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Abstract 

 
 
 
This paper analyzes the perceptions of pregnant women and families identified as high-

risk who receive evidence-based home visiting services through a state funded program.  

The focus is on the value that participants placed on the educational information offered 

by the home visitor at the end of the initial home visit.  The experimental factor is the 

assumed level of education or profession the participant places on the home visitor based 

on the attire of the home visitor wearing a white coat or business casual clothing. 

Utilizing a post-test only control group experimental design, a standard survey measuring 

the value the participant placed on the education received during the initial home visit is 

the proposed outcome measure.  All surveys were administered by the same various 

degreed, non-medical professionals. The findings of this study suggest no significant 

difference in the value placed on the home visit information, the utilization of the 

information provided or the home visitors, themselves, based on 190 completed 

participant surveys.  The interviews with the home visitors involved in the study revealed 

a discussion around their perception of attire and its impact on families.  They noted very 

few instances of clients acknowledging their attire and expressed they basically felt no 

different when wearing the coat.  The results of this study may be utilized to gain an 

increased understanding of the professional qualifications that might be most valued by 

families when conducting home visiting and effecting positive change in the family 

dynamics.    
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Chapter I 

 
INTRODUCTION 

 
 Home visitation programs have been implemented at both the state and national 

level to address various social issues facing families with young children.  For the past 

two decades, state and national home visitation programs have been implementing home 

visiting services, following various models of delivery and provision by professionals 

holding various educational backgrounds.  It was not until 2010, with the implementation 

of the Affordable Care Act ([ACA] Public Law 111-148), that the Maternal, Infant and 

Early Childhood Home Visiting (MIECHV) program garnered national attention and 

placed home visiting in a broader context and view.  This funding created partnerships 

between the federal government and individual states to support home visiting programs 

with six major goals in mind.  State programs are expected to address maternal and 

newborn health, family self-sufficiency, referrals to community resources, school 

readiness, prevent injuries, and reduce child abuse, crime, and domestic violence (Adirim 

& Supplee, 2013).  Still, none of them have substantial research to support the best 

method or profession to develop the necessary relationship to affect change within the 

family system.   

Current research has been conducted suggesting that nurses are the best qualified 

to garner positive results due to the nature of the long-standing respect for the medical 

profession.  In a study conducted by Olds, Sadler, and Kitzman, (2007), designed to 

review the efficacy of various home visiting programs, they concluded that nurses are the 

most effective in effecting positive change in at-risk families.  The reasons noted include 
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that during pregnancy and early infancy, families find nurses most useful, are more open 

to visits from nurses than paraprofessionals, and that, overall, nurses are more persuasive 

due to their well-established history of being caring and competent individuals.  The 

study goes on to say that other professionals may do a reasonable job as home visitors but 

need extensive training. Yet, current studies of other home visiting models using other 

professionals such as social workers, early childhood educators, and human ecology 

majors have focused on the model being utilized rather than the professional and the 

professionalism in making the home visits.  Since there is only one current home 

visitation model that requires nurses to make the home visit, and many more models 

utilized by other professionals, there seemed to be a gap in the knowledge base around 

the success or impact of programs. Nurse-Family Partnership has played an important 

role in the expansion of home visiting.  

  Li, Jack, Gonzalez, Duku, and MacMillan (2015) studied a different aspect of the 

program by examining a community in Canada to determine the perception of the health 

care and social service providers of home visiting.  The findings of this study indicated 

that although the Nurse-Family Partnership program provided a valuable missing aspect 

in preparing mothers for motherhood and preventing or reducing involvement with child 

welfare, all concurred that to better serve clients, collaboration and referrals with other 

community organizations and programs are essential due to the needs of the families.  

The need for continued support for the families is also noted once they graduate from the 

program (Li et al., pp. 165-166).  However, in a study conducted in England by Robling 

et al. (2016), their findings indicated no evidence of using the Nurse-Family Partnership 
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program and effecting change in mothers in the area of smoking cessation, second 

pregnancies, and emergency room visits for the child suggesting the cost effectiveness of 

the program is absent.   

 Existing research indicates only small gains in effectiveness when using the 

nurse-only model.  This may lead to question if the successes may be predicated upon the 

value the consumer holds on the nurse, rather than the program truly effecting more 

behavioral change.  With dwindling funding for social service programs, and the common 

knowledge that costs for nurses are much greater than the average social worker, it would 

be beneficial for state and national funders to have empirical evidence on the suggested 

factors that might influence consumers in the value they place on the home visitor.   

Statement of the Problem 

 Home visiting programs have been striving to reach out to at-risk families, to 

provide programming and education to improve their parenting skills and overall life 

situation for the past two decades.  Yet, despite these efforts, desired outcomes have been 

minimal at best and inconsistent across programs.  At the same time, funding for program 

implementation continues to dwindle at the state and local level. State and local 

governments fund many social service programs, but in spite of increased tax revenues, 

funding for social service programs remains 4% below levels of funding prior to the 

recent recession, and predictions estimate the state and local government will see a gap of 

14 % between funding and expenditures (Joseph & Liebman, 2013).  Although research 

on many of the evidence-based programs exists, there continues to be limited research 

around the importance of effective program implementation (Paulsell, 2012).  Current 
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research focus provides some suggestions that home visit models implemented by nurses 

are effective, but there appears to be a gap in the knowledge as to other professionals’ 

impact in effecting change in families.  The question becomes, do nurses have a skill that 

impacts families more, or is it the perception that medical personnel are more valuable?   

It would be beneficial to know if level of education of the home visitor produces an 

increased impact on the family and affect changes in a positive manner especially 

considering the higher cost of nurses compared to other personnel used for home 

visitation.  According to the United States Department of Labor statistics for 2016, the 

median income for nurses is $68,450, compared to social workers’ average income of 

$46, 890.   

Conceptual Framework for the Study 

 Current literature on the effectiveness of home visiting and effecting change in 

families suggests that, in spite of a variety of programs and models being implemented 

across the country, they demonstrate minimal measurable success in changing family 

behavior in specific focus areas.  Attempts to identify the potential reasons for lack of 

success have produced various theories including the view the home visitors took 

regarding their role in the home.  A study conducted of the Parents as Teachers Program 

(PAT) found that home visitors saw their role as social and helping the parents feel better 

about themselves, which did not appear to help the parents understand their role as their 

children’s teacher and did not continue the activities after the home visitor left.  In 

addition, this study suggested programs should utilize different types of home visitors for 

differing, identified family needs (Hebbeler & Gerlach-Downie, 2002).  A summary of 
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the issues faced by nurse home visitors in the Nurse-Family Partnership model was 

conducted by Kitzman, Cole, Yoos, and Olds (1997) that identified nine challenges faced 

by the nurses implementing a home visiting program. The challenges were identified as 

(a) gaining and maintaining access to families, (b) the lack of privacy in some homes to 

allow for open discussion with the client, (c) the complexity of involving all members of 

the family and understanding their influence, (d) an ability to implement the chosen 

model to fidelity, (e) establishing a balance between the responsibility of the nurse and 

the parent, (f) establishing a balance of present and future goals for the parent, (g) 

understanding parents’ crisis orientation rather than future life orientation, (h) managing 

cultural influences, and (i) the need for the nurse to wait for the parent to be ready to 

change.  One identified study examining the efficacy of home visiting concluded that 

nurses are the most effective in effecting positive change in at-risk families due to their 

well-established history of being caring and competent individuals (Olds et al., 2007).  

With the gap in research supporting the effectiveness of other professionals providing 

home visits, the question remains as to who is most effective in working with at-risk 

families to create positive change in their lives. 

Purpose of the Study 

 This study seeks to explore the relationship between the clients’ perception and 

value they place on the information their home visitor offers, and the likelihood of their 

following-up with the program based on the attire the home visitor is wearing.  This 

quantitative, experimental design randomly assigned participants to the selected variable 

condition of attire worn by the home visitor, a white coat, typically worn by medical 
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personnel.  This study only includes non-medical staff providing the home visits.  The 

study does not control for other variables including age of participant and experience of 

home visitor.  Home visitors were recruited from one home visiting program in Mahoning 

County employing approximately 15 eligible staff members. The clients voluntarily 

enrolled in this program, and those who received home visits were pregnant women or 

families with children under age five, with income levels at or below 200% of the poverty 

level living in the Mahoning County area.  According to U.S.Census.gov (2015), Mahoning 

County has a population of 231,900, with 5.2% of that population under age five.  The 

county is comprised of 80.7% of those identifying as White, 15.9% as Black, 5.5% as 

Hispanic, and less that 1% as American Indian or Alaskan.  The poverty rate for the county 

holds at 16.4%, with 27% of the children under age 18 living in poverty. Data collection 

measured the perception of the home visitor and the overall value the client places on the 

visitor’s educational process.  

Research Questions 

 This study focused on the following research questions: 
 

1.  Does the home visitor’s attire affect the perception a client develops during 

the initial home visit? 

2. Did the home visitor feel differently when they conducted home visit while 

wearing the white coat? 

3. Does attire affect the level of value the client will place on the information the 

home visitor provides? 
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4. Does attire affect the likelihood a client plans to utilize the information and 

suggestions a home visitor offers? 

Key Word Definitions 

Home Visit - an evidence-based program, implemented in response to findings from a 

needs’ assessment, that includes home visiting as a primary service delivery strategy 

(excluding programs with infrequent or supplemental home visiting), and is offered on a 

voluntary basis to pregnant women or children birth to age five targeting the participant 

outcomes in the legislation, which include improved maternal and child health, 

prevention of child injuries, child abuse, or maltreatment, reduction of emergency 

department visits, improvement in school readiness and achievement, reduction in crime 

or domestic violence, improvements in family economic self-sufficiency, and 

improvements in the coordination and referrals for other community resources and 

supports (Health Resources and Service Administration [HRSA], 2018, p. 7) 

Level of education - amount of formal education (Michalos, 2018) 

Perception - interpretation of an experience. For the current investigation, does client 

perceive the home visitor as a caring and approachable person whom they respect? 

(Merriam-Webster, 2018) 

Value - worth, usefulness, something of importance (Merriam-Webster, 2018) 

Significance of the Study 

 The history of home visiting suggests the desired goals have not been met 

consistently across programs and the nation.  In a nine-year follow up study of home 

visiting, the findings again indicated that various programs demonstrate only minimal 
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changes in parenting behavior around discipline and the reduction in use of harsh 

discipline.  This study suggested that the supportive advice offered to families is not 

sufficient in effecting change and should be part of a team approach in servicing families 

including medical, educational, and psychological services (Ferguson, Boden, & 

Horwood, 2013).  This intended research is significant to address the issue of the gap in 

knowledge regarding what qualifications and attributes are best suited to affect the 

desired outcome.   This information will be helpful to funders when considering funding 

by weighing the cost of various program implementation and effectiveness.  By 

examining the findings of this study and implementation following the findings, clients 

receiving home visits would theoretically place greater value on the information received, 

utilize it in their day-to-day interactions with their child, and demonstrate improved 

family outcomes as expected by the identified program implementation.  The anticipated 

outcome of exposure to this health and educational role is that children will be better 

prepared to enter school, ready to learn, therefore, positively impacting their educational 

outcomes.  

Procedures 

The Youngstown State University Institutional Review Board (IRB) approval was 

acquired before any recruitment of participants or data collection. A letter of permission 

to conduct the study was obtained from the Superintendent of the Mahoning County 

Educational Service Center.  Prior to choosing to volunteer, the home visitor was given 

written and verbal instruction on the purpose of the study and step-by-step directions for 

implementation of the survey including any risk involved to them or the clients.  At that 
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point, the home visitor decided if they wished to participate and agreed to wear a white 

coat provided by the researcher on initial visits with assigned families. Data were 

collected only from clients receiving their initial home visit upon enrolling in the 

Mahoning County program by one of the currently employed home visitors who had 

volunteered for participation in the research.   Home visiting clients new to the program 

and assigned to one of the volunteer home visitors were asked to complete the survey at 

the conclusion of the visit. Hand-scored surveys were completed anonymously by 

volunteer clients.  The home visitor gave the same survey to each participant and 

confirmed by initialing the outside of the envelope with WC if the lab coat was worn.  

The home visitor provided the client a written document explaining the purpose of the 

survey after all other routine home visit activities were completed. This document 

included a friendly invitation to the client to complete the survey with assurance that 

completion or opting out would not affect future program services or would it be seen by 

anyone but the researcher.   There was also a short explanation of the goal of the study 

being the overall improvement of the quality of the home visiting program. Upon 

agreeing to participate, the survey was provided to the client, completed, and submitted to 

the home visitor in a sealed envelope.  Completed surveys were returned to the program 

office and hand-delivered to the office administrator who placed them in a locked file. 

The researcher collected them every two weeks and maintained the sealed envelopes in a 

locked cabinet.  The researcher collected them, unsealed the surveys, and coded them for 

aggregate data on a password protected, drop-box cloud-based document on the YSU 

server. 
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Limitations of the Study 

 This study accepts the assumption that attire suggests a level of knowledge and 

value based on the accepted level of stature placed on the medical profession.  

Limitations of this study include the use of only one home visiting program employing 

only non-medical home visitors in one county. All families received services as 

prescribed by one particular home visiting design in which all home visitors had been 

adequately trained.  The study was also compromised by lack of participation by both 

home visitor volunteers’ and clients’ willingness to complete and return the survey 

resulting in a small-sample size.  With the use of only quantitative measures, variances of 

opinions will not be explored.  This study did not investigate the level of degree the staff 

holds, i.e., associate degree, bachelor’s, or master’s degree.  Neither did it control for the 

years of experience the home visitor has with the agency.  Further, due to ethical 

considerations, clients under age 18 were not considered as potential participants. 

Organization of the Study 

 This study provided timely information and data to various state and national 

program funders addressing the social issues home visiting is designed to support.   As 

issues facing families continue to grow, and funding to support them continues to 

dwindle, this study can assist funders in understanding the client’s perspective and who, 

best, may affect change in the family.  Identifying the potential, programmatic designs 

that can best utilize limited funding could assist in bridging that gap of knowledge 

regarding who, best, can impact families through home visiting. 
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Chapter II 

 
REVIEW OF THE LITERATURE 

 
 Home visitation, as a method of improving child health outcomes and parenting, 

has been a standard in most industrialized countries other than the United States since the 

early 1900s as a part of the health care system.  The United States found this form of care 

too expensive and not worth the effort.  It was not until the late 19th century that the 

United States began implementing home visitation with a focus on poor urban areas.  

Early in the 20th century, the practice became more widespread in the public health sector 

but remained focused on poor urban populations (Council on Child and Adolescent 

Health, 1998).   Since that time, home visitation programs have grown in popularity and 

become more widespread with a multitude of purposes attached to each particular 

program.  Recently, in 2010, with the implementation of the Affordable Care Act (Public 

Law 111-148) the MIECHV program garnered national attention and placed home 

visiting in a broader context and view.  This funding created partnerships between the 

federal government and individual states to support home visiting programs with six 

major goals in mind.  States are expected to improve maternal and newborn health, 

family self-sufficiency, supportive referrals to community resources, school readiness, 

prevent injuries, and reduce child abuse, crime, and domestic violence (Adirim & 

Supplee, 2013). 

 Prior to, and after this planned implementation of national home visiting 

programs, anecdotal evidence was noted that the goals and positive health and wellness 

impact of many well-meaning programs were not being met.   In a longitudinal analysis 
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of home visiting outcomes, Hebbeler and Gerlach-Downie (2002) attempted to identify 

the main issues affecting the minimal effectiveness of one particular home visiting 

model, the PAT program.   They identified several areas they felt might be flaws in the 

home visitors’ theory of effecting changes in working with clients.  Most notably they 

identified that, in spite of the PAT program focus on the education of parents, most of the 

home visitors took a more social approach and felt it was more important to make the 

mothers feel good about their parenting ability, thus taking away from the goal of parent-

child interaction.  This, in turn, led to a great deal of talk with the families regarding what 

the child was doing rather than on the home visitors helping the parent engage with the 

child during the visits.  The goal of encouraging the parents’ use of the activities for 

continued interaction with the child to promote healthy development and relationship 

building was also lost. Even the attempts of modeling by the home visitor did not result 

in the parent perceiving this as a teaching moment and continuing these activities once 

the home visitor was gone.  This study suggested that home visiting programs would be 

better served if they focused on the need for different types of home visitors based on 

family need, and to ensure a clear and strong understanding of the theory of change the 

home visiting model suggested (Hebbeler & Gerlach-Downie, 2002, pp. 45-48). 

  A meta-analysis study conducted by Euser, Alink, Stoltenborgh, Bakerman-

Kraneburg, and van Uzendoom (2015) included data for several identified outcomes of 

20 sample home visiting models.  The data revealed the home visits had little-to-no effect 

on the prevention of child abuse but significant effects in cases of intervention where 

families were already maltreating a child, and, in cases where there was also a parent-
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training program in place.  In contrast to these findings, a study by Avellar and Supplee 

(2013) of 12 home visiting models found that many had success in reducing child 

maltreatment and in the betterment of the health and wellness of the child.  The findings, 

however, did indicate that most of the models had additional goals that outcome measures 

demonstrated no effect from the home visitation.   

In another nine-year follow-up study, the findings indicated that home visiting 

programs demonstrated only minimal changes in parenting behavior around discipline 

and the reduction in use of harsh discipline.  In addition, the study suggested that the 

supportive advice offered to families is not sufficient in effecting change and should be 

part of a team approach in servicing families including medical, educational, and 

psychological services (Ferguson, Boden, & Horwood, 2013).   

Program Success Comparison 

A number of critical factors may play into the apparent lack of success in the 

home visitation goals set forth by state and federal legislation.  Goval et al. (2014) 

explored the first issue potentially leading to success of home visiting programs, that of 

enrollment.  In this study, they found that the most at-risk client referrals were made to 

home visiting programs, but the clients were not engaging in the programs.  This study 

resulted in some suggested approaches to increasing the acceptance rate of clients.  The 

three approaches they suggested were to identify and focus on the areas in the community 

most at need to maximize the use of resources, to form strong community partnerships to 

increase prenatal referrals which appear to be the most successful in enrollment and 
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retention, and utilizing multifaceted approaches to reach out to clients such as community 

members and lay healthcare workers.   

   Programs utilizing nurses to conduct home visits face particular, yet, similar 

challenges experienced in programs not using a nurse-based home visiting model.  There 

are nine challenges nurses conducting home visits face as identified by Kitzman, Cole, 

Yoos, and Olds (1997).  The first is gaining and maintaining access to the family.  

Families frequently miss scheduled appointments unintentionally and intentionally, 

which makes consistency and relationship-building difficult.  The second is the 

environment of the home with lack of privacy, safety concerns, overall level of poverty 

and limits of family resources.  The third challenge is involving all relevant members of 

the family including, not only mother and child, but the father and other extended 

members of the family playing an important role in the family dynamics. Conversely, 

having all these people involved sometimes presents a challenge for having meaningful 

discussion around issues such as contraceptives and differing parenting views.  The 

fourth challenge is allowing for the elements of the program to be delivered to fidelity.  

Issues around home and environment often leave parents unable to follow up with 

activities, as well as, in some cases, limited literacy of the mother and an overall lack of 

interest in the process expressed by the mother or other family members.  A fifth 

challenge is balancing the responsibility of the nurse home visitor and the clients.  This 

issue comes into question when the nurses feel unsure of the client’s ability to follow 

through with recommendations, and, at times, the nurses assume the responsibility to 

perform certain activities out of concern for the child.  The sixth challenge that was noted 



 
 
 

15 
 
 
 
 

discusses the need for the home visitor to balance the maternal life-course goals with the 

needs of the child and the family.  With the expectation of the program to benefit both the 

mother and child, working on these goals sometimes simultaneously presents great 

challenges and, in some instances, cannot be done at the same time, presenting the 

question for the home visitors of what goal on which to focus their attention.  The 

seventh challenge is again an issue of balancing the home visiting goals in regard to the 

present and future.  Although the home visitor works to help the mother establish future 

goals, many times looking into the future is simply too difficult for the mother when her 

concerns focus mainly on the day-to-day functioning of the family.  Managing cultural 

complexities is the eighth challenge the nurses face.  Constant attention must be given to 

understanding and respecting the cultural ideals of the family and how this effects the 

program administration and acceptance by the mother.  Finally, the last challenge 

identified is the need for the home visitor to wait for the mother to be ready to change.  

The nurses find it difficult to resist change in the family structure and function quickly, 

especially in cases where they feel the healthy development of the child is affected.   

 To further demonstrate these challenges, a meta-analysis of home visiting 

program outcomes conducted by Filene, Kaminski, Valle, and Cachat (2013) suggested a 

departure from the typical home visiting implementation and utilization of a particular 

evidence-based program. They suggested establishing a more refined focus on particular 

components of the program to garner greater success and make significant change in the 

identified population. 
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 Another noted challenge faced by virtually all home visiting programs is the 

retention of clients.  The question of why mothers drop out of home visiting programs 

was explored by Holland, Christensen, Shone, Kearney, and Kitzman (2013) in looking at 

expectant mothers enrolled in a pre-natal Nurse-Family Partnership home visiting 

program.  Through interviews and focus groups, the study identified a number of reasons 

mothers left the program before the two-year eligibility time frame was fulfilled.  The 

research found that in some cases the program no longer met the mothers’ needs in that 

they felt too overwhelmed to keep appointments or that the nurses did not meet their 

expectations.  Some participants actually felt the nurses should have done more to 

reengage them in the programs once they dropped out.  Furthermore, some mothers felt 

the content of the visit was not relevant to them and they lost interest in program visits 

after the child was born.    A feeling of not being able to communicate with the nurse, 

difficulty keeping appointments, or asking for and accepting help was seen.  Two other 

factors came to light in this study. The first was the housing conditions the mothers 

experienced including frequent moves, overcrowding, and living with family or friends 

whom the mother felt would not agree to a home visitor.  The second was change of the 

nurse home visitor assigned to the family either by family choice or the nurse leaving the 

program.  Some families chose to leave the program if they did not feel they could relate 

to the new nurse assigned or did not want to engage with a new person. Holland, Xia, 

Kitzman, Dozier, and Olds (2014) looked at the issues of Nurse-Family Partnership home 

visit attendance and the number and intensity of visits offered.  They identified three 

levels of client attendance: high, low, and increasing attendance.  Their findings 
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suggested that “Future studies examining visit attendance should consider patterns of 

attendance in addition to dose” (Holland et al., p. 62). To examine the potential for 

improved compliance and outcomes, a study conducted in Germany by Brand and 

Jungmann (2014) analyzed a home visiting program based on the Nurse-Family 

Partnership model and the overall dropout rate of participants.  The findings identified 

two types of dropouts: addressable and non-addressable.  Those that were identified as 

addressable included participant rejection of the program, directly, by refusing home 

visits or, passively, by not being home for scheduled visits.  Non-addressable dropouts 

included those who moved out of the service area.  Among the variables identified to 

assess dropouts in this study included those who referred the parent to the program, 

extended family support, and the time spent on parenting discussion during visits rather 

than maternal factors. 

 Another aspect of determining the success or lack thereof for any home visiting 

program was suggested in a study conducted by Haynes et al. (2015) in looking at the 

collaborative nature of two specific programs and the effects on participants.  Their 

findings indicated that programs that operated in a more collaborative and referral-based 

theory had greater success in the area of breast feeding and social emotional health due to 

home visitors’ referrals to other community agencies offering similar supports and 

services.  

 Guttentag et al. (2014) designed a study to measure the effects of intensive home 

visiting on various parent-child behaviors compared to parents receiving a monthly 

coaching call with parenting education.  The research supported their hypothesis that 
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mothers receiving intensive home visiting demonstrated more significant gains in the 

parent-child areas being measured, some over the entire period of enrollment and some 

only partially. However, the study also concluded that due to the high number of 

variables examined over a long period of time, it was difficult to identify specific targeted 

outcomes and measure.  Additionally, the attrition rate of participants also limits the 

interventions and suggests that further research be explored in short-term focused 

intervention to decrease the level of attrition. 

 One home visiting approach that has success was studied by Paradis, Sandler, 

Manly, and Valentine (2013) in which home visitors were partnered with the clients’ 

health provider and included home visiting as part of the overall medical care.  To 

enhance and support the value of home visiting with the family, many of the physician 

residents joined the home visitor on visits. This approach has demonstrated success in 

increasing referrals for families in need of mental health services, compliance with well 

child checks, a reduction in reported incidents of child maltreatment, and out-of-home 

placements. This research holds particular implications in this current research document 

regarding the perceptions clients hold. 

 Another research approach explored the use of paraprofessionals in home visiting 

programs and the level of effectiveness on impacting change on families.  Peacock, 

Konrad, Watson, Nickel, and Muhajarine (2013), with other researchers, found more 

statistically insignificant benefits of program goals than significant benefits.  However, 

they did note a few factors that seemed to increase the likelihood of success that might be 

further explored for implementation in other trials.  These factors included high doses of 
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home visits for a longer period of time, approaching mothers prenatally, adequate training 

of paraprofessionals, and focusing a program’s goal on a particular issue or issues rather 

than a wide range of issues.  Olds et al. (2002) also conducted a study comparing 

outcomes of mothers receiving home visits by a nurse or a paraprofessional and found 

similar results in that there was little or no significant effective change in the mother in 

such areas as smoking, subsequent pregnancies, and improved child development.  In 

contrast to these studies, Barlow et al.’s study (2015) focused on a sub-group of the 

population, American Indian teen mothers.  The focus of this study was the result of 

using paraprofessionals as home visitors in an attempt to demonstrate the possibility of 

utilizing them in place of more costly nurses.  They also identified the shortage of nurses 

in these often-isolated areas and the need to be creative in reaching these families, those.  

often most in need of services.  The study measured the effect of home visits by 

paraprofessionals on the mother’s mental health and substance abuse as well as the 

child’s behaviors.  This study identified lower scores for maternal depression and 

externalizing problems as well as lower reported use of marijuana and illegal drugs.   

 Duffee, Mendelson, Kuo, Legano, and Earl (2017) analyzed the Home Visiting 

Evidence of Effectiveness (HomVEE), a review of the research literature on home 

visiting established by the department of Health and Human Services (HHS).  The review 

analyzed home visiting services on eight domains including child health, maternal health, 

child development, reduction of child maltreatment, reduction of delinquency, positive 

parenting, family economics, and referrals.  The Healthy Families America model 

reached eight of the domains and Nurse-Family Partnership reached seven.  The study 
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also found that models that utilized a medical model included an emphasis on 

relationships, culturally informed care, coordination with community services, and using 

strength-based approach.  This relationship-building model can improve the overall 

relationship the family has with their health practitioner and the health of their family. 

Home Visiting Implementation Effects   

An aspect of home visiting that must be examined in relationship to the limited 

success of the goals of the program is the fidelity to which the program is implemented 

by the providers.  By virtue of the nature of home visiting, supervision and 

implementation monitoring may be difficult and sporadic at best.  Shapiro, Prinz, and 

Sanders (2014) explored this in one particular program utilizing the Triple P-Positive 

Parenting Program and the use of the program between initial training and training two-

to-three years later.  The results of their research suggested that “Sustainability of 

evidence-based parenting intervention in real-world settings can be enhanced by 

incorporating provider perspective on implementation” (Shapiro et al., p. 1623) allowing 

for further assessment of the level of program fidelity which may garner insight into poor 

home visiting outcomes. 

Recognizing that failure to meet the prescribed number of scheduled home visits 

is common among a variety of home-based programs and that this limits the potential 

success of the program, Sharp, Ispa, Thornburg, and Lane (2003) sought to explore 

personality traits of both home visitor and mother with the length of home visits.  

Although their research recognized that time in the visit does not necessarily indicate a 

better quality of the visit, they did find the personality of both home visitor and of the 
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mother and the perceived relationships may have an impact on compliance with 

scheduled visits and maintained participation rates.   

Nurse-Family Partnership Research 

 Not all of the research indicates a lack of success with home visiting programs.  

The Nurse-Family Partnership was investigated by the Coalition for Evidence-Based 

Policy (2014) and deemed that the program met the Congressional Top Tier Evidence 

standard.  They identified the program as one that provides home visiting services to 

first-time pregnant women.  A great deal of research has been conducted around home 

visits conducted by nurses.  The coalition’s research identified most participants as low 

income, unmarried, and teenagers.  The nurses enroll participants for a three-year period 

at an estimated cost of $13,600.  Home visiting services include health behaviors, care of 

children, and personal, positive family goals.  One Nurse-Family Partnership study 

conducted by Olds et al. (2004) was a six-year follow-up utilizing a randomized 

controlled-group of minority women who had received nurse home visits for the first two 

years of their child’s life, including their life circumstances.  The findings demonstrated a 

long-term positive effect on the mother in the area of subsequent births and birth spacing, 

long-term partner relationships, and shorter time spans using public programs such as 

food stamps.  Further, in this study, the team found that the children who had received the 

visits demonstrated higher scores on intellectual functioning and mothers reported less 

overall problems with the children.  Additional research by Olds et al. (2014) focused on 

infant mortality over a 20-year period.  The overall findings of this study indicated that 
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mothers who were enrolled in the nurse home visiting program were less likely to have 

died of preventable causes as were the children of those enrolled in the program.   

 Long-term effects of home visiting were also explored in a study by Lyons-Ruth 

and Easterbrooks (2006) in which they studied children who had been enrolled in a home 

visiting program from about six-to-eighteen months of age.  Their findings indicated, “... 

what we did not see in the data is evidence of an ‘inoculation’ effect in infancy at the 

level of the individual child” (p. 66).  However, they did report seeing a higher level of 

families working to help their children work on identified issues.   

 As mentioned throughout this document, the Nurse-Family Partnership has played 

an important role in the expansion of home visiting.  Li et al. (2015) studied a different 

aspect of the program, by examining a community in Canada, to determine the perception 

of the health care and social service providers of home visiting.  The findings of this 

study indicated that although the Nurse-Family Partnership program provided a valuable 

missing aspect in service to families, all agreed that to better serve clients collaboration 

and referrals with other community organizations and programs are essential due to the 

needs of the families; also noted was the need for continued support for the families once 

they graduated from the program.  Conversely, in a study conducted in England by 

Robling et al. (2016), findings indicated no evidence of using the Nurse-Family 

Partnership program and effecting change in mothers in the area of smoking cessation, 

second pregnancies, and emergency room visits for the child suggesting the cost 

effectiveness of the program is absent. 
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 One important aspect of home visiting success that was studied by Raikes et al. 

(2014) addressed the theories of change that home visiting programs embrace.  In their 

study looking at Early Head Start home-based programs, they suggested some program 

needs. Providers must focus on theories of change and ensure fidelity of implementation 

of the program components.  They suggested that these factors may increase the chances 

that programs will reach their intended goals for families.  Further, this study supported 

the validity of home-based service and its impact on later development.      

 Before moving further in the examination of particular home visit models, it 

should be noted that in reviewing current literature it is clear that, not only are there 

mixed findings in the success of programs, but also in the identified areas they propose to 

address and the outcomes they measure.  Also differing is the length of time a program 

maintains with a family and the number of home visits received.  The findings of the 

Coalition for Evidence-Based Policy (2014) found variations of successes in the 

programs studied.  They theorized that population differences, differences in welfare 

participants, and other unknown factors may have led to these variations. However, they 

did note a number of findings they felt could be reproduced in other programs.  Those 

included reduction of child abuse and neglect, subsequent teen pregnancies, prenatal 

smoking, and an improvement in academic outcomes for mothers with minimal 

psychological resources.  

Other Home Visiting Models 

An examination of some other prominent home visiting models is necessary to 

address the efficacy of home visitation.  One such model, researched by Love et al. 
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(2005), is the Early Head Start Program, in an effort to examine its effects on children 

who had received home visits up to age three.  Their findings suggested that overall, 

cognitive and language development were not significantly impacted in home-based 

programs alone.  However, they did find great impacts on not only cognitive and 

language development, but also on social-emotional development in cases where children 

received both home-based and center-based services.   

 The Healthy Families America home visiting model recommended by the federal 

government for their state funding requirements (Daro & Harding 1999) explored the key 

elements of the program: engagement, program content, program staffing and 

supervision.  The findings of this study indicated that the intensive home visiting 

structure of the program is making some notable changes in parent-child interaction and 

most families seem to be doing better, overall, with fewer incidents of reports of child 

abuse or neglect.  Further support of the positive outcomes of the Healthy Families 

America model is demonstrated in research conducted by Cullen, Ownbey, and Ownbey 

(2010).  This research set a high standard of statistical significance which resulted in 

evidence that those completing the Healthy Families America program did exhibit 

significant positive changes especially around parenting attitudes and practices that have 

been known to predict child abuse. Additionally, they found that the children of the 

parents who completed the program were less likely to present social, emotional, and 

behavioral challenges than their peers. One thing that should be noted from this study is 

that the findings were based on families who completed the program and it could not be 

assessed for those who did not.  LeCroy and Davis (2016) studied the use of the Healthy 
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Families America model in Arizona.  Although a limited sample in this study, it found 

positive impacts on the families receiving high dosages of home visits in the areas of 

safety, maternal mental health, health and parenting attitudes, and practice.  This study 

also identified the use of a standardized curriculum, Growing Great Kids, and how its 

educational focus played an important role in the positive findings.  Growing Great Kids 

is an evidence-based tool providing parenting intervention and education utilizing an 

evidence-based curriculum. The curriculum designed for pre-birth to age five 

incorporates 10 areas of focus to support families.  The focus areas are (a) relationship-

based, (b) a two-generational approach, (c) attachment and infant mental health, (d) 

strength-based and solution-focused, (e) known protective actors to mitigate negative 

impacts on the family, (f) curriculum utilization designed to build on family strengths and 

partners with parents in the activities chosen, (g) a conversation guide included to address 

care and relationship topics, (h) curriculum encouragement for parents to develop their 

own improved parenting skills, (i) an emphasis on being culturally competent and 

inclusive, and (j) reviews and reflections on successes with the family on at least a 

quarterly basis to assess and plan for future activities (Growing Great Kids, 2016). 

The use of the PAT program related to school success was examined by Zigler, 

Pfannenstiel, and Seitz (2008).  The PAT Program includes home visits by parent-

educators who teach child development, model appropriate activities, and facilitate 

referrals to social and community services.  The goal of this study was to explore if the 

program improved a child’s success in school.  “Probably the most important finding in 

this study is evidence that PAT program improved parenting practices in ways that 
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promote both school readiness and subsequent academic achievement” (Zigler et al., p. 

116). 

As discussed earlier, the Nurse-Family Partnership Program (2011) is utilized by 

some home visiting programs and is administered by only nurses making the home visits.  

According to the Nurse-Family Partnership Program (2011), fidelity to the model’s 18 

elements is the key to successful impact on families.  The model elements are based on 

research, expert opinion, theory, and lessons learned from implementation.   The 

elements include that (a)  

 the client enrolls voluntarily; 

 is a first-time mother; 

 meets low-income standards; 

  enrolls early in the pregnancy; 

  client and nurse visit one-on-one; 

  visits occur in the home; 

  client is visited throughout the pregnancy and through the first two years 

of the child’s life; 

  visitors are nurses with a minimum of a bachelor’s degree; 

 nurses complete specific training prior to conducting home visits and 

follow the model to fidelity; 

  nurses utilize their training based on the strengths and needs of the 

family; 
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 nurses utilize the theoretical framework of the program when 

implementing the visits; 

  full-time nurses have no more than 25 cases; 

  a full-time nurse supervisor has no more than eight supervisees; 

  supervisors provide weekly one-on-one supervision as well as case 

conferences, field supervision, and team meetings; 

  data collection and input are required; 

 the agency operating the program must be known to the community and be 

committed and have a history of services to low-income families; 

  each program has an active community advisory board; and 

 support must be provided to the nurse to implement the program and data 

collection  (Nurse-Family Partnership Program, 2011) 

The extent research demonstrates many home visiting models has been studied 

and each has its own unique level of success and outcomes.  However, there is an area of 

the home visiting discussion around profession and education level of the home visitor 

that continues to be debated.  Howard and Brooks-Gunn (2009) reviewed home visiting 

programs with an emphasis on their success in preventing child abuse and neglect, one of 

the key focus areas for most home visiting programs.  They compared a variety of 

programs with varying personnel requirements and their effects on the families they 

visited.  Among the findings of this study are mixed results of the likelihood that home 

visits can be effective in preventing maltreatment.  The researchers suggested that further 
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studies not only look at the reduction in reports of abuse but also increase the efficiency 

by which home visitors identify child maltreatment.  Another area that Howard and 

Brooks-Gunn (2009) examined is that of the home visitor credential debate. They 

compared programs that utilize paraprofessionals, social service professionals, nurses, 

and their outcomes.  Although all had some level of positive outcomes, the research 

suggested utilization of professional staff is beneficial, but the debate continues if it 

should be nurses or social service professionals. In a study conducted by Olds et al. 

(2007) designed to review the efficacy of various home visiting programs, they 

concluded that nurses are the most effective in effecting positive change in at-risk 

families.  The reasons noted include that during pregnancy and early infancy, families 

find nurses most useful, are more open to visits from nurses than paraprofessionals, and 

that, overall, nurses are more persuasive due to their well-established history of being 

caring and competent individuals.  The study continued to say that other professionals 

may do a reasonable job as home visitors but need extensive training.  

 Zapart, Knight, and Kemp (2016) studied the Maternal Early Childhood Sustained 

Home (MECSH) visiting program that provided structured, nurse home visits during 

pregnancy and after the birth of the child until age two.  Among the successes reported in 

this study was a strong bond that developed between the nurse and the participant as 

reported by the participant.  This study offered a different view of the positive impact of 

home visiting based on participant perception but does not mention any significance 

regarding a nurse as the home visitor.   
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 Typical recipients of home visiting services are not made aware of the particular 

home visiting model used or the educational level or background of the home visitor.  

Yet, in spite of this, there is conflicting research on who essentially makes a better home 

visitor: paraprofessionals, nurses, or social service professionals. In a study by Latimore 

et al. (2017) comparing two prominent home visiting programs, Healthy Family’s 

America and Nurse-Family Partnership, they suggested home visitor characteristics might 

be less impactful with the Nurse-Family Partnership program compared to the Healthy 

Family’s America staff.  They added that a possible explanation for this is the 

homogenous training and degrees the nurses get compared to possible variable degrees 

that Healthy Family’s America staffs hold.  These findings might suggest that home 

visitors with at least a bachelor’s degree increase the likelihood of successful 

implementation of the home visiting model.    

 In an evaluation conducted in 2017 of the Ohio MIECHV, researchers attempted 

to identify the prevailing factors affecting family engagement and retention.  The five 

factors identified by this work were: program fit, primary caregiver work status, helping 

relationship, perceived similarities, and cultural competency.  Utilizing the Home 

Visiting Rating Scales (HOVRS), trained researchers observed home visits of 485 

families conducted by 60 home visitors across Ohio. During these visits, the researchers 

utilized the HOVRS, a tool designed to measure the parent-home visitor interaction to 

determine the quality of the home visit; researchers identified five recommendations to 

increase the effectiveness of home visits. The five included: building the cultural 

competency of home visitors, and helping them focus on the importance of the 
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relationship between home visitor and family.  Also, home visitors need to improve client 

perception of the program and train home visitors to facilitate more parent-child 

interaction.  Finally, they recommend a long-term evaluation of home visiting impact on 

all levels: individual, program, and system. These finding are consistent with those 

identified with most of the home visiting models identified suggesting that, regardless of 

which home visiting program is implemented, there is a knowledge-base all home visitors 

should establish to create the most significant change in families (Jones, Pafford, Gerbec, 

Seetharaman, & Pettey, 2017). 

The White Coat Phenomena 

If one is to support the notion that seems to underlie the research indicating that 

relationships are at the crux of the successful implementation of a home visiting program, 

who can better relate to a family and impact them more to make behavioral changes may 

be questioned.  Furthermore, if we are to believe that medical personnel bring more 

legitimacy to the home visit by virtue of their perceived status, one must examine what 

supports that degree of status.   In a study by Jennings, Ciaravino, Ramsey, and Haydel 

(2016), they conceded that physicians’ attire has been debated since Hippocrates. There 

are many studies indicating the influence a physician’s attire has on, among other things, 

patient confidence, trust, respect, and adherence to medical treatment.  In spite of these 

attitudes, there has been substantial evidence on the negative effects on patients upon 

seeing a doctor wearing a white coat.  One such study identified the increase in blood 

pressure on patients diagnosed with hypertension by their physician compared to the 

blood pressure readings taken outside the office. They found decreased blood pressure 
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readings taken on the patients when measured in other settings (Myers, Oh, Reeves, & 

Joyner, 1995).  This research sought to determine the effect of the white coat on home 

visiting clients and the value they place on the information being presented by the home 

visitor based on their attire at the visit, not necessarily their degree or background.  Other 

qualities one might consider ideal for a home visitor in building the necessary 

relationship between them and the client, typically the mother, include such variables as 

credibility, confidence, empathy, trust, and trustworthiness.  Many of these qualities have 

been researched in relation to wearing the white coat and these ideals. 

A study conducted by Rehman, Nietert, Cope, and Kilpatrick (2005) to determine 

the preference between white coat, scrubs, business dress, and casual dress utilized a 

cross-section of patients in a waiting room and concluded that, although their study was 

conducted in only one medical center,  

Nevertheless, in this study, respondents have indicated a strong preference 

for physicians in professional attire with a white coat, and have shown a 

strong intention to trust, to comply with recommendations, and to return 

for follow-up to these physicians (P<.0001). (p.1285)  

Similar preferences for nurses were noted in a study by Menahem and 

Shvartzman (1998), while interviewing patients in a clinic.  Their findings indicated that, 

not only did more than half of the patients prefer the doctor wearing a white coat, even 

more preferred the nurses wearing a white coat.  Additionally, they found “No significant 

statistical association was found between the preference for a white coat and the sex, 

education or religion of the patient” (Menahem & Schvartzman, 1998, p. 393).  Brase and 
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Richmond (2004) conducted a study to further determine a physician’s attire and the 

perception of patients around authority as well as friendliness and attractiveness.  Their 

findings indicated casual attire worn by physicians offered no benefit in the relationship, 

particularly in the area of friendliness, attractiveness, or trust.  The physicians wearing 

white coats were seen as more authoritative and trustworthy.  A study conducted by 

Gherardi, Cameron, West, and Crossley (2009) also supported the symbolism of the 

white coat across age groups and demonstrated a preference for the white coat of those 

studied.  Confidence in the home visitor would also seem to be an important factor in the 

success a home visitor has in leveling change in the family dynamics and behavior.   The 

importance of physician attire is especially important in inspiring confidence as reported 

in a study by Kurihara, Maeno Ta, and Maeno (2014).  The issue of credibility was 

examined by Traeger et al. (2017) specifically studying one group of patients.  Although 

they conceded that the patients’ perceptions of the physicians’ credibility in success of 

their overall treatment, they found that there was no clear answer as to what impacts the 

perception of change for a patient.  Addressing another ideal quality – empathy - for a 

home visitor and the effect of the white coat was researched by Chung et al. (2012).  

Their implications for practice seemed noteworthy for this study in that, “Making a good 

first impression in clinical encounters is not only important for building up trust and 

confidence, but also for enhancing perceived empathy which is in turn important for the 

therapeutic relationship” (Chung et al., p. 390).   

 In addition to these qualities, another underlying emotion to developing a 

relationship is respect; one that, in contemporary, urban culture, may elicit strong 
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emotions and reaction, especially if there is a perception of disrespect.  Applying this to 

the relationship-building goal of the home visitor, displaying and maintaining a level of 

respect would be imperative.  McKinstry and Wang (1991) attempted to determine if the 

attire of the physician affected the patient’s level of respect offered to him or her.  The 

findings suggested that, in fact, the patients favored more formal attire and wearing a 

white coat suggesting this attire impacted the level of respect for the physician.  Although 

not considered a quality identified as needed by the home visitor, a study by Lill and 

Wilkinson (2005) found that a less formal attire was preferred by patients, but, more 

importantly, those studied identified a smile was preferred by patients to impact their 

impression of the physician.   

 Research conducted by Jennings et al. (2016) regarding the impact of physician 

attire on patient perception indicated that younger patients were more accepting of less 

formal attire such as scrubs rather than the white coat.  They also noted other attributes 

demonstrated by the physician were equally or more impactful as attire including 

demeanor, hygiene, and simply, smiling.  This finding may be relevant to this current 

research due to the typical younger age of home visiting clients. 

 Although there has been a great deal of research supporting the perceived level of 

competence held by one wearing the white coat, in a study conducted by Kraft-Todd et 

al. (2017), nonverbal behavior and perceived competence found no parallelism with the 

white coat and perceived competence.  However, the research did indicate that female 

participants were more attuned to other nonverbal cues that were perceived as 

empathetic.   
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 Lastly, while assessing the effect the white coat worn by the professional has on 

the recipient, one additional impact should be noted as potentially a limitation of this 

particular study.  In a study completed by Adam and Galinsky (2012), “they introduced 

the term ‘enclothed cognition’ to describe the systemic influence that clothes have on the 

wearer’s psychological processes” (Adam & Galinsky, 2012, p. 918).  This study further 

suggested that the mere wearing of a white coat made the wearer feel more attentive and 

involved in their work.  

Summary 

 Although a great deal of research has been conducted examining the effectiveness 

of specific home visiting models, the research appears to be lacking an analysis of the 

program from a client perspective. Although some changes in behavior can be measured, 

it is unclear what specific aspects of the program prompt that change. Virtually all the 

programs focus on relationship building but do not demonstrate how that relationship is 

built based on the client’s perceptions and beliefs. This particular research examines the 

value the client places on the education with which they are presented at each home visit 

based on their perception of the home visitor.   

With continued funding reductions for social service programs and predicted 

funding shortages, programs achieving the greatest success with clients should be 

examined for future funding consideration (Joseph & Liebman, 2013).  This research 

focus may provide insight into successes with effecting change in client behavior, if 

education or specific evidence-based programs are the change agent or merely the 
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perception of the client.  Assessing these findings could be useful in determining where 

limited future funding is focused for greatest impact and success. 
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Chapter III 

 Methods 

 

This study hypothesizes the perceived level of knowledge and professionalism 

placed on the individual providing home visits based on the relationship between home 

visit attire and level of perceived education.  Secondly, it hypothesizes the perceived 

value the individual places on the information provided at the home visit based on the 

home visitor’s attire.  The study design consisted of the clients completing a simple 

survey at the conclusion of their first home visit, placing it in a sealed envelope, and 

giving it to the home visitor.    

Research Questions 
 
This study focused on the following research questions: 
 

1.  Does the home visitor’s attire affect the perception a client develops during 

the initial home visit? 

2.  Did the home visitor feel differently when they conducted home visit while 

wearing the white coat? 

3. Does attire affect the level of value the client will place on the information 

the home visitor provides? 

4. Does attire affect the likelihood a client plans to utilize the information and 

suggestions a home visitor offers? 
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Research Design 

 The current investigation is a post-test only control group design, in which the 

randomly assigned independent variable is the type of attire worn to the home visitor. By 

randomly assigning attire, the control group maintained the home visitor attire typically 

worn, i.e., business casual, and the experimental group experienced a home visit by the 

home visitor in a white coat.  This method should have controlled for the only expected 

difference, the attire worn during the visit. This study only included non-medical staff to 

provide the home visits. It did not control for other variables including age of participant 

and experience of home visitor. By randomly assigning attire, the control group 

maintained the home visitor attire typically worn, i.e., business casual, and the 

experimental group experienced a home visit with the home visitor in a white coat.  This 

method should have controlled for the only expected difference being the attire worn 

during the visit. This study only included non-medical staff to provide the home visits 

Data collection measured the perception of the home visitor and the overall value the 

client places on the visitor’s educational process. This section will describe the specific 

participants, instrumentation, and procedures that were utilized in the current 

investigation.  

Participants 

 Home visitors were recruited from one home visiting program in Mahoning 

County employing approximately 15 eligible home visiting staff members. Home 

visitors’ gender, degree, age, and years in current employment position were collected for 

analysis. All home visitors are Caucasian females, ranging in age from 25-45, with eight 
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holding a bachelor’s degree and two a master’s degree in either the field of social service 

or early childhood education. Home visitors had been employees of the program ranging 

from one to ten years.  

All studied participants were those who voluntarily enrolled in this program and 

received home visits were pregnant women or families with children under age five, with 

income levels at or below 200% of the poverty level living in Mahoning County.  

Approximately 65% of those served in this program identify as African American, 30% 

Caucasian and 5% Hispanic.  Zip codes of participants were collected for cross-section 

analysis.  According to U.S. Census.gov of 2015, Mahoning County has a population of 

231,900, with 5.2% of that population under age 5.  The county is comprised of 80.7% of 

those identifying as White, 15.9% as Black, 5.5% as Hispanic, and less that 1% as 

American Indian or Alaskan.  The poverty rate for the county holds at 16.4% with 27% of 

the children under age18 living in poverty.  Portage County reports a population of 

161,897, with 4.6% under age five.  The county reports a racial make-up of 90.5% White, 

3.9% Black, 1.6% Hispanic, and less than 1% American Indian or Alaskan.  The overall 

poverty rate is 15.6% with 27.8% of those under age 18.   

Instrumentation 

 The survey tool consisted of eight questions (see Appendix A) around the home 

visitors’ professionalism and value they placed on the education and information 

provided by the visitor.  The survey created by the researcher was scored on a five-point 

Likert scale. The scale ranged from 1, very unlikely, 2, unlikely, 3, unsure, 4, likely, and 

5 very likely (see Appendix A). The questions were designed to ascertain input from 
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home visiting clients using a simple method of gathering input. To provide validity and 

reliability, this survey was piloted by the researcher with a sample focus group of current 

home visiting clients in Mahoning County prior to implementation in this study to ensure 

an appropriate reading level and clarity for the reader. No changes were made to the 

survey as a result of this sample.  In addition, a professional interviewer followed up with 

Home Visitors to gather data.  The interview included the following questions: 

1. Approximately how many times did you wear the white coat? 

2. What was your impression of wearing the white coat? 

3. Did any parents respond to the fact that you were wearing the white coat? 

4. Do you perceive people differently if they were wearing a white 

coat?  Did you before your participation in this project? 

 

Procedures 

 Data were collected from clients enrolled in the Mahoning County Program and 

receiving their initial home visit by one of ten home visitors volunteering to participate. 

Prior to utilizing the survey, the home visitors received the following instructions: 

 
 Ask all clients to complete the survey at the end of their initial home visit. 

 Read the instruction at the top of the survey to the client. 

 Assure the client verbally that “you” will not see the survey and it will not affect 

their services in any way-we are simply trying to improve our program 

 Give them the survey and envelope  
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 Allow family 5-10 minutes to complete the survey-please try to not look at the 

client while completing the document 

 Do not assist the client in completing the survey 

 Have client fold and place survey in envelope and seal with self-sealing strip 

 Place envelope in client file and return to office 

 Prior to placing in the collection envelope in the office, put your initials and zip 

code of clients’ home on the seal to ensure confidentiality 

 
A script was provided to the home visitors to follow when asking for the survey to be 

completed at the conclusion of the initial home visit (allowing at least 5-10 minutes for 

survey completion): 

“Our program is always working to improve our services to families and your 

feelings about the home visit and our services I have explained to you today.  I 

would like to ask you to complete this short survey on how you felt about today’s 

visit.  This is completely an option, you do not have to do it, but we appreciate 

your input.  If you do complete the survey, I will never see the results, they are 

looked at by a professional researcher who only gives us general results. Whether 

or not you complete the survey will not in any way effect the services we provide 

you.” 

Should a client ask if you are a nurse/doctor, etc. while wearing the white coat: 
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“No, I am not a (nurse/doctor, etc.), I am a (your particular degree area), we sometimes 

wear the white coat since we may visit many homes during the day and want to be as 

clean and healthy as possible.” 

The home visitor provided the client a written document explaining the purpose of 

the survey after all other routine home visit activities were completed. This document 

included an invitation to the client to complete the survey with assurance that completion 

or opting out would not affect future program services nor would it be seen by anyone but 

the researcher.  The paper survey also included a brief and concise explanation of the 

goal of the study as being used for overall improvement of the quality of the home 

visiting program. Upon agreement to participate in the survey, the client was given the 

option of either an addressed stamped envelope or a self-sealing envelope to insert survey 

and hand to the home visitor.  If returned directly to the home visitor, it was initialed at 

the seal for assurance of not being opened by anyone but researcher.  A letter of 

permission to conduct the study was obtained from the Superintendent of the Mahoning 

County Educational Service Center.  Hand-scored surveys were completed anonymously 

by volunteer clients.  Completed surveys were returned to office administrative assistant, 

and kept in a locked cabinet, with the researcher collecting them every two weeks, and 

maintaining the sealed envelopes in a locked cabinet until the goal number of surveys 

was returned.  The researcher collected them, unsealed the surveys, and coded them for 

aggregate data on a password protected, drop-box cloud-based document on the YSU 

server. The survey tool consisted of eight questions around the home visitors’ 
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professionalism and value they placed on the education and information provided by the 

visitor. Space for optional comments was also provided. 

The survey created by the researcher was scored on a five-point Likert scale. The 

scale ranged from 1, very unlikely, 2, unlikely, 3, unsure, 4, likely, and 5 very likely (see 

Appendix A). The questions were designed to ascertain input from home visiting clients 

using a simple method of gathering data. To provide validity and reliability, questions 

were piloted by the researcher with a sample focus group of current home visiting clients 

in Mahoning County prior to implementation in this study to ensure an appropriate 

reading level and clarity for the reader. 

Data Analysis 

The data analysis for the current investigation included some type of correlational 

analyses, including, but not limited to, Pearson’s Zero-Order Correlation and Multiple 

Regression Analyses. All data were tested for the tenability of meeting statistical 

assumptions.  

Limitations  

 Limits of this study include the use of only one home visiting program employing 

only non-medical home visitors in one county in Ohio.  The study may also be 

compromised by lack of participation by both home visitor volunteers and clients willing 

to complete and return the survey.  With the use of only quantitative measures, variances 

of opinions will not be explored. Another limitation may be one of social desirability and 

the respondent giving the expected positive answer.  Finally, the perceived need for 

services of the clients may affect their response.  For example, an experienced mother 
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may not feel the need for services as one mother may with little or no experience 

parenting. 

Summary 

This study information provided in this study is timely and useful in 

understanding the perceptions of clients receiving home visiting services and the value 

they place on the education they receive from the home visitor.  This information may be 

useful for future planning for effective home visiting services.  More importantly, it will 

be useful to identify if it is best practiced and fiscally sound to utilize costlier medical 

professionals as home visitors when funding is at the forefront of federal and local 

governments. 
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  Chapter IV 
 

Results 
 

This investigation analyzed the perceptions of high-risk pregnant women and 

families who received evidence-based home visiting services through a state funded 

program.  The focus was on the participants’ value placed on the educational information 

offered by the home visitor.  The experimental factor was the assumed level of 

professionalism the participant placed on the home visitor based on the attire of the home 

visitor wearing a white coat or business casual clothing. Utilizing a posttest-only, control 

group experimental design, a standard survey measuring the value the participant placed 

on the education received during the initial home visit is the proposed outcome 

measure.  All surveys were administered by the same various-degreed, non-medical 

professionals.  

 The surveys were administered at the end of the initial home visit by one of 10 

home visitors who volunteered to participate. The surveys were completed by the parent, 

placed in a sealed envelope, and initialed by the home visitor with an indicator if the 

home visitor wore the white coat. The surveys were returned to the office and securely 

maintained.  The data were handled only by a neutral third party.  All staff-identifying 

information was redacted prior to being seen by the researcher.    

The research questions for this investigation include: 

  
1.  Does the home visitor’s attire affect the perception a client develops during 

the initial home visit? 
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2. Did the home visitor feel differently when they conducted home visit while 

wearing the white coat? 

3. Does attire affect the level of value the client will place on the information the 

home visitor provides? 

4. Does attire affect the likelihood a client plans to utilize the information and 

suggestions a home visitor offers? 

The presentation included the basic descriptive statistics, and then addressed each 

research question separately.  A summary of the results is presented at the close of the 

chapter.  

Descriptive Statistics 

Table 1. provides the distribution of responses for each of the questions that the 

family participants answered. 
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Table 1 

Proportion (%) of Responses for Family Feedback Form (n = 190) 

 
Statement SD D N A SA 

My home visitor was on time and prepared to visit with me 0 0 0.5 5.8 93.7 

My home visitor shared knowledge effectively 0 0 0 5.9 94.1 

I feel that my home visitor accepts me 0 0 0 5.8 94.2 

My home visitor showed respect for my family, needs, and 
culture 

0 0 2.1 6.3 91.5 

I understood what my home visitor told me 0 0 0 7.9 92.1 

My home visitor encouraged me to ask questions 0 0 0 3.7 96.3 

I feel I can trust my home visitor 0 0 1.6 7.4 91.1 

I feel my home visitor will help me understand my baby's 
development and parenting 

0 0 0.5 5.3 94.2 

 

As indicated in Table 1, there were no responses disagreeing or strongly disagreeing with 

the question.  The highest response rate fell into the agree and strongly agree categories 

with minimal neutral responses.  The highest endorsement was found in the question “my 

home visitor encouraged me to ask questions.”  The lowest endorsement was found in the 

question “my home visitor showed respect for my family, needs, and culture.”  Next, a 

correlational analysis was conducted in order to understand the relationship between 
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parents’ responses.  Table 2 provides the Pearson’s Zero-Order Correlations between the 

eight items. 

Table. 2   

Pearson’s Zero-Order Correlations for the Eight Items 

Item 2 3 4 5 6 7 8 

(1) My home visitor was 
on time and prepared to 
visit with me .499** .351** .464** .434** .399** .525** .598** 

(2) I understood what 
my home visitor told me - .679** .668** .596** .498** .574** .669** 

(3) My home visitor 
shared knowledge 
effectively  - .669** .710** .478** .498** .538** 

(4) My home visitor 
showed respect for my 
family, needs, and 
culture   - .789** .322** .493** .694** 

(5) I feel that my home 
visitor accepts me    - .417** .562** .538** 

(6) The home visitor 
encouraged me to ask 
questions     - .518** .418** 

(7) I feel I can trust my 
home visitor      - .547** 

(8) I feel my home 
visitor will help me 
understand my baby's 
development and 
parenting       - 

Note. ** Correlation is significant at the 0.01 level (2-tailed). 
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As indicated on Table 2,   all items are highly, positively, and significantly correlated 

with each other.  Items three and five (r =.710) and items four and five (r =.789) 

demonstrate the highest correlation.  Items one and three (r =.351) and four and six (r 

=.322) demonstrate the lowest correlation.  Estimate of reliability of these eight items 

was found to be excellent per Cronbach’s Alpha, α =.890 

Research Question #1 

Research question one asked, “Does the home visitor’s attire affect the perception a 

client develops during the initial home visit?” To answer this question, family responses 

to the eight items were summed in order to establish a home visitation feedback 

score.  An independent sample t-test was conducted examining the score across the two 

conditions:  White Coat or No White Coat. A summary of these scores is provided in 

Table 3. 

 

Table 3.   

Average Scores by Group 

White Coat 
N Mean Std. Deviation 

No 148 39.31 1.85 

Yes 42 39.48 1.82 

 
As seen in Table 3, there are no differences, practically speaking, between the score for 

the White Coat visit scores and the No White Coat visit scores.  Levene's Test for 
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Equality of Variances indicates that homogeneity of variance is tenable,   F = .476, p = 

.491. Results of the Independent Samples Test indicate that there were no significant 

differences, t (188) = -.513, p = .609.        

   

Research Question #2 

Research question two asked, “Did the home visitor feel differently when they conducted 

home visits while wearing the white coat?” To answer this question an independent 

researcher interviewed the home visitors by asking the following questions:    

5.  Approximately how many times did you wear the white coat? 

6. What was your impression of wearing the white coat? 

7. Did any parents respond to the fact that you were wearing the white coat? 

8. Do you perceive people differently if they were wearing a white 

coat?  Did you before your participation in this project? 

A coded summary of the responses is in table 4.   
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Table 4.  

 Coded Summary of Responses from Home Visitor Interviews 

Visitor f Personal 
Perception of 

Impact 

Parents 
Communicated 

Perception 

White Coat 
Perception  

White Coat 
Perception 

Before  

1 5 No No Yes Yes 

2 5 No No No No 

3 4 No* Yes Yes Yes 

4 2 No No Yes Yes 

5 5 No* No No No 

6 5 No Yes Yes Yes 

7 4 Yes No Yes Yes 

8 2 Yes Yes Yes No 

9 5 Yes No Yes No 

10 5 Yes No Yes Yes 

 

Personal perception of impact  

 two staff members “felt a little strange but fine otherwise” and “felt weird…[but] 

didn’t want to make any of the families uncomfortable”  
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 The two “No” responses indicated by an “*” were from home visitors who stated 

they felt uncomfortable due to the physically restraining aspect of wearing the 

white coat, but, otherwise, had a neutral impression. 

 “I was pretty neutral to it.” 

 I felt strange going into a home visit. I felt like I was portraying myself as 
something other than a home visitor 

 

Parents communicated perception 

 Three of the home visitor’s indicted parents responded to their wearing the white 

coat.   

 One noted she was asked if she was a nurse; another asked if she was a nurse or a 

doctor  

 The third was asked about the coat itself with the home visitor responding, “yeah, 

something new.”   

 The remaining home visitors indicated parents did not respond to the white coat.   

 One home visitor expressed “I don’t think it fazed them.”  

White coat perception 

 A majority of the home visitors (60%) indicated that they perceived others 

wearing a white coat, differently, prior to participation in the study.  

 “Yes, I would immediately think it’s a doctor, lab person, nurse.” 

 “I guess it depends on the setting. If you’re in a hospital or doctor’s office, it goes 

along with the territory. Seeing people outside of the setting... I don’t know. 
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White coat perception before 

 Two home visitors indicated a difference of perception after participating in the 

study, with one indicating, “I would say probably I wouldn’t assume they were a 

doctor or a nurse or science or something. I guess it would have changed a little 

bit now that I’ve participated in it.” 

Research Question #3 

 Research question three asked, “Does attire affect the level of value the client will place 

on the information the home visitor provides?”  To address this question, each item 

answered by the families was analyzed against the two conditions.  Results of the 

Pearson’s Chi-square analyses are presented in Table 5. 
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Table 5.   

Chi-square Analysis for Feedback Items on White Coat Condition 

Statement χ² p 

My home visitor was on time and was prepared to visit with me 0.458 0.795 

My home visitor shared knowledge effectively 0.164 0.686 

I feel that my home visitor accepts me 1.379 0.240 

My home visitor showed respect for my family, needs, and culture 0.176 0.674 

I understood what my home visitor told me 0.042 0.838 

My home visitor encouraged me to ask questions 1.207 0.547 

I feel I can trust my home visitor 1.452 0.484 

I feel my home visitor will help me understand my baby's development 
and parenting 

0.316 0.854 
 
 

 
As indicated in Table 5, there are no significant differences for how participants 

responded to any of the items, based on the two conditions. Therefore, it is unlikely that 

the presence of the white coat impacted how much they valued the information provided 

by the home visitor. 
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Research Question #4  

 Research question four asked, “Does attire affect the likelihood a client plans to utilize 

the information and suggestions a home visitor offers?”  To answer this question, an 

independent researcher interviewed the home visitors (indicated above). The following 

responses provided insight based on the home visitor’s perceptions: 

 “I don’t think people understood what it was.  Maybe she’s wearing a white coat. 

They didn’t say anything or give me different looks.” 

 “Most of our girl’s [sic] think we’re nurses regardless.  Families will say, ‘my 

nurse is here’, I think it goes back to many years ago, we had nurses go out, it 

stayed with people.” 

 “No one said anything about it which surprised me”  

 
Based on the perceptions of the home visitors and the responses of the families, on the 

feedback forms, it is reasonable to conclude that attire did not affect the likelihood that 

the client plans to utilize the suggestions a home visitor offers.   

 
 

Summary 
 

Qualitative and quantitative data were used to answer the proposed research 

questions. An Independent Samples t-test was used for research question one and 

revealed that there was no difference between families’ perceptions of home visitors, 

with or without the white coat, based on the total of their responses.  The coded responses 

from the home visitors revealed that home visitors, for the most part, did not feel 
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different when wearing the white coat.  However, in two instances, the home visitor may 

have felt physically uncomfortable wearing the coat and, possibly, the message it 

projected.  Chi-square Analysis was used to address research question three, indicating 

that there were no statistically significant differences on any of the eight items based on 

the two conditions, making it difficult to conclude if participants would place a greater 

value on the information offered by the home visitor based on attire.  Research question 

four re-examined all the qualitative data from the home visitor’s feedback and concluded 

that wearing the white coat or not did not affect the likelihood that clients would utilize 

the information provided.   
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Chapter V 

Discussion 

Summary of Findings 

This research aimed to provide a better understanding of the current home visiting 

programs implemented across the country in an attempt to address and mitigate the many 

social issues facing at-risk pregnant women and families with young children.  Although 

both state and national programs have been in place for over twenty years, research has 

produced minimal evidence of improved family outcomes or identified a particular home-

visiting model that affects the most positive impact on a family.  This study sought to 

investigate a crucial aspect of effecting change in behavior as a value that a potential 

home-visiting recipient might place on the information offered by the home visitor and 

the likelihood of their using this information in the future.   

 The information for this study was collected by a feedback survey administered to 

first-time eligible clients during their initial home visit by one of 10 trained home visitors 

employed by one county wide program. The identified treatment condition was the attire 

of the home visitor, wearing either regular work attire or a white coat, frequently equated 

with medical personnel.  Additional qualitative information was gathered through 

individual interviews with the participating home visitors. Prior to beginning the home 

visit, home visitors knew they would need to wear a white coat during the visit if 

randomly selected to do so (treatment condition); otherwise, they did not wear the white 

coat (control condition), and therefore, conducted the visit in their regular work attire.  



 
 
 

57 
 
 
 
 

The participating home visitors all held degrees in the area of education, Early Childhood 

Education or social services with none having medical backgrounds or degrees.   

 The focus of the survey was to assess if the client responded differently to the 

survey when the home visitor was wearing the white coat or if it had any impact on the 

client evidenced by either verbal or written comment on the survey. Additionally, the 

individual interviews with the home visitors explored their feelings and experiences 

while participating in the study and wearing the white coat during the visits.   

The data analysis for the current investigation included Pearson’s Zero-Order 

Correlation t tests, and chi-square analyses was reported. All data were tested for the 

tenability of meeting statistical assumptions. Qualitative data were collected by 

interviews with participating home visitors conducted by research assistant. 

This study addressed the following research questions: 
 

1 Does the home visitor’s attire affect the perception a client develops during the 

initial home visit? 

2. Did the home visitor feel differently when he or she conducted home visits 

while wearing the white coat? 

3. Does attire affect the level of value the client will place on the information the 

home visitor provides? 

4. Does attire affect the likelihood a client plans to utilize the information and   

    suggestions a home visitor offers? 

The individual home visitor interview included the following questions: 

1. Approximately how many times did you wear the white coat? 
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2. What was your impression of wearing the white coat? 

3.  Did any parents respond to the fact that you were wearing the white coat? 

4. Do you perceive people differently if they were wearing a white coat?  Did you        

   before your participation in this project? 

The finding of the research suggests there is no significant difference in a clients’ 

perception or value placed on the information provided by the home visitor based on their 

attire.  Interviews with home visitors indicated they received minimal questions or 

comments from clients regarding their attire.  Two of the ten home visitors did express 

some physical discomfort with wearing the white coat based on mobility and the added 

layer of clothing. 

Research Questions Answered by Participant Data 

 The questions developed for this investigation sought to assess the perceived 

value a client placed on the information provided by the home visitor based on their 

survey responses completed at the end of the visit. All home visitors were trained in and 

utilized a non-medical home visiting model.  The survey was conducted only on the 

initial home visit with newly-enrolled clients in the program. 

 The first question asked, “Does the home visitor’s attire affect the perception a 

client develops during the initial home visit?” and was designed to explore initial 

impressions developed by the client based on the home visitor’s attire. Current home 

visiting programs utilize a range of individuals to conduct visits including para 

professionals, social workers (or similarly degreed) and nurses, which would suggest 

individual attire would be varied as well. This question was asked with the intent that the 
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results could be beneficial in understanding what home visiting models and professional 

degrees held by home visiting staff might influence families to make changes.  This 

assumes that the nurses conducting home visits would wear typical medical attire such as 

scrubs or a white coat over their clothing.  

The second question asked,  “Did the home visitor feel differently when they 

conducted home visit while wearing the white coat?” and sought to investigate the 

feelings and perceptions home visitors noted while conducting the home visits, with or 

without the white coat.  Since all participating home visitors held non-medical related 

degrees, they did not typically wear the white coat in their normal work activities.  

Further, it sought to identify their own preconceived perceptions of people wearing a 

white coat and if those changed after being part of the study.  Finally, the question 

assessed the number of times they recalled having clients comment or ask questions when 

the home visitor wore the white coat. 

The third question asked, “Does attire affect the level of value the client will place 

on the information the home visitor provides?”  This question sought to identify any 

potential difference a client may perceive of the value of the information provided by the 

home visitor.  The intent was to explore the potential that a client may perceive a medical 

person as more knowledgeable and the information provided of greater value and worth.   

The fourth question, “Does attire affect the likelihood a client plans to utilize the 

information and suggestions a home visitor offers?” was included to provide information 

on the perception of the client in regard to utilizing the information provided and the 

likelihood the client will follow through with the information provided by the home 
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visitor.  Again, this question was analyzed comparing responses of those with or without 

wearing the white coat.   

The design of this study was formulated to gain insight into the underlying 

matters that truly can affect change in families with multiple social issues.  These 

findings might provide valuable information in assessing the multiple home-visiting 

programs utilized across the country and their varied costs.  

Implications of Research 

Home visiting programs have experienced rapid growth and expansion over the 

past twenty years and have seen the expansion of many evidence-based home-visiting 

models.  Those models are implemented with the expectation that home visitors have the 

goal of addressing maternal and newborn health, family self-sufficiency, referrals to 

community resources, school readiness, prevention of injuries, and reduction of child 

abuse, crime, and domestic violence (Adirim & Supplee, 2013).  Despite these efforts, 

desired outcomes have been minimal, at best, and inconsistent across programs. At the 

same time, funding for program implementation continues to dwindle with estimates of 

up to a 14% gap between the funding needs and levels allotted by federal and local 

governments (Joseph & Liebman, 2013).  Numerous research studies exist that 

investigate the success of various evidence-based programs and examine which programs 

are most effective in changing behavior of at-risk families. These programs differ in 

model design and implementation as well as expected staff requirements such as nurses 

or social service staff. For the purpose of this study, paraprofessional programs were not 

examined or included in the design.   
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This research explores one of the most basic aspects of the question of client 

perception and value placed on the education offered during the visit based on the attire 

of the home visitor: the white coat suggesting medical personnel or regular work attire.  

These findings might be especially valuable when looking at salaries of nurses compared 

to Social Workers, especially in light of the predicted funding shortfalls.  According to 

the United States Department of Labor (DOL) statistics for 2016, the median income for 

nurses was $68,450, compared to social workers’ average income of $46,890. 

The findings of this study suggest no significant difference in the value placed on 

the home visit information, the utilization of the information provided or the home 

visitors, themselves, based on 190 completed surveys.  As indicated in Table 1 (above), 

there were no responses disagreeing or strongly disagreeing with any items on the survey. 

The highest response rate fell into the agree and strongly agree categories with minimal 

neutral responses.  An analyses using the Pearson’s Zero-Order Correlations for the eight 

items was conducted and found all items to be highly correlated, while the estimate of 

reliability of these eight survey items was found to be excellent per Cronbach’s Alpha, α 

=.890.  An independent sample t-test was conducted examining the score across the two 

conditions indicating there are essentially no differences between the score for the White 

Coat visit scores and the No White Coat visit scores. Results of the Independent Samples 

Test indicated that there were no significant differences, t (188) = -.513, p = .609.  

The Coded Summary of Responses from home visitors’ interviews demonstrated few 

comments from the parents about their attire and expressed minimal impact on their 

feelings about their wearing the white coat. A Chi-square Analysis for Feedback Items on 
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White Coat Condition demonstrated there were no significant differences for how 

participants responded to any of the items, based on the two conditions.   Therefore, it is 

unlikely that the presence of the white coat impacted how much they valued the 

information provided by the home visitor. 

As discussed in this study, there are various home visiting models utilized across 

the country.  Each evidence-based model includes the qualifications necessary for the 

home visiting staff and additional training they must receive to be qualified to conduct 

home visits.  Some research has demonstrated findings that medical personnel, 

specifically nurses, are best equipped to effect change in the lives of the at-risk 

population being served through home visiting. This research further suggests that this is 

partially based on the long-held belief that nurses are knowledgeable, caring, and 

trustworthy.  This was also supported by the interviews held with the home visitors 

participating in this study who said they held preconceived notions about people wearing 

a white coat.  Subsequently, some felt they may not hold those pre-established beliefs 

after participating in the study.    

Existing research investigating outcomes for other evidence-based home visiting 

programs that do not utilize medical personnel in conducting home visits reports similar 

success rates in working with families.  Unfortunately, most research indicates minimal 

impact and changes based solely on home visiting services. The results of the current 

investigation might suggest that clients receiving home visits appear to place greater 

value on the information received and plan to utilize it in their day-to-day interactions 

with their child based on their perception of the home visitors’ professional background.   
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As suggested by the statistical analysis of this research, no essential difference 

was found in the survey results based on the attire of the home visitor.  The responses by 

the clients demonstrated an overall acceptance and satisfaction with the home visitor and 

the information provided during the initial home visit.   

The interviews with the home visitors involved in the study revealed a discussion 

around their perception of attire and its impact on families.  They noted very few 

instances of clients acknowledging their attire and expressed they basically felt no 

different when wearing the coat. However, during the interviews several of them raised 

the prospect of wearing medical scrubs as their daily attire.  Their justification for this 

request typically suggested their comfort while making numerous home visits daily.  In 

addition, some indicated they found the white coat to be uncomfortable and somewhat 

restrictive for their work in the homes that often required floor activities, thus their 

preference was not to wear the white coat over their work clothing. Furthermore, they 

added that conditions in the homes are sometimes environmentally unclean and scrubs 

can easily be changed during the day if necessary and laundered daily.  Finally, a factor 

that was not addressed by the home visitors but may be an underlying justification is that 

of the low salary earned by many of the social service staff and the risk of ruining their 

clothing during visits thus adding to their personal cost.   

Recognizing that the goal of all the home visiting programs is to affect positive 

change in families’ behaviors, it might be valuable to explore the understanding of attire 

and how it affects credibility with clients, thus leading to placing greater value on the 

information presented during the visit.  Although professionalism has been characterized 
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as an elusive concept, Hammer (2000), suggested that professionalism is a combination 

of behaviors, demeanor, courtesy, and politeness in working with patients, peers, and 

other professionals.  Home visiting programs do not typically define the participants as 

patients, but this definition can easily be extrapolated to include those involved in home 

visiting programs.  In a study investigating the perceptions of individuals providing 

virtual health counseling, Parmar, Olafsson, Utami, and Bickmore (2018) found that the 

individual wearing a white coat was perceived as trustworthy, credible, caring, and 

inspired continued interaction with the counselor.  Furthermore, the participants equated 

attire with expertise, knowledge trustworthiness, and attentiveness also leading to 

increased decision confidence. This relationship between attire and credibility was further 

supported by Lightstone, Francis, and Kocum (2011) who found that students perceived 

professors as more credible when wearing formal attire than those wearing more casual 

clothing.   

Many of the home visiting programs focus on working with families in lower-

income urban settings. A study conducted by Jennings, Ciaravino, Ramsey, and Haydel 

(2016) on doctors and attire in urban settings could apply to the importance of being 

thoughtful in choosing attire for home visiting staff.  Their findings indicated that some 

preference for the doctor wearing a white coat or scrubs inspired confidence and 

influenced patient perception of character and their abilities.   

These findings would support the current investigation that, although there was no 

difference between wearing the white coat or not, all home visitors were dressed in 

professional attire while conducting the visit. Research questions one, three, and four all 
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sought to assess the perception of the home visitor, the value of the information, and the 

likelihood of utilizing the information.  This might suggest that the importance of 

wearing a white coat or standard work attire is not as significant as professionalism, and 

attire that is considered professional for the setting. In a study by Ruetzler, Taylor, 

Reynolds, Baker, and Killen (2012), they supported that one’s personal presentation has 

long been held to affect perceptions of competence and capabilities.  The question that 

still remains is what is considered to be acceptable and perceived as professional?  Would 

the shift to home visitors wearing scrubs be perceived as professional by the home 

visiting clients and would there be any impact on affecting change?   

Limitations of the Study   

 Utilizing a survey completed during the home visit may be construed as a 

limitation due to the possibility of respondents’ distrust of the confidentiality of the 

results and how their completing the survey may affect their on-going services through 

the program. This method of collection was selected due to the nature of the clients 

surveyed and difficulties they may face in returning a survey via mail. The voluntary 

nature of completing the survey and the clients’ willingness to complete and return the 

survey resulted in a small-sample size.  

Examining only one home visiting program utilizing non-medical personnel may 

limit the data.  All families received services as prescribed by the home visiting model 

and all home visitors had been adequately trained.  This study did not investigate the 

level of degree the staff held, i.e., associate, bachelor’s, or master’s degrees.  Neither did 

it control for the years of experience the home visitor has with the agency.  Due to the 
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random method of assigning home visitors, no effort was made to assign home visitors to 

particular clients so there was no control for personal attributes of the visitor. 

Finally, this investigation may be limited based on the reliability of randomization 

of determining to wear the white coat or not by home visitors.  Noteworthy is that a 

premise of this investigation was the assumption that attire suggests a level of knowledge 

and value based on the accepted level of stature placed on the medical profession. 

Recommendations for Further Research 

 The results of this study suggest that client acceptance of the home visitor or the 

information being provided is not impacted by the attire of the home visitor. Since the 

evidence-based home-visiting models indicate prescribed dosage and length of 

participation as an indicator of positive outcomes, a longitudinal study might be useful in 

identifying the length of time the families remain in the program based on the profession 

or perceived profession of the home visitor.  This information could be beneficial in 

understanding factors promoting participant retention. Guttentag et al. (2014) suggest that 

the attrition rate of participants also limits the interventions and suggests that further 

research be explored in short-term focused intervention to decrease the level of attrition 

which could be of value in supporting the retention of participants.  Examining retention 

and attrition of participants was also explored and suggest “Future studies examining visit 

attendance should consider patterns of attendance in addition to dose” (Holland et al., p. 

62). 

Additional research would be beneficial to investigate the impact of home visits 

comparing professionals and paraprofessionals.  Although measurement may be difficult 
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it might be beneficial to study the relational impact has on client acceptance of the 

information and value.   

A follow-up study to this one using similar home visitors and staff wearing the 

requested medical scrubs during the visits as opposed to traditional work attire might give 

further insight into the level of importance attire represents on client perception of the 

value of the information provided.  

Reliable, additional research could have implications for funders and decision-

makers in choosing the home visiting model they want to endorse. As funding sources 

continue to be reduced, the cost of implementing a home visiting program will be 

scrutinized more intently.  The ability to demonstrate the most cost-effective model will 

be paramount in providing not only the best program for individual communities but one 

that has potential to reach the largest number of participants.    

Conclusion 

 Home visiting programs have employed various approaches to reach out to at-risk 

families for the past two decades across the country.  Although various models have been 

used, the overall approach has been providing services and education to improve their 

parenting skills and overall life situation. Yet, despite these efforts, desired outcomes 

have been minimal, at best, and inconsistent across programs.  At the same time, funding 

for program implementation continues to dwindle at the state and local level.  This 

research offers findings that suggest formal training may not have a significant impact on 

the value a client places on the information presented at the initial home visit and the 

likelihood of using the information in the future.  
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Clearly, there is a need to provide increased services to the most at-risk families 

and children.  If home visiting is to be included in these approaches, research must 

continue to assess impact, cost, and expansion of appropriate and successful programs.  
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