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CHAPTER I: INTRODUCTION AND BACKGROUND TO THE STUDY

LY

Intervening early in the lives of children who are

developmentally disabled ¢ at risk for developmental and functional

Jdelays has become a significant feature of cducational and social
service delivery cystems throughout North America and other parts of
the wurld. The prominence that early intervention work has attained
since the 1960s in North America is perhaps the result of a number of
interrelated factors. Significant shifts in socictal attitudes towards
handicapped persons, coupled with new and increasingly expanding
~owledge about the impact of early expericence and cnvironments on the
developmental potential of handicapped children, led to a critical
appraisal of traditional approaches to care and education. Mounting
scientific evidence on the potential deloterious effects of

institutionalization resulted in increasing commitment on the part of

governuents and agencies to support ,hornc- and community-bascd
programmes. The impact of, and 1lessons from, nation-wide early

. intervention efforts, such as Project Head Start for culturally and
environmentally disadvantaged preschool children in the United States,
served as @ major impetus for carly intervention work with handicapped
and at-risk children and thelr families.

In Canada, the wvalue of carly intecrvention work with
developmentally disabled or delayed children and their families has
received widespread recognition. Across the country, interventfon
programmes cmploying a wide rang2 of models and specific techniques

exist under the aegls of governmental as well as nongovernmental
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agencies. A recent national survey by Kendall, Bryuclsen, and ta Plerre

(1985) found as many as 50 ifnfant developme ° programmes in Onta.fo
alone. British Golumbia, Ouchee, Saskatchewan, and Alberta had 27, 20,
15, and 12 programmes. respectively. New Brimswick had 3 programmes,
while Nova Scotia and Manitoba had 4 cach. Newfoundland and Prince
Edward Island had one programme each. However, Newfoundland appears to
have the only centralized and publicly funded intervention programme
with a mandate to serve an cntire province. According to the Kendull et
al. (1985) survey, povermmental funding of fntervention programmes is
available in all provinces except Nova Scotla,

Also notewarthy Iz the degree of attention that the (ield of
carly intervention has vecelved from researchers fu Canada. Some of the
early demonstratfon projects In Canada were begun in the mid- to late
1970s by Kysela and his associates at the University of Alberta (see
Kysela, 1978; Eyscla. Daly, Doxsey-Whitficld, I{llyard. Hcbonald, &
McDonald, 1979: Kysela, Nillyard, McDonald, & Ahlaton-Taylor, 1931},
University-affilinted and cemmunity-based programmes and research
projects (hoth programse based evaluations and experimental efficacy
studies) have heen, and continue to be, carried out fn several parts of
the country (c.g.. Barrera, Lounsbury, Toal, Miren, & Darling. 1984;
Barrera & Rosenbaum, 1986, Kysela, 1984; Piper & Pless, 1980; Watkirion
& Wall, 1978). Early intervention has also been the subject of several
thesls and dissertation studies fn Canadian universities (e.p., Barros,
1981: Cirolametto, 1986, Hchounld, 1980: Marfo, 1981; Tannock, 1985).

As with all socinl service programmes, the increasing public

support for carly fntervention continues to raise questions about

12




efficacy (see Dunst, 1985; Marfo & Kysela, 1985; Simeonsson, Cooper, &

Scheiner, 1982 for more extensive reviews and discussions of this
subject) and accountability (see Bagnato & Neisworth, 1980; Simeonsson
& Weigerink, 1975). The benefits of early Intervention services are
increasingly being recognized as going beyond the target child. In
addition to arresting developmental decline or enhancing developmental
functioning in the children involved, benefits are seen to accrue to
parents -- in the form of psychological support and knowledge fin
techniques of care and parenting -- and to society at large -- in the
form of potentially significant reductions in the numbers of children
that might othirwise require, in later life, extensive special services
invoiving massive public expenditures.

However, it is now a widespread view that the justification
for public surport of intervention services should rest on empirical
evidence tha’. these universally accepted goals are attainable. Ia fact,
as the early inFervention movement has evolved, it has become
imperativ: that interventionists demonstrate accountability by building
into their service delivery models systematic evaluations cesigned not
only to provide evidence of effectiveness and goal attainuent Qut also
ongoing feechack for the purpose of further refining taeir programmes
for enhanced efficiency.

Such evaluations should target che broad goals of

intervention and not just child developmental gains, as is
traditionally the case (see Marfo & Kysela, 1985 for further comments).
Parents and family environments are important child developmental

variables that serve as critical mediators between the intervention

ERIC 4o
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programme and the child (Harfo &:Kysela, 1985; Shechan & Keogh, 1981);
consequently, a comprehensive evaluation of any Intervention programme
should include measures of what changes occur in parents and in the
child's overall family ecology. This view is consistent with some of
the trends currently occurring in the early intervention field.

The early interventfon movement in North America and
elsewhere is going through important transitions; while the underlying
philosophy of intervention remains unchanged, there is Increasing
recognition of the need to broaden goals and to target more than the
child-parent dyad. The work of ecological theorists (e.g.,
Bronfenbrenner, 1979; Cochran & Brassard, 1979) and adherents of social
systems theory (e.g., Dunst & Trivette, in press; Dunst, Trivette, &
Cross, 1986) is exerting a great deal of influence on the early
Intervention movement, foicing interventionists no' only to reappraise
their methods, but also to redefine their target populations.

Over the past few years the administrators and staff of the
Direct Home Services Programme have felt the nced, based on their own
field experiences and on emerging trends In the literature, to explore
new directions for serving families more effectively. It has become
Increasingly clear that thorough analyses of parental attributes and
family ecological variables that fmpinge on the intervention process
are necessary if the intervention model itself is to be adapted
to better serve the needs of individual famjilies. The present study was
designed not only to cvaluate current efforts but also to provide
concrete data upon which to base future strategies for working with

families.

4




Consequently, the study had the following six-fold purpose:

l. to examine parents' early experiences pertaining to the detection
of the child’s problem, awaren2ss about and acﬁgff to early
i;tervention services. and contact with support groups; .

<. to analyze parental perceptions about, and satisfaction with, the
early intervention program -- including perceptions about the
intervention worker's competence and professional skills;

3. to appraise parental expectations atout the child's future, and to
examine the relationship between such expectations and the
perceived severity of the child's handicap or delay;

4. to obtain a measure of parent-child interactive play, both in terms
of variety of aciivities and the frequency with which interactive
play océurs; .

5. to ascertain the program's effectiveness relative to child
developmental progress; and

6. to examine the role that family ecological variables play in the
intervention process -- paying attention to parental, family
ecological, and intervention variables that appear to be associated
with (1) child developmental progress and (2) parental satisfaction
with intervention.

The methods and instruments used to address the above goals
are described in subsequent sections of the report. To place both the
methods and results in a proper perspective, a fairly elaborate
description of the Direct Home Services Programme is provided prior to

those sections.
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A Note on Choice of Terminology

Clinically, the children in this study may rore appropriately
be classified broadly under the twn umbrella labels “developmentally
disabled” and "developmentally delayed." The former terminology covers
children with chronic disabjliries which resuit from mental and/or
physical fmpairment and manifest themselves in substantial functional
limitations in such areas as acadewjc skills, communication (including

receptive anc expressive language), social skills, mobility, self-ecare,

.and capacity for Indepeudent living. Children with such conditions as

Down syndrome, cerebral palsy, autism, and spina bifida are among the
recognized subgroups coveted by the developmental disabilities label
(Bernheimer & Knogh, 1986). In the Direct Home Services Programme,
these children are considered for intervention if concurrent mental
deficit is identified.

The lerm “developmentally delayed”, on the othe’ hand, 1is
uced to describe children who manifest signs of slow development and
language/communication problems, but who exhibit no clear signs of
associated physical or biological impairments. Thus, the actiology of
their developmental delay is largely unknown (Bernheimer & Keogh,
1986). A significant proportion of the children in the Direct fiome
Services Programme is made up this category of children.

In this report, however, the term "developmentally delayed”
fs used gemerically to describe the entire population of children

served by the intervention programme.

6

ft
C




CHAPTER Ii: THE IRTERVENTION PROGRAMME

Introduction and Programme Philosophy

The birect Home Services Programme (DHSP) is a home-based

early intervention programme for families of developmentally delayed

ey

- infants &nd preschool-age children uperated under the aegis of the
Division of Mental Retardation Services, Newfoundland and Labrador
Departuant of Secial Services. The programme is an adapted version of

the original Portage Project model described by Shearer and Shearer

¢ (1976}, snd was initiated in this Province in 1975 (Browne, Corbet:,

Gallant, & Thompson, 1585).

Since its i_ncept:ion, DHSP has grown in status from a small-
scale pilot project to a permanently funded programme which currently
sexrves clcse to 300 developmentally dolayed young children and their
families on a regular basis. Professional home teachers, called Child
Management Specialiscs (CMS), make weekly home visits (a visit lasts
for a duration raaging from 1 to 1.5 hours). Each CMS has a maximum
caseload of 13 children, and the purpose of the home visits fs to teach
parents appropriate and effective ways of stimulating and promoting the
development of their children.

DHSP’s working philosophy {is based on several primary
assumptions of early intervention and on the Department of Social
Services' mandate to provide community-based as opposed to institution-
based services to developmentally delayed individuals. These

assumptions include the following:

, g
O -
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1. Intervention services should be initiated as early as possible to
have.maximum effect on the child's development.

2. Parents are the primary and most influential teachers of their
children; hence Intervention services should Include an emphasis on
enhancing parenting skills.

3. The home is the most natural setting to observe, interact, and
effectively change parent/child behaviours.

4, Effe;:tive intervention with families requires: {(a) accurate
assessment of the child’s current developmental strengths and
needs; (b) intensfve skill teaching; and (c) constant communication
between teacher and parent, coupled with strong regard for parental
input.

5. An individual with developmental delay has the basic human right te
live within a family unit and to have full access to services in
his/her own community.

The programme has become widely accepted throughout the

Province as an important support to families of developmentally delayed

children and a valuable asset to the delnstitutionalization process in

the Province (Browne & Gallant, 1982; Hickey, 1982; Kappel et al.

1981). To iilustrate the latter, Browne and Gallant (1982.).h.1vc
reported that the DHSP has contributed greatly to the prevention of
admissions to institutional settings, noting that there have been no
admi.ssions of children under 12 years of age to Provincial institutions
for individuals with developmental delay over tt  ast ten-year period.

The movement away from institutfonalization may In part be

reflective of the fincreasing impact DHSP has made on the lives of

*m:...“.
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families with developmentally disabled children .1n Newfoundland and
Labrador. Not only has the programme taken on the role of‘teaching
parents effective methods of managing and enhancing the development of
their children at home, but it has also strongly encouraged families to

identify, seek out, and support the development of progressive

community-based services for developmentally delayed individuals.

Overview of the DHSP Model
e al;

Referrals for service are received by programme staff from
any concerned source, but are most frequently initiated by medical and
social services professionals and agencies. Referral data are generally
submitted on the DHSP Referral Form and may be supplemented by medical
reports, telephone contacts, or other forms of inter-agency information
sharing.

Prior to the initiation of a referral, the referring agent is
requested to discuss the Direct Home Services Programme with ;he
respective family and to obtain permission for referral. If this
important procedure has been followed, the initial contact by DHSP
staff should not come as a surprise or shock to the facily. DHSP field
staff and supervisory personnel frequently engage in communication with
the various service providers throughout the Province to ensure
increased awareness of the program. Referral forms and DHSP brochures
are frequently distributed to professionals fin the health, social
services, and education fields across the Province. Major referral

agents are strongly urged to refer children as soon as a handicapping

fa
()
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condition is identified or potential developmental delay is suspected.
Initial Contacts With the Family:

Following receipt of a referral, the respective CMS (the home
teacher) makes initial contact with the family by telephone or in
person, if the family does not have a telephone. This contact occurs
within one month Of the date of referral, and is made to confirm
receipt of the referral, furither explain the purpose of the program,
and provide a full outline of the DHSP delivery model; it also allows

the CMS the opportunity to arrauge the date and time for the first home

T visit.

Because the initial home visit is also designed to satisfy
the program's screening requirements, during the visit the CMS gathers
background data for the DHSP Fact Sheet and determines specifics
regarding a child’s developmental delay by administering the Alpern-
Boll Developmental Profile (Alpern & Boll, 1972). A family is deemed
eligible for the programme if the following criteria are met:

1. The child is between birth and seven years of age and not attending
a public school program.

2. The child displays significant developmental delay in one or more
of the following developmental domains: cognition, communication,
gsocialization, self-help, and motor. A significant delay for
programme purposes is operationalized as a minimur of one year
delay in onc or more of Lhe above areas or a 6-month delay in two
or more domains, as determined by the Alpern-Boll Developmental
Profile.

3. The family agrees to teceive programme services on a regular weekly

10




schedule and indicates willingness to participate in and follow
through on prescribed weekly assignments.

A family meeting the above eligibility requirements is
considered for active programme status immediately, and is provided
reg\flar service as soon as a vacancy in the caseload of the respective
CMS becomes available. Depending on the number of active and wait-
listed cases for the geographic area concerned, a family may be started
on weekly intervention the following week or wait-listed until a

vacancy is availeble.

First Regular Home Visit and Curriculum Planning

The first regular home visit lays the foundation for
curriculum planning and the course for home teaching. During this visit
the CMS and parents discuss the strengths and needs of the child,
pinpoint short and long-term curriculum goals, and plan for the
initiation of skill teaching sessions. lIf the family had been wait-
listed for service over a three-month period, the Alpern-Boll is
administered again to obtain updated scores on the child's development.

The Portage Guide to Early Education is implemented next. The

Portage Guide is a curriculum checklist containing hierarchies of

developmental skills -- from infancy to age 6 -- in the following

developmental domains: cognitfon, language, motor, socialization, and
self-help. The CMS -- with input from the parents -- examines each
section of the Portage Guide, noting the skills acquired or not
acqui .d by the child and pinpointi‘ng those beginning to emerge in the

child's developmental repertoire. For teaching purposes, the emerging

11
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skills are of utmost importance to the CMS; it is from these that the
CMS and parents select 3 to 5 skills to be taught during the next home
visit.

In concluding the first regular home visit, the CMS requests
the parent to complete the DHSP Parent Priority and Reward Survey
forms. The former taps the parents' preferences for behaviours to be
taught, increased, or decreased, while the latter addresses the child's
likes and dislikes for reinforcement putposes. Information from both
forms has proved useful for successful identification and
implementation of target skills.

Depending on the nature of the child's developmental delay or
parental preferences, fnformative literature in the form of articles
and books are lent to the family ard discussed during subsequent nome

visits.

Second Regular Home Visit

Regular skill teaching is generally initiated during the
second regular home visit. On the basis of the 3 to 5 skills selected
during the previous visit, the CMS test-runs each skill with the child
for purposes of identifying the level and method for effective
teaching. Since the DHSP teaching model emphasizes weekly success on
assigned tasks, the CMS pays special attention to individualizing each
targetted skill to meet the child's needs as well as the rate and style
of learning.

Once the CMS obtains sufficient information for the

identified skills, each target assigmnment 1is recorded on a target

12
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sheet. A target sheet must include a comprehensive behavioural
objective, a detailed teaching prescription, and full instructions for
charting purposes. The completed target sheet is then read out loud
with the parents. The CMS next demonstrates a target with the child
based on the information written on the target sheet. Baseline data on
the task is recorded as the child performs the prescribed activity. The
parent is then given the opportunity to model the same. Corrective
feedback is provided by the CMS during each trial of the activity.

The same steps are repeated for each assigned skill. Positive
reinforcement to both the child and the parents are given high prioricy
throughout the entire teaching session. Following the completion of
skill teaching, the parents are asked to practise teaching each of the
assigned targets for a specified number of trials each day until the

following week's home visit.

Subsequent Regular Home Visits

At the start of the third and all subsequent regular visits,
the CMS begins the session by testing the previous week's assignments
with the child, If the skill has been successfully acquired, credit is
given. If the criterion for success is not met, the assignment is
modified either by simplifying the task or by changing the
reinforcement component. If the parents had not practised the
assignments, the reasons and possible solutions are explored.

In preparation for the next home visit, 3 to 5 new or revised
targets are identified and the skill teaching model is repecated for

each target skill. Regular home visits for skill teaching are continued

13




until services arc decmed to be no longer necessary.

In addition to skill teaching, the CMS may assist the parents
to identify and secure other important support scrvices for their child
-- e.g., preschool, speech therapy, physiotherapy, etc. If a child is
receiving other specialized services, the CHS requests written
permission from the parents to communicate with the other

professionals/agencies regarding the child’s progress.

Graduation
Graduation from DHSP may occur as a result of one or more of
the following conditions:
1. Parents demonstrate independence with agppropriate curriculum
planning and skill tecaching; or
2. A <hild's devclopmental delay is no longer considered significant
to warrant continuatfon of regular intervention services; or
- 3. A child commences a public school program; or
. 4, A child reaches 7 ycars of age.
Official graduation is inftfated by administering the Alpern-
Boll Developm.ntal Pcofile. Outcome scores are shared with the parents
and a list of activities for the parents to fnplement with the child is
left with the family. The CHMS also offers follow-up services to the
parents. If parents agree to participate, follow-up activities include
the implementation of 4 home visits over a two-year period. These
visits take place 3, 6, 12, and 24 months after graduation,
respectively. Follow-up visits allow the CHMS to recheck the child's

developmental progress periodically (the Alpern-Boll is administered at

14
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each visit), and parents get the opportunity to discuss any concerns
they may have regarding their child's development. Data from follow-up

assessments are routinely included fn DHSP evaluatfons.

Group-Based Parent Training Course

Periodically, a parent training course is offered by DHSP
staff, Parents wafit-1zced for service are considered ideal canaidates
for this service; however, active parents are also invited to
participate. The training course is designed to teach parents the basic
skills needed to start home-based skill tecaching -- from sclecting a
skill to recording the child's progress on that skill. Lecture topics
- include motfvation, reinforcement, discipline, skill teaching, task
analysis, the prinziple of socfal role valorization, and integration.

The coursc makes use of videotapes, films, and resource persons,

Programme Adainistration
S od

DHSP is headquartered in the Provincial capital of St. John's
from where the programming and teacning activitics of ficld staff in 19
districts across the province are monfitored, The administrative

structure of DHSP consists of a Provincial Coordinator, an Assis.ant

Coordinator, one Clerk II, and 2} Child Management specialists.

In certain districts within the province which have high
walting 1lists and/or where current or projected cascloads do not
warrant the use of a full-time staff person, part-time Child Management

Specialists are utilized. These positions arc not permanent in status,
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and are developed and maintained in direct response to specific

cascload demands.

The DHSP staffing model also includes the position of Early
Intervention Worker (EIW). The EIW is a paraprofessional position used
in relatively isolated or remote communities where weekly visits by a
CHS arc {improbable, These temporary staff work under the close
supexvision of a full-time CMS, and function specifically as an
extensfon of the CMS to suppoct fapilies in the completion of skill
teaching activities. A full-tixze CMS carrfes a maximum caseload of 13
children, while a part-time CMS and an EIW cailyy o maximum of 4 cases
each. The distribution of field staff across the province is presented
in Table 1.

The utilization of the above-named positions cnables the
programme to provide in-home support to families throughout the
province, regardless of geographic location. The staffing pattern
adopted fn the province reflects an alteration to the original Portage

Programme model, in response to speciflc geographic and caselead

‘demands of the provin:e. Currently, DHSP has the capacity to provide

early Interventicn services to approximately 300 infants and pre-school

children.

n ualifica A%
The position of Provincial Coordinator is the only non-unfon
management position within DHSP. The position requires an individual
with a master’s or doctoral degree in developmental psychology or a

related ficld, and a dynamic background i{n the human services fleld.
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The position is under the supexvision of the Assistant Director of the
Division of Mental Reatardation Services, but requires considerable
independent judgement and fnitiative. )

The position of Assistant Provincial Coordinator is unionized
but has supervisory status. The position requires a master's level
degree in psychology or a related field, and considerable experience in
the human services field. The Assistant Coordinator receives
supervision from the Coordinator, but the two work as a team to monitor
and supervise the programming and teaching activities of field staff.

The position of CMS, both full- and par -time, is Ffilled by
individuals with a bachelor's degree in psychology or related fields
who have experience in case management or implementation of skill
teaching programmes,

The EIW position requires an individual with a minimum of 2
years university preparatfon -- with coursework in psychology
education, early fintervention -- or a related human service field and
considerable experience in working with children. Effort is made to
recruit from the local community so as to ensure relative staff

permanency.

Staff Training and Supervision

Prior to assuming the full role of CMS or EIW, individual
candidates undergo extensive traiﬁing under the direction of the
Coordinator and Assistant Coordinator at the programme headquarters in

St. John's. The minimum training perifods for CMSs and EIWs are & weeks

and 2 weeks, respectively. The standard DHSP training course involyes a
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combination of lectures, audio-visual aids, and practical home-based

experience. The major components of the training are as as follows:

1. Orientation lectures on the Department of Social Services, the
Division of Mental Retardation Services, the Direct Home Services
Programme, and other support programmes for individuals with
developmental delay;

2. V.sits to service agencies for young children with specified
handicaps (e.g., Children's Rehabilitation Center);

3. Audio-visual materials and lectures on behaviour modification;

4. Lectures and workshops on writing behavioural objectives, task
analysis, and precitsion teaching;

5. A range of home visits, with trainee participation in hecare
programming increasing over the course of training;

6. Lectures on working with families and other professii:nals;

7. Lectures on social role valourization, integraticn, and educational
mainstreaming; and

8. Weekly required and recommended readiings.

Following successful completion of training, field staff are
given a one- to two-week supervised field placement orientation in
th2ir respective work sites by either the Coordinator or the Assistant
Coordinator. Subsequent supervised visits, lasting from 3 to 5 days in
length, are made every four months. During these visits, the supervisor
reviews all in-office data, accompanies the worker on regular home
visits to observe the Iimplementation of services, and provides
constructive feedback to the worker. An annual performance evaluation

on each field worker, done over 5 full working days, is completed by

18

ERIC

Aruitoxt provided by Eic:




the Coordinator. The Coordinator and Assistant Coordinator also make
required weekly telephone contacts with each staff person to provide
programming consuitation. t
Other forms of staff supervision and consultation are
provided during specialized workshops and monthly programme case
» conferences. Supervisory personnel attempt to organize at least one
formal training workshop each year for all programme staff. Such events
usually cover major themes like integration, .working with the severely
involved, etc., and typically take place over a whole week. Staff are
clso encouraged and supported to attend fizld-related workshops which
are often offered within the Province by other human service agencies.
The CHS position is often a professiorally isolated and
lonely line of work. Management recognizes this as a critical issue and
perceives a great need for staff cohesiveness and support. The monthly
case conference, held regionally, provides one toel for achieving such
SUpport and cohesiveness. The Department of social Services provides
services on a regional basis. Each of the 21 CMS positions falls under
1 of 5 designated regions. On the average, 5 CMSs are located in each
region (see Figure 1). Each reg_...sl group of CMSs meet for a full day,
once a month, at the most centrally convenient district office. The
purpose of the meetings is to discuss individual problem cases, share
success stories, and discuss strategies for skill teaching. Tha
Coordinator and/Pr Assistant Coordinator make it a point to attend at

least three of each region's case conference meetings every year.
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Table 1. Geographic Distribution ¢£ DHSP Staff

Child Management Specialist

District Full-Tige Part-Time

E.I.W

St. John's West
St. John's Centre
St. John's East
Whitbourne
Marystown

Harbour Grace
Clarenville
Harbour Brzton
Grand Falls
Gander

Springdale

Baie Verte

Deer Lake

Corner Brook

St. Anthony 1
Stephenville
Piccadilly
Goose Bay
Labrador City 1

e e gt e e = N N N

N

W =

TOTAL NUMBER OF STAFF 21 4
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Figure 1. Centres From Where Early Intervention Services are Delivered
Across the Province by Child Management Specralists and Early
Intervention Workers.
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CHAPTER III: METHOD
Subjects

The subjects in this study were families of developmentally
delayed infants and preschool children who were recipients of early
intervention services through the Dirzct Home Services Programme
(DHSP). A total of 280 families were contacted and requested to
participate in the study. Of this number, 263 families completed and
returned at least some of our finstruments, ylielding a return rate of
94%. However, 63 returns (24%) were deemed too incomplete to be
included in data analyses. The 200 families included in the analyses
consisted of 132 active participants (66%) and 66 graduated recipients
(33%8). The programme status of 2 families could not be readily
determined from available records.

The final study sample included 138 married, 20 single, and 9
divorced or separated parents. Information on marital status was not
disclosed by 33 of the parents. Additional information on family and
child characteristics are presented in Tables 2 and 3. Four dimensions
of family demography -- age, educational background, family incrme, and
size of community of residence -- are presented in Table 2. Reported
incomes were relatively low, with as much as 56.5 % of the sample
earning below $15,000.00 a year. These income levels should, however,
be viewed in relation to the relatively rural nature of the sample, and
to the reported educatfonal backgrounds (as much as 76.2 of mothers and
63.3% of fathers had only up to high school education). A third factor
is worth bearing in mind: for a variety of reasons, reported incomes in
survey studies of this nature tend to be lower than actual incomes.
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Table 2. Family Demographic Characteristics

MEAN AGES IN YEARS

Mean Std. Dev. Range
Mothers (n=150) 31.8 7.2 20-58
Fathers (n=137) 4.8 7.7 20-51
EDUCATICON
% of Mothers % of Fathers
(n=163) (=149)
Grade school 29.4 27.5
High school 47.2 35.8
Vocational training 14.7 22.8
University: undergraduate 6.1 9.4
University: post graduate 2.5 4.7
FAMILY INOXME (Thousands of dollars)™ (n=154)
10 or less 37.0%
10-15 19.5%
15-25 22.7%
35 -4 13.63%
Above 40 7.1%
SIZE OF OOMMNITY BY POPULATION (Thousands) (n=158)
Up to 5 64.6%
5 to 15 16.5%
15 to 30 . 4.4%
30 to 125 14.6%

*Data received from Newfoundland Statfstics Agency indicate that the
mean and median census family incomes for the Province in 1986 were
$27,687.00 and $23,756.00, respectively.
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Table 3. Breakdown of Children by Clinical Label*

Label 30ccurrence

Mental handicap/developmental delay of unspecified origin
Down .syndrome

Cerebral palsy

Spina bifida

Hydrocephalus

Multihandicapped with visual impairment
Multihandicapped with visual and hearing impairment
Tuberous sclerosis

Cre du chat

Hypoglycemia

18Q syndrome

-
OO O = =~ O
VMUUVO OO WV HMNW

*Based on information retrieved from DHSP records. Information was
available for 177 of the 200 children in this study.

At the time of data collection the mean chronological age of
the children was 58.9 months (SD-21.4; range=ll1-165 months). The sex
ratio for the children was 59% boys and 4l% girls. Table 3 presents
information pertaining to the variety of conditions associated with
delay among the children. For the vast majority of children, the
clinical label available fcom programme records was developmental delay
(DD) of unspecified origin. 0f the more defined and specific
conditions, Down syndrome (23 cases), cerebral palsy (l4 cases), and

spina bifida (10 cases) were the most prevalent in the sample.

Design
The subjects in the study constituted a large single group of
families receiving similar early intervention services. Consequently

programme effectiveness and the determinants of such effectiveness were
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examined through correlational and descriptive analyses. In the absence
of experimental manipulation regression techniques were used to isolate
critical varfables in intervention.
¢
Instruments and Procedures

The main instrument .employed in this study for evaluating the
intervention programme was a Parent Evaluation Questionnaire (PEQ)
(Appendix A) designed specifically to evaluate the Direct Home Services
Programme (DHSP) from the perspective of participating parents. The PEQ
had 5 sections. Section 'A' dealt with questions pertaining to when and
how parents became aware of their child's handicap, the extent to which
they were satisfied with information provided them about their child's
problem, how they became aware of DHSP, and what support groups -- if
any -- they were in touch with. Section 'B’' requested information on
parents' initial and current impressions of DHSP and their satisfaction
with the overall gains made by their child and with the methods of
intervention. Section 'C’' asked fo:r parents' rating of the intervention
worker in 8 areas pertaining to competence, sensitivity to family and
child needs, attitude, and regard for parental Input. Section 'D' asked
parents to indicate how much knowledge and specific skills they felt
they had gained from their participation in the programme. They were
asked also to rate their satisfaction with (1) the amount and quality
of attention the programme paid to each of the five developmental/skill
domains and (2) their child's progress in each of the domains. The
final section of the PEQ dealt with questions pertaining to whether

parents had ever participated in a group-based parent training
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workshop, whether they would be interested in such a workshop, and

whether they would recommend DHSP to other parents with developmentally
delayed children. Attached to the PEQ was a cover shect requesting
child and family demographic information. On this sheet also parents
were asked to rate their child's functional level on a 4-point s- le:
mild, moderate, severe, and profound.

The PEQ was mailed to all parents with a stamped return
envelope. An accompanying letter from the DHSP coordinator requested
parents to assist in evaluating the effectivness of the programme to
enable programme staff to provide the best possible service to fits
clients. Parents were requested to be as frank in their responses as
possible; they werc assured of the highest level of confidentiality, by
stressing that no child or family names would be used in storing
information and that all responses to the questionnaire would be
analyzed only at the level of. the entire group of participating
parents,

Three weeks after mafiling the PEQ, several other instruments
were sent to parents through the intervention workers: the Child
Expectations Scale, originally developed by Dunst and hir associates at
the Western Carolina Center and revised by our research team; the
Family Resource Scale (Leet & Dunst, 1985); the Parent-Child Play Scale
(Dunst, 1986); and the Home Screening Questionnaire (Coons, Gay,
Fandal, Ker, & Frankenburg, 1981). On these other instruments, Child
Management Specialists were Instructed to provide assistance to
parents who nceded help. They could, however, not assist parents with

the actual sclection of responses to items. Each of the instruments is
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described briefly below.

c ctations le ); The CES is a 10-item
multiple-choice scale designed to assess expectations that parents hold
regarding the future of their handicapped children in the domains of
schooling, physical and financial independence, socialization and
community involvement, and living and working environments. Within-item
response alternatives are ordered from low to high expectations.

Family Resources Scale (FRSY:; The FRS assesses the adequacy
of a variety of resources available to households with young chilren.
The original instrument (Leet & Dunst, 1985) contained 30 {tems rank-
ordered from the most to least basic. To render the scale appropriate
for use with our Newfoundland sample, 10 of the original {items
considered socially and culturally {inappropriate or too sensitive to
elicit r2asonably accurate responses were dropped, resulting in a 20-
item scale. However, the original most-to-least basic order was
preserved.

Resources covered by the abridged version of the instrument
included the following: socfal assistance; special child welfare
allewance; dependable transportation; time to get cnough sleep or rest;
time to be by self; time for family to be together; time to be with
children; time to be with spouse or close friend; access to a
telephone; babysitting or day care for children; money to buy special
cquipment or supplies for children, someone to talk to; time to
socialize; time to keep in shape and look nice; money to buy things for
self; money for family entertainment; money to save; and vacation.

Hothers rated the adequacy of each of those resources, except those
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considered not applicable to their situation.

The FRS is based on the conceptual premise that the adequacy
of resources neccessary to meet basic nceds would tear a dircct
relationship not only to family well-being but also to parental
commitment to carly intervention-related activities (Lect & Dunst,
1985). Reliability and validity data on the FRS have been reported in
Leet and Dunst (1985).

Parent-Child Play Scale (PCP): The relatioiship between
parent-child interaction and the deveclopment of competence in children
fs extensively documented in the developmental literaturc (sce Kysela &

*Marfo, 1983; Marfo, 1987, for revicws). In recent Years, rescarchers
have sought to understand how a child's handicapping condition affects
the parent-child {interaction process and the extent to which the
resulting patterns of Interaction in turn influence the development of
competence in the handicapped child (sce Marfo, 1983, for a synthesis
of theory and rescarch on this topic). We utilized Dunst's (1986)
Parent-Child Play Scale to cxamine the nature of parent-child play
interactions.

Designed to mecasure both the variety and frequency of

{nteractive games that parents cngage in with their preschool-age

children, the PCP consists of 24 developmentally ordered items (ranging

from about 2 to 48 months), falling into 6 cqual categories: responsive

games (c.g., blowing raspberries, tickling games, and gymnastic games,

such as bouncing child on bed); lap games (c.g., playing peck-a-boo or

pat-a-cake, petting child to give hugs and kisses); mastery play (e.g.,

’ playing catch or rolling ball back and forth, and finger games like
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"itsy-bitsy spider”); pretend play (e.g., make belief games, pretend
phone conversatfons, and playing puppets with child): verbal play
(getting: child to sing songs or repeat numbers/alphabets, naming
pictures and people, etc.); and discovery play (e.g., coloring together
with crayons and markers, pasting pictures and stamps). Reliability and
validity data on the PCP have been reported in Dunst (1986).

Home Screening Ouestfonnaire (HSQ): The quality of the
child's early environment has long been acknowledged as a critical
factor in development (e.g., Bloom, 1964; Calwell, 1967; Wachs & Gruen,
1982). The nced tovincludc assessments of the chfld’s home environment
in implementing and cvaluating {intervention programmes has been
recognized for many years, although very few tools exict for this
purpose,

Developed for use by health professionals and educators
directly involved fn promoting child health and development, the HsQ
neasures *he quality of children's home environment. It was designed
along the lines of the more well-known Home Observation for Heasurement
of the Enviromment (HOME) Inventory (Caldwell & Bradley, 1978), using a
questionnaire format. Unlike the HOME, the HSQ is completed dircctly by
the parent. A varicty of response formats is employed: multiple choice;
fill-in-the blank; and “yes/no® options. Two scparate forms are
available for use with children 0-3 and 3-6 ycars old, respectively,
cach with a *oy checklist at the end of the instrument. Because the HSQ
fs cssentially meant for screening purposes cech of the two scales has
a cut-off score for i{dentifying children with environmentally suspect

backgrounds.
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Items on the HSQ cover a wide range of factors that have the
potential to influence child develo~ient: availability of materials
like books and toys; how often the child is read to; cxtent of garcntnl
fnvolvement in child's play; the amount of time child spends with
adults other than the primary carcgiver; opportunities to interact with
other children; opportunities for exploratfon both within and outside
the home; verbal stimulatfon in a varfety of contexts; and exposure to
experiences such as outing (e.g., going shopping with parents or other
adults), television, pets, and a variety of houschold items.

Pevelopmental data: Longitudinal developmental data from
Alpern-Boll assessments of all children were retrieved from programme
records. Two scts of scores were used in this study: scores from entry

point assessment and from the last assesssment prior to this study.

Data Reduction

In addition to analyzing individual items on the PEQ, we
derived the following composite scores from ftem clusters to enable us
examine three themes related to ,parental evaluation of the intervention
program: parental rating of the fntervention worker; parental perceived
knowledge gain; and parental satisfaction with the programme and with
child progress.

Index of Parental Rating of Interventfon Worker: A composite
score ~unging from a minimum of 8 to a maximum of 40 was computed for
the 8 items in this section of the PEQ by assigning weights of 1, 2, 3,
4, and 5, respcectively, to the responsc options fnadequate, poor,

fair, good, and excelleut. Thus, a higher composite score sigrified

30




ERI

PR A .70 rovidd by ERIC

stronger regard for the worker's competencies.

ndex of Parental Perceived Knowledge Gain: A composite
score ranging from 16 to 80 was derived in the same manner as described
above for the 16 items in this section of the PEQ. The 5-point response

range went from "gained nothing” to "now an expert.”

Index of Parental Satisfaction with Programme: Twelve items

pertaining to paremntal sztisfaction with elements of the programme and

with progress made by the child in the five developmental/skill domains
served as the basis for a composite score darived in a manner similar
to the other indices. The index had & minimum and maximum of 12 and 60,
respectively, and was based on a response rating geing from "extremely
dissatisfied” to "extremely satisfied.”

A composite meusure of parents' expectations about their
child’'s future (regarding schooling, physical and financial
independence, and living and vocational environments) was derived from
9 items on the Child Expectations Scale that had hierarchically ordered
responses. Weights were applied in a manner that resulted in higher
scores for parents with higher expectations. Possible scores ranged
from a minimum of 9 to a maximum of 37.

The 5 response options to each of the 20 items ou the Family
Resources Scale (FRS), ranging from "not at all helpful” to "extremely
helpful” were assigned weights from zero to 4, respectively, yielding a
minimum composite score of zero and a maximum of 80.

The Home Screening Questionnaire was scored using the
standard instructions set out in the manual (Coon et al., 1981). The

total possible score for the 0-3 and 3-6 scales were 43 and 56
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Finally, two types of child developmental indices were
computed fron: Alpern-Boll Scores: The Developmental Delay Severity
index (DDSI) and the index of Relative Developmental Gain (RDG). DDSI
was based on the entry level Alpern-Boll scores and was computed as the
difference between developmental age and chronological age divided by
chronological age. RDG was hased on both the entry level and latest
developmental age scores, and was computed by subtracting the
developmental age at programme entry from the current developmental age
and dividing the resuit by the number of months between the two
assessments (i.e. the amount of time in intervention). This manner of
computing developmeatal gain is similar to the Intervention Efficiency
Index (IEI) as sugge<ted by Bagnato and Neisworth (1980). The preferred
term in this veport is RDG rather than IEI because the notion of an
intervention ificiency index connotes that developmental gain results
directly from the intervention process whereas RDG does not.

Both the DDSI and the RDG were computed for the separate
developmental domains as well as for overall development; however, only

overall scores were utilized in the analyses reported.
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CHAPTER 1V: RESULTS AND DISCUSSION

As stated in the introduction, the objectives of this study
were: 1) to examine parents' early experiences pertaining to (a)
detection of their child's problem, (b) awareness about, and access to,
early i:ntervention services, and (c) contact with support groups; 2) to
analyze parental perceptions about, and satisfaction with, the early
intervention program; 3) to appraise parental expectations about the
child's future; 4) to examiue pacent-child interaction in relation to
child developmental characteristics; 5) to ascertain the program's
effectiveness relative to child developmwental progress; and 6) to
examine the role family ecological variables play in the intervention
process -- fidentifying which parental, family ecological, and
intervention variables are associated with the child's developmental
progress. The results of the study are presented in sections

corresponding to the above objectives.

Early Experiences

Parents were asked to indicate how they became aware of their
child’s problem, how old the child was at the time of detection, how
they became aware of DHSP, and what support groups they had contacts
with. The responses obtained to these questions were examined along
with information retrieved from programme records about the age at
which the child entered the intervention program. The date of the first
developmental assessment was taken as the atry date, although in many

cases formal admission may have ozcurred up to twr gmonths later.
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Tchle 4. How Parents Became Asare of Child's Problem and Intarvention Program

Exon House residential prog.
LHSP personrel or brochame

Informant re: % Respondents Informnt % Respondents
Child's Problem (n~132) Ye: Program (n=172)
Family doctor 81.2 Family doctor 28.5
Rblic health nxse 9.1 Rblic health nuxse 16.9
Socizl worker 7.6 Socfal worker 2.7
Speech pathologict 1.5 Speech pathologist 1.7
Parent/relative/friend 0.8 Parent/relative/friend 1i.l
Children's Rehab Center 8.1
Psyciologist 1.7
OT/PT 1.2
Can. Nat. Inst for Blind 1.2
School/school board 1.2
Parent groups/voluntary org. 1.2
Behavior Management Services 0.6
0.6
0.€

Responses on how the child's problem and the interventifon
programze became known to parents were avallable from 132 and 172
parents, respectively (Table 4). Eighty-one percent of responding
parents found out about their child'. handicap or delay from tneir
family doctor, while 16.7% of parents were first informed by public
health nurses and social workers. Of 170 parents responding to the
question as to whether they were satisfied with the informatien
provided the at the time of detection, as many as 52 (318) indicated
that they were not satisfied.

Comments by these parents wvere s.mmarized to obtain some
insight Into the bas’s for dissatisfaction. Th. most (ominant comment
(made by 20 parents) was ttat the professionals involved were efther
unclear or veluctant to be open in disclosing the child’s handicsp.

34

.
a:




Four respondents indicated that they were given incorrect information,
including misdiagnosis of the child's problem. Two mothers were told
too soon after delivery to be prepared for the traumatic news, while
two found it inappropriate to be told in the absence of their husbands.
Other comments made by at least 2 to 4 respondents included the
following: "staff denied that there was a problem”; "I didn’t know
where to get help”™; "I was told by telephone”; and "the doctor was
- unsupportive.”

The emotions that parents go through following diagnosis or
confirmation of the child's handicap have beer documented extensively
in the literature (e.g., Klaus & Kennell, 1976; Legeay & Keogh, 1966;
Matheny & Vernick, 1968; Taichert, 1975; Wolfensberger, 1967). The need

for medical and other human service professionals dea.lng with these

parents to show sensitivity and support -- while being informative at
the same time -- is a common theme that runs through much of this
literature (see also Howard, 1982; Huang & Heifetz, 1984).

While training programmes for medical and other human service
professionals are increasingly addressing this issue, early
intervention programmes can play an important role by forging stronger

ties with professionals and agencies that deal with parents during this

critical period. Such interdisciplinary tfes should seek to raise
awareness about the psychological needs of parents and about the
existence of community services, such as the early intervention
program, to which parents can turn for support.

Parental awareness about DHSP came through a wide variety of

sources. As shown in Table 4, while most parents fourd out about the
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programme through family doctors (28.5%), social workers (26.7%), and
public health nurses (16.9%), the long list of other sources (including
family wmembers, relatives, and friends) is an indication that the
programme is widely known in communities across the province.

One of the popular assumptions upon which early intervention
with handicapped and at-risk children is premised is that the earlier
the <hild is identified and targeted for intervention services the
better the outlook for ameliorating deficits or arresting decline in
functioning. Thus, one good test of programme adequacy and effiziency
is to examine the time lag between identification and programme entry.
All except 3 children entered the programme prior to age 6. In fact, as
Table 5 shows, 62.1% of the children were admitted to the programme
before or by their third birthday. However, Table 5 reveals also that
while as much as 65% of children were detected in the first ycar of

life, only 22% entered the programme in their first year.

Table 5. Breakdown of Ages at thich Parents Became Formally Aware of child's
Problem ar:d Ages at Which Child Entered Intervention Program

Age at Detection % of Children Age at Entxy % of Children
(n-162) (n~198)
Birth to age 1 year 65.4 Birth to age 1 year 22.0
Age 1 to 2 years 19.8 Age 1 to 2 years 23.5
Age 2 to 3 years 8.6 Age 2 to 3 years 16.0
Age 3 to 4 years 4.3 Age 3 to 4 years 17.0
Age 4 years and above 1.9 Age 4 to 5 yrars 15.5
Age 5 to 6 years 4.5
Age 6 and above 1.5
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It is impossible to tell from these data exactly what factors
are responsible for the delay in accessing intervention services. It is
conceivable that this lag may be accounted for, partially, by the time
that parents spend "shopping” for potential solutions. Alternatively,
part of this lag was time that parents spent waiting for referral to
the intervention program. It is possible that although many diagnosing
physicians may be aware of the existence of early Cevelopmental
intexrvention prograimmes, some physicians may decide not to make a
referral immediately after diagnosis -- preferring insteat to give
parents enough time to get ready psychologically for such a service.

At any rate, the reason for this time lag between
identification and programme entry is certainly one area that programme
staff need to address. If the potential gains of iutervention are to be
maxim{zed for children and families requiring programming, it {is
important that programme entry occurs soon after the child's problem

has been identified.

Table 6. Contact With Support Groups

Support Type 3Yes $No
Association for the Mentally Retarded (n=176) 10.8 89.2
Formal parent support groups (n-176) 13.6 86.4
Other speclalized groups (e.g., Spina
Bifida Association) (n=174) 9.8 90.2
Other parents (informal) (n~176) 18.6 81.3
37
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Finally, we examined the extent of contact that parents have
with several types of formal and informal support groups. The results

showed a very low level of parental fnvolvement with support groups

(Table 6). Across the four categories of support groups presented, less

than 20% of parents reported contact. Within-categories .omparison

shows that parents made relatively more contacts with other parents of

informally than they did with formal support

handicapped children

groups.

Parental Perceptions About the Intervention Programme

Table 7 summarizes parental responses to two questions

pertaining to initial and current impressions about DHSP. While 29.1%

of parents were uncertain about the programme prior to their

involvement, only 9.6% remained uncertain after participating in it.

Twenty percent more parents expressed extreme satisfaction or
satisfaction with the programme after participating in it for varying

lengths of time.

Table 7. Parents' Initial and Current Impressions About DHSP

Percentage of Parents by Impression Rating

Extremely Impre- Not Unim- Extremely
Impressed ssed Sure pressed Unimpressed
. Initial (n=172) 20.3 47.3 29.1 1.7 1.2
Current (n=167) 37.7 49.7 9.6 1.2 1.8
- 38
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Generally, parents rated the programme very positively. In
fact, 98.8% of parents indicated that they would recommend the
programme to other paients of developmentally delayed children. The
summaries presented in Table 8 depict a very high level of satisfaction
with programme components and with child progress. In all developmental
domains (social, self-help, acadenmic, language, and physical), over 82%
of parents cxpressed satisfaction or extreme satisfaction with the
quality of programming. satisfactiéh with children’s progress in these
domains was not as uniform, however. While 85 to 88 percent of parents
were satisfied or extremely satisfied with progress in the social,
self-help, and physical developmental domains, only 75 to 78 percent
showed similar levels of satisfaction with their children's progress in
academic and language skills.

Examination of parcnts' comments and suggestions revealed
insights on the basis for the high positive rating of the program. Many
parents were pleased with the programme not only because of the
benefits to their children but also because the programme cnabled them
to cope better as parents of developmentally delayed children. There
were many others who saw the program's value solely in relation to the
gains their children had made. Suggestions centered mainly on the need
for more staff and more visits. Several parents felt that they neceded
more visits per week, while others felt the need to hire more workers
to reduce the waiting period between initial screening and the
commencement of intervention. Concern was also expressed about lengthy

waiting periods caused by the loss of workers.
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Table 8. Parents’ Satisfaction With Programne and Child Progress
Percentage of Respordents by Satisfaction Rating
Extramely Dissa-  Extremely
. Item Satisfied Satisfied Not Sure tisfied Dissatisfied
Quality of Programne
Comporent (1-166) :
' Social 21.3 58.3 9.1 2.2 2.4
Self-help 30.5 55.5 7.9 3.0 3.0
Academic 24.1 58.4 12.7 3.0 1.8
Language 30.7 56.0 9.6 2.4 1.2
Mysical 38.0 52.4 6.5 1.8 1.2
Methds for behavior change 28.2 57.7 12.3 1.8 -
Progress in Developmental
Donains (rr160):
Social KX | 52.5 7.5 5.0 1.9
. Self-help 31.9 55.0 5.6 6.3 1.3
' Academic 2.0 2.8 17.8 6.9 0.6
Language 30.4 47.5 14.6 7.6 -
Ihysical 36.7 51.3 8.2 3.2 0.6
Overall gnins 30.% 59.6 8.2 1.8 -
40
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Table 9. Parents' Ratings of the Intervention Worker

% of Respordents by Satisfaction Rating (n=170)

Worker Attribute/Skill Excellent Good Falr Poor Inadequate

Mility in explaining child's progran 6.9 318 5.3 - .

Sensitivity to your nceds as parent 53.8 39.1 6.5 - 0.6

Knowledge and skills about managemont 6.8 3.5 65 - . ‘
Relatfonship with your child 63.7 28.6 6.5 1.2 -

Mbflity to deal with questions and problems 58.2 37.6 3.5 0.6 -

Welcaning your opinfons and input 9.4 36.5 .5 0.6 .

Using or acting on your suggestions and input  52.4 39.3 6.5 0.6 1.2:

Attitude toward you during visit 7%.0 231 1.8 . 1.2
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Table 10. Parents' Rating of Knowledge Gained From Participation in Programme

1 of Respondents by Satisfaction Rating (n=170)

¥nowledge/Skill Area

Now an  Galned  Gained  Gained  Gafixd
Expert  a Lot Same a Little Nothing

Assessment and evaluatfon of your child
Knowledge of your child's abilities and needs
Behavior mnagement techniques for children
Skills fer coping with your child

Recording of your child's progress at hame
Selection of appropriate toys and books for child
Knowtedpe of social development

Kixwledge of self-help skills developrent
anwledge of acaksnic skills development
Knowledge of lmguage developrent

Knowledge of motor development

erx;lodgc of presclwol placanent options
Knowledge of school placanent options
Knowledge about parental rights

Knowledge about pormlization md integratfon

Knowledge of other relevant canumity services

5.3 55.9 33.5 4.7 0.6
1€.5 51.6 20.6 3.5 1.8
7.2 45.5 3.l 9.0 4.2
8.3 52.4 26.2 11.3 1.8
15.8 56.1 2.1 6.4 0.6
19.3 9.1 18.7 1.0 5.8
9.6 50.6 26,7 10.8 4.2
10.8 56.3 18.6 9.0 5.4
9.2 50.3 27.6 9.2 3.7

12.2 45.1 27.4 11.0 4.3
9.8 54.3 22.6 9.1 4.3
10.9 35.8 25.5 10.9 16.8
5.9 37.5 26.3 14.5 15.8
10.5 38.3 27.2 12.3 11.7
7.0 38.0 27.8 14.6 12.7

6.4 33.1 23.6 17.2 19.7
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Parental satisfaction with programming and child progress was
coupled with an extremely high and uniform rating of intervention
workers in all 8 dimensions of worker attributes (see Table 9). The
percentage of parents rating the workers as good or excellent ranged
from 92 to 97.

Responses to items pertaining to parental preceived knowledge
gain (Table 10) showed much greater variab;lity. compared to the
satisfaction an' worker ratings. Two observations are worth noting
about the knowledge gain data. First, far more parents chose responscs
on the negative end of the scale than was the case with satisfaction
and worker ratings. Second, parents reported greater knowledge gain ou
items relating to the child’s abilities and needs, actual skill
development, and immediate programme activities (e.g., record keeping,
selection of toys, and assessment and cvaluation) than on broader and
relatively more remote and less immediate issues like preschool and
school placement, parental rights, and normalization and integration.
Overall, parents reported the least knowledge gain with regard to the
existence and accessing of other relevant community resources.

Although the primary parent training model adopted by DHSP is
onc-to-onc home-based training involving the Child Management
Specialist and the parent, programme staff also make an effort to
provide occasional workshops for groups of parents. The principal
target group for these workshops arc waiting-list parents, but active
programme parents are also invited to attend. The analysis shownd that
so far only 11% of parents had attended a group-based narent training

workshop. Of the 151 parents indicating they had not attended a
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workshop, 761 expressed an interest in attending such a workshop in the

future.

Parental Expectations ﬁcgardlng the Child's Future

In cxamining the cxpectations that parents held about their
child's future, we were interested not merely in knowing what these
cxpectati wns were but also in ascertaining what relationships such
cxpectations bore with parental perceptions of the s:verity of che
child’s developmental delay. Two independent indices of severity were
utilized in this study: a parental r ting on « 4-point scale ranging
from mild (1) to profound (4); and an index computed from Alpern-Boll
scores (with severity fncreasing as the fndex epproached 1.0). Ve
tested the cross-validity of both {indfces by cxamining the
fntercorrelations among the parental rating, the Alpern-Boll index, and
current developmental age (also based on Alpern-Boll measures).

As Table 11 reveals, the chree indicators of developmental
status were strongly intercorrelated, suggesting that the parental
ratings were reasonably valié. Parental rating of scverity of delay
correlated .37 (p< .001) with the Alpern-Boll Index of < verity and-
.38 (p< .001) with current developmental age. Having established the
validity of the parental ratings, we examined parental cxpectations
relative to the child's perceived level of functioning under chree
themes: cxpectations regarding schooling and independence (Table 12);
expectations regarding physical care and socializatfon (Table 13); ard
expectations regarding future living and working environments (Table

14).
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Table 11. Intercorrelations Among Indices of Severity of Handicap,
Current Devel ~nmental Age, and Relative Developmental Gain (RDG)

PSR A-BSI DA RDG
‘Parental Severity Rating
(PSR) - L3RR 239%%x 228%%%
Alpern-Boll Severity
Index (A-BSI) - 245tk 2 35%%%
Current Developmental .

Age (DA) - L6lxkx

* p<.05 % p<lOl ARk p<.001
Undelined correlation coefficients are negative.
Valid sample sizes ranged from 146 to 188

In ail three theme areas, a clear trend toward higher
expectations for less severely delayed children is observable. For
exanple, while parents of children rated as profoundly delayed did not
expect-any more than special class placement for their cirildren, higher
educational hopes were held by parents of children with severe,
wodevate, and mild delays; in fact as much as 41% of parents of
severely delayed, 57% of moderately delayed, and 79% of nmildly delayed
children expected their children to have up to high school, vocational,
or college educatfon. While parents of profoundly delayed children
expected their chiidren to be totally or highly dependent -- physically
and finaucially -- significantly jncreasing degrces of independence

were expected by pavents of severely, moderately, and mildly delayed

children.




Table 12. Expectations Regarding Schooling and Indepndence

2 of Parents (hoosing a Response Within levels

Mild Moderate  Sevwre  Profowd '
|

Item ard Responses (0r48) (-72) (v-17) (%)
tHow far do you expect ... to go in school?
’ No schooling 0.0 0.0 5.9 25.0 |
T4 class 0.0 11.1 3.2 50.0
Special ed. class 4.2 16.7 5.9 25.0
Regular grade 1-6 6.3 12.5 5.9 0.0
Junfor high school 10.4 2.8 - 5.9 0.0
High school 27.1 26.4 29.4 6.0
Vocational 14.6 6.9 0.0 0.0
College 37.5 23.6 1.8 0.0 |
i
How independent, financially, do ycu expect ;
... to be as #n adult?
|
Always entirely dependent 6.3 16.4 37.5 106.0
Contxibute toward own support 25.0 28.8 12.5 0.0
Became self-supporting 68.8 53.4 50.0 0.0 .
How independent do you think ... will become in
plaming and mawviging his/ier o affairs?
) Will need constant swpervision 0.0 6.9 31.3 80.0 ;
Will med someone to make plans and
day-to-day decisions for him/hes 2.1 18.1 18.8 20.0
- Will need help and advice in making
3 mjor decisions 45.8 31.9 25.0 0.0

for his/her oun affairs 52.1 %17 25.0 0.0

|

|

|

|

|

Will be able to take responsibility ‘
\

|

|

l




Table 17. Expectations Regarding Physical Care and Socialization

Item and Responses

3% of Parents Choosing a Response Within Levels

Mild Moderate Severe  Profound
(n=49) (a=71) (n-17) (n=5)

tow well doy you think ... will be able to
care for himself/herself physically?

Vi1l reed care all day long

Will need same help every day

Will need help only in uusual sftuations
Will be entirely self-sufficient

How active do you expect ... to be in the
commnity?

Unable to join in comunity activities
Able to join but no active role

Able to join ard be an active monber
Be able to leadership roles

How much will ... be imvolved in informal
social relationships?

Pelate only to people within family
Relate wj*t relatives/fanily friends
Wil mke friends of his/her own

4.1 8.3 17.6 80.0
4.1 16.7 41.2 20.0
2.4 3.1 17.6 0.0
69.4 37.5 23.5 0.0
0.0 9.9 17.6 100.0
28.6 28.2 35.3 0.0
61.2 52.1 29.4 0.0
8.2 9.9 17.6 0.0
0.0 4.1 11.8 60.0
4.2 13.7 2.4 40.0
95.8 82.2 58.8 0.0
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Table 14. Bxpectations Regarding Living and Working Envirorments

2 of Parents Choosing a Response Within Levels

Mild Moderate Severe  Profourd
Item and Responses (r-43) (71) (-17) (=5)
Where do you think ... will live as a
teenager?
In an institution 0.0 0w 0.0 0.0
~ In a group hame 0.0 2.8 5.9 0.0
With his/her own family 100.0 97.2 9.1 100.0
Where do you think ... will live as an
adult?
- In an institution 0.0 0.0 0.0 0.0
With family menbers 14.3 38.0 43.8 100.0
In smll supervised group home 4.1 2.8 6.3 0.0
In his/her own apartment Indeperdently 81.6 59.2 50.0 N0
In vhich of the following enviromment J) you
thizk ... will work as on addt?*
Prevocational training center 0.0 7.5 2.1 50.0
Sheltered workshop 2.0 13.4 2.1 50.0
Supervised employment 52.2 43.3 15.4 0.0
Canpetitive employment 47.8 35.8 38.5 0.0

*Mhree of the 5 parents rating their children as profoundly handicapped and 4 of the 17 rating their
children as severely handicapped did not respord to this item.
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Table 15. Correlations Between Child Developmental Characteristicd:
and Individual Child Bxpectations Items

Severity of Hardicap Ratgz Develop. Age  Knowledge

Parent  Alpern-Boll (Quxrent) Gain

(n~141) (n~175) (n~167) (®=99)
Parental BExpectations Ra@nﬂrg
Schooling L5k LSk Qkk 23%
Financial 1 -Jependence 233k 2 30%% 3Tk NS
Independence in physical care LTk 230kxk Sk .20%
Managing and plsning other affairs R L36%k 53k 21%
Commnity involvement 133k 22k At NS
Informal social relationships 248¥x D0k . 3G¥hk R
Teenage living environment NS 12 NS NS
Adult age living enviromment 2350k L 39%k LGkxk NS
Adult age work enwviromment 536%k 2255k NAR 4 NS
{zrosite child expectation fndex LGk 0%k < Shkbk . 30%%

* p<.05 3ok p<.0L Sk p<, 001

Lparental lknowledge gain was included in the matrix to examine the relationship between knowledge
gained from participation in intervention and expectations about: the child’s future.

Zhe greater the rumerical value of the rating/index, the more severe-the child’s delay.
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A potential influence of the deinstitutionalization and
norpalization movements on this population of parents emerges clearly
from our analyses. Regardless of the perceived severitv of delay,
institutional settings were not considered a livinyg arrangement option
for any of the children at any age. Almost all parents expected their
children to live with their own family during the teenage years. All
parents of profoundly delayed children expected their children to
continue to live with them into adultiood, while 50% of severely
delayed, 59% of moderately delayed, and 82% of mildly delayed children
were expected to Live in their own home or apartment during adulthood.
In fact, even supervised group homes were not considered significantly
as an alternative living arrangement during the teenage years or
adulthood. Of 142 responding parents, only 2% expected their children
to live in group homes in their teens. The corresponding figure for
adulthood was 3.5%. It should be cautioned, however, that the extent to
which these results reflect parental knowledge and understanding of the
‘group homes concept cannot be ascertained or even jinferred from the
stﬁdy.

Trends similar co those found in relation to schooling and
independence were observed with regard to work environnents as well.
Expectations moved away from prevocational and sheltered workshops
toward supervised or compecitive employment with increased perceived
level of functioning. The correlational patterns displayed in Table 15
confirm the trends described above. With the exception of teenage
living environment, expectations tended to be higher with increased

perceived level of functioning. Varying uegrees of relationships were
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also found between parental reported knowledge gain and sesveral
expectation items. Parents who reported greater knowledge gain from
participation in the intervention programme tended to express higher
expectations regarding their child's schooling, physical care, planning
and management of nonfinancial affairs, and informal social
relationships. The composi*e child expectation score a.so correlated
significantly with parental knowledge gain, suggesting that on the
whole parents reporting more knowledge benefits from iniervention held

higher expectations.

Parent-Child Play Interactions

Both the variety and frequency of play activities that
parents ongaged their children in were examined in rcelation to: 1)
cgild developmental age; and 2) child developmental progress. As shown
in Table 16, significant correlations were found between child
developmental age and all play interaction types, except responsive
Play. Thus, unlike all other play types, the variety and frequency of
responsive games did not vary as a function of level of child
developmental functioning. The c¢nly negative correlation was that
involving lap games. These results suggested that parents engaged in
more lap games with developmentally younge. children,, while ehgaging in
more mastery, pretend, verbal, and discovety games with developmentally
older children. When total scale scores w 2 considered, hcwever, child
developmental age correlated significantly with variety but not with

frequency of play activities.




Table 16. Correlations Between Parent-Child Play and Child Developmental. Characteristics

[

Responsive Lap Games Mastery atend Verbal Discovery Full Seale

Var. Freq. Var. Freq. Var. Freq. Var. Freq. Var. Freq. Var. Freq. Var.

M NS NS NS L2740k 17% NS [ 16% |17%  19%k 46kt 336k 20k 260kk NS

ROG NS NS NS 1%k ,16% ,13% ,19x% \23%k 220t 27kkk 32kbk 32kbk 19kk

D-Developmental Age; RDG-Relative Developwental Gain; Var.-Variety; Freq.~Frequmcy.
Sample sizes for coefficients ivolving DA and RDG were 167 and 161, respectively.

Underlined coefficients are negative.
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Similar correlational patterns were found between parent-
child play and child developmental progress. Generallr, greater variety
and higher frequency of mastery, pretend, verbal, and discovery games
were associated with greater developmental gain, while a higher
frequency of lap games was associated with lower developmental gains.
Again, when total scale scores were considered, only variety of play
activities was correlated significantly with developmental gain.

Three conclusions can be drawn from these resuits. First,
child developmental characteristics influence parent-child play
interactions and vice versa. Second, it appears that what varies more
reliably as a fun_tion of ¢.!ld developmental characteristics is the
variety of play activities that parents engage their children in and
not how frequently games are played. Finally, as an extension of the
second conclusion, the dimension of parent-child play interaction that
may be associated with the enhancement of developmental competen.e in
developmentally delaycd children appears to be quality and not quantity

of interactions.

Child Developmental Progiess

While developmental progress varied markedly among the
children, the average developmental gain was remarkably high. The mean
relative devel~pmental gain of .83 {SD-.67) suggests that on the
average the rate of progiess madc by children in the programme was 833
of normal rate of development (see Table 17). In examining the
relationship between amount of time spent In intervention and amount <

developmental gain achieved, however, we found a significant negative

53

Aruitoxt provided by Eic:

e o w A

s




.

E

O

RIC

Aruitoxt provided by Eic:

correlation between the two (r--.42, p<.001; see Table 21).

This finding could be interpreted in several ways, but
caution must be exercised in so doing. While the negative correlation
sccmingl)-' suggests poorer outcomes for longer-term recipients, such an
interpretation is perhaps simplistic and misleading. A more reasonable
interpretation appears to be that developmental gain is greater at the
carlier stages of involvement than it is at later stages. Interpreted
this way, the finding appears to be consistent with what one would
theoretically expect. That is, there is more room to demonstrate the
impact of intervention in the absence of prior programming than there
is once intervention has started and has begun to increase
developmental competence. To further illustrate this point, let us
consider the poal of intervention, relative to the child's development.
Essentially, the goal is to close the gap between the current level of
devélopment and the potential level of developasental competence under
maximum envivonmental aund experiential input.

If we called this gap the zone of meximum potential

developmental gpain (MPG), we will theoretically expect this zone to

diminish as intervention progresses. If environmental and experiencial
faput in the form of therapeutic developmental inte.vention has a
potentially powerful influence on the development of young handicapped
children, and if such intervention does actually result in a
significant reduction in MPG when first introduced, then subsequent
progress is bound to be relatively minimal. Such a scenario does ot
suggest a diminishing effect of iatervention, rather it reflects a

ceiling effect on the gain index.
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From a programming perspective, it fs conceivable also that
the intervention activities and strategies are best suited to younger
and beginning recepients, such that the {intervention becomes less
responsive to the developmental needs of children beyond either a
certain level of developmental competence or a certain level of
involvement with programming. Thus, there may be a need to critically
exanine programme content and instructional strategies to ascertain the

- extent to which they remain dévelopmentally appropriate, challenging,
or enhancing for the entire range of ages covered.

From a measurcment perspective, it fs appropriate to argue
that this finding underscores the superficiality of length of
involvement as a process measure. Intensity of involvement or
commitment to carrying out intervention activities on the part of
parents will undoubtedly be & more appropriate and reliable process
measure thar a duration fndex. Such a measure may take one or more of
the following forms: (1) actual number of hours spent in programming
over a given perfod; (2) intervention workers' ratings of parental
commitment to the program; or (3) some kind of index of demonstrated

parental competence in carrying out interventfon activities.

Relationships Between Family Ecology and Intervention Outcomes

The correlational data reported in this section were based on
composite scores derived for each of the three dimensions of parental
rating of the intervention programme and for the four family ecology
scales: child expectation; family resources; quality of the home

environment, and parent-child play {interactions. Family {income and
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mother's educatiorn were categorical variables, ecach with 5 levels.
Scores for all family eccological wvariables -- except {income and
education -- are summarized in Table 17, while child developmental
e¢haracteristics and related {intervention variahles are summarized in
Table 18.

Table 19 reveals significant intercorrelations among the
parental intervention variables. Parents who reported greater knowledge
gain rated the intervention worker more positively and expressed
greater satisfacticn with the progrem, while pareats who expressed
greater satisfaction tended to rate the iIntervention worker more

strongly.

Table 17. Heans, Standard Deviations, and Ranges of Composite
Parental and Fazily Ecological Variables

Variable Mean ] Range

Intexrvention Variables:

Parental rating of intervention worker 36.2 4.1 18-40
- Parental perceived knowledge gain 55.1 12.0 16-80
Parental satisfaction with programme 49.5 6.3 29-60
Fanmily Fcological Variables:
Child expectation 28.7 7.1 9-37
Fanily resources 59.6 14.0 5-87
Quality of home environment 35.3 8.3 13-49
Parent-child play: Variety 17.0 5.2 3-45
Parent-child play: Frequency 34.9 12.8 6-68
56
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Table 18. Developmental Characteristics of the Children
(All Scores Expressed in Months)®

Varigble Mean sSD

Chronological Age at programme entry 30.4 18.9
Developmental Age at programme entry 18.5 14.3
Developmental Delay Severity Index® 0.37 0.29
Current Chronolo_ical Age 58.9 21.4
Current Developmental Ageb 32.0 17.7
Months spent in {ntervention 21.5 15.6
Relative Deveiopmental Gaind 0.83 3,67

3Valid sample sizes ranged from 182 to 199 for variables in this table.
Composite index extracted from all five Alpern-Boll subscales.

Sperived from Alpern-Boll scores at entry into programme.

doverall gain in development divided by months in programme.

Table 19. Intercorreclations Among Three Intervention Varfables

Knowledge Rating of Satisfaction
Vaxiable Gain Worker Ability With program
Knowledge gain - L33kt $33ha%
Rating of {intervention worker - IRk

*kk p<.001; Valid sample sfzes ranged from 95 to 134

Intercorrelations among the family ecological variables are
reported in Table 20. Quality of the home environment correlated sig-
rificantly with family resources, family fncome, parent-child play, and
maternal ceducational background. Family income also correlated strongly
with family resources and maternal education but not with parent-child
play. Finally, parental expectations about the child's future

correlated significantly with family resources and parent-child play.
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Table 20. Correlations Amocg Family Ecological and
Socfo-ecenomic Varisbles

Family Fmily Mother's P-C Play 2C Play
Resources Income  Education (Varfety) (Frequency)
Home Ervirorment 4 ok .27 *x 2 ok 42 ok .36 bk
Parental Expectation Jax NS NS .37 bk 25 Wk
Family Income 43 ook . 43 Yook NS NS

* p<.05; *k p<.01 Wk p< 001
Valid n's for correlational amalyses ranged from 140 to 173.

O

Having ascertained the interrelationships among the
intervention and family ecological variebles, the extent to which
clements of these two sets of variables were related to child
developmental characteristics and to length of participation in
fntervention (Table 21) w~; lso examined. The strongest positive
correlations were observec u ~tven quality of the home environment and
expectations about the child's future -- on onc hand -- and the child's
current level of developmental functioning on the other hand. These
correlations could be interpreted in at least two ways: (1) parents of
higher functioning children had higher cxpcctntlo;rs about the future
and provided their child with a more enriched enviromment; or (2)
parents who provided their children with a more enriched environment
and held higher expectetions about thefr child's future had children
who were higher functioning developmentally.

The results showed also that parents of higher furztioni =
children reported greater satisfaction with intervention, as shown by

the significant negative correlations between severity of delay and the
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other variables. Thus, the more severely delayed the child was, the
lower the degree of satisfaction the parent cxpressed wich the
intervention program. Also, parents of move severely delayed children
reported less knowledge gain, had lower expectations for their child's

future, and provided the:child with less enriched environment.

Table 21. Felationship etween (hild Developmental
Characteristics and Quality of Home Envirorment,
Parental Expectations for thild, and Three Intervention Variables

Home Expecta- Time in  Knowledge Satis-
Enviromrent  tions Programme in faction
CGurrzent Developmental
Level (Alperm-Boll) S3 P 42 kk .18 * 37 Fk
Severity of DelayMandicap 30 %k 29 Sk~ 22 * 229 *ik
Relative Developmental Gain .31 dx% 37 %kt RO .20 %
* p<.05; *k p<,01 Fkk p<, 001

Valié n’s for correlational analyses ranged from 107 to 182.
All negative correlations are underlined

Aruitoxt provided by Eic:

L

Child developmental gxain correlated positively with quality
of the home environment, expectations for the child's future, and
parental satisfaction with the program. Thus, children from more
enriched environments and children whose parents held higher
expectations for their future and engaged them in a greater variety of
Interactive games (see Table 16) showed greater developmental gains.
The parents of such children expressed greater satisfaction with the
intervention progr;m.

The finding that parents of more severely delayed children

expressed less satisfaction with the iIntervantion and reported less
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knowledge gain has profound implications fo- intervention work. It
undersceres the differential value of early intervention to df{fferent
client groups. First, the finding suggests that perceptions or
scments -about the value-of interventionm-azre sometimes mediuted more
significantly by the devclopmental characteristics of the target child
than by qualities of the intervention programme. What constitutes
significant change or fimprovement in the target child rlepends to a
large extent on what the parent expe.ts from the programme, relative to
the child's developmental needs. More intensive ¢zfort, sustained over
a reasonabiy long period of time, is required to make small amounts of
conspicuous change in the more severely delayed child. Thus, it is

possible for an early intervention delivery system to have all the

elements of quality progrvameing -- iIncluding excellent staff and
varfous other supports -- and yet be perceived by some clients

\

(particularly families of more profoundly delayed children) as being
only minimally effective or supportive.

Programme developers and implementers need to ve aware of
these dynamics, if they are not to give up easily when they receive
"mixed reviews" from some of their clients. Of course snome of the
"mixed reviews" sometimes stem from overoptimism and unrecalistic
expectatic . projected by intcrventionists themse! es. Raising parental
expectations beyond what «@un be deemed realistic can be
counterproductive. If parents ecxpect intervention to serve a curative
function, then parents of more severely delayed children are likely to
be more disappointed and less satisfied even in the face of progress on

the part of their children. ite importance of the nced to provide
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: parents wi‘i realistic information about the goais and potential
effects .f intervention cannot be overemphasized.

Quality of the ‘*home environment; Given the strong

correlation between the quality of the home environment and child
developmental progress, we utilized the risk status cut-off points on
both the 0-3 years and 3-6 years scales of the Home Screening
Questionnaire to examine .at proportion of our sample of children came
from home envircvmments that could be potentially deprived. Becausa the
HSQ was standardized only on children from birth to 6, we did not
include any children older than 6 in this stage of the analysis. Cf 25
children in the 0-3 years range whose parents completed the HSQ, 14
(56%) had suspect scores. The suspect rate was even higher in the 3-6
2 years range. Of 107 3- to 6-year-old ..ildren whose parents completed
the scéle, as many as 72 (67.3%) had suspect scores. Thus, as much as
65¢ of children in the 0-6-year range scored in the suspect range in
terms of the quality of their home environment.
i The HSQ was validated using an American sasple, and therefore
caution should, és a matter of course, be cxercised in interpreting
these results., However, the HSQ was also standardized on low inccme
families, a characterlstic th»’ {is shared by a large proportion. of the
families in this study. Tinese results then call foc a closer look at
what emphszis, if any, the Direct Home Services Programme places on the
N importance of the child’'s overall environment and what strategies may
be adopted to assist families provide quality home environments for

their young handicapped children.
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Predicting Child Developmental Gain, Parental Satisfaction,
Parent-Child Play, and Parental Expectations

Table 22 summarizes relevant results of several separate
_regression analyses performed to predict child developmer;tal gain,
parental satisfaction, variety and frequency of parent-child play,
quality of the child’s home environment, and parental expectations. In
addition to reporting multiple correlatfon coefficients for each
prediction, Tsble 22 also includes zero-order correlation ccetficieants
betwecen each of the five dependent vaciables and all independent
variables included in each prediction:

To {isolate programme or family ecological variables that
appeared to be mos. critical to the developmental progr~ss of children
in intervention, a stepwise wmnltiple regression analysis wa: cun to
predict developmental progress (defined as the ratio of months gained
on the Alpern-S..71 .2velopmental Profile to number of moriths spent in
{intervention). Thirteen variables were enterzd into the analysis: (1)
child developmental characteristics (developmental progress,
developmental age at entry into intervention, and age at detection);
(2) intervention factors (time spent in intervention, parental
knowledge gain, and parental satisfaction with piogramme); and (3)
family ecological factors (quality of the home environment,
expectations about chila’s future, maternal education, family inc.ome,
family resources, frequeac;, of parent .htld play, ari variety of
parent-child play).

The best predictors of child dev ioprmental progress were tle
child’s 1-vel of development at the time of entering intervention, and
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parental expectations about the <hild’s future (R~.69. These two
variables explained 45% of the variancel.

’ A second stepwise regression analysis was run -o ascertain
what fartor(s) were most critical in determining parental satisfaction
with the fintervention program. Twelve variables were included in the
analysis: parental satisfaction; parental knowledge gain; parental
rating of worker competence; time spent in intervention; parental
expectations, quality of the .ome environment; maternal education,
fanily resources; family iacome; and the child’s current level of
development, level of development at entry into intervention, and
develo, atal progress. The child's cuirent level of developm t and
parental rating-of the intervention worker were the best predictors of
¢arents’ satisfaction with the int3rven: fon programme (R~.52). The two
variables explained 25% of the variance.

A third regression analysis wes performed to ascertain
variable- that would be most predictive of (1) veriety of pla,
activities parerts engaged their children in, and (2) the frequency
with which parent-child interactive play occurred. In addition to these
interaction variables, 8 other factors were included in each of the two
separate runs: the « "ld'~ current developmental age; time spent in
intervention; parental knowledge gain; s:tisfaction with intervention;
quality of the home environment; parcntal expectations; family

resources; family fincome; and maternal education.

1All estimates of the anount of varfance explained by cthe
predictor variables are based on an adjusted R<.
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‘Table 22. Zero-order Correlations Between Independent and Dependent Varisbler and
Cotrespording Multiple Rs for Regressfon Analyses

Dependent Variables
Dev. Satis-  Play Play Bome  Expecta-

# Independent Variables Prog faction (Var) (Freq) Eviron  tion

1 M Entry Level . 55%kk 9% 370k 33wk
2 DA Qurent STk 26kkk NS 3k Shisox
3 Detection Age L 2idkox NS NS

4 Developmental Progress -- 205 Lok
5 Time_Spent in Programe  ,42%kk NS NS 7% NS NS

6 ¥roledge Gain NS 33 37k L2k L2k 30wk
7 torker Rating Lk

8 Satisfaction 20% -- 30%kx 29%% A7 GGk
9 Home Environment 3ok BV, Ryeoid 63k -- .33k
10 Expectations 420k Lodck  3Tdckx L2500k 33k -

11 ¥other's Education NS S15% RS NS 2%k NS

12 Income NS NS §s NS Qe 0%k
13 Family Resources NS IS 20k% 22%k AGkex NS

14 Parent-Child Tlay: Var . 19%% -- L2k 373k
15 Parent-Child Play: Freq NS -- K 25%kx
BEST PREDICTORS \/ 2 10 6 2/11/10/13 2714
MATIPLE R .69 .52 .46 .38 A2 74
VIRIANCE (AJLSTED R w488 2658 19.6% 12.88 6.9t ST
Underlined correlations are negative.
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Parental expectations regarding the child's future emerged as
the lost predictor of the variety of play activities that parents
engaged their children in (R~.46), while parental knovledge gain
emerged as the single best .predictor of how frequently parents and
their children engaged in play (R-.38). These predictions were
relatively weak, however, since they accounted for only 20% and 13% of
the variance respectively.

We alco examinad factors that were most predictive of the
quality of the child's home environment. All the 15 variables mentioned
in the preceding analyses, except child developmental progress and
parental rating of the worker , were eutered intc the analysis. The
four best predictors -- in order of significance -- were the child's
current leve. of development, mat2rnal education, pareatal
expectations, and family resources.(R-.82). These variables explained
quite a substantial proporticn of the variance (65%).

Because the analyses depicted parental expcctations as an
important determinant of several of the variables examined in this
study (child developuental progress, variety of parent-child
interactive play, and quality of the home environment), we performed an
additional. str se regression analysis in search of the predictors\of
parental expectuc ous. Expectations and all the other variables, except
parental rating of the intervention worker, were included in the
analysis.

Two variables emerged as the best predictors of parental
expectations regarding the child's future: the child's current level

of development and the variety of play act.vitles that parent engaged
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the child in (R-.74). The two variables together explained 53% of the
variance.

These results show clearly that parental expectations
regarding the futuré of their developmentally delayed children exercise
a powerful influence ou the nature and quality of the parent-child
interaction process, shape the nature and quality of the home
environment to which the child is exposed, and -- consequently--
determine hc s much progress the child makes in the development of
competence.

The finding that parental expectations and parent-child
interaction are predictive of each other is noteworthy; it underscores
the view that relationships among the broader ecological variables
which impinge on child development are cyclical rather than
unidirectional in nature. In this case, the evidence suggests that
while parents’ expectations about their children's future lead them to
interact in specific ways, the knowledge that parents acquire about the
child’s competencies during the course of interaction may form the
basis for maintaining or revising expectations.

It is significant to note also that although parental
knowledge gain did not correlate significantly with child developmental
progress, it correlated very significantly with several major fami'y
ecological variabl.s -- parental expectations, quality of the home
environment, and variety and frequency of parent-child interactions--
one of which (parental expectations) predicted child developmental
progress. In 'fact, knowledge gain predicted the frequency of parent-

child interaction. It does appear from these results, then, that the
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intexvention process may impact the child's development via fts strong
influrnce on fanily ecology (in particular, by influencing parental
expectations and parent child interaction). If this interpretation is
valid, then one of the implications of this research is .t:hat: an
interveution process that targets family ecology more directly--
rather than via the "parent as teacher' paradigm -- is likely to
produce even better results.

In fact, other aspects of the results obtained fn this study
reinfornce th need for en approach to intervention that focusses
broadly on the entire family ecology. ‘First, this study has revealed
that as much as 65% of children six years or y.unger may be axposed to
environments that may be cognitively and socio-emotionalir less
enriching. Second, the regression analyses have shown that the best
predictors of quality environment are the child's developmental
competence, maternal education, parental expectations, and family
resources. A close examination of the frmily resources scaie shows that
the family resources index fs -- to some extent -- .lso a measure of
overall family psychological well-being. Parents reporting greater
perceived adequacy of those resources are less likely to be stressed by
the task of bringing up a developmentally delayed child. If such
parents hold reasonably high expectations about their child’s future
and have a relati-ely strong educational background, their children are
more likely to show greater developmental gain.

From there results, it appears the challenge is to evolve
methods and strategies of interven‘lon aimed at enriching the overall

family environment to which the child is exposed. Among critical areas
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to address are: helping parents cope with the stresses of rearing a
developmentally delayed c¢hild, by promoting family well-being and
.ncreasing accessibility to resources; promoting developmentally
enhancing dyadic and polyadic interactions; helping parents identify
and/or choose developmentally appropriat. activities and toys;
providing supports such- as respite care; and other strategies that
generally serve to strengthen the family as ¢ system and context for
enhancing child development.

These comments aund proposals do not in any way dimfnish the
perceived value of the present fintervention model, however. In fact,
not only was satisfaction wicth the programme very high, but
satisfaction was based -- iz part -- on attributes nf the programme.
Both the zero-order correlational pat’erns and the regreision results
showed that satisfaction with the intervention programme was largely
associated with child and programme variables. Nonprogramme variables,
such as parental vducation, family income, and family resources did not
correlate significantly with satisfaccior. Althcugh one family
ecological variable -- parental expcoctations --  correlated
significantly with satisfaction (r=-.43, p<.001), the variables that
were most pred’ctive of satisfaction with the intervention programme
were the child's current level of development and parental rating of

the intervention worker.
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. CHAPTER V: SUMMARY AND RECOMMENDATIONS

The results presented in the preceding chapter Provide
several significant insights about the early intervention process and
issues related to 1it. In this concluding chapter, we summarize the
major themes emerging frem the study and offer specific recommendations
when findings are deemed to have significant implications for policy,
improved programming, and future research on the programne.

The summary is organized under the following four headings:
(1) programme accessibility, identification, and support systcas; (2)
parental percpetions about the intervention programme and expectations
about children's future; (3) child developmental progress; and (4)
determinants or correlates of selected child and parental variables.

Following the summrary, recommendations are offered under the

following four headings: (1) recommendations on policy ~-sues; (2)
recommendations regarding programme extensions/improvements; (3)
recommendations on enhancing -early referral and programme entry; and

(4) recommendations regarding future research on the intervention

programme.

Summary

Programme Accessibility, Identification, and Support Systems

1. The Direct Home Services Programme 1is fairly widely known in

communities, agencles, and institutions across the Province, as

indicated by the broad range of referral sources.
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2. While sowmc parents werce officially informed for the first time

about their child's problem by public health nurses and social
workers (16.7% of cases), family doctors and other physicians
remain the primary professionals communicating the child's
handicap or delay to parents (81.1% of cases).

3. A sizeable proportion of the sample of parents (31%) reported
that they werc not satisfied with the informaticn they were
provided at the time their child's handicap or dc ay was
conmunicated to them. The most frequently cxpressed concern was
that professionals were .ther unclear or reluctant to be open in
disclosing the child's problem.

4. Most children in the study (93.8%) werc admitted to the
intervention programme prior to age 3 yecars. This, indeed, is an
indication that DHSP has successfully carried out its mandate tc
fntervence carly in the lives of its clients. However, ti.re is a
significant delay in accessing carly intervention services for
many children identified as having a delay in their first year of
life. As much as 65% of children were fidentified in the first
year, but only 22% of all children in intervention entered the
programme prior their first birth day.

5. Thare is a very low level of parental involvement with formal and
informal support groups.

Parental Perceptions About Interve. - p_and

Expectations About Child's Future,

1. On the whole, parents rated the {ntervention programme very

positively. Almost all parents found the programme so valuable

70

ERIC

Aruitoxt provided by Eic:

e




A

that they would recommend it to other familfes with similar
needs.

2. Child Management Specialists (the home tcachers) were rated very
positively on all cight attributes probed: ability {n explaining
the child's programme; sensitivity to the needs of parents;
knowledge and skills regarding child managesent; relationship and
rapoort witch children; ability to deal with parents' questions
and problems; regard and receptiveness to parental opinifons and

. input; acting on parental suggestions and input; and attitude

toward parents.

3. Parents expressed strong satisfaction with the quality of
programming in all five developmental domains. Satisfaction with
cﬁlld progress in tune domains was also high; however, parents
appcared to be less satisfied with progress made in the academic
and language demains than they were in the three other dos ains,
This, perbaps, is a reflection of the importance that parents
wrtach to language/communication and cognitive skills.

4, Parents were not as wupanimous {in their perceptions about
knowledge gain as they were in their satisfaction and worker
coppetence ratings. On the whole, parents reported that they
gained more knowledge in areas related directly with programming
(e.g. recording, assesswent and evaluation, behaviour management
techniques) and children's abilities/development than they did on
broader and relatively less immedfate issues like preschool and
school placement, parcatal rights, integration, and social role

valourization. Parents reported the least knowledge gain with
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regard to the existence and accessing of other relevant community
services.

Parents' expectations about their children's future were strongly
related to their perception of the children's level of
functioning. Higher cxpectations regarding school placement,
puysical and financial ..dependence, and vocaticnal placement
were expressed for relatively higher functioning children.

A potential impact of the deinstituti¢nrlization and social role
valourization movements was apparent rom the pattern of pavental
expectations obscrved in this study. Regardless of how parents
prrceived the scverity of their child's handicap, fnstitutfonal
settings and supervised group homes were not deemed to be living
arrangement options ifor cither tecnage or adulthood.

Significant intercorrelations were found among the three indices
reflecting parental perceptions about the intervention programme.
Parents reporting greater knowledge gain rated vac home teacher
more positively and cxpresscd greater satisfactfon with the
programme as a whole.

with the exception of knowledge gafn the pa;ental perception
variables and parental expectations were all significantly
related to child developmental progress. Thus, children who made
greater developmental gains were thosé whose parents expressed
greater satisfaction with the intervention, rated the home
teacher more positively, and held higher cxpectations about thefr

child’'s future.
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The children in this study were found to progress at the
rew .rkable rate of 83% of normal rate of development during the
time they were in iatervention, assuming the normal rate of
developmené to be one month of developmental age per calendar
month. Wide variations were observed, howeve .

Child developmental progress was found to be strongly related to
the quality of the child's home environment and to the
expectations that pareats held about the child's future.

Further analysis to categorize .!ldren by risk status, showed
that as much as 658 of children in the birt:i to 6-year range may
be exposed to developmentally less optimal environments and
experiences. This situation may be explained, in part, by the
large number of low-income families in the sample. In fact, both
family resources and family income correlated positively with the
quality of the child's home environment.

A signficant negative correlation was found between relative
development2l gain and amount of time spent in intervention. This
was interpreted as suggesting that the ecarli:r stages of
intervention were associated with greater gains than were later
stages, with the implication that current intervention activities
and strateg: . riy be best suited for the carlier stages of _he
intervention process.

Parent-child play interactions inf.uense, and are influenced by,
child developmental characteristics. However, the aspect of the

parent-child interaction process that correlated significantly
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with child developmental characteristics was variety -- and not
frequency -- of play activities. Thus, the dimension of parent-
child interaction that may be associated with the enhancement of
developmental competer in children appears to be quality of

interaction, not how otten interaction occurs.

Determinants of Selected Child and Parental Variables

1.
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The best ‘redictors of child developmental progress in the sample
studied & : the child's level of development at the time of
entering interveution aud parental expectations about the child's
future. Thus, children who were relatively higher functioning at
the time of entering intervention and who had parents with higher
expectations made greater developmental gains.

The best pr2dicto.s of parental satisfaction with the
intervention process and with child progress were parental rating
of the intecventfon worker and the child's current level of
development. That is, parents were most likely to express extreme
satisfaction with the programme if they perceived the worker as
being highly competent and had children who were relatively high
functioning.

Parents who were more likely to cxpose their children to a
greater variety of interactive games and activities were those
who held higher evoectations regarding their child's future.
Parents were most licely to engage in frequent interactions with
thetr child if they reported greater knowledge gain from the

{ncervention programme.
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5. Parental expectations aboot the child's future were, in. turn,
predicteéd by two variables: the- -ehild's curcrent level of
development and the variety of parent-chila interactive play.
Thus, parents who had higher functioning children and vho cxposed
these children to a greater variety of Interactive play were more
likely to express higher expectations.

6. The variables that most likely determined what the quality of the
crild's home environment would be were the child’'s current level
of developrent, maternal education, pareutal expectations, azd
family resources.

7. On the whole, the results of the study revealed family ecology--
in particular, parental expectations, parent-child interac-ion,
and quality of the home enviromment -- as critical mediator
variables between the intervention-process and its impact on the
child. One iImplication of this finding is that interventions
which target broader family ecological variables more directly

are likely to produce even better results.

, KRecommendations

fecommendations on policy issues

1. The (inding that as ruch as 65% .: children in the birth to 6-

year range may be exposed to developmental.y less optimal

environments and experilenc2s -- coupled with the large number of
families reporting significantly below aver.g~ Incomes -- calls

for policy initiatives towards providing more mat-zial assistauce
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to families In need of such support. Some consideration should be
given to the aliccation of funds to establish an auxiliary toy
and educational mat vial lendiag/ support service. Such a service
would (1) provide information and counsciling to parents on
children's developme :al needs, {(2) provide advice on the chieice
of age-appropriate materials for stimulating children's
development, and (3) actually lend materfals out to families who

cannot easjly afford to acquire them.

‘Consistent with the foregoing, It Is recommended also that the

Direct llome Services Programme adopt formally a more "General
Service Plan" approach to service delivery. Such a structure
would allew for the consideration of broader child and family
needs beyon .hose of specific skill reaching.

In view of the large numbers of families that currently have to
wait for extensive periods of time before getting iInto the
programme, consideration shouldd be g ivea to staff eszpansions,
Including more use of part-time Child Management Specialists and
Early Intervention Workers across t'e Province.

The parent tralning componcng of the programme should be
reoriented to place greater emphasis on preparing parents to>
become Independent of the Fiwgramme as auickly as possible. This
will ensure higher turnover ir cascloads and resuit, ultimately,
ia significant reductions in walting periods and daitin listsz.
More importantly, howcver, such a poilcy makes sense
philosophically; intervention with famil es should foster

Independence and initiative on (™2 part of parens so that
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¢ veloprentally delayed cFildren are not deprived of the

tportunity te cow *p in a-nermal, uadisrupted faﬁl}y milieu,

There 1is a need, within the Division of Mental Retardation
Services, to acknowledge that parental expectations regarding
alternatives to residential placements do not indicate a
faveurable acceptance of group homes. Consequently, the
development of other less restrictive environments (e.g., foster
care and cooperative living) should be emphasizea both in the

short and long term.

-Recommendations regarding programme extensions/improvement

1.

‘e

i e

§ "

The results of this stady underscored the central role of broad
fanily ecclogical factors in the intervention process. There is
the need to extend the fozus of intervention beyond skill
teaching to target the broader family ecological context more
directly. Specifically efforts should be made, in the short term,
tovards expanding the programme in the following two directions:
a. Intervening more directly to improve the overall quality of
the child's home enviromasnt. In particular, parents should
be provided direction and assistan.. in providing a wide
range of developmentally appropriate materials and
developmentally enriching experiences to their children.
b. Providing supports that will reduce the pressures and
stresses associated with care of developmentally
delayad children and thereby fincrease the probabil ¢ that

parents would enjoy thei children and provide them with
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quality ‘stimulation.

c. Promoting devclopmentally enhancing interactions between

1%

parents and the child and between the child and the family
at large. Strategies for iuwiiasing perente' auareness of
the child's role in communication and interaction should be
emhasized, alongside techniques that parents can use to
reduce parental dominance and increase greater balance in
interaction.
These recommendations are consistent with trends alreay occuring
in the early intervention field, and 1literature -and other
relevant resources necessary for DHSP to make this shift are
available across North America.
One of the speculations made on the basis of the significant
negative correlation between 1length of participation and
developmental gain was that intervention tasks may become less
developmentally challengirg as children spend more time in the
programme. It is recommcnded that a cxftiecal appraisal of the
skili teaching carriculum be undertaken to ensure that cl. .dren
continue co benefii from the programm» during the entire pcriod
of their irvolvement. It may indeed be productive to employ a
developmental  framework to examinc the adequacy of the
curriculum.
Depending upon the nature and degree of the child's problem,
familiez of developmentally delayed children «ill nced t¢ access

a vuriety of other programmes and services beside the

developmental intervention programse -- e.g., spcech-lauguage
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therapy, audiological services, physiotherapy. There is evidence
to suggest that families do not always utilize all the available
sezvices that they-require, parFly becaus: of lack.of knowledge
about the existence and’or relevance of such services. ine
firding that parents reported the least amount of knowledge gain
in relation to "knowledge of other relevant community services”
does not fmply necessarily that parents are not aware of or not
accessing other services to the extent that they should.
Nevertheless, it suggests the need for DHSP to pay greater
attention to this aspect of the interventf.n programme.

It is recommended also that DHSP staff encourage the formation
and active functioning of parent groups to provide (a) a support
bas= for parents who would need such sapport, and (b) a forum for
the discussion and sharing of ideas and concerns. Parent support
groups, when effectively oiganized, can help parents deal with
secondary psychological problems associated with t4e parenting of
developmentally delayed children. .A large number of parents
expressed interest in occasional group-based workshops. Organized
parent groups can serve as the context for such workshops,
providing .nput on issues and concerns that may be addressed in

workshop presentations,

Recompzndations on enhancing early referral and proframme entry

i.
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There is the need for DHSP staff to work towards stronger ties
with other human service professionals and agencies that deal

with perents during the critical period of diagnosis and
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identification. Among the perspectives to share with these other
professionals §s the need for sensitivity and professional
support when comrunicating diagnosis to parents. Such
interdisciplinary networks with other professionals should also
provide avenues for promoting early referral, sh-aring referral
and other information, and educating potentis clients about the
intervention programme.

DHSP should intensify its efforts to ensure that children with
developmental delays are enrolled in the intervention programme
as soon as they are identified and referred.

Since the attainment of early enrollment for all qualified
children is inrluenced by the availability of resources -- such
as funding and personnel -- it is recommended that DHSP establish
a mechanism for projecting future expansions in service needs so
that adequate advance planning and preparations, including
budgetary requests and personncl training, can be put ir place to

ensure prompt service to all children who qualify.

Recommendations regarding future DHSP evaluative research

1.

ERIC
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In future DNSP evaluations studies, effort shoula be made to
either retrieve relevant information on time/age of referral or
include questionnaire/incerview items designed specifically to
obtain an index of wait time between referral and admission into
programme. In addition to this more basic information, the
research should seek to identify factors associated with delays

in accessing the intervention programme. These two sets of
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information would nelp plan effective strategies for promoting

early programme entry.

Future studies should replace (or perhaps add to) the "duration

of intervention" measure with a m.re intuirively valid measure, -
such as (a) actual number of hours spent by parents in
programming activity per wee..,, (b) a rating of the degree of
commitment sho* . by each parent to the intervention process; or
(c) some objective measure of demonstrated parental competence in
carrying out intervention.

3. Procedures for assessing how we . parents may be coping with the )
demands of thz interventicn programme should -~'so be included in
futurc studies. Such data are necessary, if interventionists are
to avoid situations whereby the interiention process {itself ;
becomes an additional source of stress for parents of the

developmentally delayed child.
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FACT SIEET

BIOGRARIICAT, TNFURMATION
A. QD B.
1. Tdentification# _______ 1.
2. D.0.B. 2.
3. Sex: 3.
c. WnR D.
1, Age: 1.
2. Educational Level: (heck one 2.

[ ] Grade school

[ 1-1igh school

[ 1 Vocational. training

[ ] Udversity

[ ] Post graduate
3.  Occupation: 3.
GENERAL TNFORMATI (R
(a) The size of your cammmity is:

[ 15,000 or less

[ 15.000 to 15,000

[ ] 15,000 to 20,000

[ 1 Over 30,000
(c) Marital stauus:

[ 1 Sivgle parcnt: [ | oried:

ON{ER FAMILY MEMBERS
Total # of children:
# living at hane now:

Age and sex of those living at hame:

Educational Level: Check ore

[ ] Grade school

[ ] High school

[ ] Vocational training
[ ] University

[ ] Post gracuate

Occupation:

(b) Your family incane *s:

[ 1 less than $10,000
[ ]1$10,000 to §15,000
[ 1 615,000 to $25,000
{ 1 $25,000 to $40,000
[ ] Ovor $40,000

[ ] Divorced/Separated:

HOW WOULD YOU RATE YUR (UID'S DEVEIOIMENTAL 1EVEL?

Mildly delayed [ ] Mokerately delayed [ | Severely delayed { ] Profoundly delayed

()







_ Please answer the following questions to give us your feedback sbout the Direct Home Services
> Crograme, The questions are designed to give us an indication of how our programme works across the
Province, and, as such, all answers will be analyzad for the wtole grouwp, Individual fdentities will
rot be disclosed in presenting results.

Please answer all questions as honestly as you can. Feel free to mde additioal camerts werever
you £ind it necessary to do so. .

After conpleting the evaluation, we ask that you please rettmm it by mail to the provincial
office of the Direct Hame Services Programme in the self-adiressed ervelope provided.

SECTION

1. How *¥d you became aware of your child's developmental problem?

How dd wes yax diild when yau fard at dat the pakida?

Were you satisfied with the way in which you were informed about your child’s problem(s)?

(1%

[ ]Yes

Caments:

How did you become aware of the Direct Home Services Programme? ¥ho infonmed you?




Do you have any contact with any of the following groups? If so, indicate how often.
Yes No How often?

1. Association for Mentally Retarded/Commmity Living ___ -

2. Parent support groups —_— —_

3. Other specialized groups (e.g., Spina Bifida Assoc) ___ _

4. Other parents of delayed children (informally)

SECTION B

1. What were yor initial impressions about the Direct Home Services Programme?

‘

[ ] Extremely Impressed [ ] Impressed [ ] Mot Sure [ ] Unimpressed
[ ) Extremely Unimpressed

Comrents:

What are your current Impressions about the Direct Home Sexvices Programe?

[ ] Extremely Impressed [ ] Impressed [ ] Not Sure [ ] Uninpressed
[ ) Extremely Unimpressed

Caments;

How satisfied are you with the gains made by your child in this programe (rew behaviours or
skills learred)?

[ ] Extremely Satisfied [ ] Satisfied [ ) Mot Sure [ ) Dissatisfied
[ ) Extremely Dissatisfied

that & you crsider to be the nost Inportat: galrs mak by yor dil?

If your child tas mot made ay gains in the programe, why do you thirk this is sof
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4., How satisficd are you with the metlnds used to change your child’'s behavioawr?

§ —y

[ ] Extremely Satisfied [ ) Satisfieq [ ] Not Sure [ ] Dissatisfied
{ ] Bxtrenely Dissatisfied

Comments;

(%41

How satisfied are you with the gquality of programme attention paid to each of the foliowing
developmental areas? (Please check one response for each area)

Extromly Dissa-  Extremely
Satisficd Satisfied Not Sure tisfied  Dissatisfied
A.  Soclalizatjon: the ability
to play and interact with others

B. Self-help: toileting, eating,
dressing, etc.

C. Academic: problem solving
thirking skills

;Do Language: what the child says
ard understanls.

E. Motor: crawiing, walking,
ruming, etc, Smll and large
muscle coordination

6. How satisfied are you with your child’s actual promess in each of the following areas? (Please
check ore response for each area)
Extremely Dissa-  Fxtramcly
Satisficd Satisfied Not Sure tisfied Dissatisfied
A.  Socislization: the ability
to play and interact with others

B.  Self-help: toileting, eating,
dressing, etc.

C. Academic: problem solving md
thitking skills

D. Language: what the child says
and urlerstands.

E. Motor: cravling, walking,
ruming, ete. Smll and large
muscle coordinmat.fon
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SECTION C

Please rate your Child Management Specialist (the intervention worker) on each of the following
* factors. Please rote that the ratings will not be seen as a reflection on any one Child Management
Specialist. Instead, the ratings will give us an idea of how effectively our staff are performing as
a group across the province.

Excellent Good Fair Poor Inadequate

1. #bility in explaining your child's
programme to you. — —_— R

N

Appears sensitive to your needs as
child's parent.

3.  Seemr knowledgesble and skillful
with regard to hild management — — J—

4. Has built a good relatfonship with
your child. . _ —_ —_ —_—

5. #bility to deal with problems and/
\ or questions that you want help with.

6. Welcomes your opinions and irput into
the child’'s overall programme.

7. Uses or acts on your suggestions
and irput. — —_ —_—

8. Attitude towards you during visits,

Comnents*

Contiracd on next page
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The folloving arc sane things puents might gain fran a serviee swvh as the Dhnvet Foxe Savioes
Programme. How mxh kawwledge do you feel you hive galned about each of the following? (Please
check one response for each statement)

Now an  Gained  Gained  Gained  Gained
Fpert  alot Same a Little tothing

Assessment: and evaluation of your child

Knowledge of your child's abilities
and reeds

Behaviour mangement tedmiques

Skills for coping with child's preblem

Recording, of your child’s progress at
home

Appropriate selectlon of toys and
books* for your child

Knowledge of child developuent:

Social developent
Self-help skill developnent
Aeadosnie skill developuent

Lngyage development:
Motor developrent:

Options for pre-school pleconent.

Optios for school placanent

Parental rights

Prirciples; of social role
valowrfzation aixt {ntegration

Avallability of other camnity
resources to spport your child's
needs

Are there ary other topies not ficluded fn question 1 above that you feel should have been
explained by the (hild Mavagaent Specialist?

[JYes []Ro

If yes, please specify:
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SECTION E
1.
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Have you ever participated in a parent training course?

[ ] Yes Please specify:

(%o

*ould you be interestod in participating in a parent training course offered by the Direct Home
Serviees Programme in your area?

[IYes [N

Would you recomrend the Direct Home Services Progranme to other parents with similar needs?
[JYes []Jto

Fimlly, please rate the service to show how satfsfied you are with the progranm as a wwle,

[ ] Extremely Satisfied [ J Satisfied [ ] Not Swe [ ] Dissatisficd
[ } Extremely Dissatisfied

Please add any comments or suggestions you would like to make:
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