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Abstract 

A family-focused intervention model, based on Bailey et al. (1986) 

was adapted and utilized with 16 families having infants (birth to three 

years) with moderate or severe developmental disabilities. The 

intervention included the selection and development of appropriate 

instruments as well as a 20-week treatment program for the entire family 

unit. Individualized family service plans were developed and 

incorporated the ~011aborative efforts of parents and the 

interventionist. Multiple base11nes across targeted, individualized, 

familial behaviors resu1ted in progressive skill attainment by each 

fami1y member. As a result of intervention, predominantly positive 

interactions were exhibited between infants with handicaps and their 

fami1y members. Data obtained from the family assessment too1s revealed 

statistically significant re1ationships among the fami1y variables. 

Qualitative analyses of parental and sibling statements and behaviors 

confirmed enhancement of their skill repertoire and the identification of 

specifie events that impacted upon families. Evaluation of the 

effectiveness of the family-focused intervention model resulted in high 

leve1s of parental satisfaction, accelerated rates of progress by 

children with moderate or severe developmental disabi11ties, and 

acquisition of functional skills by families. Positive benefits of the 

model exceeded fam11y gains acquired with previously implemented child

focused programs. Implications for future research are described. 
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RésUM 

Les familles de 16 enfants ages de 0 l 3 ans ayant des handicaps 

moyens ou sévères furent l'objet d'un modèle d'intervention axé sur la 

famille tel qu'il fut décrit par Bai1ey et al. (1986). Chaque étape de 

l'intervention fut mis en place, ce qui mena ~ l'évaluation et ~ une 

intervention auprès de chacun des membres des familles, soient les enfants 

handicapés, leur parents, et leurs frères et soeurs. Des approches 

particulières furent formulées pour chaque famille par les parents et 

l'intervenante. Les évaluations de bases continues des comportements 

ciblés, individuels et familiaux donnèrent lieu à l'aquisition progressive 

d'habiletés par chaque membre des familles. Des interactions 

principalement positives résultant de l'intervention furent observées 

entre les enfants handicapés et les membres de leurs familles. les 

données obtenues ~ l'aide des outils d'évaluation des familles indiquèrent 

des relations statistiquement significatives entre les variables reliées à 

la famille. Des analyses qualitatives des comportements et des paroles 

des parents et des frères et soeurs confirmèrent l'amélioration des 

répertoires d'habiletés des enfants handicapés, et permettèrent 

d'identifier des évènements specifiques qui eurent un impact sur la 

famille. L'évaluation de l'efficacité du modèle d'intervention axé sur la 

famille tel qu'il fut mis sur pied montra un haut degré de satisfaction 

chez les parents, des taux de progrès accélérés chez les enfants 

handicapés, et l'acquisition par les familles d'habiletés fonctionelles. 

Les effets positifs de ce modèle dépassèrent les atouts des modèles axés 

sur les enfants tels qu'ils ont été utilisés auparavant. Les 

répercussions pour le domaine de la recherche sont décrites. 
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Chapter One 

INTRODUCTION TO THE STUDY 

Individuals with severe disabilities often have a multiplieity of 

problems (Sailor, Gee, Go,tz, & Graham. 1988). In populations with 

moderate and severe handicaps, impairments can include orthopedie, 

cognitive, serious medical and/or sensory deficits (Snell, 1987). The 

combination of these deficits are often unique, and may not be 

chiracteristic of other children with severe disabilities. Given the 

multitude of needs, the effects of a child's specifie handicapping 

condition must be individually interpreted in order to determine an 

appropriate intervention for each fam1ly. Living with a child with 

handicaps can be a difficult task. Each family member's behaviors have 

an impact on the growth of the entire family, especially in families with 

children having moderate or severe handicaps. Techniques have been 

developed te facilitate the development and adaptation of each family 

member and as such, one cannat view the child in isolation. Intervention 

applied ta the entire family is a vehicle toward promoting effective 

coping strategies, increasing self-esteem, cultivating positive 

interactions, and educating the chi1d with handicaps. In essence, thp 

well-being of the entire family is promoted. 

The family unit most generally consists of parents and siblings as 

well as the handicapped child. The family's adaptation ta the presence 

of a handicapped family member is demonstrated by individual reaetions 

and the quality of the relationships achieved among a11 the fami1y 

members. Within a family, its members often experienee bath positive and 

negative reactions ta a child w1th handicaps. A fami1y systems model can 

incorporate a multitude of concomitant factors that influence family 
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functioning. 

The quality of family functioning 1s revealed by the transactions 

that occur among its members. Marital interactions can have a direct 

effect on spouse's behaviors, and an indirect effect on the parent-ehild 

and sibling-sibling relationship. Assessment and intervention to one 

portion of the family can have resounding effects on the rest of the 

family. The quality of relat;onships between family members may 

signifieantly differ. 

A critical component within the family unit revolves around the 

parent-child relatlonshlp. The developmental progress achieved by 

children has been shawn to be a function of the parents' emotional 

responsivity ta the child and of their ability ta provide a 

developmentally appropriate environment. While the ability to respond to 

the subtle and maladaptive behavlors of severely handicapped infants is 

difficult, parental understandtng of the;r children's verbal and 

nonverbal eues 1s a prerequis1te for appropriate interactions. The drive 

for parents and infants ta understand each other's needs and desires is 

dependent upon the quality of their relationship. A central faeet of 

th;s relat10nship 1s attachment, an emotlonal tie that forms the 

affective basis for their relationship. 

There are, however, specifie parent and child factors that impact on 

family functloning. The level of child responsiveness and the parents' 

resources and support system have a resounding influence on the family 

unit. Mutually 5att5fy1ng 1nteractions occurring ln one familial 

component (e. g., parent-child) impacts on subsequent behaviors of all 

family members. When a family has a handicapped member, it ;$ at r;sk 
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for develop1ng unsatisfying relationships. 

Similarly, siblings make their own individua1 contributions to the 

fami1y well-being. The siblings' re11tionship 1150 emerges over time and 

changes over the ehild's life span. Both the sibling and the child with 

handicaps bring their own needs, desires, and personality characteristics 

to this relationship. Their behaviors can be modified by direct parental 

input and the percetved benefits of the interaction. 

Efforts have been devoted toward strengthening effective family 

relationships, especially in homes with a handieapped child. 

Intervention has focused upon the parent-child relationship. If one 

supports the family systems approach, intervention necessitates 

consideration of the relationships formed between the parent and child as 

well as a11 fam11y members. 

A variety of methodological approaches have been utilized in early 

childhood intervention. Researchers have evaluated the appropriateness 

of the methodo10g1es used and the types of data collected. limitations 

of previous early intervention efforts include a lack of detail and 

process information, which reduce generalizability of the methodological 

procedures. 

Given the present knowledge concerning intervention strategies for 

infants with moderate and severe handicaps and their families, the 

overall objective of this study lS to implement and evaluate the 

effectiveness of the family-focused intervention model, a conceptual 

framework for provtding services to the entire family having infants with 

moderate and severe handicaps. Wh,le statistleal and descriptive data 

may signal the efficacy of the family-focused intervention model, 

parental perspectives regarding implementatton of the model will be used 
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to qualitat1vely assess its impact on family well-being. 

Since intervention will be appl1ed to family units, an opportunity 

to understand the relationships among al1 family members exists. The 

frequency and types of behaviors d1splayed by each member w1thin the 

family unit will be assessed. Specific behaviors in the parent-child and 

sibling-sibling interactions will be analyzed. 

Thus, the present study i5 des1gned to evaluate the applicability of 

the family-focused intervention model. Valuable clinical information for 

the early interventionist will be obtained concerning specifie 

assessments of child functioning, family interaction patterns, and family 

resources as well as identification of appropriate interventions that can 

be applied to families having infants with moderate/severe handicaps. 

This research should provide rich qualitative data. 
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An exploration of the family's coplng and adaptive skills with 

handicapped infants is critical to understanding family functioning, 

child development, and effective intervention strategies. Relevant 

research will be described in terms of providing an overview of the 

transactional nature present across families. Using a family systems 

approaeh, interactions among the various components will be presented. 

Following the knowledge obtained from parental, child and sibling factors 

influenclng faml1y well-being, intervention efforts and evaluation of 

these treatments lllustrate the extent of their potential success. 

Selected Factors Ihl1 Influence Family Well-Being 

Faml1y well-being can influence the quallty of the interactions among the 

various members of the family unit, e. g., parent, child, and sibling. 

Specifie factors that affect the quality of relationships obtained among 

family members will be revlewed. 

Family Systems Approach. 

A family systems approach represents a conceptual framework through 

which one can focus on the various subsystems within the family unit. 

This approach is important, because it emphasizes the reciprocal effects 

of each faml1y member's behaviors on other members. These subsystems 

include marital (husband-wife), parental (parent-child), and sibling 

interactions. 

Ascertaining the existing health of the family unit is determined by 

observing the interactions among the family members. Skrtic, Summers, 

Brotherson, and Turnbull (1984) and Turnbull, Summers, and Brotherson 

(1986) have presented a framework through which the family's interactions 
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within each of the subsystems can be formalized. Within this framework, 

each family member's personality and behaviors have been shawn to affect 

the responses from and the relationships between the other family 

members. The central foeus of th1s model ineludes the effects of each 

family member's interactions, coping behaviors, degree of eloseness, and 

communication skills (Powell & Qg1e, 1985; Si1ber, 1989; Turnbull, 

Summers, & Brotherson, 1986). 

Influencing these family subsystems or interactions are the 

characteristies of the family, whieh include family funetions, family 

structure, and the family 1ife cycle (Skrttc et al., 1984). Family 

members may differentially seek assistance from family, friends, service 

ageneies, etc. Family funetions may be conceptualized as the degree of 

success of meeting the individual needs of eleh family member (Turnbull, 

Summers, & Brotherson, 1986). For children with severe handicaps, a 

potential drain on famtly resources and decreased time for employment 

opportunities may arise for all family members. Further, physical care, 

child-rearing, and household responsibilities are often assumed by 

siblings as well as parents. The stbl1ngs' performance of these added 

respons1bilities may reflect an economie necessity, the excessive 

physical eare required by a child ~ith moderate and severe handicaps, and 

psychological stress reduct1on. 

In addition to family funetions, famtly structures are highly 

variable as they differ in membership (e. g., single parent), size, type, 

geograph1e location, ethnie or racial background, and relig10us beliefs. 

Stmeonsson and McHale (1981) have reported that the religious beliefs of 

the family were a major influence on parental and sibling acceptance of a 
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handicapped child. The attitudes of the siblings could affect the level 

of parental acceptance of the child as well as the parents influencing 

the siblings' responses (Skrtic et al., 1984). 

Lastly, the family 1ife cycle was characterized by stress-related 

transitions to relatively level plateaus (Skrtic et al., 1984). The 

development of each individual has an impact on the growth of the entire 

family. When an event, such as the b1rth of a chl1d with handicaps, 

occurs within a family, modification of the family's ro1es and 

expectations for one another could like1y occur. This type of 

alternation cou1d resu1t in a modification of current patterns of family 

functioning (Fewell, 1986). 

SYmmarv gf fami1v systems aDDroach. 

The fami1y systems approach was presented as a framework from which 

to view the transactional nature of the subsystems w1thin the family 

unit. Thus, the fami1y's abi1ity to meet the needs of each fami1y 

member, the structure of the family unit, and transitions to the 

subsequent changes in ro1es of each family member (fami1y 1ife cycle) 

resu1ts in individual family differences. When one considers the various 

subsystems within a fami1y, significant stressful events cou1d be managed 

differently. 

Familjal Stress. Resoyrces. Jnd Sypport 

Family functioning, as defined by Fewel1 (1986) ref1ects the nature 

of the family's ability to cope with cultural, environmental, economie, 

and psychosocial stressors. Key familial factors that were found to 

influence the family's functioning revolved around needs, stress, and 

support. The family's ability to dea1 effect1vely w1th each of these 

factors affected the level of adaptation family members experienced in 
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their roles and interactions. Essential1y, the level of stress was 

determined by whether a balance between family's resourees and the 

demands they confronted was met; whereas the extent of support was 

assessed by the amount of available resources ta meet the family's needs 

(Goldberg, Marcovitch, Macr,regor, &. Lojkasek, 1986). To demonstrate 

effective coping a family member could have altered his/her personal 

needs in order to meet the requirements of the environment (Gath, 1978; 

ZeHUn &. Williamson, 1988). 

Stress may be conceived in the form of (a) emotional stress (e. g., 

anxiety, depression} , (b) material or economie stress (e. g., additional 

expenses required on behalf of the hand1capped member), and (c) physical 

stress (e. g., physical demands exerted in the care of an individual) 

(Fewell, 1986). Thus, the reaction of each family member to cope with 

the continuing stress 15 manifested as a result of the level of change in 

individual perceptions and needs. 

Families possess two potent;al buffers, family resourees and 

perceptions, that often reduee the level of stress. The family's social 

support and perceptions serve as significant indicators of a potential 

family cris; 5 (Nthara, Meyers, &. Hint, 1980). A family achieves a 

"goodness of fit ll between personal needs and envi ronmental demands when 

the environmental expectations meet the available abilities of the family 

(Zeitlln & W111iamson, 1988). 

Specific family resources, especially financial capabil 1ties, were 

found to mitigate the level of stress (Wikler, 1986). likewise, close 

relationships with extended family members, religious groups, etc. served 

as potent1al sources of support (Cohen, Agosta, Cohen, & Warren, 1989; 
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George, 1988; Waisbren, 1980). 

Further, Dunst, Trivette and Cross (1986a) found varying types of 

support mediated differential child, parental, and family outcomes. For 

example, intrafamiliar support accounted for the quality of family 

functioning and the level of opportunities experienced by the family; 

~hereas extrafamiliar support (e. g., day care) influenced parent-child 

interaction. Thus, the quality and interaction bet~een different sources 

of support appeared to influence the varying subsystems within the family 

unit. 

The perceptions of parents and children could be paramount for the 

intervent10nist ta understand. Whether these perceptions were accurate 

or inaccurate, they could continue to influence the manner in ~hich 

families responded to their children. An interesting question was if 

family stress was related to the child's handicaps or ~as present in 

families without handicapped children (Goldberg & Easterbrooks, 1984; 

Wikler, 1986). Frequently, families experienced stress when transitions 

within the family life cycle occurred, e. g., an adolescent with mental 

retardation leaves the publie school system (Wikler, 1986). In addition, 

one must control for the confounding variable of the family's 

socioeconomic status whe" evaluating the level of familial stress. 

In response ta stressful events, the family's coping strategies 

influenced their reactions ta stressful events (Turnbull, Summers, & 

Brotherson, 1986). Families were often found to exhibit internal coping 

strategies by avoiding direct confrontation with the crisis or by 

identifying aspects of the situation that were modifiable. External 

coping strategies involved the support received from extended family 

members, religious groups, and professional or community resources 
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(Turnbull, Summers, & Brotherson, 1986). Therefore, families could assume 

a passive stance or a proactive orientation toward dealing with the 

event. 

In order to effect change within the family's coping strategies, 

consideration of the types of requests made of families must be carefully 

weighed aga1nst the available resources. Promoting change in one 

subsystem of the family unit could result in a ripple effect throughout 

the other subsystems (Berger' Foster, 1986). The amount of effort 

expended by each family member should be carefully monitored during 

intervention, in order to prevent dysfunction in the family unit. 

Schneider and Gearhart (1988) ut111zed a family systems model in 

evaluating familial perceptions of living with handlcapped children. 

Routine activitles, family belief systems, and coping strategies were 

found to vary across families with or without handicapped children. 

Correspondingly, assessment of the family environment could be 

ascertained through application of Yygotsky's (1978) "zone of proximal 

development". Essentially, the "zone of proximal development" is the 

level of behavior a child can attain with the assistance From more 

capable and experienced faml1y members, but 1s unable to perform 

independently. Parents and sib11ngs can provide an environment that 

supports children's developmental progress and encourages children to 

approximate h1gher level skills through decreasing the amount of 

assistance provlded. Further, the manner, in which families respond to 

their children with handicaps, can enable understanding of the 

transactional behaviors among the family members and haw they nurture 

children's development (Ragoff, Malkin, & Gilbridge, 1984; Schneider & 
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Gearhart, 1988). As a result, natura11stic observation of families' 

response to stress, use of support systems, and interact10ns with one 

another would lead to more appropr1ate treatment program. 

SYmmarv gf familial stress. resoyrces. ind sypport. 

Familial adaptations to stressful events, such as birth of a 

handicapped family member, were found to interact with the levels of 

perceived support and resources, as well as familial evaluations of the 

these stressful events. Thus, the level of stress experienced by a 

family varied across the lHe cycle of the family unit (Minnes, 1988). 

Evaluation of the relationships among the subsystems were ascertained by 

naturalistic observation of the1r interactions. Central to the issue of 

the family's level of functioning ls the quallty of the relationships 

achieved by its members. 

Interaction and Attachment Styd1es 

Examinat10n of the interactions between parents and their infants 

w1th handicaps involves accurate interpretat10n of each other's 

behavioral eues as well as the parents' ability to provide 

developmentally appropriate stimulation. The components of parent-infant 

interaction to be reviewed 1nclude infant behavioral characterist1cs, 

parental behaviors, and intervention efforts. 

The infants' contribution to the interaction with the parent 1s 

manifested by the transactional behavlors of infants and their parents 

(Fox, 1985; McCollum & Stayton, ,985). Effective parenting is determined 

by accurate interpretation of infant needs, while infant responsiveness 

is portrayed by demonstrat10n of behav10rs that are eas11y understood by 

the parent (Goldberg, 1977; Wikler, 1986). Typically, nondisabled 

infants disseminate behavioral eues that are relatively eas11y 
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interpreted, result1ng in adult feelings of efficacy ~Goldber9, 1977). 

Conversely, infants with handicaps were observed to have specifie 

behaviors that were d1ff1cult for parents to interpret. More passive 

infant te~peraments elieited fewer positive responses From their parents 

(Campbell, leib, Vollman, l Glbson, 1989; Field, 1983; Hanson, 1984; 

Lei fer & Lewis, 1983; Richard, 1986i Rothbart & Hansan, 1983; Stoneman, 

Brady, & Abbott, 1983). Similarly, increased response time to parental 

overtures and decreased levels of active infant behavlors were associated 

with fewer sustained parent-infant interactions (Brooks-Gunn l Lewis, 

1984; Buekhalt, Rutherford, & Goldberg, 1978; Ciechetti & Sroufe, 1978; 

Dunst, Lesko, Holbert, Wilson, Sharpe, & Liles, 1987; Eheart, 1982; Gunn, 

Berry, & Andrews. 1979; Krakow & Kopp, 1983; Kubieek, 1982; levy-Shiff, 

1986; Mahoney, 1983; D'Sullivan, 1986; Richard, 1986; Spieker, 1986; 

Stevenson, Leavitt, & Silverberg, 1985; Tallman, 1965). 

Previous efforts focused on encouraging parental and infant 

responsivity in families having handicapped infants. These parent-infant 

interaction studies revealed significant differences between parents with 

handicapped children versus parents of nondisabled children. The 

interactions between parents and their ehildren with sensory, physical, 

or moderate to severe developmenta1 disabi11ties consisted of less 

enjoyment and reciprocity, when compared to the parents of nondisabled 

children (Ciechetti l Sroufe, 1976, 1978; Gallagher, Beckman, & Cross, 

1983; Kogan & Tyler, 1973; Wasserman & Allen, 1985; Wasserman, Shilansky, 

& Hahn, 1986; Yoder & Farran, 1986). 

The frequency of sensitive responding by mothers and fathers was 

found to increase as a function of the children's enlarged repertoire of 
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communicative ski11s (Frey, Fewe11, l Vadasy, 1989; Mahoney, Finger, & 

Powell, 1985; Wasserman et al., 1986). For those infants with severe 

handicaps and a limited range of behav10rs, responsibility for initiating 

and maintaining parent-infant interactions were consistently assumed by 

parents (Mahoney, 1983; Yoder, 1986, 1987). 

When compared to control groups, interactional behaviors exhibited 

by mothers toward their children with severe levels of mental and 

physical involvement inc1uded more dt~ective and contro11ing behaviors to 

offset their chi1dren's decreased rate of responding (Buium, Ry~ders, & 

Turnure, 1974; Cardoso-Martin l Mervis, 1985; Hanzlik l Stevenson, 1976; 

Kogan l Tyler, 1973; Kogan, Tyler, l Turner, 1974; Kogan, Wimberger, & 

Bobbitt, 1969; Marshall, Hegrenes, l Go1dstein, 1973; Mash l Terdel, 

1973; Stoneman et al., 1983; Tannock, 1988; Wedell-Monig l Lum1ey, 1980). 

Bel1's (1971) lower limiting control strategy could explain the frequency 

of materna1 directives. In essence, the qua1ity of infant behaviors did 

not coincide with maternal expectations; and in response, mothers 

attempted to elicit greater amounts of infant responses through prompts 

and directives. 

While Mitchell (1987) and Seligman (1975) recommended moderate 

levels of stimulation, other researchers emphasized greater maternal 

contingent responding to their children (Mackey, 1978; Mahoney et al., 

1985; Mahoney, Powell, l Finger, 1986). Conversely, Crawley and Spiker 

(1983) and Rodgers (1988) did not encourage a change in maternal 

directiveness, since these maternal behaviors were found to be positively 

related to accelerated parental sensitivity and higher cognitive 

functioning of handicapped children. 

The effects of maternal directive behaviors may be best understood 
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on an individual basis, given that hand1capped children present varying 

degrees of responsiveness and communication skills. When parental 

behaviors appear to be stifling active infant behaviors, reduction of 

parental intrusiveness may be encouraged; whereas for lower functioning 

children, maternal directiveness may be a natural, important adaptation 

to decreased functioning levels. Appropriate treatment regarding 

parental intrusiveness or senstt1vity can be most accurately assessed and 

treated on an individual basis. 

While most of the literature on parent-infant interaction focused on 

mothers, paternal behaviors received greater attention in recent years. 

Fathers were shown to display varying levels of child care and amotional 

involvement with their nondisabled and handicapped chlldren (Bristol, 

Gallagher, & Schopler, 1988; Crnic, Greenberg, Ragozin, Robinson, & 

Basham, 1983; Gallagher, Scharfman, & Bristol, 1984; Parke, 1986; 

Stoneman et al., 1983). More decisive research findings were reported 

with respect to the direct causal effects of fathers' level of adaptation 

and contingent behavior upon the developmental outcomes of thelr children 

with Down syndrome (Tallman, 1965). Fathers, when compared to mothers, 

were found ta be more effective in obtaining handicapped children's 

compliance to requests and present1ng more social1y interactive games 

(McCollum, 1988). 

Although paternal behaviors directly influenced children's 

behaviors, the level of fathers' adaptation indirectly influenced 

maternal cop1ng behav10rs and mother-infant interaction (Belsky, 1984; 

Bristol, 1984; ~ristol & Gallagher, 1982; Bristol et al., 1988; 

Friedrich, 1979). Maternal attention reserved for fathers and infants' 



s1blings was found to indirectly influence sibl;ng and paternal 

interactions w1th the1r hand1capped children (Margal;t, Leyser, & 

Avraham, 1989). 

lS 

A further perspective of ascertaining the characteristics of parent

infant interaction with handicapped populations included determination of 

the quality of the parent-child relationship. The strength of the 

parent-child relat10nship has an impact on the entire family unit and 

serves as an effective basis from which parental feelings of efficacy and 

child progress arise. The extent of the bond (attachment) between 

parents and their nond1sabled and handicapped children produces the 

enduring motivation to help them sustain effective family functioning 

throughout their lives, and make future affectional bonds w;th others 

(Bretherton, 1985). Attachment behavior may be defined as any form of 

behavior that results in the person attaining and maintaining physical 

proximity to a specifie preferred individual (Ainsworth, 1967; Bowlby, 

1973, 1978, 1980, 1982b; Cropley, Lester, • Pennington, 1976; Stayton, 

Ainsworth, & Main, 1973; Yarrow, 1967). Within the bonding paradigm, 

parents are viewed as the key agent in encourag1ng the infant's sense of 

security and his/her exploration of the environment from this secure base 

(Anderson, 1972; Bishof, 1975; Bowlby, 1982a; Bretherton, 1985; 

Bretherton • Ainsworth, 1974; Campos' Stenberg, 1981; Emde, 1983; 

Klinnert, Campos, 30rce, Emde, & Svejda, 1983; Main & Weston, 1982). 

Thus, the attachment system is formed in such a manner that feelings of 

security and actual conditions of safety are highly correlated 

(Bretherton, 1985). 

Research on the assessment of attachment behaviors of parents and 

young children has predominantly focused on nonhandicapped populations. 
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From this body of literature, it was found that attachment formed in the 

neonatal period was ""t prognost ic of 1 ater mother-infant attachment 

(Walker, 1980). However, studies conducted within the infants' first 

year of life proved to be predictive of later attachment (Bates, Masl;n, 

& Frankel, 1985; Dontas, Maratos, Fafoutis, 'Karangelis, 1985; Erickson, 

Sroufe, & Egeland, 1985; Hinde, 1982; Maecoby 'Martin, 1983; Main, 

Kaplan, & Cassidy, 1985; Ricks, 1985). 

The most frequent method of assessing attachment includes use of the 

Strange Situation paradigm (Ainsworth, B1ehar, Waters, & Wall, 1978), an 

observationa1 paradigm that evaluates infant responses with an unfamiliar 

adu 1 tin the presence and in the absence of the chil d' s mother. The 

Strange Situation paradigm has been implemented with both nonhandicapped 

(Belsky, Rovine, , Taylor, 1984; Bretherton, Bates, Benign1, Camaioni, & 

Volterra, 1979; Egeland 'Farber, 1984; Grossmann, Grossmann, Spranger, 

Suess, & Unzer, 1985; M1yake, Chen, 'Campos, 1985; Sroufe, Schark , 

Mott1, lawroski, , LaFren1ere, 1984; Waters & Deane, 1985) and high-risk 

populations (Bretherton 'Waters, 1985; Egeland & Sroufe, 1981a, 1981b; 

Main & Weston, 1981, 1982). 

With respect to infants w1th Down syndrome, application of the 

Strange Situation paradig. yielded similar behaviors as with nondisabled 

infants in terms of obtaining their mothers' attention (Cicchett; & 

Serafiea, 1981; Serafiea & Ci cchett 1 , 1976). Infants with moderate 

developmental delays (e. g., Down syndrome) were observed to proeeed 

through the same stages of attachment as nondisabled children, but at a 

slower rate, w;th increased response times, and with less separation 

anxiety (Blacher, 1984a; Blacher 'Meyers, 1983; Cunningham, Reuler, 
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8lackwell , & Deck, 1981; Gunn, Berry, & Andrews, 1982). 

ln contrast, application and modification of the St range Situation 

paradigm proved unsuccessful with infants with severe handicaps, sinee 

most of these chndren failed to demonstrate developmentally appropriate 

attachment behaviors (Blacher, 1984b; Blacher & Bror.lley, 1987; Stahlecker 

& Cohen, 1985). However, a wide range of responses were observed. 

Infants with severe handicaps exhibited behaviors ranging from neutral 

responses (e. g., nodding or glancing) to more demonstrative behaviors, 

such as smil ing or cry1ng. Thus, infants having severe handicaps did 

demonstrate less differentiated behaviors when compared to less impaired 

chl1dren, but they were able to e11cit nurturing behaviors from their 

mothers. 

Other observational techniques involved the collection of 

natural htic data on attachment behavior (Odom & Shuster, 1986). Infants 

with severe handicaps were unable to initiate interactions with their 

parents, which was perceived to hamper future maternal bonding (Blacher & 

Meyers, 1983). It was found, however, that infants capable of eye 

contact and exhibit1ng a sm11e of recognition successfully formed 

attachments (Blacher • Meyers, 1983). 

Infants with sensory, physical, and mental handicaps have been 

observed to exhibit delayed, aberrant, or subtle attachment behaviors 

toward the1r parents. The 1 evels of ehlldren' s conwnun;cat ive competence 

and parents' accu rate interpretation of infants' nonverbal eues were seen 

as necessary prerequisites for development of attachment and maternal 

sensitivity (Als, Tronick, , Brazelton, 1980a, 1980bi Fraiberg, 1977; 

Greenberg & Marvin, 1979). Parents typically portrayed their handicapped 

chnd as having at least one disturbing behaviar that impeded attachment 
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format 1 on (McGu 1 re & Meyers, 1971 j Stone l Chesney, 1978). 

Other researchers descr; bed the negative effects of chi 1 dren , s 

delayed cognitive abilities and familial risk conditions (e. g., poverty, 

infant or maternal temperamenta1 characteristics), which fnterfered with 

development of strong effective attachment behaviors and mutually 

5atisfying, reciproca1 interactions (Crittenden a Bonvillian, 1984; 

Schneider-Rosen, Braunwald, Carlson, & Cicchetti, 1985; Waters & Deane, 

1985). Strong attachment behavlors and effective interactions with 

; nfants having severe handicaps were typically not obtained, unless 

intensive, early intervention was provided. 

Intervention focusing on parent-infant attachment and interaction 

have been targeted for both mothers and fathers of 1 nfants w1 th 

handicaps. The treatment methods 1nc1 uded use of videotapes wi th 

fmmediate feedback, direct coaching, mOdel1ng, reinforcement of pos i t i ve 

parental behaviors, assessment of parental teaching skills, and 

encouragement of 1 nfants' cOlllllun i cat 1 ve behav10rs (Booth, Mi te he 11, 

Barnard, & Spieker, 1989; Carney, 1983; Clark & Seifer, 1983; Hanzlfk & 

Stevenson, 1986; Hopman, 1989; Kelly, 1982; Kogan & Tyler, 1973; Parke, 

1986). During these types of interventions, parents were taught to 

interpret and respond cont1ngent1y to their infants' eues and to enl arge 

their informal and forma1 support systems. After complet1ng the infant 

program, parents, espec i a 11y fathers, reported 1 ess depressi on and 

stress, increased child progress, and fewer faml1y problems (Bristol & 

Gal1agher, 1986; Parke, 1986; Vadasy, Fewe11, Meyer, Schell, & Greenberg, 

1984) . 

S1ml1 ar intervention efforts were expended with the creat ion of the 
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Teaching Skll1s Inventory, an assessment of parents' teaching skills 

(Rosenberg, Robinson, & Beckman, 1984). Based on the data reported, the 

parents showed positive changes in their instructional skills within a 

four month period as a result of coaching and week1y-based instruction 

(Rosenberg et al., 1984; Rosenberg, Robinson, & Beckman, 1986). 

SUmmary gf interaction ~ attachment studies. 

The research regarding parent-infant interaction and attachment 

patterns revealed significant differences between parents and their 

children with and without handicaps. The interactional behaviors 

included less contingent responding by parents and their children with 

blindness, deafness, moderate and severe mental handicaps, and orthopedie 

impairments. Parent-infant interaction patterns were negatively affected 

by infants' limited facial and vocal expression, decreased mental age, 

dlminished activity levels, restricted behavioral repertoires, visibility 

of handicap, and lower communicative competence. When compared to 

control groups, parents of children with handicaps exhibited more 

directive and controlllng behaviors ln an attempt to accelerate their 

children's low rate of responding. The extent of the dlsrupting 

influence of the child's handicap appeared to be re1ated primarily to the 

severityof the chl1d's level of invo1vement and communication ski11s. 

Effective parent-infant interaction was highly dependent upon the 

qualityof infant, maternal, and paternal behaviors. Prerequisites for 

effective interactions consisted of parents' willingness to interpret 

subtle cues of infants with moderate and severe handicaps, clearly 

understand ch1ld behav10rs, and nurture spousal support. When these 

parental and child behaviors were present, mutually satisfying 

interactions and effective attachment formation were obtained. 
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While the St range Situation paradigm was used with handicapped 

infants, it appeared to be Most applicable to children with moderate 

handicaps and was more limited for children with severe handicaps. 

Alternative methods of measuring attachment and interactional behaviors 

in more disabled populations need to be explored. 

ln general, the present research concerning attachment and 

interaction did not result in conclusive evidence regarding the long-term 

impact of fathers' involvement on the developmental outcomes of ch1ldren 

with disabilities and the extent of paternal interest in being an 

integral part of intervention programs. Similarly, few studies 

emphasized the influence of early intervention program efforts on the 

behaviors of the entire family (Bristol & Gallagher, 1986; Sandler, 

Coren, & Thurman, 1983). Recently, there was a growing interest 1n 

specifie parental behaviors that had an impact on family well-being. 

Parental Factors Ih!1 Influence Family Well-Being 

Various factors affect the family's ability to fünction effectively 

and to establish mutually pleasurable relationships. Variables including 

the level of support, perceptions, and amount of parental stress have 

been shown to influence the quality of family functioning. 

Still further, a combination of factors such as the family's 

subjective interpretation of the situation, family's beltef system, 

available resources, family cohesion prior to the infant's birth, locus 

of control, quality of the home environment, etc. appeared to help 

predict which families would experience stress and anxiety (Bristol et 

al., 1988; Byrne & Cunningham, 1985; Friedrich et al., 1985; McCubbin & 

Patterson, 1983; Parke, 1986). 
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Stress experienced by parents and sib11ngs was not necessarily 

viewed as an inevitable consequence of living with a mentally handicapped 

child. The stress of parenting a child with a disability was similar to 

the level of stress experienced by parents of children without handicaps 

(Bristol et al., 1988). The frequency of stress, as reported by single

and two-parent families having developmentally disabled children, 

resulted ln no statistically differences, after one controlled for the 

levels of socioeconomic status and maternal education (Beckman, 1983; 

Bristol, 1985; Longo & Bond, 1984). Thus, one should not assume families 

may be experiencing accelerated levels of stress, because support from 

immediate family members could prevent or have a buffering effect on 

on stress. 

Interestingly, the severity and nature of the child's intellectual 

impairment was unrelated to reported levels of parental stress 

(Beckman, 1983; Bristol, 1987; Kazak, 1986). Instead, the level of 

physlcal impairment and behavior problems were seen as mediators of 

stress, regardless of the level of parental education, family income or 

ethnicity (Breslau, Staruch, & Mortimore, 1982). Other variables 

associated with higher levels of perceived stress related to the infant's 

level of responsiveness, temperament, and increased/unusual care-taking 

demands; resulting from excessive levels of physical involvement or 

lnapproprlate behaviors. Based on the ,hild behaviors reported, an 

infant with severe physical and mental handicaps often added strain and 

tension within a family due to accelerated child care requirements. 

Furthermore, both fathers' and mothers' satisfaction with the level 

of informal social support proved to be a salient factor in parental 

adjustment. Spousal support extended to mothers was positively related 
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to increased maternal parenting competence (Bristol, 1984; 

Bronfenbrenner, 1975; Cummings, 1976; Friedrich, Wilturner, & Cohen, 

1985; Stlber, 1989). Fewer familial coping problems were reported when 

adequate support and parent education were provided (Bristol, 1985; Dunst 

& Trivette, 1986a). 

Comparative data indicated that fathers of preschool children with 

developmental delays reported less support on the reported measures, wh en 

compared to the mothers (Goldberg et al., 1986). The fathers' decreased 

levels of support could have been due to l1mited access to support 

personnel and professionals, and/or immedfate famfly members could have 

extended greater maternal support as mothers often had increased child 

care responsibilities. 

In reviewing the literature on parents of children w1th 

disabt11ties, conf11ct1n9 results were apparent wtth respect to 

differential effects of support on mothers and fathers. Fathers of 

children with handicaps reported more marital difficulties, when 

contrasted to the fathers of nondisabled children (Bristol et al., 1988). 

With reference to the disabled chtldren, the mediating factor for 

paternal adjustment was the amount of percetved spousal support; whereas 

for the mothers, it was dependent upon the amount of support received and 

the extent of perceived support (Friedrich, 1979; Parke, 1986). 

Furthermore, Solomon (1919) extended the effects of stress presented 

by Byrne and Cunningham (1985) and Beckman (1983) by reporting stress to 

be a precipitating cause of abuse. Physical care of handicapped 

children, in general, taxed the families phys1cal1y, emotionally and 

financially. As a result, the long-term physical care coupled with the 
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parents' initial reactions of anger, denial, and guilt increased the 

possibility of abuse (Solomon, 1979). Blacher (l9ti4a), supporting 

Solomon's (1979) findings, reported that separation at birth and repeated 

hospi ta li zat i ons cou 1 d 1 ead to the i nterference of the normal bond i ng 

process, parental abuse, and neglect of the ch11d with severe handicaps. 

In general, handicapped children have a higher representation in abused 

populations (Frederich • Boriskin, 1976). Eval uation of studies 

involving handicapped chi1dren revealed, however, numerous methodological 

weaknesses and fai1ed to support inevitable abuse/neg1ect of children 

with handicaps (Chandler & Lubeck, 1989; Dietrich, Starr, & Kaplan, 

1980). As such, the presence of a handicapped child does not necessary 

place the family at-risk for chHd abuse or neglect. 

Given the concerns indicated with the abuse literature, 

investigators have considered various methodological procedures in order 

to discern early i ntervent ion program' s impact on perceived parental 

stress and behaviors (e. g., Dunst, 1986). Different forms of support 

can be viewed as mediating variables that affect parental attitudes, 

aspirations, expectations, and perceptions of child behavior. The more 

support provided, the less devastating a child's disabi1ity may possibly 

appear. Conceptua1ly, one would evaluate the impact of social support 

while controlling for confounding and/or competing variables (e. g., age 

of enrollment into the program) (Dunst, 1986). 

Statistical analysis in eva1uating key variables affecting child 

progress could be conducted through stepwise or h1erarchical multip1 e 

regression, given sufficient numbers of subjects were obtained (Bricker & 

Dow, 1980; Crnic et al., 1983; Dunst, 1986; Gunn et al., 1982; Marfo, 

1984). Main and interactive effects of different sets of variables on 
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child progress could be obtained. 

Sumrnary gf Darent variables 1bJ1 influence familY well-being. 

Based on the studies involving parent character1stics, several 

themes arose. Parents, who experienced less intrafam1liar support and 

greater stress, displayed less than optimal sensit1v1ty and responsivity. 

As well, parents placed a greater emphasis on the level of their child's 

physical impairment and behavior problems as the primary cause of 

parental stress. 

While Frodi (1981) and others cited that specific child 

characteristics or temperamental behaviors (e. g., piercing sounding cry) 

may precipitate parental abuse, numerous weaknesses in the literature 

failed to support the inevitable abuse/neglect of handicapped children. 

lastly, measurement of the effects of support services extended to 

families was suggested as an alte;",lative means from which the impact of 

various early intervention services could be assessed. While parental 

behaviors influenced the development of their relationships, interactions 

among siblings were also indicative of family well-being. 

Sibling-thilA Sybsystem 

A family systems approach emphasizes the interaction between all 

family systems. As such, one important subsystem was the sibling

handicapped child relationship. The transactional nature of their 

relationship results in each sibling influencing the behaviors of the 

others on a longitudinal basis (Crnic & leconte, 1986). 

The sibling subsystem has characteristics that are influenced by 

family interactions and are reflective of individual personalities. 

There are direct and indirect effects from family relationships on the 
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sibling subsystem. The quality of parental relationships and child

rearing practices with nondisabled and handicapped children has an 

indirect impact upon the sibling relationship; whereas siblings directly 

influence one another's behaviors (Brody & Stoneman, 1986; Dunn, 1988; 

Lawson & Ingleby, 1974; Rodger, 1985). For example, it has been found 

that the siblings' temperaments were related to tne different types of 

conflicts that arose; while the family's emotional climate was influenced 

by the frequency and intensity of the conflicts between the children and 

the amount of parental attention (Brody, Stoneman, & Burke, 1987; Ounn, 

1988). Belsky's (1981) approach, that events in one family subsystem 

(e. g., parent-child) impacts upon the other family subsystems (e. g., 

siblings), provides support for the transactional, interactional nature 

present in families. Thus, in any exploration of a family unit, one 

needs to examine the quality of relationships formed by s1blings with a11 

family members. 

Specifie characteristics associated with the adaptation by siblings 

to the presence of a child with handicaps have been examined. Previous 

research has focused upon children's ages, gender, family size, 

temperament, parental attitude, role issumption, and coping reactions. 

The focus of the research assumes a reciprocal, interactional model, 

whereby each ch1ld influences the other. In describing the adaptation of 

nondisabled children to a sibling with handicaps, coping responses have 

been found to be mediated by familial, psychological, and personality 

variables (Crnie & Leconte, 1986; Gallagher • Powell, 1989; Lobato, 1983; 

McHa1e et al., 1984; Powell & Qg1e, 1985). 

Graliker, Fishler, and Koeh (1962) found that first-born and older 

s1blings fared better by the liter birth of a handieapped sibling, 
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whereas younger male sibltngs exhibited greater adjustment problems and 

assumed a more dominant role in the relationship (Breslau, 1982; Crnic & 

Leconte, 1986). Further, younger siblings close in chronologieal age did 

not experience the same amount of parental attention afforded to older 

children with handicaps (Simeonsson & Bailey, 1986). As well, the level 

of childhood competence influenced the perceived quality of the 

relationship by the siblings (Segun, 1989). 

Similarly, older female sib11ngs experienced greater adjustment 

problems, because they were frequent1y required to assume many of the 

child-rearing roles for hand1capped children (Brody, Stoneman, & 

MacKinnon, 1982; Farber, 1960; Stoneman, Brody, Davis, & Crapps, 1988). 

S1b11ngs of the same gender have been reported to be more adversely 

affected due to their close identification w1th their siblings with 

handicaps (Grossman, 1972; McHale, Sloan, 1 Simeonsson, 1984). Further, 

Pfouts (1976) has found that nondisabled brothers displayed ambivalence 

toward their brothers with mental retardation, while the handicapped 

siblings have been reported to be hostile toward the1r nondisabled 

brothers. Thus, d1fferences among age and gender produced varying 

effects on siblings and demonstrated the interactional effects of 

sibltngs' behav10rs (Baskett • Johnson, 1982; Brody & Stoneman, 1983, 

1986; Lamb, 1978; Moore, 1969). 

The research suggested that siblings from larger families adjusted 

better, since parental expectattons were shared among the children 

(Stoneman et al., 1988; Taylor, 1980). Correspondingly, the children's 

temperaments and the famtly socioeconomic status (SES) resulted in 

differential effects (Ga11agher 1 Powell, 1989). Children from low SES 
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homes assumed greater care-taking tasks, while middle class children 

exhibited greater concern with the st1gma associated with having a 

handicapped s1b11ng (Se11gman, 1983). 

A common theme throughout the studies was that the adaptation and 

attitudes of the children mirrored parental attitudes (Brody & Stoneman, 

1986). It has been suggested that an indirect effect of parental 

attitudes occurs through the roles assigned and the demands placed upon 

sib1ings, e. g., teacher versus p1aymate (Brody & Stoneman, 1986). In a 

study exp10ring the outcomes of interactions between chronical1y ill 

children and their sib1ings, the qua11ty of the marital relationship and 

maternal support system was related to the slbl1ngs' adJustment (Taylor, 

1980). Therefore, positive re1ationship$ among al1 family members may be 

encouraged by including each family member wlthln a treatment program. 

Furthermore, determinants of $lb11ngs' adjustment were found to be a 

function of the severity of the handicapping condition, perceptions of 

the chi1dren's competence, and their interactional behaviors. A lack of 

conclusive evidence for determinlng typical behavioral reactions by 

siblings was partly due to the individualized nature and set of 

circumstances associated with the family's coping. 

Sibl~ngs' decreased abl1ity to cope with a child's severe 

handicapping condition originated from varying causes. For example, 

Skrt1c et al. (1984) found that nondtsabled siblings were more adversely 

affected when sibllngs had mi1d handicaps since they engaged in similar 

social activities. I~ contrast, children with severe handicaps rarely 

participated in the same social environments as their nondisabled 

siblings, and thus causing les$ negat1ve sibl1ng reactions. 

Negative behaviors displayed by sib1ings inc1uded competition for 
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parental attention and resources, compensation for the handicapped 

child's limitations, confusion regard1ng parents' var1abtlity in coping, 

exclusion from the parent-disabled chl1d dyad, demonstration of 

accelerated tnappropriate behav10rs, and betng the reciptent of bribes to 

compensate for diminfshed parental attention and time (Blackard & Barsh, 

1982; Breslau, 1982; ChinUz, 1981; Crocker, 1983; Featherstone, 1980; 

Harder & Bowditch, 1982; McHale et al., 1984; Taylor, 1980; Tritt & 

Esses, 1988). 

School-age chHdren and adolescents frequently experienced 

difflculty in answering peer questions about their sfblings' handicaps, 

embarrassment from people' s stares, etc. (Skrt 1 c et al., 1984). When 

s1b11ng$ reached adulthood, Grossman (1972) found that they expressed 

fear about bear1ng a chl1d wtth handicaps and/or gul1t concerning the 

burden of care that rests with the parent. As the parents grew older, 

the shift of the respons1b1lity for future care of the handtcapped family 

member often remained with the siblfng (Crocker, 1983; Powell & Ogle, 

1985). Thus, the family 11fe cycle lncluded a gradual transition of 

responsibi11ty from parents to their chl1dren (Turnbull et al., 1988). 

Further, researchers i nvest 1 gated the impact of the normal si b li ng 

on the disabled chl1d (e. g., Wellen' Brown, 1982). S1blings reported 

engag1ng 1n negat1ve behaviors toward their disabled slblings, e. g., 

interrupting the handicapped chlld's responses, saying or perform1ng 

cruel or Ingry lets and st.tements, etc. (Taylor, 1980; Wellen & Brown, 

19B2). Stbllng reaetions 1ncluded poorer self-concepts, and anger over 

damage to parsonal belong1ngs and restriction of family outings (Chinitz, 

1981; Ferrari, 1984; Harvey' Greenway, 1984). Wh en compared with 
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siblings w1thout a hand1capped sibling, they were reported to have 

negative emotions, wh1ch 1ncluded accelerated anxiety, embarrassment, 

guilt, and anger concerning the handicapped child; conf11ctive relations 

with parents; and decreased amounts of interpersonal relationships 

(Breslau, Weitzman, & Messenger, 1981; Farber, 1963; Fowle, 1968; San 

Martino & Newman, 1974; Skrt1c et al., 1984). 

Gallagher and Powell (1989) found that siblings' adjustment problems 

increased as they became cognitively aware of the full extent of the 

effects associated with their sib1ings' handicapping conditions, 

regardless of child functioning levels. In contrast, Gath (1978) found 

that sib11ng adjustment problems, as reported by their parents, were 

found to exist prior to the birth of siblings with Down syndrome; and 

thus, not causa11y linked to the handicap. In rev1ew of the results from 

both studies, the siblings' adjustment was mediated by the children's 

perspectives, the functional behaviors of the handicapped child, and the 

severity of the handicapping condition. 

Whi1e negative effects were reported (Skrtic et al., 1984), some 

research has yielded positive resu1ts. For examp1e, sib1ings of children 

with mental retardation were shown to have large networks of friends 

(Caldwell & Guze, 1960; Cleveland & Miller, 1977; Stoneman et al., 1988), 

rather than the social isolation reported by Crnic and Leconte (1986). 

Other studies considered the influence of the sib1ings with 

handicaps on the development and behaviors of nondisabled siblings. For 

instance, siblings expressed pleasure and a sense of pride resulting from 

their teaching efforts and their involvement in behavior modification 

programs (Schreibman, O'Neill, & Koegel, 1983). Yet, Crnic and Leconte 
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(1986) questioned whether siblings should assume these additional 

responsibi11t1es. As well, s1blings were rated as more supportive, 

kinder, and less hostile by their parents than siblings of nonhandicapped 

children (Chinitz, 1981; McHale & Gamble, 1989). Siblings a1so 

demonstrated positive, constructive reactions to the presence of a 

disabled sibling (e. g., an increased sense of competence and self-worth, 

functioning as behavior change agents, greater empathy, etc.) (Gal1agher 

& Powell, 1989; Powell & Qgle, 1985). Dunn (1988), studying co11ege 

students, found that they demonstrated higher levels of altruism, 

patience, and kindness when contrasted to famtlies without handicapped 

children. 

Although effective relationships between siblings may be d;fflcult 

tu establish and maintiin, the incidence of relational problems is no 

more frequent th an the control groups (Dunn, 1988). The effects of 

sibling relationships in families with handicapped chl1dren do not 

conform to a consistent pattern. The important conclusion is that 

siblings of chi1dren with handicaps may or may not have mal ad just ment. 

Their adaptations can range along a continuum of inadequate coping to 

satisfactory adjustment (Breslau et al., 1981; Simeonsson 1 Bailey, 

1986). 

Results of studies involving siblings generally have included 

derivation of artthmettc means for discrete behaviors. This statistical 

procedure does not permit illustration of the full range of extremely 

positive or negative behaviors (Simeonsson & Bailey, 1988). Without 

adequate discussion of a11 beh.viors falling a10ng a continuum, on1y 

typical behav10rs are shared. Furthermore, many of the early studies 
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have not included direct observation of sibling interaction, nor 

comparison to nonhand1capped sibling dyads (Hannah & Midlardsky, 1985). 

ln order to investigate siblings' adaptations to siblings with handicaps, 

the contexts must be cons i dered , during which interactions are observed, 

and behaviors and attitudes fluctuate across various activities, e. g., 

play times, care-taking activities (e. g., feeding) (Brody & Stoneman, 

1986; Crnic & Leconte, 1986; Lamb, 1978; Quilitch & Risley, 1973; 

Senapati & Hayes, 1988; Tritt & Esses, 1988). Many of the reported 

results revealed parental perspectives of sibling relationships for 

specifie populations, rather than the siblings' viewpoints. Without use 

of comparison groups, it was not known whether sibling interactions 

involving handicapped and nondisabled children were typical of 

relationships shared by nonhandicapped children. 

More importantly, Skrtic et al. (1984) have suggested that 

investigations should include observations of the entire family so a 

richer understanding of each family would be obtained. Interactions 

between family members may differ in one- and two-parent families 

(Bristol, Reichle, • Thomas, 1987; Fewell & Vadasy, 1986; Powell & Ogle, 

1985). Thus, observations of the different behaviors displayed by 

siblings across contexts and times would be possible by investigating the 

transactional behlviors between family members. 

Given the paucity of studies in which the entire family has been 

observed, Berger and Foster (1986) emphas1zed evaluation of treatment 

effects on 1nd1vidual family members and family subsystems. Siblings of 

children with handicaps have clearly expressed a consistent, recurrent 

need for information concerning handicapping conditions. Persistent 

questions raised by s1blings involved requests for atcurate information 
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on genetic implications, the nature and cause of the disability, and 

suggested responses to questions posed by peers (Crnic & Leconte, 1986; 

Powell a O9le, 1985; Skrtic et al., 1984; Tritt • Esses, 1988). Other 

concerns centered upon parental expectations, personal feelings toward 

their sib1ings, and avai1able community services for their handicapped 

sib1ings (ernic & Leconte, 1986; Powell & Qg1e, 1985). 

In general, siblings appeared to be at-risk for social, behavioral, 

or emotional difficu1ties due to the continuing stress of living with a 

sibling with handicaps (Wik1er, 1986). As with parents, adaptations 

varied throughout the siblings' lives. Thus, siblings must be considered 

as an integra1 part of the family unit whose needs and individua1 

characteristics must be recognized. Rather than increasing the 

responsibility of teaching or care-taking, siblings shou1d be 

provided with supports that strengthen their coping strategies (Crnic & 

Leconte, 1986; Powell & Ogle, 1985). 

ln conclusion, siblings exhibited a continuum of positive and 

negative reactions ta the stresses associated with living with a 

handicapped family member (Turnbu1', 1988; Turnbul1, 81ue-Banning, Behr, 

• Kerns, ]986). Future investigations should include exploration of 

effective coping behaviors and processes utilized by families (e. g., 

family strategies, integration into community activities, etc.). The 

knowledge gleaned from effective familial coping strategies may assist 

treatment efforts with other fami1ies. 

Sumrnarv gf llul sibling sybsystem. 

Research on the effects of having a handicapped sib1ing produced 

bath confusing and contradictory results. Siblings' adaptations to a 



33 

family member with handicaps varied as a result of child tempe rament , 

roles assumed, gender and age of siblings, parental coping, SES, and size 

of the family. The level of adjustment exhibited by nondisabled siblings 

was also influenced by the amount of integration of the handicapped chi1d 

into similar environments, and siblings' appraisal of handicapped 

children's competencies. 

Furthermore, siblings exhibited both positive and negative behaviors 

toward their brothers and sisters with handicaps. Sibling responses to a 

sibling with a disability significantly differed according to the 

contexts studied, families' 1ife styles, and personality characteristics 

of each family member. The overwhe'ming request from siblings for 

information regarding the handicapping condition of their brothers and 

sisters has been well documented. Ob~ervation of sibling interaction was 

recommended as a means to understand the comp1exity of their responses. 

It has been emphasized that the needs and concerns of siblings be 

incorporated into an intervention plan. No consistent pattern of si~ling 

adjustment has been found as revealed by the varl,bility in positive and 

negative behaviors across siblings of different ages, gender, and SES. 

Given the transactional nature of family subsystems, sib)~ngs are 

considered at-risk for developing adjustment problems and m~st be 

provided with support and intervention. 

Models gf Interyention 

A consistent effort to augment child competence and family well

being has been wide1y reported. A significant number of the previous 

intervention efforts have been directed toward young chi1dren from 

socia11y disadvantaged families. Providing services to these children 

was designed to interrupt the cycle of poor scho1astic achievement 
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arising From poverty (Beretter a Englemann, 1966; Bryant & Ramey, 1987; 

Field, Widmayer, Stringer, & Ignatoff, 1980; Heber & Garber, 1971; lazar, 

Dar11ngton, Murray, Royee, & Snipper, 1982; Ramey, Bryant, Sparling, & 

Wasik, 1985; Ramey, Stedman, Borders-Patterson, & Mengel, 1978; 

Sehwe1nhart & Wei kart, 1980; White, 1971). 

In general, researehers have proposed two conceptual models of 

intervention to be used in home- and center-based settings, relationship

focused and family-focused intervention models. A relationship-focused 

approach refers to a model that emphasizes intervention ln the parent

child subsystem. Essentially, a relationship-focused program encourages 

parent-infant reciprocity, parental competency, and problem-solving 

(Affleck, McGrade, McQueeney, • Allen, 1982a, 1982b). 

Intervention uSing a relationship-focused model emphasizes the 

reeiprocity inherent within parent-infant interactions; the creation of 

favorable condition for attaehment, and of the foundation for successful 

parent;n!) skills (BroIW1ch, 1976,1978,1979). Wh en a professlonal uses 

this approach, assessment of parental feelings and behaviors results in 

the identification of specifie parent goals. Through intervention, 

parents learn speCifie skills that will augment their ehild's competence 

as well as develop and reinforc~ mutually sat;sfying rel ationshlps. 

Util1zat1on of the rel at1onship-focused model, as measured by the 

Parent Behavior Progression (PBP) (Bromwich, 1978), revealed that 

mothers, who received treatment using the relationsMp-focused model, 

displayed greater emotional and verbal responsivity to their infants, 

part1c1pated in more reciprocal activities, and appeared more involved 

with their children than the control group of parents and children wi th 
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high risk and handicapping conditions (Affleck et al., 1982a, 1982b). 

Similarly, parents continually improved the quality of their behaviors 

and provided home environments that were supportive of their children's 

development over a two year period (Allen, Aff1eck, McQueeney, & McGrade, 

1982). The relationship-focused mode1 provided a framework from which 

measurement of parent-child interactions served as guide1ines for 

intervention. 

An extension of the relationsh;p-focused model is the deve10pment of 

the fami1y-focused intervention model. Family-focused intervention 

emphasizes the parent-child relationship as we11 as re1ationships among 

the other fami1y members (Bristol & Ga11agher, 1982). The goals are ta 

assist fami1y members in (a) coping with the evolving needs of a child 

with a handicap, (b) comprehending the child's role as a family member 

and as an individual, (c) establishing and maintaining mutually 

pleasurable and developmental1y appropriate parent-infant interactions, 

and (d) designing programs based on parental input (Bailey, Simeonsson, 

Winton, Huntington, Comfort, Isbell, 0'00nne11, & He1m, 1986). The prior 

emphasis on the parent-child re1ationship is a1tered to inc1ude the 

entire fami1y, in arder to ensure the needs of a11 fami1y members are 

ba1anced and chi1d progress ;s acquired and maintained (Barrera & 

Rosenbaum, 1986; Darling, 1989; ounst, Trivette, & Cross, 1986b; Flynn & 

McCo1lum, 1989; Mahoney, 0'Sul1ivan, & Fors, 1989; Mahoney & Powell, 

1988; Slater & Wik1er, 1986). 

Similar1y, the fami1y-focused intervention model considers the 

family's perspectives, competing needs, and relationships between various 

subsystems (Darling, 1989). W1thin this model, families are viewed as 

having the capabi1ity to make responsible decisions concerning their 
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children; and any digression From this capability is the result of 

insufffcient opportunities to develop these decision-making skills 

(Cohen, Agosta, Cohen, & Warren, 1989). Professionals are regarded as 

facilitators of family change, resulttng in parents deriving a sense of 

control over their life's circumstances. Proposed goals must reflect the 

cultural, religious, ethnie, and economic characteristics of each family. 

The importance of obtaining parental perspectives and approval of the 

proposed intervention goals is stressed, as professionals often 

overestimate the impact of the handicapping condition on family 

interaction patterns, the level of support needed, and parents' inability 

to utilize pertinent teaching techniques (Blackard & Barsh, 1982). 

ln summary, the fam1ly-focused model of intervention consists of 

observations of the family' s interaction patterns, the development of 

hypotheses regarding famfly needs, and the implementation of techniques 

to facilitate family growth. Success of treatment is determined by the 

ngoodness of fit concept", a match between the child, family, and 

environment (Bailey et al., 1986; Simeonsson, Bailey, Huntington, & 

Comfort, 1986). It is also suggested that goal attainment scaling could 

be used as a means to evaluate a matrix of individually determined goals 

(Bailey, Simeonsson, Isbell, Huntington, Comfort, & Helm, 1988; Calsyn & 

Davidson, 1978; Carr, 1979; Kiresuk & Sherman, 1968; Mahe,·, 1983; Romney, 

1976; Shuster, Fitzgerald, Shelton, Barber, & Desch, 1984; Simeonsson, 

Huntington, & Short, 1982; Woodward, Santa-Barbara, Levin, & Epstein, 

1978). Thus, the impact of family-focused intervention should be 

evaluated through child progress, the interactions among the faml1y 

members, and individual family goals. 
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Prior usage of relationship-focused models primarily involved 

families having infants with mild or moderate handicaps. The family

focused intervention model has not been implemented. Application of 

these models to families having children with severe han~icaps would 

provide a holistic approach for facilitating change among the fami1y 

members (Affleck et al., 1982a, 1982b; Bailey et al., 1986, Barrera & 

Rosenbaum, 1986; Bristol & Gallagher, 1982; Bromwich, 1978). 

The success of any treatment is dependent upon whether the initial 

positive effects maintain themselves over a reasonable period. Realizing 

change in the entire family cycle increases the likelihood that positive 

change would be maintained in parenting skills, child competency, and 

sustained, pleasurable relationships throughout the family unit. 

Although these models have, 1n general, rece1ved 1imited interest, their 

applicability to families having a child with moderate/severe handicaps 

is warranted. 

Summary 2f models 2f intervention. 

Intervention emphasizing parent-infant interaction involved two 

approaehes. The relationship-foeused programs centered on reciprocity 

within the parent-infant interaction, competency in parenting and 

problem-solving. In contrast, the family-focused intervention model 

emphasized service to the entire family in order to assist families in 

coping with the evolving needs of a child with handicaps, recognizing the 

child's role as a family member and as an individual, and establishing 

mutually pleasurable relationships between family members. 

Efficacy gf IJrlï Intervention 

The research on the effectiveness of early intervention pointed to 

specifie methodological weaknesses as well as recommendations for future 
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research. Of the studies presented in this review of the l1terature, 17 

studies (28%) were critical reviews of research regarding attachment, 

parent-infant interaction and intervention. Throughout the examination 

of studtes including children with handicaps and their parents, an 

additional 21' provided inadequate subject descriptions that prevented 

generalization within and across groups of comparable populations. 

Similarly, previous reviews found design problems prevalent in the 

early childhood literature. Weaknesses such as inadequate delineation of 

criteria for the inclusion of different categories of children in the 

designs (Simeonsson, Cooper, & Scheiner, 1982), failure to randomly 

assign chlldren to treatment and control groups (ferry, 1981; Simeonsson, 

Cooper, & Scheiner, 1982), sample sizes (Ferry, 1981) and the absence of 

longitudinal follow-up data (Ferry, 1981) were reported. 

Group research designs were not encouraged, because infants with a 

specifie impairment (e. g., mental retardation) represent a heterogeneous 

group with varying parental characteristics, family interaction patterns, 

and requirements for community support services (Bailey & Simeonsson, 

1986; Barna, Bidder, Gray, & Clements, 1980; Barrera, Routh, Parr, 

Johnson, Arendshort, Goolsby, & Schroeder, 1976; Mahoney, 1983; Marfa & 

Kysela, 1985). The heterogeneity of handicapped infant populations was 

markedly pOinted out by Sandow, Clark, Cox, and Stewart (1981). In their 

study, they found that parents of infants with moderate handicaps were 

more concerned with cognitive and social developmental gains; whereas 

parents of infants with severe and profound handicaps v;ewed program 

success in terms of personal support and access to information regarding 

community resources (Sandow et al., 1981). 
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In response to the concerns associated with group designs, one could 

utiHze specifie time series, single subject designs, and replication of 

specifie developmental phenomena across program participants (Kazdin, 

1982; Kratochwill, 1978; Marfo & Kysela, 1985). Replication of a 

treatment program with its accompanying design could be applied across 

children/families and generalized across similar populations. For 

example, Kopp and Kaler (1989) recommended measurement of the adaptation 

made by families, and the growth in the handlcapped infant's social

emotional and adaptive skills. In addition, group designs could be used 

for acquiring an overall measure of a program's applicability to a 

broader range of cl i ents . 

Many of the studies utilized the Bayley Scales of Infant Development 

(Bayley, 1969) as an index of progress for the handicapped samples. This 

assessment was standardlzed on a nonhandicapped population and its use 

with atypical populations was questioned. Concerns with normative tests 

invo1ved their global orientation. Chi1dren with severe deve10pmental 

disabilities may demonstrate minimal changes on the assessment. 

Essentially, these too1s were shawn to be insensitive ta extremely small 

changes of behavlor (Bricker, Carlson, & Schwartz, 1981). Assessment 

devices such as the Battelle Developmental Inventory, that are 

standardized, indivldually administered to nonhandicapped and handicapped 

persons were recommended (Mott, Fewell, Lewis, Meisels, Shonkoff, & 

Simeonsson, 1986). 

Conversely, one should select measures that are consistent with the 

goals of the intervention (Dunst, 1986). For example, the relationship

focused intervention model emphasizes a mutually satisfying, reciprocal 

relationship between parent and child and as such the quality of the 
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parent-infant interactions should be assessed. 

Other measures should concentrate on parental growth. For instance, 

Sandler, Coren and Thurman (1983) evaluated parental instructional 

competence as an index of program success. Investigation of the parent's 

role permitted one to detenmine the impact of parent training upon family 

interaction patterns, and parental attitude and knowledge (Marfo & 

Kysela, 1985; Sheehan, 1981). As mediators of eventual child 

developmental progress, parents as well as the entire family should be 

included in the intervention and measurement of program success 

(Bronfenbrenner, 1975). 

Marfo and Kysela (1985) found that 9~ of early childhood program 

considered the parents and the home environment as critical variables in 

interventioni yet on1y 101 of the studies col1ected process data (e. g., 

programmatic procedures were strictly followed). Two representative 

studies gathered process data which measured family progress and 

uti11zation of community services (Ludlow & Allen, 1979; SObaloff, 1981). 

SYmmary gf efflcaey gf lJIiï jntervention. 

The effjcacy of previous intervention efforts revealed 

methodological measurement and assessment problems. Inadequate subject 

descriptions often limited the generalizab1lity of the results. 

Research recommendations encouraged the use of single subject 

designs with repl1cat1on of treatment across families. Program models, 

such as family-focused intervention, appeared ta be an attractive 

alternative ta the standard curriculum model for families having children 

with moderate or severe handicaps. In this type of framework, 

measurement of fam11y progress could be achieved through observational 
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data, self-report measures, tests standardized on handicapped 

populations, evaluat10n of the ehildren's phys1cal involvement, and 

inventories that assess specifie programmatic goals. Statistical 

analyses of family variables could encompass the degree of change and the 

influence of each fam11y member upon the level of child progress. It is 

with implementation and evaluation of the faml1y-focused intervention 

model that sustained positive growth may be realized by families and 

their infants with moderate and severe disabilities. 
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Infants with moderate and severe handicaps and their families 

present a multiplicity of needs in terms of support and resource 

requirements, behavioral competencies, and interaction patterns. 

Research tnvest1gating faml1y functloning has sU9gested that the 

transactiona1 nature of families results in eaeh fam;ly member 

influencing the other (Silber, 1989). Infants' communicative competence 

can influence levels of parental responsivity and sensitivity, as well as 

affect parental abil1ty ta successfully interpret their children's 

behaviors (Goldberg, 1977). Furthermore, s1blings have been considered 

at-risk for development of adjustment problems as a function of the 

eontinuing stress of living with a sibling with handicaps (Wikler, 1986). 

Sased on the researeh, families having infants with moderate or severe 

handicaps do not present a typical repertoire of behaviors. Rather, they 

are characterized by unique qualities that neeù to be considered on an 

individual basis. 

From the literature on efficl:y of early intervention, many of the 

criticisms have focused on the use of group designs; whereby families, 

having children with a specifie disability, were assumed ta be alike 

(Bailey' Simeonsson, 1986). The lack of concern for the individuality 

of families has resulted in recommendations for single subject designs 

that acknowledge the heterogeneity of handicapped infant populations and 

their families (Marfo • Kysela, 1985). 

As a result, a family systems theory is recognized as a framework, 

From which each fam;ly member's relationship influences the behaviors of 

the other members. Due to the 1ndividualized set of circumstances for 
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each family, a more holistic approach is required that assesses the needs 

of each family member. One recent, promising approach is the family

focused intervention model (8ailey et al., 1986). This model yiews the 

family relationships as a foundation from which mutual pleasure, 

appropriate interactional behaviors, increased child competencies, and 

understanding the child's role as an individual and a family member 

emerge. When professionals are able to facilitate changes in the entire 

family, there is an increased like11hood that positive beh~viors and 

gains will endure, even after services have been terminated. 

Further, the fami1y-focused intervention model stresses flexibility 

and the analysis of the transactions hetween fami1y members in order for 

individua1ized and varying needs to be identified and addressed. To 

date, exp1anation of the model has been presented (Bailey et al., 1986) 

and professional training for using the model has been reported (Bailey 

et al., 1988). Vet, there has been no investigation focusing on its 

imp1ementation for fami1ies having infants with moderate and severe 

handicaps. Utilization of the family-focused intervention mode1 

emphasizes a type of research that is contextually bound, and lends 

itself to both qualitative and quantitative analyses. 

Accordingly, evaluation of parent, sib1ing, and infant behaviars are 

necessary in order to substantiate progress and ta determine the 

effectiveness of the faMi1y-focused intervention model. Measurement of 

change across fam11y members should include assessment of interactional 

behaviors, resources, and attitudes. Acquisition of specifie behaviors 

need to be determined by administration of appropriate assessments or 

goal attainment scaling. Goal attainment scaling has the advantage of 
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measuring idiosyncratic goals, whose constructs may not be readily 

available in traditional assessments. Although goal atta1nment scaling 

has been used in measuring child gains for specifie developmental 

behaviors (e. g., Maher, 1983), application of this method has not 

occurred for analysis of behavior change across parents and siblings, nor 

in the context of family-focused intervention. 

Thus, the overal1 objective of this study is to va1idate the family

focused intervention model with families and their infants with moderate 

and severe handicaps. In order to effectively evaluate the family

focused intervention mode1, the following subgoa1s will be investigated: 

1. Ascertain the amount, type, and quality of behaviors displayed and 
reported by fami1y members having infants .ith moderate or severe 
handicaps. 

2. Determine the range of behavfors dtsp1ayed by parents and 
their children by eva1uating present child developmental functioning and 
neuromotor status, parental instructional behaviors, and sibling and 
parental attitudes. 

3. Implement and assess the effectiveness of the intervention model 
through collection of a variety of data From family measures. 

4. Determine the usefulness of the Parent Behavior Progression 
(Bromwich, 1978) for the evaluation of parent-infant bonding and 
interaction. 

5. Determine which type of intervention techniques are most successful 
in augmenting parent, sibling, and child change through observational 
data and descriptive statistics. 

6. Ascertain the potent;al usefulness of the Sibling Interaction Scale 
(Caro' Derevensky, 1989a) as an observationa1 device designed to qualify 
the types of behav10rs d1splayed by infants with handicaps and their 
siblings. 

7. Determine the potential utility of the Parent Satisfaction Scale 
(Caro, 1989) and the Inventory of S1b11ngs' Perspectives (Caro & 
Derevensky, 1989b) as a means to evaluate parental opinion regarding the 
intervention and the presence of any change in the sib11ngs' attitudes 
toward their siblings with handicaps. 
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8. Describe the strategies families utilize as they cope with the 
current needs of the child with handicaps through the use of qualitative, 
descriptive, and quantitative data analyses. 

The single subject design is chosen as preferable to a group design, 

since infants with moderate and severe handicaps represent heterogeneous 

populations. Each parent, infant and faml1y possess their own unique 

characteristics, family interaction patterns, socioeconomic conditions, 

and need for community support services (Mahoney, 1983; Marfo & Kysela, 

1985) • As a resu 1 t , the goals de 1 i neated for each famil y member will be 

assessed on an ongoing basis, e. g., 1evel of parent-infant attachment, 

parental teaching skills, etc. 

Furthermore, comparisons across families will occur by investigating 

the resu1ts on global measures, such as infant deve10pmenta1 assessments, 

parental expectations ~f chi1d behavior, level of support, sibling 

interactional behaviors, and evaluation of the home environment. Lastly, 

an analys1s of the objectives stressing unique behav10rs through goal 

atta1nment scaling will occur. Similar family objectives implemented 

across families will be evaluated using a multiple baseline approach. 

When individua1 fami1y objectives are different from the goal attainment 

continua of other fami1ies, progress will be reported on an individual 

bas; s. 

Throughout the study, N refers to the sample number. In contrast, X 

denotes the mean of the sample and 5.0. ;s equivalent to the standard 

deviation. 
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The family-focused intervention model was designed to enhance 

effect he family interactions and the skill repertoires of infants with 

handicaps. Documentation of programmatic goals was delineated within 

each fa .. l1y's individualized family service plan. A description of the 

families and procedures 15 provided in th1s chapter. 

Subjects 

Sixteen families having infants with IIIOderate or severe handicaps 

participated in the study (June-December, 1989). All infants possessed a 

chronological age that ranged from birth to three years and exhibited 

moderate or severe developmental delays. A prerequisite for 

participation in the study was that one parent or pr1mary caregiver was 

willing to participate, was present for each intervention session, and 

was f1 uent in Eng11 sh. 

Table 1 provides a detalled description of the infants and their 

families. The ages of the 11 boys and five girls ranged from two to 43 

months (X • 22.13 months, S.D. • 13.90 months). The majority of the 

chl1dren were white (69S), 181 were of mixed heritage, 61 were black, and 

61 were hispanic. The children predominantly lived in middle class, 

intact families in the greater Montreal area and neighboring suburbs. 

Two single-parent families received public welfare assistance, and one 

family was high socioeconomic status (SES). 

The parents' ages ranged from 23-40 years (X • 31.45 years, S.D. • 

4.19 years). As well, 901 of the sibl1ngs (12 boys and elght girl s) were 

included in the assessment and intervention phases. The two siblings of 

chtld 3 were not included, because they ltved in another country. Ages 



47 

Table 1 

Oescrtption if 1bI Infants Jnd Their Familtes 
'.' 

ChUd Cblrl,tlej Ith,1 Elmi]~ Ctiltl,tICjltj'l 
Ch11d Age Race Sex Diagnosts Estimated Faml1y Parents' No. of Age of 
No. (mo.) SES Unit Ages Sibs Sibs 

(years) (mo. ) 

1 2 W Fe OS, MHL Middle Intact M- 27 1 61 
F -31 

2 28 Mixed Ma Tuberous Middle Intact M- 39 1 60 
Sclerosis F- 35 

3 29 W Ma CP, Spastic Lower Stng1e M- 38 2 120, 
Quadrtp1egia F- 40 168 

4 28 W Ma Suspected Middle Intact M- 35 2 48, 
genettc F- 36 74 
defect 

5 2 Mixed Ma OS Middle Intact M- 29 0 
F- 30 

6 31 W Ma Prader- Middle Intact M- 32 1 5 
Willi F- 36 

7 29 W Fe Tuberous Middle Intact M- 24 2 29, 
Sc1erosis F- 23 II 

8 36 W Ma Corttca1 Middle Intact M- 27 1 1 
atrophy, F- 27 
con. facial, 
mod Hl 

9 40 Mixed Ma OS Lower Single M- 32 1 16 
10 43 W Ma CP, Middle Intact M- 37 2 65, 

Hemiplegia F- 37 77 
11 3 W Fe OS Middle Intact M- 27 1 32 

F- 36 
12 10 W Ma OS Middle Intact M- 28 0 

F- 28 
13 31 W Ma Degenera- Middle Intact M- 32 3 127, 

t ive genet i c F- 35 161, 
disease, 174 
sev, visual 

14 10 B Fe Hydro- Middle Intact M- 34 2 65, 
cephal us, F- 34 73 
epi1epsy, 
hypoton1a 

15 16 H Ma Undiag Middle Intact M- 26 0 
neuro F- 26 

16 25 W Fe MHl, Undiag Upper Intact M- 26 1 6 
neuro, F- 28 

Hm. B -Black, Child No. -Child number, CP -Cerebral Palsy, con. facial 
-congentta1 facial anomalies, OS -Dawn Syndrome, F -Father, Fe -Fema1e, H 
Hispanie, MHL -m11d hearing 1055, mod HL -moderate hearing 1055, M 
-Mother, Ma -male, Mo. -month, SES -socioeconomic status, Seve visua1 
-severe visual deficit, Sibs -stb1ings, Undtag neuro -undiagnosed 

,"'1> neuro1og1ca1 defictt, W -white 
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of the siblings ranged from one ta 174 months (1 • 68.7 months, S.O. • 15 

months). The chi1dren typically had one older sibling (N • 8). Five of 

the children with handicaps had younger nonhand1capped siblings, whereas 

the remaining nondisabled children were older th an their brothers and 

sisters w1th handicaps. 

The primary diagnoses of the children's handicapp1ng conditions 

included Down syndrome (N • 5), tuberous selerosis (N • 2), undiagnosed 

neurological deficit (N • 2), cerebral palsy (N • 2), suspected genetie 

defeet (N • 1), Prader-Willi syndrome (N • 1), cortical atrophy with 

congenital facial anomalies (N • 1), hydrocephaly with hypotonia (N • 1), 

and degenerative genetic disease (N • 1). 

From the child assessments, the children displayed a wide range of 

functional levels. Chlldren, who were considered age appropriate (chlld 

1, 5, Il, 12), obta1ned age appropriate developmental levels. Child 5 

demonstrated approximate age appropriate skills and was included within 

this group. All children in the age approprlate group have a diagnosis 

of Dawn syndrome and were considered at-risk for acquiring developmental 

delays. In contrast, child 4 exhibited a mild developmental delay and 

was fe1t to have mild handicaps. 

Children functioning developmentally at one-half of their 

chronological age (child 2, 3, 6, 9, la, 14) were classlfied as having 

moderate developmental delays, while the remaining group of children was 

judged as having severe handicaps, having developmental levels one-third 

to one-quarter of their chronological age (child 7, 8, 13, 15, 16). 

Furthermore, this latter group of children was diagnosed as having 

multiple handicaps. 

The number of subjects was limited to sixteen families due to the 
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age of the ch1ldren, traveling, meal and nap times, and length and 

duration of the intervention. All assessments and intervention had to be 

incorporated 1nto family schedules. 

All children had been previously referred to local infant programs. 

After the local infant personnel presented the purposes of this 

investigation to fami1ies, parents volunteered for participation in this 

study. Prior to the commencement of the study, 501 (N • 8) of the 

chi1dren had rece1ved at least six months of early intervention services, 

whereas the remaining children received educat10nal or therapeutic 

services 2.5 months into the study (N • 6), or were sole1y served by the 

investigator (N • 2) (Table 2). The majority of chi1dren had received 

weekly home- or center-based services from an educator prior to the start 

of the study. The degree of training and expertise of these 

professionals differed widely, which was ascertained through discussions 

with each early interventionist. 

Procedures 

Each family received a two-hour weekly home visit over a five month 

periode Services were provided at no cost to the families. Parent(s) 

and infant were present during the entire intervention session. Sib1ings 

were requested to attend monthly sessions. According to the steps 

de1ineated in the fami1y-focused intervention mode1 (Bailey et al., 

1986), assessment and intervention proceeded in a systematic manner 

(Figure 1). 

The purposes for each assessment device are out1ined on Table 3 and 

discussed be10w. Assessment and intervention activities and their 

corresponding distribution of time are presented on Table 4. The 

strategies for each visit direct1y correspond to each step within the 

fami1y-focused intervention model. The steps to be described, included 



( 

( 

Table 2 

Oescr1otion gf Sery1ces Recejyed hx 1hl Cbjldren 

Subject No. Educator PT OT Speech Investigator 

X* X* X 

2 X X X X 

3 X* X 

4 X 

5 X X X 

6 X X 

7 X X 

8 X* X 

9 X* X 

10 X X X 

11 X* X 

12 X X X 

13 X 

14 X X 

15 X* X 

16 X X X 

N21I. *. services began mjd-September 
Educator • early ch11dhood 1ntervention1st with 3 years post-

secondary education within the Quebec system 
OT • Occupationa1 Therapist 
PT • Ph ys je al Therapist 
Investigator • Home-based intervention provided by the researcher 
Speech • Speech and Language Pat ho 1 agi st 
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/-----------_._------\ /--_ .. __ ..... _---_.-\ /_ .. _._-------------\ 
Assess.nt of 1 FOrwllation 1 Focused 1 
Funy Needs 1 of Hypotheses 1 1 nterv i ew 1 

1 1 1 
1. Child 
Variables 

1 1. summarize 1 1. fami ly 1 

a. Battelle 
b. Bayley 
c. MAI 
d. Other tool s 

2. Faml1y Needs 
a. HOME 
b. Faml1y Resource 

Scale 
c. Faml1y Support 

Scale 
d. Child Expecta-

tion Scale 
e. Sibl1ng Interac-

tion Scale 
f. Inventory of 

Sibl1ngs' 
Perspect ives 

3. Parent-child 
Attachment and 
Interaction 
a. Parent Behavi or 

Progre s sion 
b. Teaching Skl1ls 

Inventory 1 

1 assessment data 1 veri fi es needs 1 
1 1 1 
I~ 2. determine 
" interrelationships 

among measures 

I~ 2. generate 1 
1"" addi t i ona 1 needs 1 

3. generate list 
of proposed childl 
family goals 

1 1 
1 3. specHy and 1 

1 prioritize goals 1 
1 1 
1 4. discuss 1 
1 possible strategiesl 

4. crltica1 eventsl \----.---.----------/ 
a. Crltica1 Events 1 ~L 

Checkl ht l " 
\--_ ... __ .. _._-_._ .. //--_._ .. _---_._-------\ 

Fonul ization of 1 
Plan 1 

1 
1. generate revised 1 
and add1t1ona1 chi1d/1 
fami 1y goals 1 

1 
2. generate goal 1 

attainment seal ing 1 
1 

3. develop interven-I 
tion plan 1 

\---------_._---------/ 
~ 

/._._----_. __ ._-----------------\ 
\- ------ --~---- - --1 

1-----·_------------------\ 
Evaluation of 
Effectiveness 

1. re-administer initial 
assessment battery 

2. evaluate goal 
attainment scallng 

3. assess parent 
sat 1 sfact 1 on 

4. conduct statist1ca1 
analysis 

\._--_._------_ .. _---_._--/ 

Ilpla.ent Intervention 1 

1. provide i nformat i on 

2. facilitate social-emotiona1 
support 

3. provlde parent training 

4. assist parents' membership 
in group activities 

S. facilitate linkages with 
community resources 

1 

1 

\····_----_···_--_··_--_·_------1 
Figure 1. Steps in the Faml1y·Focused Intervent 10n Model, (adapted 
from Bai1ey et al., 1986) 
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assessment (step one), formulation of hypotheses of family goals (step 

two), family-focused interview (step three), f1nalization of the plan 

(step four), intervention (step five) , and evaluation of program 

effectiveness (step six). 

it..c.R .L. Assessment 1Û fam1 J jes' t!ud1 

Assessment of the ch1ldren's developmental levels and neuromotor 

status, parent-infant interaction, and family needs represented the first 

step in the family-focused intervention model. The 101t1al step iovolved 

the assessment of chlld, parent, and sibling behaviors in order to 

determine individual streogths and needs. G1ven the vast array of 

behaviors that couJd be evaluated, it was decided to restrict the numbers 

of measured behaviors. Through the use of standardized assessments, a 

composite profi le of each family' s behaviors was obtaioed. The 

assessment devices did indeed evaluate family functioning. 

~ VARIABLES. 

1. Each infant was assessed with the Battel1e Developiental 

Inventory (Newborg, Stock, Wnek, GUiduba1di, l SVinlcki, 1984). The 

Battelle is a 341 item sca1e that measures children's (birth to eight 

years) responses in the personal/social, adaptive, motor, communication, 

and cognitive domains. It operationalizes specifie behaviors, and 

provides scores for each area and a total score. Further, standard 

scores, percentile ranks, and age equiva1ents are provided. 

The Battelle was standardized on a samp1e of 800 children strat i fied 

by race, sex, and geograph1cal region. Test-retest re1iability and 

inter-rater reliabil ity ranged from .84 to .99 and. 74 to 1.00, 

respectively. Internal consistency coefficients for all five domains 
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Table 3 

Su_ary Ai InU llJU .tJl Assess Famll ies' bId1 

Tit1 e gf Assessment pyrpose .Qf !gJù 

Child Me,sures 

Battelle Developmental Inventory 

Bay1ey Scales of Infant 
Deve10pment (Mental Scale) 

Movement Assessment of Infants 
(MAI) 

Ca11ier-Azusa Scale 

Educational Assessment of A 
Chl1d Nith Little Or No Fine 
Skills 

Overall developmental assessment 
of child 

Cognitive/fine mator assessment 

Quallty of infant's movements 

Observat i ona 1 too 1 for chll dren wi th 
deaf-blind and multiple handicaps 

Developmental assessment for infants 
with phys;cal invo1vement 

Parent/Fa.ily Measures 

Home Observation for Measurement 
of the Envlronment (HOME) 

Fami1y Resource Scale 

Fami1y Support Scale 

Child Expectation Scale 

Parent Behavior Progression 
(PBP) 

Teaching Skills Inventory 

Inventory of Sibl ings' 
Perspectives 

Sibling Interaction Scale 

Screening of home environment 

Adequacy of famlly' s resources 

Variety and extent of different 
sources of support 

Parental perception of child's 
future capabilities 

Parent-infant attachment and 
interaction 

Parent's instructional skills 

Sibling's attitudes toward the child 
with handicaps 

Observation of the characteristics 
of the sibling relationship 
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Table 4 

I1mi Allocation fgr ~ ~ witbin 1hI EamiJv-Eocused Intervention Model 

ïiii1 l (Step 1) 

Cbild Assessment: Bayley (.5 hour) 
MAI (.5 bour) 

Parent Assessment: Eamily Support Scale (.16 bour) (concurrent with 
chi1d assessment) 
Family Resource ScaJe (.25 bour) (concurrent with 
cbild assessment) 
HOME (.50 hour) 

Total Time- 1.91 hours 

ïi1i1 Z (Step 1) 

Child Assessment: Battelle (.75 hour) 

Parent-Infant Attachment: Parent Behavior Progression (.33 hour) 
(completed outside session) 

Family: Cbild Expectation Scale (.16 hour) (concurrent with child 
testing) 
leaching Ski11s Inventory (.33 bour) (completed outside 
session) 
Sibling Interaction Scale (.25 bour) 

lotal lime- 1.82 hours 

Please note: Step 2 is performed outside the bome visits 

Visit ~ (Step 3) 

Inventory of Sibling Perspectives (.16 bour) 
Family-focused Interview (1.84 hours) 

Total lime- 2 hours 

ïi1ii ! (Steps 4 and 5) 

Agreement on Plan (.50 bour) 
Intervention (1.5 hour) 

Total lime- 2 hours 



Visits ~ (Step 5) 

Intervention 
Monthly Observation of PBP (.33 hour) 
Every 2 Months (Visits 6, 8, 10, 12)- Observation uSing Teaching 
Skills Inventory (.33 hour) 

Total Time- 16 hours 

ï1l1t li (Final Session, Step 6) 

Re-administration of Initial Battery of Tests 

Chfld Assessments: Bay1ey (.50 hour) 
MAI (.50 hour) 
Battelle (.50 hour) 

Fam1ly: Concurrent with the chi1d assessments, completfon of 
fo110w1ng too1s: 

Fami1y Support Scale (.16 hour) 
Family Resource Scale (.25 hour) 
Inventory of Siblings' Perspectives (.16 hour) 

Ouring the session, the fol10wing sca1es will be administered: 

HOME (.50 hour) 
S1b1ing Interaction Sca1e (.25 hour) 
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Parent: Comp1etion of Parent Satisfaction Scale (.16 hour) (Parental 
responses will be sought during administration of the child 
assessments) 

Total Time- 2.98 hours 

were reported to be high (.89-.96) (Mclean, McCormick, Bruder, l Burdg, 

1987). Corre1ational analyses between the mental and motor Sca1es of the 

Bay1ey Sca1es of Infant Oeve1opment (Bayley, 1969), Vineland Social 

Maturfty Sca1e (0011, 1969), and various sub-sections of the Batte11e 

ranged from .77 to .95 with Most values in the .91 to .95 range. 

Moderate correlations were obtained between the Bayley Mental 

Developmental Index and the various subscales of the Battel1e and ranged 

from .41 to .63 (Boyd, Velge, Sexton, l Miller, 1989). Of signifieant 

interest was the high correlation of .89 between the Batte1le cognitive 
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domain and the totll age equivalent on the 8ayley Mental Developnaental 

Index (80yd et al., 1989). In the group of infants (birth to 36 months) 

wtth tdent1fted handtcapping condittons, the mean total score age 

equ1valent was found to be significantly lower for the Battelle (7.93 

months) when contrasted to the Bayley [9.08 months (1· 2.75, a <.01)] 

(Boyd et al., 1989). These significantly 10wer scores could have been 

due to the re-standardization needed for the Bayley as the Bayley had not 

been standardized since 1969 (Campbell, Siegel, Parr, & Ramey, 1986). 

However. the di fferences between the mean age scores for the cogn i t ive 

domain (Battelle) and the Mental Scale of the Bayley were found to be not 

significant, allowing adequate comparability. 

2. The Mental Scale of the Bayley Seales of Infant Developient 

(Bayley, 1969) consists of 163 items and measures responses in auditory

visual awareness, object manipulation, imitation, object eonstaney, 

social interaction, and expressive language. A mental developmenta1 

index and an overal1 age level are derived. 

The standardization sample eonsisted of 1262 nonhandicapped 

ehi1dren, stratified by sex, race, and parental education level. Sp1it

half re11ability coefficients were reported to be from .81 to .93 with a 

median of .88. 

Sinee equivalent standard scores were not presented for functtonal 

leve1s below two months, an extrapolated standard score was determ1ned by 

using the estimated Mental Developmental Index scores (Naglter1, 1981). 

G1ven that the Bay1ey Seales were not standardized on infants with 

developmental disabilities, some researchers quest10ned its validity for 

infants with handicaps, e. g., Fewell and Vadasy (1987). Other 
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res.archers (Boyd et al., 1989; Shelton, 1989) deser1bed its w1de 

acceptlbil1ty and usefulness as an index of ehild progress in handieapped 

populations. 

3. The Moy_nt Asses .. nt of Infants (MAI) (Chandler, Andre"s, & 

Swanson, 1980) is a 65 item test that assesses the child's neuromotor 

status and evaluates the qua1ity of the infant's movements, rather than 

the acquisition of normal developmental motor milestones. The MAI 

assesses muscle tone, autonomie reactions, primitive ref1exes, and 

volit1onal movement. Based on the ratings of each behavior, a total is 

derived for each subsca1e and a total risk score is computed. The higher 

the risk score, the greater the indication of a motor handicap. 

4. The Call1er-Azusa Scale (Sti11man, 1974) is an observationa1 

too1 used to evaluate children (birth to nine years) with deafness, 

blindness, or multiple handicaps. It is especially comprehensive at the 

10wer ranges of the sca1e and is predicated on the assumption that all 

children follo" a "normal" developmenta1 sequence. 

The Call1er-Azusa Scale consists of five areas: motor deve10pment, 

perceptual development, daily living ski11s, language development, and 

socia1ization. Based on observable behaviors, an age 1eve1 for each 

subscale 15 obta1ned. 

The major advantage of the Call1er-Azusa Scale 11es in its 

standard1zation sample (chi1dren from birth to n1ne years "ith multiple 

handicaps). The manual does not present any 5tat15t1ca1 data regarding 

1ts validation; and as such, one must consider it a teacher-made 

inventory designed to provide functional levels and programmat1c 

suggest10ns. 

5. The Educational AsseS5lent of A Chi1d with Little Or No Fine 
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Motor Stills (Caro, 1980) is a teacher-made inventory that attempts to 

minimize the fine motor bias found in many infant tools. The objectives, 

methods, and criteria are wr1tten in such a manner that one considers the 

physical abi1ities of chi1dren with orthopedie impairments as we11 as 

their non-verbal and verbal means of communication. Age 1evels in the 

cognitive, receptive language, expressive/gestural language, and 

personal/socia1 areas are derived. The results provide valuab1e c1inica1 

information regarding the infant's behavioral repertoire of skil1s. 

FAMILY VARIABLES. 

Following the assessment of the chi1dren's ski11s, the parentes) and 

sibling(s) behaviors and perceptions were evaluated in order to determine 

their strengths and needs. Given the transactiona1 nature of 

interactions among faml1y members, it was important to document base1ine 

and post-treatment behavlors of each family member. 

Parent measyres. 

1. The HOM Observation for Measur_nt of the Environ.ent (HOME) 

(Bradley' Caldwell, 1977), Form 1 (ages birth to three years), 

de1ineates the type of stimulation avai1ab1e in the child's home 

environment. Observations of specifie behaviors, such as parental 

responsivity, acceptance of the chi1d's behavior, organization of the 

envi ronment , provision of appropriate play materials, parental 

involvement, and opportunities for varied stimulation are assessed. 

Individua1 subscale and total scores are obtained and placed on a 

continuum. The HOME has been administered to children of al1 functioning 

leve1s (Adams, Campbell, • Ramey, 19B4) and has acceptable interna1 

consistency re1iability coefficients ranging from .44 to .89 (subscales) 
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and .89 (total score). Test-retest re1iabi1ity is reported to be .27 to 

.77 for the subtests and .62 to .77 for the total score. Administrations 

of the HOME occurred during the first and last visits (Table 4). 

In addition to observational assessments, parents were requested to 

complete three short check1ists that assessed family resources, support, 

and expectations for their handicapped infants. When adequate personal 

and faml1y resources were present, parental and falllUy well-being, and 

investment in implementing prescribed treatments and in interacting with 

the targeted chi1dren were reported to occur (Dunst, Leet, • Trivette, 

1988). Converse1y, fami1ies with more frequent1y diminished persona1 and 

family resources were reported to have greater physical and emotional 

difficulties, and less time, energy and interest in implementing the 

treatment programs. The sca1es, that are inc1uded, are described be10w 

in numbers two through four. 

2. The FaHy Resource Scale (Leet 1 Dunst, 1985) is a 30-item 

rating scale which measures the adequacy of a variety of resources; 

finances, food, intrafami11ar support, informal support, child care, and 

availability of specialized child resources. Each item is rated on a 

Likert five point scale. Parents independently completed this scale 

during the second session. An index of the type of family needs is 

derived. 

Statistical analyses of the Family Resource Scale included ranking 

of individual items, which yielded a correlation of .81 from the multiple 

ratings. Test-retest reliability of the h1erarchical ranking was .70. 

When imp1emented with parents of young chi1dren at-risk or with 

handicaps, sp1it-half re1iabi1ity was .95. Dunst et al. (1988) reported 

that the Family Resource Scale accounted for 471 of the variance in 
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family well-being and 481 in commitment to intervention. Further, child 

characteristics (chronological age and developmental quotient) accounted 

for an additional III of the variance, but not in commitment to 

intervention (Ounst et al., 1988). 

3. The Fa.1ly Support Scale (Ounst, Jenkins, 1 Trivette, 1984) is 

an 18 item measure assessing the var1ety and extent of different sources 

of support. Each item is rated along a Llkert flve-point continuum 

ranging from "Not At All Helpful" to "Extremely Helpful". Based on 

parental responses, the differential sources of support include formal 

(familial), informal (friends), social groups, professionals, and 

professional groups (e. g., day carel. A total support score 15 derlved 

and provides a measure of the perceived overall helpfulness of the 

available support. Additional support requ1rements that may fac111tate 

effective family integrity and functioning are ascertained. 

Split-half reliabi1ity of the Fami1y Support Scale was .75 (no 

inferential stat1$tics were reported) and was corrected for length using 

the Spearman-Brown formula. Further, test-retest reliabi1ity for the 

total score, conducted one month apart, was .75, whereas .fter 18 months 

it was .41. The difference between the test-retest reliabilities most 

likely ref1ected the changing needs of the family, an expected 

occurrence. 

In order to determine the level of the applied support each family 

in1tia11y received, ana1ysis of its source, frequency, type, and 

satisfaction was conducted. Assessment of family resources, needs, and 

char.:teristics enabled the intervent10nist to identify faml1y 

requirements, and to assess program effectiveness (Fewell, 1986). Thus, 
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a complete array of available coping strategies employed by parents and 

siblings were derived. 

4. The Child Expectation Scale (Dunst & Trivette, 1986) is 

constructed to assess parental perceptions of the future capabilities of 

preschool children with handicaps. It is an eight item rating scale that 

measures parental perspectives of the children's capabilities in 

academic, financial, community, and social independence spheres. Parents 

indicate their perceptions along five possible responses. For example, 

in answer to "Where do you think your child will live as a teenager?", 

the parents can circle any one of the five possible responses: "(1) in an 

institution, (2) in a group home, (3) in a residential school full time, 

(4) in a residential school/go home on weekends and holidays, and (5) 

with his/her own family." 

Reliability and validity were conducted with 137 parents of 

preschool children with mental retardation, physical impairments, and 

developmental delays. The alpha coefficient computed for the eight items 

was .89 and for the total scale score was .94 (no inferential statisties 

were reported). Further, split-half reliability yielded a coefficient 

of .95. The stability copfficient for the total score was r • .96 and 

for the individual items was r • .85. Parental responses on the Child 

Expectation Scale were obtained during the second and final sessions. 

Sibling measures. 

In order to develop a more holistic and appropriate intervention 

plan for families, assessments of the siblings' perceptions and behaviors 

were condueted. These assessments included: 

1. The Sibling Interaction Scale (Caro & Derevensky, 1989a) is a 

twelve item observational scale that assesses specifie sibling behaviors 
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and the hand1capped infant's (b1rth to three years) responses (Append1x 

1). Specifie observable behaviors are exam1ned (e. g., body position, 

language, feedback), wh1ch focus on the sibling as well as the infant 

(e. g., level of response, role assumed), yielding a composite profile of 

sibling interaction. 

The Sib11ng Interaction Scale is not a standardized tool, but 

rather, an observational device upon which discrete behaviors are 

recorded. A range of observable behaviors with1n each 1tem are compared 

aeross multiple sessions. 

This scale was administered during a ten minute unstructured play 

time session. Naturalistic observation of unstruetured play was 

eondueted during the second and final home visits in arder to identify 

specifie sibling behaviors (Table 4). 

Based on the results, specifie behaviors were targeted for each 

sibl1ng. Interpretation of the results was provided to the parents, 

while the extent of feedback to the sibling was dependent upon his/her 

developmental level. Preschool ehildren received praise as well as 

suggestions regarding how to make interactions more pleasurable with 

their handicapped siblings. Similarly, feedback was provided to school

age children with specifie suggestions and explanations being given. 

2. The Inventory of Siblings' Perspectives Forms A and B (Caro & 

Derevensky, 1989b) (Appendix 1) evaluated ehildren's reaetions to their 

siblings with handicaps. This self-report inventory contains ten items 

assessing siblings' roles and self-concept, parental availability, 

behaviors learned From siblings, and the s1blings' perceptions of the 

family's eommunity involvement. As such, it enables exploration of 
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sibling perceptions concerning their siblings with handicaps and how the 

family functions. 

On the school age version (Form A), the child selects the most 

applicable items or writes responses into the blank spaces. Chilùren, 

who are able to read, complete this form independently. On the preschool 

version, Form B, the child marks the respective "face" after each 

questions is read by the investigator. A continuum of sad to happy faces 

represents the potential responses. Feedback regarding each profile is 

given to the siblings incorporating an individualized summary format. 

Upon identification of sibling needs, specific strategies were 

implemented. For example, if the sibling had informational needs, 

pertinent material or discussion was provided. Similarly, if the sibling 

indicated insufficient parental time, presentation of the sibling's 

perspectives was expressed in order to develop parental awareness. 

Through problem-solving, observation, and additional resources or 

support, parents were more able to successfully address the siblings' 

needs. The combination of the Sibling Interaction Scale and the 

Inventory of Siblings' Perspectives provided observational and individual 

data. 

Parent-infant interaction. 

Assessment of parent-infant attachment and interaction comprised an 

important component within the evaluation process. Parental baseline 

behaviors concomitant with infants' developmental needs provided the 

impetus for the specifie intervention program (Bristol & Gallagher, 1982; 

Howard, 1989; Mahoney et al., 1983). 

1. The Parent Behavior Progression (PBP) (Bromwich, 1978) is an 

observational tool that sensitizes the professional to the emergence of 
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discrete, individual parenting behaviors. The scale is predicated on the 

assumption that mutually satisfy1ng parent-child interactions, 

sensitiv1ty, and respons1vity result in an optimally stimulat1ng 

env1ronment for the child. 

The PBP is d1vided into six levels and two forms. levels one 

through three comprise the affective basis or the existence of parent

infant attachment. In contrast, levels four through six constitute a 

delineation of parental behaviors thought to actively provide 

experiences, which promote the child's developmental growth. Fonm One is 

designed for parents of infants with developmental levels of birth up to 

nine months, whereas Form Two is used with parents of infants functioning 

within the nine to 36 month age range. 

The sequence of the levels within each fOTm serves as a point of 

reference for specific parental behaviors. This scale, however, does not 

form a rigid hierarchy that must be strictly followed. Rather, specific 

parent behaviors are prioritized by professionals in order of importance. 

Using the PBP, professionals assist parents in balancing the needs of 

family members. 

Included within the manual are case studies with recommendations for 

intervention. Unfortunately, no statistical analyses (e. g., reliability 

and validity) were performed. Affleck et al. (1982a, 1982b) and Allen et 

al. (1982) in validation studies found that HOME and PBP scores were 

significantly correlated at successive age ranges. 

Administration of the PBP occurred during the second home visit and 

thereafter monthly, in order to ascertain the changing parental needs and 

subsequent objectives for parenting effectiveness. While the PBP 
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evaluates the quality of the parent-child interaction and attachment, it 

does not evaluate the extent to which a parent d1splays a specifie sk111. 

2. The Telching Skills Inventory (Version III) (TSI) (Rosenberg & 

Robinson, 1985) is an observational assessment that 1s conducted within 

the context of the home and measures such behaviors as interaction, 

sensitivity to the child's interests, basic instructional sk1lls, 

feedback, and child responses~ Each of the 14 items 1s accompanied by a 

behavioral description, an example, and a list of possible responses. 

The content of the TSI assumes that (a) a developmental match 

between the child's current functional levels and the expectations should 

be present and, (b) parental responsiveness to the child's interests are 

continuously available. Similarly, active responding, appropr1ate 

feedback, and parental input must be developmentally appropriate. Scores 

range from one to seven for each item, with six being considered adequate 

parental performance. 

Internal consistency was found to be .96 (no inferential statistics 

were reported) (Rosenberg et al., 1984). Inter-rater reliability for 

individual items varied from .83 to .89, with an average of .88 

(Rosenberg & Robinson, 1985). Initial evaluation of the parents' 

teaching skills occurred during the second session and subsequently, 

every two months (Table 4). New parental skills were targeted after each 

observational session. 

~ ~ Generating Initial HVDotheses 

Within this step, the professional summarized the assessment data 

and compared the behaviors of each family member on the respective 

assessments (see Figure 1). Consistency of parental and child behav10rs 

was identified. When discrepant profiles were derived From the various 
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assessments, consideration of test procedures and the underlying 

constructs were reviewed, in order to determine test bias, or the 

presence of any interfering environmenta1 events (e. g., the ch11d 

display1ng an absence seizure). 

N1th1n th1s step, the intervention1st comp1eted the Critica1 Events 

Check1ist, Table 5 (Ba11ey et al., 1986), wh1ch de11neated eight 

stressfu1 emotional and developmenta1 events for fami1ies. If a 

stressfu1 event was present, the professional planned specifie 

interventions in order to reduce its impact, e. g., increasing the amount 

of the fami1y's resources, providing information, discussion, etc. 

A 1ist of potential chl1d and faml1y goals were subsequent1y 

formulated. Parental goals in the areas of attachment, interaction, 

teaching, resources, and support system were estab1ished. Fami1y goals 

emphasized interaction between nondlsab1ed and handicapped sib1ings, 

support, and sharing of information. 

Curricular objectives for infants were ascertained from the Carolina 

Curriculu. for Handicapped Infants and Infants At Rist (Johnson-Martin, 

Jens, & Attermeier, 1986). Individualized objectives were formu1ated in 

the fo11owing area~: sensory abi1ities, cognitive development, 

communication, social ski1ls, se1f-care, fine motor and gross motor. In 

order to uti1ize this curriculum, the assessment log and developmenta1 

progress chart were comp1eted. 

~ ~ Focused Interview 

The fami1y-focused interview comprised the third step (Figure 1). 

During this interview, the professiona1 explored parental understanding, 

concerns and goals with respect to the family and the infant with 
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Table 5 

Cr1t1cal Eyents Checklist 

Non-developmental Events 

1. Has fami1y learned of diagnosis within last six Ves No 
months? 

2. ooes handicapped chi1d have a younger sibling who Ves No 
1s at the point where s/he is matching or beginning 
to exceed the hand1capped child's abil1tles? 

3. Is the faml1y anticipating a program transition Ves No 
(e. g., chl1d will enter a developmental center) 
within the next six months? 

4. Is the child expecting a medica1 operation within Ves No 
the next six months? 

Deve10pmenta1 Events 

1. Has the child just reached or is s/he about to 
reach the age at which Most children walk and is 
not walking? 

2. Has the child just reached or is about to reach 
the age at which Most children begin to feed 
themselves independently, and is not self-feeding? 

3. Has the child just reached or is about to reath 
the age at which Most chi1dren talk and is not 
ta1king? 

4. Has the child just reached or is about to reach 
the age at which Most children are toilet-trained 
(b1adder control), and is not toilet-trained? 

Ves No 

Ves No 

Ves No 

Ves No 

Bai1ey, Simeonsson, Winton, Huntington, Comfort, Isbell, O'Oonnell, 
& He1m (1986) 

handicaps (see Protocol for the Family-Focused Interview, Appendix 1). 

The primary purpose of thls interview was to explore the variety of 

parental perceptions and responses to parenting young children with 

handicaps. Their stories relayed specifie themes as they recounted 
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salient episodes in their lives. The organlzatlon of thelr thoughts 

allowed the lnvestigator to understand the significant events that had an 

impact upon their lives (Mishler, 1979). 

In keeping with the premise of family-focused intervention, 

identification of the family's cultural values and belief system enabled 

the suggested parental roles and responsibi11ties to match the fam1ly's 

value system (Bristol & Gallagher, 1986; Farber 1 Lewis, 1975;, Ninton 1 

Turnbull, 1981). 

Based on the family's responses on the Family Support Scale, Fami1y 

Resource Scale, Child Expectation Scale, and Inventory of Siblings' 

Perspectives, sa1ient issues for the family were identified. From the 

PBP, TSI, and Sibling Interaction Scale, naturalistlc observation of the 

qua1ity and frequency of parental, sib1ing, and infant behaviors were 

obtained. The importance of these data as mediating variables were 

incorporated into the treatment plan. Using data from the self-report 

measures and observations, important additional issues were delineated 

for discussion during the interview. These issues were formu1ated into 

questions to be answered and a list of goals to be prioritized. 

Exploration of these potential avenues for intervention occurred during 

the third visit. 

Pertinent topics to be included were parental and familial coping 

style, constituents of parental and familial stressful events, as well as 

the extent of and need for support, information, and education. Critical 

events that influenced the family's daily living patterns, parental 

prioritie~ for intervention, parental expectations for their child(ren), 

characteristics of the home environment, persona1 attributes of the 
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fam11y members, and existing environmental or financial problems were 

also included (McGonigel • Garland, 1988). An occurrence labeled as 

stressful for a part1cular family may not constitute a stressful event 

for another (Ba11ey & Simeonsson, 1984), and as such, a more 

1ndividualized program was warranted. 

ln order to reduce the intrusiveness of the assessment process and 

the family-focused interview, families were requested to provide 

pertinent information concerning their prioritized needs, rather than 

being requested to share extraneous, personal information. All parents 

were assured of confidentiality (Gallagher, 1989). 

The four phases of the family-focused interview included 

introduction, inventory, summary and priority, and closure (Bailey & 

Winton, 1988). In order to promote an environment conducive to parents 

sharing their feelings, the professional used open-ended questions, non

jargon phraseology, effective listening, and avoided giving advice or 

analysis. Consensus concerning the family's needs, goals, and priorities 

was derived during the summary and priority phase as the professional and 

parents discussed parental statements. 

The final phase, closure, included the proposed objectives being 

summarlzed and the parents being glven opportunities to provide 

additional comments about their feelings or concerns. The importance of 

this phase was demonstrated by Bai1ey et al. (1988) in that 25 percent of 

the final goals were changed to include more specificity. 

Each family-focused interview was recorded (audio) and transcribed 

in order to ensure a comprehensive picture of each family. The context 

of the parental statements and the overal1 home envlronment were 

considered in interpreting these data (Mishler, 1979). A close reading 
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of all parental responses and subsequent coding of the patterns revea1ed 

recurrent themes (Miles' Huberman, 1984). Previous use of this 

qualitative research method ascertained parental attitudes toward 

enrol1ment in an ear1y intervention program and social interaction among 

handicapped and nonhandicapped preschool chi1dren (Ca1houn, Ca1houn, & 

Rose, 1989; Salisbury, Britzman, & Kang, 1989). 

The combination of anecdotal notes and the audiotapes helped to 

ensure accu rate interpretation of parental statements and provided a 

means of "revisiting the data" (Erikson & Wilson, 1982). A consideration 

of the interactions between parents, siblings, and handicapped children 

in the context of the interview and assessment sessions suggested 

reactions, concerns, and cultural beliefs for each family. The 

comparison of parental responses on the self-report measures (e. g., 

Chi1d Expectation Sca1e) and during the interviews permitted the 

identification of central themes and consistencies in responses. 

During this step, parents were a150 provided with the resu1ts from 

the developmenta1 assessments. Discussion of the chi1dren's strengths 

and weaknesses were described in detail along with information concerning 

chi1dren's functional age 1evels. The proposed goals were verified and 

priorttized by the parents. Subsequently, additional objectives were 

jointly developed, ranked, and possible strategies were defined. 

Parental opinions were eonsidered valid pieees of information and 

constituted the focus of the third step. Bailey and Simeonsson (1984) 

and Ca1houn and Rose (1988) emphasized the importance of gathering such 

information regarding chi1d and fami1y characteristics, and suggested 

obtaining parental input regarding the format of the proposed program. 
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~ ~ Form.11zat10n Al j flln 

The f1na11zat1on of the plan stemmed froM the eo11aborattve efforts 

of parents and profess1ona1s. Goals de1ineated by fami11es took 

precedenee over those recommended by the professiona1. It was reasoned 

that goals, wh1eh did not fit the fam11y's value system or 11fe style, 

wou1d be 1ncons1stent1y imp1emented or not emphasized (Bai1ey & 

S1meonsson, 1984). More important1y, these fam11ies perce1ved the need 

for immed1ate intervention for specifie fami1y prob1ems. Any proposed 

plan had to include the family's requested leve1 of involvement with 

respect to time demands, 11fe style, and value system. If treatment was 

app11ed to the fami1y's priorities, potentia1 increases in their ski11 

aequ1s1t10n could be rea1ized, and a trust1ng relationsh1p w1th the 

intervent10nist cou1d be establlshed. 

Add1tiona1 goals perceived as 1ess important, were init1ated after 

an effective therapeut1e re1at10nship had been establlshed. While 

reference to the Carolina Currieu1U1 for Handicapped Infants and Infants 

At Risk ass1sted in designing specifie infant goals and assoeiated 

treatment activities, parent and fami1y goals incorporated family needs. 

As suggested by Turnbull (1988), skills that were required across 

the 1ife-span of the fam1ly were emphasized (e. g., providing adequate 

food, health, shelter; problem-solving, advocacy, d1splaying sustained 

effort, balancing fam1ly members' needs, etc.). These skil1s were 

deve10ped and evaluated on an ongoing, individual basis. 

The eombination of assessment data and the parental priorities 

formed the basis for the proposed treatment. In add1tion to the 

inclusion of functiona1/deve1opmental infant goals, specifie family 

objectives were derived from the assessment data. 
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Goal attatnment scaling provided an avenue ln which to explore the 

hierarchy of possible outcomes for idiosyncratic goals (Maher, 1983). A 

measurable seale was operationalized w1th its accompany1ng behavioral 

descriptions of possible outcomes. The measurab1e behaviors formed a 

continuum ranging from most unfavorable to most favorable outcome. The 

procedurps outlined by Bai1ey • Simeonsson (1988), Kiresuk and Sherman 

(1968), Maher (1983), S~uster et al. (1984), and Simeonsson et al. 

(1982b) were fol10wed and included delineation of specifie behaviors and 

program evaluation. 

Case management occurred by mobilizing the necessary resources or 

services to meet the fami1y's needs. An empowerment and enablement 

perspective (Dunst & Trivette, 1988) was assumed, in which the family 

identified its own needs and strengths, and active1y approached the 

specifie resources and support according to its desires. A professional, 

serving in the capacity as a case manager, encouraged the fami1y's 

capabilities as they learned to negotlate the service delivery system. A 

proactive approach was promoted, whereby the family's strengths were 

further deve1oped, th~ir responsibi1ity for their actions was assumed, 

and their development of making informed decisions was encouraged 

concerning both short- and 10ng-term goals (Bai1ey, 1989; Dunst & 

Trivette, 1988; Dunst, Trivette, & Cross, 1986b). Further, intervention 

consisted of direct treatment in increasing progress in the fo110wing 

areas: chi1dren's competencies, parenting ski11s, and sibling-infant 

interactions. 

SJiR ~ Implementation gf Intervention 

ln applying intervention to families, a proactive approach was 
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assumed, which strengthened the fam11y unit (Kaiser' Henwneter, 1989) . 

The major components of intervention using the fami1y systems approach 

included assisting families in fulf111ing their needs, aspirations, and 

roles; enhancing fam11y functioning; and assisting in acquiring adequate 

social support and resources (Deal t Dunst, • Trivette, 1989; Tl~ïnblJll & 

Turnbull, 1986). Components were not mutually exclusive and we.4 e 

balanced in order to maintain effective fami1y functioning. The faml1y 

unit was viewed within the context from which thei r competencies ~ere 

aequired. 

The major goal s of the intervention phase were to i ncrease chlld 

competence, parenting skills, parent-infant attachment, family 

interaction, parental instructional behaviors, and to estab1ish or 

elaborate the famlly's support system and resources. Whl1e ambitious 

plans were easily developed, they wou1d have served little purpose in 

promoting rapport or positive change. 

Rea1istic goals that considered the famny's life style were 

implemented within the context of daily activities. Various demands 

(e. g., time, finances, intrusiveness, and disruption of fami1y 

aetivities) were taken into cnnsidfJration. Within this context, the 

child with handicaps represented a central, but not an exclusive, 

eomponent of the intervention. 

The intervention plan was written in a manner that considered the 

strengths of the fami 1 y un i t, the ch il d' s present funct i ona 1 1 eve 1s, 

famlly-identified needs, specifie actions assumed by the fam11y and the 

interventioni st, and the evaluation procedures. In se1ecting the types of 

interventions, alternative strategies were presented to the parents 

enabling them to select their preferred option. In delineating short-
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and long-tenl skllls, the suggested techniques were flexible, functional, 

and viable. 

Al though each famil y had i ts un 1 que needs, severa 1 themes were 

encouraged for a11 families. First, sibltng and parental feelings of 

efficacy were emphasized by increasing their abl1ity to interpret the 

infants' eues. Parents and sib1ings were instructed in how to recognize 

the infants' behaviora1 changes in requests and temperament (Go1dberg, 

1977). This aim included teaching infants to respond appropriately to 

parental and sib1ing eues and signals. 

Given the importance of attachment, instructiona1 strategies 

lncluded encouragement, mode1 ing, and discussion concerning parental 

interpretation of their infants' bonding behaviors. It was through these 

efforts that the estabH shment of a loving, caring rel ationship remained 

a priority of treatment. Another focus was to increase parental 

sensitivity, contingent responsiveness to the infants' communicative 

eues, and reinforcement of active infant behavior (Bell, 1971; Mahoneyet 

al., 1985, 1986; Yoder, 1986). 

SimHarly, parents were encouraged to capitaHze on environmental 

events as opportunities for learning. Incidental teaching often provided 

the foci of the chi1dren's interests. For example, the playing of a 

cassette tape recorder could serve as an opportunity during which a young 

child learned to operate the machine independently. Incidenta1 teaching 

encouraged reciprocal play between infants and their family members and 

the infants' abil Hy to control play activities with others (Dunst et 

al. t 1987). 

Parents were taught specifie instructional strategies that enhanced 
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their teaching effectiveness. Effective parental teaching techniques 

included providing corrective and positive feedback, task analysis, use 

of adapted materials, and selecting developmentally appropriate tasks. 

Reference to the ongoing data from the TSI provided appropri ate target 

behaviors. 

The importance of establishing parental instructional skills was 

predicated on several findings. First, parents with greater teach1ng 

skills were apt to provide more appropriate teaching and were more 

committed to providing appropriate stimulation (Bristol & Gallagher, 

1982). Similarly, parents, who displayed instructional competence, 

extended these skills to other family members, e. g., infants' siblings. 

Marfo and Kysela (1985) reported that parents with instructional 

competence produced positive changes in family interaction patterns, 

attitudes, and Imowledge. Thus, the entire family could benefit from the 

parents' increased skills. 

Parental behaviors such as observation, problem-solving, discussion 

and experimentation were emphasized in order to assist parents in 

identifying the precipitating causes of events, possible outcomes, and 

appropriate responses (Bromwich, 1978; Calhoun & Rose, 1988). Through 

th1s type of exploration parents could general ize these skills, as well 

as increase their perceptions of confidence as effective change agents. 

In addition to demonstration of effective parenting skills, the 

i ntervent i onist was an empathet i c 1 istener and provi ded pos i t ive 

reinforcement and encouragement to parents as they shared their concerns 

and aspirations for their childl4 en. It was from these informal exchanges 

that parents often received support. This was substantiated by parental 

statements verbal; zed dur; ng i ntervent ion. In genera 1, the 
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1ntervent10nist served as a support and a resource, and assisted the 

parents in establishing their own informal support networks. 

Throughout the intervention, daily anecdotal notes were written 

immediate1y fo110wing each home visite Observation, recording, and 

interpretation of the families' behaviors suggested the influences of 

their cultural beliefs upon the activities presented, skills learned, 

roles assumed, and parental standards for behavior (Jacob, 1982). 

Qualitative analyses of these observations provided identification of 

simi1arities across families, irrespective of their cultural backgrounds. 

The importance of assuming a family systems model stemmed from the 

fact that intervention applied to one member of the system affects the 

targeted pers on as well as the entire family (Bronfenbrenner, 1975). The 

repercussions of any intervention plan involved the accumulated effects 

of the goals on the child and the family as a whole. 

~ ~ Evaluation Qi Effectiveness 

The final step of the family-focused intervention model (Figure 1) 

concerned evaluating the effects of the treatment plan. The in1tial 

assessment battery was re-administered through a post-test paradigm and 

included the Battel1e Developmental Inventory, Bayley Scales of Infant 

Development (Mental Sca1e), and Movement Assessment of Infants. Those 

infants who required other appropriate assessments (e. g., use of 

Cal1ier-Azusa Sca1e) were reassessed at this stage. 

Further, the parents completed the self-report measures, whieh 

encompassed the Child Expectation Scale, Family Resource Seale, and the 

Family Support Scale. As wel1, observational too1s that assess parent

infant interaction and attachment (PBP), the home environment (HOME), and 



77 

parental instructional competence (TSI) were conducted during the last 

two sessions. The Sibling Interaction Scale was also administered during 

the final home visit. 

Specifie outcomes that represent change in family funetioning 

ineluded: inereased perceived level of support, higher sibling 

satisfaction, improved sibling-sibling and parent-child interactions, 

improved quality of the home environment, independent utilization of 

community services, pursuit of personal or recreational goals, and 

inereased acceptance of the characteristics associated with the child's 

disabillty (Bailey & Simeonsson, 1986). These individually determlned 

goals were measured by goal attainment sca11ng, in which the achleved 

level of performance was recorded. 

Parental satisfaction was measured both in terms of the various 

faeets of the program and of whether the intervention program met the 

families' expectations (Parent Satisfaction Scale, Appendix 1). Sibling 

responses were elicited on the self-report measure (Inventory of 

S1blings' Perspectives) and the observational measure (Slbllng 

Interaction Scale). 

Analyses of the results from eaeh assessment involved the 

calculation of descriptive statistics (Hays, 1981). A single subject 

analysis with multiple baselines were used to evaluate the progress of 

each family on a11 individua1ized goals. Further, qualitative analyses 

of sibling and parental statements and behaviors were conducted. 

Qualitative analyses involved the observation and interpretation of the 

behaviors and the contexts in whlch these behaviors were observed. 

Within all anecdota1 and observational data, each sentence was read and 

the construet associated with the behavior was noted in the margin. 
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Central themes were then developed from the aforement1oned constructs, 

thus comprising an array of related behav1ors. Cod1ng of the behaviors 

proceeded 1n this manner for all qualitative analyses. The use of 

qualitative analyses added to the extent of information obtained 

from the quantitative data (Jacob, 1982). 

In sum, family-focused intervention addressed the major requirements 

for effective treatment of families with a handicapped infant. This 

model possessed the means to consider the developmental and functional 

needs of infants, parental acquisition of parenting and instructional 

skills, parent-infant attachment and interaction, characteristics of the 

home environment, and the perceptions and transactions between family 

members. Implementation of the purposes of the family-focused 

intervention model encouraged the identification of individual family 

strengths and needs and the formulation of appropriate treatment plans. 
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The family-focused home-based intervention model was imp1emented for 

16 families on a weekly basis over a five month periode Based on the 

research that exp10red the efficacy of ear1y intervention, a major 

emphasis was placed on analyzing the child, parental, and sibling 

behaviors. Due to the heterogeneity of handicapped infant populations, 

it was expected that the families would differ with regards to their 

needs for instruction, resources, and community support services 

(Mahoney, 1983; Marfo & Kysela, 1985). The model was designed to 

accommodate for these individual differences. Therefore, data were 

analyzed using a single subject design. 

As well, multiple baseline procedures across individual tests and 

behaviors were conducted for infants, siblings, and parents. In order to 

determine the rate of progress for each behavior, periodic probes 

(re-assessments) were conducted to ascertain the effectiveness of 

treatment. Data regarding the children's, siblings' and the parents' 

performances were compared to the number of intervention sessions a10ng 

the X-axis. In that manner, one ascertained whether the treatment 

techniques were successful in producing changes in the targeted behaviors 

within specifie time intervals. The evaluation of treatment techniques 

was an important distinction from previous studies, since few studies 

examined process data (Marfo & Kysela, 1985). 

Data analyses included derivation of the mean, range, and standard 

deviation for the family measures (Table 6). The frequency of observable 

behaviors was described for each item on the Inventory of Siblings' 

Perspectives and the Sibling Interaction Scale. 
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Tab le 6 

Summarv 2f Statistical Analyses 

Procedyre 

Pre-post-test of a11 
instruments 

Descriptive Statistics 

Pearson Product Moment 
Correlation 

Rationale 

Astertain chi 1d and parent progress 

Ascertain the central tendency and the 
extent of dispersion of the scores for 
each variable 

Determine any relationship among the 
variables 
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The quantitative and descriptive data are presented according ta the 

steps outlined in the famny-focused intervention mode1 (Figure 1). For 

comparison purposes, pretest and post-test data will be delineated for 

the infant, parental, and sibling seales within Step 1. The progress 

obtained on the goals attainment scaling and parental evaluation of the 

program's effectiveness are presented in Step 4 and Step 6, respectively. 

While the initial data on child 13 and h;s fam;1y were presented, post

test data were not collected due to the child's death after 2.5 months of 

home-based services. As a result, family intervention evaluations 

excluded this fami1y. 

Child Variabl es 

Each chi1d was administered the Bayley Seales of Infant Development 

(Mental Scale), Batte11e Developmental Inventory. and the Mavement 

Assessment of Infants during the pretest and post-test sessions (Table 

7). Given that nine of the children were older than 30 months at either 
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Table 7 -
D~s,r;gtiQD 2f a~~I~~m~nt Rlsult~ 
Chlld CA Bayley Battelle Oevelopmental Inventory MAI 
No. MOI Age Level PIS Adap Motor Comm Cog Total Risk 

(mo.) (mo. ) (mo. ) Score 

1 Pre 2.5 84 1. 5-2 2 1 2 2 2 1 39 
Post 8 135 9.5 8 8 6 8 7 8 3 

*2 Pre 28 <28 9.5 8 10 9 8 10 la 8 
Post 31 NIA 13-13.5 14 15 15 18 14.5 16 4 

*3 Pre 29 <28 11 5 10 5 9 16 B 26 
Post 33 NIA 16.5 10 15 9 12 18 12 15 

4 Pre 28 56 19 15 15 19 14 17 17 3 
Post 33 NIA 26.5 21 23 29 18 26 23 0 

5 Pre 2 91 1. 5-2 0 0 2 1 1 a 28 
Post 6.5 88 6 6 5 4 5 6 5 13 

*6 Pre 31 NIA 12.5-13 8 13 14 12 14.5 12 13 
Post 36 NIA 18-18.5 10 16 16 14 19.5 15 3 

**7 Pre 29 <28 7.5 7 8 7 5 7 7 46 
Post 34 NIA 12 9 11 10 12 13 11 14 

**8 Pre 36 NIA 9 8 13 8 la 12 la 32 
Post 41.5 NIA 11.5 11 16 11 12 14.5 13 8 

*9 Pre 40 NIA 22 17 23 23 18 18 20 4 
Post 45 NIA 29 23 24 32 22 27 25 a 

*10 Pre 43 NIA 19-19.5 14 17 23 18 17 18 21 
Post 48 NIA 26.5 17 20 26 18 24 21 12 

Il Pre 3 86 2.5-3 1 2 2 1 3 2.5 la 
Post 8 140 10 7 7 6 8 12 8 0 

12 Pre 10 71 9 6 9 7 la 12 8 16 
Post 14 91 14 8 13 10 14 12 11 4 

**13 Pre 31 NIA l 0 0 a 1-2 0 a 70 
Post Deceased 

*14 Pre 10 <28 4.5 2 3 2 4 3 2.5 68 
Post 14 35 9 6 5 4 8 10 6 64 

**15 Pre 16 <28 4.5-5 5 4 2 5 7 4 69 
Post 20 <28 5.5-6 7 6 3 7 8 6 59 

**16 Pre 25 <28 5 1 5 4 6 2 4 50 
Post 30 <28 6.5 6 7 4 6 6 6 26 

Note. Child 13 died, resulting in no post-test being conducted. Adap == 

Adaptive, CA aChronological Age, Child No. -Child number, Cog =Cognition, 
Comm -Communication, MDI =Mental Developmental Index, Mo. -Month, NIA - =Not Applicable, Pre ·Pretest, Post ~Post-test, PIS 2PersonaljSoc;al, * 

,.... =moderate developmental delay, ** -severe developmental delay. 
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pretest or post-test, comparlsons were performed by analyzlng obtained 

age equ1va1ent scores. ouring the pretest, the children obtained a mean 

age 1eve1 of 9.33 months on the 8ay1ey (S.O. • 6.53 months); whereas at 

post-test (approximate1y 4.5 months later), they demonstrated an overall 

average of 14.33 months (S.O. • 7.65 months). Thus, as a group, 

increases in their mental age 1evels were equiva1ent to performances 

expected for nondisab1ed children. Inspection of indiv1dual performances 

revealed 10 of the children exhibited accelerated progress (Table 7). 

Child 5 and 7 approximated normal progression; whi1e child 8, 15, and 16 

made minimal gains on the 8ay1ey, but slight1y increased their rate of 

progresse Whi1e t-test procedures (Bla1ock, 1979) of pre- and post-test 

scoares failed ta yield significant results, they nevertheless were 

c1inica11y important, because the children demonstrated increased rates 

of progresse 

On the Battelle Oevelopmental Inventory, the children exhibited 

similar results (X • 8.27 months, S.O. • 6.29 months) on the pretest. 

Post-test administration of the Batte11e indicated that as a group the 

children achieved a mean of 12.47 months (S.D. • 6.39), resulting in a 

gain of 4.2 months in a five month periode Examination of the individual 

total Battelle scores revealed, as with the Bay1ey Scales that five of 

the children (ch11d l, 2, 4, 6, Il) displayed accelerated rates of 

performance above the expected normal progression. One child (child 9) 

exhibited normal progression, while the remaining children exhibited 

significantly delayed rates of progress (gains of two to four months). 

As found with the Bayley, t-test analyses fai1ed to reach statistical 

significance (1- 1.93, p<.06). 
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Based on the resu1ts from the Bay1ey and the Battelle, only four 

ch11dren (chi1d 1, 5, Il, 12) were found to be functioning age 

appropr1ately or approximate1y age appropriate on the post-tests. Each 

of these four children had Down syndrome and were considered to be at

r1sk for severe deve10pmental de1ays. Given that these ch11dren were 

functioning at or above their chrono1ogiea1 ages, they exhibited 

important increases in their functiona1 leve1s. The remainder of the 

children had functional 1evels ranging from one-half to ons-quarter of 

their chrono10gieal ages. Although these Il children had significantly 

10wer functiona1 1eve1s on the post-test, the extent of their 

deve10pmenta1 de1ays was 1essened due to their demonstration of rapid 

ski11 acquisition. 

Inter-rater re1iability was conducted across the 8ay1ey and the 

Batte1le for 6% of the subjects (N • I). Comparison of the test 

procedures, child responses, Mental Developmental Index, and age levels 

revealed 100~ agreement. Whi1e further inter-rater re1iabi1ity may have 

been warranted, the 1001 agreement and 1aek of funding precluded any 

further checks. 

On the Movement Assessment of Infants (MAI), the qua1ity of the 

ch11dren's motor abilities was eva1uated. A decrease in a score denoted 

improved performance and less risk. On the pretest, the MAI risk scores 

ranged from three to 69 (maximum • 70, X • 28.87, S.O. • 21.65); yet on 

the post-test, the scores ranged from 0 to 64 (X • 15.00, S.D. • 20.22) 

(Table 7). A1l chi1dren 10wered their initial risk scores (decreases 

ranging from 3-36) and improved the qua1ity of their motor movements. 

Additional assessments were administered to four ehi1dren with 

increased 1evels of levels of physical impairments and/or sensory 
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impilirlllents (Table 8). On the Educationill Assessment of a Chl1d with 

Little Or No Fine Mutor Skills, pretest data indicated that the 

development for chl1d 14 and 15 cons1sted of gilins of one month for every 

two chronological months. On the post-test, chl1d 14 and 15 displayed a 

gain of approx1mately 3.5 months over the 5 month per10d. In contrast, 

les5 positive results were exhib1ted on the tallier-Azusa Scale. Two 

children (child 14 and 16) gained approximately two months over the 

course of intervention. Although this did not approx1mate a similar 

level of progress as the other children, their rates of performance 

Table 8 

Summarv gf !hl Re5ylts gn 1hl Addition.l Assessments 

Chi1d Educationa1 Assessment of 
No. A Child with littl e Or No 

Fine Motor Skill s 

tal11er-Azusa Scale 

Cog Recep- Expres- PIS Motor Percep Oai1y Lan- Social 
tive sive li v 1 ng guage 
(months) (months) 

13 Pre NIA B-l 3 B 3 
Post * 

14 Pre 4.5-5 4 5 5.5 2.5 4.5 4 5.5 
Post 8.5 8.5 8 9 6 6.5 4 7.5 

15 Pre 6.5 6 5 6 NIA 
Post 9.5 9.5 9 8.5 

16 Pre NIA 5 5.5 8 5.5 
Post 6.5 7 8 6.5 

Hm. *Child 13 died, resultlng in no post-test being conducted. 
B • Birth, Child No. • Child Number, Cog • Cognitive, 

3 

6 
9 

6 
7.5 

Oa11y Living • Oa11y living Skills, Expressive • Expressive Language 
Perceptual .. Perceptual Development, PIS • PersonallSocial, 
Receptive • Receptive Language 

increased beyond the previously demonstrated rate. 
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ln general, it appears that the children's performances constituted 

accelerated or normal functional gains; certainly, their rates of 

progress increased ov&r time. In addition, a11 chi1dren improved their 

motor abi1ities and decreased their risk scores. 

parent Vari abl es 

ln order to describe the parental needs, eva1uation nf the home 

environment and the parents' perspectives regarding resources, supports, 

and expectations of children were gathered. On the Home Observation for 

Measurement of the Environment (HOME) (Bradley & Caldwell, 1977), the 

parents (15 mothers, one father) initia11y exhibited low to moderate 

rates of responsivity (factor one), with medium to high levels on the 

post-test (Table 9). Typica11y, these parents obtained moderate levels 

of performance for avoidance of punishment (factor two) , organization of 

the environment (factor three), and opportunities for varlet y in the 

daily routine (factor six) on the pretest. A majority of the parents 

consistent1y achieved the highest ratings on the post-test for these same 

factors, suggesting an improvement in organizationa1 and interaction 

skills. 

On the provision of appropriate infant equipment and toys (factor 

five), parents received low (N • 1), medium (N • 8) and high ratings (N • 

7) on the pretest. A11 parents received the highest rating on factor 

four on the post-test. Although these parents volunteered for the study, 

no prior knowledge about their level of skil1 acquisition was ascertained 

previous to the commencement of the study. More importantly, parental 

involvement with their children (factor five) was initiilly high on the 

pretest and remained high on the post-test, resulting in the conclusion 
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Table 9 
"'"h 

Rlsylts if 1bA U. Obseryat1on fA!: Mlasyrwnt If 1b.I iDy1rooment 

N • 16 

Factors LAW 
Freguent! if Rltlogs 

",d1uI "'ab 

I. ElIOt 1 onal and Verbal 
Respons1vity of Mother 

Pretest 6 8 2 
Post-Test 0 2 13 

Il. Avo1dance of Restriction 
and Pun 1 sbllent 

Pretest 0 10 ~ 
Post-Test 0 3 12 

III. Organ1zation of the 
Envi ron_nt 

Pretest 1 10 5 
Post-Test 0 3 12 

IV. Provision of Appropriate 
Play Material s 

Pretest 1 8 7 
Post-Test 0 0 15 

V. Maternal Involvement with 
the Chlld 

Pretest 2 2 12 
Post-Test 0 0 15 

VI. Opportun1t1es for Var1ety 
in O.l1y Routine 

Pretest 3 9 4 
Post-Test 0 2 13 

VII. Total Score 
Mean Range 

Pretest 0 10 6 35.53 25-41 
Post-test 0 1 14 42.60 38-46 

fü. There was no post-test completed on the home environllllnt of ,.,... chl1d 13, due to his death. 
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that thes. parents were responsive to their ehildren. 

St.nar progress was evident in the parents' total scores. On the 

pretest, parents typteally achteved low ta .diuM rat1ngs (1 • 35.53, 

S.D. • 4.19), as opposed ta high levels on the post-test (1 • 42.67, S.O . 

• 1.84). "hile there were tntt1ally 10wer scores on the pretest, there 

were no 10w scores on the post-test. Instead, parental scores 

approxtllated the upper levels of the HOME. The t-t.est of pre- and post-

test scores resulted in stattstieal signifieanee (1 • 6.04, 1<.01) substant1atin 

progress in prov1dtng a nurturing home environment. Thus, signifieant 

progress was obta1ned for all parents as they aehieved higher ratings 

after treatment. 

Parental abtl 1ty ta provlde suttable home environments was found to 

vary according to the ehildren's funct10nal levels. On the pretest, 

parents of chtldren hav1ng severely delayed or age approximate 

developmental levels reee1ved medium ratings for each of the factors, 

whereas the parents of ehtldren functioning wlth moderate developmental 

delays had predominantly h1gh ratings. It may well be that ehildren with 

moderate hand i caps eneouraged greater respons 1 vi ty from thei r parents 

after exhibited developmental progress, when compared with the other 

chtldren. On the post-test, the h1ghest rattngs were aehieved for all 

parents. In general, approprtate sttmul at10n with aecompany1ng materials 

or aet1vit1es substantially 1ncreased across all parents. 

Parent a 1 eva 1 uat 1 on of famil 1 al resources and supports were 

aseertatned on the Famtly Resouree Scale and the Faml1y Support Seale 

during the second home visit. On the Family Resource Seale, parents 

rated 30 di fferent resourees .long a continuum froll Idoes not applyl to 

lalmost always adequate.· Fifteen mothers and one father typieally rated 
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the baslc necessities (e. g., food, housing, pl ullb1ng , RIOney for 

necesstties, etc.) a~ "almost always Idequate" on the pretest and post

tast (Table 10). Si.nar results were obtainad for etnployment 

opportunities, public assi stance. furniture, Iccess to a telephone, 

dental eare, transportation, chtld care, and finane1l1 abt11ty to 

pur~hase equ1p111nt. As such, faMn tes perceived having an adequate 

supl)ly of bastc necessfties. 

ln contrast, there was a high degree of vartabflity coneernfng 

parents' abn tty to have time f9r solitude, to soe1llize, and to remain 

fn good physical condition. In general, parental responses were varied 

on bath the pre- and post-tests. No patterns of responses could be 

attributed to the severity of the child's disabl1 ity. Whl1e variabl1ity 

cont1nued ta be present on the post-test, a positive trend toward a 

perception of greater adequacy was reported by the parents. 

Other concerns involved having sufficient financhl resources for 

baby-sitting, entertainment, savings, and travel or vacations were 

generally consfstent lcross testing sessions and were distributed from 

"seldOtl" to "almost always adequate- for al1 families. From the parents' 

perspectives, adequate levels of basic necessities were present aeross 

all SES levels, whereas time for soc1aHzation was typ1eally rated lower 

for Middle and low SES fami lies than for families in the upper cllSs. 

Whl1e no statistica1 signifieanee was obtatned, changes in parental 

ratings indicated improvement from a cHnieal perspective in the extent 

of available finaneial resources. Also, inereased amounts of time for 

family activities were reported. 

, 
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~ Table 10 
\ 

Results if .thI Fa,Ur Resource Sc.l, 

N • 16 (15 IIOthers and 1 father) Frequency of Responses 

Resourees NIA 1 2 3 4 5 

1. Food for 2 meals 
1 day 
Pr.t.st 0 0 0 0 0 16 
Post-t.st 1 0 0 0 2 12 

2. House or apart_nt 
P,at.st 0 0 0 1 0 15 
Post-test 0 0 0 0 3 12 

3. Money to buy necessities 
Prat.st 0 0 0 0 5 11 
Post-t.st 0 0 0 0 5 10 

4. Enough cl othes 
Pratest 0 0 0 0 2 14 
Post-test 0 0 0 0 4 11 

5. Helt for house or 
apartHnt 
Prat.st 0 0 0 0 0 16 
Post·t.st 0 0 0 0 2 13 

6. Indoor plumbing 
Prat.st 0 0 0 0 2 14 
Post-test 0 0 0 0 3 12 

\ 1. Money to pay bills 
Pretlst 0 0 0 3 2 11 

1 Post-test 0 0 0 2 4 9 
"t 
~- 8. Good job 
~ Pr.test 2 0 0 1 3 10 
5 Post-tast 2 0 0 1 3 9 
\ 

9. Medical care 
Pr.t.st 0 0 0 1 2 13 
Post-tast 0 0 0 0 1 14 

10. Public assistance 
Pr.t.st 3 1 0 1 3 8 
Post-tast 3 0 " 1 0 11 

Il. Dependab 1 e transportat i on 
( Pr.t.st 1 2 1 0 3 9 
. Post-t.st 1 1 0 2 3 8 
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NIA 1 2 3 4 5 - 12. Time to get enough -- sleep/rest 
Pretest 0 1 2 4 5 4 
Post-test 0 0 2 6 6 1 

13. Furniture for home 
Pretest 0 0 0 0 2 14 
Post-test 0 0 0 0 9 6 

14. Time to be by self 
Pretest 0 4 4 4 3 1 
Post-tlst 0 0 3 7 4 1 

15. lime for famlly 
to be together 
Pretast 1 0 2 2 5 6 
Post-test 1 0 1 4 6 3 

16. Time to be with 
chi ldren 
'retast 0 0 1 4 4 7 
Post-test 0 0 0 3 8 4 

17. Time to be wlth spouse 
or close fri end 
Pretest 0 2 1 6 2 5 
Post-test 1 0 3 3 7 1 

18. Tel ephone 
Pretest 0 0 0 0 1 15 
Post-test 0 0 0 0 3 12 

19. Babys i tt i ng 
Pretest 1 0 3 3 4 5 
Post-test 2 0 1 3 6 3 

20. Child care/day care 
Pretest 6 1 0 1 2 6 
Post-test 5 0 1 2 3 4 

21. Money to buy spec; al 
equ1pment for ch11d 
Pretest 2 1 1 3 2 7 
Post-test 1 0 1 1 6 6 

22. Dental care 
Pretest 1 0 0 1 4 la 
Post-test 0 1 0 0 5 9 

23. Someone to talk to 
Pretest a 1 0 4 4 7 

.". Post-test 1 0 2 3 6 3 

.... 
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( 
NIA 1 2 3 4 5 

24. lime to sochlize 
Pretast 0 1 1 9 2 3 
Post-tast 0 1 6 2 6 0 

25. Time to keep in shape 
Pratast 1 3 1 5 2 4 
Post-tast 0 0 4 4 5 2 

26. Toys for chi ldren 
Pratast 0 0 0 2 7 7 
Post-tast 0 0 0 1 7 7 

27. Money to buy things 
for self 
Pretast 0 0 2 2 8 4 
Post-test 0 0 1 5 6 3 

28. Money for famny 
enterta i nment 
Pratest 1 0 1 4 6 4 
Post-tast 1 0 0 6 5 3 

29. Money to save 
Pretast 1 4 2 5 3 1 
Post-tast 1 3 4 4 1 2 

30. Travel/vacaction 
Pratast 1 3 3 4 2 3 
Post-t.st 4 0 7 1 1 2 

t!Qll. Child 13 died, which resulted in no post-test evaluation 
by his parents. The number of parents completing the scale for the 
post-test totaled 15. 

A further perspective was obtained by the parents' completion of the 

Family Support Scale (Table Il). On this measure, parents evaluated the 

amount of perceived helpfulness of various types of support (ranging From 

"not available" to "extremely helpful"). Immediate family members tended 

to be considered as "sometimes" to "extremely helpful" on the pretest and 

post-test. On the post-test, there were small increases in the perceived 

level of support from immediate famlly members. A high degree of 

variability was evident in their evaluations of relatives with physical 
( .. 
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proximity and degree of avail abil ity affecting parental impress ions. As 

a result, ;"",ediate family members were considered to be more helpful 

wh en they lived in the same town, as opposed to living at great distances 

from their famil ies. 

Parents did not typically avail themselves of any community groups 

(e. g., parent groups, social clubs, religious organizations). Many 

considered these sources of support not applicable and verbal ized 

disinterest in these community groups. Similarly, these parents failed to 

seek support from other parents, co-workers, and day care centers anyt i me 

dur; ng the study. 

The perceived support extended by physichns, professionals, and 

agencies, as well as early intervention programs was similarly extremely 

varhble w;th little change dur1ng the fhe month period. Therapists and 

educators were considered slightly more helpful than physicians and 

profess1onal agencies. No consistent trends for SES or child functional 

l eve 1 s were apparent. 

Computation of informal, formal, and t~tal support scores was 

performed on the Famny Support Scale. Informal support included 

relatives, friends, parents having children with handicaps, co-workers, 

and cOl1l1lunity groups, whereas professional groups comprised the more 

formal support network. The total support score represented the combined 

formal and informal support scores. On the pretest, informal support was 

util ized more frequently (X • 13.2, S.D. • 4.35, maximum • 24) than 

formal supports (X • 8.73, S.D. • 4.92, maximum • 20). While the 

preference for informal support remained after treatment, increases in 

both the infonnal and formal support scores were evident (X • 15.13, S.D. 

• 4.69, maximum • 25; X • 10.47, S.D. • 4.52, maximum • 20; 
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{ Table 11 

Resul ts Al 1bA Famil y Support kill 

Humber of Môthers completing the fomt: 15 
Humber of Fathers complet i ng the fOrll: 1 

Frequency of Responses 
Item NIA 0 1 2 3 4 

1. My parents 
Pretest 3 0 2 3 2 6 
Post-t.st 2 0 1 3 4 5 

2. My spouse' s parents 
Pretest 2 1 5 2 3 3 
Post-test 4 1 2 2 2 4 

3. My relatives 
Pretest 5 0 7 2 0 2 
Post-t.st 3 1 3 5 3 0 

4. My spouse's relatives 
Pret.st 6 1 3 5 0 1 
Post-test 4 2 3 3 2 1 

5. Husband or w1 fe 
Pret.st 1 0 1 1 6 7 
Post-test 1 0 0 6 3 5 

6. My friends 
Pret.st 6 1 3 4 0 2 
Post-test 2 1 6 4 2 0 

7. My spouse' s friends 
Pretast 8 1 2 5 0 0 
Post-test 5 2 4 4 0 0 

8. My own chl1dren 
Pretast 7 1 2 4 2 0 
Post-test 8 0 2 1 2 2 

9. Other parents 
Pret.st 12 0 2 2 0 0 
Post .. test 7 0 5 3 0 0 

10. Co-workers 
Pret.st 13 0 1 2 0 0 
Post .. test 12 0 1 2 0 0 

[ 
Il. Parent groups 

Pret.st 16 0 0 0 0 0 
Post-test 12 1 1 1 0 0 
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r ... N/A 0 1 2 3 4 
12. Social groups/clubs - Pret.st 16 0 0 0 0 0 

Post-test 13 0 1 0 1 0 

13. Church 
Pretlst 15 1 0 0 0 0 
Post-test 12 0 2 1 0 0 

14. My family or child's 
physician 
Pretlst 0 3 4 2 2 5 
Post-test 1 2 2 5 2 3 

15. Profess1onal helpers 
Pretlst 1 0 0 5 5 5 
Post-test 0 0 2 2 5 6 

16. Profess 1ona1 agencies 
P .. etest 8 1 0 2 2 3 
Post-tlst 3 1 2 4 0 5 

17. School/day care 
Pretest 15 0 0 0 0 1 
Post-test 11 0 1 1 1 1 

18. Early intervention program 
Pretest 5 0 0 1 5 5 
Post-test 0 0 3 1 4 7 

Range Mean 5.0. 

Informal Support Score 
Pretest 8-24 13.13 4.35 
Post-test 9-25 15.30 4.69 

Formal Support Scale 
Pretest 2-20 8.73 4.92 
Post-test 2-20 10.47 4.52 

Total Support Score 
Pretest 14-32 22.00 5.87 
Post-test 13-39 25.60 7.36 

Note. Parents of child 13 did not complete the post-test due to his 
death. 

respecthe1y) • Comparison of highest scores obta1ned on pretest and 

post-test evaluations revea1ed an increase of one point for the formal 
.-

'J> 
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support score and no change for the informa 1 support score. 1 n genera 1 , 

there was 1 ittl, change in the range of bath informal and formal support 

scores. 

On the Child Expectation Scale, parental perceptions regarding their 

children's future capabllities revealed projected school placements 

ranging from self-contained special education programs to completion ot 

grades seven through twelve (Table 12). The parents of two chi 1 dren wi th 

very severe developmental delays envisioned special education programs 

for their children, a realistic prediction. Similarly, parental 

responses regarding their children's future financial independence were 

varled. Parents of children wnh moderate and severe handicaps 

envlsioned their children would attain moderate to high levels of 

financ1al independence, a highly unreal1stic outlook. Parents of 

children with age approprhte levels predicted thel r children woul d 

attain close to total self-sufflciency, a more realhtlc approach. 

Parents perceived that thetr children would require varying degrees 

of assistance in their decision-making skills and self-care skills. 

Likewise, all parents predicted that their children would participate in 

communHy activitles to a certain extent and develop friendships with 

family acquatntances and/or chl1dren withln the immediate neighborhood. 

Althou~h parental responses varied, they remained consistently within the 

mid-range of potent;al responses. For parents of children with age 

appropriate skills, parental responses were realistic; whereas for 

parents of children wl th moderate and severe handicaps, the forecasted 

levels were hlghly questionable. 

On a more positive note, parents routlnely indlr.ated that their 

chlldren would live at home throughout thelr adolescent years. A greater 
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Table 12 

Results At !hl tb1ld Expectation ~ 

N • 17 (14 mothers and 3 fathers) 

Expectat ion 
Frequency of Responses 
1 2 3 4 5 

1. School 
Pretest 1 
Post-test 0 

2. Finanr.ial Independence 
Pretest 1 
Post-test 2 

3. Physical Care for Self 
Pretest 1 
Post-test 1 

4. Plan/Manage OWn Affairs 
'retest 2 
Post-test 1 

5. Active in Community 
Pretest 2 
Post-test 2 

6. Social Relationships 
Pretest 0 
Post-test 0 

7. Residential Location during 
Adolescent Vears 
Pret.st 0 
Post-test 0 

8. Residential Location during 
Adulthood 
Pretest 0 
Post-test 0 

5 
5 

5 
3 

1 
o 
o 
o 
2 
1 

2 
2 

o 
1 

5 
5 

462 
362 

353 
443 

582 
573 

10 4 2 
681 

940 
562 

3 11 1 
383 

o 2 15 
o 0 15 

536 
326 

96 

~. Both father and mother of child 1 completed this scale resulting 
in a total of 17 parents completing this scale during the pretest. 
The mother of child 13 did not completed the post-test, because her son 
died prior to the completion of the study, resulting in 16 parents 
completing the post-test. 
The fathers of children Il, 15 and 16 completed the form during the 
pretest and the post-test. 
School- Level of anticipated school placement 
Finaneial Independence- Level of financial independence as an adult 
Physieal Care- Extent of physical care required as an adult 
Plan/Manage Own Affairs- Ability to make decisions as an adult 
Active in Community- Participation in church or community activities 
Social Relationships- Types of relationships formed, e. g., friends, 

marriage 
Residential Lo~ation- Living arrangements as a teen-ager and as an adult 



( 

( 

9i 

range of responses was given to the chl1d's percehed residential 

placement at adulthood. Some parents (N • 5) envisioned child dependence 

upon 'amil y members, others thought the 1 r ch il dren wou 1 d 1 ive 

independently in their own apartments (N • 6), and the remaining parents 

(N • 5) projected group home placement. For one-third of the families, 

parental perspectives were considered mrealistically low (given their 

children's mild or moderate delays) or unreali.;tically high (given their 

children's severe developmental delays). The appropriateness of parental 

perspectives was determined by eonsider1ng the children' s present rate of 

progress and the acivances made in cOlllllunHy resident1al placements. For 

the remaining families, realistic outlooks were assumed. In comparison 

to maternal expectat10ns, fathers consistently indicated lower projected 

achievement levels for the1r children, on all items, irrespective of . 

chlldren's abil ities. 

ln conclusion, most parents percefved the1r children acquiring some 

level of independence 1n conjunction wfth vary1ng degrees of rel hnce 

upon others. Parents, who envisioned inappropriately low or high 

ratings, became slightly more real1stic, as indicated by their responses 

on the post-test. The1r more reasonable perspectives could have been due 

to the information supplted about cOllllunity alternatives and their 

observation of the1r child's rate of progress. Total independence or 

dependence comprfsed the least frequeney of responses. 

~ibl1n9s 

As previously suggested, sibl ings' attitudes and behaviors have been 

shown to influence the extent of family well-being. Two observational 

seales were devised in rrder to explore the role of siblings. During 

unstructured play sess1ons, s1blfngs were found to in1tfally maintain 

momentary, close physical prox1m1ty to their sibl1ngs with handicaps 
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(Table 13) on the Sibling Interaction Scale. After int:sW'vention, the 

nondis~bled siblings general1y increlsed their involvement by offering 

toys or 1nit11ting glMeS with their hand1clpped siblfngs. S1mil~rly, 

they t.,roved the1r ab1lity to incorporate llnguage that was 

understandable to their sib11ngs with handtcaDs. In contrast, accurate 

Interpretation of the handicapped s1blings' behaviors was varied. 

Throughout intervention, they consistently demonstrated enjoyment while 

interlcting with thetr siblings. Mutually pleasur~ble interactions were 

exh1bited by all nondisabled sibl1ngs, and were not associated wtth the 

child's functional level or disabUity. 

Over t1me, the stbl1ngs exhib; ted some rel1nqui shtng of control 

concerning which toys or act1v1t1es were selected. Although the sibl1ngs 

typically chose activit1es according to their own desires, soma were able 

to intersperse the preferred activities of handicapped children with 

their own, and/or to permit them to select tht type of play. Simflar 

improvements were found in the nondisabled s1blings' rise of positive 

feedback to children with handicaps. The ch1ldren responded to their 

nond1sabled brothers and sisters by consistently showing active 

involvement in games. This involvement promoted increased levels of 

responsiv1ty in nondisabled s1bl1ngs. There was no trend for gender and 

chronological age of siblings. 

Various roles were assumed by the sibl1ngs and the ch1ldren in their 

play. Initia11y, sibl1n9S acted as teachers or providers of stimulation. 

A significant shift in the roles was observed during the intervention 

program. While siblings continued to teach, manage, or provide 

stimulation, they a150 encouraged their brothers and s15ters to function 

as equal playmates during the various activities. In response to the 
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t Table 13 

Results Al !hl Siblina Interaction Scale 

N (s1611ngs) • 16 N (children) • 12 

Age of Stbltngs • 1-72 months (l • 41.5 months) 

freguency If Behaylors 

1. Stbltng Body Position 1 2 3 4 5 
py.etest 2 4 2 7 1 
Post-test 0 3 5 7 0 

2. Language 1 2 3 4 5 
Pretest 3 4 2 5 2 
Post-tlst 0 5 1 5 4 

3. Intenslty of Involvement 1 2 3 4 
Pretest 2 4 3 7 
Post-tlst 0 1 7 7 

4. Extent of Pleasure 1 2 3 4 5 
Demonstrated by Stbllng 
Pratest 3 2 2 5 4 
Post-tlst 2 0 2 7 4 

5. Stbltng's Cholee of 1 2 3 4 5 
aettvlties 
Pretest 8 5 3 0 0 
Post-tlst 4 1 5 4 1 

6. Attempts to Engage Child 1 2 3 4 
Pratast 5 5 6 0 
Post-tlst 3 6 6 0 

7. Aecuraey of Reading 1 2 3 4 5 6 
Chtld's Behavioral Cues 
Pretest 6 2 2 2 4 0 
Post-tlst 2 0 6 1 6 0 

8. Level of Response by Ch11d 1 2 3 4 5 6 
Pretast 1 4 1 0 4 0 
Post-tlst 0 2 2 1 10 0 

9. Feedbaek Provided by Slbltng 1 2 3 4 5 
Pretast 5 2 3 5 1 
Post-tlst 1 0 4 6 4 



10. Role assumed by Sibling 
teacher 
learner 
manager 
managee 
helper 
hel "ee 
equal playmate 
provider of stimulation 
no role assumed 

Il. Role assumed by child 
teacher 
learner 
manager 
managee 
helper 
hel pee 
equa 1 pl aymate 
provider of stimulation 
no role assumed 

Pret.st 
7 
o 
4 
o 
1 
o 
1 
5 
5 

Pret.st 
1 
9 
o 
o 
o 
o 
2 
o 
3 

Post-test 
4 
o 
3 
o 
1 
o 
7 
5 
2 

Post-test 
o 
3 
o 
o 
o 
o 
4 
o 
8 

12. Other behaviors observed by sibling and child: 

Pretast 

100 

la • Older female sibling 5hifted the child's position frequently, which 
eventually annoyed the child. 

2a • Older male sibling offered toys to the child, but he became 
impatient. He frequently wanted the child to do what he desired and 
rarely con5idered the child' s point of view. 

3a and 3b· These older male sibl1ngs live in another country. 

4a and 4b • The child was included in their activities and these two 
siblings smiled whenever the child demonstrated a skill to criterion. 

6a • This i5 a young infant. Her actions were a source of stimulation ta 
the child, but the child was involved in his own actions. Little 
interaction occurred between them. 

7a • Due to the sibling's physical abilities far exceeding the child's 
motor ski11s, the child steers clear of the sibling. Sensitivity to the 
child's needs was expected at least occasionally, given her age. 

7b ~ This sibling i5 a young infant and was more interested in obtaining 
her mother's attention. Consistent watching of the child was observed by 
the sibling. 

8a • Sibling is a one month old and her behavior was commensurate with 
her age. 
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9a • Mutual enjoyment in the interactions between the child and the 
sibling existed. Frequent eye contact, vocalizations, imitations of each 
other's actions, and giving toys to the child were ev1dent by the 
sibling. 

10a • Older male sibling displayed laughter when the child purposefully 
did the opposite of the behavior requested by the parent. 

lOb • Older male sib11ng verbalized consistently negative comments, which 
revolved around how the child could not perform more mature behavior. 

lIa • Given her age, it was understandable that the sibling could not 
gauge the intensity of her stimulation to her younger sister. 

13c • Older female sibling verbalized, "He's not a baby, 50 he doesn't 
use a pacifier", which indicated her knowledge of age appropriate 
behavior. The sibling spontaneously prov1ded affection and appropriate 
stimulation, and stated what actfvities the child enjoys. 

14a • Older female sibling provided appropriate stimulation to the child 
using the available materials, spontaneously spoke to her, and 
spontaneously provided affection. Occasfonally, the objects were 
presented too close to the child's eyes. 

14b • Older male sibling has a mental handicap. He competed for his 
mother's attention, while the child laughed at and continually watched 
her brother's actions. 

16a • Younger male sibling is a young infant. ~ibling did approach the 
child. Given the child's decreased level of attentiveness, sibling 
received little feedback/reaction from the child. His behavior was 
commensurate with his age. 

No siblings for children 5, 12, and 15. 

PoSt-tlst 

la • Older female sibling exhibited delight at the child's attempts to 
crawl and to respond to her requests. 

2a • Older male sibling wanted the child to demonstrate behaviors 
commensurate with his abilitles. When the child did not perform the 
skills up to the sib11ng's expectations, the grabbing of toys from the 
child occurred. 

4a • Older male sibling alternated between roles as he attempted to 
maintain the child's engagement in play. The sibling exhibited 
sensit1vity and affection by respond1ng accurately to the child's 
nonverbal eues. 

4b • The older male sfb11ng laughed heartily when the child performed a 
humorous acta They both engaged with toys of mutual lnterest. 
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6a • The younger female sibling exhibited consistent eye contact toward 
the child. In contrast, the child was observed to exhibtt fleet1ng 
glances toward his sibling. 

7a • The twin female sibling was observed to display obvious pleasure as 
she spontaneously made overtures toward the child. 

7b • The younger fema1e sibling spontlneously offered a dropped pacifier, 
bottle, and tOY5 to the child on three occasions. Her offers were 
momentary. 

81 • The s1b1ing is a younger female infant. She was observed ta 
vocalize, consistently watch the child, and respond positively to his 
overtures. 

91 • The younger male sibl1ng d1splayed plelsure as the child and he 
engaged in water play, cars, and building with blocks. 

10a • Older male sib11ng was observed to direct the child's behaviors 1n 
terms of comply1ng with his w1shes dur1ng un5tructured play. 

lOb • 01der male sibling was observed to tell the ehild to sign for more 
1nstead of wh1ning. He cons1stently observed the child's responses to 
stimulat10n and encouraged him to join 1n the act1vit1es with 10a and 
him. 

lIa • The older female sibling enthusiastica11y presented toys to the 
ch11d. She was observed to dart in and out of the room 1n order to play 
w1th the child. 

14a • Older female s1b1 ing was. warm, affectionate, and enthusiastie in 
her interaction with the child. Objeets were presented at the 
appropriate distance. Sibling spontaneously encouraged targeted skills 
from having observed previous intervention sessions. 

14b • The older male sibling looked at and vocalized to the child. He 
was unable to interpret his behaviors in relation to the child's 
interests due to his signifieant mental deficit. 

16a • Younger male sibling spontaneously approached and vocalized to the 
child. 

~. The post-test for chi1d 13 was not conducted due to the death of 
her younger sibling. 

siblings' behaviors, the handieapped ehildren with age appropriate or 

moderate delays reacted by assuming the active roles of learner, and 

equal playmate by sharing control of the activities. Children with 

severe handicaps consistently displayed no identifiable interactive role 

1 
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with their nondisabled siblings and thus, behaved as passive recipients 

of their s1blings' actions. Due to the1r diminished levels of awareness 

and responsivity, children with severe handicaps did not actively . 
interact wlth thelr siblings. Given that all children with severe 

handicaps and three of the children w1th moderate delays assumed no 

interactive role, the responsibility for initiating and maintaining these 

interactions remained wlth the nondisabled siblings. 

Additional spontaneous sibling behaviors observed during the pretest 

included both positive (e. g., mutual enjoyment, affection, etc.) and 

negative acts (e. g., impatience, verbalization of negative comments, 

etc.). Conversely, a shift to cons1stently more positive behaviors were 

noted during the intervention and post-test sessions. Siblings exhibited 

greater pleasure, increased eye contact, initiation of parallel play with 

toys, and enthusiastic delivery of soc1a1 games during the post-test. 

Two brothers (child 10a and lOb) changed their initial stance from 

predominantly negat1ve behav10rs to more prosocial behaviors of managing 

their handicapped brother's oppositional behavior. One older male 

sibling (child 2a) cont1nued to perform negative actions toward his 

disabled brother due to his continu1ng difficulty in sharing parental 

attention and in understanding h1s brother's perspectives. 

As a result of being included within the intervention program, more 

sustained, mutu~lly pleasurable interactions occurred between siblings. 

Although the nondisabled siblings increased the frequency of their 

positive behav1ors, the responsivity levels of the handicapped children 

cont1nued to influence the qual1ty of sibling interactions. 

Further ins1ght into siblings' behav10rs was acquired through the 
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Inventory of Siblings' Perspectives. On the School Age version (Form A), 

only three children (ages eight to 14 years) completed the form, which 

precluded formal statistical analyses. Rather, descriptive information 

indicated that the older siblings' behaviors included playing, teaching. 

watching, helping, or baby-sitting their siblings with handicaps (Table 

14) . The amount of t ime thei r parents spent wi th them ranged from "not 

enough" to "great". 

When in the presence of the handicapped children, siblings indicated 

both feel ings of happine~s and pit y (e. g., nI feel very bad for him. ") . 

Positive outcomes were reported on the pretest and post-test with respect 

to the sibl1ngs' self-concepts, e. g., nMakes me feel good." ln 

contrast, an older brother and sister perceived they were required to 

assume additional responsibilities in order to augment the quality of the 

home environment (e. g., baby-sitting). 

In general, siblings initially indicated insufficient leisure time 

as opposed to sufficient time on the post-test. With respect to family 

involvement in community events, siblings expressed that infrequent 

opportunities existed for family activities on both assessments. 

The siblings thought that they possessed some understanding of the 

children's handicapping conditions but did not fully comprehend the 

effects of these disabilities on the pretest and post-test. The study of 

the results led to the conclusion that there was no effect for the 

chronological age of the siblings. As a group, they were evenly divided 

as to whether they would like to jQln peer support groups. Further, the 

siblings indicated that they acquired feelings of patience and accepted 

additional responsibilities, when asked what emotions or behaviors they 

learned from their disabled siblings. 
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Table 14 

ResyJts gf 1hl Inventory Qi SjbJ1ngs' Perspectives 

(Form A, School-Age Version) 

N • 3 

1. Activities with sibJing with handicaps 

frequeney 
Pretest Post-test 

play with 
feed 
teach 
watch the actions of 
change diapers 
heJp with 
baby-sit 

2. Time Mother spends 
Pretast 
Post-test 

3. Time Father spends 
Pretast 
Post-test 

4. Presence 
Pretest 

13a, 

13a 

13b 

1 
1 
0 

1 
1 
0 

14a 10a, Ua 

10a 
14a 

10a 

2 3 4 
1 1 0 
1 1 0 

2 3 4 
1 0 1 
2 0 0 

(13a) "Very bad for him." (13b) "Happy." (14a) "Happy." 

Post-test 
(lOa) "Happy." (14a) "Happy." 

5. Self-concept after birth of sibling with handicaps: 
Pretest 
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(13a) "Supposed to help th1ngs go alot smooth around the house 
because my parents are hav1ng a hard enough t ime as i t i s. " (l3b) 
"Like an older brother." (14a) "Makes me feel good, feel , ike a 
grown-up, helpful a little to her." 

Post-test 
(lOa) "That things have changed very well." (14a) "Her baby
sitter. " 

6. lime for lei sure 
Pretest 
Post-test 

1 2 
1 2 
o 0 

3 
o 
2 
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7. Family Le;sure Time 1 2 3 4 
Pretast 1 1 1 0 
Post-tlst 2 0 0 0 

S. Extent of Information 1 2 3 
Regarding Sibling's 
Handicap 
Pretast 1 2 0 
Post-test 0 2 0 

9. Sibling w;th handicaps learned from sibling: 
Pretast 
(13a) No response. (13b) "Nothing." (14a) "Make her laugh, play ... 

Post-test 
(10a) "To talk a little." (14a) "Play." 

10. Sibling learned from sibling with handicaps: 
Pretest 
(13a) "Try to be nice and have alot of patience." (13b) "Take alat 
of respansibil ities." (14a) "Treat her different." 

Post-test 
(lOa) "That you have to be patient with a baby in the house. Il (14a) 
"Take care of her." 

Il. Desire to meet peers with siblings with handicaps: 

Pretast Post-tlst 
Frequency Frequency 

Ves 1 

No 1 1 

Maybe 1 1 

Nill. 10a refers to eldest male sibling of child 10. 
13a refers to eldest male sibling of child 13. 
13b refers to older male sibling of child 13. 
14a refers to oldest female sibling of child 14. 
Post-test data for the older male siblings af child 13 were not 
collected due to subject 13's death. 
Sibling 10a was given both forms of this scale in arder ta have a 
pretest and post-test on the initial form (Form B) and ta 
acknowledge his increasing maturity ta respond on the schaol-age 
form (Form A). 
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The three school-age s1blings (ages e1ght to 14 years) reported 

additional responsibi1ities, a lack of time with their parents, and 

ambivalence regarding meeting other children with handicapped sib1ings. 

Positive outcomes were expressed ln terms of learning trom and 

interacting with siblings with handicaps. Since on1y three siblings were 

able to complete Fonn A, because of their age, the se results are 

considered to be speculative and exploratory in nature. 

Consistent with obtaining the older siblings' perspectives, 

preschool-aged siblings (N • 8) (ages three to five years) comp1eted Form 

B of the Inventory of Siblings' Perspectives. Using a continuum of happy 

to sad faces, these young chi1dren marked the corresponding face for each 

question. Chi1dren with severe handicaps either did not have sib1ings or 

their nondisabled sib1ings were too young (e. g., six months) to 

understand the measure. The results included siblings of children with 

age appropr1ate to moderately delayed functional levels. Typically, the 

s1blings expressed happiness playing with their handicapped brothers and 

sisters during both assessments (Table 15). 

In addition, high1y similar pretest and post-test responses became 

evident concerning the perceived amount of parental time availab1e for 

siblings and the extent of community activities. With respect to their 

understanding of the children's handicapping conditions, siblings 

indicated increasingly greater comprehension, after the five months of 

intervention. 



Table 15 

Resy1ts gf 1hI Inventory gf Sibl1ngs' perspectives 

(Form 8, Preschoo1 Version) 

N • 8 

Feeling 

Frequency of Responses 

1. Presence 
Pretest 
Post-test 

2. Pl ay with 
Pret..st 
Post-test 

3. Alone 
Pretest 
Post-test 

4. lime mother spends 
Pretest 
Post-test 

5. lime father spends 
Pretest 
Post-test 

6. Family outings 
Pretest 
Post-test 

7. Information regarding handicap 

1 2 

6 1 
7 0 

4 3 
6 1 

2 2 
2 1 

4 3 
6 1 

4 3 
6 1 

6 1 
6 1 

Pretest 3 2 
2 Post-test 4 

8. learned from sibling with handicaps: 

Pretest 

3 

o 
o 

o 
o 

3 
3 

1 
o 

o 
o 

1 
C 

3 
1 

4 

1 
o 

1 
o 

1 
1 

o 
o 

1 
o 

o 
o 

o 
o 

(la)"Nothing, 1 can't tell." (2a) "No." (4a) "Nothing." (4b) 
"Kieking balls." (10a) "That he doesn't understand too well." 
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(lOb) "It's hard to remember." (lIa) No response. (13e) "Just play 
with him." 

Post-test 
(la) "To shake my head, because (chtld's name) taught me." (4a) "To 
be a good brother." (4b) "Nothing." (10a) "Patience." (lOb) "A 
lot of things. 1 learned when he wants to play with me, bother me, 
play ro~gh with me, play dumb w1th me." (lIa) "She 1s hand1capped, 
very special, a little slow, have to be gentle, and needs help." 



( 

( 

109 

9. Sibling with handicaps learned From sibling: 

Pret.st 
(la) "Eyerything 1 want to i~ll her, bicycle, most things mommy 
does, patty cake, kicking, on1y one who can ride "ne bicycle." (2a) 
"1 forget." (4a) "Ta say 'go' and to uy 'ee'." (4b) "Kick balls. 1I 

(lOa) "To talk a litt1e." (lOb) RYad Gima1 (Hebrew letter) he says 
it." (lIa) "Toilet, ta be gentle, still a baby." (13c) "Talk, he 
goes yes, mayes his hands when 1 sing." 

Post-test 
(la) "Ta nod, bang, drop toys." (2a) "Pretend karate/wrestl ing." 
(4a) "How to say words." (4b) i1How to walk up stairs." (lOa) "Ta 
talk a little." (lOb) "Not to play rough, not to throw usually, ta 
play good; not to put his foot, his hand, and nose in his cake; not 
ta cough on his cake. When (ch1ld's name) stands on the chair, 1 get 
him off." (11a) "io 1augh, to take kleenex, to smile." 

~,. la refers to older female sib11ng of child 1. 
2a refers to older male sibling of child 2. 
4a refers to oldest male sibling of child 4. 
4b refers to older male sibling of child 4. 
10a refers to oldest male sibling of child 10. 
lOb refers to older male sibling of child 10. 
lIa refers to older female sibling of child Il. 
l3c refers to older female sibling of child 13. 
l3c was not giyen the post-test due to the death of her sibling. 

1- happy 
2- okay 
3- sad 
4- angry 

Similarly, sib11ngs described a greater number of behaviors they 

learned from their sib11ngs with handicaps on the post-test. Initial1y, 

responses were negatiye or indicative that their siblings had 

developmental delays. After intervention, the responses seemed to 

reflect the handicapped children's increased behavioral repertoire and 

more realistic expectations of the children's capabilities. These young 

siblings were actively involved in teaching their handicapped siblings 

motor, verbal, and social sk111s, as we1l as compliance to simple 

requests (e. g., not throw toys). 
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In summary, the attitudes of the preschoo1 siblings were typica11y 

positive concerning enjoyment of being with the handicapped chi1dren, 

their parents, and the frequency of fa.i1y outings during both assessment 

sessions. During the intervention, the sib1ings appeared to have 

acquired more positive behaviors and increased their teaching ski11s. 

parent-Chi1d Attachment Jnd Interaction 

The final component in the eva1uation of falily needs concerned an 

ana1ysis of parent-child attachment and interaction. The qua1ity of 

attachment and interaction between parents and their chi1dren as we11 as 

parental instructional ski11s were assessed over successive time 

intervals. Evaluation of parent-infant attachment and interaction was 

conducted four times during the study uti1izing the Parent 8ehavior 

Progression. 

From a potentia1 total of 54 observable behaviors, parents (N • 8) 

(Form 1) displayed ~ mean of 38 attachment and interactional behaviors 

(S.D. • 5.97) on the pretest (Table 16). Over successive assessments, 

parents as a group increased their behaviora1 repertoires to the point at 

which they exhibited a11 the behaviors on the profile. As a resu1t, 

parental test scores reached the cei1ing of the test. Through the 

evaluation of indiv1dual responses, no differences were found among 

parents of chi1dren with different handicaps and those from different SES 

levels. 

With the inspection of individual parental behaviors, parents (N • 

8), having chi1dren functioning above nine months (Form 2), demonstrated 

positive increases over time (Table 16), independent of thetr ch1ldren's 

disabtlities. On the pretest, these eight mothers displayed in excess of 
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Table 16 

Results if 1bl Parent Behayior progression 

FOrli 1 
N· 8 (7 mathers, 1 father) 

Total Score 
(Maximull - 54) Pretest Month 2 Month 3 Post-test 

Range 29-46 47-54 52-54 54.00 

Mean 38.00 51.86 53.57 54.00 

S.D. 5.97 2.34 .79 0.00 

f!W. The mother of child 13 was not eYllulted after Month 2 due to 
her son's death. 

Fom 2 
N • 8 mothers 

Total Score 
(Maximum - 70) Pret.st Month 2 Month 3 Post-test 

Range 27-58 50-70 45-70 46-70 

Mean 45.63 64.50 63.00 64.63 

5.0. 9.93 6.80 9.10 8.31 

N21l. 5.0. - Standard Deviation 

501 of the specified behaYiors (X - 45.63, 5.0.- 9.93, maximum - 70) on 

the protocol. At month two, a substantial increase was found oyer the 

initial rating (X • 64.50, 5.0. • 6.80). ouring the subsequent months 

and the post-test, one mother's lack of improyement appeared to 

appreciably reduce the group score (see pages 156-157). During Month 3, 

parents obtained a mean of 63.00 (5.0. - 9.10), with similar increases on 

the post-test (X • 64.63, 5.0. • 8.31). When one excludus the extremely 

low scores of mother 10 on the post-test, the final scores ranged from 60 
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to 69 (maximuM • 70). While most parents disp1ayed definite increases in 

their attachment and interactional behaviors over the five month period, 

the findings were not statistica11y s1gn1ficant, yet were c11nica11y 

important. Increments in these behaviors indicated the acquisition of a 

strong bond with their chi1dren and the abi1ity to promote mature child 

behaviors in al1 deve10pmenta1 domains. 

ln addition to the behaviors observed on the Parent Behavior 

Progression, parental instructional competence was ident1fied through 

repeated administrations of the Teaching Skl11s Inventory (TSI). This 

instrument reflected the parents' ab11ity to respond conttngently to 

their ch11dren as well as match the1r expectations ta their children's 

sk111 reperto1re. The TSI was adm1n1stered during the pretest, month 

three (mid-point) and post-test (Table 17). 

Wh11e the goal of initiating activit1es was to be shared equa11y 

among parents and their chi1dren, the parents typical1y chose which 

activities their chi1dren were ta experience on the pretest. Over time, 

there was a gradua1 trend for a11 parents becoming 1ess directive during 

play t1mes with their children. S1mtlarly, parental behaviors resulted 

in an increased sensitivity to their children's non-verbal behavior over 

the five month periode 

Parental educationa1 1evels and previous emp10yment experiences 

resulted in varying leve1s of parental sensittvity. Parents (parent 1, 

2, 4-, 5, 6, 16) having undergraduate or graduate degrees exhibited 

sensitivity leve1s slightly above the group norm, independent of the 

ch1ld's funct10na1 leve1. Conversely, parents w1th limited work 

experience and no college degree (parent 7, 8, 13) exhibited decreased 
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( labl e 17 

Resul ts if lbI Ie.chiog Skilb jnyentory 

Ratings 1 2 3 4 5 6 7 
Frequency of Behaviors 

1. Structure 
1. Adult Initiated Versus 
Child Initi.ted Activities 

Pretest 8 1 2 3 1 1 0 
Mid-point 1 3 3 4 3 1 0 
Post-Test 0 5 4 5 1 0 0 

Il. Adult Sensitivity to 
Chlld 

Pretest 0 0 1 1 0 4 10 
Mid-point 0 0 0 0 2 1 12 
Post-Test 0 0 0 0 1 2 12 

III. Instruction.1 Skills 
1. C1arity of Activity 
Objectives to the R.ter 

Pretest 0 0 0 0 2 7 7 
Mid-point 0 0 0 0 0 3 12 
Post-Test 0 0 0 0 0 3 12 

2. Developmental Appropri-
ateness of the Activities 

Pretest 0 0 0 1 1 4 10 
Mid-point 0 0 0 0 1 2 12 
Post-Test 0 0 0 0 0 1 14 

3. Appropri .teness of Verbal 
Instruction 

Pretest 0 0 0 0 2 6 8 
Mid-point 0 0 0 0 0 4 11 
Post-Test 0 0 0 0 0 1 14 

4. Appropriateness of 
Non-Verbal Instruction 

Pretest 0 0 0 1 0 4 11 
Mid-point 0 0 0 0 1 1 13 
Post-Test 0 0 0 0 0 1 14 

( 
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Rattngs 1 2 3 4 5 6 7 

5. Adjustment of the 
COlllplexity of the Activities 
Pretest 0 0 0 1 3 6 6 
Mid-point 0 0 0 0 1 5 9 
Post-test 0 0 0 0 0 2 13 

IV. Feedback 
1. Oescri pt ion Mostly Verbal Mostly Non-Verbal Both 
Prete st 15 0 1 
Mid-point 14 0 1 
Post-Test 5 2 8 

2. Cou nt of Pos i t ive Feedback Range Mean S.D. 
Pretest 0-7 2.80 1.97 
Mid-point 2-10 6.40 2.80 
Post-Test 4-12 7.80 2.34 

3. Count of Verbal Correct ive Feedback Range Mean S.O. 
Pretest 0-8 2.33 2.53 
Mid-point 0-5 2.53 1.60 
Post-Test 1-6 3.13 1.46 

4. Appropr; ateness of Feedback 1 2 3 4 5 6 7 
Pretest 1 0 1 2 3 7 2 
Mid-point 0 0 0 1 0 7 7 
Post-test 0 0 0 0 0 3 12 

v. Child Responses 
1. Count of Activities Range Mean S.O. 
Prete st 2·4 2.93 0.59 
Mid-point 2·6 3.80 1.08 
Post-test 3-7 4.40 0.99 

2. Frequency of Criterion Responses Range Mean S.O. 
Pretest 0-1001 50. 2 <ri 31.83 
Mid-point 20-1001 70. o <ri 19.74 
Post-Test 75-97' 83.47S 7.95 

3. Child Participation 1 2 3 4 5 6 7 
Pretest 0 4 1 0 2 4 1) 

Mid-point 0 0 0 1 2 2 10 
Post-Test 0 0 0 0 0 4 11 

fim· N • 16, The mother of chUd 13 was on1y given the pretest of 
this too 1 due to her son' s death. 

levels of sensitivity to their chlldren with severe handicaps. Whl1e 

some of the parents of children wi th severe handicaps demonstrated 
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dilllinished sensitivity, others displayed high levels of sensitivity. 

Parents of children with moderately delayed or age appropriate skill 

levels exhibited consistently high levels of sensittvity. 

likewise, parental instructional skills reached the ce111ng for each 

ite. on both assessment sessions. Positive parental behaviors included 

presenting developmentally approprhte activities with clear objectives, 

modi fy1ng tasks according to the chlld' s capabll it1es, using non-verbal 

and verbal modes of instruction, and providing appropriate feedback. 

Statistical analysis confirmed that increases in parents' teaching skills 

were significant (1 - 4.11, Q<.Ol). 

Throughout intervention, parents altered their initial high rates of 

verbal feedback to 1nclude a more desired mix of verbal and non-verbal 

feedback on the post-test. On the post-test, the frequency of both 

pos i t i ve and correct 1 ve feedback i ncreased wi th no effect for SES and 

parental educat10nal level. 

ln response to parental requests, the children 1nitially exh1bited 

the targeted behaviors 50.21 (S.D. - 31.83) of the t1me. In contrast, 

they increased the rate of their correct responses to 83.471 (S.O. • 

7.95) on the post-test. In addition, chlldren partieipated more 

frequently in the activities on the post-test. These positive results 

were a function of the children's expanded skill repertoire and their 

increased participation (1 • 3.93, 1<.01; 1- 4.94, Q<.OI, respectively). 

In conclusion, parents became less directive, their instructional 

behaviors were broadened, and child participation inereased. 

Coupled with the results on the individual assessments, comparison 

among the parent and chl1 d vari ab 1 es was performed on the famil y sea 1 es. 

The siblings' responses on the Si bl1ng Interaction Scal e and the 
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Inventory of S'Ibl1ngs' Perspectives (Forms A and B) were not 1ncl uded in 

any stat ht '1 ca 1 anal ys 15. The resu 1 ts from these two a 5 ses smeRt s were 

descrt pt 1 ve t n nature and were anal yzed accord1 ng to the '1 nteract 1 ona 1 

behavtors observed across a11 sibltngs. 

Other analyses of data included the determtnation of inter

correlation matrices among the child and parent variables. The Pearson 

product-moment correlations were obta1ned 1n order to investigate whether 

the correlations obtained matched theoret1ca1 expectations. 

Researchers, such as Beckman (1983) and McCollum and Stayton (1985), 

suggested that 1evel s of fami 1y resources and support systems inf1 uenced 

the extent of attachment, parental sensitivity, parental instructional 

competence, and appropriate stimulation provided to chi1dren. Further, 

Bronfenbrenner (1975) emphasized that the qual1ty of the home envlronment 

resulted in varying parental abll1ties to provide developmentally 

appropriate stimulation. In order to measure the viability of their 

c1aims, parent scores on the Family Resource Sca1e and Faml1y Support 

Scale were correlated with scores obtained on the Child Expectation 

Scale, PBP, HOME, and TSI (Table 18). 

Correlations between pretest and post-test scores on the Family 

Support Scale and the Parent Behavior Progression (PBP) with the HOME 

were in the low to moderate range (Table 18). It could be concluded that 

the qual ity of the parent-infant interactions and 1evels of perceived 

support were only moderately associ ated with the quality of the home 

environment and cou1d reflect a pOSSible narrow range of parental 

behaviors. 

The pretest scores on the Family Resource Sca1e were significantly 
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Table 18 

Pearson prodyct MOment Correlat1ons amRng 1bl Parent variables 

HOME 1 HOME2 FRSI FRS2 FSSI FSS2 CES1 CES2 

HOMEI 1.00 .67** -.12 .25 .37 .20 -.23 -.25 
HOME2 1.00 -.05 .41 .65** .34 -.14 -.06 
FRSI 1.00 .71** -.02 .15 -.25 -.32 
FRS2 1.00 .44 .46 -.19 -.26 
FSSI 1.00 .78** -.10 -.03 
FSS2 1.00 -.04 -.09 
CESI 1.00 .93** 
CES2 1.00 

PBPI PBP2 PBP3 PBP4 1SIl 1S12 1S13 

HOM El .23 .20 .00 .07 .26 .18 - .01 
HOME2 .52* .38 .37 .40 .02 .07 .09 
FRSI .22 .11 .11 .10 .21 .18 .62** 
FRS2 .44 .26 .22 .24 .10 .25 .46 
FSSI .44 .33 .34 .33 -.05 -.01 -.10 
FSS2 .43 .32 .33 .31 -.05 -.02 .13 
CESI .15 - .01 -.10 -.10 .36 .32 .11 
CES2 .10 .00 -.01 - .07 .34 .34 .05 
PBPI 1.00 .76** .70** .72** .32 .27 .52** 
PBP2 1.00 .94** .96** .35 .41 .48 
PBP3 1.00 .98** .14 .30 .45 
PBP4 1.00 .12 .25 .42 
TSI1 1.00 .70** .51 
1SI2 1.00 .60* 
1S13 1.00 

~. N - 15. *. significant at .05 level, ** • significant 
at .01 level, HOMEI and HOME2 • Home Observation for Measurement of 
the Environment, FRSI and FRS2 • Family Resource Scale at pretest 
and post-test, FSSI and FSS2 • Family Support Scale at pretest and 
post-test, CESI and CES2 • Ch11d Expectat10n Scale at pretest and 
post-test; P8PI, PBP2, PBP3, and PBP4 • Parent Behavior Progression 
at pretest, month 2, month 3, and post-test, respectively; TSII, 
1512, and TSI3 • Teaching Skills Inventory at pretest, mid-point, 
and post-test, respectively. 

related to post-test results on the Teaching Skills Inventory (TSI) 

(r • .62, Q<.Ol), thereby 1ndicating initial level of resources were 

related to parental instructional competence. The pretest ratings on the 
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PBP were associated with post-test ratings on the TSI (r • .52, 2<.05), 

suggesting a positive relationship concerning the qua1ity of parent

infant interactions and the amount of parental instructional competence. 

ln addition, the Pearson product moment correlation procedure was 

used with the child variables in order to determine if there was a strong 

relationship between the scores of the two tests. If a strong positive 

correlation was ottained, it would indicate that the functional levels of 

the children were simi1ar on both assessments. Post-test Bay1ey scores 

were significantly correlated with the post-test scores on the Battelle 

(r • .96, ~<.01) (Table 19). Thus, administration of either tool 

indicated they measured comparable cognitive, fine motor, and social 

skills . 

Table 19 

pearson Prodyct Moment Correlations Among 1bl ~ Variables 

BSIOI 

BSID2 

BOil 

BOl2 

BSIOI 

1.00 

BSID2 

.97** 

1.00 

BOil BOl2 

.99** .96** 

.95** .96** 

1.00 .97** 

1.00 

figü. N - 15, * • signi ficant at .05 level, ** • significant at .01 
level, BSIOI and BSID2 • Bay1ey Sca1es of Infant Deve10pment 
(Mental Scale) at pretest and post-test, BOIl and BOI2 • Battel1e 
Oeve10pmental Inventory during pretest and post-test. 

Researchers, such as Dunst (1986), hypothesized that the quality of 

parental interactiona1 behaviors and the home environment influenced the 
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extent of skill acquisition demonstrated by children with handicaps. In 

order to investigate the viability of this c1aim, calculation of the 

Pearson product moment correlation for the parent and child variables was 

conducted (Table 20). No significant correlations were obtained. The 

correlations were in the low ta moderate range and included the absolute 

values of .01 to .51. The limlted sample size precluded any regression 

analyses. In sum, significant correlat ions were obtained for pretest and 

post-test admini strations of the child scales, while parental scores were 

sign1f1cantly related to one another for some of the parent scales. 

lliR Z 

Within Step Two, formulation of hypotheses and goals was performed 

based on individual family data. All proposed goals involved functiona1 

behaviors, included measurab1e criteria, and represented deve10pmental 

increases in each domain. Fami1y goals consisted of increasing the 

qual1ty of family interactional behaviors. An average of 53 child goals 

and Il fami1y goals constituted each family plan (Table 21). Post-test 

analyses of child and famlly goals revea1ed that children achieved 79.80% 

(S.D.- 12.77) of the targeted goals; whereas the families acquired 98.67% 

(S.D. - 5.16) of their objectives (Table 21). The results suggested that 

each fami1y unit typica11y learned 64 new behaviors within the five month 

period. Clinicall.y significant levels of goal accomplishment were 

c1early related ta the children's increased rates of progress as 

demonstrated on the developmental assessments. The identification and 

treatment of parent, child, and sibling needs resu1ted in c1inica11y 

significant skil1 acquisition for a11 family members. 

Another componl!nt with1n Step Two was completion of the Critical 

Events Checkl1st (A~lpendlx 1). On this inventory, the 1nvestigator 



Table 20 

Pearson prodyct Moment Correl atjons Armn.g !hl ChU d .lM parent 
Variables 

HOME 1 

HOME2 

FRSI 

FRS2 

FSSI 

FSS2 

CESI 

CES2 

PBPI 

P8P2 

PBP3 

PBP4 

TSIl 

TSI2 

TSI3 

BSIOI 

.39 

.22 

- .13 

- .05 

.30 

.15 

.10 

.10 

.14 

.42 

.22 

.32 

.47 

.26 

-.05 

BSI02 

.38 

.23 

-.08 

-.05 

.26 

.12 

.20 

.20 

.12 

.38 

.18 

.27 

.51 

.32 

.05 

BOIl 

.44 

.26 

- .16 

- .01 

.32 

.17 

.10 

.11 

.16 

.44 

.23 

.34 

.43 

.30 

-.09 

BDI2 

.44 

.33 

-.17 

-.02 

.34 

.22 

.21 

.20 

.22 

.47 

.28 

.37 

.45 

.37 

.03 

tma. N· 15, *. signifieant at .05 1evel, ** • signifieant 
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at .01 level, BDIl and BOl2 • Batte11e Oeve1opmenta1 Inventory at 
pretest and post-test, 
BSIOI and BSID2 • Bay1ey Seales of Infant Development (Mental Sea1e) at 
pretest and post-test, 
CESI and CES2 - Child Expeetation Seale at pretest and post-test, 
FRSI and FRS2 - Family Resouree Seale at pretest and post-test, 
FSSI and FSS2 - Family Support Seale at pretest and post-test, 
HOMEI and HOME2 • Home Observation for Measurement of 
the Environment at pretest and post-test, 
PBPI, PBP2, PBP3, PBP4 • Parent Behavior Progression at pretest, 
month 2, month 3, and post-test, respectively; 
TSll, 1S12, and TSI3 - Teaehing Skills Inventory at pretest, mid
point, and post-test, respective1y; 
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indicated that three famiHes had been informed of their children's 

diagnoses within the past six months, had a younger child possessing 

skH1s that exceeded those of the handicapped child (H. 3), and expected 

a transition to a new special education program (N • 1) (Table 22). 

These nondevelopmental events were consistently present for children w; th 

severe handicaps, whose younger siblings (as young as six months) were 

surpassing the handicapped child in the areas of gross motor and soc;a1 

skill s. 

Tabl e 21 

Wl1 Targeted J.!l!i Achieved b:t fami lies 

Child 

Family 

Humber of 
Targeted Goals 
(l) S.D. 

53.93 16.04 

11.93 2.67 

Humber of Goals Percentage of Goals 
Achieved Achieved 
(l) S.D. (X) S.D. 

43.07 15.71 

11.80 2.81 

79.80% 12.77 

98.67% 5.16 

In conclusion, the children in the present study and their families 

demonstrated substantial amounts of skill acquisition. Clinical 

observation and use of the Critical Events Checkl i st revealed that 

families experienced considerable stress when their children with 

handicaps displayed skil1s significantly below their age norms, were 

responding to recent diagnoses, or reacting to the;r other chi1dren's 

capabil Hies. 
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Table 22 

CQmgg~al 2f 'eUh;l] E~lnt~ ~ bl Elmj]jl~ 

N ,.. 16 
Frequency Age Range of Children 

Described in "Yes" 
Yes No Column 

(months) 
Non-developmenta1 Events 
1. Di agnos1 s 3 13 2-3 
2. Younger Si bl ing 3 13 25-31 
3. Program Transition 1 lS 28 
4. Medical Operation 0 16 

Deve 1 opmenta 1 Events 
1. Not Wa1king 6 10 16-36 
2. Not Self-feeding 6 10 28-31 
3. Not Talking 9 7 28-43 
4. Not Toilet-trained 7 9 28-43 

As part of this interview phase (third home visit), parents 

responded to questions on the Protocol for the Family-Focused Interview 

(Appendix 1), verified the appropriateness of each family plan, 

prioritized the mutually agree~-upon goals, and discussed possible 

strategies. The family-focused interviews consumed a total of 35.08 

hours across the 16 famil ies, with a mean of 2.19 hours per family. 80th 

parents were present during six of the interviews, while the remaining 

interviews were completed with nine mothers and one father. 

In addition to the protoco1 questions, clarification of parental 

responses on the Child Expectation Scale, Family Resource Scale, and 

Family Support Scale was sought. The interpretation of these family

focused interviews occurred by reading a11 entries, and then identifying 

the recurrent themes or salient issues across the fami1ies. These 

repetitive themes formed patterns of familial behaviors (Miles & 
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Huberman, 1984). Families displaying sim1lar needs, behaviors, or 

requests were clustered into individual patterns. A11 16 interviews were 

taped, transcribed, and analyzed for specifie clusters. 

Qyestion l 

Within Question 1, parents were requested to describe what life is 

like with their children with handicaps. From the parental responses, 

varying degrees of adjustment to living with handicapped chi1dren were 

evident. Frequently cited attributes included busy, demanding, 

depressing, etc. and were associated with the extent of a structured 

schedule in the home, rather than being related to the level of child 

functioning, employment status of the parents, and SES level of the 

family. Seven parents foeused upon the uneertainty associated with their 

children's diagnoses (e. g., seizures) and manifestations of their 

diseases (e. g., 10ss of skills). Suceessful parental coping was 

exemplified by parental desires to maintain close proximity to their 

children and to balance the needs of all fami1y members. 

Question Z 
The strongest emotions displayed by parents occurred when parents 

were asked how they learned of their children's diagnoses. Parental 

coneerns involved coping with the doctors' negative predictions and the 

manner in whieh the diagnoses were given. Furthermore, the lack of 

informed medieal personnel and consideration of parental perspectives 

continued to be troublesome to parents, resulting in the need for 

additional information and appreeiation of parental viewpoints. 

Qyestion } 

This question involved requesting parents to describe a stressful 



-

124 

event and the actions they utilized to obtain its resolution. Parental 

stress focused upon financh1 concerns, children t s handicapping 

condit ions, and fami 1y members' coping behaviors. For all famil ies, 

resolution of stressfu1 events was derived from famil; al support. ln 

addition, seven parents utllized rational problem-solving techniques, 

while four other famHies assumed a negative reactive approach to 

resolving crisis situations. There was no effect for the family's SES or 

child functional levels. 

Question! 

In terms of the support systems available ta families, relatives 

were overwhelmingly cHed as the major source of famlly support. Twe 1 ve 

families described the importance of the children' s grandparents and 

aunts. Professionals and parents' friends were oeeasionally considered 

helpful (N • 6). As one parent remarked, "They (friends) listen and it'5 

f1 ne, but they forget about 1 t. They don' t know what i t 's 11 ke 1 i v i n9 

w1th children who have problems." Other parents disliked having to be 

"over-aggressive and assert ive in order ta obtai n educat 10nal services." 

Furthermore, persans to assist wi th chlld care or parent workshops were 

positively valued by parents. For those families with insufficient child 

care opportunities, dimini shed fami l1al finances or the lac~ of qual i fi ed 

chlld care personnel were cited as causes for the poor rat1ngs. 

S1milarly, governmental and private agenties were not consldered 

support1ve, sinee they frequently delayed payment for reimbursement of 

prosthet1e devices and pharmaceutical bills. 

Question ~ 

Parental request for additional services (question 5) 1nvolved 

therapy for their ehildren (e. g., phys1cal therapy), chlld care, and 
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assistance with governmental financial ageneies. When the possibi11ty of 

enrolllllent in a parent group was presented, all 16 families refused, a 

e11niea11y signifieant finding. Parents were reluetant to share their 

problems with strangers. 

Question § 

A wide array of positive and negative effects were verbalized by 

parents when asked, • Could you tell me some of the things that your 

ehlld has taught you1 What have you learned about yoursel f1· Thi s 

question directly requi red parental reflect ion about the positiVe and 

negative outcomes of parenting a child with developmental disabl1 ities. 

Positive feelings and skills ineluded increasing patience, becoming more 

creative, developing maturity, aequiring inner strength, increasing their 

self-concept; and learning how to interpret aeeurately their ehl1dren's 

non-verbal eues and to teach their ehlldren. Two parents beeame grateful 

for hav;ng other children, who were healthy. Another parent learned to 

lower her expeetations of child progress in order to eonfront the reality 

of her child's signifieant developmental delay. Parents learned 

predominantly positive behaviors or emotions in response to parenting 

children with varying levels of developmental delay. 

Question l 

Present and future expectat10ns held by parents for the sibl1ngs of 

their handieapped chlldren were explored in this question. Present 

parental eoncerns foeused upon sibl1ngs' patience, toleranee, and love 

toward the handicapped ehlldren (N. 5). Six parents a150 verbal1zed 

specifie actions they des1red their ehl1dren to exhibit, e. g., include 

the chl1dren in the siblings' activities. Other parents focused upon the 
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lfterature concerning the negative repercuss10ns for s1blfngs 1iving with 

handicapped chl1dren. 

Expectations of future siblings' behaviors varied. Three families 

expected their nonhandfcapped chlldren to assist thefr sibl ings with 

severe handicaps. Most parents falled to verbalize their expectations 

for future behaviors by their healthy children. They perceived that 

thei r nonhandicapped chl1dren had a right to thei r own 1 ives and any 

interaction with the handicapped sibHngs should occur spontaneously. 

Question a 
Parents were asked about the; r present and future goals for thei r 

handicapped children. In terms of present goals t 12 out of the 16 

families verbalized realistic, functional behaviors in al1 developmental 

areas. These behaviors were included in the family plans and al1 

chlldren demonstrated progress toward acquisition of these rarent 

seiected goals. Future goal s fnvol ved children 1 earning to bec orne 

independent and integrated within the community (N • 13). Qne parent was 

asked to expl ain why she had low expectat ions for her chl1d' s future 

abilities and living arrangement. She attributed her expectations to her 

childts developmental delay. All parents verbalized at least one 

funct i ona 1 behavi or to be acqui red by thei r chH d. 

Qyestion i 

The parents' level of desired involvement in the proposed 

intervention plan was requested. Ten parents reported varying levels of 

daily time co.itment to the proposed goals, which ranged from five 

minutes to four hours. Four other parents expressed they would perform 

as much intervention as possible, given other family concerns. Two 

parents explained how the goals or intervention should be integrateti 
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This question concerned aseertaining whether Any medieal tests or 

surgeries were pending. If parents indicated specific medical procedures 

were scheduled, Pi;O;' planning for support services and information ceuld 

be provided. Although no surgeries were sChedu1ed, eight families 

indicated that mediea1 examinations were to occur within the year (e. g., 

e1ectroeneepha10gram). For these families, an exp1anation of the types 

of information obtained and the procedures assoeiated with the tests was 

given. 

~ 1nÂ Strategies 

The final purposes of the family-focused interview were to review 

and prioritize the proposed child and faml1y goals, and dhcuss possible 

intervention strategies. Each goal and its corresponding methods were 

presented to the parents for their approval. Parents indicated that 

equal emphasls shou1d be placed on all deve10pmenta1 areas and the family 

goals during the week1y sessions. 

Once a review of the chlld assessment results occurred, parents 

agreed to the 863 (total) proposed child goals and the 195 propased 

fami 1y goals. Only two parents requested that three family goal s be 

omitted From their ind1vidualized plans. These goals focused upon family 

finances and opportunities for adu1t socialization. On the who1e, a high 

rate of approval was derhed for the individualized family service plans. 

One plausible explanation for this high leve1 of approval was that 

involvement in the process encouraged parents to become more committed te 

the plan and ta reflect on the needs of a11 famHy members. Given the 
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diversity of needs addressed for all faml1y members, all parents 

consldered the faml1y assessment results to be real1stlc and the plans to 

be immediately useful. 

lliI ! 

The 1nd1vidual1zed falll1y service pl ans were fina11zed within step 

four. These plans inc1uded goals specifying child, parent, and sibling 

behaviors. As we1l, the case management activities conducted by the 

investigator were included in each plan. 

Goal attainment sca1ing continua were developed for specifie 

individua1 behaviors. Progress on each of these goals was ascertained by 

comparing pretest and post-test leve1s for six parents, four sib1ings, 

and one ch11d (Table 23). Parent goals focused on materna1 enjoyment, 

sensitivity to child's interests, implementation of behavioral 1 imits, 

ability to problem solve and verbalize feelings, and reduct10n of 

intrusive social games. Each continuum had a range of possible outcomes 

which cou1d be acquired by the end of the five month periode Each 

outcome was assigned a numerical value ranging from pretest level (-2), 

to expected outeome (0), to best expected outeome (+2). All skil1s were 

based on functional behaviors. The results indicated that each of the 

parents surpassed the projected outcomes and displayed skills at the 

upper 1 eve 1 s of the cont i nua. 

As well, specific sib11ng behaviors were addressed and included 

learning to gauge the intensity of stimulation presented to their 

siblings with handicaps eN • 2), and to assume realistic out100ks about 

their handicapped siblings (N • 2). From the initial pretest levels 

(-2), the nondisabled siblings made signifieant progresse They were able 

to respond to the chi1dren's behaviora1 eues in order to ascertain the 
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Table 23 

Cootinua gf iQil Atta10meot Scaling 

ru Maternal Enjovment gf !bi Wlsl 
+2 Exhtbits sheer enjoyment at observing child 

*+1 Smiles, provides physical contact and verba1ization to child 
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o Stays within 3 feet of child for 5 minutes and states 2 positive 
connents 

-1 Verbalizes one neutra1 statement regarding child and remains in 
the same ra am 

--2 Shows 00 pleasure in being with child 

ill Maternal Implementation if Behayioral Ljmits 1Q 1bI ~ 
*+2 Implements behavioral limits 901 of the time 

+1 Implements behavioral limits 501 of the time 
o Implements behaviora1 limits 351 of the time 

-1 Implements behavioral llmits occasionally 
--2 Does not implement behavioral limits 

LZl Maternal Inseositiyity 1R Child's Interests 
*+2 Is sensitive 901 of the ttme to the chtld's interests 

+1 Is sensitive 501 of the time to the child's toterests 
o Qccasionally (251 of the time) to the child's loterests 

-Ils insensitive to the child's tnterests 901 of the time 
--2 Is insensitive to the child's interests 1001 of the time 

~ Maternal Inability ~ Problem-So1ye 
*+2 Gathers information before acting, exploring and pursuing one of 

the possibilities 
+1 Gathers information with no exploration of alternatives 
o Relies on others to perform problem-so1ving, but listens to 

alternatives being suggested 
-1 States prior planning would be helpfu1, but is still overwhelmed 

--2 15 reactive to problems and verbalizes being overwhelmed by 
events with 1itt1e visible coping 

illl Maternal Inability ~ yerbalize Feelings 
*+2 States feelings in presence of professional and spouse 

+1 States feelings openly to professiona1 when spouse is not present 
o States one comment that involves an emotional1y laden feeling ta 

the professional 
-1 States comments that do not reveal any persona1 feelings 

--2 Looks to spouse to state her feelings 901 of the time 

1l!l Reduction if Mother's Intru5iye Soc1a1 iImI1 19 !hi th1ld 
*+2 Presents a wide array of social games that do oot iocorporate 

intrus i veness 
+1 Presents social games with minimal use of intrusive (facial) 

games (251 of the time) 
o Presents intrusive facial/soc1al games 501 of the time 

-1 Presents intrusive faCial/social games 751 of the time 
--2 Presents intrusive facial games 1001 of the time 



111 1l!l Siblinqs iIwal Intensity if lhI Stimulation Presented 
*+2 Alters intensity of stimulation 901 of the time 

+1 Alters intensity of stimulation 751 of the time 
o Alters intenslty of stimulation 501 of the time 

-1 Alters intensity of stimulation 251 of the time 
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--2 Ooes not alter 1ntensity of stimulation according to the infants' 
responses 

1Zl 1lQl Siblinqs Assyme Bea1istic Out1ook about 1bI Children 
*+2 Bemarks about chi1d's successes and present needs 

+1 States 1 positive comment and looks astonished when child 
achieves a taryeted skil1 

o States 1 neutral comment 
-1 States negative comments 

--2 States negative comments and exhibits hurtful acts 

111 Chi1d's BeJection 2f fllx ~ HI! Sib1ings 
+2 Looks At, smiles and vocalizes to siblings 

*+1 Looks at and voca1izes to siblings 
o Looks but does not withdraw from contact with siblings 

-1 Withdraws momentari1y, but then looks at siblings 
--2 Withdraws from Any contact presented by siblings 

~. (number). subject number, - - pretest leve1, * • post-test 
1evel 

type of stimulation needed. Similarly, the siblings became more 

real1stic about the children's strengths and needs, which resulted in 

more p1easurab1e interactions among the chi1dren. The last continuum 

invo1ved a handicapped child's consisterlt withdrawal when her siblings 

initiated interaction. On the post-test, she was able to interact 

positively with her twin and younger sib1ings. 

Meaningful progress was rea1ized by eight families on the goal 

attainment sca1ing continua. Further, the individua1ized fami1y service 

plans were fina1ized and given to the families and local infant programs. 

Also, significant progress was rea1ized by eight fami1ies on the goal 

attainment scaling continua, a positive finding. 

ln step five, weekly home-based intervention (sessions of two hour 
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duration) were implemented for al1 families. During the initial 

intervention session, each parent was provided with a list of strengths 

they displayed during the family-focused interview and assessment 

sessions. All parental strengths were read and similarities among the 

parental behaviors were determined. Clusters of parental behaviors were 

identified and categorized as follows: family relationship, parenting, 

acceptance of their children with handicaps, teaching, and personality 

characteristics (Table 24, Appendix 2). A total of 41 different parent 

behaviors were observed across the 16 families, noting the multitude of 

needs addressed. 

During weekly sessions, approximately 12 goals per family were 

emphasized and jointly determined by the parents and the professional. 

Parents selected two to four goals From the 11st of the 12 weekly goals 

to stress over the week. 

Strategies for encouraging the functional behaviors included 

systematic instruction (Snell & Zirpol1, 1987), which incorporated 

distributed trial 1earning, positive reinforcement, system of least 

intrusive prompts, time delay, shaping, different1a1 reinforcement of 

incompatible behaviors, and functional analysis of behavior. In order to 

ensure consistency across a11 professionals working with the family, the 

family plan was g1ven to each professional, copies of weekly goal s with 

the accompanying methods and responses were shared, and observations of 

each other' s techn i ques were conducted for each fami l y . For two 

fami 1 ies, the investigator was the sole service provider. 

Weekly progress on each family plan was monitored through multiple 

base1 ine procedures. Intervention was app1 ied to the fi rst behavior and 

continued unti1 the criterion was met. Treatment of the second behavior 
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commenced, once stable intervention data were derived for the first 

behavior. Intervention to subsequent behaviors began after progress was 

demonstrated on the previous behaviors. Use of multiple baseline designs 

permitted the examination of progress across several goals on a 

s1multaneous bas1s. For goals about to rece1ve intervention, baseline 

behaviors were monitored. Therefore, one could compare "treated" 

behaviors and those about to receive treatment during the same time frame 

(Kazdin, 1982). From the initial stab1l1ty of the behaviors durin9 

baseline, the magnitude and rapidity of change during intervention 

provided convincing evidence that the treatment was respons1ble for the 

behavioral changes. 

Application of multiple baselines in this investigation proceeded in 

a manner that gave priority to parent-infant interactional behaviors 

(parent behaviors observed on the PBP), followed by emphasis on parents' 

instruct10nal competence (as measured by the TSI). Child and sibling 

behaviors were selected based on observations of their interactions and 

the intervention priorities of the parents. 

Throughout the study, multiple baselines were conducted across 

specifie behaviors for each family unit. Using family 7 as an example, 

the types of child and family goals emphasized are presented in Figures 

2 and 3. 

Consistent progress was displayed by child 7, as she acquired the 

sample behavioral objectives in the cognitive, expressive language and 

social areas (Figure 2). Since her level of functioning was severely 

diminished, significant progress was revealed by her accomplishment of 

the spec1fied behaviors. Any decrease 1n her weekly performance was 

related to changes in her ant1convulsant med1cation. Even more rapid 

skill acquisition was exhibited by her family members (Figure 3). Review 
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Figure,Z. Multiple Baseline of Sample Goals for Child 7 that Were 
Incl uded in the Individual ized Family Service Pl an 

H21l. 8ehavior 1- The child will remove a cloth from her face 
within five seconds, two out of three times for two consecutive 
sessions; once a game of peek-a .. boo has been initiated. 
Behav10r 2- The child will be observed to vocal; ze a specifie sound 
for each of three emotions during two consecutive sessions. 
Behavior 3- The child will accept two overtures from her siblings 
within five seconds, by looking "r sm1ling at her siblings, and not 
wi thdrawi ng from thei r touch; for three consecut ive sess ions. 
Behavior 4- The ch11d will obtain an object placed beyond her reach 
by using one abject 1n order to obtain the desired toy; w1thin ten 
seconds, two t1mes per session, flor three consecutive sessions. 
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Figyre a. Multiple Base11ne of Sample Goals for the Family of Child 
7 that Were Included in the Individualized Family Service Plan 

H2!!. Behavior 1- The child's mother and father will imitate child 
7's sounds within three seconds, four times per day for three 
consecut ive days. 
Behavior 2- The parents of child 7 will provide positive verbal 
reinforcement to the child in response to observing appropriate 
behavlors; four times per day for three consecutive days. 
Behavior 3- The mother of child 7 will give the child at least two 
opportunities per day to chose preferred activities or food items 
for three consecutive sessions. 
Behavlor 4- Child 7 and her sisters will exhibit parallel play for 
30 continuous seconds for three consecutive sessions. 

1 
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of the behaviora1 objectives demonstrated that the mother 1earned ta 

imitate her child's sounds, to provide positive reinforcement, and to 

permit ehild choices. As well, her sib1ings learned to exhibit parallel 

play within eight sessions. 

Using a table of random numbers, individual families were initially 

seleeted, then the respective ehild goals, and finally the family goals 

were chosen. These goals are presented in Figures 4-10. In arder ta 

provide an illustration, seven families, seven ehild goals, and seven 

fami1y goals were random1y se1eeted. On Figure 4, ehild 1, with age 

appropriate skills, visual1y inspected toys; and her older sister learned 

to aeeurately interpret the ehild's behavioral eues. Similar1y, child 1 

demonstrated differential responses to varying tones of voiee, while her 

parents planned future goals for her (Figure 5). On Figure 6, ehild 9 

(who has moderate handicaps) exhibited acquisition of abject permanence 

skills and his mother provided a language-rieh environment. Further, 

ehi1d Il learned to voealize for the attention of a family member (Figure 

7). Her acquisition of this goal helped her to maintain age appropriate 

skills. Meanwhile, her parents discussed alternatives for child eare and 

determined the most appropriate choiee for them (Figure 7). 

Child 12 exhibited acquisition of object permanence at the expected 

age level as his parents learned to beeome sensitive to his tolerance for 

stimulation (Figure 8). Child 14, who has a severe level of physical 

involvement and moderate handicaps, learned to reach toward an object 

(Figure 9). Her parents displayed inereased involvement with her by 

reporting activities enjoyed by a11 fami1y members (Figure 9). Given 

ehild 16's low leve1 of responsiveness, the goal was to have her respond 
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Figure!. Multiple Basel;ne of Randomly Selected Child and Family Goals 
for Ch11d 1 Included 1n the Individua11zed Fam1ly Service Plan 

Note. Behavior 1- Child 1 will bring a toy into her visual field or 
turn toward it, when it is placed in her hand; three out of five 
times on three separate days. 
Behavior 2- The s1bling of child 1 will learn how ta tell when child 
1 is ready to play and when she (child 1) has had enough play time; 
three out of four times on three consecutive days. 

to social games. Although child 16 exhibited brief periods of attention, 

she became more responsive to social games (Figure 10). In order to 

maxim;ze her learning, her parents learned to prepare for the play 

periods and to provide stimulation (Figure 10). 
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Figure~. Multiple Baseline of Random Child and Family Goals for 
Child 1, Which Were Included in the Individualized Family Service Plan 

Note. Behavior 1- Child 1 will show appropriate responses ta each 
of three different tones of voiee by exhibiting a different reaction 
for eaeh of three verbalized or vocalized emotions; 2 times for each 
voice tone on two separate days. 
Behavior 2- The parents of ch11d 1 will anticipate child 1'5 next 
steps in her development by planning challenging activities for her 
on a monthly basis (criterion - three episodes per session for three 
sessions). 
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Figure 2. Multiple Baseline of Random Child and Family Goals for 
Child 9, Which Were Included in the Individualized Family Service Plan 

HQ1l. Behavior 1- Child 9 will look at the correct place to find a 
toy after he has seen it successively placed under three covers 80% 
of the time on three separate days. 
Behavior 2- While doing the household tasks, the mother of child 9 
will tell her child what she is dotng, in arder ta continue 
increasing his understanding; three times per day, four times per 
week. 



-( 
" 

Baseline 1 Intervention, Fol1ow-up 
/- - / / - / 

Frequent y 1 
of 1 

1001 
1 

1 ...... ' *-* ,J , 751 
Percent 1 
of 501 
Vocalizingl 
for 251 
Attention 1 

,1 ' 
'* , 

01 *-*-*-*1 1 

Behavior 1 (Child) 

139 

1---------------------------------------------------------
1 1 1 
1 \ - - - \ 

41 \ - - - - - \ 1 
1 

Alterna- 31 1 *--* 1 
tives 1 
Per 21 
Session 1 

11 
1 

01 *---*-"'-"~-*-*I 1 

/ 
Beh.vior 2 (Fa.ily) 

\---------------------------------------------------------
1 2 3 4 5 6 7 8 9 10 Il 12 13 14 15 16 17 18 19 20 21 22 

Weekly Sessions 

Figure 1. Multiple Basel1ne of Random Chlld and Family Goals for 
Child Il, Which Were Included in the Individualized Family Service Plan 

H21I. Behavior 1- Once ch1ld Il has rece1ved attention from one of 
her family members and then no longer has the exclusive attention of 
that persan, she will vocalize sounds (no crying sounds) within ten 
seconds after the attention has been w~thdrawn; 75% of the time on 
three different days. 
Behavior 2- The interventionist and the parents of child Il will 
bralnstorm ways sa they (the parents) can obtain more time for 
themselves and friends, and ta have baby-sitting opportunities; 
three alternatives that meet parents' approval. 
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Figyre 1. Multiple Base11ne of Random Ch11d and Fami1y Goals for 
Child 12, Which Nere Included in the Individualized Family Service 
Plan 

H21l. Behavior 1- Child 12 will find a toy within five seconds 
under one of three covers without any errors, upon seeing it moved 
from place to place; 801 of the time. 
Behavior 2- The parents of child 12 will adapt the amount and the 
intensity of stimulation to the amount that their child can handle 
by sharing with the interventionist, his reactions to new people, 
noises, and situations; three events on a weekly basis for three 
weeks. 
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Figure i. Multiple Baseline of Random Child and Family Goals for 
Child 14, Which Were Included in the Individualized Family Service 
Plan 

tiQ1l. Behavior 1- Child 14 will raise or reach with both of her 
hands on a spontaneous bas1s toward an object held at her chest 
level; with her hands partially open, within ten seconds, 60% of the 
time. 
Behavior 2- The parents of chlld 14 will describe activities that 
they enjoyed doing with their child and that their child enjoyed; 
description of three activ1t1es on a weekly basis for three weeks. 
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Figyre jj2. Multiple Baseline of Random Child and Family Goals for 
Child 16, Which Nere Inc1uded in the Individualized Family Service 
Plan 

t!Qll. Behavior 1- Child 16 will comp1ete1y removed a cloth placed 
over the adu1t's face in a peek-a-boo games; three consecutive times 
on three different days. 
Behavior 2- While teaching Child 16 a new sk1ll, her parents will 
have the toys ready in advance and present the sk 111 four t i mes in 
succession, lasting a total of five minutes; everyday, 75% of the 
time (Criterion • preparation and four presentations for five 
minutes, 15' of the time). 
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The multiple baseline procedures reflected rapid acquisition and 

maintenance of targeted child, parent, and sibling behaviors (Figures 2-

10). Additional behavioral goals, emphasized for the entire sampl e, 

resulted in progressive acquisition of functional behaviors, a most 

signifieant finding. Thus, the effeetiveness of the intervention was 

further exemplified by continuous achievement of new sknls and was 

reflected in these randomly selected multiple basenne figures. 

Whenever siblings were present in their homes, they were actively 

encourJged to join the sessions. Typically, siblings of all ages partook 

in the various activities for at least 20 minutes of each session during 

the summer, late afternoon, and evening sessions. Consistent with the 

requirements of enrollment in the study, parents were present for each 

entire session. 

Qualitative analyses were conducted in order to determine 

characterist1cs of family function1ng and parental priorities for family 

goals. During intervention, dai1y anecdotal notes concerning family 

behavlors, questions and/or concerns were noted ilmlediately followi n9 

each home visit. Upon conclusion of the study, these notes were analyzed 

in order to determine major c1usters of familial behaviors. Based on the 

analyses of the data, the following sa1ient famHy issues were derived: 

parental concerns (Table 25, Appendix 3), parent-infant attachment (Table 

26, Appendix 4), future parent a 1 expectat ions for thei r chil dren wi th 

handicaps (Table 27, Appendix 5), stbl ing behaviors (Table 28, Appendix 

6), positive conwnents regarding the investigator (Table 29, Appendix 7), 

and case management activities (Table 30, Appendix 8). 

The concerns of parents refl ected ; n the; r statements were the needs 



...... 

144 

associated with the health and development of their families (Table 25, 

Appendix 3). They indicated the desire to work with well qualified 

professionals, who should consider the parents' perspectives. Parental 

concerns included availability of provincial services, early intervention 

services, professionals, parental teaching skills, children's bodily 

functions and behaviors, familial characteristics, and children's future 

abil ities. 

Although parents experienced ongoing stress from parenting children 

with handicaps, they displayed positive affectionate behaviors which were 

consistent with their statements (Table 26, Appendix 4). Demonstration 

of these positive behaviors occurred during social games or conversations 

with the investigator. Thus, positive parent-infant attachment behaviors 

were observed across different contexts, and involved both mothers and 

fathers. 

During conversations with the investigator, parents verbalized their 

continued concerns regarding to their child's abilities (Table 27, 

Appendix 5). Parents expressed optimism and the desire to acquire a more 

real istic appraisal of their child's future abi111ies. These discussions 

arose during the intervention sessions. 

The negative behaviors of siblings observed during the first two 

home visits stressed the importance of including siblings in the 

intervention program. These behaviors included decreased appraisal of 

the children's capabilities (N • 2), diminished understanding of the 

children's present abilities (N • 1), and difficulty with sharing 

parental attention with their handicapped brothers and sisters (N • 2) 

(Table 28). 

However, an increase in positive social behaviors occurred during 
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intervention sessions (Table 28, Appendix 6). Improved sibling behaviors 

resulted from social reinforcement (N - 2), participation in the sessions 

(N • 5), and modeling of developmental1y appropriate games (N a 2). 

Thus, the inclusion of siblings within the intervention sessions 

apparently promoted more positive interactional behaviors. 

Social-emotional support and parent education were provided during 

the intervention sessions. Parents and siblings verbalized statements 

about the investigator's role during the intervention sessions (see Table 

29, Appendix 7). Siblings typically verbalized pleasure as they 

enthusiastically joined the intervention sessions. 

Furthermore, positive parental statements focused upon assessment 

results (N • 2), the thoroughness of the plan (N • 3), structure of the 

sessions (N • 8), methodological approach (N • 3), and the investigator's 

support (N • 4). In addition, specifie personality characteristics of 

the investigator were mentioned as helpful, e. g., wa,-mth. One father 

remarked that "It' s amazing how much someone's day to day work can bring 

hope and improve the qual ity of l ife of a family 1 ike ours." From 

parental statements, the perceived provision of support, information, and 

parent education resulted in their acquiring positive perceptions about 

the purposes and implementation of the family-focused intervention model. 

These positive statements were consistent with prev10us findings. The 

delivery of the home-based services resulted in positive comments 

throughout the intervention sessions. 

Although the intervention sessions were home-based, parents 

encouraged the investigator to attend family events, in order to derive a 

more thorough understanding of the family and to express their sincere 
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appreciation. For example, one fami1y requested the investigator attend 

a day trip to observe parent-child and parent-parent interactions, while 

another family urged the investigator to be present at the christening of 

the younger chi1d. Anecdota1 notes were taken and family behaviors were 

extracted from the ongoing notes. From these additiona1 visits, parents 

were observed to provide socia1-emotlona1 support for each other. The 

chil dren were observed to di spl ay independence as they a:nused themse l ves, 

as well as seek out their parents' attention in socially acceptable ways. 

Other activities by the investigator inc1uded case management. Upon 

parental request or the investigator's suggestions, parents were provided 

with names of additiona1 personnel and services, as we1l as inter-agency 

coordination (Table 30, Appendix 8). Assistance was given for organizing 

the home environment, developing coping responses, and learning 

specia1ized educationa1 techniques. Whi1e the activities varied 

significant1y, 94' of the parents requested specifie instruction on the 

determination of future goals for their chi1dren. Acquiring this 

know1edge enab1ed parents to assume a 1arger degree of advocacy, self

reliance, and self-confidence. All case management activities were 

implemented in an attempt to improve the current qua1ity of life for 

fami1ies and to provide support for their future needs. 

The final step in the family-focused intervention model included the 

evaluation of program effectiveness. In step one, post-test 

administration of parent, child and sibling scales were described. The 

results on the goal attainment sca1ing were given in step four. 

Additional evaluations included obtaining parental opinions about 

the qua 1 i ty of the program and each facet of the famil y -focused 
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intervention model. To obtain objective appraisal of the intervention 

model, the parents were requested to rat.e the quality of their parenting 

skills, instructional competence, and family relationships, as well as 

the investigator's skflls on the Parent Satisfaction Scale. The majority 

of their responses consisted of the highest ratings for each item (Table 

31, Append 1x 9). 

Variability across parents occurred concerning the quality of their 

familial relationships (X • 2.47, S.D. • 1.18, maximum • 4.0). Parents 

indicated their familial relationships continued to be good (N· 4), or 

lmproved due to intervention (N • Il). In general, parents gave the 

highest ratings concerning the quality of the parent education and the 

intervention sessions. 

In addition, parents were asked to contrast how this approach 

differed from previous early intervention efforts. Those families, who 

had not experienced the services of another early interventionist, were 

requested to describe their thoughts concerning each facet of the 

program. Direct quotations were recorded in the investigator's notes 

during the inter't'iews with the parents (Table 32, Appendix 10). From 

qualitative analyses of these comments, recurrent themes emerged. 

Parents expressed key characteristics associated with the model. 

Their comments were conceptually organized under the following headings: 

program approach, program planning, program implementation, resources, 

case management, family relationship, family goals, parent education, 

parental attitude, characteristics of the lnvestigator, and sim1larities 

with other current services. Positive attributes included thoroughness, 

organfzation, global orientation, and consideration of the entire fami1y. 
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Another central theme was the development and/or rei nforcement of 

parental sel f-sufficiency. Sel f-suffi ciency 1 essened parental dependence 

upon professionals and enabled parents to select appropriate goals for 

their children, advocate for specifie services, util ile community 

networks, enhance parenting and teaching skills, and assume an objective 

appraisal of children's needs and abilities. 

Parents denoted specific traits they valued with respect ta the 

interventionist, e. g., conmitment, experience, etc. In comparing other 

intervention models, two famil ies conc1uded that there were similarit1es 

among child-focused programs and the family-focused intervention model. 

These similarities involved comparable short-term goals and intervention 

strategies. Given that each family plan was distributed to the 

respective professionals, it was not unusual for duplication of goals and 

methods to occur. 

Clinical1y and/or statistically significant progress was revealed by 

families in terms of their individual behaviors and interactions with one 

another. Not on1y did scores on family measures increase, but the 

parents also reported growth in a11 their family members. The 

combination of quaHtative and quantitative dat! analyses provided the 

data necessary to formul ate the descriptive profiles of fami ly 

functioning and at the same time, it supported the effectiveness of the 

fami1y-focused intervention model. 
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Di scussion 

The fam11y-focused intervention model was implemented for 16 
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famil ies having infants (2-43 months) w;th moderate and severe handicaps. 

Throughout the family-focused interview and intervention, parental 

preferences were gathered and he 1 ped shape the type of program prov i ded. 

More important ly, sat isfying and nurturing rel ationships were rei nforced 

and these, in turn, facil itated the children' s developmental progress. 

The resul ts suggested that most of these infants approximated near 

normal rates of progress over the five month period of intervention. 

This was an unusual outcome, as children wlth moderate or severe 

handicaps were expected to gain one month in their ski11 1 ev el s for every 

two to three months of increased chronolog1cal age. Instead, these 

infants progressed at faster rates, which seemed to suggest the 

appropriateness of the family-focused intervention model. 

These handicapped infants demonstrated the acquisition of functional 

ski1ls, which would serve as a basis for future independence. Gains in 

the cognitive area, as measured by the 8ayley Scales of Infant 

Oevelopment and the Sattelle Developmental Inventory, demonstrated that 

these children increased their short-term memory, problem-solving 

abilities, and imitation skills. In the motor area, children improved 

the qual1ty of the1r movements (MAI scores) and acquired developmental 

milestones as measured by the 8attelle. S1milarly, their repertoire of 

appropriate interactional behaviors was expanded as a result of greater 

infant communicative competence, infant responsiveness to social 

overtures, and accurate family interpretat10n of their behavioral eues. 

There was less dependence on fam11y members for self-help skills, sinee 
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the cMldren acquired varying amounts of feeding, dressing, and toileting 

ski1ls (as measured by the Battelle). 

Essentially, these infants with handicaps learned many necessary, 

practical skills, which are utilized throughout their daily activities. 

The potential ity for regression of these attained child behaviors is 

reduced, since these behaviors are being reinforced during daily 

activities, such as at play, meal, and bed times. Furthermore, each goal 

on the individualized family service plan is a hierarchical elaboration 

of a previously learned skill. The successive acquisition of more mature 

chil d behavi ors has been rea 1 i zed through parental rei nforcement of 

speci fic ski1l s across several developmental domai ns, e. g., imitation of 

actions, words, and social gestures. 

Similarly, their parents and siblings increased the frequency and 

the quality of their interactional behaviors to levels at which familial 

satisfaction was obtained. These more frequent positive interactions 

among family members were directly related to the handicapped children' s 

increased behavioral repertoires. Since the infants with handicaps 

became more responsive, parents and sibl ings received ilIIIIediate feedback 

regarding their actions. Thus, a natural feedback system was formed in 

which the transactional nature of families was recognized and greater 

sensitivity by each family member was encouraged. 

These positive behaviors pointed to the proactive perspective 

associated with the family-focused intervention model (Kaiser & Hemmeter, 

1989). Assistance to families included promoting fulfillment of their 

needs, aspirations, and roles. Achievement of targeted goals was 

manifested by positive changes in each family member, in that each family 

1 
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member assumed personal responsibility for the behavioral change. In 

turn, the interventionist supplied information, support, suggestions, and 

materials that promoted these changes. 

Parents and siblings acquired 98.671 of the targeted goals; whereas 

the children with handicaps learned 79.801 of the intervention goals 

(Table 21). Given the numbers of goals designed for al1 fami1ies, a 

significant increase in positive behaviors was acquired by family 

members. The fami1ies obtained skills that were functional, utilized 

across environments and individua1s, and increased the frequency of 

p1easurab1e interactions among the fami1y members. 

program Implementatjon 

The formulation of the fami1y plan occurred through collaborative 

efforts between parents and investigator, resulting in the identification 

of functional and appropriate chi1d behaviors which coincided with the 

values and existing demands of each family. Parents, within the fami:y

focused interview, requested varying 1evels of involvement in their 

children's program, regardless of chi1d functional leve1s. Given that 

parental priorities for family goals and preferences for level of 

invo1vement were incorporated within the intervention, mothers and 

fathers may have become more interested in the program, resulting in 

their facilitating their ehildren's skills acquisition (Bai1ey, 1987). 

The importance of aseertaining parental perspectives regarding 

intervention was underscored by the various ethnie and religious 

backgrounds of the families. Aecording to specifie ethnie (e. g., 

Indian) or religious groups (e. g., Orthodox Judaism) , strict gender 

ro1es existed. Mothers' and fathers' responsibi1ities for chi1d-rearing 

and teaching differed, and th en value systems had to be considered in 
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developing the family plan. For example, one family of southern European 

descent unrealistically wanted early toi let training (at one year) of 

their child with handicaps. Instead of inmediate rejection of the 

parents' goal s, information and viewpoints from the parents and the 

investigator were shared, resu1ting in greater parental sensitivity to 

the physical and intellectual capacities of t.heir child. Thus, support 

for parental perspectives encouraged their receptivUy to alternative 

v1ewpo1nts whlle s1multaneously remain1ng 1n control of the intervention. 

Parents were eneouraged to choose the number of goals they wi shed to 

emphas1ze each week. The invest1gator consistently recommended that the 

goals be integrated into the context of dally family activities. 

Genera11y, a range of two to four goals were targeted by parents. There 

was considerable progress on these goals by each family member. 

During the weekly intervention sessions, the professiona1 targeted 

approximate1y eight ehild goals and four fami1y goals. The parents and 

the investigator cooperatively presented the goals to their child. It 

was interesting to note that the families were not overwhe1med by the 

number of goals, sinee each was task analyzed (divided into hierarchica1 

steps) and re1ated to other goals with1n the same or other developmenta1 

domains, e. g., imitation of actions and vocal pl ay. 

The methods used for the children's skill acquisition were derived 

from two sources, the Carolina Curricult. for Handicapped Infants and 

Infants At Rist (Johnson-Martin et al., 1986) and the pri ncip1es of 

systematic instruction (Snell & Zirpoli, 1987). Using techniques such as 

time delay, facil itated gradual skill acquisition by the children. 

1 n terms of faml1 y goals, the procedures were deve 1 oped by the 
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investigator, followtng the principles of Bromwich (1978). As such, 

mutually pleasurable interactions among family members were encouraged 

through the use of prob1em-solving, discussion, mode1ing, empathetic 

11stening, and encouragement. Siblings learned how to interpret the 

ch il dren 's eues, wh i ch games were pl easurab 1 e to the ch il dren , and 

specifie techniques to increase the probability of effective 

interactions. Parents acquired specifie teaching procedures, behavior 

modification strategies, handling and posftfoning techniques, and 

undershnding of functionality, integration, and avallable resources. 

The purposes underlying the parent goals included advocacy, establishment 

of strong parent-infant attachment, and aceurate interpretation of their 

ehildren's behavioral eues. They a150 included parental ability to 

anticipate their children' 5 deve10pmental, social, and emotfonal needs, 

and to persevere with their priorities for intervention. 

Based on anecdotal data, skl1l acquisition among the faml1 ies was 

partially a resu1t of the model 's emphasis on the collaborative approach 

between the famil ies and the investigator and the use of various 

intervention techniques. Collaboration entai1ed discussions about 

treatment of various child problems. In dec1ding the appropriate actions 

to perform, experimentation with different techniques was found to be 

successful, gfven that pr10r professiona1 suggestions had not el iminated 

specifie child behaviors. For example, suggested methods From 

therapists, that faned, were altered in order to reduce tortfcoll1s and 

nagging behavlor by two chl1dren. S1mtlarly, encouragement From the 

investigator promoted parental advocacy. Parents learned to take the 

initiative in contacting agencies for additiona1 services and potential 

school placements. 
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Furthet, the parents appreciated the individualized plans. From 

these plans, they were able to determine which future skills needed to be 

aequired and those goals that had been achieved by the families. Other 

professionals working with the families (e. g., physical therapist) 

emphasized the same goals and the complimentary methods. S)nce all the 

professiona1s used the same procedures, it cou1d be hypothasized that 

parents gained familiarity with the methods and exhibited faster skil1 

acquisition w1th the add1tional professional input. 

Within the family-focused intervention model, goal attainment 

continua were devised (Table 23). Specifie maternll, sibling, and ehi1d 

behaviors were targeted. Sinee these individual behaviors (e. g., 

maternal insensitivity ta the child's interests) were not included on the 

assessment tools, measurement of progress was performed by comparing pre

and post-test levels. Analysis of progress, as sugg~sted by Kiresuk and 

Sherman (1968), involved t-test analysis by weighting the various goals 

for a specifie person. Within this study, the goals on the continua 

comprised various funetiona1 behaviors across families, rather than 

within family units. As a resu1t, these goals had equal importance for 

each family and could not be weighted. In order to assess progress, 

comparison of pre-treatment and post-test 1eve1s was condueted. A11 

subjects exceeded the expected 1evel (labeled 0) and displayed behaviors 

at the upper end of each behaviora1 continuum. 

parental Behaviors 

Similar1y, parents achieved the highest ratings on the HOME, 

suggesting that the reinforcement and modeling of appropriate parenting 

behaviors resulted in contingent responding, the proviSion of pertinent 
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mater1als, and 1 slfe learning environment. These positive effects were 

especially evident for parents of ch1ldren with severe handicaps or age 

appropriate behaviors. These parents increased their behaviors to the 

upper levels of each area on the post-test. Parents of children with 

moderate handicaps maintained their high scores on the HOME. While 

significant progress was realized by subgroups of the sample, 

intervention applied to parenting behaviors resulted in improvement 

acro~s all families. 

Moderately high positive correlations between scores on the PBP and 

the HOME suggested that effective parent-infant interactions were 

significantly related to the establishment of a nurturing and responsive 

home environment. The data supported the previous results of Affleck et 

al. (1982a, 1982b). 

As well, parants emphasized the importance of their affective 

relationship with their chi1dren as a necessary component of promoting 

child competence. In their statements regarding attachment during the 

intervention sessions, parents predominantly 1inked the strengths of 

their bond with their chi1dren's skill acquisition. It would follow that 

stronger attachments were potential1y associated with higher levels of 

child progresse Whi1e this hypothesis was confirmed for most of the 

subjects, children with very low functioning levels (e. g., functioning 

one-quarter of their chronological ages) failed to demonstrate 

significant gains. This 1ack of substantial chi1d progress may have 

reflected the extent of chi1d impairments (Macpherson & Butterworth, 

1988). In order to determine the quality of the parent-child 

re1ationsh1ps, one needs to look at the level of attachment as well as 

the amount or type of parental effort necessary to increase children's 
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abi1it ies. 

One of the aims within the faml1y-focused intervention model was the 

development of a mutually pleasurable, rt=warding relationship between 

parents and their children with handicaps. The formulation of a 

satisfying relationship was a necessary skill required across the life

span of the family (Turnbull, 1988). Measurement of parent-child 

relationships was conducted through repeated administrations of the PBP. 

ln comparhon to the initial scores, the parents (14 mothers, one father) 

achieved 851 of a11 the behaviors li sted on the two forms (Form A, 

Form B). Parents displayed between 54 and 70 aUachment and 

interactional behaviors on the post-test, resulting in increased 

sensitivity and responsivity to their children's basic needs and 

development. The ability to develop effective attachments was realized 

by all parents of children inc1uded in this study. The items on the PBP 

proved to be sensitive to individual parental behaviors. Furthermore, 

these fami1ies exhibited differences in cultural orientation, value 

systems, and chi1d deve10pmental levels, which were considered by the PBP 

and attested to its usefu1n~ss. 

This positive parental growth resu1ted in the conclusion that the 

parents clearly intreased their enjoyment of their children and, as a 

result facilitated their genera1 development. For two parents, the 

mothers of child 6 and 10, positive relationships were primarily 

targeted. With respect to child 6, a goal attainment scal ing continuum 

was devised. Through the use of modeling, discussion, and brainstorming, 

the mother attained the level at which her positive statements were 

consistent with her body language. This was i11ustrated by smiling, 
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The mother of chi1d 10 vlewed 1ife event5 Wbeyond her control." She 

was frequent1y overwhe1med by typical life events (e. g., chi1d's ear 

infection). Further, she provided an unstructured home life for her 

spouse and children. Due to her perceived, continual upheava1, her 

ability to exhibit appropriate behavior and reserve approprlate time for 

her children was extremely variable. This mother's ineffective coping 

strategies resu1ted in her dependence on professionals for making simple 

decisions. 

For this mother, initial practice in problem-solving and assumption 

of responsibi1ity focused upon rea1istlc concrete prob1ems. After the 

parent identified the problem and its potential solutions and implemented 

the most desirab1e course of action, the need to make major decisions 

(e. g., transition to a public school placement) was then addressed. 

After exploring the parent's desires, a timeline of activities was 

.devised in whir- each person's responsibi1ity was clearly delineated. 

Based upon materna1 behaviors, gradual acquisition of prob1em-so1ving 

skil1s was accomplished. On the goal attainment scaling, this mother 

reached the highest level of the sca1e, which encompassed gathering 

information before acting, and exp10ring and pursuing the most desirab1e 

solutions. 

The behaviors of this mother, as well as the other parents, 

suggested a relationship between leve1 of attachment and parental desire 

t~ promote chi1d skil1 acquisition. This re1ationship was confirmed by 

the signifieant positive correlation between scores on the PBP and the 

scores on the Teaching Ski11s Inventory. In fact, Rodgers (1988) found 
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that levels of maternal responsiveness were associated with the extent of 

handicapped children's skill acquisition at three years. The existence 

of strong attachment behaviors certain1y faci1itated the children' s 

developmental gains. 

In addition, the high levels obtained on the PBP were clinica11y 

significant, given that researchers, such as Blacher (1984a), stated that 

strong parent-infant attachments were often difficult to achieve. The 

subjects in thi 5 study demonstrated increased amounts of attachment and 

interactional behaviors, and as such may have comprised an unusual sample 

of parents. All families volunteered for this study and may have been 

more motivated to respond to intervention efforts. Future investigations 

could detemined whether attachment levels vary as a function of parental 

motivation, child functional levels, and/or improve as a result of 

i ntervent i on. F or the present samp 1 e, parents i ncreased the qua 11 ty of 

their attachment and interactional behaviors as a result of sufficient 

resources, supports, explanations, positive reinforcement and modeling. 

Parental knowledge c1early increased as a result of the intervention 

sessions. This knowledge was demonstrated by high scores on the Teaching 

Skllls Inventory. Enhancing parental teaching sknls occurred on a 

weekly basis. As part of the family-focused intervention model, parents 

1earned task ana1ysis, how to modify intervention strategies, accurately 

and contingently respond to their children, and determine targeted child 

skil1s. Based on the results of the Teaching Skills Inventory, parents 

significantly increased their instructional skills by expanding their 

repertoire of feedback techniques, knowledge, and their ability to 

implement special educational strategies. 
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Parents of children with severe handicaps improved their initial low 

levels of teach1ng skllls, but they displayed less creativity than 

parents of 1 ess impaired ch1ldren. These chl1dren with severe handicaps 

exhibited poorly defined eues, which 1mpaeted upon the 1evel of parental 

respons1veness and success of parental efforts. W1th 1ncreased chi1d 

competence, parents responded more cont1ngently to their children. 

Parenta 1 sk il1 acqu 1 si t i on was ach 1 eved by mode li ng, emot 1 ona 1 support, 

positive reinforcement, a.ld practice. 

The increases ln the parents' teach1ng ski1ls lessened their 

reported dependence upon profess10na1s, as they acquired many of the 

skl1ls used by special educators. Once aga1n, a proactive stance was 

emphasized. Parents' abi1ity to decide current and future child goals 

promoted their organization of the sessions, and resulted in the1r 

abi11ty to plan goa1-or1ented act1v1t1es for the1r children. 

Consequently, their children understood the purpose of the act1v1ties, 

rece1ved appropriate instruction on functional skl1ls, and attempted to 

display the targeted behaviors. 

The parents' enhaneed repertoire of instructiona1 skills resulted in 

better child-rearing skills. It would appear that the parents' abilities 

were associated with chlldren's increases in disp1aying desired 

behavlors, both stat 15t1ea11y signi ficant resul ts. Furthe,-more, the 

balance between chlld- and parent-1nitiated activlties approximated 

nearly equal rates. An aim under1ying the development of the Teaching 

Skil1 s Inventory was the encouragement of a match between child and 

parental overtures. Wh en both ch11dren and parents shared control of the 

interaction, greater reeiproc1ty and p1easure w1th1n their re1ationsh1ps 

tended to exi st. The resul ts of the present study supported the earli er 
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research of Crawley and Spiker (1983) and Rodgers (1988), such that 

parental directives or teaching accelerated child competencies as well as 

resulted in higher levels of parental sensitivity. In conclusion, the 

balance between the incidence of parental requests with the infants' bids 

for specifie activities led to mutually pleasurable relationships, 

improved parental teaching, and increased child behaviors. 

Not only was the level of attachment (PBP scores) associated with 

increased parental teaching scores (r - .52, Q<.Ol), but the initial 

level s of resources experienced by families (Famlly Resource Scale 

scores) were also positively related to parents' teaching behaviors 

(r -.62, Q<.05). When sufficient resources eXisted, parents demonstrated 

emotional avai1abi1ity and interest in augmenting their children's 

ski11 s. They were not overwhe1med with the task of OOtai ning the basic 

necessities. Instead, parents had sufficient energy and willingness to 

promote the ta rgeted goals. 

Similar1y, when adequate social support and resources existed in 

fami1ies, enhancement of satisfying home environments was promoted (Deal 

et al., 1989). The Family Resource Scale measured the extent and qua1ity 

of resources perceived by fami1ies. Whi1e housing, food, etc. were 

typical1y considered as "almost always adequate", parents indicated 

difficulties in terms of time for the famlly to be together, to be with 

individual family members and significant others and for individual 

activities, regardless of child functioning levels. In contrast to 

middle and low income, families with high SES indicated no difficulty 

with opportunities for personal socialization. The amount of differences 

between families may have been related to family costs, such as baby-
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sitters, entertainment, or vacations. 

During the family-focused interviews, parents frequently described 

their home atmosphere as one of "exhaustion", while they coped with 

living with handicapped children. The frequency of parental exhaustion 

may be associated more with the young ages of their children, than the 

presence of a handicap,:ing condition. Leach (1981) reported that parents 

of nondi sabled, young children expressed high level s of exhaustion. In 

order to ascertain the cause for parental exhaustion, it would be 

advantageous to determine the separate effects of the children's 

chronological ages and handicapping conditions. Furthermore, parental 

exhaustion may be related to the number of routines in the home. In the 

present investigation, parents with structured sequences of daily 

activities, reported better coping, utilization of time, ample 

opportunities to be with family members, and balancing of the needs of 

the entire family. Thus, a home schedule implemented on a consistent 

basis with additional financing for child care may improve parental 

att i tudes. 

In an effort to encourage greater interaction among family members, 

parents were provided wtth suggested ways to set aside time for family 

members, ideas for low cost entertainment, and travel or vacation 

opportunities, as well as names of potential baby-sitters, respite care 

centers, day care centers, and housekeeper assistance (Table 30). Even 

though the parents received the names of these additional resources, 

their needs changed over the course of the study. As a result, their 

responses reflected the diversity amongst the families and the necessity 

of the identification of individual family needs. Wh en potential 

resources were delineated, families individually elected whether or not 

1 
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to avail themselves of these services. 

As revealed by parental responses on the post-test of the Family 

Support Scale (Table Il), various informal and formal sources of supports 

were viewed as more helpful. The support systems used by families 

typically involved a small network of immediate family members. Formal 

support systems (e. g., professionals) were used less often. 

Researchers, such as Trute and Hauch (1988), recommended encouragement of 

informal support groups, because they were continuously available to 

families. 

In contrast, formal systems of support (e. g., professionals) may 

vary at different points in the children's lives. When children exhibit 

a transition to a new program, the professionals may change. In review 

of current support received from professionals, parents gave mixed 

reviews. They disapproved of having to demand services for their 

children to which they were entitled to receive. While one Gf the 

purposes of the family-focused intervention model was to encourage 

parental advocacy, external forces (e. g., agency requirements) could 

hinder implementation of this role. The need for parents to battle 

continuously for services could have interfered with the amount of time 

reserved for enjoyable familial interactions and the development of a 

positive relationship between agency and parents. 

Several parents questioned the conflict between professionals' 

advocacy for the families and loyalty to agency demands. While the 

investigator emphasized the development of trust, especially in the area 

of confidentiality, interventionists from local infant programs typic~:;y 

stressed agency requirements. It was as if the parents had to meet the 
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desires of the agencies, rather than the programs requesting and 

attempting to fulfi11 fami1y needs. Certainly, not a11 infant programs 

assumed this attitude. However, those families who displayed the most 

ambivalence about the assistance of professiona1s did not typica11y view 

these personnel as sources of assistance. Agencies shou1d devise 

procedures which accommodate fami1y needs and reasonable 1evels of 

parental advocacy. 

It was interesting to note that families did not consistently 

utilize community resources. Parent meetings, social or religious groups 

were not requested nor sought after by the parents, even though they were 

identified as potential sources of support (cf. Cohen et al., 1989; Dunst 

& Trivette, 1988; George, 1988; Vaisbren, 1980). When names of local 

parent and sibling groups were offered, parents and sib1ings did not want 

to share their personal thoughts with strangers. Many parental responses 

indicated that they desired their time to be spent on facilitating their 

children's development and on increasing the quality of the home life, 

rather than talking to strangers. Siblings appeared to prefer talking to 

their parents. In 1ight of the findings, it would be useful to devise 

community workshops focusing on pertinent themes that were relevant to 

families. 

Support to fami1ies cou1d be extended in a variety of ways. Vithin 

this investigation, the families' abilities were reinforced by 

acknowledgment of their pre-existing skills. Given that each parent had 

individual strengths, recognition of his or her capabilities encouraged 

enhancement of other parental skills and trust. With the establishment 

of mutual respect, effective parent-professional relationships developed. 

From this base of mutual respect, informa1 exchanges were frequent, 
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openness was present, and support for parents' strengths was extended. 

As Affleck et al. (1982a, 1982b) mentioned, the se informa1 conversations 

often resulted in episodes of support, ref1ection, and behavior change. 

ln order to encourage effective rapport with parents, professiona1s 

should acknowledge parents' abilities by frequently discussing parental 

strengths in an informal manner. 

Professional support was provided dur1ng the family-focused 

interviewas parents described how they learned of their children's 

diagnoses. When parents were given an opportunity to re1ay stressful 

events, it acted as a support in itself (cf. Winton & Bai1ey, 1988). 

Medical personnel were consistently viewed as unsupportive by parents. In 

response to learning of the diagnoses, 12 families sought out additional 

information and utilized various problem-solving strategies as they 

attempted to cope with their children's diagnoses. Critical events, such 

as medical diagnoses, could negatively influence families' dai1y living 

patterns (McGonigel & Garland, 1988). This was evidenced by repeated 

hospitalizations for children and frequent appointments with 

professionals. 

During the stressful time of diagnosis, spouses often provided 

positive support to each other. Adaptation by fathers seemed to comprise 

decreased expectations for their handicapped children, as exemplified by 

their depressed ratings on the Child Expectation Scale, wh en compared to 

mothers. Explanations of expectations provided by fathers included 

protection from possible future disappointment, assumption of realistic 

appraisa1 of the children's current rate of progress, or recitation of 

information gleamed from medical personnel or llterature. The 
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perspectives of the two parents about their child's future abilities 

could lead to conflict and may be resolved by the delivery of concrete 

information about the chi1d's individual deve10pmenta1 progress, needs, 

and goals. 

Some parents appreciated the extent of time and simple explanations 

provided by a few of the medical personnel. They did not, however, 

receive the names of appropriate agencies, fol10w-up visits for more 

information, and positive aspects of parenting children with handicaps. 

Given the different capabilities of medical personnel for 1nterpreting 

information to parents, continued cooperation between various service 

de11very systems should be an ong01ng goal. 

ln order to shift from the negat1ve effects of parenting handicapped 

children, parents were asked to cite specifie skills or behaviors they 

had learned from their children (see Protocol for the Family-Foeused 

Interview). This question was designed to ascertain any positive aspects 

of living with chi1dren with handicaps. From the parents' viewpoints, 

they were able to reeall positive emotions (e. g., patience) or 

perspectives (e. g., amazement at the eapability of children with 

handicaps). Thus, these young chi1dren engendered positive reactions 

from their parents. 

Sjblinq Behaviors 

The family-focused intervention model a1so emphasized sib11ngs' 

interactive styles in an effort to increase the frequency of positive 

relat10nships. From observations condueted on the Sibling Interaction 

Scale, sibling behaviors may have been inf1uenced by their chronologieal 

ages and the responsivity level of their sib1ings with handicaps. The 

four young siblings (chronological ages 3-29 months) of the children with 

j 
l 
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severe handicaps demonstrated difficulty in responding contingently to 

their handicapped siblings. In response, children with severe handicaps 

displayed few positive behaviors. The interactions were portrayed by 

young nondisabled children (chronological ages of 11-29 months) 

performing care-taking activities or providing stimulation. 

In contrast, the responses of the nondisabled siblings encompassed 

an array of pleasurable social games with children functioning age 

appropriately or functionlng wlth moderate developmental delays. Since 

these nondisabled siblings (N • Il) received frequent feedback from their 

siblings with handicaps, they expected them to exhibit turn-taking and 

respond immediately to their overtures. Therefore, the developmental 

ages of the nondisabled siblings appeared to influence whether they 

inltiated age appropriate games and understood the responses of the 

chlldren with age appropriate or moderately delayed functional levels. 

When the chronological ages of the siblings (nondisabled and 

moderately handicapped) were within two years of one another, more 

equality in roles were established. This was not the case, however, for 

three out of the seven siblings of children with moderate handicaps. 

These handicapped children displayed frequent episodes of inappropriate 

behavior. When the children with moderate handicaps exhibited self

stlmulatory or oppositional behaviors, siblings showed evidence of 

annoyance and occasionally terminated the interaction. The older 

brothers of child 10 occasionally attempted to engage their younger 

brother in their games by attempting to modify his behavior or they 

excluded him from their activities. 

For the older brother (chronological age of 5 years) of child 2, the 

, 
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child's infrequent responses to his requests and overtures were 

especially difficult for him to understand. As part of the intervention, 

the child's funetional play was encouraged and his brother acquired a 

more realistic outlook of his eapabilit1es. As well, discussion, 

positive reinforcement, and modeling encouraged the older brother's 

ability to initiate more developmentally appropriate games. Given the 

emphasis placed upon the siblings' behaviors, more pleasurable sibling 

interactions were observed. 

ln another family, the older brother of child 14 exhib1ted 

difficulty in being responsive to his younger sister with moderate 

handicaps. This child was previously diagnosed as having moderate mental 

retardation, which lessened his ability to respond sensitively to his 

younger sister. Short-term goals for this older brother ineluded 

establishing eye contact, vocalizing to his sister, sharing toys, and 

allowing his parents to attend to his siblings. Throughout the 

intervention sessions his behaviors showed gradual improvement. 

The range of behaviors of all children with handicaps were less 

diversified and infrequent, when compared to their nondisabled siblings. 

Regardless of the level of funetioning, eight of the ehildren 

(functioning levels ranging from age appropriate to severe handicaps) 

permitted their nondisabled siblings to control which activities were to 

oceur. Three children witn moderate delays or at age appropriate levels 

exhibited more responsiveness as ·learners· on the post-test and 

attempted to alter the types of games presented. More balaneed roles 

were assumed by preschool-aged nondisabled and handieapped siblings, when 

closer age spacing (within two years), and mild or moderate ehild delays 

were present. For the other sibling pairs, the older sibling assumed the 
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dominant role, while the siblings with age appropriate levels to moderate 

handicaps demonstrated more compliant behaviors. This lack of balanced 

roles was observed between nondisabled siblings, because the younger or 

less capable sibling was often placed in subservient roles (Lamb, 1978). 

In spite of this lack of role balance among the sib11ng relationships, 

the siblings encouraged appropriate behaviors from their lower 

functioning siblings. 

In general, the nonhandicapped siblings showed different capacities 

to assume the perspectives of their disabled siblings. Some siblings 

permittfd occasional relinquishment of control to their handicapped 

siblings, while others (preschool-age siblings) imposed their own desires 

for play upon the children. Preschool siblings appeared to be consumed 

by their own wishes for play. It is widely recognized that preschool 

children possess difficulty in assuming the perspectives of others 

(e. g., White, 1975). Generally, the older siblings tended to perform 

behaviors that were responsive and interesting to the handicapped 

children. 

The siblings' play behaviors, however, may have reflected their 

parents' attitudes. Brody and Stoneman (1986) found that the attitudes 

and adaptations of siblings corresponded to the beliefs and actions of 

their parents. Further, the specifie behaviors displayed by the children 

may have been a reflection of parental expectations. Parental 

encouragement to teach or assist with child care could have been linked 

to being a "good sister or brother." One parent specifically desired her 

older child (who had moderate handicaps) to help with child care of his 

younger sister, while other parents expected their children to control 
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the behaviors of the handicapped children or teach them specifie ski11s. 

Thus, both preschoo1 and schoo1-age children were often gi ven part lcu1 ar 

tasks to perform by their parents. 

It was interestlng to note the dlchotomy of the parents' 

perspectives. On one hand, they expected the children to assume 

additiona1 responsibllities in the care of the handicapped children. 

Yet, one-third of the parents during the interview phase reported that 

the nondisab1ed children had a right to their own 1 ives and any type of 

added responltibi1ities should be self-se1ected. It wou1d appear that 

extra duties were assumed by the sibl ings when the parents were at home. 

When the sibHngs eventually become adu1ts, their parents expected them 

to be independent. In answer to the varylng expectatlons, parental 

statements and desires could be in oppositlon to one another, and thus, 

cause the contrast between parental actions and thoughts. Further, 

siblings cou1d have been expected to assist in the order1y functioning of 

the home environment as a member withln the family unit. When the 

sibl1ngs' se1f-sufficiency is obtained, they may be permitted greater 

freedom to decide their own interactions. Although various 

interpretations cou1d exp1ain parental behavior, the dichotomy between 

sib1ing independence and assumption of responsibility still existed. 

Sib1ings recognized thelr extra responsibilities. Given that on1ya 

few sibllngs were schoo1-age, the resu1ts on the Inventory of Sibllngs' 

Perspectives shou1d be considered as exploratory in nature. However, 

these children requested additional information about their siblings' 

handicapping conditions. Thi s need for knowledge about chi ldren' s 

handicapping conditions was frequently cited (e. g., Crnic & Leconte, 

1986). In addition, these siblings appeared ambivalent about meeting 
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w1 th peers, who had hand 1 capped brothers and si sters. They verba 11 zed 

the1r allb1va1ence about sharing personal thoughts with others, and often 

asked the1r parents how they shou1d respond. It is plausible that as the 

sibl1ngs beeome older, the need for a peer support group eould intensif y 

(Powell & Qg1e, 1985). 

S1b11ngs are an integral part of any family unit whose needs must be 

addressed. Simple explanations about the partieular handicapping 

condition and its effeets were provided as well as concrete examples of 

how to effectively interact with the ehildren were diseussed. Further, 

the sibling goals measured on the goal attainment scaling continua 

suggested an increased understanding of the children' s abil ities and 

accurate interpretation of their non-verbal eues. 

ln contrast, the younger preschool age sibl ings indicated 

consistently higher positive responses on the post-test of the Inventory 

of Siblings' Perspectives (Form B). While the older siblings percei ved 

inadequate parental attention, the younger sibl ings signaled satisfaction 

with the obtained levels. The differences between these two ages could 

have been due to preschool ehildren being at home for greater intervals 

of times; and thus, benefHto,J from periodic parental attention throughout 

the day. Conversely, the older children arrived from school when child 

care and meal preparations were occurring. Further, the extent of 

parental time could be a salient issue for older children but not for 

younger ones. Over time, it would be benefieial to ascertain whether the 

presehool ehildren's opinions change in response to aetual or perceived 

amounts of parental attention. Thus, one could determine whether the 

differences are age-related or may reflect changes in parental behaviors. 
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Conststent with the preschool children's positive attitudes, their 

dtsp1ay of nurturing behaviors increased over time. Positive behaviors, 

such as assuming perspectives of their sib1 ings with handicaps were 

realized in preschool-age siblings. Through the use of discussions, 

reinforcement and modeling, sensitivityand pride for their brothers and 

stster with handicaps were exhibited. As a result, the frequency of 

negative behaviors previously reported (e. g., Skrt ic et al., 1984) ware 

not found, when compared ta the extensive 115t of positive prosocial 

sibllng behav10rs. These young sibl1ngs demonstrated warm, engaging, and 

reinforcing behaviors toward their siblings with handicaps. 

Methodoloqica1 Considerations 

No statistica1 signifieance for chi1dren's test scores and parental 

ratings on the Child Expectation Seale, Family Resource Sea1e, and Family 

Support Sca1e was found. The possible reasons for the laek of 

statistica1 significance may have been due ta the narrow range of 

parental scores or the possibility of the sampl'" being self-selected. 

While stattstiea1 significanee was not found between the ehi1d and family 

measures, the e11nical meaningfulness of ehildren's test scores and the 

stipulated parent sea1es was supported by inereased ratings. 

Similarly, no signifieant correlations between the parent and child 

variables were apparent. Severa1 possible exp1anations eould account for 

the lack of association and signifieance among the variables. First, a 

narrow range of high1y positive scores was obtained for post-test scores 

on the HOME, PBP, and Teaching Skill s Inventory. One-third of the 

parents in1tial1y had scores one standard deviation be10w the mean on the 

pretest and 1mproved the1r senslt1vity and responsivity, and 

instruetional skil1s to the eeiling 1eve1s of the assessments on the 
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post-tests. The 10west parent group exh1b1ted s1gnificant gains that 

approximited those behaviors of the higher group. As a result, litt1e 

variabi1ity among parent behaviors was observed on the post-test, 

resu1ting in a relat1vely homogeneous sample. In contrast, their 

children exhibited the entire continuum of deve10pmenta1 functioning. 

One coula speculate that parent and child behaviors had reciprocal 

effects on one another wi th no part i cul ar trend for ei ther parents or 

children. For examp1e, chlldren's progress cou1d influence parental 

coping and the amount of stimulation provided by parents. Parental 

behaviors could increase or limit the number of interactive behaviors 

disp1 ayed by their children. As a resu1t, both parents and children 

affect one another's responses on an ongoing basis. 

In addition, statistical significance was not found between child 

and pare"· ',a riab l es due to the sma 11 number of famil i es and the 

associated 1ack of statistical power. Vith a larger number of subjects, 

statistically significant relationships may be ascertained. Replication 

of thi s study using the same instruments and intervention model could 

determine if similar patterns would be found. 

Another potential exp1anation for the lack of statistical 

relationships invo1ved the multiple influences on family progresse The 

levels of family resources were found to mitigate the amounts of stress, 

and potentially affected the frequency of appropriate stimulation 

(Vik1er, 1986). Further, events in one subsyst(lm (e. g., parent

nondisabled child) impacted upon the other family subsystems (parent

parent, parent-child, etc.) (Belsky, 1981). In essence, there could have 

been multiple influences on families' behaviors and progress that were 
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not measured by the assessment tools. The behaviors of each family 

member contributed to the multi-directional effects on other family 

members, and resulted in no consistent direction of influence. Rather, 

the continuous and changing interactions depended on the fluctuating 

ability levels of each partner at each point in time. Each family had 

its own individualized set of circumstances, support systems and 

resources, which varied considerably across the wide range of 

handicapping conditions included in this study. Thus, recommended 

actions could include the following: (a) ascertain a larger and random 

sample of subjects to determine the correlations among the variables, (b) 

assess the effects of family variables using only one handicapping 

condition per analysis, (c) obtain comparison data using nondisabled 

subjects, and (d) replicate the study uslng the same procedures with 

another group of families having children with moderate and severe 

handicaps. 

Qualitative Analvses 

Other analyses included determining the parental perspectives 

regarding each step within the family-focused intervention model. The 

assessment sessions produced concrete information for parents about their 

children's functioning levels. Using an honest and supportive 

presentation of the results (Flynn & McCollum, 1989), parents learned to 

understand their children's strengths and needs. As well, each parent 

indicated improvement in their teaching and planning skills as evidenced 

on the Parent Satisfaction Scale. 

When asked whether improvement ln their family relationships 

occurred, some parents (independent of child functional levels) indlcated 

that their relationships continued to be positive, while others denoted 
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varying levels of improvement. Parents, who felt they had established 

effective re1ationsh1ps prior to intervention, had children with varying 

functiona1 leve1s (chronological ages • 2-28 months) and emphasized the 

development of an effective family unit. Thus, intervention efforts 

reinforced, modified, or significantly changed the quality of the 

interactional behaviors among the family members. 

Other parental opinions regarding the family-focused intervention 

model were obtained through open-ended questions. Parental statements 

were then categorized into recurrent themes using a qualitative approach. 

Each theme was interpreted in reference to the characterist1cs associated 

with the model. One consistent attribute of the model was th~ Slobal 

orientation to families' needs and behaviors. Parents typ1cally cited 

that the needs of the entire family were included within the assessment, 

planning, and implementation of the program. As part of the family

focused intervention model, each person's responsibility was delineated 

in conjunction with a behavioral goal. G;ven this orientation, parents 

verba1ized high levels of satisfaction with the thoroughness, 

specificity, organization, and implementation of the plan. 

In essence, parents perceived significant progress in the ab111ty of 

their families to meet the challenges of living with children with 

handicaps. Data analysis of child assessments and observational data 

confirmed these positive viewpoints. While family goals continued to be 

targeted upon completion of the study, parents were equipped with the 

necessary skills to fulf;ll their life functions (e. g., capability to 

identify new child goals). Expansion of their skills involved insuring 

adequate supplies of necessities, learning alternative approaches to 
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families' goals, and balancing the needs of all the family members 

(Turnbul1, 1988). 

Similarly, the siblings and children acquired functional skills that 

were used daily. They became more responsive to each others' bids for 

attention and interaction. The increase in pleasurable sibling 

interactions resulted in children with 10w functlonal levels responding 

contingently to their siblings' overtures. More positive interactions 

were reflected in siblings' statements and were observed c1inica11y by 

their parents and the investigator. 

The exp1anations for these positive appraisals were due to the 

characteristics of the family-focused intervention model. First, each 

family was viewed according to its specifie preferences for intervention, 

pre-existing strengths, and family members' needs. As a result, the 

individualized family service plans were consistent with individual 

goals. In addition, collaboration between families and professionals was 

required. This cooperative approach encouraged families to remain in 

control of their plan, its implementation, and the accompanying non

intrusive methods (Kaiser & Hemmeter, 1989). 

Each person's strengths were recognized. Building tram a positive 

base, the families flourished, even in the face of ongoing stressful 

events. Expansion of their resources, support systems, and problem

solving skills was hypothesized to facilitate the children's development 

(Dunst et al., 1986b). Lastly, the family-focused intervention model was 

a flexible and functional approach which encouraged the development of 

functional skills of all family members. In essence, this model 

considered the diverse and changing familial needs. 
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Sunmary 

In sUl1lllary, children with moderate and severe handicaps accelerated 

their rates of skl1l acquisition and increased the qua1 ity of their motor 

movements. Although the chi1dren with moderate and severe handicaps 

exhibited varying levels of responsivity, their parents and sibl ings were 

able to conshtently establish and maintain effective re1ationships with 

them. In genera1, nondisabled chi1dren enjoyed their siblings with 

handicaps, but were often expected to assume child care responslbilities. 

In addition, parents increased the quality of their interactiona1 and 

instructiona1 skill s; yet, the extent of sufficient fami 1y resources and 

supports was 1imited primarily ta basic necessities and il'Mlediate family 

members. In spite of less than optimal scores for fami 1y resources and 

supports, parents perceived substantial progress in family functioning 

and valued the global orientation of the family-focused intervention 

mode1. Through the use of quaHtative and quantitative data analyses, 

the effect i veness of the family- focused i ntervent i on mode l was 

ascertained for these fami 1 ies. 

Thh study invo1ved the util ization of a framework emphasizing 

intervention with families having children with developmental 

disabilities. The family-focused intervention model of Bailey et al. 

(1986) had been theoretical1y postulated. This study empirically 

va1idated the effectiveness of the mode1 and involved operationalizing 

each of the purposes associated within each step of the model. Research 

fi nd i ngs from rel ev ant 1 i terature served as a foundat i on for the 

selection of appropriate family assessments, determination of the 

interview questions, and specifie intervent ions to augment opt lma 1 famlly 
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functioning. Three assc:!ssment tools were devhed and field tested for 

the measurement of si blings' attitudes and behaviors and parental 

apprai sal of t'je family-focused intervention model. 

Impl jcations f2!: Future Research 

The shift from a clinical focus upon the chlld to one that is more 

inclusive of the entire family is documented on1y recently in the 

psychological and educational lHerature (Mahoney, O'Sullivan, & Fors, 

1989). Given the small number of family units included in this 

investigation, additiona1 repl ication studies implementing the family

focused i ntervent i on mode 1 are needed. 1 n order to ensure greater 

applicabllity of the model, it should be implemented for families having 

children with diverse handicapping or at-risk conditions in order to 

determi ne the mode l' s genera 1 i zabil i ty. 

The family-focused intervention model is a multi-dimensional 

paradigm, in which use of various child, sibling, and parent assessments 

illustrate individual strengths and needs. For families who desire 

irrunediate intervention with a strict child focus, the effectiveness of 

this model would not be realized. Similarly, governmental agencies will 

need to stipulate sufficient time allowances for development of each 

individualized family service plan, especia11y when parents and groups of 

professionals are attempting to collaborative1y devise plans. Further, 

implementation of the family-focused intervention mode1 has been 

performed using a home-based model. Use of this model with other modes 

of service deli~ery (e. g., center-based) could determine its 

effectiveness across early childhood special education settings and 

potentially influence public funding appropriations. 

Future studies should investigate whether family-focused 
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intervention lasting five months is a sufficient amount of time to cause 

sustained, positive changes in families. longitudinal data are necessary 

in order to determine the long-term effectiveness of the model. The 

success of this study may have been a function of the investigator's 

previous experience. Less qualified professionals may have difficulty in 

acquiring the same levels of family change. The importance of 

establishing an effective rapport with families and utilizing well 

qualified professionals has been emphasized by parents. 

Replication of this investigation is needed due to its inherent 

weakness of the investigator acting both as the interventionist and as 

the evaluator of family progres~. Although inter-rater reliability was 

conducted for a portion of the family assessments, experimenter bias may 

have been reflected in the qualitative analyses of parent-child and 

sibling interactions. Thus, it is suggested that inter-rater reliability 

be performed in the administration of all family measures and in the 

analyses of spontaneous family behaviors. 

ln addi ti on, stat i stkal anal ys i s invol ving the rel at ionshi ps of 

parent and chi ld variabl es was unsuccessful. It was hypothesized earl ier 

that either insufficient numbers of subjects were included in the study 

or one cannot expect a significant relationship due to the transactional 

nature of families. Additional data from other professionals using the 

same scales could shed more 1 ight on the types of rel ationships that 

exist among parental and child behaviors. Possibly, with the use of a 

greater number of families, hierarchical multiple regression could be 

ut;l ized, as suggest:ed by Dunst (1986). This procedure would hel p to 

determi ne the separate effects of each variable. 
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Further, the lack of statlst1cal s1gn1flcance may have been 

influenced by the duratlon of the intervention program. Possibly, 

greater gains among family members could have been achieved with more 

intervention sessions. Therefore, it 15 recolIIIM!nded that the optimal 

duration and frequency of early intervention services using the faml1y

focused intervention model be investigated. Similarly, determination of 

the optimal chronological age for infants' enrol1ment into an early 

intervention program should be invest1gated and could provide useful 

information to public policy decision-makers. 

From the scores obtained on the Family Support Scale, one could 

conclude that parents' support scores were relatively low, regardless of 

SES and child functional levels. Given that no norms exist for parents 

of children with and without handicaps, further validation of this 

instrument is required. Questions arise as to whether these low scores 

are typical of other parents of children with moderate and severe 

handicaps, or representative of parents with children with and without 

handicapping conditions. As a result of intervention, parents have 

improved the extent of their support networks. However, comparison data 

are required in order to make conclusions abolIt the services needed for 

families with young children with differing needs. 

Further, parents ln thh study have not typically participated in 

cORl11unity groups. Parent support groups are 1ndeed available, yet these 

parents have chosen not to become involved with them. Possible 

reinforcement of small t intense support groups, as reconvnended by Dun st 

et al. (1986b), is more important to the se families than attendance at a 

periodic community group. Support could be extended through a series of 

parent workshops. If parents attend a course of instruction that 
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addresses thefr 1mmediate needs, possible support could be acquired 

during discussion periods. In this type of setting, parents might feel 

comfortable in sharing their thoughts and would acquire additional 

techniques or resources. Parental desires need to be ascertained and 

alternative sources of support be provided. 

likewise, the parents of these young children indicated 1nsufficient 

time for sociaHzation. While sorne underlying reasons are due to job 

responsibilities, other parents had difficulty in setting aside 

sufficient time. In order to determine if this phenomena 1s universal, 

further investigation 1nto the underlying reasons should be conducted for 

families with young children with and without handicaps. 

With respect to the siblings, two assessment devices have been 

formulated as part of this study, Sibling Interaction Scale and Inventor~!' 

of SibHngs' Perspectives (Forms A and B). On the Inventory of Siblings' 

Perspectives, contrasts between the preschoo1 and school-age siblings 

revea 1 ed that the 01 der ch il dren reported i nadequate quant i t i es of t i me 

wi th thei r parents and for cOlll1lun i ty events than thei r younger 

counterparts. The differences in their responses may have been due to 

the additional responsibilities assumed by the older children or to the 

amount of time the child)'en have available. Given that on1y a few older 

siblings completed the respective form, comparison with other school-age 

children having siblings with handicaps requires investigation. 

Possibly, rigorous observational techniques in qualitative research 

designs might prove helpful in describing these sibling behaviors. 

In terms of the Sibling Interaction Scale, the roles assumed by 

nondisabled children changed over the course of the study to ones of more 
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equal sharing of control dur1ng the interactions. This shift may have 

been due to the recognition of the children's capabiHties, increased 

chtld competence, or the s1b11ngs' chronologieal age. It appeared that 

intervention aimed at reinforcing the relationsh1p assisted the gains 

made across presehool- and school-age sib11ngs. Further investigation 

into the types of roles assumed by siblings, causes for siblings' 

behavioral change, and continued validation of the se tools should be 

performed. 

In addition, the experimental scales for eval uatlon of parental 

satisfaction and sibling behaviors need to be further val idated. Other 

future efforts could involve increasing the sensitivity of medical 

personnel, given that they di sp1ayed difficulty in interpret'lng medical 

diagnoses to parents. 

The assessment of family needs has sensitized the professional to 

the individual behaviors, value systems, and goals of each family. The 

importance of supporting ent1re family units has been consistently 

reinforced by the transactional r,ature of f&mily relationships. 

Application of this famHy-focused intervention model has resulted in 

positive outcomes for families having children, who are at-risk for 

developmenta1 delays (e. g., Down syndrome), or who have confirmed 

moderate or severe handicaps. Use of this model i s recommended for 

famil ies with children having handicaps that span the enti re spectrum of 

developmental functioning, or who are considered socially at-risk (low 

SES, abuse, neglect). These types of studies could determine which 

populations can be served most effectively with the family-focused 

intervention model. Future investigations should include process data, 

as well as quantitative and qualitative data analyses in order to 
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evaluate the outcomes assoc1~ted w1th the family-forused intervention 

model. 

Conclud1ng Remarks 

The family-focused intervention model has been successfully 

imp1emented for families having infants with moderate and severe 

handicaps. The abilities and ski1ls of each family have been 

strengthened by the initial appraisal of the individua1 familial 

contexts, competencies, and value systems, and by cooperatively devising 

plans to meet their specifie needs. The ultimate goals of improving the 

children's development and augmenting the functioning styles of families 

have been realized over a five month period. The co1laborative approach 

of the fam{'I~-focused intervention model has increased the presence of 

functiona1 skills required across the life-span of the fami1ies and 

enhanced the quality of 1ife for these families. Future research is 

necessary in order to determine whether these gains are maintained. 
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Appendix 1 

Critical Events Checklist, Sibling Interaction Scale, 

Inventory of S1blings' Perspectives, Protocol for Fam11y-Focused 

Interview, and Parent Satisfaction Scale 
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Sibling Interaction Scale 

(Caro • Derevensky, 1989) 

Date: 
Time of Day: 
Context/Act1vity: 
Age of Stb1 Ing: 
Age of Targeted Chlld: 
Handicapping Condition of Targeted Child: 

1. Sibltng body position 

1 2 3 4 
stands 
far away 
From child 

brief1y 15 within 
moves 3 feet for 
into majority 

15 wtthin 
close 
prox1mity 

5 
targeted chl1d 
15 vi sually 
impa i red but 
close proximity 
and body 

close of time, 
proxim1 ty but no 
but then attempt to 
withdraws to achieve 

eye contact 

and repeated
ly Ittempts 
to position 
body at 
chtld' seye 
1eve1 

pos i t 1 on mi rrors 
child 

Z. Language 

1 
provides 
no vocal 
or verbal 
contact 

2 
verbalizes 
social 
amenit1es, 
e. g., How 
are you, hi; 
or vocal1zes 
to chlld 

3 
asks questions 
or requests of 
child that does 
not relate 
to child' s 
actions 

3. Intensity of Involvement 

1 2 

4 
verbalizes 
comp1ex 
statements 
reflective 
of child's 
acttons 

4 

5 
adjusts 
comp1exi ty 
and 1ength 
of sentence to 
child's 1 eve1 
of comprehen
sion 

No acknow- fleeting 
ledgement recogni

tion 

3 
engages 
with child 
for 3 
seconds 

engages with child for sustained 
amount of time, that i s cOlIIIIIensurate 
with sibHng' sage level 

4. Extent of Pleasure Demonstrated by Slbling 

1 
exhibits 
no 
evidence 
of enjoy
ment 

2 
states positiVe 
comment or 
vocali zes , but 
body language 
inconsistent 
wi th cOlIIIIent 
or sound 

3 
shows 
IIIOIIentary 
plelsure 
with torr
esponding 
body language 

4 5 
pleasure enthuslastic, 
demonstrated obv1ous 
on 2 pl easure 
occasions 
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S. In relation to child's capabiltties, sibling's choice of 

aet ivlty: 

1 2 
chooses chooses 
aetlvity acttvtty 
according that has 

3 
i ntersperses 

4 
s1bli ng all ows 
chl1d ta decide 
which let i vi ty 

5 
NIA 

to own been enjoyed 

own play w1th 
with child's 
preferred choice both will engage in 

desires by chtld 

6. Attempts to engage chl1d 

1 
grabs toys, 
no interest 

2 
offers toY/game 
momentarl1 y 
and then withdraws 

3 
repeatedly 
attempts to engage 
child in pl ay 

7. Accuracy of reading child's behavioral eues: 

1 2 3 4 5 

4 
NIA 

6 
no becomes acknowledges attempts changes actions NIA 
attempt annoyed child's to respond based on child's 
to react ch 11 d 15 emations to chtld's behavioral 
to not but do.s eues, but responses, 
child' 5 performing not try to inaccurate accurate 
eues desired alter one's assessment interpretation 

action actions 

8. Level of Response by Chl1d (based on capabllities of chlld) 

1 2 
No fleet1ng 
response response 

3 4 
interest sustained 
d1splayed attending 
for 3 but no 
seconds emot i ona 1 

response 

5 6 
adively NIA, child 15 
i nvolved, in comatose 
displays state and 
enjoyment unable to 
at level of respond 
capabil tties 

9. Feedback provided by sibl1ng: 

1 
None 

2 
predolft; nantl y 
negative 

3 
interested t" cMld, 
says neutral 
comments, (Oh, 
you're playing), 
vocal izes 

10. Role assumed by sibl1ng 

4 
pro v ides 
positive 
feedback 
on at least 
1 occasion 

5 
provides 
frequent 
posit ive 
feedback 

teacher 
=learner 

_manager _helper equa1 playlftate no role Issumed 
_managee _helpee provider of stimulation 
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Il. Role assumed by child 

teacher 
-learner _manager _helper _equal playmate no role assumed 

_managee _helpee _prov1der of stimulation 

12. Other behaviors observed by sibHng and child, e. g., patience, 
kindness, anger, etc. (Cite specifie event) 
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... ,. 1 nventory of Si b 11 ngs' Perspect ives 

(Fonn A, School-Age Version) 
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(Caro' Derevensky, 1989) 

l. Most of the time, 1 my sister/brother. (Check all 
Hems that apply.) 

_play w1th _watch the actions of _ help with _teach 

_feed _change di apers baby-stt 

2. The amount of time my mother spends wlth me 15 

_"ot· enough _somet imes okay SUl ts my needs 

3. The amount of t i me my fa ther spends wi th me i s 

_"ot enough _sometimes okay _suits my needs 

4. Being w1th my slster/brother makes me feel _______ _ 

5. Since my s ister/brother was born, 1 feel 1 ike 1 am -----

6. The extent of my play/lei sure time 

is not occas10nal1y meets 
-enough -my needs 

____ 15 enough, glven my school 
work, act1vities, etc. 

7. Our famlly goes to cOlllllunity events (e. g., movies, picnic, 
etc. ) 

_once in a _only during 1 or 2 t1mes every 
great whlle school vacations -per month -weekend 

8. The information 1 have about my sister's/brother's difficulties 
15 

difficult to easy to understand some 
-understand -parts, but not others 

cl ear, 
- sufficient, 

understandable 
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( 
9. My brother/sister has learned to ____ From me. 

10. living with my brotherlsfster, 1 have learned to ____ _ 

Il. 1 would like to meet w1th people ~ age who have a brother and 

sister with handicaps? ___ Ves ___ No 

(, 
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- Inventory of Siblings' Perspectives 
~ (Form B, Preschool Version) 

(Caro. Derevensky, 1989) 

1. Wh en 1 am wi th (name of handicapped chi1d), 1 fee1 

8 C9 © ~~~ 0 
2. When 1 play with (name of handicapped child), 1 feel 

® ® @ ® 
3. Wh en 1 am a10ne, 1 feel 

Q Q Q (0 
4. The time my mother/mommy spends with me makes me feel 

g ~ C0 G ~ 
5. The time my father/daddy spends with me makes me feel 

~ V 0 ® ® 
6. My fam1ly gets to do fun thlngs 

0 0 @ ® 
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{ 7. 1 understand why my si ster/brother takes longer ta 1 earn. 

00 (00@0 \ 1 / 1 1 
.'-.-./, - ~ 

8. l have learned From my sister/brother to _______ _ 

(with further probi n9). 

9. My brotherlsister has learned from me to _______ _ 

(wi th further probi ng). 

{ 
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Protoco1 for the Fami ly-Focused Interview 

(Caro, 1989) 

1. Could you tell me what your 1ife is like wah (child's name)? 
(Winton & Bai1ey, 1988) How has (chi1d's name) affected your 1 ives? 

(seeks information about family' s schedul e, emot ional feel ings, 
characteristics of the home environment, normal parenting concerns) 

2. How did you 1 earn that your child may have some prob1ems or 
difficulty learning? 

(family tells their own story) 

3. People define stressful events in different ways. What may be 
stressful for one famHy may not be so for' another. Could you tell 
me about a stressful event and how your family dealt wi th it? 

(requests information regard1ng influential people, constituents of 
a stressful event, family coping style, successful probl em-sol v i ng 
skills, who are the decision-makers) 

4. Do you have family, friends, connunity services or resources that 
nave helped you from time to time? 

(support system) 

5. Famil ies often request di fferent types of services in order to make 
their family life better. Could you tell me about what kinds of 
services you would like to receive? Have you used any cornmunity 
services or resources that have been he1pful? 

(needs for financial, support, information resources, etc.) 

6. Could you tell me some of the things that (child' s name) has taught? 
What have you 1 earned about yourse 1 f? 

(positive and negative aspects from living with a child with 
handicaps) 

7. You know your family best. Could you tell me a l ittle about your 
other children, e. g., how they're gett1ng along with the other 
family members. What klnds of things do you hope for them? What 
k1nds of concerns do you have about them? 

(temperament, role assumption and expectations) 

8. It 1s important that this intervention program fits your ideas or 
goals. Could you please tell me some of your plans or hopes for 
(child's name) for right now and in the future? 

..... (parental priorities and expec:tations, parental desires for 
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components of the intervention) 

9. 1 do apprechte your sharing with me your priorities for the program. 
Could you tell me about which areas you wou1d 1 ike your family to be 
invo 1 ved w1 th? 

(requested level of involvement for entire family, roles parents 
assumed) 

10. Due to the fact (child's name) is being seen by (doctor or clinic's 
name), could you tell me what sorts of act1vities/actions they have 
done or planning to do with (child's name)? Are you already involved 
with a program with (child's name)? 

(critical events that impact on da11y living patterns) 
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Parent Satisfaction Scale 

(Caro, 1989) 

1. As a result of the intervention provided, my skills as a parent: 

1 
remained 
the same 

234 
improved a 1 ittle improved some improved a great deal 

2. The quality of the relationships within our family: 

1 
was 
al ready 
good 

2 
improved a bit from 
the suggestions 
provided 

3 
improved to the 
level at which 
1 am satisfied 

3. My knowledge of Chl1d development 

1 2 3 

4 
improved a lot 
due to input 
received 

was already 
extensive 

grew some from the 
information received 

grew a great deal above 
what 1 already knew 

4. My ability to plan developmental1y appropriate games for my 
chi1d 

1 
was al ready 
extensive 

2 
was already good 

3 
was enhanced by the 
suggestions g;ven 

5. The qua11ty of the program provided to my family was 

poor 
3 

good 
4 

very good 
5 

excellent 

6. The ski11s of the interventionists are rated as: 

poor 
2 

fair 
3 

good 
4 

very good 
5 

excellent 

7. My expectat10ns concern1ng the intervention program: 

1 Z 3 4 
were not met were part i a 11 y met were tota 11 y met exceeded my 

expectat ions 

8. Additional Comments 
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Append1x 2 

Table 24 

Strenqtbs Exb1bited ~ parents purinq 1hl Assessments And 1hl 

Familv-Focused Interyiews 

Family Relat10nshlps 

Attempts to balance needs of entire family (7) 
Supportive to spouse (7) 
Reflects on effect of the child on his/her siblings (5) 
Respects spouse's point of view (3) 
Treats each child according to his/her own personality (1) 
Primary focus on the faml1y (1) 
Avoidance of abusing familial support system (1) 

parenting 

Implements suggestions provided by professionals (7) 
Seeks out additional services (7) 
Seeks out additional information (6) 
Advocacy (6) 
Weighs consequences of an event (5) 
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Weighs information provided by professionals and makes dec;sion (5) 
Interested in child's development (5) 
Alters portion of an event within one's control (4) 
Aware of persistent effort to ratse a child with handicaps (2) 
Famil hr with cbild' s strengths, needs, and personal1ty (2) 
Analyzes events from child's perspective (2) 
Sensitive to ch1ld's changing physical abilities and behaviors (1) 

Acceptance 2f Ibtir Children ~ Handicaps 

Loves child uncond1tionally (9) 
Treats child as a "normal" chl1d (4) 
Immediately informed relatives about diagnosis (1) 
Realist;c gOllS regardtng the child's future (1) 

Teaching 

Enthusiastlc reinforcement of child's skills (4) 
Sets Iside time to be alone w1th the cbild on a daily basis (3) 
Accurate observation of the child' s beh.vior (2) 
Encourages skills in the context of dlily Ictivities (2) 
Provides language-r1ch home environment (2) 
Adjusts complexity of speech ta level of child's understanding (1) 

Personlli1l Character1stic$ 

Warm and open toward professionals (10) 



---
Perseverance displayed in encourag1ng chl1dren's ski1ls (5) 
Deals w1th uncertainty using aval1able information and shar1ng 

concerns w1th professionals, relatives, and spouse (4) 
Art icuhte regard1ng quest 10ns, strengths, and needs of child and 

fam1ly (5) 
Reflecthe about their children and the1r role as parents (4) 
Sense of humor (4) 
Analysis of 11le's events (3) 
Creat 1v1ty (2) 
Patience toward children (2) 
Adapt i ng ta li fe in a new country (2) 
Sens1tiv1ty toward child's nonverbal behaviors (1) 
Flexibility in meeting needs of a young infant (1) 
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HW. (Humber). Humber of famil 1es that displayed each strength 
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AppendilC 3 
Table 2S 

Concerns 2f P.rents yerbal1zed dyring Intervention Sessions 

Proy1ne1allGovernmenta1 Services 

Oelayed reimbursements for prescriptions (2) 
Oiffieulty with obtaining bU ingua1 services (l) 
Restr1ct ion on type of professional s providing servi ces to infants (1) 
Paucity of integrated public schoo1s (1) 

f.i!:J.j: Intervention Seryices 

Inadequate preparation by school personnel for child's enrollment (2) 
lack of systematic instruction.l approach (1) 
Use of only well-recogntzed techniques to be used with child (1) 
little feedback and few goals targ.ted for the child (1) 
Dimin1shed level of enthustasm by edueator (1) 
Incompetence of educator (1) 
Two sets of goals presented to the fallli1y (1) 
Lack of intervention over the sunner months (1) 
Few evening services (1) 
Use of outdated assesslllents (1) 
Parental reject 1 on of the ro 1 e as an eva 1 uator of her chil d' s 

behav i or (1) 

Q1bJ! Professionals 

Di strust of 111-1nfo[lll8d mediea1 personnel (2) 
Negative outlook of genet1ctst regardtng future outlook of the chi ld 

with Down syndrome (1) 
Inabi11ty to suff1ciently explain med1eal terms to the parents (1) 

Parental TelCht ng Sk111 s 

Future skills to emphas1ze w1th the child (2) 
Use of bilinguali$m in the hOIIIe (1) 
Parental approach be1ng too structured for the child (1) 
Sufficient level of stimulation being provided (1) 

Children's Bodlly funct10ns wl Behay10rs 

Feeding (8) 
Constipation (2) 
Nonfunct 10nal ,,1 ay (2) 
Understand 1 Dg of the hand 1 capp i ng cond 1 tian (1) 
Aggress 1 ve acts (1) 
Loss of previously Icqulred skills (1) 
~'edicat10n (1) 
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Familial Cbaract.ristics 

Lack of spousal support and interest in spouse and child (2) 
Sibling-sibl1ng interaction (2) 
Relief that bath parents' presence was not requ1red for the sessions 

(1) 
Relative's illness (1) 
Inabil1ty for the entire famlly ta live in the same country (1) 
Pessim1stic attitude of spouse (1) 

Cbildren's Future Abil1tiel 

Future scho01 placement (2) 
Investigator's expeetations for the chl1d (1) 
Child's ab111ty to learn (1) 

Mi scel] an,oui 

Safeguard1ng each room' s contents (1) 
Toys to buy (1) 

rmtl. (Number). number of families c1t1ng each concern 
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Appendix 4 

Table 26 

Observations iDd Ouotltipns Verb.l1zed III parents Concerning 

Parent-Infant AttlChment 
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7/3/89 (6a) "l'm burnt out. 1 want to be partly a teacher and partTy a 
parent. Vou know same parents do better w1th older chlldren." (Context: 
Toward the end of the sess10n, we Wlre dtscussing what the upcoming week 
was going to be l1ke for the flmily and what goals the parent wanted to 
emphasize. ) 

7:'3/89 (6b) Observation of the father spontaneously implementing a 
r,leasurable g_ of 11ft1ng the chl1d in the air. The father smiled, 
verbal1zed and prov1ded affection to the child. (Context: Wlthln the 
intervention session, the father wlnted to show me a game he taught hi s 
child after the child d'lIIOnstrated success with three goals.) 

7/5/89 (lb) "let me hold her. 1 haven't held her all day." (Context: 
After com1ng home frol work and the ent1re famtly was in the living room, 
the flther verbal i zed the statement.) 

7/5/89 (9a) "1 think he's clever." (Context: Child demonstrated an 
approximation of 1 targ.ted skill thlt was presented by the 
1ntervent1on1st.) 

7/19/89 (lI) Observation of th. chtld voelltzing more often with her 
mother when cOMpared ta the rat. with the lnterventionist. (Context: 
Interventtontst and the" moth.r attempts ta obtain vocalizations from the 
ch n d durl ng vocal p 1Iy gIIllS.) 

7/19/89 (lb) "(Mother's na_) and (chtld's name) have a strong love 
affair." (Cont.xt: The father verblltzed this statement as we ob5erved 
the child in her IIOther's a",s whl1e WI seated in their living room.) 

7/19/89 (9a) "Anyon. would wlnt to marry (child's name), because he i5 so 
lovable and tries 50 hlrd." (Context: Mother spontaneous1y verbalized 
about her pr,vious marriage and then Iide comment about her child toward 
the end of sesston. She descr1bed her present sHuation and then 
referred to her child.) 

7/20/89 (8a) -He's 50 eute.- (Context: Mother mentioned this statement 
as shI observed her child spontaneously and enthusiastically play with a 
toy. The child has a repatred cleft lip and palate.) 

7/26/89 (llb) "She (chtld) would be ICcepted with whatever (functional) 
level she got. We won't hold her bact if she goes further. We will 
treat her as a normal child." (Context: Interventtonist stated specifie 
targeted weekly goals were aecomp11shed and the father made the statement 
at the end of the session.) 



-

225 

7/26/89 (la) "Look at all she can do. 1 have ta brag." (Context: 
Mother stated this remark upon arrival ta their home.) 

8/7/89 (6a) "1 always try to do the best for him." (Context: Toward the 
end of the session, the mother and the interventionist were targeting 
goals to emphasize over an interim of one week.) 

8/7/89 (12a) Observations of spontaneous social games being 
enthusiastically presented to the child by the mother in order to elicit 
social responses and vocaHzations. 

8/9, 8/16, 8/30, 9/6, 9/13/89 (lIb) Observations of father's enthus1astic 
teaching of his child as he repeatedly tried to engage her in play, 
spontaneously provided affection and reinforcement, and maintained 
consistent eye contact with his child. 

8/16/89 (lb) "(Chtld's name) and 1 became very close. We were together 
for a week while (mother's name) was away. 1 loved be1ng with her." 
(Context: The father's statement was made when asked at the beginning of 
the session, "How was your week?") 

8/23/89 (9a) "He's so smart." (Context: Child just displayed a skill to 
criterion and mother verbalized pride in her son's actions midway through 
the session.) 

9/18/89 (7a) "Is she in pain with her seizures?" (Context: Mother and 
interventionist observed the child having a seizure and mother asked the 
interventionist about the effects of the e.argenee of seizures.) 

9/25/89 (8a) "1 treat the chl1dren as two different children. (Vounger 
child's name) right froM the start had luch more eye contact. Even now 
with (child's name)'s looking, she has more eye contact. Vou Just can't 
compare." (Context: Mother Just lifted her new infant into her arms, 
while her older child was spontaneously crawling in and out of empty 
cupboards in the kitchen.) 

9/28/89 (8a) "1 don't dwell on (chl1d's name) handicap. 1 don't enjoy 
vi siting with the parents at the center that often, because the parents 
rehash how thetr chlldren were diagnosed. 1 don't 1 ike to dwell on that. 
Sometimes 1 cry when 1 think about it." (Context: The mother was asked 
how occupational therapy was gotng at a local establ ishment m1dway 
through the session.) 

10/2/89 (6a) "Am 1 providing enough stimulation?" (Context: The mother 
asked thts question during a dtscussion about the child's self
stimulatory behaviors, once the interventionist and mother observed the 
child spinning his toys.) 

10/4/89 (11a) "(Child's name) 15 worth two children. 1 work with her 
everyday on all the goals, and especiany the ones checked." (Context: 
The interventionist asked how the IOther was managing with the four 
targeted goals for the week at the beginning of the session.) 
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10/23/S9 (61) "1 feel guflty 1 didn't present any of the goals." 
(Context: In response to a question about the week's events, mother 
verbaltzed thts statement at the commencement of the session.) 

10/25/89 (71) Observation of the mother lying on the floor next to her 
child in order to achteve eye contact with her unresponsive child. 

10/25/89 (7b) Observation of the father bendtng down in order to achieve 
eye contact and close proximity to his child. This was signifieant, 
because the father rare1y acknowledged his child upon arriva1 to the 
home. 

10/26/89 (Sb) "You want to be with daddy?" (Context: Father made this 
statement as he observed his ch11d crawl toward him, while the 
interventionist, father, and child were in the child's bedroom.) 

10/29/89 (13a) "1 constantly had to check-up on him, whlch 1 did with 
pleasure and love." (Context: The interventlonlst te1ephoned the family 
in order ta Iscerta1n the fami1y's well-belng fo11ow1ng the death of the 
child. Mother rehashed what chi1d eare respons1bilities she had to 
assume.) 

11/13/89 (7a) "1 am sa pleased the chl1dren are now able to play w1th one 
another. Thank you." (Context: A discussion of the progress aehieved on 
the gOlls concern1ng the sib1;ngs' re1at10nshlps was initiated by the 
interventlonlst. The relsons for the emphas1s on the slbling 
relationshlps WIS descrlbed the 1 nterventl oni st. The mother, then 
verbalized her pleasure wlth the intervention that occurred with the 
sib1ings. This discussion occurred in the d;n1ng area of the home with 
the three children present.) 

11/20/89 (Sa) "1 would still love him whether he 1s behind." (Context: 
In response to the tnvest1gator stat1ng that an a55essment will occur 
next week and the ch11d 1s expected to display near Ige appropriate 
skills, the mother made the statement It the close of the session.) 

~. (number). subJect number, (a) • mother, (b) • father 
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Appendix 5 

Table 21 

Parental Statements Regarding 1hI Fyture Outlook 2f Ihiir Children 

7/18/89 (lOa) "1 am disappointed and concerned about the (assessment) 
results, but 1 am hopeful he will accomplish all the goals." (Context: 
The statements were verbal1zed immediately following the de11very of the 
diagnostic assessments and the individualized fam1ly service plan at the 
beg1nning of the session.) 

7/26/89 (lOa) "1 know the (assessment) results are not final." (Context: 
The mother was asked how she was dealing with the assessment resu1ts at 
the beginning of the sesslon.) 

8/16/89 (la) "1 am even more optimistic." 
(lb) "1 was hoping she (mother) would betome more rea11st1c, but 

she came back even more optimistic." (Context: Discussion with both 
parents occurred. The mother had Just returned from a week long workshop 
on the child's handicapping condition. The interventlonist asked how the 
conference was.) 

H21l. (number)· subject number, (a) • mother, (b) - father 
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Appendix 6 

Table 28 

Behaylors p1sD]aved 1lx S1bl1ngs gi t.bl1dren n1h Handicaps 

positive Behay10rs 

6/14/89 (la) Observation of the older female sibl ing spontaneously gi vi ng 
toys to the child and englg1ng the chl1d 1n play. 

6/29/89 (4a and 4b) Observation of the older male sibl 1ngs en9191n9 the 
ch il d in the i r play. They i nterspersed thei r own play wi th the ch il d' s 
choice of Ictivities. 

7/5/89 (13c) "1 have learned Just to play with ~im.· (Context: 
Intervent10nist reinforced sibling for enthllS:iastically presenting a 
social game to the child.) 

7/6/89 (10a) Observation of the older male sibling's delight in watching 
the chl1d's responses. The slbl1ng wu observed to attempt to redirect 
the child's attention to tlsk, whenever tt wavered during the session. 

7/6/89 (lOb) "He's trying. Good (child's name)." (Context: Siblingmade 
statement upon observation of the child approximat 1ng a targeted ski11.) 

8/9/89 (14a) "(Child's nante) makes me feel good." (Context: 
Interventionist commented to sibling how she enthushst1cally presented a 
social game to the child.) 

8/23/89 (la) Observation of the sibling asking her mother to hold the 
child. The sibling wu observed to hold the child (a youn9 infant) 
securely in an upright position. 

8/23/89 (lIa) "(Child's name), look at me." (Context: 01der female 
sibling spontaneously implemented a game of peek-a-boo.) 

8/28/89 (16a) Observation of younger male sibling smiling at and 
observ1ng the fine motor actions of the child for ten continuous seconds. 

8/30/89 (9a) Observation of younger male sibl1ng ma1nta1ning close 
prox1mity to the chl1d, spontaneously givlng h1m toys, and vocal iZ1n9 to 
him 1n an attempt to establ1sh joint play with the child. 

9/5/89 (13a and 13b) Observation of the older male sibl1ngs consistently 
watch1ng the act1vltfes presented by the intervent10nist and the parent. 
Their observat10n was s1gn1f1cant, because they exhlbited difficulty in 
spontaneously en9ag1n9 the child in play. 

9/20/89 (la) "1 love you." (Context: After older female sibling fini shed 
feeding the child, she was observed to kiss her and verbal ize the 
statement. ) 
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10/10/89 (2a) "(Child's name) did this. 1 d1dn't ev en get to paint. Il 
(Context: 01der male sibl1n9 brought the child' s paint 1ng to the 
interventionist and subsequently made the statement wi th enthushsm.) 

10/18/89 (4a) Observation of the older male sibl1ng consistently 
observ1ng the chl1d's behavfor. At one po1nt, he ut down with the child 
on a chair as he put his anis around h1m. The older male sibl 1ng was 
observed ta sml1e at the child's achievement of skl11s. 

11/1/89 (la) When aSked, "How do you you know (ch11d's name) has had 
enough play1ng?", the older female sibl1ng $l1d, "She cries when she's 
had enough." When asked, "How do you know when (child's name) wants ta 
play?", the sibling said, "She looks at me or pulls my clothes." 

Negathe Bebayiors 

6/29/89 (4b) "1 can do that. That 's baby stuff." (Context: The si b li n9 
was observing the assessments being administered to the child and 
verbalized the statement m1dway through the sess10n.) 

7/5/89 (11 a) Observat 1 on of the 01 der fema 1 e s 1 b 11 ng 1 nterrupt ; ng the 
parents' speaking to the 1 ntervent i onist t n order to have the sole 
attention of her parents and to direct attention away from the child. 

7/6/89 (lOb) "He (ch11d) can't do that. Boy, he's dumb." (Context: 
Older male si bl 1ng made statament as he was observ1ng the assessment 
being adm1n; stered to the child.) 

7/26/89 (lIa) Observation of the older female sibling exhlbit1ng 
annayanee when the child did not perform the game as the sibling desired. 

10/10/89 (2a) Observation of the older male sibling call1n9 attention te 
himsel f by perfonn1ng aets that were directly farbidden by the mother. 
The mother' s attent i on was d 1 reeted toward the chi 1 d. 

tma. (number). subject number, (a,b c) • ordinal spacing of s1bl tngs 
wi th; n each family 
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Appendix 7 

Table 29 

Positive COmments Regarding Inyestigator's Behayiors 

6/21/89 (la) ''l'm 50 pleased you came into our Hves." (Context: 
Statement made upon arrival to home.) 

6/29, 7/3, 9/18, 10/25 (4) (7) Pleasure exhibited by siblings when they 
were included within the intervention sessions. 

7/3/89 (la) ''l'm 90;ng to frame th1s list of strengths." (Context: The 
parents were given the list of strengths they dtsplayed.) 

7/6/89 (lOa) "Vou are percepti ve regard1ng the children' s relationships." 
(Context: Intervent10nist described her concerns about the sibl1ngs' 
tenuous relationsh1ps.) 

S/3/89 (8a) "1 could rea11y use your support. Wh en he 90es to the P.T., 
1 have a hard time seeing him upside down and then seeing the fur on his 
face." (Context: A phone eall reeeived by the mother and she asked the 
interventionist ta go to the therapy sessions w1th the children and her.) 

8/8/89 (3a) ''l'm g01ng to send thts 11st (of strengths) to my husband. Il 

(Context: ln response to receiving the lht of strengths, the mother was 
go;ng to mail the 11st to ber husband living in another country.) 

8/9/89 (9a) "1 now accept the (assessment) results and realize 1 was 
teach1ng h1m wrong." (The interventionist began discussion about the 
parent's disag,'eement about the assessment results. The mother then 
verbalized the statement.) 

8/10/89 (Sa) "l'm going to treasure this 11st of strengths." (Context: 
Upon receipt of the 11st of strengths, the mother made this statement.) 

8/30/89 (lb) "Vou wrote up a very complete program. A very professional 
job." (Context: Father made th1s statement upon arrival to the family's 
home and he had rev1ewed the pl an for a week.) 

10/2/89 (7a) "1 was angry about the assessment results. 1 now like the 
way you structure the session to emphas1ze specifie skil1s." (Context: 
Mother made thts statement midway through the session a~ the 
interventionist was engag1n9 the child.) 

10/4/89 (9a) "1 11 ke the way you provide services. (Other educator' s 
name) is too structured." (Context: Mother made statement at the 
commencement of the session.) 

10/18/89 (llb) "When (chl1d' s name) was born, the door was closed. But 
you opened the window." (Context: Father made statement as the 
interventionist was about to leave the home.) 
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10/18/89 (8a) "1 really want you ta come ta the christening, because 1 
have talked about you to my entire fam11y." (Context: Mother harided an 
invitation ta the interventionist for the christening at the beginning of 
the session.) 

11/1/89 (lIa) "We love the way you get sa excited about (child's name) 
successes." (Context: Intervention1st enthusiast1cally reinforced the 
chi1d's approximation of a targeted skill midway through the session.) 

11/6/89 (7a) "1 don't know what 1 am going to do without you. 1 like 
your methods. 1 can really talk to you." (Context: Mother made 
statement after she was asked how the services of the other educator were 
progressing at the end of the session.) 

11/6/89 (12a) "1 read the plan and 1 continue to encourage different 
skills from it." (Context: Mother descr1bed her continual referral to 
the plan as she encouraged more mature behavlors From her child.) 

11/7/89 (14a) "1 could talk to you all n1ght. It's easy to talk to 
you." (Context: Mother and investigator were talking about the family 
as a unit and the famll y , s upcoming pl ans for the weekend.) 

11/9/89 (8a) "It's very hard to put in a few words how greatful 
[grateful] 1 am to you. Vour [You're) so easy to learn from, and work 
with. 1 admire what you do, but l'm amazed at how good you are. 1 feel 
very 1 ucky you found us. In the future, 1 et' s keep in touch. 1 f there' s 
ever anything 1 can do for you, it would make me so happy to he1p you. Il 

(Context: Statements written on a card given to interventionist four 
weeks prior to the termination of services.) 

11/9/89 (Sb) "We can't thank you enough for al1 your precious help you've 
brought to this fami1y. It's amazing how much someone's day to day work 
can bring hope and improve the qual1ty of 11fe of a family li ke ours. 
We, especially (chi1d's name) will miss you very much and l'm sure we'll 
never Forget what you've accomp1ished for him. Thanks again and best of 
luck for everything you do." (Context: Written statements on a card made 
by the father, given four weeks prior to the termination of services.) 

11/14/89 (3a) "1 am sad you will not be with us for a long time. But, 1 
know the skills you have shown me, 1 can do them with my (child's name) 
by myself." (Mother described her conversation with another parent three 
weeks prior to the end of services.) 

11/14/89 (2a) "1 1ike the guidance of the week1y goals. When 1 had a 
spare minute, 1 would look at the sheet and know what to do." 
(2b) "Having a plan al10wed me to see what (chi1d's name) needed on a 
week1y buis as well as on the long terme 1 think (chi1d's name) needs a 
focused and direct approach." (Context: Discussion with the parents 
about their requests for future services.) 

11/14/89 (14b) "1 don't want (chlld's name) to miss any of your 
sessions." (Context: Mother's query to the father as to whether the 
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visitors will have 1eft by the t1me of the next home vis1t.) 

11/15/89 (9a) "1 th1nk that the efforts of you and (the educator's name 
have really helped (chi1d's name). He has rea11y done well." (Mother's 
spontaneous statement as she WIS given a description of the pending 
assessment session.) 

11/21/89 (2a) "Our sincerest thanks for your excellent services. We'11 
surely miss you very much." (Context: Unsolicited comment written on a 
greet i ng card.) 

11/22/89 (9a) "Vou're really good at this (teaching). Vou should do 
teaching a long time. Usually, it takes longer for (child's name) to 
adjust to ~omeone new, but he d1d it in a shorter time with you. Vou 
taught me to see (chl1d's name) 1n a new way. (look at his skills 
differently." (Context: ACknow1edgement of the child's gradual 
acquisition of a cognitive goal was discussed by the interventionist and 
the mother.) 

t!2.tI. (number). subject number, (a) • mather, lb) • father 
educator • other interventionist from local programs working w;th the 
child 
interventionist • investigator 
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Table 30 

Lil1 gf Actiyit1es Conducted fQ[ tJ1l Management 

Referral 12 Additional personnel 

Speech and language pathologist (3) 
Developmental Pediatrician (2) 
Educator (2) 
Psychologist (2) 
Additional Early Childhood Programs (1) 

Seryices 1Q families 

Anticipation of future goals for the child (15) 
Baby-sitting (5) 
Procurement of toys from publie agencies (3) 
Literature on handicapping conditions (3) 
Housekeeper assistance (2) 
Respite care (1) 
Travel/vacation opportunities (1) 
Day care placement (1) 
Explanation of letters from governmental agencies (2) 

Change in Parent Bebayiors 

Or9aoization of the children's home env1ronment (6) 
Adapt1ve materials and positioniog devices (4) 
Removal of household hazards (2) 
Problem-solving and decision-making (1) 
Takeo ecanomy (1) 

Transition iQ ~ Programs 

Inter-agency coordination (4) 
Transition to a new educator (1) 

HD1I. (number). number of families prov1ded each service 
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Appendix 9 

Table 31 

Results If 1bJ parent Satisfaction ~ 

Question No. MaximuM Mean Stlndard Deviation 

1 4 3.47 0.64 
2 4 2.53 1.18 
3 3 2.47 0.64 
4 3 2.93 0.26 
5 5 4.93 0.35 
6 5 4.93 0.26 
7 4 3.60 0.63 

8. Additional Co.ents 

(2) The interventionist has been flntlstie. Her very professionll and 
skillful service will be greltly mlssed. 

(3) The help WIS grelt. 1 a. very sattsf1ed. 1 would like to have the 
teacher longer, because she helped .. a lot. 

(4) The qual1ty and orderly fashlon in wh1ch the program was presented 
helped me ta understand more what areas 1 should concentrate on with 
(child's name) and whlt he is expected to know at his age level. It also 
somehow encouraged me to work harder with (child's name) by givlng me the 
proper direction and goals to work tow.rd. 

(5) (Investlgator'5 name) i5 very helpful and re50urceful. She 15 very 
good with chl1dren; very enthusiastlc. 

(7) 1 like all the structure 50 we know what (chlld's name) has learned. 

(8) (Invest1gator's name) got closer ta (child's name) and made better 
contact than any other educator or therapist we've worked w1th. (Child's 
name) has made more progress 1n the pa st four months than he's ever made 
ln such a short tlme. 

( Il) Thank you 50 much for everythl ng • 

(15) 1 th1nk the program helped a lot with (child's name). 1 see a 
change ln (child's name). 1 think it was good for (child's name). 1 
hope to follow the same thlngs ta get better progresse 

BAti. N. 15, (num6er) • refers ta parents of the chlld. 
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Table 32 

parent.l Statements legard1ng Fam11v-Eocused Interyent10n ~ 

E.ch stateMent refers to an individu.l set of parents. 

progral Aggroacb • refers to overall at.s of the program. 
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"It ts a more organized approach wttb a vartety of areas addressed th an 
we had before." 
"Tbe approach was easter, cleaner th an we rece1Yl~ before. So, we made 
fewer .tstakes and obtatned better results. W1th all the explanattons, 
tt bec ... easter for p.rents to wark wtth tbetr chtldren." 
"The approach made everyone aware and gave ideas for the fam11y," 
"The approach was more concentrated due to the organtzation and the list 
of goals." 
"There was concentration on the ent1re faI11y." 
"You take a more global approach th an we've had witb others," 
"You taugbt all of (child's name)." 
"A persistent and consistent approach was used to make sure (child's 
name) acqu1red the sktlls." 

program planning • refers to ma.lDer tn which the plan was dev1sed 
and written. 

"It was good the way a well rounded program occurred 50 she d1dn't bave 
any more spl1nter skt11s. Now, her performance 1s more even 1n a1l 
areas." 
"A broader range of areas were tnc1uded, 50 the total child was treated." 
"We dectded what the goals are for (cbild's name)." 
"The program was more deta11ed than we rece1ved from the other educator," 
"The spec1fic1ty of the progral was excel1en~ for (ch11d's name)." 
"The deta1led plan was good." 
"1 11ked the organlzat10n. We had a program. Each problem was worked on 
ptece by ptece. You wrote down 1deas to do and then suggested other 
ideas 1f they d1dn't work." 

progra. Implementation • manner in wh1ch the ind1v1dua11zed plan was 
implemented on a weekly basis. 

"1 ltke the way you tncluded a1l the chtldren 1n the sess10n." 
"The goals worked on each sesston were tntegrated across al1 areas. One 
goal led to anotber or several goals were accomplished in one act1v1ty," 
"A balance between structure and warmth WIS made wtth conttnual growth in 
goals. It f1t tbe personal1ty of (chtld's name)," 
"Vou provtded me wtth suggest10ns as to what to do witb the tnapproprlate 
bebavtor of (chlld's name)." 
"Tbe structure was excellent, because (child's name) had 50 many low 
skills. " 
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Resources • denotes the names of potential personnel and agencies 
provided to the fa.ily. 

"The extent of resourees were valued and the information was received 
il1lllediately." 
"1 11 ked the way you got us the nalles of agene i es, etc. ri ght away." 
"1 l1ked the wly you found out about baby-sitting and other services." 
"1 like the tons of information 1 received about baby-sitters, schools, 
and vacation spots." 

ki1I Management • denotes the aet1vtttes condueted to ensure 
coordination lMOng agencies. 

"We were glad you came to the Meting at (agency's name) and spoke about 
(ehild's name)'s strengths and needs." 
"The referrals to other prograMs and spectalists were helpful." 
"1 appreeiated reeeiving 1nfo"'lt1on about the 10cll resourees and the 
spectalists, who are available." 
"1 like how you advoeated for our desires wtth the local ageneies." 

family Relationships • interactions aMOng the fami1y members. 

"You made us grow as a faMUy. The chtldren now get along well." 
"The relationship alIIOng the chtldren hls 1111Proved a lot." 
"1 l1ked the intervention for the children's relationships." 
"1 liked the way you worked on the boys' (s1blings') relattonsh1p." 
"The chl1dren are playing sa well together. 1 alll sa happy." 

Familv Goals • refers to the parent and s1bling goals devised for 
each fl1l11 y • 

"The family goals were excellent. They illproved everyone's behavior. Il 

"The goals for the fa.l1y were goOO, because the methods were written 
down, 50 it was easy to follow." 

parent Educat1gn • teaching p,ov1ded to parents in arder to enhance the 
quality of 'a.11y interactions, instructional 
ea.petenee, Ind parenting skills. 

"Vou taught Me how to be an advoeate for (child's name). 1 now have 
developed inner strength." 
"Vou taught me how to dec1de the goals 1 should work on w1th (child's 
name). Now, 1 don't have to be total1y dependent on professionals." 
"1 loved learning new skills by watehing yOU, talking to you, and tryin9 
the th1ngs you suggested." 
"1 li ked the teach 1 ng goals for thl parents, beeause we 1 earned . " 
"The parent goals had a wide scope. J WIS given more to work on than 
before. The more you gave me, the MOre we achieved. Vou d1dn't ask tao 
much. Vou always asked sOMething rlal1stic." 
"Ne l1ked working on the parent gOlls. We liked the structure. We went 
from A and frOl there. It's not haphazard. 1 like the structure, 
because 1 am structured." 
"1 ltked learning the te.ching sktlls. They were realistic and important 
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for h1s develoPMInt." 
"1 l1ked the parent gOlls, becluse it .ade .. happy when he (ch11d) did 
something 1 lelroed." 

Parent.l Attitud. • parent perspective regard1ng the fam11y members and 
services. 

"It changed my wly of th1nktng. 1 becllII IIIOre realtst1c about (child's 
name)'s skills and needs." 
"1 know he needs physio (physiotherlpy) and H's important, but 1 am more 
optimistic when he hls this cllss." 

Character1st1cs gf Inyestiqltor • refers to the behaviors of the 
investigltor. 

"To the other educator, 1t's 1 job. But to you, H's a profession." 
"Vou've hld more school1ng Ind it shows." 
"Whan a request or 1 question WIS _Ide, you put 1t into effect or found 
the answer r1ght aWly. If one idel d1dn't work, Inother idea WIS 
immed1ately put in. The wealth of idels 1s due to your extensive 
exper1 ence ... 
"Vour support WIS 1ncredible. Your expertise WIS continuilly 
apprec ilted • " 
"1 l1ked your gentl_ approlch." 
"Your 1mag1nlt1on and your ab11ity to be closed w1th h1m (ch1ld) taught 
me how to do differ_nt th1ngs w1th (chtld's name)." 

Similarit1es ~ ~ Cur[ent Sery1ces • indicates the sim11ar 
Ict1v1t1es conducted by other professionals and the 
1nvest1gator. 

"The short-term goals were siml1ar." 
"You played w1th (chl1d's nue) just like the other educator." 


