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I. INTRODUCTION AND OVERVIEW

Concern and interest for young children and their families have reached

unparalleled levols of prominence within the past two years. This amplified

attention to the early childhood period originates from multiple sources.

ad-.-ances in the field of infant behavior have resulted in improved

understanding of the learning capacities of newborns, the role of perinatal

risk in compromising growth and development, and the enormous impact of life

experiences on the psychologic development of the infant. Until recently,

many parents were led to believe twat their infarts could not taste fluids,

were incapable of sensing odo.:, and experienced marginal feeling of pain.

Studies have indicated that in fact, neonates are excellent discriminators

of taste, and can detect their own mother's fragrance by four days of age

(Lipsitt, 1986).

Dramatic changes are also evident in the prevalence of families within

which a parent assumes child care responsibilities on a full time basis. More

precisely, while approximately 34% of all mothers of children less than three

years of age were engaged in positions outside of the home in 1975, the corre-

sponding figure for 1986 is 51%. Similar increases are noted for mothers of

children three to five years of age as well, and projections indicate that

approximately 70-80% of mothers of preschool children will become members of

the work force in the next decade (U.S. Department of Labor, 1987). These

trends have prompted several lines of interesting and controversial research

inquiry (Belsky, 1985; Belsky and Steinberg, 1979) which though inconclusive,

have added impetus to the overall concern.

Mass publications have also contributed to the visibility of the issue

by featuring cover stores on the amazing capacities of infants. A recent

issue of Time magazine asked of newborns: "What do they know?", "When do they

know it?" Child care and family issues have become so substantive that they
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also currently assume a dominant role in political platforms and agenda, and

articulating a "vision" which regards and strengthens commitments to children

and families is no longer considered unique but rather essential.

Central to the escalation in interest in young children has been a

significant acknowledgement of special needs infants, toddlers, and their

families. This attention has both empirical as well as legislative underpin-

nings. Numerous studies published within the last decade have identified both

short term as well as persevering benefits of early intervention services

(Berrueter-Clement, 1984; Garland, 1981; McNulty, 1983; Schweinhart, 1980).

While there remain several instrumentation, methodological, and sampling com-

plexities. nevertheless, the prevailing mentality is that early intervention

programs constitute a powerful habilitative and preventative force.

So persuasive has the body of literature become that the re-authorization

of the Education of the Handicapped Act in 1986 (P.L. 99-457; Part H.) included

provisions for states to bunch major program development initiatives, under-

written by the Federal Government, such that by 1991, a comprehensive, national

early intervention system would result. While this legislation granted states

considerable latitude in conceptualizing and articulating a system, it did

prescribe fourteen essential components which must. be represented in each

statewide plan, including such issues as a definition of the population to be

served, continuum of child and family services, intra and interagency case

management processes, comprehensive system of pesonnel development, and child

surveillance procedures.

A stipulation in the legislation which perhaps has prompted greatest

attention relates to conducting family assessments and developing individu-

alized family service plans (IFSPs) for each child and family served by an El

program. In brief, the statute requires the creation of policies which provide

8
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for an evaluation of family needs to assist in the development of infants and

toddlers, and to generate an IFSP which portrays child and family needs and

strengths, and the manner in which those needs will be met. In acknowledgement

of the enormous complexity of this process, and also of the need for an infor-

gation base upon which meaningful policy could be crafted, the Department of

Public Health, which serves as the lead administrative agency for early inter-

vention (EI) services in Massachusetts, collaborated with two existing programs

and a consultant, Thomas T. Kochanek, Ph.D., in order to embark upon a program

development and field trial experience which would systematically and thought-

fully address the following representative family assessment and service

planning questions.

1. What family traits and/or circumstances are most indicative of current

need for service and furthermore, are powerful predictors of special

needs in children subsequent to school entry?

2. What standardized measures exist to assess these traits and /or

circumstances?

3. Given the adoption of these measures in select EI programs, how many

children and families would be deemed eligible for service?

4. Given the children and families identified, what services are most

appropriate and responsive to their needs? Do these needs necessitate

an expansion of the existing EI continuum of services?

5. Given the identified needs and service required, what alternative

means exist for documenting, monitoring, and evaluating services

within the context of the IFSP?

9
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Since January, 1987, the entire staff of two EI programs have had ongoing

meetings with the consultant in order to; (i) re-define screening and assess-

ment processes which include both child and family centered dimensions;

(2) identify and critically evaluate formalized instruments used to assess

family needs and strengths; (3) develop alternative IFSP formats which are

congruous with definitions and select instruments; and (4) develop revised

intake, screening, diagnostic, and service planning processes which reflect

statutory requirements, contemporary research findings, and best clinical

judgement. Each program has, in fact, generated a data collection and IFSP

process which was initiated in February, 1988.

The primaly purpose of this monograph is to convey the essential

components of a decision making sequence used to incorporate formalized

family assessment and service planning procedures into existing EI programs.

It is critical to note that the intent of this document is not to impose or

recommend adoption of a specific approach, but rather to convey those

sequential activities and decisions which are critical to the development of

responsible practices. As such, the organization and content of this document

reflects both information and a series of questions which should assist in

guiding programs through this decision making framework.

It is also important to note that incorporating family assessment and

service planning activities into EI programs is not an isolated activity, but

rather a process which prompts complex questions regarding the intent and

design of early intervention services. For example, evaluating family assess-

ment measures cannot occur independent of legitimate queries which examine

existing eligibility criteria and the manner in which services are configured

on behalf of specific children and their families. As a result, the decision

making process must move beyond simple instrumentation searches, and permit

10
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exploration of attitudinal, philosophical, and professional differences

regarding the primary mission of early intervention, its target population,

and its range of appropriate services.

Finally, the feasibility of including sample protocols of all instruments

reviewed extends far beyond the capability of this document. As an alter-

native, representative instruments and complete references are included

which will hopefully eventuate in efficient and economic implementation of

recommended practices.
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II. CONTEXT FOR FAMILY ASSESSMENT AND INTERVENTION

A. Historical Overview of Services to Families in Early
Intervention

In reviewing the roles which families assumed in early intervention

programs within the last decade, it becomes apparent that while the importance

of family involvement was acknowledged, this participation typically focused

upon the adjunctive role cf parents in the development and education of their

children (Guralnick and Bennett, 1987). In ce,tain instances, parents assumed

major instructional responsibilities, with the content and direction of activ-

ities determined primarily by various professionals. In other cases, parents

were expected to "generalize" the center based program into the home, and

reinforce skills which were a core ingredient in the intervention curriculum.

Parents were also provided with information on community services, usually in

a group format. These services were provided with minimal variatior, and led

Bristol and Gallagher (1982) to comment that "it is not unusual to visit

programs for high risk or handicapped infants that have highly individualized

programs for each infant, bit only a single package for involving parents"

(p. 149).

The etiology of this preoccupation with child competence is attributable,

in large part, to the language and expectations of P.L. 94-142 (1975), origi-

nally crafted for school age children. Inherent within the initial version of

the Act was an emphasis upon assessment of learning and behavioral deficit,

with intervention directed only to those diagnosed deficiencies. So powerful

was this message that special educators devoted countless hours to identifying

weaknesses, and to designing instructional activities which eliminated or

altered these deficiencies. These heroic efforts were documented in the

individualized education program (IEP).

12
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A second contributing factor relates to the paucity of available

standardized tools useful for evaluating family functioning. Many instru-

ments do not meet even minimally acceptable psychometric standards, and more

importantly, are designed (theoretically and clinically) to identify the

natholovical basis of dysfunctional family interactions. This information has

not been useful in developing child centered objectives and furthermore, most

EI programs do not assume the psychotherapeutic identity which is embodied in

many of these scales.

Finally, the majority of university based training programs, irrespective

of academic discipline (e.g., education, physical therapy, speech and language

pathology), emphasize the acquisition of competencies which pertain only to

assessing and intervening with children, not their primary caregivers. As

such, both experientially and attitudinally, clinicians manifest a child

centered approach to the exclusion of examining family needs, resources,

capabilities, and support systems.

B. P.L. 99-457 (Part H.) Stipulations

As indicated earlier, the Education of the Handicapped Act amendments

in 1986 urge states to "develop and implement a comprehensive, coordinated

multidisciplinary, interagency program of early intervention services for

handicapped infants, toddlers, and their families." States are afforded a two

year planning period during which time policies are to be developed that ensure

an "evaluation of the function of each handicapped infant and toddler and the

needs of families to appropriately assist in the development of the child."

Each child and family served will have an IFSP comprised of the following

information.

1. A statement of the infant's or toddler's present levels of physical

development, cognitive development, language and speech development,

13



8.

psycho-social development, and self-help skills, based on acceptable

objective criteria.

2. A statement of the family's strengths and needs relating to enhancing

the development of the family's handicapped infant or toddler.

3. A statement of the major outcomes expected to be achieved for the

infant and toddler and the family, and the criteria, procedures, and

timelines used to determine the degree to which progress toward

achieving the outcomes are being made and whether modifications or

revisions of the outcomes or services are necessary.

4. A statement of specific early intervention services necessary to meet

the unique needs of the infant or toddler and the family, including

the frequency, intensity, and the method of delivering services.

5. The projected cites for initiation of services and the anticipated

duration of such services.

6. The name of the case manager from the profession most immediately

relevant to identified needs of the child and family who will be

responsible for t1 implementation of the plan and coordination with

other agencies and persons.

7. The steps to be taken supporting the transition of the handicapped

toddler to services provided by school districts.

C. Research Findings

1. Predictive Validity Studies

More than a century ago, one of the first studies was made regarding the

relationship between early medical events and subsequent appearance of various

1.4
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handicaps (Little, 1861). Ensuing years have witnessed a number of investiga-

tions which have att ;opted to isolate factors predictive of subsequent learning

and/or behavioral rompetency. In predicting intellectual functioning for

example, studies using single predictor variables such as anoxia (Corah et al.,

1956), prematurity (Wiener, 1962), and neurological status (Parmelee and

Michaelis, 1971) have shown little or no correlation with subsequent measures

of intelligence.

Other studies that have examined isolated factors as well as the

interaction of multiple indices report results only marginally more encour-

aging (Denhoff, Hainsworth and Hainsworth, 1972; Levine et al., 1977).

Similarly, Sigman and Parmelee (1979) found that even using a wide range of

risk variables (e.g., obstetrical complications, newborn neurological exami-

nation, visual attention, Gesell Developmental Scales), the categorization of

infants based on the risk score system had limited predictive value with

respect to later measurement of mental, motor, and language indices. In short,

longitudinal developmental predictions based upon constitutional factors alone

are weak and inaccurate.

What becomes apparent therefore, is that a child's development cannot be

predicted independent of caretaking experiences. Powerful cross-cultural

evidence by Susser et al. (1985) underscore the impact of social environment

on mental performance in that epidemiologic surveys in Sweden have dis. overed

the prevalence of severe developmental disabilities to be approximately .3%,

comparable to rates observed in the United States. Conversely, the prevalence

of mild mental retardation in Sweden is about .4%, ten times lower than rates

reported in the United States.

Recent studies which have compared the predictive power of child centered

measures with ecological factors (Bee et al., 1982; Mitchell et al., 1985;

Siegel, 1985) have suggested that: (1) isolated measures of child performance,

15
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particularly prior to 24 months of age, are of little utility in predicting

subsequent behavior; and (2) environmental factors and parent/child interaction

(Home; Caldwell and Bradley, 1976) have greater power in predicting the occur-

rence of cognitive, language, and motor defitiencies in school age children.

Other investigations (Kochane'4 et al., 1987; Broman et al., 1985; Nichols and

Chen, 1981) have also identified the critical role of ecological factors,

specifically maternal education, as a statistical determinant of learning,

behavioral, and cognitive deficiencies. Fortunately, recent studies have moved

beyond such static indicators (e.g., level of educational attainment) and have

begur to articulate the processes and maternal behaviors which relate to

subsequent child competence (Dunst et al., 1987; Barnard and Bee, 1985;

Mitchell et al., 1985).

Finally, Sameroff et al. (1987) has offered additional insight into

multiple risk models by examining the impact of ten factors on verbal IQ scores

derived at four years of age. Specific risk factors included such conditions

as maternal anxiety and mental health, stressful life events, family social

support, occupation and education levels, and .motherichild interactive

behaviors. Results indicated that as the number of risk factors increased,

intellectual performance decreased, with the difference between the lowest and

highest groups being approximately 30 IQ points. Of greatest interest is that

no child centere --ncition was entered into the multiple risk analyses, yet

the two groups noted above differed by about two standard deviations.

Significant implications of the above data are as follows.

1. Early detection and intervention efforts must broaden in definition

and scope. The degree of risk or the severity of potential develop-

mental disability for infants cannot be accurately predicted by the

occurrence of any one traumatic prenatal or neonatal event. Studies

16
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that have followed a medical model of disease, attempting to identify

a linear relationship between cause and outcome, have produced

disappointing results. In fact, evidence suggests that selecting

children for programs based upon isolated factors (e.g., SES) provides

no assurance that those most in need will be served.

2. Screening models must include sources of data beyond that presented by

the child alone. Longitudinal studies report complex interactions

between a child's physical, neurological, and developmental status and

the environmental context within which a child is reared (Werner

et al., 1971). Assessing newborn and early developmental status is of

equivalent importance to caregiver response and adaptation to the

developing child.

3. Surveillance programs should be serial in their operation. Because of

the instability of findings reported in several studies (Levine et

al., 1977), screening outcomes should not be simply binary in nature

(i.e., refer for diagnostic testing; exit from system), but rather

reflect an ongoing process with the frequency and content of examina-

tion determined by the type and extensiveness of special need revealed

through multi-factorial screening data.

Overall, research findings from predictive validity studies may be

succinctly summarized as follows.

1. Screening/assessment models must include sources of data beyond child

competence measures and/or traumatic prenatal and neonatal events.

2. Screening/assessment models must include ecological factors both at

the macroscopic (e.g. maternal education) and microscopic (e.g.,

17
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maternal/child interaction; family needs/resources/support systems)

levels.

3. Screening/assessment models must be serial and multivariate in design,

and reflect an ongoing process which discriminates between transient

and permanent problems and takes into account child/environment

transactions.

2. Program Efficacy Studies

Due tr the extreme variability which exists within and among early

intervention programs, it is extraordinarily difficult to advance unequivocal

statements concerning the effectiveness of EI services (Simeonsson at al.,

1982). For example, the definitions of handicapped and high risk populations

are often ambiguous, and do not adequately account for severity dimensions or

the presence of additional, secondary disabling conditions. Secondly, many

studies lack adequate detail regarding the precise nature of the treatment

provided and therefore, definitive findings about what works for whom, and

under what conditions, continues to elude specificity. Yet another confounding

factor methodologically relates to inadequate attention devoted to the

selection of proper comparison groups as well as random assignment techniques.

One of the most significant limitations of efficacy studies conducted to

date is a preoccupation with child level of functioning (Shonkoff and Hauser-

Cram, 1987). While parental lack of knowledge or cognitively and emotionally

impoverished parent/child interactional patterns have been the target of

behavioral interventions of El programs, the effects of these treatments have

not been systematically examined. Despite this empirical void, impressive data

exist which imply that perinatal complications have a greater impact on later

development for children raised in poor environmental conditions (Werner, 1977)

18
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and as such, underscore the need for determining outcomes on caregiving

environments in additional to child developmental competence.

While the threats to internal validity (Campbell and Stanley, 1966) noted

above cannot be minimized, it is important and also possible to attempt to

identify efficacious program elements which are robust across studies, and to

galvanize isolated bits of evidence which, when viewed as a gestalt, assist in

identifying signif3lant findings and charting a meaningful course of future

inquiry. To this end, what follows is a very brief overview of efficacy

literature pertaining to environmental, biological, and established risk

children with particular emphasis upon areas of family functioning which have

been associated with enhanced child outcomes, and thus are worthy of attention

in conceptualizing family assessment processes.

Programs for Environmentally At Risk Children

The majority of programs in this cluster of studies have served children

from socially, educationally, and economically disadvantaged families. Most of

the children who participated in these programs represented minority popula-

tions residing within urban areas. Programs typically began at infancy and

extended through the preschool period.

With respect to child outcome, of the nine studies (Bryant and Ramey,

1987) which reported serial IQ scores, six revealed statistically significant

differences between experimental and comparison groups. Of greater importance

is the fact that infancy intervention projects support an intensity hypothesis;

that is, home visits alone did not substantially alter intellectual development

at age two. However, home visits in addition to medi.,:al and educational

intervention or parent focused training produced moderate effects on IQ.

Furthermore, providing day care plus family services were associated with the

greatest improvement in intellectual development.

19
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With respect to long term effects, the Consortium for Longitudinal Studies

(Lazar et al., 1982) conducted a 20 year follow up study of project partici-

pants and reported three principal findings: (1) program recipients were less

likely to be retained or referred for special education services; (2) experi-

mental group children were more achievement oriented; and (3) enrolled parents

had higher educational and occupational aspirations for their children than

control families. Similar findings were reported by Schweinhart and Weikart

(1980) who indicated that program graduates were employed more often, had

higher incomes, and made less use of public assistance programs that did

comparison groups.

In summary, data appear to suggest that children from socially

disadvantaged families benefit intellectually from sustained and comprehensive

alterations of the careftivinR environment. Data also appear to support a

transactional hypothesis in that infant intellectual bahavior can be modified

with the acquisition and application of specific competencies by primary

caregivers. As such, cognitive development can be potentially influenced by

systematic efforts aimed at the dyadic interactional system of infants and

their caregivers.

Programs for Biologically At Risk Children

While the low birthweight neonatal intensive care unit (NICU) graduate is

the most prevalent constituency in this cohort, other common at risk conditions

include perinatal asphyxia, central nervous system infection and/or trauma, and

sustained hypoxia. Clearly, the concept of elevated risk must be viewed judi-

ciously since, for the majority of biologic insults, most infants will not

manifest the developmental complications for which they have increased risk

(Scott and Masi, 1979).

20
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In reviewing neonatal intervention prgrams, it becomes apparent that

there has been a shift away from exclusively newborn and infant directed

models, common prior to 1980, toward a more family centered approach which

emphasizes and facilitates parent/infant exchanges. Interventions aimed at

eilikelt..ing such dyadic interactional patterns have multiple expressions,

typically including a component of infant "readiness" for contact, and also

a section on parent instruction in initiating and maintaining an appropriate

dialogue with the newborn.

A comprehensive review of 17 neonatal developmental intervention studies

(Bennett, 1987), which included primarily interventions occurring during

hospitalization, revealed equivocal findings. Examining dependent measures

which included developmental, medical, and parental outcomes, data reported

suggest that positive effects are generally short term, with subsequent

developmental differences rarely reported at one year of age. While the

methodological compromises described earlier have adversely affected these

findings, the accumulated evidence does not yield a verified set of interven-

tion recommendations. At the clinical level however, it would appear that

programs which attempt to facilitate effective parenting strategies which

incorporate extended home visitation and follow up components have the greatest

likelihood of achieving meaningful results. Moreover, interventions which

focus upon teaching parents methods of caregiving, and altering their percep-

tions, attitudes, and behaviors appear to promote developmental strides which

further reinforce and elicit behaviors necessary for fostering growth and

development (Field, 1982).

gtomass for Established Risk Children

Despite wide variation ID etiology, children of established risk present

with impairments in cognition, information processing, and problem solving

21
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accompanied by delays in motor, communication, language and socio/emotional

development. This population can be further sub-divided into those with Down

Syndrome vs. children with global developmental defy, presumably due to

biologic origin, and associated disorders such as cerebral palsy and sensory

deficiencies.

For children with Down Syndrome, studies have repeatedly discovered that

declines over time in cognitive performance can be significantly reduced or

entirely eliminated during the period in which early intervention services are

provided (Hanson and Schwarz, 1978, Kysela et al., 1981; Rynders and Horobin,

1980). While an inadequate number of followup studies have been conducted to

date relative to the perseverance of this positive effect, it appears

indisputable that programs can stabilize development in Down Syndrome infants

and toddlers, and provide a model to ensure continuous progression of these

children, regardless of their entry level abilities.

With respect to the etiologically heterogeneous group of globally delayed

children with verifiable biological bases, a series of 14 studies (Guralnick

and Bricker, 1987) reveal inconsistent findings. While this group of studies

appears to be more adversely affected by the methodological problems noted

earlier, nevertheless, data suggest only modest gains in general areas of

development, with virtually little or no attention devoted to parental

outcomes.

Overall, evidence suggests that the decline in intelligence with

increasing age which has been observed with Down Syndrome children can be

prevented; data are less dramatic for infants whose delays are attributable to

a biological basis. From a programmatic perspective, important dimensions to

consider include social support networks (O'Connor, 1983), and program designs

which are somewhat less artificial and isolated but rather rely more upon

established family routines and priorities.

22
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In addition to the above studies, Carl J. Dunst and his colleagues have

launched a creative, comprehensive programmatic research effort which has

focused upon the role which social support plays in promoting adaptations to

the rearing of special needs children. In brief, Dunst at al. (1987) postulate

that social support has direct and indirect influences on parent well-being,

family integrity, parent/child interactions, and child behavior and develop-

ment. Dependent measures in these studies have included parental well-being

and coping, family integrity and adaptations, parental styles of interaction,

and child developmental competence. Studies have indicated (Dunst et al.,

1988) that social support not only accounts for a significant amount of vari-

ance in the dependent measures, but also proves to be the most significant

mediating variable, even when compared to parent and child characteristics and

formal (i.e., professional) sources of support.

Additional studies exist (Trivette and Dunst, 1986) which provide further

substantiation that health and well-being, time demands placed upon the parents

by the child, family integration, and parent perceptions of child functioning

were, in part, affected by the helpfulness of a family's informal social

support network. Overall, these and other studies (Cohen and Syme, 1985; Crnic

et al., 1983) have found that support plays a significant role in affecting

parent, family, and child functioning, and adds to a growing body of evidence

which suggests a family systems perspective to assessment and intervention.

Finally, in a meta-analytic evaluation of 31 studies which examined the

effects of EI services on handicapped children, Shonkoff and Hauser-Cram (1987)

reported that not only were services effective in prompting child developmental

progress, but also that the most successful programs included those which

directed intervention at parent/infant dyads as well as revealed purposeful,

extensive opportunities for parent involvement.
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In summary, a review of program efficacy literature for special needs

infants and toddlers reveals the following principal implications.

1. Programs for special needs children in which planned, extensive

parental involvement occurs show significantly greater effects than

programs with little or no parental participation.

Programs for special needs children which target their efforts on

parents and children together, appear to be more successful than

programs which work with either parents or children in isolation.

3. Intervention projects for environmentally at risk infants/toddlers

support an intensity hypothesis and also indicate that day care and

family intervention seem to account for the most significant gains in

cognitive abilities.

4. Studies have found that social support plays a significant role in

affecting parent, family, and child functioning, and can buffer the

effects of both infancy risk and stressful life events.
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III. REVIEWING AND ANALYZING FAMILY ASSESSMENT INSTRUMENTS

A. Classes of Available Measures

Consistent with predictive validity and program efficacy studies

presented, four areas of family functi ! 'ng appear to have demonstrated value

and impact; these respective areas include:

Family Needs, Resources, and Strengths

Social Support Network

Significant Life Stressors

Characteristics of the Caregiving Environment

It is critical to note that a wide array of standardized family assessment

instruments exist 'Mich are not reflected in the above domains. While several

of these measures present adequate psychometric characteristics and have been

used in numerous research applications, their utility within an IFSP context

remains untested. For example, the Family Environment Scale (Moos and Moos,

1981) is a measure of social climate which focuses upon the description of

interpersonal relationships among family members, directiors of personal growth

emphasized in the family, and on the basic organizational structure of the

family. Similarly, the Family Assessment. Device (Epstein, Bishop and Baldwin,

1982) is an instrument designed on the premise that individual behavior cannot

be evaluated independent of the family unit and in fact, individual dysfunction

emanates from family dysfunction. The common denominator among such i.stru-

ments is the orientation to underlying pathology, and thus, the goal of

assessment is to identify the specific nature of these pathological mechanisms

such that therapeutic intervention may be directed to these deficit E-eas.

Again, while these instruments have been widely used for planning and evalu-

ating therapeutic intervention with families, clearly, El programs must

critically evaluate not only the theoretical and philosophical bases of such
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instruments, but also assess the extent to which they yield information which

assists in functional decision making te.g., screening, program eligibility,

IFSP content).

It is also important to reiterate that the intent of this monograph is not

to recommend adoption of specific measures, but rather to convey information

and a process through which programs can reach thoughtful decisions regarding

family assessment and IFSP processes. To this end, complete reference docu-

ments (Dunst and Trivette, 1985; Dunst et al., 1987; Olson et al., 1982) must

be consulted, however to facilitate the review process, a matrix of measures of

social support and family behavior (Dunst and Trivette, 1985) is included in

Appendix A. in addition to reliability and validity data in Appendix B. It

must be emphasized that this is not intended to serve as an end point, but

rather a stimulus for a comprehensive search and analysis.

What follows is a brief overview of the skills and factors represented

within each of the above domains as well as select, representative instruments

within each area.

1. Family Needs, Resources, and Strengths

Bronfenbrenner (19,j) has convincingly argued that while "intervention

programs must place major emphasis on involving the parent directly in

activities fostering the child's development, many families live under such

oppressive circumstances that they are neither willing or able to participate;

inadequate health care, poor housing, lack of education, low income, and the

necessity for full time work rob parents of time and energy to spend with their

children (pp. 465-466). As a result, the goal of family assessment and service

planning (Hobbs et al., 1984) should be to identify unmet needs, and assist in

ensuring access to community based services which coincide with these needs.
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Dunst et al. (1987) have impressively articulated and translated this

recommendation into a needs based family assessment and intervention process.

In brief, this process regards the family and not the child as the unit of

intervention, and is designed to identify needs and aspirations expressed by

families, not inferred by professionals, as the focus of intervention.

Subsequent to parent articulation of family needs, primary emphasis is placed

upon amplifying the family's formal and informal social support network as the

vehicle through which these needs will be met. Accordingly, a unique shift is

required in the manner in which professionals fulfill their responsibilities;

that is, roles which engender less direct intervention around needs, and more

focus upon alternative ways in which needs can be met independently by fami-

lies. As such, adoption of this perspective requires a re-analysi5 of the way

in which programs define their help-giving responsibilities and behaviors.

Within this model, the four operational components include: family needs

and aspirations, family strengths and capabilities, social support network, and

inventory of resources. The help giving behaviors employed by professionals

are intended to "enable and empower" families to use and/or develop skill in

order to secure resources for meeting needs. Needs may be identified through

structured interview techniques or needs-based assessment scales, however, in

all instances, the process highly regards the family's perspective in defining

current needs and future directions.

Abstracted below are a variety of needs based instruments which reflect

this model; actual protocols are inc/urled within Appendix C. It is crucial to

note that as these measures and specific items are reviewed, it is imperative

to anticipate, describe, and resolve the complications inherent within the

adoption of such instruments. For example, needs are as dynamic and fluid as

are families; consequently, the assessment process becomes much more of an

ongoing process rather than a static, annual event, and this may prompt the
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need for a re-examination of the assessment and IFSP process, transdisciplinary

team meetings, clinical supervisory practices, and time frames associated with

assessment and IFSP completion. Secondly, conflicts are likely to occur

between family vs. professionally determined needs and goals, and therefore,

strategies must be created which resolve such areas of disagreement.

Family Resource Scale (Leet and Dunst, 1987)

The Family Resource Scale (FRS) is a self-report inventory designed to

measure the adequacy of resources in households with young children. The scale

has 31 items which are ordered from most to least basic, and for each, a five

point Likert scale expresses the severity of each nee( !refore, beyond the

Qualitative, clinical outcome data, two quantifiable expressions are derived:

(1) total number of needs, and (2) perceived severity of identified needs.

Resource Scale for Teenage Mothers (Dunst, Leet, Vance, and Cooper, 1987)

The Resource Scale for Teenage Mothers is substantially similar to the FRS

in design, content, and purpose; its unique feature is that it includes select

items which are most likely to affect households of adolescent mothers. The

outcome data derived from this measure are identical to those emanating from

the Family Resource Scale.

Family Needs Scale (Dunst, Cooper, Weeldreyer, Snyder, and Chase, 1987)

The Family Needs Scale measures the extent to which a family has a need

for various forms of resources and support. The scale includes nine categories

of need (e.g., food and shelter, financial, child care, transportation) which

are expressed by 41 items, each rated on a five point scale. Outcome data

include total number of need areas in addition to the perceived importance of

expressed needs. The FNS was specifically designed for intervention purposes
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and as such, is particularly helpful in eliciting family identified needs which

can then prompt discussion and further elaboration of expressed needs as well

as alternative ways in which needs can be resolved.

3UrVeV of Family Needs (Bailey and Simeonsson, 1985)

A Survey of Family Needs is a checklist completed by parents which

attempts to elicit information regarding essential needs including finances,

social support, information regarding community based services, and overall

tamily functioning and methods of conflict resolution. Major features of this

questionnaire include its ease of completion, and items which are functional

and have broad based applicability. In addition, the items provide useful

prompts in quickly identifying unmet needs, and in providing opportunities for

parents to elaborate on these needs and the ways in which assistance has been

and/or could be provided.

The Coping Inventory (Zeitlin, 1985)

The Coping Inventory is based upon a transaction.-1 model which postulates

that coping with stress is a four step process: determination of meaning,

decision making, coping efforts, and evaluation of outcome. Within this

assessment process, data are collected which identify the concerns, stressors,

coping resources, and vulnerabilities of the family. Information is collected

through self-report instruments, structured interviews, checklists, and

informal interactions. The model presumes that intervention services need to

focus on enhancing the personal resources of the family that support effective

coring efforts.
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2. Social Support Network

Considerable evidence exists which indicates that social support can

substantially influence familial well being (Patterson and McCubbin, 1983),

parental styles of interaction (Trivette and Dunst, 1987), child temperament

(Affleck et al., 1986), and child behavior and development (Cynic et al.,

1986). Different forms and types of support, particularly that which matches

identified needs, promotes positive caregiver interactional styles which in

turn influence child competence.

From an operational point of view, support can be differentiated between

informal sources (e.g., friends, relatives) vs. formal sources (e.g., profes-

sionals and agencies). Of enormous interest is that research has indicated

that informal support from personal network members has powerful stress

buffering influences, and that the effects of informal support are generally

greater from that attributable to formal support.

The attributes of social support which are typically assessed include

size, density, connectedness, frequency of contact, and the perceived helpful-

ness or satisfaction with support provided. The inclusion of social support

dimensions within the family assessment process is useful in that it provides a

structured opportunity to identify not only social isolation but more impor-

tantly, to precisely portray the existence and strength of connections between

expressed needs and support systems, both formal and informal. Representative

instruments in the domain are as follows and are included in Appendix D.

Carolina Parent Support Scale (Bristol, 1983)

The Carolina Parent Support Scale (CPSS) was designed to assess both #':e

availability and perceived adequacy of supports available to parents. The

scale examines both informal (e.g., family, friends, neighbors) and formal

(e.g., respite care) support systems, and for those sources available, rates
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their perceived helpfulness. The scale also includes both two parent as well

as single parent versions. Studies which have been completed with this

instrument have indicated that perceived adequacy of informal support is

significantly related to successful adaptation for families with seriously

involved children.

Family Support Scale (Dunst, Trivette, and Jenkins, 1987)

The Family Support Scale (FSS) measures the extent to which different

sources of support exist and are helpful to families rearing young children.

The scale includes 18 items which identify the availability of various sources

of informal and formal support and if available, their perceived helpfulness.

In addition to the clinically relevant data derived from the instrument, two

quantifiable outcomes are evident: total number of available supports and

parental perceptions of helpfulness.

Inventory of Social Support (Trivette and Dunst, 1987)

The Inventory of Social Support provides an alternative method for

describing the types of assistance provided by various individuals, groups,

and agencies. The respondent reports not only "frequency of contact" informa-

tion, but also answers a range of concrete questions (e.g., "Who helps you

learn about services for your child and family?; Who hassles with agencies and

individuals when you can't get what you need or want?") which attempt to

identify specific sources of assistance. The agents of support and types of

aid provided are organized into a matrix format in order to facilitate a

"graphic display" of the parent's network in terms of both source and type of

support. The ISS yields a wealth of information regarding informal and formal

supports, utilization of and access to such supports, and a representation of

the degree to which these supports have assisted in resolving common areas of

need and potential conflict.
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Personal Network Matrix (Trivette and Dunst, 1987)

The Personal Network Matrix (PNM) is highly similar to the Inventory of

Social. Support, but is somewhat less structured in that the respondent is

requested to list a maximum of ten needs or projects (as compared to the

prcdctcrmined questions on the ISS) and furthermore, to indicate which members

of their support network could provide assistance for each expressed need. Two

versions of the scale exist; the first includes preselected groups and persons

while the second allows the respondent to insert specific members of the sup-

port network. Resembling the format of the ISS, the Personal Network Matrix

provides a visual portrayal of a respondent's support system, and yields quan-

tita1.ive (frequency of contact) and qualitative (dependability) information

which is again useful in establishing need/support system relationships.

3. Significant Life Stressors

Several studies have reported that environmental stresses related to

caregiving place a child at significantly greater risk for adjustment problems

later in childhood, and furthermore, such stress can magnify the adverse

effects of infancy risk factors (O'Grady and Metz, 1987). Additional studies

provide support for the cumulative stress hypothesis which asserts that

psychological disorder emerges as a consequence of multiple risk factors that

combine interactively to retard normal development (Werner and Smith, 1982).

While the empirical base for the relationship between life stress and

adverse outcomes is well established, and furthermore, that standardized

instruments exist which reliably identify such stressful events and forces,

assessment within this domain is not without complication. More specifically,

several measures include items which families are highly unlikely to disclose

upon referral to an EI program (e.g., substance abuse or addiction, domestic

violence, sexual assault). Even in the event of revealing this information,
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such disclosures usually involve ethical or legal reporting obligations. While

these professional obligations clearly must be honored, functional questions

can also be raised regarding the utility of these data to craft an IFSP.

While caution must certainly be exercised in using such instruments, they can

Lcveal information which greatly assists in understanding current family

functioning.

Representative instruments in this domain, included in Appendix E., are as

follows.

Family Inventory of Life Events and Changes (McCubbin, Patterson, and Wilson,
1982)

The Family Inventory of Life Events and Changes (FILE) is a 72 item self-

report inventory which is designed to measure the normative and non-normative

events which a family has experienced. As a family change inventory, all

events encountered by family members are recorded since, from a family systems

perspective, experiences to one member affect all family members. Families are

typically dealing with several stressors concurrently, and as such, the FILE

yields an index of cumulative risk. Conceptual dimensions measured by the

instrument include: parenting and marital strains, pregnancy and childbearing

strains, finances, and family and work transitions. A total sum score of "No"

responses is used for scoring; higher scores imply lower stress.

Life Experience Survey (Sarason, Johnson, and Siegal, 1978)

The Life Experiences Survey is a list of events which may have adverse

effects on family functioning. The scale measures the impact (extremely

negative to positive) of the occurrence of such events on the individual.

Areas assessed include changes in personal events (pregnancy, abortion, major

illness), financial status, the work environment, and family status and
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membership. An adaptation of the LES by Barnard (1985) is included within

Appendix E.

4. Characteristics of the Caregiving Environment

A final component to a comprehensive family assessment process involves

an appraisal of the overall home environment. Within this domain, dyadic

interactional patterns are important, however, it has been reported that these

interactions are significantly affected by the context within which they occur

(Garber, 1988). Therefore, this assessment must include parental character-

istics and behaviors, organization of the physical environment, and methods of

parent/child engagement and responsiveness. It is also important that these

data be interpreted within the family cultural and ethnic context.

Perhaps the greatest concern in this area is that inferential judgement

assumes a significant role in the assessment process, and given certain

individual biases and beliefs, family interactional patterns can be misinter-

preted. In addition, while a great deal of attention has been devoted

to identifying atypical interactions, little effort has been directed to

defining those behaviors which, without variation, facilitate well being and

developmental competence. In the absence of this empirical consensus, the role

of individual interpretation becomes very dominant, and moreover, creates

potential conflict between professionals and caregivers. Representative

instruments, included within Appendix F., are as follows.

Home Observation for Measurement of the Environment (Bradley and Caldwell,
1984)

The HOME inventory is a 45 item scale with items clustered into six

subscales: emotional and verbal responsiveness, acceptance of child, organiza-

tion of physical and temporal environment, provision of appropriate play

materials, maternal involvement with the child, and opportunities for variety
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in daily stimulation. Information needed to score the scale is obtained

through a combination of observation and interview of the child's primary

caregiver, completed in the home with the child present and awake. Studies

have indicated that HOME scores are significantly correlated with school

failure and as such, this instrument includes parent behaviors and environ-

mental traits which are presumed to assume a major role in a child's

developmental pathway.

Nursing Child Assessment Feeding Scale (Barnard, 1978)

The Nursing Child Assessment Feed Scale (NCAFS) was designed to

describe the repertoire of infant and maternal behaviors brought to the

interactional process of feeding. The NCAFS, for use with children from birth

to one year of age, is comprised of 76 items organized into six subscales, four

of which describe the adult's behavior, and two of which describe the child's

behavior. They include: parent's sensitivity to cues, parent's response to

child's distress, social-emotional growth fostering, cognitive growth foster-

ing, child's clarity of cues, and child's responsiveness to parent. The

Feeding Scale permits a structured, clinical view of a process which is usually

familiar and well rehearsed for both members of the dyad.

Nursing Child Assessment Teaching Scale (Barnard, 1978)

The Nursing Child Assessment Teaching Scale (NCAlb), designed for children

from birth to three years of age, includes 73 items which are organized around

the six subs "ales noted above for the NCAFS. The teaching scale is intended to

describe a mother teaching her infant a specific sensori-motor task. In

contrast to the Feeding scale, the teaching interaction is quite brief and is

also much more novel for the parent and infant, and thus allows one to examine

the adaptive patterns of the dyad outside of their well rehearsed routines.

Justification for use of such interactive scales is that the parent's behavior
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appears to be significantly correlated with a child's later mental performance

and receptive language.

B. Criteria for Test Selection: Level 1

conceptualizing a decision making process which attempts to integrate

major research findings and implications, and also includes a thorough analysis

of alternative measures and the implications of their adoption, a two tiered

review and developmental process is recommended. At the first level, signifi-

cant issues which must be addressed include the functional use (e.g., screening

and assessment decisions, IFSP development) of select measures and the manner

in which they are integrated into ongoing program operations. In addition,

careful appraisal of the technical adequacy of specific instruments would also

occur at this level.

The second stage of review and development occurs at the clinical level,

typically by a group of interdisciplinary staff and parents. The primary

intent of this process is to critically analyze family assessment measures and

approaches relative to actual service delivery. As such focal issues include

feasibility and intrusiveness of select measures, examining relationships

between measures and overall program organization, capability, and purpose, and

time and effort factors. Specific areas to be addressed within the initial

stage of this process are as follows.

1. Screening and Program Eligibility Decisions

Two of the key decision points in early intervention programs include

screening and program eligibility. Screening traditionally involves a periodic

review of the total population in order to identify those children and families

for whom a more detailed evaluation is indicated. Program eligibility deci-

sions typically involve the collection of assessment data that nay include norm
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referenced or clinical testing procedures which accurately establish baseline

levels of child developmental functioning as well as family needs, strengths,

and resources.

While other detailed manuscripts exist relative to collecting child

centered data for either decision function (Meisels and Wasik, 1988; Harbin,

1988), the utility of family focused measures in making reliable and valid

screening and eligibility judgements remains, for the most part, untested.

Accordingly, important questions to be addressed are as follows.

1. What is the relationship between the type of child and family

assessment data collected (i.e., quantitative, qualitative, or both)

and the methodology of team decision making? If the multiftransdisci-

plinary team has adopted a style which substantively relies upon

clinical observation and inference, then measures which generate such

information (e.g., structured interviews, open ended queries and

prompts) may be most useful.

2. What is the relationship between the screening/assessment data

collected and definition of the population to be served? If broad

based, non-specific definitions of the eligible population exist, then

measures which yield quantitative results may be unimportant.

Conversely, if eligibility criteria are developed which are intended

to accommodate only seriously involved children and their families,

then family centered dimensions may need to yield quantitative results

which assist in identifying a small segment of the population which is

most in need of service.

As programs begin to conceptualize screening models designed to identify

developmentally disabled as well as high risk children and their families,
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several significant implications from existing literature are noteworthy

(Kochanek, 1987).

1. That the primary goal of the screening process is to identify all

children from birth to three with developmental anomalies as well as

vulnerable, low resource families within which children are at a

substantial risk for subsequent school failure. The concept of

limited resources is not restricted to tangible areas (e.g., income,

housing, medical care, nutrition), but also includes maternal/primary

caregiver characteristics such as parenting skills, social/emotional

competence, ability to access and appropriately utilize community

services, alternative modes of dealing with adversity, access to

intrafamilial and extrafamilial support systems, and lnterperscnal and

intrapersonal competence.

2. That in order to minimize decision making error, the screening process

should be a two-tiered model which reflects different degrees of

specificity at each level. To the maximun extent possible, the

screening model should be incorporated into all existing programs/

services (e.g., Maternal and Child Health neonatal screening, EPSDT,

Preventive Pediatric Services). Moreover, the basis for a decision

regarding need for additional diagnostic testing shall be made

according to three sources of information; (a) child characteristics,

(b) parental traits, and (c) maternal/child interaction.

3. That due to significant variation in child developmental pathways as

well as ongoing changes in family status, all children and families

shorA be examined serially over time on multiple occasions between

birth and three years of age. Judgements regarding the need for
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additional evaluation would be based upon evidence of jeopardy at

individual time points as well as from determination of cumulative

risk.

2. IFS? Development

Given the fact that one of the major objectives of family assessment is to

prepare a comprehensive treatment plan, several important considerations exist

at this stage of the instrument review process.

1. To what extent do the family centered measures yield information

useful in developing statements of current need, resources, strengths,

and support systems?

2. To what extent do results facilitate prioritizing needs end prompting

a series of objectives or plans which coi -ide with these needs?

3. To what extent do results assist in portraying the relationship

between identified needs, existing resources, and the adequacy or

incongruity between the two:

4. To what extent do results assist in developing an appropriate division

of responsibility between professionals and family members relative to

stated objectives?

5. To what extent do results assist in specifying a method and process

for intra and interagency service coordination in response to

identified needs? Within this process, is there information which

assists in acknowledging and supporting families in coordinating these

services independently?
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6. To what extent do results assist in determining fulfillment or

completion of stated objectives (assuming repeated administration of

measures)?

3. Proeram Evaluation

The major issue to be addressed in this area is the extent to which data

collected are useful in examining change in family members, status, and

functioning over time. Significant issues are as follows.

1. To what extent are the measures sensitive to the dynamic Nature of

family needs, crises, and resources? Do the organization and format

of tLf Sure permit and encourage ongoing assessment rather than

merely annual review?

2. Does periodic assessment yield data which examine progress towards

stated objectives? In those instances of minimal progress, goes the

measure suggest barriers or impediments which require resolution?

Do the measures include criteria against which progress towards stated

family objectives may be determined? Does this format facilitate both

parent and professional appraisal?

4. Technical Adequacy

Beyond the functional questions advanced above, a critical set of factors

must also be analyzed relative to the technical adequacy (i.e., psychometric

characteristics) of select measures. While several publications (Salvia and

Ysseldyke, 1985) provide detailed presentations in this area, major

considerations are as follows.
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Reliability is a significant factor in evaluating the psychometric

properties of a measure or scale. The concept of reliability involves the

stability or consistency of scores obtained when successive measures are taken

with the same instrument or with equivalent measures. Reliability coefficients

serve three purposes; (1) to estimate the instrument's relative freedom from

measurement error; (2) to estimate an individual's true score; and (3) to

determine the standard error of measure-ment. Factors which affect test

reliability include the method used to calculate the reliability coefficient,

test length, test-retest interval, and variation within the environment within

which test data are collected. Reliability coefficients may range from .00

(total absence of reliability) to 1.00 (perfect reliability); generally, a

coefficient of .80 is viewed as a minimally acceptable standard.

Validity refers to the extent to which an instrument measures what it

purports to measure. Four categories of validity are important.

1. Content validity indicates whether the test covers a sufficiently

representative sample of the behavioral domain under consideration.

2. Predictive validity involves testing the effectiveness of a measure

against future performance in the areas allegedly measured by the

test.

3. Concurrent validity is determined by comparing test performance and

some criterion data that are available at the time of testing.

4. Construct validity indicates the extent to which a test is viewed as a

measure of a particular theoretical construct or trait.

Validity is an essential characteristic of any measure to be used for

decision making purposes. Adequate norms, reliability, and lack of bias are
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all necessary conditions for validity and as such, each factor should be

analyzed separately and carefully.

C. Criteria for Test Selection: Level 2

1. Clinical and Parental Judgement

P.L. 99-457 encourages EI professionals of all disciplines to participate

in family assessment and intervention, activities traditionally within the

purview of social workers, nurses, and psychologists. As a program begins the

transition from the child-focused IEP to the child and family-focused IFSP,

several issues are noteworthy.

First of all, all professionals on the team will need to develop

competency in administering the family assessment tools within the context of

their initial efforts to establish trusting relationships with families

(McGonigel and Garland, 1988). Additionally, skills in interviewing, explora-

tory inquiry, and use of clinical observation will require refinement and

amplification.

The enthusiasm, support, and comfort level of professionals and families

with respect to the use of formalized instruments and methods are essential

components in the successful implementation of this process. Assessment

instruments are merely tools. They can facilitate the diagnostic process,

however, will be useful only to the extent to which professionals and families

find that they shed light on issues perceived to be of importance in designing

an intervention plan.

The perspective which professionals and parents bring to the IFSP process

provides a substantive basis for a program development strategy. As such,

inclusion of El professionals and parents in a collaborative, decision making

format is recommended. Ideally, this process will mirror the aspirations of a
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program for the ways in which parents and staff will subsequently work together

to co-author Individual Family Service Plans. As early as possible in the

planning process therefore, both team professionals and parents should be

involved. Such collaboration can provide information regarding the hurdles

which the program will need to attend to, identify specific training and

technical assistance needs, and reveal expectations and concerns of both staff

and parents regarding the process.

Attention to the diversity of families served within a program provides a

guide for parent representation. Relevant factors include cultural/ethnic

communities, fathers as well as mothers, and representative family coping

styles, structures, and ideologies (Chandler et al., 1985). Significant

dimensions of the decision making process which parents need to address include

the appropriateness of specific instruments and methods relative to vocabulary,

format, and applicability to family priorities and cultural norms, and

congruence with family expectations regarding the goals of early intervention.

Professionals provide an equally important perspective derived from their

experiential background, academic training, and from the diversity of families

with whom they have been engaged. They contribute significantly to the deci-

sion making process by addressing such issues as the relationship between

specific measures and the primary concerns of families, clinical and face

validity of various tools, relevance of instruments to families of divergent

educational and ethnic backgrounds, differential utility of select measures

with families whose children are at biological, established and/or environ-

mental risk, and specific training needs inherent within such new assessment

paradigms.
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2. Relationship Between Measures and Population Served

The adoption of specific family assessment measures permits programs to

collect new information on existing families and in addition, may allow new

families to be judged as eligible for EI services. Consequently, programs must

carefully and thoughtfully assess their ability and interest in not only assum-

ing responsibility, in conjunction with the family, for newly identified needs

(e.g., housing, transportation, child care), but also in perhaps serving com-

plex families who present with needs that the program is inadequately equipped

to handle or philosophically feels that other providers are perhaps more

appropriate intervenors.

The selection of assessment measures must be integrally related to the

characteristics of the families served by a program. Achieving the best match

between tools, methods of assessment, and families served is of primary impor-

tance in the planning and decision making process. For example, cultural norms

will affect a family's willingness to complete various assessment tools.

Important considerations with respect to specific ethnic groups served are as

follows.

Is it acceptable for "outsiders" to be involved in family business?

What constitutes a concern legitimate enough for "outsider" involvement,

and what are the accompanying feelings for family members (e.g.,

embarrassment, anger)?

Who is the gatekeeper within the family through whom all outsiders must

go?

What are the normative routes for help-seeking and social support within

the culture?
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What is the meaning of having a child with a disability within the

culture?

Lb families served have adequate facility with the English language to

ensure reliable and valid results? Will assessment tools need to be

translated into other languages for optimal results?

Each family is unique in structure, strengths, and functioning style, and

thus attention to these and other questions related to cultural issues will

assist the program in instrument selection. Parents representing the diverse

groups served by a program can be the most helpful guides in this decision

making. Significant factors to be considered include belief systems, inter-

active patterns, cultural definitions of normality and deviance, attitudes

toward help-givers, and normative avenues for social support and problem-

solving (McGoldrick et al., 1982). Staff members native to the ethnic groups

served by the program can also provide insight. Educational background of

families also becomes an important consideration in selecting instruments and

methods, particularly with respect to looking at the complexity of self-report

measures (e.g., vocabulary, concepts, format). The anxiety and risk involved

for parents who are not confident about their reading and writing skills may be

considerable, and must be handled in a sensitive manner by the professional.

The choice of instruments will substantively affect the process for both

families and professionals. Measures are of clinical value only insofar as

they create a window of opportunity for dialogue between a parent and profes-

sional. A clinician's expertise in active listening, effective inquiry,

and insightful interpretation of content and emotions provide the basis for

creating a meaningful and collaborative plan of action (Winton and Bailey,

1988).
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There are also unique challenges which adolescent parents may be address-

ing in the context of early intervenr;ln (Herzog et al., 1986; Dunst et al.,

1986; Crockenberg, 1986), some of whi,:n may include: differentiating from the

family of origin and establishing a peer support system; acquiring child care-

giving skills; developing self-sufficiency in meeting their own and their

child's basic needs for shelter, clothing, food, and transportation; and

perhaps, completing an educational program. The priorities which are embedded

in these needs must be identified within a family assessment process if it is

to be meaningful for adolescent parents in early intervention.

Fathers must also be accommodated, particularly if family responsibilities

are divided according to a clear division of labor. Assessing maternal needs

only is inadequate, and can inadvertently contribute to creating an unrealistic

burden for the mother to speak on behalf of all family members. Exclusion of

fathers in the assessment process conveys a message that they need to resolve

their concerns and priorities independently (May, 1988), yet this may not

reflect a program's philosophical stance.

3. Relationship Between Measures and Program Intent, Organization, and

Philosophical Orientation

A significant issue which all programs will need to resolve in this

developmental process is the overall relationship between the assessment

methodology and the stated objectives of the program itself. Of importance

here is that a high degree of congruence is desirable between information

collected and services available. If indeed programs do not possess the

capability or interest in addree-ming needs and conflicts which may emerge from

the assessment process (e.g., hous ,g, parental education and employment), then

measures which elicit this information should not be adopted.
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Yet another factor worthy of consideration in this planning process

relates to the information gathering process itself. More precisely, the

format of several measures are either parent self-report in design or demand

the clinical judgement and inference of the professional. Philosophically.

if diagnostic teams believe that the data gathering and needs determination

process reside exclusively with the professional community, then family self-

report measures would be in conflict with this perspective. Conversely, if

programs assume that families must reveal their needs and priorities, then

measures which require professional inferential judgement regarding family

needs and dynamics may not be particularly helpful.

The selection of assessment measures will communicate to families, EI

professionals, and community service agencies what the program perceives to be

important with respect to needs, concerns, and priorities of families. More-

over, these measures will also convey the need for a collaborative relationship

between parents and professionals, the key decision-making role of parents,

program eligibility criteria, and the role of other informal and formal support

systems in intervention.

4. Intrusiveness

Establishing trust between parents and professionals is the first step in

the creation of a working relationship (Friedman and Friedman, 1982). This

implies a communication of respect for a family to share information about

itself slowly and in accordance with its own timetable. Such an evolution may

be in conflict with established policies which require IFSP completion within

relatively narrow time frames. EI professionals will need to develop a deli-

cate balance between collaboratively developing meaningful IFSPs while also

allowing families the space needed to reflect their priorities over time.

Guidelines which may be useful in dealing with this dilemma are as follows.
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1. Select measures which address parent priorities and strengths, rather

than tools which depend upon a professional's assessment of parental

deficiencies. The intent of information gathering is to assist in

problem solving, not to determine causality (Trivette, 1987; Bristol,

1987). A strength-oriented approach is much more likely to increase

trust than one which focuses on family pathology.

2. Select measures which address the areas perceived by both parents and

professionals as within the purview of the program's direct focus

(McGonigel and Garland, 1988).

3. Conceptualize a dynamic, evolutionary assessment process in which

needs and priorities can be addressed over time in synchrony with

the family's trust level and interest in sharing these needs and

priorities with the professional.

4. Ensure that the clinical expertise of the early inte-vention

professional is well developed. Families may not identify something

as a need if they believe the problem is irresolvable (Dunst et al.,

1987). In addition, professionals who are unaccustomed to appraising

family structures, functions, and stresses may be reluctant to follow

up on verbal and non-verbal communications by family members, an

essential aspect of family needs identification. Training activities

and continuing support for EI professionals are critical in developing

new and unfamiliar helping behaviors related to the family need/

resource identification process.
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' Time, Motion, Effort, and Cost Factors

Beyond the evaluation of various measures and methodologies at a clinical

level, several significant administrative and feasibility issues also warrant

attention in this developmental process. For example, the majority of mature,

sophisticated EI programs have well developed definitions and procedures for

screening, assessment, and IEP processes. Adoption of specific measures, while

infinitely useful at a clinical, decision making level, may prove so costly

(e.g., professional expenditure of time or adverse impact upon financial

reimbursement formula) that their adoption would compromise the integrity of

the program. As such, field trial periods are worthy of consideration which

would permit initiation of time and motion studies. Final decisions therefore,

would result from parent and professional appraisal, the extent to which data

collected facilitated the screening, assessment, and IFSP process, and cost

information.

A second major area of consideration relates to the competencies requisite

to implementing a comprehensive child and family assessment process. As

previously indicated, while El professionals possess highly developed and

refined child focused skills, expertise in dealing with family assessment and

intervention may be somewhat. uneven, both within and across programs. Conse-

quently, administrators will need to develop a series of training and technical

assistance activities which ensure quantitative implementation of screening

and assessment processes. Depending upon the necessary length and intensity of

such training activities, this may prompt a series of considerations related to

cost effective use of personnel time, effort, and resources, and may be

influential in determining the format and content of the assessment process.
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IV. IMPLICATIONS OF FAMILY ASSESSMENT FOR

PROGRAM ORGANIZATION AND DESIGN

A. Definition of Population Served: Screening, Assessment, and

Eligibility Policies

P.L. 99-457 creates a rich opportunity for programs to not only provide

quality services to developmentally disabled children, but also to articulate

and implement more comprehensive and aggressive efforts devoted to prevention.

To the extent that programs are interested in both of the above challenges,

screening and assessment models which incorporate child and family focused

measures must be developed. While studies presented earlier are enormously

helpful in drafting such multivariate models, no reliable and valid process or

decision making equation has yet been created. Consequently, as such experi-

mental models are developed, careful field trial periods are mandatory prior to

widescale adoption. Significant evaluation questions which must be aidressed

in such pilot projects are as follows.

1. What differences exist in the population identified by the proposed

screening model in contrast with existing referral pathways and

casefinding techniques? What specific factors in the model account

for these differences?

2. What contribution does each screening factor (i.e., child and family)

make to key decisions such as of screening, program eligibility,

assessment, and IFSP development?

3. Does the significance of specific screening factors change over time,

and if so, how can this dynamIc quality be incorporated into a

systematic screening process for children from birth to five and their

families?
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Adoption of family measures within EI programs carries with it the

opportunity to view eligibility from a fresh and novel vantage point. While

generating risk responsive, coordinated, and comprehensive IFSPs remains as the

principal outcome of child and family assessment, commitments to specific

measures will invariably prompt a range of complex questions regarding not only

the eligible El population, but also the manner in which this population is

most appropriately served. Programs will need to develop appropriate and

technically sound implementation plans such that the above representative

questions may be answered.

B. Continuum of Services

Clearly, adoption of family focused measures in El programs will identify

voids in the existing range of service options, both for children as well as

families. For example, parents may express interest in the use of integrated

settings (e.g., family and center based day care environments), and accord-

ingly, programs may need to develop a productive, collaborative, and mutually

supportive relationship with the overall child care community. Furthermore, a

range of family needs may emerge fromr, the assel.sment process for which pro-

grams, up to this point in time, have not been responsible. While the intent

here is not to suggest that El sites must directly assume ownership of all

identified service needs, it is apparent that new affiliations may be required

between El md other community based programs. As such, an implication of the

family assessment process may be greater effort devoted to community outreach

as well as creating models and processes for coordinating among many more

external providers than that which previously existed.

Development of a family assessment strategy reflects a new and evolving

continuum of early intervention services which are family-centered, and move

beyond a narrow interest in only certain family members (typically the mother)
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to an interest in the well-being of the family as a whole within the context of

its community relationships. Such services will require a "reciprocity of

responsibility among individuals, families, and communities" (Hobbs et al.,

1984). Jeppsun (1988) describes the aspects of such family-centered care as

including:

- a view of the family as continuous in a child's life, while service

providers and systems are transitory

- a focus which goes beyond a child's special needs toward an interest in

family well-being and in normative developmental processes

- 3 comprehensive, flexible, and accessible service system offering a

range of choices to families inclw,ing parent-to-parent support pro-

grams, equipment exchange options, transportation assistance, and both

weekend and evening services

As early intervention programs begin to implement systematic family

assessment practices, diverse and dynamic family needs and priorities will be

identified. Accordingly, new and creative methods of providing service will be

mandatory. The insights of Hobbs et al. (1984) and Dunst at al. (1987) provide

direction as programs struggle to meet this challenge. The principle of par-

simony points to developing interventions that always move from least drastic

to more drastic, from more normative to less normative, from least intensive to

more intensive (Friedman and Friedman, 1982).

Families are strengthened to a greater extent if professionals work to

facilitate already established informal support networks rather than substi-

tuting it with formal supports (Hobbs at al., 1984). Families are empowered by

professionals to a greater extent if the helper can assist families in finding
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ways to develop reciprocity within their informal support networks (Dunst et

al., 1987); professional intervention is seen as a last resort.

It is to be expected that families will require highly varying degrees of

professional invol --ant. Recognizing that no one program can or should meet

all the needs of all families, linkages between service systems takes on

critical importance and cannot be underestimated. In addition, developing

intervention approaches which continually support the movement of families

toward their expressed level of independence from professional intervention

also becomes a desired outcome.

C. Case Management

Significant implications are evident for the case management process as

professionals implement the family assessment and service planning sequence.

Exceptional skill is involved in sorting out the roles, responsibilities, and

agendas of formal service providers, in assessing the potential for utilizing

informal resources, in accessing or advocating for additional services, and

most importantly, in developing a collaborative relationship with parents to

support their highest level of independent functioning.

Consider the case management implications for the following hypothetical

children/families referred for early intervention services.

Chris N. is 12 months old and has multiple delays in development. He was

born cocaine-addicted to his 18 year old parent, Trisha N., who has a four year

history of drug addiction. Trisha's family of origin has been involved with

protective services throughout her childhood. Chris has been in the care of

the same foster mother since leaving the hospital one month after his birth.

Trisha visits him irregularly and therefore, is out of compliance with the

service plan developed by her protective services worker. Trisha reports that

she wants to regain custody of him, but because of her involvement in a drug
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treatment program, the visiting plan has been difficult to comply with. Her

drug counselor considers drug treatment to be the highest priority for Trisha

at the present time. The protective services worker is under legal constra_nts

to arrive at a recommendation for the court within the next six months regard-

ing a permanent disposition with respect to custody of Chris. A referral to

early intervention was arrived at unilaterally by the protective services

worker, with the hope that Chris' delays in development could be addressed,

and also to provide Trisha one more opportunity to demonstrate her interest in

regaining custody of her child. Trisha has agreed to being involved with early

intervention as a means of increasing her chances of getting her child back.

She is doubtful about its usefulness for herself, but is worried about her

son's delays and wants him to receive the professional help he needs.

Michelle H. is a three month old infant, about to leave the hospital to go

home for the first time. She was born three months premature, has seizures

resulting from birth trauma, and is considered at high risk for developmental

delays. Michelle is the first child born to Fran and Peter H., both of whom

work full-time at professional jobs. Fran's maternity leave will be over

within 30 days. The previous arrangement for day care, which had been made

before Michelle's birth, is no longer viable due to Michelle's special care

needs. Fran is considering requesting half-time employment. This schedule

would provide enough income for the family and would allow Fran to attend to

the continuing medical, developmental, and emotional needs of Michelle.

Michelle's hospital primary care nurse has become very attached to Michelle,

Fran, and Peter. She suggested, in planning for Michelle's move to home, that

the parents involve themselves with home care assistance from the community VNA

and with developmental intervention services from the community early inter-

vention program. In addition, it was recommended that followup regarding

Michelle's medical needs be provided by the hospital. The parents have agreed
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to this plan. In addition to the hospital's referral efforts, Fran has

contacted both the VNA and the early intervention program to request services.

While Fran and Peter are appreciative of all the professional help they and

their daughter have received and will continue to receive, they continue to be

in a state of shock regarding the disparity between their previous expectations

for themselves to function independently as parents and the reality of their

current dependence on professionals in caring for their daughter.

A Clearly, the identification of family needs/priorities/resources and an

assessment of the involvement of other service providers in these two hypo-

thetical situations are essential to the development of a comprehensive early

intervention treatment plan. Fortunately, models exist (Imber-Black, 1980

which provide a useful structure within which these case management needs may

be addressed. In brief, the components of this representative model include:

1. Review of which systems are involved, and of each provider's

perceptions regarding family needs, strengths, and goals, and

clarification of responsibilities of service providers in the

intervention process

2. Analysis of the pattern of relationships between families and each

system. For example, with respect to the two families described

above, important distinctions exist between Trisha's history of

relationships with social service agencies (long-standing and authori-

tarian in quality) and Fran/Peter's relationships with professionals

(recent in inception and more peer-like in quality).

3. Analysis of the relationships of service providers w101 each other,

formally and informally.
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4. Clarification of the varying perceptions of appropriate boundaries

between families and service systems, and among various service

providers. Difficulties may exist when a family has perceptions

different than that of the service provider concerning degree of

involvement. A family may desire more privacy, while an agency feels

a need to know more about family functioning and routines. Similarly,

a family may seek more information about an agency which may tend to

release information parsimoniously.

5. Clarification of the myths or beliefs families and service systems

have about each other, based on long-standing involvement or on

specific critical incidents for either party.

The principal objectives of a case management model are twofold: (1) to

reduce fragmentation and duplication in service delivery; and (2) to enable

families to acquire skills for accessing, utilizing, evaluating, and advocating

for services via formal and informal resource avenues. Such models are dynamic

rather than linear or static (Friedman, 1988), and serve as the "glue which

holds the system together" (Aaronson, 1988). Significant considerations in

conceptualizing a case management, or service advocacy and coordination model,

are as follows.

1. Model must articulate a "needs determination" process which

accommodates both parental and professional perspectives as well as

child and family needs.

2. Model must portray a process for accessing resources which correspond

to identified needs.
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3. Given needs determination, process must accommodate both intra and

interagency service provider coordination and communication.

4. Process must include a mechanism for monitoring service effectiveness,

identifying new needs, recording needs/service utilization relation-

ships and eliminating duplication of services.

5. Model must articulate a continuum of dependence/independence which

permits and encourages both varying and increasing degrees of "active"

assumption of case management functions by families.

6. Model must include requisite training activities for parents and

professionals regarding the overall process and facilitate and support

families achieving a maximum level of independence.

7. Model must articulate a flexible decision-making process regarding

primary case manager designation with families involved with multiple

service providers.

In developing a service advocacy and coordination model consistent w4th

the above principles, perhaps the most complex issue relates to the extent to

which families can independently assume responsibility for such functions. The

origin of this complexity relates not only to developing ways in which such

independence and skill can be accurately assesoed, but also in creating

experiences which prompt, encourage, and support families in achieving a

maximum level of independence consistent with their interest and ability.

A second dimension of this complexity surrounds the fact that varying

perceptions exist in the professional community with regard to the extent to

which families should indeed serve as their own case managers. Clearly, given

substantial variability in opinion by both professionals and parents on this
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issue, no unitary solution or model exists. However, in developing a model

which is consistent with an overall family assessment strategy, careful evalu-

ation by both families and service providers is essential. To this end, what

follows is a self-appraisal inventory which is intended for potential use

wILLIAA Lhe assessment process. It is critical to note that this inventory is

designed to serve as a stimulus for discussion among parents and professionals

within the context of the developmental, decision making process portrayed in

this monograph.

58



53.

SERVICE ADVOCACY AND COORDINATION:

A SELF-APPRAISAL FOR PARENTS AND PROFESSIONALS

Participation in early intervention programs involves an ongoing process of

identifying, accessing, evaluating, and coordinating services for children and

families. This process is most effective when parents and professionals

develop a collaborative relationship, and together ensure that all necessary

services are secured and well coordinated.

The purpose of this self-appraisal inventory is to describe the manner in

which this process is functioning, and the role which both parents and pro-

fessionals assume in its implementation. The inventory is designed to be

completed upon intake, and is updated at six month intervals thereafter.

Each major component of the inventory includes items which are intended to

be jointly rated by parents and professionals. In those instances where con-

sensus on ratings is not evident, individual ratings should be reported.

Please note that there are no "right" or "desired" ratings on these items; as

such, you are encouraged to use the full continuum to reflect your perceptions

at any given point in time. The inventory is intended to not only describe

current status, but also serve as a stimulus for establishing future goals.
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1.0 Identification of Child and Family Needs

Parent

desires
professionals
to identify
and prioritize
child/family
needs

Professional

relies
upon parents
to reveal
significant
child/family
needs

identifies
child/family
needs via
family and
professional
input

solicits
family's
perspective
in conjunction
with
professional
judgement
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identifies
child/family
needs
independent of
professional
input

identifies
child/family
needs
independently
of family
input
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2.0 Access to Community Based Services and Resources

2.1 Knowledge of Resources: Parent

relies upon requests maintains

professionals information resource

to make from directory

available professionals independently

pertinent as supplement
information to existing

knowledge

Knowledge of Resources: Professional

relies upon shares maintains

parents available resource

to generate information directory and

resource with selectively

information families reveals

upon information
request based upon

professional
judgement
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2.2 Access to Resources: Parent

relies upon
professionals
to secure
access to
necessary
and desired
services

negotiates
shared
responsibility
for resource
access with
professionals

Access to Resources: Professional

expects
parents
to pursue
resources
consistent
with
identified
needs

develops plan
for shared
responsibility
for resource
access
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56.

assumes
responsibility
for securing
resources
independently

assumes full
responsibility
for resource
access



3.0 Coordination of Services

3.1 Service Coordination: Parent

relies upon
professionals
to communicate
with and
coordinate
service providers,
both internal
and external
to El

establishes
shared
division of
responsibility
between
professionals
and family
members for
service
coordination

Service Coordination: Professional

expects
parents to
communicate
with and
coordinate
service
providers

develops
plan for
shared
responsibility
for service
coordination
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independently
coordinates
multiple
service
providers

assumes full
responsibility
for coordinating
intragency and
interagency
providers



3.2 Conflict Resolution: Parent

relies upon negotiates independently

professionals mutual resolves

to resolve division of difficulties

difficulties labor with with service

with service professionals access

access, for conflict

duplication, or resolution

fragmentation

Conflict Resolution: Professional

expects parents develops plan resolves

to independently for shared difficulties

resolve responsibility on behalf

difficulties for conflict of parent

with service resolution

access and
fragmentation
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4.0 Evaluation and Revision of Services

Parent

I

relies upon
professional
judgement
regarding
adequacy
of services

Professional

1

expects parent
to reveal
service
inadequacies
and pursue
appropriate
modification

develops
criteria for
evaluating
services in
collaboration
with trofessionals

.44

develops plan
with family
for assessing
services,
including
iientificatin
of appropriate
standards
of care

65

59.

evaluates
and pursues
revision
of services
independent of
professional
input

evaluates
services
independently
and negotiates
revision
according to
professional
judgement



5.0 Utilization of Support System

Parent

relies
exclusively
upon
professionals
for service
access and
coordination

Professional

expects parents
to develop and
maintain informal
support system
for service
access

maintains and
selectively
uses network
of formal
and informal
supports
for service
access and
coordination

I
assists parents
in developing
range of formal
and informal
supports for
service access
and coordination
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60.

maintains and
uses extensive
informal support
system for
majority of
identified
needs

uses formal
support
system
for all
;dentified
child/family
needs
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V. DEVELOPING AN IFSP FORMAT

A. IFSP Components as Defined by P.L. 99-457

Essential components of an IFSP as defined by P.L. 99-457 are as follows.

1. A statement of the infant's or toddler's °resent levels of physical

development, cognitive development, language and speech development,
psycho-social development and self-help skllls based on acceptable

objective criteria.

This section appears to be congruent with the current IEP format. It is

important to note however, that several IFSP forms rccently developed (Dunst,

1987; Bruder, 1987) specifically list child strengths as well as needs. This

allows parents to view their child's unique skills as well as developmental

needs, and permits a more complete and balanced portrayal of child level of

functioning.

_. A statement of the family's strengths and needs relating to enhancing

the development of the family's handicapped infant or toddler.

This segment of the IFSP is designed to accommodate findings via the

family assessment process. The value of including family strengths cannot be

overemphasized. Professional recognition of family abilities is an essential

component in the development of trust between families and professionals.

Furthermore, Dunst et al. (1988) define needs, not as family deficiencies,

but rather as family "aspirations, projects, aims, priorities", those things

which the family considers important enough to devote time and energy. This

distinction is critical in that it supports the professional acting in a

facilitating, consulting role, rather than a dominating role with regard to

setting priorities for intervention.

Secondly, this stipulation implies that all the strengths/needs considered

in an IFSP should relate to the child's development. Based on results of
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studies conducted with families, Dunst et al. (1987) advance an approach which

legitimately takes into account those situations in which a family's priorities

are not always child related, but unless addressed, will prevent the family

from focusing on the child's development (e.g., lack of basic resources such

ua. rousing transportation, food). Needs statements regarding a family's role

in promoting the child's development should be made only to the extent that

parents identify this as a focal concern.

3. A statement of the major outcomes expected to be achieved for the

infant and toddler and the family, and the criteria, procedures and

timelines used to determine the degree to which progress toward

achieving the outcomes are being made and whether modifications or

revisions of the outcomes or services are necessary.

Adoption of IFSP formats in early intervention programs requires an

orientation which emphasizes strengths, needs, and resources. The following

table summarizes issues which perhaps will warriAnt attention in this develop-

mental process, and which attempt to identify significant considerations in the

transition from 1EPs to IFSPs.
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Table 1.

Comparison of IEP and IFSP Practices on Select Dimensions

Issue IEP

Focus of needs
assessment

Decision-making
process regard-
ing intervention
priorities

Focus of
intervention

Time frames of
goal setting

Locus of
intervention

Role of El
professional

child develop-
mental needs

goals primarily
determined by
professionals

specific gains
in the child's
developmental
status

long-term goals
are established
(i.e. annual,
to he evaluated
quarterly)

identification
of the early
intervention
services to
be provided to
meet child goals

emphasis on the
direct inter-
vention efforts
by EI profes-
sionals with
children and
parents relative
to child goals

69

IFSP

child and family
strengths/needs/resources

parents and professionals
have equal status in
decision-making

the child within the
context of the family,
and the well-being of
all family members and
of the family as a unit

process must reflect the
dynamic needs and pri-
orities of families

identificatior. of all
formal and informal
resources needed/accessed,
with early intervention
services identified as
part of a more compre-
hensive plan

emphasis on the roles
of both parents and EI
professionals in address-
ing identified neeas of
child and family; profes-
sional roles of resource
facilitator and consultant
assume higher prominence
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4. A statement of specific early intervention services necessary to meet

the unique needs of the infant or toddler and the family, including

the frequency, intensity, and the method of delivering service.

Dunst et al. (1987) caution against the notion, embedded in this

bLieuiaLio., that "more is better". If a broadened perspective of intervention

is to be developed, then as discussed earlier, services which are community

based, normative for young children and their families, and which draw on a

family's actual or potential informal support network as well as other service

systems would take precedence.

5. The projected dates for initiation of services and the anticipated

duration of such services. The name of the case manager from the

profession most immediately relevant to the infant's and toddler's or

family's needs will be responsible for the implementation of the plan

and coordination with other agencies and persons.

While this stipulatioli underscores the importance of case management

activities within early intervention, it does not clarify the potential for

parents to serve as their own case managers, or in partially assuming case

management responsibilities. This is a disempowering message to families and

should be assessed by each El program carefully.

. The steps to be taken supporting the transition of the handicapped

toddler to services provided by school districts.

This stipulation requires that attention be paid to creating a planned

series of activities to ensure the smooth transition of children from early

intervention to other preschool settings. Essential here is the development of

policies which will facilitate collaborative planning among EI programs, school

districts, other health care and social service providers, and families.
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B. Static vs. Dynamic Formats

Family assessment strategies which are truly needs based support frequent

changes in the specification of needs, methods, and outcomes (Dunst et al.,

1987), and regard the use of a spiraling approach in which there is continuous

movement between needs identification and service provision (Turnbull, 1988).

Such an ongoing process accommodates not only newly identified needs as the

family/service provider relationship strengthens, but also allows for unantici-

pated crises and events in the lives of families which may necessitate

revisions in intervention priorities.

Early intervention programs may discover that the relatively static

formats currently used to portray goals and objectives in IEFs are not well

suited for the synergistic process noted above. Consequently, IFSP forms will

need to be created which acknowledge this ongoing needs identification process,

and which will accept both new needs statements and intervention goals while

preserving the fluidity and continuity of existing services.

C. Family Driven vs. Professionally Driven Goals

Extensive documentation exists in the literature with regard to the

inherent complexity of the parent/professional relationship; underlying this

complexity is that the perspectives of parents and professionals are often

different (Bailey, 1987). To some extent, these disparities have emerged from

training programs for service providers which have reinforced a model in which

professional opinion has more validity than the perspective of parents

(Darling, 1983; Iris, 1988). Representative examples include training models

which support professionals:

taking full responsibility for the wellbeing of children in their care
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not sharing vulnerabilities with parents

- developing strategies to get parents to comply with professional

prescriptions, even when they have been objected to overtly or covertly

- being concerned with circumscribed areas of a child's functioning rather

than the whole child within the context of the family

maintaining control of the information which parents receive about their

children

- using, as a measure of professional competence, facility in writing

reports on children which are replete with the technical terms of the

discipline

Cu.ent societal presses regarding professional ethics, liability, and

technology can contribute to undermining professional efforts to develop

collaborative approach in which parents and providers are both perceived as

being resourceful, having equal status, and being an equal partner in evalu-

ating the services provided (Tyler et al, 1983; Bailey, 1987; Winton and

Bailey, 1988; Dunst et al., 1987). Considerable controversy exists on this

issue, particularly with respect to family needs identification and goal

setting. Bailey (1987) recommends that professionals not elude differences in

values or priorities, but rather engage in dialogue for resolving these dif-

ferences. A professional can facilitate the process by envisioning and

encouraging the creation of multiple alternatives with families. Clearly,

instances exist in which, due to safety concerns for the child or family

members, a professional will need to exert greater control (e.g., mandated

reporting of child abuse or neglect). However, if the groundwork has been

established for true and meaningful collaboration, such situations can be

handled without jeopardizing the relationship.
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VI. TRAINING/TECHNICAL ASSISTANCE IMPLICATIONS

A. Family Assessment Skills

The acquisition of competency in two major domains is essential to the

implementation of a comprehensive family assessment and service planning

process: (1) administration and interpretation of assessment measures, and

(2) conducting family focused interviewing and collaborative goal setting.

Early intervention professionals will need training experiences, both didactic

as well as clinical, which focus on the development of technical knowledge for

the administration and interpretation of assessment tools. Within this con-

text, information dealing with family systems theory, normative, developmental

family life cycles, and family structure and interaction processes are all

critical content areas.

Effective communication involves an ability to "join" families, and to

identify and support family strengths. Although program staff may be very

comfortable in conversing with parents about their children, they may

experience considerable discomfort when it comes to discussing family

needs/functioning/resources. Training strategies focused on developing

proficiency in family-focused interviewing also will need to assume high

priority.

B. Family Focused Intervention

As programs prepare to implement a family assessment and service planning

process, several areas of competency enhancement and development will need to

occur; major areas of concentration in this training and technical assistance

sequence are as follows.
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1.0 Understand the family

1.1 elicit the family's priorities for the child and for themselves,

recognize and address the effects of various individual
characteristics on the growth and development of the child and

family

1.2 understand how a child with special needs affects parents,
siblings, the extended family, and the community

2.0 Establish and maintain relations with the family

2.1 successfully initiate first contacts with families, even when

they have not sought information

2.2 explain to parents the role of the interventionist in working

with the child and family

2.3 form and maintain satisfactory working relationships with

infants, toddlers, and families

2.4 work with culturally different families in a non-biased and non-
value-laden way

2.5 communicate respect for the values, ideas, suggestions, and
priorities of the family

2.6 organize and en- o'.irage parent involvement in all phases of the

program

2.7 address areas of disagreement with families honestly in a

supportive and non-value-laden way

2.8 facilitate family decision-making concerning the needs of the

child without imposing personal biases or supplanting family

authority

:.9 translate and interpret technical information (e.g., test

results) to families in understandable language

3.0 Assess issues/needs within families

3.1 discern whether a problem requires intervention or not

3.2 help families identify their needs and strengths

3.3 help families identify and acknowledge their concerns about their

own needs, their child with special needs and/or other children

3.4 engage parents in evaluating their child's progress and skill

acquisition

3.5 help families evaluate their progress, set new goals, and devise

strategies and criteria for evaluating future progress
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4.0 Meet family needs

4.1 help families integrate the child's specialized routines into
normal family activities

4.2 create stimulating programs that draw on the child's strengths
and that are consistent with the family's lifestyle

4.3 encourage the family to rely appropriately on informal as well as
formal support systems

4.4 facilitate effective group support for parents' and siblings'

education

4.5 plan intervention strategies congruent with the parents' style of

learning

4.b enhance parental competence, confidence, and self-esteem

4.7 decrease or increase intervention rime when appropriate

4.8 support the family's increasing independence

4.9 successfully terminate relationships with families when

appropriate

5.0 Encourage the child's development within the context of family

routines and activities

5.1 explain the effects of various handicapping conditions on
development

5.2 explain to parents the nature of child development and sequences

of skill acquisition

5.3 discuss with parents the various medical, educational, and
therapeutic techniques for special needs children

5.4 involve families in developing goals for the child and strategies

to meet them

5.5 help families increase behaviors that positively affect the

child's development and decrease behaviors that negatively affect

it

6.0 Help families use support systems

6.1 help families identify and use state, federal, and community

resources available to them

6.2 act as an advocate for families and help them acquire advocacy

skills
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7.0 Theory and research

7.1 major theories of family development and functioning

7.2 relevant research on the family's role in the development of the

very young child

7.3 major theories of the family's role in the development of the

child with special needs

7.4 relevant research on the family's role in the development of the

child with special needs

In conclusion, P.L. 99-457 creates an enormous opportunity for states to

develop comprehensive polices which will affect the health, well-being, and

social and educational competence of young children and their families. The

nucleus of such a dynamic and integrated system will be comprised of a precise

and thoughtful appraisal of the needs of children and their families, and

furthermore, will test the upper limits of our ability to create responsive,

meaningful, and cost effective services which coincide with these needs. To

the extent that states are committed to developing prospective plans which

capitalize upon this opportunity for both intervention and prevention, careful

attention to the developmental process described herein will hopefully provide

a context ana perspective for generating viaDit and creat.ive solutions.
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Appendix A.

A Guide to Measures of Social Support and Family Behaviors*

*From Dunst, C.J. and Trivette, C.M. (1985). A Guide to Measures of Social

Support and Family Behaviors. Chapel Hill: Technical Assistance Development

System, Monograph Number 1.
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Appendix B.

Reliability/Validity of Measures

of Social Support and Family Behaviors*

*From Dunst, C.J. and Trivette, C.M. (1985). A Guide to Measures of Social

Support and Family Behaviors. Chapel Hill: Technical Assistance Development

System, Monograph Number 1.
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Appendix C.

Family Needs, Resources, Strengths Scales

Family Resource Scale
Resource Scale for Teenage Mothers

Family Needs Scale
A survey of Family Needs
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family Resource Scale

Hope E. Leet B Carl J. Dont

Date

This scale is designed to assess uhether or not you and yosr family have adequate resources (time, money,

swam and so on) to meet the seeds of the family as a thole as well as the needs of individeal family members.

Far each item, please circle the response that best describes how well the needs are met on a gansistert basis

in your family (that is, mmith-in and month-out).

To Meat extent we the following

resoorces adequate for your family:

Does Not at Almost

Not All Seldom Sometimes Usually Always

Apply Adequate Adequate Adequate Adequate Adequate

1. Food for 2 seals a day NA 1 2

P. Nouse or apartment NA i e
34 Money to buy necessities. NA 1 2

4. Enough clothes for your family NA 1 2

5. lint for your house or apartment NA 1 2

6. Indoor plumbing/water NA 1 2

7. Navy to pay monthly bills NA 1 2

8. flood job for yourself or spouse /partner NR 1 2

9. Nedical care for your family NA 1 2

10. Put:ic assistance (991 AFDC, Medicaid,

etc.) NA 1 2

11. Dependable transportation town car or

provided by others) NA 1 2

12. Time to get enough sleep/rest 14A 1 2

13. Furniture for your home or apartment NA 1 2

14. Time to be by yourself NA 1 2

15. Time for folly to be together NA 1 2

IE. Tine to be with your child(ren) NA 1 2

17. Time to be with spouse or partner NA 1 2

IlL Till! to be with close friend(s) NA 1 2

19. Telephone or access to a phone NA 1 2

20. labysitting for your children) NA 1 2

21. Child care/day care for your

ctuld(ren) NA 1 2

W. *oney to buy special equipment!

'supplies for childtren) NA 1 2

23. Dental care for your family NA 1 2

24. Someone to talk to NA 1 2

25. Time to socialize NA 1 2

266 Time to keep in shape and look nice NA 1 2
27. Toys for your children) NA 1 2

286 Money to Inly things for yourself NA 1 2

29. Money for family entertainment NA 1 2

30. Noney to eve NA 1 2

31. Time and money for travel/vacation NA 1 2

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4
C
4

3 4 5

3 R; 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

3 4 5

Source: C. 3. Durst, C. IL Trivet', and AL B. Deal (1987). gnablinq gng EmpomerInq Families: PrInctOfs eq

Duirelines Le:practice,. Cambridge, NA; Brookline Books. Nay be reproduced.
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Rosoorpo Scale for Teenage Mothers

Carl J. Dunst, Hope E. Lees ;terra D. Vance, 1 Carolyn S. Mover

Name Date

This scale is designed to see whether or not you have adequate resources (omey, time, perm etc.) to meet your own

needs and the needs of per child(ren). For each item please circle the mom that best describes how well the reeds

00.0sot 064 0 darter-day basis.

To what Intent are the folloming resources

Does Not at Almost

Hot All Seldom Sometimes Usually Always

adequate for your family and/or your child(ren)t Apply Adequate Adequate Adequate Adequate Adequate

1

1. Food far 2 meals a day NA 1 2 ,. 3 4 5

2. Woe ar epartent PiA 1 2 3 4 5

3. Away to buy necessities. pet 1 2 3 4 5

4. Enough clothes for you and your childirenl ei 1 2 3 4 5

5. Heat for your house or apartment NA 1 2 3 4 5

6. Indoor plumbitglwater . NA I 2 3 4 5

7. Abney to pay monthly bills NA 1 2 3 4 5

8. Medical care for you and your child(ren) NA 1 2 3 4 5

S. The time and resources (transportation, child

care, etc.) necessa to complete schocl NA 1 2 3 4 5

10. Public assistance (SS1, AFDC, Medicaid, etc.) NA 1 2 3 4 5

11. Dependable transportation town car or

provided by others) NA 1 2 3 4 5

12. The time and resources (transportation, child

tare, etc.) necessary to hold down a job NA 1 2 3 4 5

13, Time to get enough sleeptrest NA 1 2 3 4 5

14. Furniture for your hose or aparime-A Na 1 2 3 4 5

15. Time to be by yourself NA 1 2 3 4 5

16. Time to be with your childtren) NA 1 2 3 4 5

17. 7ir.. t: be wit'' 1,7:use o- boeriend ...... .. NA 1 2 3 4 5

16. Telephone or access to a phone to 1 2 3 4 5

19. Knowledge of birth control methods NA 1 2 3 4

20. Sabysitting for your child(ren) WA 1 2 3 4 5

21. A safe environment to live in. NA 1 2 3 4 5

22. Dental care for you and your child(ren) NA 1 2 3 4 5

23. Someone to talk to NA 1 2 3 4 5

24, Time to be with frirts NA 1 2 3 4 5

254 Knowledge of how to take care of your childiren) NA 1 2 3 4 5

26. Time to keep it shape and look nice NA 1 2 3 4
w
4

27. Toys for your child(ren)
NA 1 2 3 4 5

26. Money to buy things for yourself MA 1 2 3 4 5

29. Money for family entertainment NA 1 2 3 4 5

30. Money to save
NA 1 2 3 4 5

31. Time and money for travel/vacation
NA 1 2 3 4 5

Soma C. J. knot, C. M4 Travenol and A. S. Deal (1987). Enabling mdfspowering Fa flies, Principles

fuilelite% for practice. CalbrWp4 MA: Brookline Books. May be reproduced.

PIIM11111,
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Family Needs Scale

Carl J. &mot, Carolyn J. Cooper, Janet C. Ilseldreyer, Kathy D. War, I Joyce N. ChM

Date

This scale asks you to indicate if you have a need for any type of help or assistance in 41 different areas. Please circle

the response that hest describes hoe you feel about reeding help in Om. area

21. Finding someone to talk to at4ut my child mg 1 2 3 4 5
22. fWiing someme to talk to Nil 1 2 3 4 5

a Nevi% medical and dentm care for my family MA 1 2 3 4 5

24. Karin time to take rare of myself NA 1 2 3 4 5

M. Kevin emergency hialth care. NA I 2 3 4 5

2$. Finding special uental MO medical care for ey child. NA 1 2 3 4 5

27. Planning fOr future health newls NA 1 2 3 4 5

211. Managing the daily needs of my child at htme NA 1 2 3 4 5

29. Caring for my child during work hours ma i 2 3 4 5

30. 'laying eeergency child care NA I 2 3 4 5

31. Setting respite care for sy child. NA 1 2 Z.: 4 5

32. Finding care for my child in the futm KA 1 2 3 4 5

33. Finding a school placement for my child NA 1 2 3 4 5

34. Setting equipment or therepy for my child NA 1 2 3 4 5

3:4 tilving tint to take sy child to appointsents. NA 1 2 3 4 5

X &Wring future elicit ional options for my child.... NA I 2 3 4 5

XL Upending sy education, skills, and interests. NA 1 2 3 4 5

XL Doing things that I enjoy NA 1 2 3 4 5

39. Doing thins with try family ma 1 2 3 4 5

40. Participation in parent groups Of clubs NA I 2 3 4 5

41. Traveling/varationing with my child. 1//1 1 2 3 4 5

Does

To what extent do you feel a need for any Not Almost Almost

of the tenoning types of help or assistance: Apply Never Seldom Sometimes Often Always

1. Navin money to buy necessities and pay bills. NA 1 2 3 4 5
P. Ikeigeting limey NA 1 2 3 4 5
3. Paying for special needs of my child 99 SOU2111011 NA 1 2 3 4 5

4. Suing soney for the future NA 1 2 3 4 5

5. Having clean water to drink. NA 1 2 3 4 5

6. flaying food for two meals for my family NA 1 2 3 4 5

7 . fining tint() cook healthy seals for my family Na 1 2 3 4 5

fl. Rodin my child, NA 1 2 3 4 5

9. Setting a place to live NA 1 2 3 4 5

IQ. Keying plusbing, lighting, heat. NA 1 2 3 4 5

II, Setting furniture, clothes, toys... its 1 2 3 4 5

12. Completing chores, repairs, home improvements. NA 1 2 3 4 5

13. Adapting my house for my child NA I 2 3 4 5

14. Setting a job. mil 1 2 3 4 5

15. timing a satisfying job. NA 1 2 3 4 5

16. Planning for future job of my child NA A 2 3 4 5

17. Setting where I need to go. NR 1 2 3 4 5

liL Letting in touch with people I need to talk to NA 1 2 3 4 5

11 Transporting ay child WA 1 2 3 4 5

2C. Having special travel equipment for my child. NA 1 2 3 4 5

Sources C. J. twist, C. N. Trivette, and A. S. Deal 119871. Enabling and 4u0werinq Families Principles gng Su:de:Ines

f Prat its. Cambridge, NA: Brook! iv* Books, May be rtnnukmiNI.
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laletblen 414...17.4,MILIALtb 010, unite.. mans/Au

tee / / Child's Birthdate /

spondeat relationship to child._

A SurOey of Family Needs

IIIsto4 Iwil,..s. ere some of the needs expressed by parents of special children. We are interested

Iliwhat you would like help with. Please read each statement. If it is definitely not a need

r you at this time, circle number 1. If you are not sure about whether you would like help in

is area, circle number 2. If it is definitely a need for you and you would like help at this

time, please circle number 3.

1
I definitely I definitely

do not need need help
help with Not with

this Sure this

NEED

Needs for Information

1. I need more information about my child's
condition or disability

2. I need sore information about how to
handle my child's behavior

3. I need more information about how to
teach my child

4. I need sore more information on how to
play with or talk to my child

5. I need more information on the services
that are presently available for my child

II 6. I need more information about the
services that ay child might receive In
the future

II7. I need sore information about how

children grow and develop

11. Needs for Support

1. I need to have someone is my family that
I can talk to more about problems

2. I need to have sore friends that I can
talk to

97

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3



Family Needs (2)

I definitely I definitely
do not need need help
help with Not with

this Sure this

HEED

3. / nand to have more opportunities to meet

II and talk with other parents of
handicapped children

I need to have more time just to talk
with my child's teacher or therapist

I would like to meet more regularly with

i a counselor (psychologist, social worker,
psychiatrist) to talk about problems

I need to talk more to a minister who

II could help me deal with problems

i. I need reading material about other
parents who have a child similar to mine

I need to have more time for myself

taint to Others

11

I need more help in how to explain my
child's condition to his/her siblings

If

. I need more help in explaining my child's
condition to either my parents or my
spouse's parents

I. my spouse needs help in understanding and
accepting this child's condition

r I need help in knowing how to respond when
friends, neighbors, or strangers ask
questions about my child's condition

I need help in explaining my child's

condition to other children

Irommunity Services

1. I need help locating a doctor who

112

understands us and my child's needs

I need help locating a dentist who will
see my child

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3



so

.amily Needs (3)

NEED

L..11. locating babysitters or

respite care providers who are willing and
able to care for my child

I need help locating a day care center or
preschool for my child

5. I need help in getting appropriate care
for my child in our church or synagogue
nursery during church services

IIFinancial Needs

1. I need more help in paying for expenses
such as food, housing, medical care,
clothing, or transportation

2. I need more help in getting special
equipment for my child's needs

3. 1 need more help in paying for therapy,
day care, or other services my child needs

4. I or my spouse need more counseling cr
help in getting a job

II S . 1 need more help paying for babysitting or
respite care

II6. I need more help paying for toys that my
child needs

Family Functioning

I/ 1. Our family needs help in discussing
problems and reaching solutions

2. Our family needs help is learning how to
support each other during difficult times

3. Our family needs help in deciding who will
do household chores, child care, and other
family tasks

11

4. Our family needs help in deciding on and
doing recreational activities

I definitely
do not need
help with

this

Not

Sure

I definitely
need help

with

this

I 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3
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Appendix D.

Social Support Scales

Carolina Parent Support Scale
Family Support Scale

Inventory of Social Support
Personal Netuork Matrix
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Noe

family Support Scale

Carl 3. best, Vicki Jemkirmit II Carol N. Trivet*

Date

41==ripmw.,

Listed bolo are people old reap that oftentimes are helpful to webers of a family raising a young child. This

questionnaire ash you to indicate hou helpful each source is to yom foily. Please gimie the response that best

describes how helpful the somas have been to your Wily during the past 12 it "nth. if a source of help has not

bite available to your family during this period of heel circle the WI Mot Available) response. INEM

Pao helpful has each of the fancying been Opt Not at all Sometimes Generally Very Extremely

to you interns of raisins your childtrenIt Available Helpful Helpful Helpful Helpful Helpful

1. Ay parents
NA 1

2. Ny spouse or partner's parents.
Kg t

3. Ny relatives/kin
NA I

4. My spouse or partner's relatives/kin. W I

5. Spouse or patine" NR i

66 Ni frieldE
NA I

7. Py spouse or partner's friends... NA 1

6. M) own childreri
he I

S. Other po-ents
W, 1

10. Crio,rkers
NA I

11. Paoent gooups
NA i

12. Soda! Iroupstclubs
AA 1

13. Chi ort mpioeos'ilin4o'r-
NA /

14. P) facly or rtild's prysiria
rii. I

15. Early childnoct inteovert:or p-ovaa A; 1

11. Senoolida) ca- re -;e~
NA 1

17. Professlonal helpers (social wrrkerb,

therapists, tenhers, etc.)
MA 1

IL Professional 'micas tputlir Ilnaltn, social

services, mental heetr., etc.)
NA 1

19.
AP 1

Ny: I

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

E 3 4 5

2 3 4 5

2 3 4 5

r 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

1

r SCAM: C. J. Durlst, E. N.
Truett, one i. E6 Deal t1Si7i. inaink air plooN?-snr F.14:Ise!: PriwnleR Ing

rgivitlsbal ,f_t ForaCt IC,. GliWIdgit IC: iniVi I one koir.s. Ilk be reprooured.
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INVENTORY OF SOCIAL SUPPORT
Carol M. Trivette Carl J. Dunst

NAME
DATE.

DIRECTIONS
111611111111Mr.

IOUs questionnaire asks about people and groups that may provide you help and assistant.%
The scale is divided into two ports. Please read the instructions that go with each part
before completing each section of the questionnaire.

Listed below are different indiviouvs end groups that people often hove contact withfacetoface. in a group. or by telephone. For each source fisted. please indicate how
often you hove been in contact Stith each person or group ciur;ng the post .mor.th. Pease
indicate any person or group with whom you have had contact not included on the list.
How frequently have you hod
contact with each of the follaw:ng
(during the 42z.ttma

Not At
A'.:

Once or
Tvoce

Up To
10 Times

Up To
20 Times

1. Spouse or Partner 2 3 4
.2. Li) Children

1 2 3 4
3. toy Po ents

'1 2 3 4
-4. Spouse c Partness Pae:t5 1 2 3 4
5. 4.1y Sister/Brother

1 2 3 4
6. My Spouse or Partner's Sister/Brother_ ...1 2 3 4
7. ,Other Re ct:bes

1 2 3 4
E. resends 1 2 3 4
9. Neighbors 1 2 3 4

;LI. ChJrce. LAer..thers/1.4:nis4.er 1 2 3 4
11. CoWo:- ers

1 2 3 4
12. Bobysitter, Daycare or School

1 2 3 4
13. Private Tnerop;st for Chid.

1 2 3 4
14. Cilild/Fami!y Doctors

1 2 3 4
15. Early Childhooe. tnterver.ticir, Pro7cm.

1 2 3 4
1E. Hearth Deportment

1 2 3 4
17, Sociar Se-vice Departn-ient

1 2 3 4
15. Other A;enciee.

a 1 2 3 4
19

1 2 3 4
20.

2 3 4

A:most
Event-

Day

5

5

5
5

5
5
5

5

5

5

5

5

5

5

5

5
5

5

SO.PCS: C. 4. D.rtit. C. Li. Trivette. and A. G. Gee (1967). Ertebta5 amt~ ErriPebfin; 4.01..n:Ile Princ.;.'es eng
G2,4:dit!Ines for Proe're Corrsprid;e. 114 9.12:kii-le Bozic. Moy be repre.13cel.
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INSYF
Listed Below are 12 different types of help and assilitance thatpeople sometimes need and $9 differentassistance listed. please indicate which parsons or groups you go to when you need these types of help

Mich persons or sraups
listed to the right

provide you help or

assistance with meth el
the fallowing:

Myself Spouse

o-

Partner

Ny

children

Ny

Parents

Spouse or

Partner's

Parents

Sister/

Brother

Spouse or

Partner's

Sister/

Bruner

Other

Relatives

1 goo, f: yeu go to for help
or to talk with?

2. Mho helps take care of
your thild7

3. Wu dc you talk to %nen
you have questions shout

raising yoar child?
_

4. Who loans you rtney
when you need it?

5. Who encourages or keeps
you going when things

get hare?

1-15. we accer-te y:,u- crlld

regardless of how Whe
beraoes or adts?

7. It

ho;d chores?

b. wu do yo., co things witn

to have fun. jast relay.
cr joke aro4nd?

9. Who takes the tiee to do

things with your cr.110?

40. 4wc takes yca and your

cnild p:ades ftnen you

need transportation?

il. Who !mbels with
agencies and Individaals

wren you feel you can't

get W74: you need or ublt7

12: 'Ito helps you learn
stzat services for your
child and tartly?

1-..
-4 e.s.

196



people 1100 groups who sometimes are asked for help and assistants. For each at the $2 types of help and
Indicate she provides you help by checking the soproprIste has for the person or group you sat far help.

Friends Neighbors Church

hedgers/

Minister

Ca-

mortars

Imaysitter.

bey care

or School

Private

Therapist

for

child

Child/

Foully

Doctors

EorlY

Childhood

Intervention
Progra*

Health

Deport.

Social

Services

Depart.

Other

Agencies

I

I
1

...........-............
..,-...

1

.

1 I I

I

I

"7106



NAME

PERSONAL NETWORK MATRIX
Carol M. Trivette Carl J. Dunst

DATE.

DIRECTIONS
This questionnaire asks about people and groups that may provide you help and assistance.
The scale is divided Into three parts. Please read the instructions that go with each port

each section of the questionnaire.

Listed below we different individuals and groups that people often have contact with faceto face, in a group or by telephone. Please indicate for each source listed how often
you have been in contact with each person or group during the east month. Please Include
any other person or group with whom you have hod contact not included on our list.
How frequently have you hod
contact with each of the following
during the pas: month:

Almost
Not At Once or Up To Up To Every

All Twice 10 'Times 20 Times Day

1. Spouse of F'ortner 1 2 3 4 5
2. My Children 1 2 3 4 5
3. My Parents 1 2 3 4 5
4. Spouse or Port: Parents ....... -- 1 2 3 4 5
5. Sister/Brother 1 2 3 4 5
6. Spouse or Partner's Sister/Brother . 1 2 3 4 5
7. Other Reatives 1 2 3 4 5
8. Friends 1 2 3 4 5
9. Neighbors 1 2 3 4 5

10. Church Members 1 2 3 4 5
11. Minister, Priest, or Robbi 1 2 3 4 5
12. Co Workers 1 2 3 4 5
13. Baby Sitter 1 2 3 4 5
14. Day Core or School 1 2 3 4 5
15. Private Therapist for Child 1 2 3 4 5
16. Child/Family Doctors 1 2 3 4 5
17. Early Childhood Intervention Program 1 2 3 4 5
18. Hospital/Special Clinics 1 2 3 4 5
19. Health Department 1 2 3 l 5
20. Social Service Deportment 1 2 3 4 5
21. Other Agencies 1 2 3 4 5
22. 1 2 3 4 5
23. 1 2 3 4 5

Source: C. J. Dune. C. M. %tette, and A. C. Deal (1937). Enobnng and Dumpier:in Families: Principles and
Culdellnee for Practice. Cambridge. MA: Brookline Books. !ivy ba reproduced.



INSTIMJCITONS

Mk part at the scats oohs you to do two thine*: (I) Davin by kiting op to 10 needs at activities That We at Gomm to you. Vi cd thaw Wage prelotto because they require our time and energy.
Anoints Inauto Nogg kw finding a job. paying the tillo, tinistanq school, playing with our children. going an vocation . teaching year child bow 1. 101, and we on. (2) Mier you have Naiad up to 10
projects. Osage Indicate whkh means an groups you could go to if you mod hip with any of trio protects. Indicate whir would provide you help by chin:Miry Cur appropriate bat far the paten an
reap that you weld sob.
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Whenever a person needs help or assistance, he or she generally can
depend upon certain persons or groups more than others. Listed below ore
different individuals, groups, and agencies that you might ask for help or

assistance. For each source listed, please indicate to what extent you could

depend upon ecch person or group if you needed any type of help.

To dependwhat extent can you

1 t ahelp or assistance when you
uoon any of the following for st I

.t.*a- le lneed it: . .

1. Spouse or Partner 1 2 3 4 5

2. My Children 1 2 3 4 5

3. My Parents 1 2 3 4 5

4. Spouse or Partner's Parents 1 2 3 4 5

5. My Sister/Brother 1 2 3 4 5

6. My Spouse or Partner's Sister /Brother.... 1 2 3 4 5

7. Other Relatives 1 2 3 4 5

B. Friends 1 2 3 4 5

9. Ne;ghbors 1 2 3 4 5

10. Church Members 1 2 3 4 5

11. Minister, Priest, Rabbi 1 2 3 4 5

12. CoWorkers 1 2 3 4 5

13. Baby Sitter 1 2 3 4 5

14. Day Care or School 1 2 3 4 5

15. Private Therapist for Child
1 2 3 4 5

16. Child/Family Doctors 1 2 3 4 5
17. Early Childhood Intervention Program 1 2 3 4 5

18. Hospital/Special Clinics
1 2 3 t 5

19. Health Departments 1 2 3 4 5

20. Social Service Department 1 2 3 4 5

21. Other Agencies 1 2 3 4 5

22. 1 2 3 4 5

23. 1 2 3 4 5

Swoon C. J. DAM, C. M. Trkpette, and A. C. Deal (1087). Enebtire and win Families: Print and

and Guidelines ter Practice. Cambridge. MA: Brookline Books. May be :reproduced.
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Appendix E.

Significant Life Stressor Scales

Family Inventory of Life Events and Changes
Liie Experience Survey



FILE
.41

Hamilton I. McC ub bin, Joan M. Patterson & Lance R. Wilson

I. Intra-Family Strains
1. Increase of husband/father's time away from family.
2. Increase of wife/mother's time away from family.
3. A member appears to have emotional problems.
4. A member appears to depend on alcohol or drugs.
5. Increase in conflict between husband and wife.
6. Increase in arguments between parent(s) and child(ren).

7. Increase in conflict among children in the family.
5. Increased difficulty in managing teenage child(ren).
9. Increased difficulty in managing school age child(ren) (6-12 yrs.).

10. Tncreased difficulty in managing preschool age child(ren) (2 1/2-6 yrs.).

11. Increased difficulty in managing toddler(s) (1-2 1/2 yrs.).

12. Increased difficulty in managing infant(s) (0-1 yrs.).
13. Increase in the amount of "outside activities" which the child(ren)

are involved in.
14. Increased disagreement about a member's friends or activities.
15. Increase in tne number of problems or issues which don't get resolved.

16. Increase in the number of tasks or chores which don't get done.
17. Increased conflict with in-laws or relatives.

II. eiarital Status
15. 8pouseiparent seid-arated or divorced.

19. Spouse/parent has an "affair."
Increased diffizalty in resclvi:z issaes with a "fcrmer" or

separated spouse.
21. Increased difficulty with sexual relationsnip between husband and wife.

I:I. Pre &nancy and Cnildbearing Strains
ia=ily exieriencing men: pallse.

23. Spouse had unwanted or difficult pregnancy.
24. An unmarried member became pregnant.
25. A member had an abortion.
26. A member gave birth to or adopted a child.

IV. Finance and Business Strains
27. Took out a loan or refinanced a loan to cover increased expenses.
28. Went on welfare.
29. Cnange in conditions (economic, political, weather) which hurts family

investments and/or income.
30. Change in Agri culture Market, Stock Market, or Land Values which hurts

family investments and/or income.
31. A member started a new business.
32. Purchased or built a home.
33. A member purchased a car or other major item.

34. Increasing financial debts due to over-use of credit cards.

35. Increased strain on family "money" for medical/dental expenses.

*Item #22 was added to FILE for the AAL Study.

6 0 H.McCubbin 1982
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3C Increased strain on family "money" for food, clothing, energy, home care.
37. Increased strain on family "money" for child(renPs education.
38. .Defy in receiving child support or alimony payments.

V. Work-Family Transitions and Strains
39. A member changed to a new job/career.
40. A member lost or quit a job.
41. A member retired from work.
42. A member started or returned to work.
43. A member stopped working for extended period (e.g., laid off, leave

of absence, strike).
44. Decrease in satisfaction with job/career.
45. A member had increased difficulty with people at work.
46. A member was promoted at work or given more responsibilities.
47. Family moved to anew home/apartment.
48. A child/adolescent member changed to a new school.

VI. Illness and Family "Care" Strains
49. Parent/spouse became seriously ill or injured.
50. Child became seriously ill or injured.
51. Close relative or friend of the family became seriously ill.
52. A member became physically disabled or chronically ill.
53. Increased difficulty in managing a chronically ill or disabled member.
54. Member or close relative was committed to an institution or nursing home.
55. Increased responsibility to provide direct care or financial help to

husband's and/or wife's parent(s).
56. Experienced difficulty in arranging for satisfactory child care.

VII. Losses
5777 parent/spouse died.
58. A child member died.
59. Death of husband's or wife's parent or close relative.
60. Close friend of the family died.
61. Married son or daughter was separated or divorced.
62. A member "broke up" a relationsnip with a close friend.

VII. Transitions "In and Out"
63. A member as married.
64. Young adult member left home.
65. A young adult member began college (or post high school training)
66. A member moved back home or a new person moved into the household.
67. A parent/spouse started school (or training program) after being away

from school for a long time.

IX. Family Legal Violations
63. A member went to jail or juvenile detention.
69. A member was picked up by police or arrested.
70. Physical or sexual abuse or violence in the home.
71. A member ran away from home.
72. A member dropped out of school or was suspended from school.
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Your name

Address

Date

Phone No.

Date of your birth

UNIVERSITY OF WASHINGTON
School of Nursing

INFANT & FAMILY FOCUS

LIFE EXPERIENCES SURVEY

Subject No.

The following is a list of common events in the lives of most people that require
some adjustments in their lives. Please think back over the last year and decide
whether each of these happened to you. If it did, please place a check mark by
that item.

For each item that you check, we'd like to know whether the event was a positive
one for you or a negative one. If it had no impact on you, circle the O. If it
was a negative impact, circle one of the negative numbers: -3 for extremely
negative, -2 for moderately negative, and -1 for somewhat negative. If it had
a positive impact, circle one of the positive numbers: +3 for extremely positive,
+2 for moderately positive, and +1 for slightly positive.

Section I. Personal events

.111.
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a. Major change in sleeping habits
(much more or much less sleep)

b. Major change in eating habits
(much more or much less food intake)

c.

d.

e.

f.

Pregnancy

Abortion

Major personal illness or injury

Outstanding personal achievement
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- 3

-3

- 3

-3

-3

-3

-2 -1 0 +1 +2 +3

-2 -1 0 +1 +2 +3

-2 -1 0 +1 +2 +3

.7 -1 0 +1 +2 +3

-2 -1 0 +1 +2 +3

-2 -1 0 +1 +2 +3



Subject No.

Date
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Section II. Changes in the makeup of your housen.)d

L. Change in residence

Major change in living conditions

-3 -2 =1 C +1 +2 +3

b.

(new home, remodeling, etc.) -3 -2 -1 0 +1 +2 +3

c. Detention in jail or other institution -3 -2 -1 0 +1 +2 +3

d. Partner in jail or other institution -3 -2 -1 0 +1 +2 +3

Section 1II. Financial Changes

a. Major change in financial status
(a lot better off or a lot worse off) -3 -2 1 0 +1 +2 +3

b. Foreclosure on mortgage or loan

Borrowing more than $10,000 (buying

-3 -2 1 0 +1 +2 +3

c.

d.

a home, business, etc.)

Borrowing less than $10,000 (buying

-3 -2 -1 0 +1 +2 +3

a car, TV, school loan) -3 -2 -1 0 +1 +2 +3

Section IV. Changes in Work

a. New job

Changed work situation (different
responsibilities, working conditions,

hours, etc.)

-3

-3

-2

-2

-1

-1

0

0

+1

+1

+2

+2

+3

+3

b.

c. Trouble with employer -3 -2 -1 0 +1 +2 +3

d. Being fired from job -3 -2 -1 0 +1 +2 +3

e. Retirement from work -3 -2 -1 0 +1 +2 +3
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Subject No.

Date
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Section V. Changes in your partner and your
relationship

a. Engagement -3 -2 .1 0 +1 +2 +3

b. Marriage -3 -2 -1 0 +1 +2 +3

c. Sexual difficulties -3

-3

-2

-2

-1

-1

0

0

+1

+1

+2

+2

+3

+3
d. Major change in number of arguments

(many more or many fewer)

e. Breaking up with boyfriend -3

-3

-3

-2

-2

-2

-1

-1

-1

0

0

0

+1

+1

+1

+2

+2

+2

+3

+3

+3

f. Separation from spouse (due to work,
travel, etc.)

g. Separation from spouse (due to
conflict;

h. Reconciliation with boyfriend -3 -2 -1 0 +1 +2 +3

i. Reconciliation with husband -3

-3

-2

-2

-1

-1

0

0

+1

+1

+2

+2

+3

+3
j. Change in husband/partner's work

(new job, new hours, etc.)

k. Divorce -3 -2 -1 0 +1 +2 +3

1. Death of husband -3 -2 -1 0 +1 +2 +3

-3 -2 1 0 +1 +2 +3

.
Section VI. Changes in your family

a. Major change in closeness of family

b. Trouble with in-laws -3

-3

-3

-2

-2

-2

1

1

0

0

0

+1

+1

+1

+2

+2

+2

+3

+3

+3

c. Gaining a new family member (through
birth, adoption, moving in, etc.)

d. Son or daughter leaving home
(school, marriage, pon apartment)
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e;.tii-ir. VI. (continued)

Subject No.

Date

>I >e
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L. as Go fa as so
eta AT "0 4.7* E Cm
x nil CS CU inc4)C E= sna

e. Leaving home for the first time

f.

yourself

Serious illness or injury of close

family member:

-3 -2

Father -3 -2

Mother -3 -2

Sister -3 -2

Brother -3 -2

Grandfather -3 -2

Granmother -3 -2

Husband -3 -2

g.

Other -3 -2

Death cf a 'a-ily

Mother -3 -2

Father -3 -2

Brother -3 -2

Sister -3 -2

Grandmother -3 -2

Grandfather -3 -2

Other (sepcify ). -3 -2

117

+4

1120.0Ec 'f-

> 4)4
I--- >
.14 et...

C71-r-4 n-- 0Ina

4) CU
4- >
CI o-
12,/ r.

V 4/10 0E0

9 CD
Q) >g .r.-

4.2
L. r-

44.1 VI
X 0
43i) CI.

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 -1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2

-1 0 +1 +2
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+3
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+3
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Subject No.

Date
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Section VII. Changes in Friends and
Social Events

a. Serious injury or illness of close
friend -3

Death of a close friend -3

c. Minor law violations (like traffic
tickets)

d. Major change in usual type and/or
amount of recreation -3

e. Major change in social activities
(kind or amount of participation) -3

Major chance in church activities
(increased or decreased attendance) -3

g. End of formal schooling -3

h. Other exreriences which have had
an impact on your life. List and
rate:
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-3

-2 -1 0 +I +2

-2 1 0 +1 +2

-1 0 +1 +2

-2 -1 0 +1 +2

-2 1 0 +1 +2

-2 1 0 +1 +2

-2 1 0 +1 +2

-2 -1 0 +1 +2

-2 -1 0 +1 +2

-2 -1 0 +1 +2

+3

+3

+3

+3

+3

+3

+3

+3

+3

+3



Appendix F.

Quality of the Caregizing Environment Scales

Home Observation for Measurement of the Environment
Nursing Child Assessment Feeding Scale
Nursing Child Assessment Teaching Scale



rossoyee 4CPICLIO
WONIS 94430414 OT449

CAREDISER COMM
ID MO

rillft SINCATOD 'Coeval
Eves MT AIMS 141.11.04 tag ii.i
11$04,44-11140.

A SEWERS COCA*
40010411 MOT OMR=

UNIVERSITY OF WASHINGTON
SCHOOL OF NURSING

NURSING CHILD ASSESSMENT TRAINING

HOME OBSERVATION FOR MEASUREMENT
OF THE ENVIRONMENT

atifITs TO THREE YEARS)

TES 190

rowMD 102/9594. INISPOPISmirt 00 90013.4134

11,03449111,01014011000 mOr-44415 to 0474,0 at &IMP 7194M'
(119111010? EUERAOMS SI:010041

.1'...... ..........:/AmS *Ito WAS*.

.
SKENEII SIMS CostD Tot AMMI OP 11044 OSA CT 1,404.04 VISIT OR
9S35 %MN Of P1951304 OR MKT AI A TIACookfi ST wi.E

IMOTMITTS MUM ISWoe? Man ale au0114.1

610144s smINAVEE EisiA, rATERcAADES tAT OSSERER AMA
041,10105 AMASS 144044344kiOu1 GOINTS

Ispetwas s Resissus olas ram *:. Lam,. 4. 4,423 USES 5E*1405
OT 031,1OPP.44TS rerraTr cos coftwinsaTiovS ;I 0 ONES AMS ToAA
IRV RIABOIRSI

*7 MOUND. PEWITS CoAD OCCASOMmAt To ENO Am M WEE, TYPES
MAT

meT411 SPDA/AMI Mt, PRAISES TN{ C441.13 S Ou44..345 0*
DEAvADIT Tm/CE DuRIAD A AST

*will SPEARING 0' oa TO Callao ilaoi*sa S vOrCe CONiS vOS T,r E
911.01,:r-- ..-.- _ _ . _

SD agrorm CARESSES OP *ISMS C* ..O A', EAS'? Mitt 041111140 WS."
-..----- ------- ---
VeTsaie Selh't SOME ADS TV1 EMC` Os& . as sPor.st s to paws* zr
C44,0 OlmillEO 5* r.6 T OA

- -.-- -..
1ii0SCA.* TVA.
MO 01 TES PA5IP4 RS .

1

4 -1 ant431.7.710r, ANC PIA Srrier"

of.":"NoIR DOES BC' :**.al D.411 or:.

pc.ri ID on s frz'T I raszi s$ ,:+4 a' .....,-:..zi A -- Oa ..:,,s . -

moTosIT ofEmpla SLAPS AMR SPANKS Cola) DuatRC v,S '

mottrss fanjets tow r40 MORE TwAA. 0,44 orSTATrCI or P-vs,c4.
Plocomktper occolon Du8r Int Pas- essa

IPCITola DOES ADT SCO.D OR DEP MATE Cko-D Dun 4

ImInAER DOES ACT ATERER/ S so' ors DA mist 44,ct
0.414 5 0.10444104311 MORE Too* 3. ?An S %Aga; ye tidy,

AT LEAST MN BOORS ARE POI Selo AoD wig& E

caw., As PE
..*%,111.Men.

MISCUE WA,.
440 v55 4454vEP5

SA4AV/00A Of PAVAIONMEAr

*NSA IIIVAISA ii AMA, CAN s1 PPOrIOIC St OW Or Troll I
REM* AR kfliStitutzs

50910191V991100440 h.TO GPOCIPt MOUE 4.5ST Nal A
VOA

Ov441.0 CoUl Ov POISE AT tilIST 143419 3454411 VOW

tegala meS a Ssiciak Pscl * *.4iC So 1115* PPS TOTS 990
11110.5uPIS

Coma IS TRAM/ asowouti., To Damn s OFFICE oa

.1.`
the AMT $1 w'0 DOW MAISTioAS

Iv

VI

ON4,.1)11 MS/ SKIM

ow, $ ADZE Os 14344111eSe

Com.D$ SEM

CPAX 5 RACE

rAtlrTv

efinie

TES

S Cackp 5 litAir emottIONISEST WEARS SASE MO Men OF AMUR=

SURSCALE TOTAL
MO OF TES ATOMIDISI

PROloSDo CO APPROPRIATE PLAT OMURA,

S CI9ALD PAS SOME Mi/SC.1 ACTonTv TOTS OR 1104,4444400

3 Crt44.D 0445 PuStr OP 0434, TO,

S OretLS 1413 MMUS DP SALAD MOW CAW IKOOTIP OP 3.34CYCLE

5 VOT*4111 04304POE5 50v5 ON ITOIRESTMO RCTRIITIES FOR ConO
MAN** tratiaysSur

9 141110v+DE 5 LIMItaireGEOutiPagthIT APPROOMATE TO AGE -ruDo., TOT
OM 340.E Plirvitva T0'5 ..

It 04410vI0S5 LEA 10 SOulfrosto APPROPRIATE 50 05E001t1E
VASA Iltr0 Croau*S mos Ovum* PLAT Pik

C PPOVIUSSEtE-4044.0 COD34014144310k TOTS. - .ITEMS TO GO *4 0043 OUT
03 PICEPTALC.A 11 7OGST040 TOT* 01405

a AftvW'S Err 044rD COOPO9kAtiOtr TOw5 T/.1* PE AM .
C cup wait:As-5i pCiktPG 00 RESTING TOTS 194.0C445 OP SuP4OPIG
IC S

4 PflOVIVIE IS TOYS MA LITERATURE RAD OuSIC _----
SUSSCALE TOTAL
'no Or tlES 4151VEI51

3

3

grrel- rialto* 44,Tv. C4411.D
3S 10010$i0 //NOS 10A550 C0141) VOW* vegAJA, AArrvE oonj) TO &Dom

AT wo OrTE A

36 LIONSP TA.KS 70 CP.i) Ar41.5 DOAG 10 4rO4414

3' arOTKEP CO,45C40444.t ENCOgRAGES Gild OPUS Tr*Ar AG. tor:

110KI 4415515 4TuRi8G TOYS' WIN VAI UE VIA NSO artittitor,

35 4.413T440 14394PCTallS5 Cr..0 S Poky PaRtoos

MC'MEIR PROv Of 6 C5 TWAT Coq& .1.E24;11 Cor,..Z. IC ZS f _ 4.1*
Sr &S

Irglagr.A.E TWA-
tk: Or V;$ AlloS*EPS

OPPORTIPaITIIS POP *API", AV OA$1.w ST$MU,,ATIO%

$ it*$.1 A 1:$4:,.. r$f 5 SOAP; COMIIAIK *4, i am" CA. III
; agovsf a at DS ISTOR.ES al i.5451 T491/ tog 5 *us, r

.

3 ("ID EATS AT LEST 004 *.4104 PEP OAv oto T. *A0':4 A AK 5 A".4 a

a au ,w tofois OA RECUKS ram MOM RUA', $1.46 ,APPA0a 0,11:1
MON' el ,

5 Crr,i.Dr*5 To$4111 Oa *ORS 400445 OF 405 Ow%

Ilue5C.41 IOTA.
INC DV TES At45411451

120



Pk ?MAUS TOR VC,* CATIM OITT

L0.40,441,14,4, IPCIPTOT4Stvilv OF moivan

Of TliSTOGTOTe AND Panuirviatva

ETON OF ITWOOPTIOPIT

00 ANTOOPTTbati ikav ATATIMAL

Or vOorivT/ToT Vary CoolLO

POO VP Mir, ES DAILT IMMuLATIDA

I
TOTAL Wes!

ouvavINS%

illitatoTAS 010 PCICTIO OulEST.OTTS POD THE NOW 110111T00,3 TSARS,

CT4* I IvOT40,04. *P4 vi0e* RESIPOPA;v1v 0* 'Armin
{TIM 7 OPIESSI*VPS IMO HE SCPTToTIES WANT TO LAy

I AA P000 OTT *1415 SATNT OTI
me vOi; SoutTivls al mai P.*,

AND of *DST*

IIIWHOA u AvOICMACE OF ItesTOKTvOlo AND PVAISAARSNT
ITEM IS DISCIPLINE NO* DO vou MANAGE HIS 04SDATLINE

AT Thug AGEsuyikt **us THE
MT', * GEPIEITAI. DOES Pot MIND
Poi-Tv *ELL OR DO v00 vavi. TO
OC:ASICATI..4.v S.. Fos pumps OP
IfwVSICA.1,1, PLAAIS*1 M IN SOME
IAA
Of 'is PROSE Tog ivusTOOT OF TIMES
" Tr.k PAST WEEK

DAIZA".. :AT OA. Dr EiVivallOMIAP."

"Ear 2C

ITEM Pi n

0* vo.:e itot 0.1'50.0E T.T
MDME **117. /IAA* "DV 01,4 C"
DO VOy MC, E A A Ea_i_mit s -.Ea ...AT

TAN vOu PA
TC, S:NEC%1 D.Pf 04,' E^G.-
"won -
PIA'AE Rap GROCIRA STORE fovict
A V.E Eft
ALA" .f$ .hoOaTN.
O0, ATIO.T Pols TiVE Ott" 017"E
+CAPt *.4P1 AFf 5Z2. t's Tle
P.A:05! APZ AfiC.,*
"OA :"F% DZIS"f GE' 0..,1 togE
NO. SL EA:- Af E. -
T'u Pf r «F C.AD:EDT STORE ,C041,..f
mfs raEin
Ai. A". ES rAAONTq.

S&L:: A. A.A:f -

AS^ Vim S A" f owf IN: Of ewe/
thE*0.416 SA Al itTfoTEETIV

Sit.%2 3utylE Oir 0,* C..DS
?O,S 14.1=L vErnTifus%:-
5:ei IwOr 70.0«:.S`C
Posy

SECTION y MATERNAL oloOtYEATEAT motTACTuLD
CAA ASR *mil LOOAAID AT oloALD S ram

ITEM OS 40 TOullOWT*Till TWO TOOTSI LT
NAiOYD CCOVINEEE1it1," WITH 0.00
*Mkt 9011 DE *Olkoma AROuilD TIME
SOWN DE 1R a4 vEuALL T ASLEEP
1YtA.1 YOu DE DOAkt 'Oust
mOuliwORou

row 37 -704/0 MIE SOME Or Val 'ANTOS
YOU OE WELDING v011e CA..0 TO
UMW AT TAME Aoi 9
P000, FOR DEYELOPOlialt ADE
11,00CIPEVATE *PAGE E
SEL.P.PEEDIMIE VATUAUNO ETC

IMO 3$ 'TMOW BOSS DE USW/LLD OtT STYPTIC,
&A Tama Who A Aogy ?OY OO wow
&Pew DIM POT, TO *ORA oT AND !Ay
TO CV PAM mITOLVED Tots it OR
ODES Ili USUALS, MUNE IT Out ODE

ITEM 31I TOR A gyv TODAY MOS ovOta ooES
NE GET gry/orfOALATfovO W TN MIS
TOTS* DO TU.; SOME TAPE 5 Set AND
PLAY *it'll "ow ON 0015 Toll LEAJA.A.T
GET StARTE'DIYIwMIELF AMC, Plat
ALOVIE,

orgy se "Ow OD YOU 11181JAl1Y DECADE ANY*
Amiga OF TOTS TO SELECT AND DARLA
TOUR Cp11 D TO *LAY *am AT Tyit$
Ttofsvol ARE SOW Of TOOT
Oun..a.MOIST

LISTEN 10* TOTS THAT AuLL
CYA.LEADE CHILD TO OtylLOP AE*
SKILLS

SE CT iElf, V

COPT*Ivit4T 1 417$ EV AATARYIY &MATTO

121

CiPADAValy.V1f$ OOP VOMIT, oft DA'tY ET*11.1.1, if"

;TEAT IS &

ITEM 43

AO* ABOUT 13130 S DOES NE WAVE
SOME Or outS OTTA VET
MODE FOR PAMODEA DP HIS OWN
SIVAS
'VIES TE SOMETIMES LIKE POD TOL: TO
DEAD IV *QV,
11 YES YO* VIVO' TIMES A *EEO DO

00.10E 'Nita TODD INA'

"WHAT DOES DD sygsLE you AND
yo.jti pivS0100 EAT IOLA Vaia.f-
DOLE E uSwA EA' A TN Ou Oso
Dogs svE EAt At &hot INE



OI$1*V1D w. *iJ**C'ION ,C.*CE1
.* pav.,ç* mi

ø C**pWE* IC411
"0

r*1D iCCtEI
' C'ti1 *0iED

FIJDO g*csms *$ SOX XO*MO*S

iC

UNIVERSITY OF WASH tP4GTON
SCHOO1 OF NURStNG

NURSING CMILD ASSESSMENT TRAINING

FEEDtNG SCALE
(BIRTh To ONE VE*R

Vit H

I0 1U
_- so css.o Is s*t *fl C** NOvf HI$

*5 *0SLø.iI 01*1.0W tsA' '. c*sO5 .41.0*5 NO.q*

5IToN5 Ds.O lb TIMT T'dD-T*UU COH'*CT 15
AD1$s*MO*1 Ti.M. s&j OF T1*E B1A1t 0* 107ff

PaaT'oH* Cw,D 50 TwAT I 71tO1vf CØNIAC? *5PO$SILf

* F*C *5*' f *5' 4 IWCNI5O* WORE R0 .i co S
buR*O Pf1D.H0 s*ct.' *'1ft *i3S* ? lES5*HG OGIHG

OR L'O 1.4 C.*.D

H' $M.1$ *4R5*L 215 0* M**15 (VS COIW'V*C WlTø* CMIC

G.n..D .5',, lH'*IG*ZZ 50Si0'i.

7 TOHs4*1 1RSH1.W OH Csi05 ..uwGl* CUES *15*0* '0

H'CD$a.E'.'l VI*b*...V 01* C*1..D S l*T**T.OH c.,u scoa

J***N? 11.acs 7,4 *7LHI'T? 0' VI*U 5T.*i.Ai,O*, DuR*5

*R*H' ***'D *7(1*5',' 0' 0* M0fP* Mf C"0 DURHG
P4 VIEO*

'I H' V*RIU 7*1 *11 H5'v OF TD.JC'. DR*5 1.4

'AtOHE P*u$1$ *'(SD'%. *.*I' wf Cw . 1* CAFS e
V IACI *4.' *4 5* A* Q0D
£ IRA iHD-1* U1*I*ME*0 S***1*t*D**'i

0* .1*a 45.EE : *-' z- $ ,.P*.st PaSE 0' '4
.rp*,u uas'1 Os '. o 1*1

H' 1.0 5'*I 0' If(DH3P**,jU$ 5,1(1, Cs.D*VES
**:ji **HY0 (Ac .A1*3'C*'* .**1* E'.¼-( *

$*:.I.o'.Hj:. .*s5 s":' s*s ,ss i
*ISFI( fif'. .75',. QS '4 IiML

i.' ¶l*...H*f5 .4 'iE' ' :-.: j*'4 .tF*
A._$*$_fIc C*IR(S$E5_DS P_$l** S.a.u-IA;
*0 O*S*'$ HC ONCE 04 *'3*f DR ASTIR C.'..ER ME1*S

'CS.bO1**0 *1j1*IHO OR *Ai'.H '(AV( PRowjD uiduCCfSS'j.

$ P0*5b DON NOV *1I***4' C*iiD S SuC" OR CWI*HG 5
7*1 H*RØ,1 j15.*O 7,4 HIPP( OR D1IRHG 1sf C$.*D

OR 07*1* *15050' FOOD *sU cs..D '5 F*?*.

04*11*' 00(1 *,0 OFE *O 4,41* ,4 ,1 0Ol1S 4*4' OCI.. S

*0*1* ".s$'4 **** 0* T,JRH5

1*1CA1.I

707*
OF '1$ AHIWIRS

TO Dtl1*ISS u*D.*YE 11* *01 *..41N(* OCCURRED 0*
1WOi$Thj$5V**C5Oa VjS
*..O l$O*b 'I$'R&SI 0u*.t,C, 1.4 *L1DWG 00(5'.4 P**(P,

-
510*0* START FUD,.G15 R*S'DHSE 10 'MI Cw.D S DS'RL5S

.51 70 Cw..D S 0*57*155

'.Z*',0, R(5'O'.0 '0

R.T.* iN *E$DONU '0

1*RIIPO*1l *0 D*LD 5

5*4115 *N'O*tiC15. A ?O'
5 Dt1RIU

L. RfSP*$l 15 *UPOS4f TO

1 H'( TO 'sOME YLSITOR

g( 7,4 ij$ *05*1*0*5 *15OS

a*f SOs7*I 0*SisfT.0 vEHbI

,
yo 5O"fR QR

OilS

N01*-V1**** ("OR'S

0*4*11 CN*4D$ *115*1*01* II P.AY15
'Acts * *11*0*5170 C.'*

,I
0401*' 0055 NOT s4*f *fOm'sIf CO4'*

fl D*1.DIH*11RO1.$l '0 CN*D $ 0*1

&a i' osm a*ci 'o sco*a -'*o

V..

01*1.05 11557 -
DD AOL *1

-.

01*1.01 ______

1107.4$ I EDUCATION 4C1*C.E
1 1*5 04 .11% 741 047-11.7145
I,-*I P4$.*54 -

M**itA ST*VuI CIRC*.E,
114*440 EdO' 11*4550

WOTsfS *01 i* 15*4, 01 0*D

VI$ *0

15 PAUEØ 005$ *0' Ytu. AT 7sf 01*1.015515*0*5170 MI
*151*151

1 *A51NV DOtS NOT vif iRRuPT 110454*110* lOUIS 5N.*1 IN
*U'ONu to C.*.D $ DI$T*ZU

V PARENT 0015 5*0' 14*# *17.0* 1*A*K CNs.D *1 *41,0115170

D.S751U

IIJ*IcAJ 7074*
*1*0 Cl IfS *13*1*1. _________

122

loCs:.IMOT.OwA 0*0*1* POI7tR**,G

5 *1*55*7 PAV$ MORE *771*1101*70 CWILD DURING 1510*110 7*45. TO
07*5* 050PL1 OR t*v135 .*Ei.ivi*OW**N7

9 D1*(P.7 *5IM (1* FACE *05(5101*10* *0*11*41* P,ALF 011sf 111

1101.1

0 *1*11*' SuCCEEDS iN MAw**0 fV( COP*I*CT WITS 0*1*0 ONCE DUQ*N

FEEDiNG

7 *1*1*11 FAi*i, *4151*05. CI**N0(5 *111*1? TWICI 154N0

FEEDING

2 PARE 'qs' ENGAGES IN SOCiAl. 50*111 OF i*1E*ACSIOH 5P4Y5 0*1115

*-" C"-D 47 i1AS ONCE Du*'p*G ?*f *110150

3 RENT uSIS P05*7,451*1(14*1511* TIJuNG TO CN'D DuRINGml

4 PAR(1*1R44USCMI.b0R5014 OUA.iTVO T*i
DURING '*1 FIIO1*G

5 PARE . - .41% CR.S 511*050* C.iAP*GES 7*4 0' 'S'4

( *,jR1* *E '1101*0

* hARE..' .AuG,4 0$ 5*.*UDUR**G '.4 'E1DNG

FIR(5. uSES GINfI 10*550* TOa0*",G **HG 7.4 '410*5*0

5 PaQf*, 541(5 vEB*.$US 0* Y.*IS Csi*.D *7*11*) SLCONDS 0'
C's..oS*'I1*GDR'OCA..Zs1*r, *1*1*11*1

5 P4R( l 0015 1*C' :ONPNf55 GR.MAE 0*143*11 5.41* MAR *1*

fcf :3s S ' .0

IC P1*(5*! DOES 5*0w 5.1* 5* SNARE ON 0*45 Cs.D OR 0*05
(X'*f MIlES DuRINC, 155 *5101*0

Ii P1551*T D05% 1*O MAKE IIGA"bE 0* ipWØ,sMfWfA* *1114*15
50'*L C*...D OR aq( v.5.10* 7sf 0*1*00* C"LP S

01*4,0*

5'.sSSZA.E '0*.
*1.0 01 IfS A'*I*f *5

C0G'vE 0*0*15 FOSYiRNO 1

2 P441ST P*OVID(S C**ID *4,1 OLECT5 F.t*054 *000% toyS iO CR

UT1P.1qS

3 PA41*' ENCOURAGES 41100* 1.*.*0W$ 7sf C*,D TO 1 AP,QRf 1,4

$R(*5 0E '000 Cv 808.0*1*1 *44(1*1 DuRING 'I ED"

0*4(1*? ?A5 70 ml Cs.*0 uSING 7*0*0*05*5 $? INREf ¶5111 b

DUR1*G7*I 'Ef3I.

5 *4*11*' v1RI4*..Y 0150*515 SOME *5*507 0' TNt *0000* '[(D'.G
$,Iu*7.DH ¶Q CwC 0.1*11*011(0*1*0

IS *44(1*7 I445 10 C*V.D *$Øifl 7sINQ$ 01*4* YNAN FOOD 1*1.1*0 04

TNIHG5 *1.4150 701*1 PLEDI$

5 P*R[*! uSIS 51*11,4*75 1*47 1IC*4I *5*0*15171014504
(FDSI*5 CONsEQUENCES OF 51s*ViQII IRI 7*414001111*5*0515
741.415070 1sf

S *44*1*1 VERIA*.ZfS 70 C.*u.D WIT(*,W P14 SECONDS *511* C's**O *45

vOCA..tEO

9 *4*51*! VlNlAufl$ '0 C5t,D W.tN** *1,55500*05 *cSf* Csi..D S

M0v15I1*I 01 A*,4 LI 05 sAND! SE AD ?IUM'

O PA*51tDOf1H05T4i4l$1yT*w

55*1504*1 107*.
150 0' '1 5 *5*5,455

F



TES NO

fCit CP Cialt
RUM SIONIN.S rt: SEWERS TO EAT

II CITTUIESSIILNTS IS OUSEPUrr Or TENESON AT TNE OlcoNNost 01

MONO

irCm& OREIONSTIINTSS A MOREAU IN TEMPE* =Tear A PE* INEESTES

BETSTI TIEPINS oesS SEWN

II DIME MEI ITSIBOOS Of ALERTNESS DUONNO TE FEEDING

lirONO OISPLATSEIT SSW IINOO*PrIRENT ENOTIONS During; mg

SIMMS

4,...r.,,_r7trr. Cr %"Tv AND raNCTIvitT WONG THE fEEENNO

I.Doan IsOVENITITS ARE SMOOTH ANDCOCIEDesano Dussoo THE

TIEENNQ

ININENT %MAO TIEEENNO MOT DiENSEJ

1.
01944,0 $ NW litsbtiti*OVIMPATII ABE IllodBASAV CABECTED etallrA,QO

ONIJE WAGS CONTACT NA* PARENT S MCI Cis ETES AT LIM, ONCE
arsiNa TEIDIN2

CNILEI T0006.1116 OusINQ etiO;NC

CNI.DimilnEll ON t.BOONS DuAtwO 111005

Dela *TENTS DAZE LOONS DoffN Oa URNS *wow gou*ING re EINNo

r.coo,D aCTIvE4T NEWS $000 Orrin°

M Coca) DIENTONSTNNTES Pk, ISTACTiON AT 1120Or DEEDING TNNOuGN
IMEP oar A. EIPAISStS En roof ASEA.,S.7.1 TOME Aays

gaegit'll:, 84.043 1141, IN OZA...Za T0144 ON C.P.AMGE IN ACTIYTY LE E.
Oa klTC04:

a Oft CP14.0 0015 ticr mart %mai 714afts two RAPID STATE CINATOOES DustIvri
eggOIN.

it----ISOIS:A.1 iota.
oh: OA TEES *awns

NEU TO PATIENTt peseto%Ds *0 FEED41,1Aritit-s g PARf WT 04241: TEED %a

BES*ON3S TO GATOES SOCA. Poll!' OR 110214. CUES Or PANE

DOITtN5 'EEO

a C011.0 001t$ TNE Or THE PANE** $ FACE Ar'EP PANE s'
tins ATTIPPA11) **EAT T .1 %ENDA.). OR NOAYEASAIL
Ousts* $IEDss

paid) vOCALIETS TO PANE NT DU* 5L TEE OfITO

CoeiJa VOCA.ini Oa gamt.ES Vo -4011 S SECONDS Or AAA El." 5

VOCA..10'0%

CorLD PA141ST 'ANENT OUPpiwa, 0 El CottoG

DIN.0 IOTALOASS PARENT OA NEAC45 OUT TO TOUCH MAE NT DUIT(NG

1111ETTNG

ferOWE CHANGE rf lEvE. Of 101:." AL:v)v.Tr P. v. !

ucckos 01 moss ....1.2,go *EPOS B' BAK

Corli.0 !NOTTS POTENT IBROBTsfi CUES DOTING LAST Ni., Or
flIEDINO

PALA INOTBS Wire NEgie,vE COS * SE 0%'S AF*1
1111*IWIT NOM Ca.0101 1011smCm16 PAOMe :-.0.16.0 S FACE

GAO DNS eV Mob Alowir OA Avern GAZE PRO*. PARENT

DUNA* PAST solar Or ritiNNIS

Sulltr..sa TQTA.
MCI Of TER Ataiwgre31

I

123

WO /VMS 10* 144C+4 CATEGoav

OE tilernOv TO CUES

SISPONSE TO DISTNISS

gocou,-EMOTIONAL GOICNVIN rDSTIENING

COONITIvE ONOININ rOgTENIN4

CLAIM, 01 cuts

IMPOksevENESS TO PARENT

TOTAL
INC Or TES ANSINENSt

NOME viSIT QUESTIONS
I wool,* you 1M? TN'S **3 * TvIhrAi.

A $15 B NO
IF NO. OPPIY NOT

I wIsE YOU UNCOTROPT0S0 Walks Ate PAW OF OK O110.1aG WI TO
PAEIPICE

A 'ES B NC
If TEE Uwe,

3 13C, TOL *AYE
EATUII;.a
A YES

'ES SPEC/IV

11.5 ABOUT THE r MING Da voug S

MEV:WEN S COuNtENTs



UNIVERSITY OF WASHINGTON

I
SCHOOL. OF NURSING

NURSING CNLD ASSESSMENT TRAINING

iØTig $A"t. OTotR

*00

TA3*

0 TIAC$NG 4t4*tI N'
TLUS 2 3 4 5 O*DAL

i aswt p ...aci*ozoc'*tD is WI v

PR*0T NO5m D**.D 10 THAT C1414.D CAb I*CN AND a'ci t

I tN 5V$ Toot CoD S aI7(NTioI, 5(10*5 95GIWM*G Toot TAS. AT

toot P1(T 04 t. TI&C**G ECiO*0

* 4st**.r A C*S*5***IWT 0V*$ s$ST*oJCToON$ Owo.v of'.. Too5

twO 4*tT5*0T.vI iI0'.

5 P..o5*0' As0*3 COSOD?0 !*P&PRf Toq( TA$oI MAT(**S 10*47 5*$Y
ISIOPoD$ 5(10*5 DiviND 7*4 IiA$T T*$ *fA15D NS7*uC?,0h

P4*5*0? 05'tO*4 Cwj $0 foo*T .t 5 *55,( ;o 10 o04(

(VI T*'IVI C0NTAC WITOS 0*05 AN0T*SI* Ou*ihO Tad T(ACwa*iG

I*4*5*0? P*JVS *1401 Cw.D iNTa*'f S PENAl, .0*5 0Ja'Pw THE
TI4.4N0 fD535

* 54*5*0' *5*1511 CwD S SICCEMES 0* PA*T.4, 5uCCISSI S

IO '.Z 0i'f *N ?*.*(C PE*SOPY*Il,CjS OSMEN CHI..D

iS5,5S5',. . CO#E'.1HE 'AS.'

10 *Ji, :.'°s'.ass os 'ON 01 CND *. 0 *A'E* *.s *I'I*
I5iCU5S°.. 'TEN P.' .'E C." '0 'E 1*5.'

PANSo DD *001 P$aV$,AV 1O*f ?,4 C"i.O O."E "E
7*5.'

SQ5S*.J '*.

I
lN. '15

I

TEACHING SCALE
BlTN TO THREE YEARSI

itS NO

*j5R*s5E 'C DS'RLSS ab'*'E EHER DSRL55 1

5'OE'.4 EA-'.* 5C&

UPC5ftbVl $vV*boo57iC 0* soo"c. vE4**iZ*T'o*.

t
C'o**0OU vo'cI wouad to so'ia oa NIGHEP FTC.' OOf 5 NC'

YELL)

C' .S.'05'0'. *'. 'i!. yA'E £5

t4.4*15

$OO".NG *00*0 VERSA, RESPONSE £ 0 PA.' 'OjCPi R3Cu

CAPESS *$S

DoVIPTI CiotO S *!tEb?l0*. 5' PAvING GA'ES IN'0OaC1S NE
'DV

DOES *4O oo*t oEGa'zvl COAWE'.'S 'C' "4 .'

00110101 VIIL *,WMI Cw,..D

AaP? 1*02*0'S o* *ouos N*IVD.ING

1o07 i.*p Mt

DOliroD? 4.4*1 *010*?iV1 C0MMf N'S '0 sOvi v5TQ* *sou' ThE

$u*$C&u.T 1OT*
*0 0. fl

- 4.----

SP**5WY
$500, ,o$iimj IS PJ*X5p 0*3*0*00 TM! T1*CNnOG (PiSODI

34? itAlt N*P 74*

: *0T 4*74* PACE '?044CE Polofloro *itio 751 CM$D DUPINO 1055
1**CH*0 3*?1**Y,O*0 4*1 (*5? .oAuj 74* Ti4.j;

P1T j43454*OP$4.aJI AT DU*4*5 74* T$*CN*0

3**C3IU1U I1w o* **u c**,o 4

OHo.05 1**ST *04*E ____________________

cMi&Ds Aol P4 $0447oq5,

CNIDS 55$

NOT$!*5 IDUCATON iCiRCiii
P '*5 0* C$&"l4ID'10i2'3 0*

I3C -
M**TA STATUS qi*Cai

M**ID *.O' M***IED

5 iAT 5t*To. 04 -

VII NO

P P4*5*.? 1t$ OP T0IC44*& *ToAN S S1C0040$**4h D*i,D

SM'iU 0* vOCAuZIS

29 *4Ip*1 PP**51$ Ce,iD $ 1OP?$ 0* 5(a.*viO*5 SRO*Oi' oo*.

054*4*13*7 &IAST OroCS S*ING 74*1*500!

39 P4*5'.' MANES C STPuCT,VL OP t*CCuP*WfoG 57*11*4*0770 7.4
Cw.'D OiJRs*04 THE 'E4C054NG iN1*ACTIO*0

39 04*5101 P0551.07 VOC*oJ29 TOmE CN$0 AT 7i4 I*1 714* THE
CM.O $ VOC*&'jNG

31 P4*51.7 ooss ND 4.4*501*01*0*1 djoawI O*u04°PL$sl'.T*Po
RE 0MR*$ *PO)T ?i4 CooD

32 P44*101 DOtS NOT VEu. *1 7sf ClouD DURING 7055

J P*R5'.T DOES NC' 114.'f CP7aA NIDATIVI COMMENTS *5iT THE
CN0 S 1A5 PERFORMANCE

Suasc*j 70T*
1*40 01 YES AN514R$

v CO0NTv5 t,RO*Th fOSTERING

34 PAPf% *R55 4*0 YMED &'E fbdif RONIAEP.' *oo'C.'. 51*55 IRQN
DSRs1I0ooS*OooAP.bOSATE S5DS .'5 fTC.

35 PARf'. 1SE5 4'EN'O'. C'. S*"E%'C% Ci t'4
D*lt,MOS1 01 'T'4 TEAC.oING 40'. 04 ?0I ¶155

3t GwE5 NS ,j:"C".$ 4" .5*5" SEZC'.CS 5£,

".'E .'o.D TO *'IIOSP? ?I'.( 145.' PEF)RE P4*5*0' WE.E'.ES

AG* N

3' P4RE0," A,E5 b*. 74$.' MAloPtJ,*',Ql. 0$ Twi 745.' 4.471* * S

T- PRLSEN*ON

5 DAPC'. %PPt' Pt f'A. O4"fS l '.4 '*5.' ao&'f* 4$
c '-i c..'.

39 P*R517 USES A' JAS' '*0 DaIfENE'.' UNTEVcCI5 OR 00505*555'C
DESCRiSE TNf 145* T T."5 C.' .0

40 PARENT USES £v-.ANA'0*' yfR51, g?Y,( tOORE !oo*N s**Pf*A1't
Sv5 IN if *NNC. 'ME C.'..D

40 P*R3a? S0*LC"OaoS 4*1 5'ATIp '01 CLEAR UlVAMP l0uJS

I $445 0S - TURN *t4C,o UN*M9J0US -
7,$N1wf .'1405 70*4*051 I

4 P4*5'.! uSIS So's vERSA DESt P".ON 4*00 t#0DE.,I010
&$e,i1T4*0Ecusiv 'N Tt*Cw'.D ANY PART Of iwE tASli

43 04*5.' EN **.ES ANC * A.O*5 ¶NE C.' C ."' PE*b*P,' 7,"
74$.' 5(10*1 b'AjQu01G*. ON ?o4 uSE OS 7*5* M*T(RI,.5

44 04*5'.' l,E*BI.,.v 1*451% Co.'D A1Tf C" C WA$ PIRICOOVEC
511,5*0*010*1 SjCC1S5baj..i.Y 7.4*'. ?.'5 a *qipb'

45 P4*51,! 5%S-55 *'oDOP *IIOD$ ASTER C".M P5*10*445 PETE* C
M0R5 SUCCISS$.Jou.0 705*'. 1055 .A$1 *715000!

4$ 14*5'.' *I$P$dD$ O 10510051001 VOCAUZAT)ONS *1704 VERBA.
RZ$DOWSE

4? 04*1*0' USES SO". vEP54, **0DMQ*0V%**L. *5T$UC1IO1US 1*0
?1AC'oøsG 7w! CNiuD

45 0*43'.? JEts TEACHING ODORS 'N rdiRuC7I*0G Cooa..D ITS'. 31 714

71005,

4$ 0*45*.' 5*A4,5 COAWLETIOA, 011*5*70 C'4.D vi*5*.a, w OP

* P**1N' 1*5*005*00' MCif 'MA'. S *'43'5$ 4*00*007 ,5$$TwA'. 014

110 TEACHING TwI :wu..D bqf 1*5.'

4



YES NO

t777:7fitt
is ANANt

tioTTAS STD MOON WINS POSTuRA. AT TENT los/ TO Tau

CINANDIESNATENOTT OR &Mute DV MOTOR Activity INNEN Tss

101191015 ES NTED

SETOTIOINTS MN CUIAR4r Din MC TOvoaRD TIN TAU
TEININS OM Mot IRON ha TAME* WIN loaTE1W4,14 evOTk

.

* Oval: NAAS:. LASSO 417.035, ZRO-t *NU INWEANNTA milopec THE
104001 TELRTYNNG RE ACR*G *aviteG POutiOtivQ
PIMP.* &Nom

WCPCALTSIS MIKE 1.00ANTO AT TAM AlITIERALS

,

IMES ON LAUage WIRING THE Es=

LIS ORNAACIS OR POOTTAIS DURING THE TEACHING EPISODE

.

,
CovitiMrS POTENT DISENDADEENENT wigs mows wit ruo...4

DONATE SUM/ UENT CUES DUSIWG TNE TEACNOTO

1

II suitscaa !c.
ISO OT TES ANSVAIRS

REEPONSNINESS TO PATIENT
lrao.DOA.115. AT oextf% &TAU Ox A5 *AEA A.5 Afro PARE%7

55meolv5..ERSA OR NONERBA. AAP' ha egoaw.0A

C04.0 ArnImPrii tQ ENGAGE PARENT IN ETtTOETE CONTACT

ne CAT .0 s.O0A A" THE PAAVV. STA:I :**A E A.E ti vARE.%'
AlTi41OIPT5 Sc 111744.145ft Er140-ITECON`AZ7 1 "4

1

- _ -

OS 044,0 vO:a.411. OA SABS.ES* TA O sg :0%05 ALTER PAAE b." S

NIERISILIZAT400,

glir0414,0 vCCA. 41S DP SARELEE v 7.4. S SE CO..25 ar-E A NUN N- 5
GEATools to.,:tnfta OR :ftaRtS.% 3 Az A. f %PRESS OP*

1106 0+1.D follualt AT PATtET rY TulAt 5 SE tos.Ds AMP PAIkEit" 5
vERSA..26'.0k,

DASD SPANAS AT P4114.47 *.Two 5 SECONDS AMP PARENT S GESTURE
Tefi,Cri FACIAL 1 soINISS$04, CNANDE S

IIAM% PARENT weviS CLOSED 'NA% I PCNES ritZu TNE Cw-D 5
PACETNE CT04.D SNOWS SUBTLE Auk DA POTEW ENSENS*OgygN7 CUES i

EVE:..STOWE 5XASTLEr ARO OP POTENT OSENGAGEWENT CVES *IT** 5
ASTER AANE*1 CHAMOIS MGM. EXPRESSO% OR SC'

MarielfTS

I.--CHILD VOWS $1161.1AND OR POTENT DISENGAGEMENT WES vorTsit,
S SECONDS AREA PARENT S VENSAJZATION

1

" Cw40,114"5 T44:I arTS0A-7 TPE :01 LSE TINEpop: £ 10075 70 pSOSTLE 4S11,00 POTENT 015104AOEATENT CidES *A.E%

TAU EMMA.

IV LH jo 0110111.1rAM., /111 SATs OP alSotP4IDS *GORE SS, . *-E%
AXERT ATTEMPTS To woo= pwrgica.0 rto CR,..0 S v51 OT Trit
VASA asallitot.

?PR CsNeD STOPS D.SPAThs DISTRESS CUES orNita tE SECONDS

AREA POINT I 100tmeis ATTEMPTS

SUISSFALI TOTAL
080 al TES ANSWERS,

WEN TOTALS FOR EACH CATIGOIle

SENSITnATT TO MU

RESPONSE TO DISTRESS

SOCIOANOTIONAL (WORM PO STERN%

COONITIvE GROWN FO STILINNO

CLAIRITT 0' cuts

AISOCAISIv/PASA 70 PARENT

TOTAL ONO OT TES **swum 1

WERE YOU UNCOTATORTAl1s1 DuRtNO ANT PANT or Ty* Ts Acotodi DUE

To MT PRESENCE"

A v13 S NO

IT YES trlor,

I OeStaviNs m61%4141,6

125



Appendix G.

References

126



Affleck, C., Tennen, H., Allen, D.A., & Gershman, K. (1986). Perceived social
support and maternal adaptation during the transition from hospital to

home care of high risk infants. Infant Mental Health Journal, 7, 6-18.

Bailey, D. (In press). Management in early intervention. Journal of the

Division for Early Childhood.

Bailey, D. (1987). Collaborative goal setting with families: Resolving

differences in values and priorities for services. Topics in Early
Childhood Special Education, 7, 59-71.

bailey, D. and Simeonsson, R. (1985) Survey of family needs. Chapel Hill:

University of North Carolina.

Barnard, K.B. (1978). Nursing child assessment feeding scale.
University of Washington School of Nursing.

Seattle:

Barnard, K.B. (1978). Nursing child assessment teaching scale. Seattle:

University of Washington School of Nursing.

Barnard, K.B. (1985). Life experiences survey. Seattle: University of

Washington.

Barnard, K.E., & Bee, H.L. (1985). The assessment of parent-infant interaction
by observation of feeding and teaching. Unpublished paper, University of
Washington, School of Nursing and the Child Development and Mental
Retardation Center, Seattle.

Bee, H.L., Barnard, K.E., Eyres, S.J., Gray, C.A., Hammond, M.A., Spietz, A.L.,
Snyder, C., & Clark, B. (1982). Prediction of IQ and language skill from
perinatal status, child performance, family characteristics, and mother-
infant interaction. Child Development, 53, 1134-1156.

Belsky, J. (1985). Experimenting with the family in the newborn period. Child

Development, 56, 407-414.

Belsky, J. and Steinberg, L.D. (1979). The effects of day care: A critical

review. Annual Progress in Child Psychiatry and Child Development,
576-611.

Bennett, F.C. (1987). The effectiveness of early intervention of infants at
increased biologic risk. In M.J. Guralnirk and Forrest C. Bennett (Eds.),
The effectiveness of early intervention for at risk and handicapped
children (pp.33-78). Orlando: Academic Press, Inc.

Berrueter-Clement, J. (1984). Changed lives. The effects of the Perry
Preschool Program on youths through age 19. Monographs of the High/Scope
Educational Research Foundation, 8.

Bradley. R., & Caldwell, B. (1976). The relationship of infant's home
environment to mental test performance at 54 months: A follow up study.
Child Development, 47, 1172-1174.

Bristol, M.k. (1983). Carolina Parent Support Scale. Chapel Hill: University

of North Carolina.

127



Bristol, M.M. and Gallagher, J.J. (1982). A family focus for intervention.

In C.T. Ramey & P.L. Trohanis (Eds.). Finding and educating high risk and

handicapped infants. Baltimore: University Park Press.

Braman, S. (1979). Perinatal anoxia and cognitive development in early

childhood. In T.M. Field, M. Sostek, S. Goldberg, and H. Shuman (Eds.),

Infants born at risk. New York: Spectrum Publications.

Broman, S., Bien, E., and Shaughnessy, P. (1985). Low achieving children: The

first seven years. Hillsdale, NJ: Erlbaum.

Bronfenbrenner, V. (1975). Is early intervention effective? In B. Friedlander,

G. Stenit, and G. Kirk (Eds.) Exceptional infant: Vol. 3. Assessment and

intervention. New York: BrunnerfMazel.

Bryant, D.M. & Ramey, C.T. (1987). An analysis of the effectiveness of early

intervention programs for environmentally at risk children. In M.J.

Guralnick and Forrest C. Bennett (Eds.), The effectiveness of early

intervention for at risk and handicapped children (pp.33-78). Orlando:

Academic Press, Inc.

Campbell, D.T. & Stanley, J.C. (1966). Experimental and quasi-experimental

designs for research. Chicago: Rand McNally.

Carolina Institute for Research in Early Education for the Handicapped (1985).

Frank Porter Graham Child Development Center, University of North Carolina

(Chapel Hill).

Chandler, L.K., Fowler, S.A., Lubeck, B.C. (1986). Assessi'lg family needs:

The first step in providing family focused intervention. Diagnostique,

11, 233-245.

Cohen, S. & Syme, S. (1985). Social support and health. New York: Academic

Press.

Corah, N., Anthony, E., Painter, P., Stern, J., & Thurston, D. (1965).

Effects of perinatal anoxia after seven years. Psychological Monographs,

79 (3, Whole No. 596).

Crnic, K.A.,
support
infancy

Greenberg, M.T., and Slough, M.M. (1986). Early Stress and social

influences on mothers' and high risk infants' functioning in late

. Infant Mental Health Journal, 7, 19-48.

Crockenberg, S.B. (1986). Professional support for adolescent mothers: Who

gives it, how adolescent mothers evaluate it, what they would prefer.

Infant Mental Health Journal. 7, 49-58.

Darling, R.B. (1983). Parent-professional interaction: The roots of mis-

understanding. In M. Seligman (Ed.), The family with a handicapped child.

Miami: Grune and Stratton, Inc.

128



Denhoff, E., Hainsworth, & Hainsworth, M.L. (1972). The child at risk

for learning disorder. Clinical Pediatrics, 11, 164-170.

Dunst, C. (1988). Supporting and strengthening families: New visions, new

directions. Family Resource Coalition Report, 7, 2, 4-6.

Dunst, C.J. & Trivette, C.M. (In press). An enablement and empowerment

perspective of case management. Topics in Early Childhood Special

Education.

Dunst, C.J. & Trivette, C.M. (1985). A guide to measures of social support and

family behaviors. Chapel Hill: Technical Assistance Development System,

Monograph Number 1.

Dunst, C.J., Trivette, C.M., and Deal, A.G. (1987). Enabling and empowering

families: Principles and guidelines for practice. Cambridge: Brookline

Books.

Dunst, C.J., Trivette, C.M., McWilliam, R.A., & Galant, K. (1987). Toward

experimental evaluation of the family, infant, & preschool program. In H.

Weiss and F. Jacobs (Eds.), Evaluating family programs. New York: Aldine

Publishing Company.

Dunst, C., Vance, S. & Cooper, C. (1986). A social systems perspective of

adolescent pregnancy: Determinants of parent and parent-child behavior.

Infant Mental Health Journal, 7, 34-48.

Epstein, N.B., Bishop, D.S., & Baldwin, L.M. (1982). McMaster model of family

functioning: A view of the normal family. In F. Walsh (Ed.) Nolmal

family processes. New York: Guilford Press.

Friedman, D.H. & Friedman, S. (1982). Day care as a setting for intervention

in family systems. Social Casework: The Journal for Contemporary Social

Work, 291-295.

Friedman, S.,
centered
Policy.

Reiss, J. & Pierce, P. (1988). Focus and functions of family

case management. A working paper. Institute for Child Health

Gainesville: Florida State University.

Friedrich, W.N., Greenberg, M.T., and Crnic, K. (1983). A short form of the

questionnaire on resources and stress. American Journal of Mental

Deficiency, 88, 41-48.

Field, T.M. (1982). Infants born at risk: early compensatory experiences.

In L.A. Bond & J.M. Joffe (Eds.) Facilitating infant and early childhood

development. Hanover: University Press of New England.

Garbarino, J. (1982). Children and families in the social environment.

Hawthorne, N.Y.: Aldine Publishing Co.

Garbarino, J. (1986). The abuse and neglect

duction to the issues. In J. Garbarino

environments for handicapped children.

129

of special children: An intro-
and K. Authier (Eds.), Safe
New York: Aldine Publishing Co.



Garber, H.L. (1988). The Milwaukee Project. Preventing mental retardation in

children at risk. Washington, D.C.: American Association on Mental

Retardation.

Garland, C. (1981). Early intervention for children with special needs and

their families: Findings and recommendations (WESTAR Series Paper

No. 11). Seattle, WA: University of Washington.

Garland, C., Woodruff, G. & Buck, D. (1988). Case management. Division for

20,1y Childhood, Council for Exceptional Children White Paper.

Guralnick, M. and Bennett, F. (1987). The effectiveness of early intervention

for at risk and handicapped children. Orlando: Academic Press, Inc.

Guralnick, M.J. & Bricker, D. (1987). The effectiveness of early intervention

for children with cognitive and general developmental delays. In M.J.

Guralnick and Forrest C. Bennett (Eds.), The effectiveness of early

intervention for at risk and handicapped children (pp.33-78). Orlando:

Academic Press, Inc.

Harbin, G.L. (1988). Issues in the assessment of infants and toddlers with

handicaps. Chapel Hill: University of North Carolina.

Hanson, M.J. & Schwarz, R.H. (1978). Results of a longitudinal intervention

program for Down Syndrome infants and their families. Education &

Training of the Mentally Retarded, 13, 403-407.

Herzog, L.P., Cherniss, D.S. & Menzel, B.J. (1986). Issues in engaging high-

risk adolescent mothers in supportive work. Infant Mental Health Journal,

7, 59-68.

Hobbs, N. (1979). Helping disturbed children: Psychological and ecological

strategies, II: Project Re-ed, twenty years later. Center for the Study

of Families and Children, Vanderbilt Institute for Public Policy Studies,

Vanderbilt University.

Hobbs, N., Dokecki, P.R., Hoover-Dempsey, K., Moroney, R.M., Shayne, M.W., and

Weeks, K.H. (1984). Strengthening families. San Francisco: Jossey-Bass,

Inc.

Imber-Black, E. (1988). Families and larger systems: A family therapist's

guide through the labyrinth. New work: Guilford Press, Inc.

Iris, M.A. (1988). The parent/prof-.ss.'rnal relationship: Complex connections,

intricate bonds. Family ReE...ulzi Coalition Report, 7, 9.

Jeppson, E.S. (1988). Parents take priority in family-centered care. Family

Resource Coalition Report, 7, 1-2.

Kochanek, T.T. (1980). Early detection programs for preschool handicapped

children: Some procedural recommendations. Journal of Special Education,

14, 347-353.

130



Kochanek, T.T. (1987). Preschool early detection and infant classification
technique and service. Handicapped Children's Early Education Project
(Grant No. G008730278), U.S. Department of Education. Providence: Rhode

Island College.

Kochanek, T.T., Kabacoff, R.I., & Lipsitt, L.P. (1987). Early detection of
handicapping conditions in infancy and early childhood: Toward a
multivariate model. Journal of Applied Developmental Psychology, 8,

411-420.

Kysela, G., Hillyard, A., McDonald, L., and Ahlsten-Taylor, J. (1981). Early
intervention: Design and evaluation. In R.L. Schiefelbusch & D.D.
Bricker (Eds.) Language intervention series: Vol. 6. Early Language:
acquisition and intervention. Baltimore: University Park Press.

Lazar, I., Darlington, R. Moray, H., Royce, J., & Snipper, A. (1982). Lasting
effects of early education: A report from the Consortium for Longitudinal
Studies. Monographs of the Society for Research in Child Development, 47
(2-3, Serial No. 195).

Levine, M.D., Palfrey, J.S., Lamb, G.A., Weisberg, H.H., & Bryk, A.S. (1977).
Infants in a public school system: The indicators of early health and
educational need. Pediatrics, 60, 579-587.

Lipsitt, L.P. (1986). Learning in infancy: Cognitive development in babies.
Journal of Pediatrics, 109, 172-182.

Little, W. On the influence of abnormal parturition, difficult labors,
premature birth, and asphyxia neonatorum, on the medical and physical

condition of the child, especially in relation to deformities.
Transactions of the Obstetrical Society of London, 1861, 3, 293.

May, J. (1988). Special needs children, special needs fathers. Family
Resource Coalition Report, 7, 10.

McGoldrick, M., Pearce, J.K. & Giordano, J. (1982). Ethnicity and family
therapy. New York: Guilford Press, Inc.

McGonigel, M.J. & Garland, C.W. (1988). The individualized family service plan

and the early intervention team: Team and family issues and recommended

practices. Infants and Young Children, 1, 10-21.

McNulty, B.A. (1983). Effectiveness of early special education for handicapped
children. Report commissioned by the Colorado General Assembly, Denver,
CO.

Meier, J. (1985). Assault against children. San Diego: College Hill Press.

Meisels, S.J. & Wasik, B.A. (1988). Who should be served? Identifying
children in need of early intervention. In S.J. Meisels & J.P. Shonkoff

(Eds.), Handbook of Early Childhood Intervention. New York: Cambridge
University Press.

131



Mitchell, S.K., Bee, H.L., Hammond, M.A., & Barnard, K. E. (1985). Prediction
of school and behavior problems in children followed from birth to age
eight. In W.K. Frankenburg, R.N. Emde, & J.W. Sullivan (Eds.), Early
Identification of children at risk. New York: Plenum.

Mitchell, S.K., Magyary, D., Barnard, K.E., Sumner, G.A., & Booth, C.L. (1985).
A comparison of home based prevention programs for families of newborns.
Unpublished paper, University of Washington, School of Nursing and the
Child Development and Mental Retardation Center, Seattle.

Moos, R.H. & Moos, B.S. (1981). Family environment scale manual. Palo Alto:

Consulting Psychologists Press.

Nichols, P.L., & Chen, T. (1981). Minimal brain dysfunction: A prospective
study. Hillsdale, NJ: Erlbaum.

O'Connor, G. (1983). Social support of mentally retarded persons. Mental
Retardation, 21, 187 -186.

O'Grady, D. and Metz, R. (1987). Resilience in children at high risk for
psychological disorder. Journal of Pediatric Psychology, 12, 3-23.

Olson, D.H., McCubbin, H.I., Barnes, H., Larsen, A., Muxen, M., and Wilson, M.
(1982). Family inventories. St. Paul: University of Minnesota.

Parmelee, A., & Michaelis, R. (1971). Neurological examination of the newborn.
In J. Hellmuth (Ed.), Exceptional infants (Vol. 2). New York:

Brunner /hazel.

Patterson, J.M. & McCubbin, H.I. (1983). Chronic illness: Family stress and

coping. In C.R. Figley and H.I. McCubbin (Eds.). Stress and the family:
VcLL,ILS2irpjg. New York: Brunner-Mazel.

Pfeffer, C., Solomon, G., Plutchik, R., Mizruchi, M., and Weiner, A. (1985).
Variables that predict assaultiveness in child psychiatric patients.
Journal of the American Academ- of Child Ps-chiatr , 26, 775-780.

Rynders, J.E.
children
retarded

and Horrobin, J.M. (1980). Educational provisions for young
with Down Syndrome. In J. Gottlieb (Ed.) Educating mentally
persons in the mainstream. Baltimore: University Park Press.

Sameroff, A.J. & Chandler, M. (1975). Reproductive risk and the continuum of

caretaking casualty. In F.D. Horowitz (Ed.), Review of Child Development
Research (Vol. 4). Chicago: University of Chicago Press.

Sameroff, A.J., Seifer, R., Barocas, R., Zax, M., & Greenspan, S. (1987).
Intelligence quotient scores of 4 year old children: Social environmental

risk factors. Pediatr:zs, 79, 343-350.

Sarason, I.G., Johnson, J.H., and Siegal, J.M. (1978). Assessing the impact of

life changes: Development of the life experiences survey. Journal of

Consulting and Clinical Psychology, 46, 932-946.

132



Schwel.nhart, L.J. & Weikart, D.B. (1980). Young children grow ups The effects

of the Perry Preschool Program on youths through age 15. Ypsilanti, MI:

High/Scope Educational Research Foundation.

Scott, K.G. & Masi, W. (1979). The outcome from and utility of registers of

risk. In T.M. Field (Ed.) Infants born at risk. New York: Spectrum

Publications.

Shonkoff, J. & Hauser-Cram, P. (1987). Early intervention for disabled infants

and their families: A quantitative analysis. Pediatrics, 80, 650-658.

Siegel, L.L. (1985). A risk index to predict learning problems in preterm and

full term children. In W.K. Frankenburg, R.N. Etude, & J.W. Sullivan

(Eds.), Early identification of children at risk. New York: Plenum.

Sigman, M., & Parmelee, A. (1979). Longitudinal evaluation of the pre-term

infant. In T.M. Field, M. Sostek, S. Goldberg, & H.H. Shuman (Eds.),

Infants born at risk. New York: Spectrum Publications.

Salvia, J. & Ysseldyke, J. (1985). Assessment in special_ and remedial

education. Boston: Houghton Mifflin Co.

Simeonsson, R.J., Cooper, D.H. and Scheiner, A.P. (1982). A review and

analysis of the effectiveness of early intervention programs. Pediatrics,

69, 635-541.

Susser, M., Hauser, W.A., & Kelly, J.L. (1985). Quantitative estimates of

prenatal and perinatal risk factors for perinatal mortality, cerebral

palsy, mental retardation, and epilepsy. In J.M. Friedman (Ed.) Prenatal

and perinatal factors associated with brain disorders. Washington, D.C.:

National Institutes of Health, Pub. No. 85-1149.

Trivette, C.M. & Dunst, C.J. (1986). Influences of social support on mentally

retarded children and their families. Paper presented at the second

annual Parent Symposium, Philadelphia, PA.

Trivette, C.M. and Dunst, C.J. (1987). Caregiver styles of interaction:

Child, parent, family, and extra family influences. Unpublished

manuscript. Family, Infant, and Preschool Program, Western Carolina

Center, Morganton, NC.

Tyler, F.B., Pargament, K.J. & Gaty, M. (1983). The resource collaborator

role, American Psychologist, 38, 388-398.

University of Connecticut, Pediatric Research and Training Center's Workbook #2

(1988). An introduction to building teams in early childhood special

education. University of Connecticut Health Center, the Exchange,

Farmington, CT.

University of Connecticut, Pediatric Research and Training Center's Workbook

#11 (1988). An introduction to Individual Family Service Plans in early

childhood special education. University of Connecticut Health Center, the

Exchange, Farmington, CT.

133



Weick, A. and Pope, L. (1988). Knowing what's best: A new look at self-

determination. leJotIrtSocial.Casework:TtlteorarSocialWork,

10-17.

Werner, E.E., Bierman, J.M., & French, F.E. (1971). The children of Kauai: A

longitudinal study from the prenatal to age ten. Honolulu: University

Press of Hawaii.

Winter, E.E. & Smith, R.S. (1977). Kauai's children come of age. Honolulu:

University Press of Hawaii.

Werner, E.E. and Smith, R.S. (1982). Vulnerable but invincible: A study of

resilient children. San Francisco: McGraw Hill.

Wiener, C. (1962). Psychologic correlates of premature birth: A review.

Journal of Nervous and Mental Diseases, 134, 129-144.

Winton, P. and Bailey, D. (1988). The family-focused interview: A

collaborative mechanism for family assessment and goal-setting. Journal

for the Division for Early Childhood, 12, 195-207.

Wise, P., First, L., Lamb, G., Kotelchuck, M., Chen, D., Ewing, A., Hersee, H.,

Hideout, J. (1988). Infant mortality increase despite high access to

tertiary care: An evolving relationship among infant mortality, health

care, and socioeconomic change. Pediatrics, 81, 542-548.

Wynne, L.C., McDaniel, S.H. and Weber, T.T. (1987). Professional politics and

the concepts of family therapy, family co- ...siltation and systems

consultation. Famil" Process, 26, 153-166.

Zeitlin, S. (1985). The coping inventory. Bensenville: Scholastic Testing

Service.


