-home visitor relationships suggests that 

caregivers‘ preferences and boundaries should be respected by home visitors. ―To 

provide family-centered services, early interventionists must understand and respect the 

role of parents as decision-makers, recognize different perspectives, and understand the 

value impact of different values and philosophies on the collaborative process‖ (Swick, 

2004, p. 265). Family-centered early intervention programs are likely to develop a 

stronger sense of personal control in caregivers (Trivette et al., 1995) and people can 

only exercise their right to choose when they know the options they have to choose 

from (Turnbull et al., 2007b).  

 In this research study multiple caregivers appreciated when their home visitor 

gave them verbal permission to control boundaries during home visits. They also 
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appreciated permission to choose whether or not they would implement home visitor 

recommendations during their daily routines. An example of a home visitor seeking 

caregiver input for boundaries was when a home visitor asked a caregiver if a therapy 

technique was too stressful for the child. Several caregivers also appreciated that their 

home visitors gave them flexibility with how they implemented strategies during daily 

routines. For example, one caregiver was given the option to try ―funky shorts‖ to 

support her child‘s motor skills. She appreciated that it was an option rather than a 

requirement. Although this caregiver was quite hesitant to use the funky shorts, she saw 

her child‘s motor skills improve when he was wearing the shorts during his daily 

routines. Another caregiver had a negative experience when a home visitor forcefully 

indicated her child should be drinking out of a cup, rather than a bottle. This caregiver 

strongly believed her child should be able to continue to drink milk from a bottle 

because it worked best for their family. One caregiver summarized the importance of 

caregiver choice by stating, ―So far I‘ve done pretty much everything that people have 

suggested when I can, but it‘s giving you the choice.‖ 

 The caregivers provided scenarios when they verbally set boundaries with home 

visitors and provided examples of how home visitors did or did not respect those 

boundaries. One example of a respected caregiver boundary was when a caregiver 

asked to decrease services in the summertime and her home visitors honored that 

request. Another asked if she could switch service providers because she wanted the 

expertise of a Speech and Language Pathologist with a medical background, rather than 

an educational background.   The home visitors honored this request.   

 One of the interview questions Ryan et al. (2006) asked caregivers who were 
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receiving Part C home visits was ―What would you like a professional or teacher to 

know about your culture, your way of life, and what is important to you?‖ A 

recommendation for the field of early intervention would be to add this question to a 

questionnaire home visitors could use to ―get to know‖ families at the start of services. 

This information could be helpful for home visitors to know family boundaries so they 

would be more inclined to respect those boundaries. Two additional recommendations 

would be for home visitors to be responsive to caregiver boundaries during home visits 

and to give caregivers permission to choose how they will implement intervention 

strategies between home visits. It is important for home visitors to keep in mind that due 

to unique family circumstances, implementing early intervention strategies may not 

always be at the top of a family‘s priority list (Shannon, 2004). 

 How are home visitors responsive to family concerns and priorities? There 

is little discussion in the literature on the specific strategies caregivers view as 

supportive when home visitors are responding to their concerns. One of the core 

components of providing emotional support is responsiveness to family‘s needs. 

Responsiveness involves ―offering to do something when the family expresses a 

concern and following through in general‖ (McWilliam, 2010, p. 210).  

 The caregivers in the current study shared many concerns with home visitors. 

They felt supported when home visitors tried to the best of their ability to respond to 

those concerns. Caregivers used home visitors as a gauge to measure whether or not 

they should be concerned about specific issues. For example, one shared that her home 

visitors alleviated her concern that her children were not engaged in enough peer 

interaction throughout the day. Another wondered if her child qualified for an Autism 
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diagnosis. Her home visitors responded to this concern by giving her information about 

the spectrum of Autism and referring her to an Autism specialist. At times caregivers 

were unsure of how much support they could expect from home visitors in addressing 

their family‘s priorities and concerns.  

 Caregivers also reported varied levels of home visitor responsiveness to 

following through with the information caregivers requested related to their priorities 

and concerns. One shared that she was impressed with how closely her home visitor 

paid attention to her concerns and followed through with information on the next visit. 

Another expressed that she was disappointed that one of her home visitors did not 

follow through with her information request even after multiple reminders. A key 

recommendation for home visitors is to be attentive to caregiver concerns and address 

these concerns to the best of their ability. At the end of each home visit, the home 

visitor could share the next steps they will take to address the concern(s). It may also be 

helpful for home visitors to use a home visit log during home visits to track caregiver 

concerns and document home visitor responses to those concerns. 

 How are home visitors discussing and planning home visitor and caregiver 

roles? Previous research has reported the importance of discussing home visit roles and 

responsibilities with caregivers. The key to family-centered services is not creating an 

ideal list of practices for all families, but to understand a family‘s role in defining the 

practices that work for them (Bailey et al., 1998). When planning for home visits, it is 

important for home visitors to ask caregivers about their expectations for early 

intervention services (Keilty, 2008). The TaCTICS model for family-guided home visits 

emphasized one of the key stages in the home visit process should be planning 
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responsibilities for both caregivers and home visitors and timelines for those 

responsibilities (TaCTICS, 2002c). Piper (2010) conducted a dual case study examining 

caregiver experiences with Part C service providers and found that caregivers reported 

their service providers never discussed home visit roles or home visit structure.  

 In this study caregivers used the words guide, mentor, teacher, cheerleader, and 

partner to describe their home visitors‘ roles. Some of the words they used to describe 

their role include boss, student, and hostess. Caregivers also described their experiences 

with learning about their roles and responsibilities during home visits. Four caregivers 

shared that their home visitors clearly explained roles and home visit structure. Five 

caregivers shared that home visit roles and expectations were unclear. The tenth 

caregiver explained that each home visit was a unique experience and that roles were 

constantly changing to adapt to the family‘s needs on each home visit. 

 Approximately 97% of the family‘s IFSPs were rated as either clearly stating 

caregiver roles during home visits or implying caregiver participation during home 

visits. Although roles were stated or implied in IFSPs, several caregivers continued to 

question their role throughout the home visiting process. One caregiver even reported 

that after three years of receiving services she was still unsure of what her roles and 

responsibilities were during home visits. She felt silly to ask at that point in services.  

 Some caregivers appreciated having the opportunity to be actively involved 

during home visits, while others preferred having respite time to read a book or to catch 

up on cleaning their home. One recommendation to improve home visit practices would 

be for home visitors to have a discussion with caregivers about options for involvement 

during home visits. Home visitors could explain family-centered philosophy and the 
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vital role caregivers hold as their child‘s teacher during daily routines. However, 

caregivers could be given a choice for their level of involvement and their role during 

home visits. This could be an ongoing discussion throughout the months or years the 

family receives home visits and their role could be redefined as needed. It would be 

helpful for home visitors to have a discussion guide to facilitate conversations about 

roles and responsibilities during home visits.  

 How are home visitors providing services based upon caregiver learning 

styles and preferences for receiving information? Literature has described the variety 

of strategies home visitors utilize when teaching caregivers during home visits. Keilty 

(2008) suggests one of the key principles for home visits includes focusing on how the 

home visitor ensures the caregiver can accurately implement intervention strategies. 

The approaches to designing intervention for child-related priorities are likely to be 

different for each family depending upon the child‘s unique characteristics and the 

caregiver‘s learning style. The importance placed on where services are provided for 

children and families is equivalent to the importance of how these services are provided 

(Hanft & Pilkington, 2000). The main teaching strategies implemented during home 

visits include modeling, demonstrating, providing a step-by-step written guide, 

videotaping and providing feedback during visits (Hanft, Rush, & Shelden, 2004), 

coaching, prompting, listening, and problem solving (Peterson et al., 2007). Home 

visitors have varied levels of expertise in their knowledge of these main teaching 

strategies and in their ability with teaching adults how to implement these strategies 

(McWilliam, 2010).  

 Caregivers‘ learning styles are one of the many personal characteristics that 
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influence caregiver perceptions of early intervention services (National Research 

Council, 2000). Participation-based services focus on teaching caregivers how to 

maximize learning opportunities for their children during daily routines (Campbell, 

2004). A critical issue in the field of early intervention is the multitude of differences in 

children and families (Guralnick & Albertini, 2006). As a result of those differences, 

there should not be a prescribed curriculum delivered across the board to all families 

(Erickson, 1999).   

 In the current study a majority of the caregivers were open to learning from their 

home visitors. However, one caregiver explained that she was not open to learning from 

one home visitor due to the home visitor‘s forceful personality. A few suggested it was 

helpful when home visitors shared their inner thought process and explained the 

strategies they were implementing. Others appreciated receiving information on the 

smaller developmental milestones needed to reach the bigger developmental milestones. 

For example, having home visitors teach them about the smaller milestones that build a 

foundation for sitting, crawling, or walking.  

 Caregivers emphasized that home visitors provided information in a variety of 

ways including verbal interactions, hand-outs, written notes, visuals, and paperwork. 

Some caregivers shared their preferences for receiving information. For example, they 

shared mixed feelings about whether or not hand-outs were helpful. One thought that 

home visitors were responsive to her learning style and they respected her desire to 

learn cued speech over American Sign Language. Other teaching strategies caregivers 

found helpful included modeling strategies and therapy books with visuals on how to 

implement techniques. Two expressed that they appreciated receiving ―brutal honesty‖ 
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or ―harsh truth‖ about their child‘s development. 

 A recommendation for the field of early intervention would be to create a 

caregiver questionnaire that assesses caregiver learning styles and preferences for 

receiving information. Some of the core questions included in the questionnaire could 

be: (a) asking the family‘s preferred communication style preferences (Hanson & 

Lynch, 2010) and provide examples of modes of communication (i.e. hand-outs, verbal 

information, written notes, visuals); (b) asking caregivers what they view as important 

qualities in a good teacher (Ryan et al., 2006); and (c) asking caregivers if there are 

specific strategies that they find supportive in learning how to teach their child (Ryan et 

al., 2006) and explain types of teaching strategies (coaching, modeling, step-by-step 

written guides, conversation, videos, etc.).  

 Another recommendation would be ongoing assessment of caregivers‘ current 

level of knowledge and their desired level of knowledge. During the home visit process 

Ogle‘s (1986) KWL approach could be adapted to assess family priorities and concerns. 

When planning intervention strategies related to family priorities and concerns the 

home visitor could determine (a) what caregiver already knows and is already doing 

that is successful, (b) what the caregiver wants to learn, (c) options for how the 

caregiver could learn a new strategy or information, and (d) informally assessing what 

the caregiver learned and their desired level of continued support.  Further training 

could be provided to pre-service and in-service Part C service providers related to 

strategies for engaging adolescent and adult learners. 

 How are home visitors providing services in a friendly professional 

manner? Prior research has addressed the importance of friendly professional 
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caregiver-home visitor relationships. Friendliness and general warmth of service 

providers are two of the core components of providing emotional support to families 

(McWilliam, Tocci, & Harbin, 1998; Jung, 2010). Blue-Banning (2004) indicates that 

the quality of the caregiver-service provider relationship is a crucial factor in the 

family‘s overall quality of life. McWilliam (2010) defines friendliness as ―treating 

families like neighbors not clients‖ (p. 211). One critical finding in Lea‘s (2006) 

ethnographic research was that the home visitors did not know the adolescent mothers‘ 

life experiences, beliefs, hopes, or dreams. The home visitors shared little about their 

lives with the mothers. As a result of this disconnect the mothers did not feel respected 

by their home visitors. They felt as though their thoughts and concerns were ignored. 

 In the current study two caregivers described the relationship with a majority of 

their home visitors as professional relationships. Eight caregivers explained that their 

relationships with their home visitors were a balance between friends and professionals. 

Some of the characteristics of a friendly relationship were when caregivers felt 

comfortable with their home visitors and the home visitors ―get to know you.‖ Some 

caregivers shared they would be willing to have coffee or hang out with their home 

visitors outside of the home visit structure. Two caregivers commented they had fun 

talking with their home visitors.  One felt more connected with her home visitors when 

they shared personal information and common interests. Two emphasized that they 

considered their home visitors friends and family. One explained that they felt like 

family because the home visitor was alongside her watching the children grow. The 

other explained that her home visitors were like family because they knew her family so 

well. She also wanted the home visitors to move into their home.  
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 This study demonstrates that many home visitors are already aware of the 

importance of friendly professional relationships. The caregivers in this study 

appreciated their home visitors‘ openness, friendliness, and warmth. At times home 

visitors went above-and-beyond their professional duties to support families by visiting 

a child in the hospital or sharing a recipe for dandelion jelly. A core recommendation 

would be for home visitors to continue to provide friendly professional services. Home 

visitors should be aware of how they are getting to know families and how they are 

allowing families to get to know them. It could be helpful for home visitors to 

purposefully share personal information and find common interests with caregivers. 

This could be especially helpful at the start of services in order to increase caregivers‘ 

comfort level with having a stranger enter their home.  

 How are home visitors communicating positive and family-friendly 

information through evaluations and IFSPs? Research has described caregivers‘ 

experiences with the evaluation process. At present there is limited research related to 

caregiver perceptions of their involvement in the development of IFSPs. Service 

providers give emotional support to families when they are positive and strengths-

oriented (Jung, 2010). Bailey et al., (2004) reported that while caregivers were overall 

satisfied with the evaluation process, evaluation reports should focus more on caregiver 

input and emphasize children‘s strengths. In the qualitative study of Farrell, O‘Sullivan, 

and Quinn (2009) caregivers reported negative experiences with the assessment process 

when professionals neglected to provide a justification for evaluation procedures, 

emphasized child deficits, and communicated results using technical language.  

 A study conducted by Harrison, Dannhardt, and Roush (1996) found that 
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approximately 60% of the caregivers reported their family‘s IFSP accurately reflected 

their needs, concerns, and priorities. Ridgely and Hallam (2006) discovered a 

significant mismatch between family-reported concerns and the IFSP‘s family 

outcomes. Thompson (1998) emphasized, ―Although use of IFSPs and similar plans can 

assist service providers to make their services more family-centred, it is the attitudes 

and values of the therapists that are more likely to determine family involvement‖ (p. 

218).  

 This research study emphasized that caregivers had varied experiences with the 

evaluation and IFSP process. (At present the evaluation results are included in the initial 

IFSP document). Two reported that they appreciated when their home visitors explained 

that the IFSP would not be an accurate representation of their child‘s personality and 

abilities. Two others described how they were overwhelmed with the negative 

information included in their child‘s IFSP. One described that she felt bombarded with 

what her child could not do and felt as though she was being graded based upon her 

child‘s level of development. The other explained that the experience of receiving such 

negative information in the midst of other life stressors was an ―icky‖ experience. Her 

daughter‘s true personality and abilities were not reflected in the report.  

 The level of positiveness was rated for each child‘s IFSP and approximately 

62% of the present levels sections described both strengths and needs, while about 36% 

of the present levels sections only described needs and/or included deficits-based 

wording like ―can‘t.‖ IFSPs were also rated for whether or not family‘s concerns and 

priorities were included in the IFSP outcomes. While many home visitors were 

supportive of in-the-moment caregiver concerns during home visits, only 50% percent 
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of the concerns stated in the Family Assessment section of the IFSP were reflected in 

the IFSP outcomes. About 51% of the outcome statements included technical jargon, 

while approximately 23% of the present levels of performance categories included 

technical jargon.  

 Home visitors should explain the purpose of the mandated evaluation procedures 

and the purpose of the information required in the IFSP. At present the Minnesota IFSP 

has a heading labeled ―Summary of All Developmental Areas‖ and includes sub-

headings for each of the five developmental domains. One recommendation would be to 

improve the IFSP format by including directions for service providers to write the 

summaries in a strengths-based, family-friendly manner. A possible direction could be, 

―Please write the child‘s present levels of development in strengths-based and jargon-

free language.‖ A recommendation would be for home visitors to continually assess and 

respond to family priorities and concerns on each home visit, rather than using the IFSP 

as the only guide for priorities and concerns. Family‘s needs change drastically within a 

day, week, or month. It is essential for home visitors to continue to be responsive to the 

concerns and priorities caregivers share on a visit-by-visit basis.  

 How are third parties involved in monitoring home visit service delivery? 

Minimal research attends to the strategies employed by Part C programs to address 

caregivers‘ unresolved or unspoken concerns related to service delivery and Part C 

personnel. Minnesota‘s system for providing early intervention stresses the importance 

of accountability (Minnesota Department of Human Services, 2010). The Family 

Outcomes Survey is a voluntary survey provided to caregivers when their child exits 

Part C services. The goal of this survey is to strengthen Minnesota‘s early intervention 
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program. However, this survey does not address what specific services and supports 

were helpful for families in achieving their goals and addressing their concerns. This 

survey is also conducted once services are terminated, which leaves little room for 

improvement of services while they are in-process. Ridgely and O‘Kelley (2008) 

highlight one of the best practices in providing home visits is to support family-related 

priorities that involve concerns above and beyond child development.  

 The caregivers in the current study shared multiple examples of how they voiced 

concerns during home visits and how their home visitors supported their concerns. 

However, at times these voiced concerns were unresolved or caregivers were 

uncomfortable sharing their concerns with their home visitors. One wondered if her 

home visitor‘s forceful therapy strategies were typical or inappropriate. Another 

wondered if it was appropriate to question a home visitor about the purpose of their 

activities. A few reasons why caregivers did not express their concerns to their home 

visitors were (a) they did not want to question their home visitor‘s expertise, (b) they 

did not want to be rude, (c) they questioned whether or not they should be concerned 

about the issue, and (d) they did not want to damage their relationship with their home 

visitor. Some caregivers also voiced frustration with having no options available for 

changing service providers due to only one school district employee trained in a specific 

area of expertise.  

 One caregiver recommended that it would be helpful to have a phone number of 

a third party she could call with questions or concerns about service delivery and 

personnel. She also thought it would be helpful to have a supervisor from the Part C 

program call periodically to check-in and ask caregivers about their experiences with 
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their home visitors. Home visitors are required by law to give families a written copy of 

their rights with parent advocacy phone numbers to call with questions or concerns.  

However, caregivers often experience a burden with paperwork and may not always 

have quick access to third party phone numbers. One suggestion is to provide caregivers 

with a refrigerator magnet that has their home visitors‘ names and phone numbers 

listed, in addition to the phone number of the program administrator and parent 

advocacy hotlines. Another suggestion is for Child Find Specialists to also serve as a 

Family Liaison who can assist caregivers with addressing their concerns with Part C 

service providers.  

Limitations 

 I have recognized several limitations with this research study‘s design. The 

sample only included action-oriented caregivers who were willing to assist with 

providing ideas to improve home visiting practices. Nine out of the 10 caregivers were 

married and Caucasian, so their marital status and ethnicity were not an accurate 

representation of the Minnesota‘s population. The study did not include the perspectives 

of caregivers residing in metropolitan locations or adolescent caregivers. It is important 

that the research findings are not generalized to all families receiving Part C home 

visits, but serve as a potential blueprint to designing family-centered home visits. Home 

visitors‘ perspectives are not included and would have provided a broader lens to the 

research findings. My biases as a Help Me Grow home visitor also limited research 

findings.  

Implications for Future Research  

 A recommendation for future research would be to conduct similar studies in 
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Minnesota including more of accurate representation of the state‘s demographics, 

particularly with ethnicity, marital status, geographic location, and age. It would be 

beneficial to conduct similar studies in urban and rural areas in other states. This 

information could be utilized to develop training materials on home visitor etiquette and 

the ―how-to‖ for family-centered service delivery. 

 Future research should also focus on determining best practices for providing 

family-centered home visits for families with multiples. In this research study one 

caregiver of multiples stated, ―I think it‘s probably challenging for the team too because 

it‘s two different children, two different strengths and weaknesses. So it‘s two different 

needs.‖ The researcher discovered through professional experience and through this 

research study that caregivers of multiples need additional support with organizing 

paperwork, giving and receiving information related to early intervention services, and 

navigating the different strategies and activities to implement with each of their 

children.  

Final Thoughts    

 Caregivers often choose to receive early intervention services in their homes and 

early interventionists choose to work as home visitors. The random collision between 

these two worlds should open a pathway for continued caregiver choice. While this 

research study highlights many examples of how caregivers were given choices, there 

continues to be room for improvement. For example, at times caregivers felt as though 

they were forced to accept a specific frequency of services or felt a home visitor‘s 

agenda was forced upon them.  
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A family‘s priorities and concerns should continuously trump a home visitor‘s 

agenda. Caregivers are the only ones who can define the meaning of ―family-centered‖ 

based on their family‘s strengths, priorities, and concerns during a specific moment in 

time.  As home visitors it is our responsibility to seek caregiver input before stepping 

forward with any of our pre-planned home visit agenda. In my experiences as a home 

visitor I have placed my agenda ahead of family‘s priorities numerous times. I have 

focused on the concerns outlined on their IFSP, rather than their concerns with basic 

needs (such as access to food) or their in-the-moment concerns not outlined in their 

IFSP (such as concerns with a child‘s sleep patterns).  

As a result hearing caregivers‘ stories, I have improved by allowing family‘s 

priorities to trump my agenda as a home visitor. I have learned how to ask questions in 

order to determine what topics the family would like to discuss during my home visit. I 

have realized that it is the family that defines my role on a visit-by-visit basis. A core 

professional purpose of this research study was to figure out exactly what my role is 

during a home visit and I feel as though I accomplished this task. Based on my 

newfound understanding of my role as a home visitor I created a resource called the 

Part C Home Visit Flow Chart (see Appendix F). This flow chart is designed to guide 

home visitors with seeking caregiver input in order to provide supports that are viewed 

as truly helpful by caregivers. Caregiver choice is a key concept that is emphasized in 

this research study and therefore is woven into this flow chart.    

Another key topic caregivers highlighted in this study was their understanding 

of their role during home visits. Half of the caregivers said that their home visitors 

never explained home visit roles. During my first five years as a home visitor I assumed 
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that caregivers knew what their role was during home visits. Prior to the data collection 

phase of this research study I had never provided families with a basic orientation to 

Help Me Grow services. In the midst of the interview process I realized that at times 

families are unaware of their vital role during the home visiting process. They are their 

child‘s first teachers and they are experts on their child. As a result of this study‘s 

findings, I am in-process with designing a simple orientation guide for Help Me Grow 

recipients and seeking input from colleagues who have expertise in this area. In this 

guide I describe the purpose of home visits as ―families and home visitors 

brainstorming strategies to support children during daily routines.‖ A majority of what I 

have learned about the art of home visiting has been from shadowing other teachers and 

asking my colleagues numerous questions. I have now added listening to caregivers‘ 

voices as the core component involved in learning the art of home visiting.   

 As surprisingly small amount of evidence-based literature provides home 

visitors with guiding principles for how to work with children with disabilities and their 

families during home visits (McWilliam, 2010). This research study addresses this 

critical issue and demonstrates it is essential for home visitors to listen to caregivers‘ 

voices as a blueprint for designing family-centered home visits. The seven components 

involved in home visit design include (a) giving caregivers options for their level of 

involvement during home visits, (b) providing options for modes of giving and 

receiving information, (c) being attentive to the family‘s desired boundaries within the 

home visiting processes, (d) being responsive to caregivers‘ priorities and concerns, (e) 

being attentive to the positive or negative energy the home visitor brings into the home, 

(f) being adaptable to the family and child‘s dynamic needs, and (g) providing families 
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with phone numbers for third parties they can easily access when they have questions or 

concerns about service delivery or Part C personnel. Fialka (2001) emphasizes the 

importance of caregiver‘s voices being heard: 

As partnership dancers we must be willing to take risks, to offer our headphones 

to our partners and be willing to listen to each other‘s music and experiences. 

We won‘t be able to do it all the time, but when we can, I believe we will be 

more effective in strengthening the parent-professional partnership (p. 26). 

Overall, when the worlds of families and home visitors collide it is essential for home 

visitors to listen to caregivers‘ voices as a means of designing truly family-centered 

home visits on a visit-by-visit basis.  
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Appendix A: Bracketing Interview Questions 

1. What is it like to be a home visitor for infants and toddlers with special needs?  

2. Why are you curious to learn more about caregiver perspectives of their interactions 

with home visitors?  

3. What do you believe parents will say about their experiences with home visitors? 

4. What is your understanding of the ―job description‖ of a home visitor? 

5. What do you enjoy about your role as a home visitor? 

6. What are some of the challenges you experience as a home visitor?  

7. How do your own personal values influence your role as a home visitor? 

8. What feelings do you experience before home visits? Why? 

9. What feelings do you experience during home visits? Why? 

10. What feelings do you experience after home visits? Why? 

11. What are some of the ―best practices‖ you strongly believe in? 

12. What are some areas you believe need to be improved with home visiting strategies? 

13. What are overall areas of Part C services that you believe need to change?  

14. What strengths do you bring to your role as a home visitor?  

15. What weaknesses do you bring to your role as a home visitor? 

16. How do you feel you need to change to provide better services for families?   

17. What are your hopes for your research project? How do you see the findings being 

used? 
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Appendix B: Family Interview Guide 

How many children do you have? What are their names and ages? 

 

Approximately how long have you received infant and toddler intervention services for 

(infant/toddler)? 

 

Tell me about your infant/toddler? What is their personality like? 

 

Tell me about your relationship with your infant/toddler.  

 

 

Once the above interview questions are completed participants will then complete the 

Parent Experiences Scale with the guidance of the researcher. Questions for Interview I 

will be generated from participant’s responses to the scale. Questions for Interview II 

will then be generated based on a transcription and analysis of the first set of 

interviews.  
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Appendix C: Parent Experiences Scale 
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Appendix D: Parent Experiences Scale Results 

 

Frequency of Services  

 

 
Caregiver 

 
A B C D E F G H I J 

 

 

How many times a staff 

member from your child’s 

early intervention program 

has worked directly with 

your child in the past 3 

months 

 

 

12+ 8-9 3-4 3-4 12+ 5-6 9-10 12+ 11-12 12+ 

How many times a staff 

member from your child’s 

early intervention program 

has worked with you to help 

you promote your child’s 

learning and development in 

the past 3 months 

 

 

12+ 8-9 3-4 3-4 12+ 5-6 9-10 12+ 11-12 12+ 
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Caregiver Perceptions of their Interactions with Help Me Grow Staff 

 Caregiver 

 
A B C D E F G H I J 

Thinking about all of your contacts 

with your child’s early intervention 

program staff, how often have the staff 

interacted with you in the following 

ways: 

          

 

Treated me with dignity and respect 

 
5 5 5 5 5 5 5 

1.5, 

5 
5 5 

Gave me information to make my 

own choices 

 
5 5 

5 info, 

1 

choice 

5 4 4.5 5 1, 5 4.5 5 

Said nice things about how I parent 

my child 

 
5 5 2 5 4 5 5 1, 5 5 4 

Responded to my concerns and 

desires 

 
5 5 5 5 4 5 5 1, 5 5 5 

Respected my personal and cultural 

beliefs 

 
5 5 5 5 5 5 5 1, 5 5 5 

Pointed out something my child or I 

did well  

 
5 5 5 5 4 3.5 5 2, 5 5 5 

Helped me learn how to get resources 

for my child 

 
5 4.5 N/A 5 2 5 5 1, 5 5 4 

Worked with me in a way that fit my 

schedule 

 
5 5 5 5 5 5 5 5 4 5 

Note. Scale: 1 = Never, 2 = Some of the Time, 3 = About Half the Time, 4 = Most of the Time, 5 = All 

the time. Caregiver C rated her home visitor as a 5 with giving her information, but a 1 with allowing her 

to make choices. Caregiver H had positive experiences with all but one home visitor. She chose to rate 

the home visitors separately to show this distinction.  
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Level of Caregiver Influence in Getting their Desired Level of Information and Support 

 

Note. Caregiver C did not feel it made sense to answer this question based upon a percentage and was 

unsure of how to answer the question. Caregiver E shared that her home visitors try to the best of their 

ability to give her the information and supports that she wants from the program. Caregiver J shared the 

early intervention program was exceeding her expectations. She wondered if 50% was the right 

percentage to answer the question.  
 

 
Caregiver 

 
A B C D E F G H I J 

 

―Thinking about your 

involvement in your 

child‘s early 

intervention program, 

how much influence can 

you have in terms of 

getting information and 

supports you want from 

the early intervention 

program?‖  

 

100% 100% ? 75% 80% 90% 90% 100% 100% 50% 
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Appendix E: Participant Consent Form 

 

CAREGIVER PECEPTIONS OF THEIR INTERACTIONS WITH PART C HOME 

VISITORS      

 

 

You are invited to be in a research study of caregiver views of their relationships with 

infant and toddler intervention home visitors. You were selected as a possible 

participant because you are the primary caregiver of an infant or toddler receiving early 

intervention services. We ask that you read this form and ask any questions you may 

have before agreeing to be in the study. 

 

This study is being conducted by:  

 

Ana Pratt 
Teaching and Learning Doctoral Student 

Department of Education  

University of Minnesota, Duluth 

Background Information 

 

The purpose of this study is to hear the perspectives of caregivers receiving home 

visiting services through infant and toddler intervention programs in Minnesota. This 

study will examine caregiver perceptions of the interactions with home visitor and the 

interactions that are perceived to be effective in supporting their family‘s unique needs.  

 

Procedures: 

 

If you agree to be in this study, we would ask you to do the following things: 

 

 To grant permission for the researcher to review your family's Individualized 

Family Service Plan.  

 To participate in at least two interviews, with the possibility of a follow-up 

interview, lasting approximately one-hour each in length. The interviews will be 

audio-recorded with permission. During the first interview you would answer 

the questions in the Parent Experiences Scale and complete a demographic 

survey.  

 

Interview questions, the Parent Experiences Scale, and demographic survey have 

been attached to this document. 
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Risks and Benefits of being in the Study 

 

The study has several risks: First, use of private records; Second, probing for personal 

or sensitive information in surveys and interviews; Third, possible invasion of privacy 

for families.   

 

While this research study includes minimal risks, the researcher has considered that 

there are potential risks. There will be an invasion of privacy for the family during the 

review of records and interviews.  Consent will be obtained from families to review 

educational records and families will have the option to select the pages of the records 

that the researcher reviews. Families will also be given the option to opt out of any 

interview or survey questions that they feel are too personal or sensitive. 

 

There are no benefits to participation in this study.  

 

 

Compensation: 

 

There will be no compensation for participation in this study.  

 

 

Confidentiality: 

 

The records of this study will be kept private. In any sort of report I might publish, I 

will not include any information that will make it possible to identify a subject. 

Research records will be stored securely and only the researcher will have access to the 

records. Any hard copy data obtained such as field notes during interviews will be 

stored in a locked file cabinet in a locked office with no personal identifiers associated 

with the hard copies. All data will be destroyed by the researcher five years after 

completion of the study. 

 

 

Voluntary Nature of the Study: 

 

Participation in this study is voluntary. Your decision whether or not to participate will 

not affect your current or future relations with the (Name of Program) or the University 

of Minnesota. If you decide to participate, you are free to not answer any question or 

withdraw at any time without affecting those relationships.  
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Contacts and Questions: 

 

The researcher conducting this study is: Ana Pratt. If you have questions, you are 

encouraged to contact her at the University of Minnesota - Duluth, (phone number), 

(email) or her advisor, Frank Guldbrandsen, Ph.D. at (phone number) or (email). 

 

If you have any questions or concerns regarding this study and would like to talk to 

someone other than the researcher(s), you are encouraged to contact the Research 

Subjects‘ Advocate Line, D528 Mayo, 420 Delaware St. Southeast, Minneapolis, 

Minnesota 55455; (612) 625-1650. 

 

You will be given a copy of this information to keep for your records. 

 

 

Statement of Consent: 

 

I have read the above information. I have asked questions and have received answers. I 

consent to participate in the study. 

 

 

Signature:_____________________________________________ Date: __________ 

 

Signature of parent or guardian:____________________________ Date: __________ 

(If minors are involved) 

 

Signature of Investigator:_________________________________ Date: ___________ 

mailto:avpratt@d.umn.edu
mailto:fguldbra@d.umn.edu
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Appendix F: Part C Home Visit Flow Chart 

 

 

 

 
Level 1: Support with Basic Needs 

 
 

 
Provide intervention at this level if 
the family needs support with 
food, clothing, shelter, safety, 
physical health, or emotional 
health. 
 
 Determine the support the 

family is already accessing 

and determine the support 

the family needs.  

 

 Offer to connect the family to 

community resources. 

 

 Listen and empathize.  

 

 Determine whether or not it 

is appropriate to provide 

Level 2 or Level 3 support. If 

the family is experiencing 

significant Level 1 needs, it 

might not be appropriate to 

move to the next level of 

support during the visit.  

 

 

 

Checking In 
 

 Ask how things are going with the family and with the child. 

 Determine the level of support needed for the home visit.  

 

 

 
 

Level 2: In-The-Moment Support 

 
 

 
 

Provide intervention at this level if 

the family does not share concerns 

about their basic needs and shares 

in-the-moment concerns. 

 

 Ask guiding questions to 

understand the family’s 

concerns more in-depth. 

 

 Ask the family what they are 

already doing that is working 

or not working. 

 

 Brainstorm ideas for possible 

intervention strategies to 

support the child during daily 

routines. Use phrases like, “I 

wonder . . .”  

 

 Determine what the family 

knows about the topic or a 

strategy. 

 

 Use coaching, modeling, 

and/or conversation to teach 

the family the strategy.  

 

 Remind the family that they 

can choose whether or not to 

use strategies during their 

daily routines.   

 
Level 3: Pre-Planned Support 

 
 

 

 

Provide intervention at this level if 

the family does not share concerns 

about their basic needs and they 

have received support with their in-

the-moment concerns (if any). 

Design pre-planned intervention 

strategies based upon the family’s 

current priorities, beliefs, and 

learning styles. 

 

 Explain how the strategy will 

support child development 

and share how you learned 

the strategy (research, a 

colleague, etc.)   

 

 Provide learning tools to 

support the family with 

learning the strategy (visuals, 

step-by-step instructions, 

etc.). 

 

 Use coaching, modeling,  
and /or conversation to teach 
the family the strategy.  
 

 Remind the family that they 

can choose whether or not to 

use strategies during their 

daily routines.   

 

Wrap up 
 

 Provide positive feedback about what is going well.  

 Determine further topics to focus on for the next home visit. 

 Share the follow-up steps you will take before the next visit. 

 Set a time for the next home visit. 

 Write up the home visit notes. 
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