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REGULAR ARTICLE

Supporting Learning Opportunities in
Natural Settings Through
Participation-Based Services

PHILIPPA H. CAMPBELL AND L. BROOK SAWYER
Thomas Jefferson University

Recommended early intervention practices emphasize family-centered approaches provided within
natural settings through interventionist interactions with caregivers. We defined this approach as
participation-based and used the Home Visiting Observation Form (HVOF) and the Natural
Environments Rating Scale (NERS) to describe 50 home visits and to examine the extent to which
participation-based services could be identified and distinguished from traditional services. A
minority of the sample visits were described as participation-based although participation-based
services were clearly distinguishable from traditionally provided services. Interventionists using
participation-based approaches interacted with the caregiver-child dyad and caregivers were
actively involved with their children during the session. Results from the study suggest the NERS
can be used to describe characteristics of participation-based services and holds promise as
a measure that might be used by interventionists, their supervisors, or by researchers to measure
intervention fidelity during home visits.

Home visits have become a primary method
for early intervention birth to 3 service pro-
vision. The home as a location for early
intervention services evolved as states ad-
dressed the Part C natural environments

requirement and defined natural environ-
ments as a location where services occur.

Although IDEA regulations broadly define
natural environments as &dquo;those settings that
are natural or normal for the child’s age peers
who have no disabilities&dquo; (34 CFR 303.18),
homes came to be viewed as the default
natural environment for Part C. In 1993,
47% of infant-toddlers received early inter-
vention services in the home. By 1997, this

percent had increased to 59% and by 2004, to
83% (U.S. Department of Education, Office
of Special Education Programs, 2003; 2004).

Even though a majority of infants and
toddlers receive their early intervention
services at home, concerns have been ex-

pressed about the extent to which those
services are any different than what thera-

pists, teachers, or other early intervention
specialists traditionally have provided in

a center or clinic (McWilliam, 2000). Tradi-
tional service models generally are child-

focused, oriented to children’s developmental
or physical needs, and include the following
components: a) areas of concern, generally
expressed as developmental skill outcomes or
goals; b) planned methods, strategies, or

approaches to be used to address the areas
of concern; and c) progress monitoring or
measurement. In traditional services, the
interventionist plans activities that provide
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a context in which the child can learn or

practice targeted skills and works directly
with the child to provide learning opportu-
nities. Home programs might be designed for
caregivers to work on targeted outcomes

between intervention visits (Dunst, Trivette,
Humphries, Raab, & Roper, 2001).

Alternatives to the traditional approach
have been offered and attempts have been
made to rethink and define practice in
natural environments (Chai, Zhang, & Bis-

berg, 2006). A conceptual model for imple-
mentation of intervention in natural settings
(e.g., home and community) has been de-
scribed by Stremel and Campbell (2007) who
defined nine components of practice in
natural settings by summarizing recom-

mended practices reported in the literature.
The identified components are broad-based
and include practices such as interaction with
families, assessment, intervention, and prog-
ress monitoring, all of which should be

present when practitioners work with infants
and toddlers and their families. The beha-
viors and practices of early interventionists
when providing intervention in natural set-

tings has been described and labeled as

participation-based, given that a primary
purpose of intervention in natural settings is
to promote children’s participatory learning
opportunities and to teach caregivers to use
effective strategies in their interactions with
their children (Campbell, 2004).
One assumption underlying the participa-

tion-based approach is that services will be

incorporated into a family’s daily routines
and activities. The importance of providing
early intervention services within activities
and routines has been emphasized through
the development of specific curricula or

procedures such as routines-based interven-
tion (McWilliam & Scott, 2001), family
guided routines-based intervention (Cripe,
Hanline, & Daley, 1997; Woods, Kashinath,
& Goldstein, 2004), activity-based interven-
tion (Pretti-Frontczak & Bricker, 2004; Val-
vano, 2004), learning opportunities (e.g.,
Dunst, 2000, 2001; Dunst & Bruder, 1999;
Dunst, Bruder, Trivette, Raab, & McLean,
2001; Dunst, Hamby, Trivette, Raab, &

Bruder, 2000; Dunst, Herter, & Shields.

2000), or the more recently labeled model
of early intervention in natural environments
(EINE; McWilliam, 2005). Although each of
these approaches define key features some-
what differently, they share a common focus
on both the identification and use of
activities and routines as contexts for teach-

ing and learning and on an interventionist
role of supporting and teaching families

(Chai et al., 2006; Edelman, 2004). While
many of the approaches include specific
forms for interventionists to use to plan
interventions (e.g., Dunst, Bruder, Trivette,
Hamby, et al., 2001; McWilliam, 2005;
Woods, 2005) or suggest general home

visiting strategies (Axtmann & Dettwiler,
2005; Klass, 2003: Wasik, Bryant, & Lyons,
1990), to date, none of these advocated

approaches clearly delineate exactly what an
interventionist should do when visiting a child
and family in their home or other natural
setting. In the absence of descriptions of
what interventionists should do, it is difficult
to either examine intervention fidelity or its
relationship to child and family outcomes.

Describing Home Visits
The Home Visit Observation Form (HVOF;
McBride & Peterson, 1997) was designed to
describe and quantify what early interven-
tionists do during home visits. The form
records interaction partners (who is in the

interaction), content of the interaction (what
is occurring during the visit), and the role of
the home interventionist. In the initial use of
this scale, the authors asserted that if family-
centered services were being provided, a mi-
nority of the interactions would be between
only the interventionist and child, the visit
content would reflect a variety of areas with
a minority of time spent solely on children’s
skill development, and a minority of time
would be spent by the interventionist in direct
teaching of the child. When used with a sample
that consisted of 15 early interventionists and
28 children/families, with data collected across
three home visits for each interventionist/

child/family triad, results showed the visits did
not reflect the principles identified by the
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authors as reflective of a family-centered
approach. Primarily, providers interacted
with children and the content of a major-
ity of the visits focused almost entirely on
child development. The providers spent more
than half their time in direct teaching with
children.
Two additional studies of early interven-

tion home visits have been conducted and
both have used modifications of the original
HVOF. Early intervention home visits were
compared with visits made by two types of
Early Head Start workers (i.e., child de-

velopment specialists and family develop-
ment specialists; Peterson, Luze, Eshbaugh,
Jeon, & Kantz, 2007). In the early interven-
tion provider group (n = 15), almost half of
the interactions involved only the interven-
tionist and child, with content focused almost
exclusively on the child’s development. The
interventionists spent more than half their
time instructing the child. Results were

similar in a second study where three visits
of 83 early interventionists who had and had
not received relationship-based training were
compared using a modification of the orig-
inal HVOF. In this study, a fourth category
was added to the HVOF to describe the role
of the caregiver (Wilcox & Lamorey, 2004;
Wilcox, Campbell, & Lamorey, 2006). A
majority of interactions for both groups of
early interventionists were classified as in-

cluding the interventionist-caregiver-child.
The primary caregiver’s role, however, was
to watch or not interact with the child or

interventionist; caregivers interacted with
children less than 20% of the visit time.
Interventionists spent over half of their time

directing the child.

A Framework for Participation-Based
Home Visits

Using reports from the literature, features of
traditional and participation-based services
were contrasted using six dimensions: loca-
tion, focus, purpose, activity, role of the

interventionist, and role of the caregiver. As
shown in Table 1, the location where services
are provided is not a distinguishing feature
between these two types of service provision

approaches. There are, however, critical
differences in the focus of each approach,
although early interventionists might trans-
late these concepts differently in practice. For
example, early interventionists report that

they are focusing on the family and doing
what the family wants them to do when they
come into a home and provide direct one-on-
one services to children (Hanson & Bruder,
2001). Furthermore, practitioners’ under-

standing of working with families often
means that families should &dquo;get down on
the floor&dquo; and watch what practitioners do
when they are working with children so the
caregiver will be able to follow-through
between sessions (Campbell & Halbert,
2002). Because terms such as family-centered
or natural environments mean different things
to different individuals, we further defined
the focus of services by purpose, activity, and
role dimensions.

Broadly speaking, the purpose of both

participation-based and traditional services is
to provide intervention for a child. The

intervention is translated differently, howev-
er, in the activities used for intervention and
in the roles of the interventionist and

caregiver. In participation-based services,
the interventionist uses naturally occurring
routines (e.g., mealtimes) or activities (e.g.,
playing on a playground; riding in the car;
shopping) to provide children’s learning
opportunities. In traditional services, an

interventionist designs activities to provide
specific learning opportunities (e.g., playing
with particular toys to encourage manipula-
tion). When interventionists create activities
to provide specific learning opportunities,
they generally select materials needed to

engage in the activity, which might result in
interventionists bringing special materials
into the home (Washington, Schwartz, &

Swinth, 1994). In participation-based ser-

vices, the caregiver interacts directly with the
child while the interventionist supports,
teaches, or coaches. In traditional services,
the interventionist interacts directly with the
child and the caregiver is either not present or
observes (mostly passively) what the inter-
ventionist is doing.
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Table 1

Comparison of Participation-Based Versus Traditional Interventions
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Given the promise of the HVOF measure
for describing what occurs during home visits
and a framework for distinguishing partici-
pation-based versus traditional home visiting
approaches, the present study had two major
purposes: (a) to describe characteristics of

early intervention home visits and (b) to

determine the extent to which participation-
based and traditional services could be

distinguished by key characteristics using
the HVOF and an investigator-developed
rating scale. We hypothesized that early
interventionists could be working within
a natural setting (e.g., the home) but be
providing either the same type of service (i.e.,
traditional) as would be provided in another
setting (i.e., clinic or center) or a type of
service where family activities and routines
provided a context for intervention (i.e.,
participation-based). Because traditional ser-
vices are reported in the literature as a pre-
dominant service model, we hypothesized
that a majority of the visits would be
classified as traditional and that interven-
tionist characteristics such as discipline, years
of experience, or number of children/families
with whom an interventionist was working
(e.g., caseload) would not be related to the
type of service provided.

METHOD

Participants
The sample of convenience for the present
study was 50 early interventionists from
a variety of disciplines (e.g., teachers and

therapists) who provided Part C services in
a northeastern state. All participants sub-
mitted to the investigators a videotape that
showed a typical intervention activity with
a child and family they served. Table 2 shows
the demographic information for the study
sample. A majority of the interventionists
were female and Caucasian, although indi-
viduals with other ethnic backgrounds made
up 28% of the sample. Teachers (27%)
constituted the largest percent of interven-
tionists ; occupational therapists, physical
therapists, and speech-language pathologists
comprised 15% to 24% of the study sample.

Interventionists had an average age of
36.5 years and averaged more than 8 years
experience in their disciplines (range < to

24 years) and 3 years of experience in early
intervention (range < I to 17 years).

The majority of children served by these
interventionists were male. Approximately
two-third were Caucasian, one-fifth were

African American, and the remaining chil-
dren were Latino. Almost half of the children
were between 12 and 24 months of age; the
remainder were between 25 and 36 months.
No children included in the sample were
younger than 12 months. Approximately
one-third of the children had speech delays
only, one-third had motor disabilities, and
the remaining were classified as having
multiple disabilities (e.g., blind with physical
disability), developmental delay, pervasive
developmental disorder or autism, or other
concerns (e.g., nutritional problems).

Measures
We rated each of the 50 videotapes with two
scales to describe what occurred during the
home visits. Each tape was rated first with
the Natural Environments Rating Scale

(NERS; Campbell & Sawyer, 2004; Appen-
dix A) and then with a modified version of
the Home Visit Observation Form-Modified
(HVOF-M; Wilcox & Lamorey, 2004).

Natural Environments Rating Scale

(NERS). We developed the NERS to

summarize home visit activities focused on
child learning. Ratings were made following
viewing of a videotaped visit between an
interventionist and the family/child. The first
NERS category rated was setting. Setting
was noted to identify situations where inter-
ventionists worked with families and children
in settings outside the home. More than one
setting could be represented on the tape and
counted. Because the NERS was designed to
be used to rate implementation of child-
focused interventions, activity was used to
identify broadly the situation(s) occurring on
the tape. If the focus of the visit was not on
a child-focused activity (e.g., interventionist
and caregiver were having a discussion), use
of the NERS was discontinued. When the
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Table 2

Early Interventionist Characteristics

Note. OT = occupational therapist; PT = physical therapist; SLP = speech and language pathologist.

rater determined the session included a child-
focused intervention, six additional cate-

gories were rated on the NERS: (a) type of
activity; (b) engagement of child; (c) leader of
activity; (d) materials; (e) role of caregiver;
and (f) role of home visitor (see Appendix).
Type of activity further specified the pur-
pose(s) of the intervention activity (e.g.,
socialization, motor skills). More than one
type of activity could be represented on the
tape and counted. Engagement of child was
rated on a 3-point scale ranging from not
engaged ( 1 ) to very engaged (3) .
The characterization of the session as

traditional or participation-based resulted
from scores obtained on the remaining four
categories: leader of activity, materials, role

of caregiver, and role of home visitor. These
four categories were used to represent dimen-
sions that differentiated the two types of

services. Leader of the activity referred to

whether the activity was a child-directed or
adult-directed activity and identified the

adult (e.g., interventionist or caregiver) who
was directing the activity. Because activities
that are planned and directed by an early
interventionist might be de-contextualized
from the child’s activities and routines and

require use of specialized materials (e.g.,
particular toys or therapy equipment), we
rated whether the materials used during the
activity would be naturally available in the
setting. The last two categories identified
roles for the interventionist (i.e., observing,
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directing, or facilitating) and the caregiver
(i.e., not present, observing, or directly
involved).

The four categories were scored by assign-
ing a value of 7 to each characteristic of
a participation-based visit (see Appendix A
for coding values). In the role of the in-

terventionist, however, a midpoint value of
0.5 was assigned to the category of active
observer because active observer includes
some interaction with the caregiver but not
the extent of interaction required to be coded
as facilitator, a role that is a characteristic of
a participation-based approach. Videotapes
with values totaling 2 points or less were

coded as traditional, and those with scores of
2.5 points or greater were labeled as partic-
ipation-based. In the present study, the

primary purpose of the NERS was to

differentiate between traditional or partici-
pation-based approaches based on the four
on key dimensions. These two approaches
were viewed as dichotomous, rather than
continuous. Characterizations of activities

viewed on the videotapes as participation-
based or traditional were based on ratings
associated with four inter-related categories:
leader of activity, materials, role of caregiver,
and role of home visitor.
Home Visit Observation Form-Modified

(HVOF-M). The original HVOF form

(McBride & Peterson, 1997) was designed
to be completed by a rater who is present
during the entire home visit. The original
form contained three major coding cate-

gories : interaction partners, content of the
interaction, and role of the home visitor. In
this study, a modified version of the HVOF
was used (i.e., HVOF-M). The HVOF-M is
an observational coding instrument, which is
scored while viewing a videotape of a home
visit. For the modified version, a fourth

category was included, with codes that

specified the role of the caregiver (Wilcox &

Lamorey, 2004). Each of the four categories
included multiple codes to allow recording of
a wide variety of situations. For example,
interaction partners included various combi-
nations of child, parent, home visitor, and
other participants. Content of the interaction

included such activities as discussion of
various topics (e.g., child’s progress, child’s
services, family issues), explanations by
interventionists to parents about goals and
activities, and play with the child (i.e., child-
focused activity). Role of the home visitor

generally consisted of home visitor working
directly with the child, supporting the

family’s actions with the child, or having
a discussion with the family. Role of the
parent included such actions as working with
the child, watching the interventionist work
with the child, or engaging in discussion with
the home visitor. (The HVOF-M can be
obtained from the first author upon request).

Procedures

Early intervention service providers complet-
ed a two-session self study professional
development workshop where they learned
about providing intervention within natural
environments. Providers were given written
materials, such as an assessment of family
routines and activities, to use in their work
with children and families. They subsequent-
ly attended a second session where they
submitted written materials and a videotape
of themselves implementing a &dquo;typical&dquo; ac-
tivity in the context of a home visit with a self-
selected family. Interventionists were asked
to obtain and submit a videotape that was
focused on an intervention activity with
a child (versus a family discussion) of

approximately 20 min in length. Submitted
videotapes varied in length from 5 to 80 min
(M = 22.5; SD - 15.6). Shorter tapes
generally consisted of one specific child-
focused activity (e.g., practicing using hand-
over-hand feeding technique), whereas longer
tapes contained multiple child-focused activ-
ities or contained a child-focused activity
and other components, such as family dis-
cussion.

Scoring the Natural Environments Rating
Scale (NERS). A staff researcher watched
each videotape in its entirety and then rated
the setting and activity categories of the

NERS. If the tape contained a child-focused

activity (or activities), then the remaining
NERS categories (i.e., type of activity, child
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engagement, leader of activity, materials, role
of caregiver, and role of home visitor) were
rated based on the activities. Descriptive
analyses (i.e., frequency counts, percentages)
were conducted for seven of the eight NERS
categories for each of the service classifica-
tions (i.e., participation-based or traditional).
The excluded category was activity because
this category was used to verify that an

activity involving the child was occurring and
that the NERS could be used to rate the

videotaped visit.
Approximately 20% (11 of 50) of the

videotapes were randomly selected and coded
by a second staff researcher to determine
interobserver agreement. The number of

NERS categories for which the two coders
demonstrated agreement was summed, di-
vided by the total number of categories, and
multiplied by 100. We calculated interrater

agreement for all eight categories and for the
four categories that were used to determine
whether the videotape activity was participa-
tion-based or traditional. Overall, the two
observers demonstrated a mean percent
agreement of 86% for the eight categories
and 89% agreement for the four categories.

Scoring the Home Visiting Observation

Form-Modified (HVOF-M). Each of the

four HVOF-M categories were rated using
codes representing each category at 30 sec
intervals Within each of the four coding
categories, if more than one rating could be
applied during a 30-sec interval, the behavior
that occurred for the predominant amount of
time was rated. For example, if the in-
terventionist was providing sensitive direc-
tion for 20 sec (of the 30-sec interval) and
was providing sensitive facilitation for 10 sec,
the role of the interventionist was scored as
sensitive direction for that interval. Because

length of the videotapes varied, we calculated
the percent of intervals in which each code
occurred. For example, 75% in sensitive
direction represented a situation where the
interventionist was coded as providing sensi-
tive direction during 75% of the rating
intervals.

Coding began when the videotaped child-
focused activity started; if the videotape

began with the camera being set-up or other
non-child focused intervention, we delayed
coding until the intervention activity started.
Coding continued until the end of the

videotape or until 40 intervals (i.e., 20 min)
elapsed. Twenty min was judged as sufficient
duration for filming one or two child-focused
activities; videotapes longer than 20 min

generally contained periods of nonchild-
focused activities (e.g., family discussion,
camera set-up). Tapes under 20 min included
one child-focused activity generally occurring
with an infant or younger child. Thirty
percent of the tapes were analyzed for 40
intervals (20 min), 28% for 30-39 intervals
(15-19.5 min), 22% for 20-29 intervals (10-
14.5 min), and 20% for fewer than 20
intervals (5-9.5 min).

Additional codes were used to represent
issues related to technical problems or lack of
interaction. A code of technical problem was
used to define problems with videotaping
(e.g., the camera was pointing toward the
floor for the majority of the interval). Any
intervals in which the primary code was

technical problem were dropped before per-
cent interval data were calculated. A second

code, no interaction, was used across all

categories and this code reflected no interac-
tions occurring among any of the partici-
pants during the interval. In categories of
role of the home visitor or role of the

caregiver, an additional code was used to

reflect no interaction of the specific individual
being rated (e.g., no interaction of the home
visitor with either the child or caregiver
because the home visitor was engaged in
another activity such as writing notes). All
codes were used to rate each videotape.
Similar codes were combined within each

category to reduce the number of codes used
in the analyses (see Table 3). For example,
intervals coded as no interaction were com-
bined intervals coded as transition, a code
used to rate transitions between activities.

Descriptive analyses (i.e., means, ranges,
standard deviations) were computed for the
combined codes for the HVOF.

Approximately 30% (16 of 50) of the

videotapes were coded by a second research
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Table 3
Final Rating Categories for the Modified HVOF1

Note. HVOF = Home Visiting Observation Form; ~ = Table 3 represents the collapsed codes for the modified HVOF.
For information on the complete list of codes, contact Philippa Campbell at Philippa.campbell@jefferson.edu

assistant to determine interobserver agree-
ment rates. Agreement rates were calculated
for each category and for the overall

videotape. The number of intervals for which
the coders demonstrated agreement on a cat-

egory was summed, divided by the total
number of intervals, and multiplied by 100.
Overall, the two observers demonstrated
mean percent agreement of 92% (99% for
interaction partners, 93% for content of

interaction, 85% for role of home visitor,
and 94% for role of parent).

Comparison across traditional and partici-
pation-based groups. Independent samples,
two-tailed, t-tests were conducted to compare
intervention visits rated on the NERS scale

as traditional or participation-based across
the combined codes on the HVOF. We

calculated standardized difference effect sizes
based on the mean percent interval data for
each group and the standard deviation of the
traditional group, where d = .20, d = .50,
and d= .80 are considered small, medium,
and large effect sizes, respectively (Rosenthal
& Rosnow, 1991).

RESULTS

Characteristics of Home Visits Rated by
the NERS
Based on NERS ratings, 35 (70%) of the 50
videotaped visits were coded as traditional,

 by Philippa Campbell on October 20, 2010jei.sagepub.comDownloaded from 

http://jei.sagepub.com/


296

Table 4
Natural Environments Rating Scale (NERS)

while 15 (30%) were coded as participation-
based. Table 4 shows the percentages found
for each NERS category across the two

groups. Overall, most of the visits occurred
in a room in the child’s home although 27%
of the participation-based services occurred
in an area in the family’s neighborhood such
as a park, playground, or store. A range of
activities (e.g., playing with toys, physical
motor activities) were represented in both

types of visits. Children were rated as not
engaged in less than 10°Io of visits in both

categories, and children in participation-
based services were more frequently rated
as very engaged when compared to children
receiving traditional services.

To investigate whether the visits classified
as traditional or participation-based differed
in categories of setting, type of activity, and
engagement, chi-square tests were used. Only
one statistically significant difference was

found: participation-based home visits were
more likely to be provided in the child’s

neighborhood than were the traditional visits
(X2= (1, N=75) = 10.15, p <.O1). Phi, which
indicates the strength of the association
between two variables, was .45 (medium to
large effect).

Differences were found for each of the
four dimensions used to determine whether 

I

the home visit activity session was rated as
traditional or participation-based. For visits
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coded as traditional, the interventionist was
predominantly the leader and director of the
activity, with the caregiver most often acting
as an observer. In the visits coded as

participation-based, either the caregiver or
the child was the activity leader. The

caregiver directly interacted with the child,
and the most frequent role of the interven-
tionist was as a facilitator. In both groups,
materials were almost exclusively natural to
the environment.

Characteristics of Home Visits Rated by
the HVOF
Table 5 shows the means and standard
deviations of the traditional (n = 35), and
participation-based groups (n = 15) for the
combined codes associated with the four
HVOF categories. These data are reported
as percentages of intervals for each code. The
results of independent-samples, two-tailed t-

tests comparing the traditional and partici-
pation-based groups for each category also
are illustrated in Table 5. Although the

percentage of intervals rated as no interac-
tionltransition (i.e., no interactions among
caregiver, home visitor, or child) were small
in both the traditional and participation-
based videotapes, the videotapes rated as

participation-based included a greater per-
centage of no interactionltransition intervals
and this difference was statistically signifi-
cant across each of the four rating categories.

Interaction partners. Overall, a majority
of interactions for both groups consisted of
interactions between the interventionist-care-

giver-child. Interactions between only the
child and the interventionist were more

frequent, however, in the traditional group
and these differences were significant (t (47.5)
=3.33, p - .002). According to Cohen’s

(1988) guidelines, the standardized difference
effect size (d = .65) is considered a medium
effect.

Interactions between the caregiver and the
child alone (e.g., no interventionist interac-
tion) occurred less frequently in traditional
than in participation-based groups (2.39%
versus 17.46% of intervals). This difference
was not statistically significant (t (14.49) =

-1.84) but the effect size was large
(d=-2.39). Very few of the intervals in either
group were coded with interactions between
other combinations of participants (e.g.,
other adult and child or caregiver and

sibling).
Content. For both groups, most interac-

tions involved some type of play activity.
This finding was not unexpected due to the
sample inclusion criteria of a visit that was
intervention-based; play is the content code
in the modified HVOF used to code any

activity related to the child. The percentage
of intervals that focused on a discussion
between the parent and interventionists
about the child’s needs were similar across

traditional and participation-based groups.
Slightly more participation-based intervals
included an interventionist providing an

explanation of a topic to the caregiver.
Neither group frequently engaged in discus-
sion of other sorts (i.e., discussion about
other family members, services, administra-
tive issues, or general talk). Nor did either
group often display content about &dquo;other&dquo;
areas (e.g., child crying and interaction
centers on calming child).

Role of the home visitorlinterventionist.

Statistically significant and noteworthy dif-
ferences between the traditional and the

participation-based groups occurred for six
of eight role categories. Interventionists in

the traditional group more often displayed
behavior related to interacting with children
in an adult-directed activity. These included
providing both sensitive direction, where the
interventionist initiates an activity that is

well-paced and involves opportunities for the
child to make choices, and sensitive facilita-
tion, where the interventionist joins into
child-initiated play and actively engages in
and facilitates a child-initiated play activity.
The effect size for both of these codes was

large according to Cohen’s (1998) guidelines
(d = .99 and d = .82, respectively). Interven-
tionists in the traditional group more often

provided insensitive interactions, a coding
category that combined insensitive facilitation
(e.g., the interventionist is passive and mainly
observes the child engaged in child-initiated
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Table 5
Home Visit Observation Form (HVOF) Ratings

Note. 1 = Degrees of freedom vary because statistical adjustments for unequal means and variances were invoked.
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Table 6

Percent of Intervals for Role of Caregiver and Role of Interventionist by NERS Rating Category

Note. NERS = Natural Environments Rating Scale; HVOF = Home Visiting Observation Form.

play) and insensitive direction (e.g., the in-

terventionist directs the activity and the child
is provided little choice or opportunity to
respond). Differences between the groups
were statistically significant (t (42.6) = 2.09,
p = .04) with a medium effect size (d = .47).

As shown in Table 5, intervals where the
interventionist supported (through modeling
or verbal support) the interaction between
the child and caregiver were more frequent in
the participation-based group. Similarly,
interventionists in the participation-based
group more often observed the caregiver
interacting with the child. The remaining
two roles for interventionists were not

statistically different between groups. Partic-
ipation-based interventionists slightly more
often engaged in conversation with caregivers
than did traditional providers. Videotapes
rarely showed providers engaging in &dquo;other&dquo;
roles (e.g., soothing crying child, wiping
child’s nose).

Role of the caregiver. Statistically signif-
icant and noteworthy differences emerged in
four of six categories associated with care-
giver roles. Caregivers in the traditional

group most frequently watched the interven-
tionist and child interact. Caregivers in the
traditional group also showed a higher per-
centage of intervals as not being involved in
the interaction. Both effect sizes for these

categories were medium to large (d = .89 and
.74, respectively) For the participation-based

group, the predominant caregiver role was to
interact with the child (58.2% of intervals).
The two groups showed roughly even per-
centages of intervals for caregivers (a)
engaging in conversation with the interven-
tionist and (b) engaging in other interactions
(e.g., interacting with a sibling child or

another adult).

Differentiating Traditional and
Participation-Based Services
Although the number of visits that were

rated as participation-based was smaller than
those rated as traditional, the NERS coding
categories differentiated between the two

approaches. Of the four categories that

comprised the NERS, only the role of the
home visitor and role of the caregiver overlap
with categories on the HVOF. Neither the
use of materials that would be easily avail-
able in the home nor ratings of who serves as
the leader of the intervention activity are

included on the HVOF. To compare the

NERS and the HVOF, a matrix was con-
structed comparing caregiver and interven-
tionist roles for traditional and participation-
based services. As shown in Table 6, mean

percentages of intervals for each of the

caregiver and interventionist roles aligned
with the types of roles expected in traditional
and participation-based services. Additional-
ly, interventionist characteristics for the two
types of service categories (see Table 2) were
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compared using independent t-tests and, as
expected, no statistically significant differ-
ences for total years of experience (t(38) =
.620, p = ns), total years of experience in EI
(t(40)= .238, p = ns), or hours per week that
the interventionist worked in early interven-
tion ( t(38)= .293, p = ns) were found. Chi-
square analyses showed no differences be-
tween the two groups based on the discipline
of the interventionist (X2(4, N= 41) = 2.36 p
= ns).

DISCUSSION

Characteristics of home visits that included
a child-focused intervention activity (as
opposed to primarily discussion between the
interventionist and caregiver) were rated

using two different scales to describe char-
acteristics of visits and to explore the extent
to which different types of service approaches
could be distinguished based on these char-
acteristics. The Natural Environments Rating
Scale (NERS) was constructed and its
effectiveness in distinguishing the two types
of services was explored.

The extant literature suggests that early
intervention services have been provided
most frequently through a traditional model
where an interventionist-directed activity is
used to provide opportunities for a child to
learn or practice new skills (e.g. Dunst,
Trivette et al., 2001). Findings in this study
are consistent with earlier studies. A majority
(70%) of the activities videotaped by inter-
ventionists in our sample and submitted as
&dquo;typical&dquo; were rated as traditional. Our
traditional services descriptions are compa-
rable to descriptions of early intervention
home visits described in previous studies

(McBride & Peterson, 1997; Wilcox &

Lamorey, 2004). In each of these studies,
early interventionists were most likely to be
directing activities with children while care-
givers played primary roles as observers. In
the traditional-rated videotapes in the pres-
ent study, the interventionist primarily di-
rected the child-focused activity although in
a small percentage of instances, intervention-
ists used facilitation rather than direction by

joining and following the child’s lead within
the activity. The HVOF-M codes of direction
and facilitation relate specifically to interven-
tionist use of these strategies when interact-
ing with children. In the present study
sample, these strategies were used more

frequently when traditional services were

provided because interventionists had more
direct interaction with children than in

participation-based services. The differences
in the use of direction and facilitation in

videotapes rated as traditional were statisti-
cally significant and noteworthy when com-
pared to participation-based services.

In all videotapes, the primary interaction
partners were most often a triad of the

caregiver-child-interventionist, but almost
a quarter of the coded interactions for
traditional services involved only the inter-
ventionist-child (i.e., the caregiver was either
not present or was present in the room but
was not part of the interaction even in an
observer role). What the caregiver was doing
during the session was reflected under the
role of the caregiver category. For the

traditional services group, the caregivers’
primary roles were watching and not present
in the interaction. There were statistically
significant and noteworthy differences be-
tween the traditional and participation-based
group across both of these coding categories.
A total of 30% of the home visits in our

sample were rated as participation-based. In
these visits, either the caregiver or the child
was the leader of the activity and the
interventionist supported or actively ob-
served the caregiver-child interaction. The
use of supportive interaction and observation
in participation-based services differed sig-
nificantly when compared with traditional
services. The primary interaction partners
were a triad of the caregiver-child-interven-
tionist, but in participation-based services,
the caregiver’s primary role was interacting
with the child and this difference was

statistically significant when compared with
traditional services where the caregivers’ role
was most frequently as an observer. For

categories related to the role of the in-

terventionist and the role of the caregiver,
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the interactions that typified both participa-
tion-based and traditional services were

distinctly different. Participation-based ser-
vices reflected use of natural environments as
a context for learning opportunities and
a primary interventionist role of supporting
caregiver-child interactions.

Based on the findings of this study and the
few others that have examined systematically
what occurs during early intervention visits
(McBride & Peterson, 1997; Peterson et al.,
2007; Wilcox & Lamorey, 2004), it seems clear
that despite a decade or more of emphasis on
family-centered approaches, use of natural
settings, and the importance of caregiver-child
interaction, many interventionists are not

applying these concepts within early interven-
tion services. The typically used traditional
approach seems to be in direct opposition to
recommended practices. Recommended prac-
tices suggest that intervention should be

provided so that providers teach caregivers
how to use the activities and routines in
natural settings as opportunities for learning
(Sandall, Hemmeter, Smith, & McLean, 2005;
Stremel & Campbell, 2007.)

In the present study, the NERS and
HVOF-M both were able to distinguish the
two approaches to service delivery. This

finding is noteworthy because the HVOF-M
is a research-based tool that rates four

categories in 30-second intervals and requires
significant resources for its use. In contrast,
the NERS, designed for use with interven-
tion-based activities, uses global ratings that
are made following the conclusion of an
intervention activity. The HVOF, however,
takes a broader perspective of early inter-
vention visits and its use is not restricted to
activities with a child intervention focus.

Three major limitations present in this

study should be acknowledged. First, the

sample was a convenience sample of inter-
ventionists who were asked to obtain and
submit a videotape as part of a professional
development workshop. Interventionists se-
lected both the family and the activity they
taped. Neither the families nor the children
might have been representative of the inter-
ventionist’s caseload or the population of

children in the early intervention system in
the targeted state or in the United States. For
example, no children under the age of

12 months were included in the sample.
Further, although interventionists were

asked to tape an activity (of their choice) of
20 min or longer, the length of the activities
varied considerably and many were shorter
than 20 min. Although we reported percent
interval data as a way to represent the
occurrence of HVOF coding categories
across videotaped activities of varying
lengths, large within-group variability on

the HVOF coding categories was evident.
Second, the way in which the taping was

conducted was determined by the interven-
tionist and the strategies used to obtain the
videotape varied. In some instances, the
camera was left on, but unattended. Alter-

natively, an individual not usually present at
the home visit did the recording. In other
instances, a family member (but not the

primary caregiver) took responsibility for

videotaping. The different strategies used to
film the videotape might have influenced the
interactions that were recorded.

Interventionists submitted only one video-
taped example of an intervention activity
with one child/family. Other studies

(McBride & Peterson, 1997; Peterson et al.,
2007; Wilcox & Lamorey, 2004) have in-

cluded three or more samples of the same
interventionist with the same family/child in
order to obtain a more stable and represen-
tative picture of interactions. Given that
certain features of typical visits are likely to
vary from visit to visit or that a particular
visit might be influenced by circumstances
such as family crisis, child progress, child

engagement, or other features, our visits were
likely not more than a one-time view of
a particular child/family and are not likely to
have been representative of interventionist
practices with either the selected child/family
or across children/families with whom an
individual interventionist was working. To
obtain an accurate view of individual in-

terventionist practices, samples would need
to include more than one videotaped visit
with more than one family/child.
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Implications for Practice
Despite noted limitations, distinguishing two
types of service approaches might be useful
within the field of early intervention. Oper-
ationalizing practice so interventionists know
what they should or should not do during
intervention visits might assist them to trans-
late recommended practice principles into
their interactions with children and families.
The NERS, developed as a way to rate the
occurrence of literature-based recommended

practices, might be used by researchers as
a measure of fidelity of implementation of
recommended practices during home visits.
Supervisors might use the NERS to identify
practices being used by their staff and to

guide them to better practice. The NERS also
might be used by early interventionists to
identify the strengths of their intervention
and areas that need to be improved. With
this type of information, interventionists and
supervisors might be able to identify specific
areas for professional development. Addi-
tionally, interventionists or their supervisors
might learn that early intervention visits
reflect recommended practices under some,
but not under all circumstances. For exam-

ple, interventionists might face challenges
implementing recommended practices with
families with particular characteristics, chil-
dren with specific types of disabilities, or in
certain types of natural settings, such as child
care programs.

Early interventionists have been exposed
to a variety of different terms and models of
early intervention, each of which are based
on recommended practices and family-cen-
tered approaches. Two primary components
of recommended practices are the provider-
caregiver-child relationship and the use of
activities and routines (e.g., activity settings)
as sources for both intentional and incidental
child learning opportunities. The current

recommended models or approaches each
emphasize different aspects of a family-cen-
tered approach and no one model or

approach equally addresses all components
of recommended practice (Stremel & Camp-
bell, 2007). For example, coaching (Hanft,
Rush, & Shelden, 2004) promotes strategies

for interacting with families, while family
guided routines-based intervention (Woods,
2005) provides strategies for identifying
family routines and developing routines-
based intervention plans.

Despite recommended practices and their
translation into various models or ap-

proaches, few families and children appear
to be receiving optimal services (e.g., Bruder,
2000; Hanson & Bruder, 2001; Dunst, Bruder,
Trivette, Hamby et al., 2001). Findings from
the present study and those conducted by
others related to what interventionists do

during visits illustrate that typical interven-
tionist practices often do not match those that
are recommended (McBride & Peterson, 1997;
Wilcox & Lamorey, 2004). These studies cover
a 10-year time span, from 1997 through the
present, a time period during which homes
have become the primary location for pro-
viding early intervention services and signifi-
cant time and resources have been directed to

offering professional development in areas

such as provider-caregiver-child interactions
and working within the context of natural
settings.

Conceptually based models describing
general characteristics of early intervention
practice have been prolific in the early
intervention field as researchers, developers,
policymakers, providers, and families have
struggled for over a decade to define and
implement effective practice. Perhaps shifting
focus to specific features of participation-
based services and the contrast of this type of
service with more traditional services will
allow interventionists not only to focus on
their day-to-day interactions with children
and families but also to optimize these
interactions so recommended practices are

regularly used during home visits.
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Appendix A
Natural Environments Rating Scale
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