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Examining Caseload Issues in Home Visiting Programs
Introduction
The majority of home visiting programs that exist in the United States target highly vulnerable,
at-risk families living in fragile situations. Jones-Harden (1997) describes these “psychologically
vulnerable” families as individuals who are “experiencing pervasive stress on a daily basis over time and
who typically experience more than their share of devastating episodic crises.” Because of the high
needs and intensity of service delivery required by families with such vulnerabilities, it is important for
home visiting programs to provide an intensive, well coordinated and highly specialized range of
services. Such an individualized and intensive approach can be extremely challenging for service
providers, program administrators, and researchers trying to deliver the services and to document
outcomes. Among the important issues to be considered are the levels of service needs required by
families experiencing extreme and chronic levels of adversity and how these needs impact the home
visitors providing the services. Caseload intensity is an issue that has been raised for decades by
providers of early intervention services in family homes. Adequate measures of intensity and indicators
of appropriate caseload sizes have not been clearly established or developed.
Throughout the external evaluation of the California MIECHV funded home visiting programs,
caseloads emerged repeatedly as a key area and “hot topic” for attention, including a need for review of
caseload size and requirements established by program models, methods of client assignment, collection
of information on client needs and risks, and intensity of the services provided by home visitors to meet
child and family needs. Home visitors shared their experiences in serving families living in chaotic and
challenging environments during interviews. Likewise, reflective supervisors shared their thoughts on
weaknesses of the program with common concerns about caseload sizes. For example, supervisors
reported that clients often have very high, unmet needs, that there are challenges in driving between
homes that are located long distances apart, and that sometimes programs are unable to screen all
eligible clients due to time constraints. When home visitors leave a program and clients need to be
reassigned, supervisors have difficulty making appropriate assignments while still considering program
requirements for specific numbers of families in each home visitor’s caseload. This is also a concern
when new staff (often unexperienced) are hired and must be assigned the next 25 families referred to the
program, without attention to acuity levels or geographic locations of the families because all other staff
have “full” caseloads. The MCAH Directors echoed similar concerns about caseloads and indicated that
this would be an area for programs to examine and modify in order to improve home visiting programs
in the future. Specifically MCAH Directors suggested eliminating the client caseload requirement of 25
families because it is too high and stressful for the staff; that the number of total families being served
by home visitors should be flexible depending on client needs and acuity levels; and that there is a need
for lower caseloads because families move frequently, with significant time expended in tracking.
Tables 1 and 2 provide examples of the amount of time in a week typically needed to provide all
aspects of home visiting program services. Table 1 illustrates how 40 hours could easily be spent in
providing home visiting services to a mixed group of 4 families with varying needs if significant crossagency collaborations on behalf of the family are occurring along with long drives, longer home visits
due to crises, and extensive paperwork and reporting as services increase. Table 2 shows clearly how
more than 40 hours may be needed just to get through the “basic” requirements of serving 25 clients
4
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with mixed needs. This includes time in the home, driving back and forth to the home, gathering
resources, meetings with other agencies working with the family, phone calls, reporting and data
documentation, supervision, staff meeting, and limited professional development/training time. Having
home visitors complete a similar table using a sample couple of weeks for each family that they are
serving could be extremely useful in helping supervisors, program directors, and funders to understand
the complexities of service delivery and the significant amount of time needed to meet the needs of the
high risk families typically referred for home visiting services. Examination of these two tables helps
frame the need for a deeper examination of caseload requirements, common caseload sizes, the need to
“triage” assignment of new families to home visitors, and how intensity of services being delivered and
family crises may interfere with home visiting program curricula.
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Table 1. Intensity and Encounter Chart of Home Visiting Services (Mixed Client Risk
Level)
Example of how to quantify caseloads by client risk level and document the time spent on different work
tasks including the frequency of each in a typical week.
Client #
Risk Level
How
How
How much
What is the
Supervis Total
many
long is
time is spent amount of
ion,
Hours
visits
each
OUTSIDE
Driving
Training Spent on
per
visit in the home on
Time,
, PD, &
this Client
week? the
other
Reporting
Other
(sum of all
home? encounters?
Time, Phone
hourly
(in
(i.e. DCFS,
Calls &
columns)
hours) court, school Other Time
visits,
spent on
resources,
client per
IEP)
week
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Client 1
J. Doe

Low

1 time

1 hrs

n/a

1 ½ hr (rt
drive time;
reporting)

½ hr

3
hours/wk

Client 2
B. Smith

High

2 times

3 hrs

4 hrs (court,
DCFS reports,
school visits)

2 hrs
(supervis
ion,
webinar)

17
hours/wk

Client 3
B. Bob

Moderate

1 time

2 hrs

1 hr
(resources)

2 hrs
(supervis
ion, staff
meeting
for PD)

7
hours/wk

Client 4
J. Dean

Erratic

2 times

3 hrs

2 hrs (IFSP
meeting)

5 hrs (drive
time, meet
SW, calls to
court;
reports)
2 hr (drive to
home and to
Community
Partners to
get
resources;
reporting)
4 hrs drive to
home, Part C
office;
reporting

1 hr sup

13
hours/wk

Total
Number of
Clients
Seen= 4

Total
Hours
of
Visits in
home=
15 hrs

40 hours
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Table 2. Intensity and Encounter Chart of Home Visiting Services (25 Client Mixed
Caseload)
Example of caseloads by client risk level and documentation of time spent on different work tasks
including the frequency of each in a typical week.
Clients
Risk
How many How
How much
What is the Supervisi Total Hours
Level
visits per
long is
time is spent
amount of
on,
Spent on
week?
each visit OUTSIDE the Driving
Training, this Client
in the
home on other Time,
PD, &
(sum of all
home?
encounters?
Reporting
Other
hourly
(in
(i.e. DCFS,
Time, Phone
columns)
hours)
court, school
Calls &
visits,
Other Time
resources,
spent on
IEP)
client per
week
10 Clients
Low
1 time
1 hr each n/a
1 ½ hr each 1/2 hr per 13 hours/wk
every other (5 hrs
(rt drive
week
week
total per
time;
week)
reporting)=
7.5 hrs total
per week
5 Clients
High
1 time
1 hr (5
½ hr per client 5 hrs total
½ hr
13 hours/wk
hrs total) (resources,
(drive time;
(supervisi
other
meet CPS,
on)
agencies)= 2.5 calls to court;
hrs
reports)
10 Clients
Moderat 1 time
1 hr = 10 1 hr
5 hrs total
1 hr
18
e
hrs total
(resources)
(drive;
(supervisi hours/wk
reporting)
on; staff
meeting)
Total
Total
Total: 3.5 hrs
Total: 17.5
Total: 2
44 hours
Number of
Hours of
hrs
hrs
Clients
Visits in
Seen= 25
home=
with 15
20 hrs
seen
weekly and
10 seen
every other
week
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Overview of Report. This report focuses on the development of the Home Visitor Caseload Intensity
Tool and presents the summary findings from the California Maternal, Infant, and Early Childhood
Home Visiting (MIECHV) Program external evaluation. This evaluation project was led by Karen
Moran Finello, PhD, at the WestEd Center for Prevention and Early Intervention. The WestEd
evaluation team developed a new tool to capture client high-risk characteristics and measure caseload
intensity. This was piloted with home visitors at competitive-funded program sites throughout
California. Each home visitor that was hired to provide MIECHV funded services was asked to complete
this form in 2016 as part of the evaluation activities. The home visitors included in this preliminary
sample were from programs that followed either the Nurse Family Partnership (NFP) evidence-based
model or the Healthy Families America (HFA) evidence-based model. The process of developing this
form is discussed along with a detailed description of the tool. In addition, the use of the tool in the
California MIECHV programs is highlighted and preliminary findings are shared. It is hoped that this
report will highlight the need and importance for measuring caseloads and will clarify the utility of the
Home Visitor Caseload Intensity Tool so that other home visiting and early childhood programs can use
this in the future.

Development of the Home Visitor Caseload Intensity Tool
The purpose of developing the Home Visitor Caseload Intensity Form (Finello, 2016) was to
create a tool to gather quantitative data from home visitors about their current caseloads and the intensity
of clients served in home visiting programs. The goal was to create a simple, user-friendly tool for home
visitors indicating the high-risk characteristics that are present in the families and to provide ratings of
service intensity for each family served. Efforts were made to keep the form concise and clear so that
home visitors would not feel burdened with more data collection and paperwork requirements as part of
their already demanding workloads. The development of this tool was an iterative process in which
information shared during on-site interviews by home visitors and program staff was analyzed and used
to refine questions for the purposes of a quantitative tool. The Home Visitor Caseload Intensity Form is
based on the experience of the Principal Investigator (Finello) in running home visiting programs in very
high risk communities for nearly 30 years and information gathered during site visit interviews from
home visitors and supervisors about caseload requirements and the intensity of services needed by home
visiting clients across the state.
The intent was to gather quantitative data about the MIECHV client risk characteristics for those
families being served by home visitors participating in this external evaluation. Along with the extensive
qualitative data gathered during the on-site visits at two times (baseline and follow-up periods), we
hoped that this new tool would allow us to quantify and add critical information about caseload
requirements to help inform the California Home Visiting Program, program model developers, national
leaders, and stakeholders about the needs and characteristics of families in home visiting programs.
During site visits conducted at both baseline (2012 - 2013) and follow-up (2014) phases, home
visitors were interviewed and asked specific questions to capture their caseload intensity.
In addition, the county Maternal, Child, and Adolescent Health (MCAH) directors, home visiting
program directors/managers, and reflective supervisors were also interviewed and expressed their
concerns about caseload. The questions these individuals were asked included:
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Home Visitors:
§ What are some of the high-risk characteristics that you see in the families you are serving?
(e.g., teen parents, social isolation, substance abuse, mental health issues in parents, dd
parents, high poverty).
§ How much do you believe these high-risk issues interfere with the regular home visiting
curriculum or topics you are supposed to be addressing?
§ What is the approximate breakdown of family needs/service intensity on your current
caseload?
§ How many are very high needs & intense clients?
§ How many are moderate needs & moderate intensity clients?
§ How many are low needs & low intensity clients?
§ How many are another combination? And describe these clients.
§ What is the total number of families on your current caseload?
Reflective Supervisors:
§ What are the high-risk characteristics of the families being served?
Home Visiting Program Directors / Managers:
§ Please describe the complexity of clients served.
§ What are the top family needs?
§ Do any co-morbid conditions exist?
§ What are the challenges of working with the families served?
§ Do the families enrolled fit your community definition of “hard-to-engage?” If so, how?
This data was collected from home visitors, reflective supervisors, and program directors/
managers at ten home visiting programs during the 2014 site visits. Individuals shared their responses to
the interview questions along with providing anecdotal information. The raw data collected was mainly
qualitative, so it was analyzed by coding into common themes. As these themes emerged, responses
provided by each individual were grouped according to the high-risk category. This allowed for the
development of a list of the 26 high-risks reported, a count of the risks present in the families (by
informant), and comparison of type of risk reported by role (i.e., home visitors compared to supervisors
and directors). The top five most commonly reported high-risk characteristics across all roles were:
mental health, substance/drug abuse, teen parenting, domestic violence, and homeless families/housing
issues. Some respondents reported depression specifically as a mental health concern. The specific
findings from the interviews with home visitors and program staff were prepared in a separate report
(Summary Findings of Home Visitors’ Data, September 2015) and within the report, comprehensive
tables and figures were presented for the caseload sizes, needs and service intensity levels across sites,
frequencies of family-risk characteristics by role, the top five high-risks, and how risks interfere with
delivery of the home visiting curriculum. The data collected from informants was used to develop the
high-risk characteristic categories included on the Home Visitor Caseload Intensity Form. A total of 15
high-risk characteristics were used on the form.

10
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Home Visitor Caseload Intensity Form
The initial version of the Home Visitor Caseload Intensity Form was developed in spring 2015
and was submitted for review by the WestEd Institutional Review Board. Approval was granted and
plans were made to use this form during Phase II of the MIECHV external evaluation (2015 – 2016).
Project staff and family specialists (clinical service providers) conducted a beta-test of the tool to check
the format, review that the directions were easy to follow, and to test that the electronic file opened on
multiple devices. They also practiced entering sample data onto the form and insuring that raw data was
saved correctly, and that the form could be returned by either email or fax. Based on the feedback, some
edits were made to the layout of the form to fit onto full-pages, additional instructions were added to
clarify how to complete the client high-risk section, and a project member’s contact information was
included (for additional questions and to provide assistance if needed). Each time noticeable
modifications were made to the form, in December 2015 and February 2016, these were submitted to the
WestEd IRB for review. The Home Visitor Caseload Intensity Form was finalized in March 2016 and
approved for use (Finello, 2016) in the external evaluation in California. Each home visitor was asked to
complete the 5-page form documenting the risk characteristics of each family on his/her caseload, the
housing stability, and household crowding, to provide an estimate of service intensity for each family,
along with an estimate of how much family risks and crises interfere with delivery of program curricula.
In the first section of the form, home visitors were asked to provide personal demographics
including race/ethnicity, language(s) spoken, age, gender, along with describing their professional
background, education, and experience in home visiting. They were also asked to provide the length of
time in their current position, their employment level full-time equivalence (% FTE), and their current
rating of overall job satisfaction (using a scale of 1 to 10 with 10 being the highest).
The second section of the form included detailed directions on how to complete the 2-page chart
about high-risk characteristics for each family being served. This form was designed to gather
information for up to 30 families at a time. Specifically, home visitors were first asked to complete the
number of months each family had been receiving services, followed by the total number of people
living in the home (related and unrelated), and the total number of rooms in the house (excluding
bathroom but including kitchen). For each family, the high-risk characteristics were listed (in no
particular order) and home visitors were asked to place a check mark next to each high-risk that
described the family they were serving. There were a total of 15 high-risk categories and these refer to
the mother of the baby or to either the mother or father of the baby. The high-risk characteristics on the
Home Visitor Caseload Intensity Form are listed in Table 3.
After selecting the high-risk characteristics, home visitors were asked to rate the needs and
service intensity for each family using the categories provided on the directions page. These ratings
were: 1 = very high needs & intense service delivery; 2 = moderate needs & moderate service intensity;
3 = low needs & low service intensity; 4 = low needs but high service intensity; and 5 = high needs but
low service intensity. Finally, home visitors indicated whether family crises interfere with the home
visiting curriculum by using the numerical rating scale provided (rating of 1 to 4 with 1 as a lot to 4 as
doesn’t interfere). See Appendix 1 for a copy of the final form.
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Table 3. Family High-Risk Characteristics on Form
Child Developmental Issues

Maternal Depression

Parent Substance Abuse

Child Health Problems

Maternal Physical Health

Poverty

Criminal History of Parent

Maternal Trauma History

Teen Parent

Domestic Violence- current or
past
Maternal Child Protective
Services (CPS) History

Neighborhood Violence

Unstable Family Relations

Other Mental Health Concerns Unstable Housing
(mother or child)

Process
In March 2016, the Caseload Intensity Form was disseminated to 54 home visitors throughout
the state. Home visitors were sent a secure individualized email invitation that described the purpose of
the form and provided thorough instructions. Home visitors received the electronic version (Word
document) of the form that contained additional directions on how to complete the specific sections.
Timely reminder emails were sent; however, due to an initial low response, the deadline was extended a
few times to get more home visitors to participate. The Principal Investigator sent a final request to all
home visitors in early July to capture this important information as part of the external evaluation and so
that it could be presented at roundtable discussion workshops during the California Home Visiting
Summit in August, 2016. By July 22, 2016 a total of 21 home visitors (n = 21) had returned a completed
Caseload Intensity Form, resulting in a response rate of 39%.
Participants
The 21 home visitors who returned the Caseload Intensity Form worked in seven different home
visiting programs located in California. (Home visitors from five of the programs included in the
evaluation did not return any forms.) The seven programs in which the home visitors work follow either
the Nurse Family Partnership evidence-based model or the Healthy Families America model. Of the 21
home visitors, the majority self-identified as either Latino/Hispanic (n = 9, 42.9%) or Caucasian/EuroAmerican (n = 9, 42.9%). More than half, 61.9%, (thirteen home visitors) were bilingual, speaking
English and Spanish, while eight (38.1%) only spoke English. The mean age of this sample was 45.5
years old (SD = 13.1). All of the home visitors were female and indicated they held one or more
professional degrees including an Associates, Bachelor’s, or Master’s degree.
They were also asked to indicate length of time in their current home visiting position. About half
(n = 10) had been working in their position for 3 to 5 years. Only 2 had been working less than 6 months
and one had been working for more than 10 years. See Figure 1 for the frequency of length of time in
current position of this sample of home visitors.
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Figure 1. Home Visitors Length of Time in Current Position
12
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Preliminary Findings
The information in this summary report is based on the caseload information reported by 21
home visitors. All of the raw data from each form was entered into Excel and analyses were conducted
using SPSS statistical software. Some home visitors left certain items blank or did not answer for a
specific family so the total numbers and percentages vary as this was considered missing data. The
summary findings in this report focus on the following areas: caseload size, providing a description of
the families served, their length of time in services, housing situations, the type and frequency of highrisk characteristics, family needs and service intensity levels, and how family crises interfere with the
home visiting curriculum.
Families Served. The home visitors were asked to complete the form based on the number of
families on their current caseload. The home visitors caseload size varied depending on their level of
employment as either part-time or full-time equivalent (% FTE). Three home visitors reported working
part-time on home visiting at 25% to 50 % FTE. The caseload size ranged anywhere from 4 to 25
families. The 21 home visitors reported serving a total of 316 families in California. The results in this
report are based on the information reported for these 316 families only.
For each family on their caseload, home visitors were asked to indicate the number of months
that the family had been receiving services in the current program. The mean number of months for
13
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families receiving services was 13.4 months. This included families in the program for less than one
month to those receiving services for 47 months. The median number of months a given family from this
sample had been in the current program was 12 months.
Home visitors were asked for information about housing stability and housing conditions for
each family. They were asked to include the total number of people living in the home and the number
of rooms in the house since previous research has indicated an impact of household crowding on
parenting and early child development. On average, the number of people living in the home was 4.58 (n
= 308, SD = 2.07). This information was unknown or missing for eight of the 316 families. The total
number of people living in each family’s home ranged from 1 person up to 12 people. Home visitors
reported on the total number of rooms by excluding the bathroom but including the kitchen. For 262
families, this information was included and the average number of rooms was 3.63 (SD = 1.49). The
number of rooms ranged from zero to seven rooms total. This data was unknown or missing for 54 of the
316 total families.

Family Risk Characteristics Reported. As described, the Home Visitor Caseload Intensity tool
contained a 2-page chart for home visitors to select the high-risk characteristics that described each of
the families they serve. One or more risks could be selected from the list and risks could refer to the
baby or to either the mother or father of the baby. The 21 home visitors reported an average number of
3.64 risks per family. The number of risks for each family included in this sample ranged from no risks
to 13 out of the 15 risks being present.
It was not only important to quantify the number of risks each family faces but also to describe the
types of risk characteristics specifically. By having home visitors select from the list provided, this data
was gathered and organized for analysis. The most frequently reported risk was poverty. Over half
(59.18%) of the families being served live in poverty. This statistic corresponds with the data on housing
conditions and in addition to poverty, unstable housing was reported in a quarter (25.95%) of the
families. The top five most frequently reported risks across all families served were: Poverty (n = 187,
59.18%); Unstable Family Relations (n = 119, 37.66%); Teen Parent (n = 104; 32.91%); Maternal
Trauma History (n = 93; 29.43%); and Maternal Depression (n = 93; 29.43%). Again, as was shared
during interviews with home visitors, maternal depression came up as a top risk with almost 1 in 3
mothers (29%) experiencing depressive symptoms. Other mental health concerns of mother or child
were a risk in 5.7 % (n = 18) of families. Interestingly, about one in ten families presented with child
developmental issues (11.71%) or a criminal history of a parent (11.71%). These figures were similar to
what was reported in interviews with home visitors, reflective supervisors, and program directors with
the top risks being teen parents, mental health, maternal depression and unstable housing. (Because
home visitors could select multiple risks for each family, this was a multi-response analysis so the total
percentage exceeds 100%.) Table 4 provides the statistics for the family risk-characteristics for the
California MIECHV families currently being served.
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Table 4. Reported Client High Risk Characteristics
High-risk Characteristic

Frequency of Risk

Percentage

(Number of families)
Poverty

187

59.18 %

Unstable Family Relations

119

37.66 %

Teen Parent

104

32.91 %

Maternal Depression

93

29.43 %

Maternal Trauma History

93

29.43 %

Unstable Housing

82

25.95 %

Maternal Physical Health

79

25.00 %

Neighborhood Violence

75

23.73 %

Domestic Violence- current or past

70

22.15 %

Parent Substance Abuse

59

18.67 %

Child Health Problems

56

17.72 %

Maternal CPS History

42

13.29 %

Criminal History of Parent

37

11.71 %

Child Developmental Issues

37

11.71 %

Other Mental Health Concerns (mother or child)

18

5.70 %

Total number of risks reported =

1151

Family Needs and Service Intensity. Of the 316 families served, the majority were reported to have
moderate needs with moderately intense service delivery requirements (n = 116, 36.71%), or to have low
needs, requiring low service intensity (n = 115, 36.39%). Forty families (12.66%) were reported to have
very high needs requiring intense service delivery; nineteen (6.01%) were reported as having high needs
but requiring low service intensity, while twelve (3.80%) were reported as having low needs but
requiring high service intensity. For fourteen families (4.43%), information on needs was unknown or
missing. Since these figures were calculated as an aggregate for all 21 home visitors and the entire
sample of 316 families, it would be wise to look at this information in detail by home visitor. Figure 2
summarizes these findings.
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Figure 2. Family Needs and Service Intensity Levels
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Interference of Family Crises with Delivery of Home Visiting Curriculum. For the most part,
home visitors reported that family crises do not interfere with the delivery of the standard home visiting
model curriculum for 46% (n = 146) of the families served. However, crises do interfere for the other
44% (n = 141) of families served to varying degrees. Data indicate that crises interfere somewhat for
22% (n = 69) of the families, moderately for 12% (n = 37) of the families, and a lot for 9% (n = 29) of
the families. Some home visitors also indicated that risks interfere by writing in “yes” for 2% (n = 6) of
families served, and this was categorized into another level. The crises interference rating was not
provided for 9% (n = 29) of the families. Within this sample of home visitors, the majority (46%) said
risks do not interfere with delivery of the home visiting curriculum. To note, this figure is different from
verbal information provided by the home visitors interviewed in 2014 in which a total of only 11% said
risk doesn’t interfere. This could be due to the fact that on the caseload form they were asked about the
level of interference specific to each family whereas in the interviews it was a general question referring
to their overall caseload. It is also possible that home visitors who were more overwhelmed by their
caseloads did not have time or energy to complete the caseload form and return it to us. See Figure 3 for
a pie chart presenting these results.
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Figure 3. Family Crises Interferes with Home Visiting Curriculum

Missing / Did not
answer
2%
Yes
Interferes
9%

A lot
9%

Moderate
12%

Doesn't Interfere
46%

Somewhat
22%

Limitations
There was a 39% response rate from home visitors completing the caseload analysis form. These
figures are therefore based on 21 Home Visitors’ Caseload Analysis forms only. To note, five of the
twelve sites did not return any forms, so the data here is reflective of only the seven sites that completed
the forms. The 21 home visitors who responded reported serving a total of 316 families. It is possible
that home visitors who did not respond were more overwhelmed by their work, by the number of
families being served, and the intensity of service requirements and those factors contributed to their
lack of response; however without clear data we cannot be sure of this.
It would be very useful to have home visitors complete a chart for their caseloads illustrating the
time spent on specific aspects of service delivery for families that they would considered low, moderate,
or high intensity using a layout similar to that in Tables 1 and 2. Such documentation would clearly
specify how many hours are required to actually provide weekly (or bi-weekly) home visiting services to
25 families and lend further support to any analyses of caseloads. It would also provide valuable insight
to reflective supervisors providing support to the home visitors and to program management and
funders.
Discussion
Among the risk conditions typically seen in many of the families targeted for service by home
visiting programs are high rates of poverty, low education levels, substance use, domestic and
community violence, mental health concerns (both diagnosed and undiagnosed) in the parents,
geographic and social isolation, and histories of trauma. Many of these risk characteristics were
17
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described in the Adverse Childhood Experiences (ACE) study of 17,000 adults as powerful determinants
of later adverse outcomes in physical health, mental health, education, risk behaviors, and social wellbeing (Anda et al., 2006; Anda & Felitti, 2014; Chapman et al., 2004; Dube, Anda, Felitti, Edwards &
Williamson, 2002), in addition to premature death (Felitti et al., 1998). Research reveals that adverse
early experiences may impact health and developmental outcomes through accumulated damage to the
system over time or by becoming biologically embedded during sensitive periods of development
(Center on the Developing Child, 2007; National Scientific Council on the Developing Child,
2005/2014; Shonkoff, Boyce, & McEwen, 2009; Shonkoff et al., 2012). Multiple adverse conditions
experienced persistently over time require buffering through the protective influences found in stable,
positive caregiving. Infant and early childhood prevention and intervention programs, including home
visiting, are designed to support families and improve their capacity to buffer young children from toxic
stress and to reduce educational and health disparities (Garner, 2013). Home visiting offers
opportunities for parents with their own adverse childhood histories to develop a new understanding of
positive relationships and to become positive buffers in their children’s lives. Garner postulates that
home visiting has the potential to minimize the impact of early childhood adversity if it is “informed by
the biology of early brain and child development” (Garner, 2013 p. s65). Evidence-based early
childhood programs such as home visiting lead to multiple long-term positive health and social
outcomes, including the potential to target and reduce the “stress related roots of social class disparities
in health” (Shonkoff et al., 2009, p. 2256). Thus, it is critical that families experiencing significant and
long standing risks be provided with the supportive early intervention services offered in home visiting
programs. In addition, it is important to look at the broad continuum of services required to reduce the
impact of early childhood adversity and to ensure that services needed by parents are received to allow
them to provide the buffering and support young children require to manage the adversities encountered.
While families receiving the highest dosage of services have been shown to benefit the most
from home visiting and early intervention services (Howard & Brooks-Gunn, 2009; Nievar, Van Egeren,
& Pollard, 2010), families with the highest needs may not receive the most intensive or focused services,
the planned number of visits, or the array of services intended by the program. Further, although studies
have indicated greater benefits for families with the highest number of risk factors (Gomby, 2000), such
families may be more apt to drop out of services early, to not fully engage in services, or to not accept
services at all (Gomby, 2000; Eckenrode, et al., 2000). In addition, the issues addressed during home
visits with families experiencing the most risks and crises may not be focused directly on the young
children, but instead on critical needs for basic services and supports (e.g., food needs, housing
concerns, legal issues) and crises experienced by the families being served. Families that exhibit the
highest risks may also not participate as fully in services due to their time being diverted to handle other
life crises. Unfortunately, some programs chose to limit enrollment of the most high risk clients in order
to maintain better rates of family retention, to limit the overload experienced by home visiting program
staff, and to demonstrate stronger measured outcomes. These issues are important and a significant
element of the need to adequately demonstrate the level of service intensity for families enrolled in
programs and to explain both attrition rates and differing program outcomes.
Accommodations may need to be made in home visiting curriculums or schedules in order to
work most effectively with family crises, concrete needs, and looming family concerns. Families living
in high risk communities often have significant needs for concrete assistance and access to resources.
Maslow’s hierarchy of needs (Maslow, 1943) highlights the value of building from the basics—few of
us can respond to complex developmental and psychological interventions if we do not have food or a
place to sleep, yet there is often an expectation for families who have experienced job losses, whose
cupboards are bare and who are facing eviction to meet with the home visitor and talk about their young
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child’s health and development without attention to the elephant in the room. Home visiting staff must
be assisted in developing an appropriate array of concrete resources that they can tap when needed, and
must be assisted in understanding how to help families to access such resources without assistance. In
addition, the overwhelming mental health needs seen in families being served creates an additional layer
of service needs that are rarely included in the design of home visiting programs and adds to the burden
of individual home visitors in managing the time needed to meet all requirements.
Finally, immersion in the realities of the challenges of family living situations can create
significant psychological burden on the home visiting professional. The stressors of the job go well
beyond long drives, heavy traffic, failed appointments, unsafe homes and neighborhoods, and the
isolation of field based work. Administrators must be realistic about the environments in which home
visitors are immersed and must offer support and encouragement for staff to make difficult decisions
about when risks may be too great to continue to provide home based services. Program staff must also
be supported in using their judgment when determining that it may be necessary to say “no” to ongoing
requests that reflect dependency or lack of effort in order to build a family’s own skills. Providing
support while simultaneously developing family empowerment requires some agility, practice and
mentoring through reflective supervision processes.
We believe examination of the impact of multiple family risk factors upon service delivery,
burnout in home visitors, and program capacity is critical to establishing more realistic service
requirements across the nation and insuring that our highest needs families continue to be served. We
encourage continuing analysis of caseload intensity including the use of this form in home visiting and
early childhood programs in order to more adequately plan for the time required to provide the services
needed by our families experiencing the highest levels of risk. This information will provide supervisors,
program directors, and funders additional information about the types of families being served, the
family needs (low, moderate, high), and the service intensity and how this impacts the provision of and
types of services offered. Program directors, policymakers and evaluators can use the data to understand
the common risks families have in a population or community and to build the infrastructure needed for
home visiting staff to receive ongoing support and training around dealing with specific risk factors, to
make adjustments to caseload sizes based on families served, and to offer consultation as needed to
program staff and families. Attending to caseload intensity would contribute to a better understanding of
retention and attrition factors, and provide strategies to reduce attrition in families and burnout in
program staff.

______________________________________________________________________________
For further information and permission to use the Home Visitor Caseload Intensity Tool
(Finello, 2016) please contact the Principal Investigator, Karen Moran Finello, PhD, directly at the
WestEd Center for Prevention and Early Intervention. Contact information for Dr. Finello is email:
kfinell@wested.org and office phone (626) 574 - 6904. This report is posted and publicly available on
the California Center for Infant-Family and Early Childhood Mental Health website which can be
accessed at: http://cacenter-ecmh.org
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Appendix 1

Home Visitor Caseload Intensity Form
(Finello, 2016)
1. Home Visitors demographic characteristics.
a. Race/ethnicity:
i. Latino/Hispanic
ii. African American
iii. Asian/Pacific Islander
iv. Native American
v. Caucasian/Euro-American
vi. Mixed/Biracial ______________
vii. Other __________________
b. Language(s) spoken:
i. English
ii. Spanish
iii. Chinese: Cantonese/Mandarin
iv. Hmong
v. Korean
vi. Tagalog
vii. Italian
viii. Russian
ix. Other ___________________
c. Age: __ __
d. Gender:
i. Female
ii. Male
2. Describe your professional background.
a. Degree(s): (fill-in)
____________________________________________
____________________________________________
b. What home visiting programs have you worked in (provide name of program, who target
clients were, and whether it followed a standard home visiting curriculum, such as NFP,
PAT, HFA, etc:)
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
c. Length of time in current position:
i. Less than 6 months
ii. 6-12 months
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iv.
v.
vi.
vii.
viii.
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12-18 months
18-24 months
24-36 months
3-5 years
5-10 years
10 years +

3. What % FTE are you currently working? __ __ __
4. Rate your overall level of job satisfaction on a 1-10 scale with 10 being the highest: __ __
Please fill out the attached chart describing the high risk characteristics of each family you currently
have on your caseload. Please use one column per family. If you have more than 30 families on your
caseload call (insert staff name and contact number) for instructions.
Use the following instructions to complete the form.
a) Include the number of months each family has been receiving services in this current
program.
b) Include the total number of people living in the home (related and unrelated).
c) Include the total number of rooms in the house (excluding bathroom but including
kitchen).
d) Mark an “X” in each box if the high risk characteristic describes the family.
Questions about risk refer to mother of baby (mental health, physical health, trauma
history, etc.) or to either mother or father of baby (substance abuse, DV, criminal
history).
e) For service intensity select one of the following:
1= very high needs & intense service delivery
2= moderate needs & moderate service intensity
3= low needs & low service intensity
4= low needs but high service intensity
5= high needs but low service intensity
f) Indicate whether family crises interfere with home visiting curriculum by selecting
one of the following:
1= a lot
2= moderate
3= somewhat
4= doesn’t interfere
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Family

1

2

3
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4

5

6

7

8

9

10

11

12

13

14

15

# Months family has
received home visiting
services
# People
# Rooms
Maternal Depression
Other Mental Health
Concerns
(Mo or Child)
Ma Trauma History
Ma Physical Health
Teen Parent
Ma CPS History
DV -- current or past
Child Health Problems
Child Developmental
Issues
Unstable Family
Relations
Unstable Housing
Poverty
Neighborhood Violence
Parent Substance Abuse
Criminal History of
Parent
Service Intensity
(See guide on page 3)
Family Crises interfere
with delaying HV
curriculum
(See instructions on
previous page)
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16

17

18
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20

21

22

23

24

25

26

27

28

29

30

# Months family has
received home visiting
services
# People
# Rooms
Maternal Depression
Other Mental Health
Concerns
(Mo or Child)
Ma Trauma History
Ma Physical Health
Teen Parent
Ma CPS History
DV -- current or past
Child Health Problems
Child Developmental
Issues
Unstable Family
Relations
Unstable Housing
Poverty
Neighborhood Violence
Parent Substance Abuse
Criminal History of
Parent
Service Intensity
(See guide on page 3)
Family Crises interfere
with delaying HV
curriculum
(See instrctions on
previous page)
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